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Abstract 
 

Background 

Intimate partner violence (IPV) and child maltreatment (CM) are widespread issues 

with severe consequences. There is growing recognition of the overlap between these 

two forms of violence and on the need for prevention efforts addressing both issues. 

Preliminary evidence suggests that parenting interventions, which often target CM and 

harsh parenting, may also have an impact on IPV in the family. Thus, improvements in 

parents’ emotion regulation and communication skills, may improve not only parent-

child interactions, but also couple interactions. However, it is also possible that 

parenting interventions may increase IPV, due to changes in couple power dynamics 

and conflict. 

 

Objectives 

To assess the effect of parenting interventions on IPV perpetration and victimisation in 

male and female parents/caregivers. 

 

Search methods 

Six databases were searched, plus supplementary searches on Google, NHS Evidence, 

and ProQuest Dissertations databases. Reference lists of included studies were searched, 

and experts contacted. 

 

Selection criteria 

Included studies (1) were randomised controlled trials (RCTs) or cluster-RCTs, (2) 

examined a parenting intervention (or multicomponent intervention with at least 50% 

parenting content), (3) included parents/caregivers with a child under 12 years, (4) 

included a control group with no treatment, treatment-as-usual, waitlist control, or 

active control, (6) measured quantitative IPV-related outcomes, (5) were available in 

English. 

 

Data collection and analysis 

Data extraction used Cochrane’s extraction form and studies were assessed for risk of 

bias using the RoB2 tool for randomised trials. Intervention effects were converted into 

standardised mean differences (SMDs) and random-effects meta-analyses conducted. 

Quality of the evidence was assessed using the GRADE framework. Subgroup analyses 

were conducted based on intervention content and sensitivity analyses performed based 

on study quality. 

 

Results 

The review included nineteen studies, with eighteen studies quantitatively synthesised.  

Victimisation: Meta-analysis findings revealed a statistically significant intervention 

effect on reduction in female IPV victimisation for both overall IPV (Hedge’s g=-0.14; 

95% CI=-0.25, -0.03; p=0.013) and physical IPV (Hedge’s g=-0.20; 95% CI=-0.32, -

0.07; p=0.002) at post-intervention. None of these reductions were significant at follow-

up. No significant differences were found in psychological IPV female victimisation. 

No study reported on male IPV victimisation. 
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Perpetration: A significant reduction was found at post-intervention in physical male 

IPV perpetration in the intervention (Hedge’s g=-0.23; 95% CI=-0.43, -0.03; p=0.026). 

No significant differences were found in overall or psychological IPV male 

perpetration. A significant reduction was found at post-intervention in female IPV 

perpetration for overall (Hedge’s g=-0.29; 95% CI=-0.43, -0.14; p=0.0002) and physical 

IPV (Hedge’s g=-0.24; 95% CI=-0.40, -0.08; p=0.0034) in the intervention. No female 

IPV perpetration outcomes were significant at follow-up. Notably, a small, significant 

increase was found for overall male IPV perpetration at follow-up (Hedge’s g=0.26; 

95% CI=0.06, 0.46; p=0.011), suggesting the reduced IPV levels noted at post-

intervention may have increased. Interpretation of these findings, however, warrant 

caution due to the small effect sizes and considerable heterogeneity in many of the 

analyses. 

 

Conclusions 

This study is the first systematic review to synthesise evidence surrounding the effect of 

parenting interventions on IPV. The review offers encouraging, albeit tentative, 

evidence that parenting interventions may also reduce IPV. 
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1 Background 
 

1.1 Description of the condition 
  

Intimate partner violence (IPV) and violence against children 

 

Intimate partner violence (IPV) and violence against children are pervasive issues that 

are both a serious public health concern and a violation of human rights (UNICEF, 

2017; WHO, 2013). Indeed, IPV accounts for most of women’s experiences of violence 

(UNSD, 2015). IPV is defined by the World Health Organisation (WHO, 2013, p.vii) as 

‘behaviour by an intimate partner that causes physical, sexual or psychological harm, 

including acts of physical aggression, sexual coercion, psychological abuse and 

controlling behaviours’. While IPV can occur regardless of gender, most reported 

instances of IPV are perpetrated by men towards women (Anderson & van Ee, 2018). 

Even though estimates vary across the world, figures suggest that almost 30% of 

women who have been in a relationship have experienced IPV (WHO, 2013). 

 

Child maltreatment (CM) is one of the most common forms of violence against children 

and is defined by the WHO (2006, p.9) as ‘all forms of physical and/or emotional ill-

treatment, sexual abuse, neglect or negligent treatment or commercial or other 

exploitation, resulting in actual or potential harm to the child’s health, survival, 

development or dignity in the context of a relationship of responsibility, trust or power’. 

Studies have indicated that worldwide, six in ten children aged 2-14 regularly 

experience physical punishment (UNICEF, 2014). 

 

The fields of IPV and CM have in the past often been considered relatively distinct from 

each other (Bacchus et al., 2017). Increasingly, however, in light of evidence 

highlighting the intersections that exist between the two issues, there has been a rise in 

calls for combined strategies that address both types of violence (Guedes & Mikton, 

2013). The rationale for this systematic review therefore derives from this evidence and 

the growing recognition of the overlap that exists between CM and IPV. Three notable 

intersections that have been identified between CM and IPV include: (i) their shared 

risk factors; (ii) the common co-occurrence of the two types of violence in the same 

household; (iii) and their shared consequences (Guedes, Bott, Garcia-Moreno, & 

Colombini, 2016). These intersections are described below. 

 

Intersections between IPV and child maltreatment 

 

One of the main intersections between CM and IPV are their shared, underlying risk 

factors (Guedes et al., 2016). These include both society- and family-level risk factors 

such as poverty, acceptability of family violence, and marital conflict, as well as 

perpetrator-related risk factors, such as parental history of physical abuse, substance 

abuse, and poor mental health (Alhusen et al., 2014; Gracia, Rodriguez, Martín-

Fernández, & Lila, 2017). Social and gender norms that condone violence have also 

been highlighted as a critical risk factor for both CM and IPV (Guedes et al., 2016). 
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Co-occurrence is another important intersection between CM and IPV, and refers to the 

occurrence of both forms of violence in the same household over the same period of 

time (Guedes & Mikton, 2013). Evidence from both high-income countries and low- 

and middle-income countries (LMICs) suggests that children in families impacted by 

IPV are also more likely to experience harsh parenting and child maltreatment (Guedes 

et al., 2016; Jouriles, Mcdonald, Slep, Heyman, & Garrido, 2008). Within the family 

systems literature, it has also been proposed that negative (and positive) interactions in 

one dyad in the family (e.g. couple dyad) may spill over to another dyad (e.g. parent-

child dyad) (Marshall, Feinberg, & Daly, 2019). 

 

Another notable intersection between CM and IPV are their shared consequences 

(Guedes & Mikton, 2013). Indeed, the effects of both forms of violence are often 

serious and long-standing in nature. Research suggests that both CM and IPV are 

associated with various adverse health effects, including mental health problems, such 

as depression and anxiety, and physical health issues, such as physical injuries and 

chronic pain (Chisholm, Bullock, & Ferguson, 2017; Li, D’Arcy, & Meng, 2016). 

 
 

1.2 Description of the intervention 
 

Parenting interventions 

 

One type of intervention that seeks to address the issue of harsh parenting and CM are 

parenting programmes. Parenting programmes are interventions that ‘aim to help 

parents improve the quality of parenting that their child receives, and, in turn, the 

child’s development and behaviour’ (Gardner & Leijten, 2017, p.99). The delivery and 

format in which parenting interventions are provided can vary. For instance, parenting 

programmes can involve a range of different delivery techniques, including interactive 

methods like discussions, modelling, role-playing, and watching video-vignettes 

(Barlow, Bergman, Kornør, Wei, & Bennett, 2016). The theoretical frameworks that 

underpin parenting programmes can also vary and can include approaches such as 

cognitive-behavioural, attachment, family systems, and mindfulness theories (Barlow, 

2014). In addition to teaching parenting and child management skills, parenting 

interventions may also include content on couple relations and on interparental 

communication skills which seek to help couples parent better together. 

 

The timing of delivery also differs across programmes. Some programmes focus on 

educating and supporting parents during the perinatal and postnatal period, while others 

focus on supporting parents during, for example, the child’s adolescent years (Yap et 

al., 2016). Parenting interventions also vary in terms of the parent and caregiver 

involved. While they can be open to one or both parents, the participants in the majority 

of parenting interventions are, to date, often predominately female (Bacchus et al., 

2017), which is something that has raised concerns about potentially reinforcing 

harmful gender norms (Daly et al., 2015). 
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Another aspect of parenting interventions which can vary is the modality of delivery 

(Hillis, Mercy, Amobi, & Kress, 2016). Some parenting programmes are held in small 

groups delivered in settings such as community spaces and clinics, while other 

parenting interventions are delivered on a one-to-one basis to parents in their own home 

(Barlow et al., 2016; Sweet & Appelbaum, 2004). Interventions delivered to parents in 

their own home are sometimes referred to as home visitation or home visiting 

programmes (Sweet & Appelbaum, 2004). The definition of the term ‘home visitation’ 

and ‘home visiting programme’, however, can vary within the literature and is 

sometimes defined differently by different researchers. Some researchers define ‘home 

visitation’ and ‘home visiting’ as an intervention that offers ‘broad based support which 

is provided on a frequent basis over an extended period of time’ and consider it to be a 

distinct and different type of intervention from parenting programmes (Barlow et al., 

2011, p.4). Other scholars, however, posit that ‘home visiting is an umbrella term that 

implies a strategy [emphasis added] for delivering a service, rather than a type 

[emphasis added] of intervention, per se’ (Sweet & Appelbaum, 2004, p.1435-1436). In 

this review, the latter definition of the term will be used, and accordingly, interventions 

referred to as home visiting programmes will also be considered, provided that the 

majority of the programme comprises of parenting content, as discussed further in the 

methods section. 

 

 

1.3 How the intervention might work 
 

How parenting interventions may affect IPV 

 

In terms of violence against children, parenting programmes have been suggested to 

reduce and prevent CM in a number of ways (J.M. Lachman et al., 2017). For instance, 

evidence indicates that parenting programmes that train parents in behaviour change 

techniques, such as positive instruction-giving and realistic rule-setting, can help 

increase positive parenting behaviours and reduce the use of violent discipline 

techniques (Kaminski, Valle, Filene, & Boyle, 2008; J.M. Lachman et al., 2017). 

Research also suggests that parenting programmes may help improve parental mental 

health and reduce stress, which may have a positive impact on parenting practices and 

outcomes (Barlow et al., 2016; J.M. Lachman et al., 2017). 

 

Notably, recent evidence suggests that parenting interventions may also have an effect 

on IPV (Bair-Merritt et al., 2010). One way that parenting interventions may influence 

IPV is through programme content that focuses on couple relations and interparental 

interactions. Indeed, numerous parenting programmes include not only material focused 

on parent-child relations, but also content on couple (i.e. parent-to-parent) interactions 

and interparental relations, focusing on how partners can support each other and parent 

better together (Feinberg, 2003). As such, it is therefore plausible that this type of 

couple-focused content may not only have an impact on CM, but also have a direct 

effect on partner conflict and IPV. Since differences in intervention content might 

impact IPV differently, this review will distinguish between parenting interventions that 

focus only on parent-child relations, versus those that focus on both parent-child and 
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couple relations. Accordingly, for the purpose of this review, the term parent-child 

interventions will refer to parenting interventions that comprise solely of content 

concerning parent-child relations, whilst the term child-and-couple interventions will 

refer to those that include content on both parent-child relations and couple relations. 

 

Another, more indirect way that parenting interventions may influence IPV is through 

addressing family violence more widely. For instance, parenting programmes may have 

an impact on parents’ emotion regulation and communication skills, two skills that are 

of relevance to both CM and IPV (Karam & Blow, 2020). Indeed, deficits in 

communication skills and poor emotion regulation have been identified as risk factors 

for perpetration of both CM and IPV (Baldwin et al., 2018; Karam & Blow, 2020). 

Hence, addressing these shared risk factors in parenting interventions may therefore 

have an impact on not only CM but IPV as well. Various studies have also found 

improvements in parental mental health and reductions in parental stress following 

participation in a parenting intervention (Bennett, Barlow, Huband, Smailagic, & 

Roloff, 2013). Considering that parenting stress has been identified as a risk factor for 

both CM and IPV, it is possible this is another way that parenting interventions may 

impact IPV (Probst et al., 2008). Furthermore, since one of the direct effects of 

parenting interventions is that children behave better, this outcome may also contribute 

to a reduction in not only conflict and blame in the family, but potentially also IPV. 

 

It is important, however, to also consider any potential harmful effects that parenting 

interventions may have on IPV. It is possible, for instance, that whilst seeking to reduce 

CM, parenting interventions may unintentionally increase partner conflict and IPV. 

Indeed, research studies have, for example, found that changes in power dynamics 

between women and men in intimate relationships may lead to an increase in couple 

conflict and IPV (Liles et al., 2012). Studies have also found that women participating 

in interventions which challenge existing gender norms and power dynamics, may also 

experience an increased risk of IPV (Gibbs, Corboz, & Jewkes, 2018). Accordingly, 

since parenting interventions may impact both caregiver roles and couple power 

dynamics, it is possible they might potentially also increase partner conflict and IPV. 

Hence, examining the effect of parenting interventions on IPV is therefore crucial to 

ensure they are not causing harm. 

 

 

1.4 Why it is important to do this review 
 

Rationale and importance of this review 

 

Considering the various intersections that exist between CM and IPV as well as the calls 

for greater collaboration between the two fields (Guedes et al., 2016), efforts that seek 

to address both forms of violence concurrently are becoming increasingly important. In 

recent years there has also been a rapid growth in the dissemination of parenting 

programmes that aim to reduce child maltreatment (Gardner et al., 2017). However, 

while there exists extensive evidence that IPV can have a detrimental effect on 

parenting outcomes (Lapierre, 2008), what remains unclear is what effect parenting 
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interventions may have on IPV. Indeed, despite the increased emphasis on maximising 

prevention efforts, particularly in LMICs where the prevalence of IPV and CM are high 

and resources often are scarce (Bacchus et al., 2017), there is a paucity of research on 

the impact of parenting interventions on IPV. Given the overlap between these two 

forms of violence, conducting this review and investigating the effect of parenting 

interventions on IPV is therefore important for two main reasons. First, if evidence 

suggests that parenting interventions may also contribute to reductions in IPV, then 

such findings may help researchers, practitioners, and policymakers more effectively 

use resources when seeking to address both forms of violence simultaneously. Second, 

it is equally important to also investigate the effect of parenting interventions on IPV in 

order to ensure that they are not causing harm. 

 

State of the evidence 

 

There is currently a lack of systematic reviews examining the effect of parenting 

interventions on IPV. Despite this paucity in systematic evidence, there are a few 

relevant reviews worth mentioning. A systematic review by Austin, Shanahan, Barrios, 

and Macy (2019), for example, examined interventions aimed at women parenting in 

the context of IPV. In their review, however, Austin et al. (2019) only included 

parenting programmes designed specifically for women experiencing IPV and as such 

excluded male caregivers from their review. Additionally, more general parenting 

interventions not specifically designed for women experiencing IPV, were also not 

considered in their review. A review conducted by Anderson & van Ee (2018) also 

investigated interventions for mothers and children affected by IPV. Notably, however, 

victims of child abuse were excluded from their review as the authors sought to focus 

solely on the relational trauma of IPV and not child maltreatment. A scoping review by 

Bacchus et al. (2017), which examined opportunities for coordinated responses to IPV 

and CM in LMICs, also provides insights on interventions that focus on parenting and 

the intersection between IPV and CM. However, as well as not being systematic, their 

review provides no information on interventions conducted in high-income countries. 

 

Accordingly, since, there appears to be no systematic review on the effect of parenting 

interventions on IPV, this thesis therefore seeks to overcome this gap in the literature. 

Moreover, given that many parenting interventions in the field also include content on 

couple interactions and interparental relations, these interventions will also be included, 

provided they meet the specific eligibility criteria (i.e. at least 50% of the intervention is 

comprised of parenting content). Subgroup analyses will then be conducted to examine 

whether these two types, i.e. parent-child parenting interventions (i.e. those with 

content only on parent-child relations) versus child-and-couple parenting interventions 

(i.e. interventions with content on both parent-child relations and couple relations 

content) have different effects on IPV. 
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2 Research question and objectives 
 

2.1 Research question 

 
The research question of this thesis was developed using the PICO (population, 

intervention, comparator, outcome) framework (Petticrew & Roberts, 2006), as 

explained in Table 1, and is the following: 

 

What is the effect of parenting interventions on intimate partner violence in parents and 

caregivers with children aged 0-12 years old? 

 

PICO framework Explanation 

Population (P) 

 

The population for this systematic review is parents and 

caregivers with children aged 0-12 years old 

 

Intervention (I) 

 

The intervention is parenting interventions, with home 

visiting programmes, transition-to-parenthood interventions, 

and multicomponent interventions also included as long as at 

least a majority of the programme (i.e. at least 50% of the 

programme content) consisted of parenting components. 

Interventions thus may or may not include additional 

components focusing on couple interactions and relations 

 

Comparator (C) 

 

The comparator considered in this review, which is not 

described in the research question itself, but is important to 

still specify, were control groups, including: control groups 

with no treatment, treatment-as-usual, waitlist controls, or 

active control groups 

 

Outcome (O) 

 

The outcome of interest was quantitative measures of IPV 

measured at post-intervention, including frequency of male 

and female IPV victimisation and perpetration 

 

Table 1 

 

2.2 Objectives 
 

The primary objective of this review is to address an important gap in the literature by 

conducting, to the author’s knowledge, the first systematic review on the effect of 

parenting interventions on IPV in parents and caregivers. The secondary objective is to 

investigate whether parenting intervention content is associated with its effect on IPV 

by conducting subgroup analyses (specified a priori) comparing intervention effects in 

child-parent focused interventions (i.e. parenting interventions focusing only on parent-

child relations) versus child-and-couple focused interventions (i.e. parenting 

interventions that focus on both parent-child relations and couple relations). 
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3 Method 

 
3.1 Eligibility criteria 

 
Inclusion and exclusion criteria were developed based on the PICO framework (Table 

3) (Petticrew & Roberts, 2006). There were no geographical location restrictions, 

however, only studies written in English were included. 

 

Types of participants 

Parents or caregivers of any age and gender with a child aged 0-12, or parents or 

caregivers expecting a child to be born during the intervention period. Studies with 

children aged over 12 years were included if the mean age of the sample was not over 

12 years. This age range was chosen to reduce heterogeneity of the study populations 

and because some parenting programmes designed for parents of adolescents vary in 

content and focus on adolescent problem behaviours such as substance abuse and 

pregnancy (Haggerty, Mcglynn-Wright, & Klima, 2013). Excluded were studies aimed 

at children with specific disabling conditions (e.g. autism, ADHD, cerebral palsy) or 

health conditions (e.g. cancer, obesity). This served to reduce heterogeneity of the 

populations, and because some of the listed conditions often involve additional 

treatments and services (Peacock-Chambers, Ivy, & Bair-Merritt, 2017). 

 

Types of interventions 

Parenting interventions, that is interventions that focus on training parents and 

caregivers in parenting skills that promote healthy development, positive child 

behaviours, and nurturing parent-child relationships (Haggerty et al., 2013). This 

includes teaching parents and caregivers how to reinforce positive behaviour, set clear 

limits, manage misbehaviour, and interact with their children in ways that are 

developmentally appropriate (Leijten et al., 2015; Morris et al., 2017). Programmes 

such as home visiting programmes, transition-to-parenthood interventions, and 

multicomponent interventions were also included provided that at least a majority of the 

intervention (i.e. at least 50% of the programme content) consisted of parenting 

components. Parenting programmes that included couple-focused components were 

therefore also included if at least 50% of the programme comprised of parenting 

content. Since parenting interventions vary greatly in length (Yap et al., 2016), there 

were no limitations on the length or dose of the interventions. 

 

Types of outcomes 

The outcome of interest was the effect of parenting interventions on IPV. Eligible 

studies therefore needed to measure and report quantitative IPV-related outcomes, that 

is, frequency of either overall, physical, psychological, or sexual IPV victimisation 

and/or perpetration. Studies that only measured IPV-related outcomes at baseline were 

excluded. While outcomes are ideally not used as a criterion for including studies in a 

review, restricting eligibility to certain outcomes is appropriate for some reviews, such 

as when a review seeks to address a specific effect of an intervention that may be used 

for multiple conditions (Higgins & Green, 2011). However, to avoid bias from selective 

non-reporting, it is important that when studies are excluded on the basis of outcomes, 
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precautions are taken to ensure the outcomes are unavailable because they were not 

measured, rather than simply by not being reported (Higgins & Green, 2011). 

 

Types of comparisons 

Control groups considered included control groups with no treatment, treatment-as-

usual, waitlist controls, or an active control group. Studies that incorporate a control 

group are valuable since they facilitate the assessment of change following the 

intervention due to passage of time, as well as can serve as a control for regression to 

the mean (Hart, Fann, & Novack, 2008; Tang & Fielding, 2014). 

 

Types of study designs 

Studies were included if they use a randomised controlled trial (RCT) or a cluster-RCT 

design. Randomised trials are considered to provide the highest level of evidence for 

examining the effect of an intervention and as such the studies included in this review 

were limited to this design (Peat, Mellis, Williams, & Xuan, 2002). Further, given the 

large number of randomised trials that exist in the parenting intervention field (Gardner 

et al., 2019), it was deemed appropriate to only include this design. Study designs other 

than RCTs and clustered-RCTs (e.g. non-randomised designs, pre- and post-test designs 

with control groups, qualitative studies, or case studies) were excluded. 

 

Components Inclusion Criteria Exclusion Criteria 

Population 

(P)  

 

Parents or caregivers of any age 

and gender with a child under the 

age of 12 years, or parents or 

caregivers expecting a child where 

the child was born during the 

intervention 

 

Studies with children aged over 12 

years were included if the mean 

age of the sample was not over 12 

years. 

 
Studies that do not include parents or 

caregivers 

 

Parents or caregivers with children 

over the age of 12 years old (where the 

mean age of the sample was over 12 

years) 

 

Studies aimed at children with specific 

disabling conditions (such as autism, 

Attention-Deficit/Hyperactivity 

Disorder, cerebral palsy, and other 

physical disabilities) or specific health 

conditions (e.g. cancer and obesity) 

Intervention 

(I)  

 

Parenting interventions, that is 

interventions that focus on training 

parents and caregivers in parenting 

skills that promote healthy 

development, positive child 

behaviours, and nurturing parent-

child relationships (Haggerty et 

al., 2013) 

 

Multi-component interventions, 

transition-to-parenthood programmes, 

or home visiting interventions where 

less than 50% of the programme 

content consisted of parenting 

components  
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Programmes such as home visiting 

programmes, transition-to-

parenthood interventions, and 

multicomponent interventions 

were also included provided that 

that at least a majority of the 

intervention (i.e. at least 50% of 

the programme content) consisted 

of parenting components.  

Accordingly, parenting 

programmes that included couple-

focused content were therefore 

also included if at least 50% of the 

programme comprised of 

parenting content 

 

No limitations were placed on the 

length or dose of the interventions  

Comparison 

(C)  

Control groups considered include 

control groups with no treatment, 

treatment-as-usual, waitlist 

controls, or an active control 

group 

Studies with no control group 

Outcome (O)  

The outcome of interest is the 

effect of parenting interventions 

on IPV. Eligible studies therefore 

needed to measure and report 

quantitative IPV-related outcomes, 

that is, frequency of either overall, 

physical, psychological, or sexual 

IPV victimisation and/or 

perpetration 

Studies that did not measure IPV-

related outcomes 

 

Studies that only measured IPV-related 

outcomes at baseline 

Study design  
Randomised controlled trials 

(RCTs) or cluster-RCTs  

Study designs other than RCTs and 

clustered-RCTs (e.g. non-randomised 

designs, pre- and post-test designs with 

control groups, qualitative studies, or 

case studies) 

Table 3 

 

3.2 Search methods 
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Electronic databases 

All searches were conducted on May 18, 2020 with no date restrictions. Selection of 

databases was guided by related systematic reviews (Gardner, 2017; McCoy, Melendez-

Torres, & Gardner, 2020), the Cochrane Handbook (Higgins & Green, 2011), and 

librarian consultation. Given the interdisciplinary nature of the topic, a combination of 

electronic databases covering different fields were used, as listed in Table 4. 

 

Electronic databases 

1. EMBASE (Ovid) 

2. MEDLINE (Ovid) 

3. Cochrane Central Register of Controlled Trials (CENTRAL) 

4. PsycINFO (Ovid) 

5. ERIC (ProQuest) 

6. CINAHL Plus (EBSCO) 

Table 4 

 

Other sources and grey literature 

To retrieved unpublished studies, Google searches were conducted using the strategy in 

Table 6, and the first 20 pages retrieved were reviewed. Searches were also performed 

on the NHS Evidence database and the ProQuest Dissertations and Theses database, 

between May 18-21, 2020. Reference lists of included studies were also searched for 

eligible articles. In addition, experts in the field were contacted to ask for additional 

articles to include (Appendix A). 

 

Search strategy 

The development of the search strategy was an iterative process. This involved 

developing a set of keywords related to the different elements of the research question 

and conducting preliminary searches on multiple databases. Truncations and asterisks 

were used to allow for variations of the words to be identified. While a search strategy 

is typically informed by the main elements of a research question, in some cases it may 

be unnecessary and even disadvantageous to include every element of the research 

question (Higgins & Green, 2011). For instance, even if a research question might focus 

on specific outcomes, these concepts might not be included in the title or the abstract of 

an article (Higgins & Green, 2011). For this reason, the outcome ‘intimate partner 

violence’ was not included in the final search string, since preliminary searches which 

included this concept led to known key relevant articles being excluded. 

 

The final search strategy therefore favoured sensitivity over specificity to minimise 

relevant articles being missed (Petticrew & Roberts, 2006). A combination of free-text 

terms and controlled vocabulary words were adopted based on the functionality of each 

database. The search string used for MEDLINE is presented in Table 5. See Appendix 

B for search strings used in other databases. Since Google Scholar does not have the 

same functionality as electronic databases, the search string was adapted accordingly 

(Table 6). 
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MEDLINE (Ovid) search strategy [Applied filters: English language] 

1.  ((parent* adj3 (program* or intervent* or train*)) OR (mother* adj3 

(program* or intervent* or train*)) OR (father* adj3 (program* or intervent* 

or train*)) OR (caregiv* adj3 (program* or intervent* or train*)) OR (family 

adj3 (program* or intervent* or train*))).tw. 

2.  (exp Parenting/) AND (program* or intervent* or train*))).tw. 

3.  (home visit* or home visit* services or family nurse or nurse family or nurse 

family partnership or family nurse partnership or child management 

strategies).tw. 

4.  #1 OR #2 OR #3 

5.  (exp Infant/) OR (Child, Preschool/) OR (baby or babies or child$ or 

toddler$ or infant$ or preschool$ or pre‐school$).tw. 

6.  #4 AND #5 

7.  (randomised controlled trial or randomized controlled trial or randomised 

trial or randomized trial or random allocation or control group).mp. 

8.  #6 AND #7 

Table 5 
 

 

Google Scholar search terms 

("parenting") AND ("programme" OR "program" OR "intervention" OR 

“training”) AND ("randomised controlled trial" OR "randomized controlled trial" 

OR "randomised trial" OR "randomized trial" “random allocation” OR "control 

group") 

Table 6 

 

3.3 Data collection 

 
Selection of studies 

The retrieved studies were first screened by title and abstract, then the full texts of the 

studies were retrieved and assessed based on the eligibility criteria. When multiple 

publications of the same trial existed, these reports were linked and presented as one. 

 

Data extraction and management 
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Data from each included study were extracted using an adapted version of the Cochrane 

Collaboration data collection form for intervention reviews (EPOC, 2013) (Appendix 

C). 

 

Assessment of risk of bias in included studies 

Risk of bias of included studies was assessed using version 2 of the Cochrane risk-of-

bias tool for randomised trials (RoB2) (Sterne et al., 2019). The domains of bias in 

RoB2 are presented in Figure 2. The additional RoB2 domain timing of participant 

identification and recruitment was also included since this is used when assessing 

cluster-RCTs. Each study was assessed across the RoB2 domains and rated as having 

either ‘high’, ‘low’, or ‘some concerns’ of risk of bias. 

 

Measures of treatment effect 

Since some of the studies used different measurement scales, treatment effects were 

converted into standardised mean differences (SMDs) (Borenstein, Hedges, Higgins, & 

Rothstein, 2011). The SMDs were computed using the Campbell Collaboration Effect 

Size Calculator (Wilson, 2017) first as Cohen’s d effect size estimate, and then, to 

correct for potential bias due to small sample sizes, transformed into Hedge’s g 

(Hedges, 1981) using the ‘esc’ package in RStudio (Lüdecke, 2019; RStudio Team, 

2020). Effect sizes were categorised as small (0.2), moderate (0.5), or large (0.8 and 

above) (Cohen, 1988). When extracting data from studies that reported outcomes at 

multiple time points, the data from the first and last follow-up assessment time points 

were used. For consistency, in the few instances where multiple long-term follow-up 

assessments took place (e.g. 5-year follow-up assessments), an a priori decision was 

made to extract the follow-up data for the assessment time point closest to two years 

since this was the most common time point for follow-up assessments. 

 

3.4 Data analysis 

 
Unit of analysis issues 

For cluster-RCTs that did not account for clustering, the design effects and effective 

sample sizes were calculated using study data and reported intra-class correlation 

coefficients (ICCs) in order to adjust the sample sizes to account for clustering (Higgins 

et al., 2019).  

 

Dealing with missing data 

When data were missing or incomplete, authors of the corresponding studies were 

contacted in an attempt to request the missing data. 

 

Assessment of heterogeneity  

Statistical heterogeneity across the trials was assessed by calculating the I2 statistic 

(Higgins, Thompson, Deeks, & Altman, 2003). The following Cochrane heterogeneity 

guidelines were used to interpret the I2 values: might not be important (0%-40%), 

moderate (30%-60%), substantial (50-90%), and considerable (75%-100%) (Higgins et 

al., 2019). 

 



 17 

Assessment of reporting bias 

A contour-enhanced funnel plot (i.e. a graph where intervention effects of each study 

are plotted against the standard error) was used to assess publication bias when 

sufficient studies (i.e. at least 10 studies) were available for an outcome. If asymmetry 

was observed, then publication bias was suspected since this would suggest that studies 

may not have been not published and hence not included (Higgins et al., 2019). 

 

Data synthesis 

Studies were combined in a meta-analysis in RStudio using the ‘metafor’ package 

(Viechtbauer, 2010) if they were deemed sufficiently homogenous, i.e. reported on the 

same outcome (e.g. type of IPV), for individuals of the same sex (e.g. male vs. female 

perpetrator), and at the same time point (post-intervention vs. follow-up), and when 

outcomes were available for at least two studies (Higgins et al., 2019). Considering the 

heterogeneity across the interventions, a random-effects model was selected, rather than 

a fixed-effects model, since a random-effects model assumes there exist differences in 

treatment effects between studies (Borenstein et al., 2011). When it was not possible to 

quantitively synthesise outcomes, they were summarised narratively.  

 

Subgroup analyses and investigations of heterogeneity 

Where possible, subgroup analyses were conducted to investigate heterogeneity and to 

examine whether the content of the parenting interventions was associated with its 

effect on IPV. More specifically, these subgroup analyses, planned a priori, sought to 

examine whether intervention effects on IPV female victimisation differed between 

parent-child parenting interventions (i.e. those with content only on parent-child 

relations) versus child-and-couple parenting interventions (i.e. interventions with 

content on both parent-child and couple relations) the latter of which might potentially 

contribute more directly to a reduction in partner conflict and IPV. 

 

Sensitivity analysis 

To examine whether studies classified as having high risk of bias affected overall meta-

analyses results, sensitivity analyses were performed when at least two studies remained 

after studies at high risk of bias were removed. 

 

Summary of findings table and GRADE 

Using the GRADE framework (Schünemann, Brożek, Guyatt, & Oxman, 2013), a 

summary of findings table was created to summarise the results of the meta-analyses 

and the quality of the evidence for each outcome. Drawing upon the GRADE approach, 

the quality of the evidence for each outcome was first rated based on study design 

(randomised trials are rated as high quality), and then subsequently downgraded if there 

were issues with risk of bias, inconsistency, indirectness, imprecision, or publication 

bias, or upgraded in cases of a large effect, a dose-response gradient, or if all plausible 

confounding would reduce the observed effect (Balshem et al., 2011; Guyatt et al., 

2011). 
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Ethical approval 

Ethical approval was received (Appendix D) from the Departmental Research Ethics 

Committee, Department of Social Policy and Intervention, University of Oxford.  

  

4 Results 

 
4.1 Description of studies 
 

Results of the search 

The search yielded a total of 27,830 studies, with 27,758 studies identified through 

electronic databases and 72 studies retrieved from other sources. It should be noted, 

given the relatively high number of studies retrieved, that the search was intentionally 

designed to favour sensitivity over specificity. This approach was taken because, despite 

the considerably large size of the parenting intervention field, the number of studies that 

measure IPV-related outcomes are relatively few. A sensitive search strategy was 

therefore adopted in order to minimise missing any of the relevant studies measuring 

IPV. A sensitive search was also deemed appropriate given the high variability of 

terminology used in the parenting intervention literature. After duplicates were 

removed, 14,170 studies remained, out of which 13,999 were removed during title and 

abstract screening. An additional 152 studies were removed at full-text screening (see 

Appendix E for excluded studies and reasons for exclusion). In total, 19 studies were 

eligible for inclusion. Figure 1 shows the PRISMA flowchart of the screening process. 
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Figure 1 

 

Included studies. A total of 19 studies were included; Table 7 shows their 

characteristics. 

 

Sample sizes. Sample size varied considerably, with included studies comprising of 

both pilot studies (e.g. Stover (2015)) with smaller sample sizes (n=18) and other 

studies (e.g. Jacobs et al. (2016)) with larger sample sizes (n=704). 

 

Study design. All studies were RCTs including one cluster-RCT.  

 

Participants and location. Most studies (n=17) involved only one caregiver in the 

intervention, with two studies (Heyman et al., 2019; Skar, Sherr, Macedo, Tetzchner, & 

Fostervold, 2017) involving multiple caregivers. Of note, the majority of the studies 

were either aimed at women, or while not specifically aimed at women still consisted 
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primarily of female caregivers (with the exception of a few father-centred interventions, 

e.g. Kohli, Jayasekara, & McLean (2020); Stover (2015); Stover, McMahon, & Moore 

(2019)). The mean age of caregivers ranged from 18.62 to 42.06 years. Most studies 

were carried out in the United States (n=10), and others in South Africa (n=2), 

Colombia (n=1), the Netherlands (n=1), New Zealand (n=1), Philippines (n=1), Rwanda 

(n=1), Uganda (n=1), and Thailand (n=1). Studies examined interventions that were 

primarily aimed at: low-income families and families at-risk for CM (n=7), families at-

risk for both CM and IPV (n=6), women recruited from domestic violence shelters 

(n=4), and men with histories of IPV and substance abuse (n=2). 

 

Interventions and comparisons. Descriptions of the parenting interventions are 

provided in detail in Table 7. In summary, however, ten of the interventions were 

delivered as group-based programmes predominantly held in community settings, seven 

were delivered through home visitation, and two as one-to-one interventions delivered 

in residential substance abuse facilities. The duration of the interventions ranged from 

10-sessions, to interventions offered weekly for up to 5 years (Jacobs et al., 2016). The 

control groups included no-treatment controls (n=6), waitlist controls (n=3), treatment-

as-usual controls (n=6), information-only controls (n=1), and active controls (n=3). 

 

Outcomes. Table 7 presents all IPV outcomes measured. All studies used self-report 

data and most studies (n=17) measured IPV using a version of the Conflict Tactics 

Scale (CTS) (Straus, Hamby, Boney-McCoy, & Sugarman, 1996), one of the most 

widely used tools for measuring family conflict. Two studies (Betancourt et al., 2020; 

Skar et al., 2017) used other measurement tools: the Hurt, Insult, Threaten, and Scream 

(HITS) questionnaire (Sherin, Sinacore, Li, Zitter, & Shakil, 1998) and the DHS 

Domestic Violence Module Questionnaire (NISR, 2006). The time period at which the 

first post-intervention assessment was measured varied between studies, and 

accordingly, some reflect longer-term effects of the intervention than others. The 

majority of studies provided outcomes of overall IPV female victimisation, with some 

studies reporting outcomes that specified the type of IPV (e.g. physical or psychological 

IPV), and some reporting IPV perpetration outcomes.
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Table 7 Characteristics of Included Studies 

 
First 

Author 

(Year) 

Country Study sample and 

respondents 

Intervention and findings 

 

Study 

design 

(control) 

IPV outcomes, 

assessment time points, 

and data source 

Measu-

rement  

tool 

Group-based parenting interventions 

Gardner et 

al. (2020) 

Thailand Low-income parents and 

caregivers (N = 93) in Udon 

Thani, Thailand with 

children aged 2-9 years old. 

Adult respondents 

predominantly (97%) 

female. Parent age: M = 44 

years 

 

Respondents: 

caregivers/parents 

(predominantly female) 

Intervention: Parenting for Lifelong Health (PLH) for Young Children 

Thailand 

 

Description: A group-based parent training programme that is 

delivered by community facilitators and is aimed at parents and 

primary caregivers of children aged 2-9 years. Programme content 

includes components such as developing positive care-giver child 

interaction and communication, non-violent discipline strategies, limit 

setting, and Mindfulness Based Stress Reduction techniques. 

 

Duration: 12 weekly sessions each lasting approximately 2-3 hours. 

 

RCT 

(treatment-

as-usual 

control) 

Outcomes: 

- Overall IPV victimisation 

 

Assessment time point: 

Immediate post-intervention; 

3-month follow-up 

 

CTS2S 

Kohli et al. 

(2020) 

Uganda Young fathers (N = 1200) 

aged 16-25 years in 

Northern Uganda, with a 

child aged 1-3 years old, 

and living with an intimate 

partner. Fathers’ age: M = 

23 years 

 

Respondents: fathers 

 

Intervention: Responsible, Engaged and Loving (REAL) Fathers 

Initiative 

 

Description: A community-based, father-centred mentoring 

programme combined with a community poster campaign that 

corresponds to the programme, which seeks to enhance awareness and 

skills in positive parenting, couple communication, and reflection on 

gender roles in parenting. Programme content includes components 

such as using positive parenting practices, developing nurturing parent-

child relationships, understanding gender norms in childcare, conflict 

resolution, and effective communication in the family. 

 

Duration: 12 sessions that take place over the course of 7 months 

RCT  

(no-

treatment 

control) 

 

Outcomes: 

- Overall IPV perpetration 

 

Assessment time point: 

3-month post-intervention; 

12-month follow-up 

 

Adapted 

CTS2 

Jouriles et 

al. (2001) 

 

USA Mothers (N = 36) who had 

previously resided in urban 

or suburban women’s 

shelters due to domestic 

violence, with at least one 

child 4-9 years old 

exhibiting clinical levels of 

conduct problems. Mothers’ 

age: M=28.7 years (SD=4.9) 

 

Respondents: mothers 

Intervention: Project SUPPORT 

 

Description: A multi-component intervention focused on teaching 

mothers child management and parenting skills and providing the 

mothers with instrumental and social support as well as problem-

solving skills. Programme content includes components such as 

developing effective communication skills, cultivating positive child 

management strategies, developing nurturing caregiver-child relations, 

and techniques to help reduce their children’s conduct problems. 

 

Duration: 1-1.5-hour weekly sessions for 8 months 

RCT 

(treatment-

as-usual 

control) 

 

Outcomes: 

- Physical IPV victimisation 

 

Assessment time points: 

4 months post-intervention;  

8 months follow-up;  

12 months follow-up;  

16 months follow-up;  

24 months follow-up 

 

 

CTS2 
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Jouriles et 

al. (2018) 

USA Mothers (N = 26) with a 

child aged 4-9 years old 

exhibiting clinical levels of 

conduct problems, 

departing from an urban or 

suburban domestic violence 

shelter. Mothers’ age: M = 

29.8 years (SD = 6.2) 

 

Respondents: mothers 

Intervention: Project SUPPORT  

 

Description: A multi-component intervention focused on teaching 

mothers child management and parenting skills and providing the 

mothers with instrumental and social support as well as problem-

solving skills. Programme content includes components such as 

developing effective communication skills, cultivating positive child 

management strategies, developing nurturing caregiver-child 

interactions, and techniques to help reduce their children’s conduct 

problems. 

 

Duration: 1-1.5-hour weekly sessions for 8 months 

 

 

RCT 

(treatment-

as-usual 

control) 

Outcomes: 

- Overall IPV victimisation 

 

Assessment time points: 

4 months post-intervention;  

8 months follow-up;  

12 months follow-up;  

16 months follow-up;  

20 months follow-up 

 

CTS 

Lachman et 

al. (2017) 

South 

Africa 

Low-income parents and 

caregivers (N = 68) residing 

in Khayelitsha, a suburb in 

Cape Town, with children 

aged 3-8 years of age. 

Participating parents 

predominantly female 

(98.5%) (N = 67 female). 

Parents’ age: M = 42.06 

years (SD = 13.16) 

 

Respondents: 

caregivers/parents 

(predominantly female) 

 

Intervention: Sinovuyo Caring Families Program for Young Children 

(part of Parenting for Lifelong Health (PLH)) 

 

Description: A group-based parent training programme that is 

delivered by community facilitators and is aimed at parents and 

primary caregivers of children aged 2-9 years. Programme content 

includes components such as developing positive caregiver child 

interaction and communication, non-violent discipline strategies, limit 

setting, and Mindfulness Based Stress Reduction techniques. 

 

Duration: 12 weekly sessions each lasting approximately 2-3 hours.  

 

RCT 

(waitlist 

control) 

 

Outcomes: 

- Overall IPV victimisation 

 

Assessment time point: 

12 weeks post-intervention 

 

 

CTS-SF 

Lachman et 

al. (2020) 

Philippines Low-income Filipino 

parents and caregivers (N = 

120) with children aged 2-6 

years old, in Metro Manila. 

Participating parents all 

female (100%) (N = 120 

female). Parents’ age: M = 

36 years 

 

Respondents: caregivers/ 

parents (all female) 

 

Intervention: MaPa Kids (Masayang Pamilya) parenting program 

(part of Parenting for Lifelong Health (PLH) Philippines) 

 

Description: A group-based parent training programme that is 

delivered by community facilitators and is aimed at parents and 

primary caregivers of children aged 2-6 years. Programme content 

includes components such as developing positive care-giver child 

interaction and communication, non-violent discipline strategies, limit 

setting, and Mindfulness Based Stress Reduction techniques. 

 

Duration: 12 weekly sessions each lasting approximately 2-3 hours. 

 

 

RCT 

(treatment-

as-usual 

control) 

Outcomes: 

- Overall IPV victimisation 

 

Assessment time point: 

1-month post-intervention 

 

 

CTS-SF 
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Miller et al. 

(2014) 

USA Mothers (N = 120), residing 

in upper Midwestern USA, 

who had experienced IPV in 

the last 2 years, and with a 

child 4-6 years of age. 

Approximately 50% of the 

sample was either currently 

residing in, or had 

previously resided in, a 

shelter for abused women 

during recruitment. 

Mothers’ age: M = 31.8 

years (SD = 7.2) 

 

Respondents: mothers 

Intervention: Moms’ Empowerment Program (MEP) 

 

Description: A group-based intervention focused on improving 

parenting skills and knowledge, strengthening social and instrumental 

support, and enhancing coping skills. Programme content includes 

components such as how to create a supportive parenting environment, 

different types of appropriate discipline strategies, how to 

communicate effectively with one’s child, and strategies for coping 

with stress. 

 

Duration: 10 sessions each lasting approximately 1 hour. Sessions 

delivered twice per week for 5 weeks in total 

 

 

RCT 

(no-

treatment 

control) 

 

Outcomes: 

- Physical IPV victimisation 

 

Assessment time point: 

6-8-month post-intervention 

 

CTS2 

Skar et al. 

(2017) 

Colombia Low-income parents and 

caregivers (N = 176) of 

children 3-4 years old 

recruited from a social 

service child centre in 

Chocó, Colombia. 

Participating caregivers 

predominantly (78.5%) 

female (N = 134 female). 

Parents’ age: M = 31.89  

(SD = 8.45) 

 

Respondents: 

caregivers/parents 

(predominantly female) 

Intervention: International Child Development Programme (ICDP) 

 

Description: A group-based child-development and parenting 

programme aimed to improve caregivers’ attitudes and parenting 

abilities. Programme content includes components such as developing 

positive caregiver-child interactions, responding sensitively to their 

child’s needs, and cultivating positive child-rearing practices. 

 

Duration: 12 sessions in total 

 

RCT 

(active 

control: 

organized 

community 

activities) 

 

Outcomes: 

- Overall IPV victimisation 

- Overall IPV perpetration 

 

Assessment time point: 

6-month post-intervention 

HITS 

Stein et al. 

(2018) 

USA Spanish speaking mothers 

(N = 72) residing in the 

USA, who identified as 

Latina, had experienced 

IPV in the last 2 years, and 

had a child 5-7 years of age. 

Mothers’ age: M = 35.44 

years (SD = 7.38).  

 

Respondents: mothers 

 

Intervention: Latina Moms’ Empowerment Program (LMEP)  

 

Description: A culturally adapted version of the Moms’ Empowerment 

Program (MEP) for Latina immigrants. The MEP is a group-based 

intervention focused on improving parenting skills and knowledge, 

strengthening social and instrumental support, and enhancing coping 

skills. Programme content includes components such as how to create a 

supportive parenting environment, different types of appropriate 

discipline strategies, how to communicate effectively with one’s child, 

and strategies for coping with stress. 

 

Duration: 10 weekly sessions each lasting approximately 1 hour. 

 

RCT 

(waitlist 

control) 

Outcomes: 

- Overall IPV victimisation 

 

Assessment time point: 

10 weeks post-intervention 

 

CTS2 
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Ward et al. 

(2020) 

South 

Africa 

Low-income parents and 

caregivers (N = 296) 

residing in peri-urban 

settlements in Cape Town, 

with children aged 2-9 years 

old showing clinical levels 

of conduct problems. 

Participating parents 

predominantly female 

(99.3%) (N = 295 female). 

Parents’ age: M = 42 years 

 

Respondents: 

caregivers/parents 

(predominantly female) 

Intervention: Parenting for Lifelong Health (PLH) for Young Children 

South Africa 

 

Description: A group-based parent training programme that is 

delivered by community facilitators and is aimed at parents and 

primary caregivers of children aged 2-9 years. Programme content 

includes components such as developing positive care-giver child 

interaction and communication, non-violent discipline strategies, limit 

setting, and Mindfulness Based Stress Reduction techniques. 

 

Duration: 12 weekly sessions each lasting approximately 2-3 hours. 

RCT 

(no-

treatment 

control) 

 

Outcomes: 

- Overall IPV victimisation 

 

Assessment time point: 

1-month post-intervention 

 

CTS 

Home visiting based parenting interventions 

Betancourt 

et al. (2020) 

Rwanda 

 

Low-income parents and 

caregivers (N = 541) living 

in extreme poverty, residing 

in the Nyanza, Ngoma, or 

Rubavu district in Rwanda, 

with at least one child aged 

6–36 months. Caregiver 

age: M = 34.5 years (SD = 

9.7) 

 

Respondents:  

both caregivers/parents 

Intervention: Sugira Muryango (Strengthen the Family) 

 

Description: A father-engaged parenting and violence-prevention 

home-visiting programme delivered by paraprofessionals. Programme 

content includes components such as using responsive parenting 

techniques, the importance of early stimulation and play, developing 

effective communication skills and using non-violent interactions in the 

family, and managing the stresses of parenting. 

 

Duration: 12 sessions in total with each lasting approximately 1.5 

hours and with typically one session per week 

 

cRCT: 

village  

level 

(treatment-

as-usual 

control) 

 

 

Outcomes: 

- Overall IPV victimisation 

- Overall IPV perpetration 

 

Assessment time point: 

Immediate post-intervention 

DHS 

Duggan et 

al. (2004) 

USA Parents (N = 643) residing 

in Hawaii, USA, identified 

as having an infant at high 

risk for child maltreatment. 

Mothers’ age: M = 23.4 

years (SD = 5.7). 

 

Respondent: mothers 

 

Intervention: Hawaii Healthy Start Program (HSP) 

 

Description: A paraprofessional home visiting-based programme for 

families at risk for child abuse and neglect. The HSP programme seeks 

to improve parenting behaviour and family functioning, with the 

overall goal of promoting child development and health. The HSP also 

became a model for the Healthy Families America (HFA) initiative, 

which seeks to help communities in the USA develop home visiting 

programmes. The HSP programme content includes components such 

as developing healthy parent-child interactions, using positive 

parenting practices, and learning effective problem-solving skills. 

 

Duration: Weekly home-visits over the course of 3 years 

RCT 

(no-

treatment 

control) 

 

Outcomes: 

- Overall IPV victimisation 

- Physical IPV victimisation 

- Psychological IPV 

victimisation 

 

Assessment time point: 

12-month post-intervention; 

24-month follow-up;  

36-month follow-up 

 

CTS2 
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Duggan et 

al. (2007) 

USA Parents (N = 643) residing 

in Alaska, USA, with an 

infant identified as at high 

risk for child maltreatment. 

Mothers’ age: M = 23.7 (SD 

= 5.8). 

 

Respondent: mothers 

 

Intervention: Healthy Families Alaska (HFAK) 

 

Description: A paraprofessional home visiting-based programme for 

families at risk for child abuse and neglect. The programme seeks to 

improve parenting behaviour and family functioning, with the overall 

goal of promoting child development and health. HFAK was designed 

using development guidelines from the Healthy Families America 

(HFA), which is an initiative that seeks to help communities in the 

USA develop home visiting programmes. Programme content includes 

components such as developing positive parenting skills, promoting 

healthy child development, and cultivating nurturing parent-child 

interactions through role modelling and positive behaviours. 

 

Duration: 42 visits over the course of 2 years 

RCT 

(no-

treatment 

control) 

 

Outcomes: 

- Overall IPV victimisation 

- Physical IPV victimisation 

- Psychological IPV 

victimisation 

 

Assessment time point: 

12-month post-intervention;  

24-month follow-up;  

36-month follow-up 

CTS 

Fergusson et 

al. (2005) 

New 

Zealand 

Parents and caregivers (N = 

427) with infants residing in 

Christchurch, New Zealand, 

and experiencing severe 

social, emotional, or 

economic challenges. 

Fathers’ age: M = 27.3 

years; Mothers’ age: M = 

24.6 years 

 

Respondents: mothers 

Intervention: Early Start 

 

Description: A home visiting programme aimed at families that have 

infants and who are experiencing major social, emotional, and 

economic difficulties. The programme seeks to improve child 

development and health, parenting practices and skills, family 

functioning, and parental life quality. Programme content includes 

components such as developing nurturing parenting skills and parental 

sensitivity, developing non-punitive parenting techniques, and 

cultivating collaborative parenting strategies and encouraging positive 

partner relationships. 

 

Duration: Intervention delivery frequency depends on family needs 

and varies from weekly home visits (Level 1) to 3-monthly visits 

(Level 4), with support lasting up to 5 years after the birth of a child 

RCT 

(no-

treatment 

control) 

Outcomes: 

- Overall IPV victimisation 

- Overall IPV perpetration 

- Physical IPV victimisation 

 

Assessment time point: 

12-month post-intervention; 

24-month follow up;  

36-month follow-up 

CTS2 

Heyman et 

al. (2019) 

USA Parents (N = 368) residing 

in New York City with a 

new-born infant that had 

recently become first-time 

parents and that had been 

identified as at heightened 

risk for IPV. Fathers’ age: 

M = 29.31, (SD = 5.23); 

Mothers’ age: M = 26.76 

(SD = 3.78) 

 

Respondents: both parents 

Intervention: Couple CARE for Parents of Newborns Program (CCP) 

 

Description: A parenting programme focused on assisting new parents 

with improving their parenting skills, developing collaborative 

parenting strategies, and strengthening their couple relationship.  

Programme content includes components such as developing 

collaborative parenting practices, dealing with parenting challenges and 

managing stress, and learning how to communicate effectively. 

 

Duration: 8 sessions in total. Session 1 and Session 4 consisted of 1-

hour home-visits, while the other sessions consisted of video-content 

provided through pre-distributed DVD material, which was 

accompanied by 30 to 60-minute telephone calls. 

RCT 

(waitlist 

control) 

Outcomes: 

- Overall IPV victimisation 

- Physical IPV victimisation 

- Psychological IPV 

victimisation 

- Overall IPV perpetration 

- Physical IPV perpetration 

- Psychological IPV 

perpetration 
 

Assessment time point: 

8-month post-intervention; 15 

months follow-up;  

24 months follow-up; 

CTS2 
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Jacobs et al. 

(2016) 

USA Adolescent, first-time 

mothers (N = 704) aged 16-

21 years living in 

Massachusetts, USA. 

Mothers’ age: M = 18.62 

years (SD = 1.29) 

 

Respondents: mothers 

Intervention: Healthy Families Massachusetts (HFM) 

 

Description: A paraprofessional home visiting-based programme for 

teenage parents. The programme seeks to improve parenting behaviour 

and family functioning, with the overall goal of preventing child abuse, 

encouraging positive parenting, and promoting child development and 

health. HFM was designed using development guidelines from the 

Healthy Families America (HFA), which is an initiative that seeks to 

help communities in the US develop home visiting programmes. 

Programme content includes components such as developing positive 

parenting skills, promoting healthy child development, and cultivating 

nurturing parent-child interactions through role modelling and positive 

behaviours. 

 

Duration: Weekly home-visits over the course of 3 years for up to 5 

years 

RCT 

(referral and 

information 

only 

control) 

 

Outcomes: 

- Overall IPV victimisation 

- Overall IPV perpetration 

 

Assessment time point: 

12-months after enrolment; 

24-months after enrolment 

CTS2S 

Mejdoubi et 

al. (2013) 

Netherlands 

 

Socio-economically 

disadvantaged expectant 

mothers (N = 260) 

(maximum 28 weeks of 

gestation at time of 

recruitment), over 26 years 

old, with no prior live 

births, living in the 

Netherlands. 

Mothers’ age: M = 19.5 

years (SD = 2.8) 

 

Respondents: mothers 

Intervention: VoorZorg Dutch Nurse-Family Partnership (NFP) 

 

Description: A nurse home visitation programme that seeks to  

improve the health of pregnant mothers’ and their child, by teaching 

parents how to provide better care for their child and improve parental 

health during and after pregnancy. Programme content includes 

components such as attachment and parenting, effective 

communication skills, development of the child, and building a 

nurturing caregiver-child relationship. 

 

 

Duration: 10 visits during pregnancy, 20 visits during the first year of 

the child’s life and 20 visits during the second year 

RCT 

(treatment-

as-usual 

control) 

 

 

Outcomes: 

- Overall IPV victimisation 

- Physical IPV victimisation 

- Psychological IPV 

victimisation 

- Overall IPV perpetration 

- Physical IPV perpetration 

- Psychological IPV 

perpetration 

 

Assessment time point: 

32-weeks post-enrolment;  

24-month follow-up 

Dutch 

version 

of 

CTS2S 

Individually based parenting interventions 

Stover et al. 

(2015) 

USA Fathers (N = 18) with co-

occurring substance abuse 

and IPV, and with at least 

one child under 10 years 

old, with whom they lived 

with or who visited them 

more than once per month. 

Fathers’ age: M = 30.19 

years (SD = 6.90) 

 

Respondents: fathers 

 

Intervention: Fathers for Change (F4C) 

 

Description: An integrated intervention with one-to-one sessions 

focusing on parenting, child maltreatment, IPV, and substance abuse, 

delivered in an outpatient setting. Programme content includes 

components such as changing maladaptive behaviours, how to decrease 

negative parenting behaviours, using collaborative parenting strategies, 

developing effective emotion-regulation strategies and communication 

skills around parenting. 

 

Duration: 16 weekly sessions each lasting approximately 1 hour 

RCT 

(active 

control) 

Outcomes: 

- Physical IPV victimisation 

- Physical IPV perpetration 

 

Assessment time point: 

Immediate post-intervention; 

3-month follow-up 

CTS2 
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Stover et al. 

(2019) 

USA Fathers (N = 62) in a 6-

month residential substance 

abuse treatment facility 

with a biological child 

under 16 years old, and who 

reported either 

psychological or physical 

aggression toward his 

partner during the last 12 

months. Fathers age: M = 

35.85 years (SD = 7.89) 

 

Respondents: fathers 

Intervention: Fathers for Change (F4C) 

 

Description: An integrated intervention with one-to-one sessions 

focusing on parenting, child maltreatment, IPV, and substance abuse, 

delivered in a residential facility. Programme content includes 

components such as changing maladaptive behaviours, how to decrease 

negative parenting behaviours, using collaborative parenting strategies, 

developing effective emotion-regulation strategies and communication 

skills around parenting. 

 

Duration: 16 weekly sessions each lasting approximately 1 hour 

 

RCT 

(active 

control) 

Outcomes: 

- Overall IPV perpetration 

 

Assessment time point: 

6-month post-intervention 

CTS2 

Abbreviations: IPV: intimate partner violence; CTS: Conflict Tactics Scale; CTS2: Revised Conflict Tactics Scale; CTS-SF: Conflict Tactics Scale-Short Form; CTS-2S: Revised Conflict Tactics 

Scale-Short Form; HITS: Hurt, Insult, Threaten, and Scream; DHS: the Demographic and Healthy Survey Domestic Violence Module Questionnaire (NISR, 2006). RCT: randomised controlled 

trial; cRCT: cluster randomised controlled trial 
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Excluded studies 

Two main reasons studies were excluded at the full-text stage was because studies either 

did not measure IPV outcomes or the intervention did not consist of at least 50% 

parenting content. In terms of the latter, it is noteworthy that cultural variations of 

programmes meant that, sometimes, interventions based on similar programmes or 

models, consisted of considerably different quantities of parenting content. For instance, 

studies on the US Nurse-Family Partnership (NFP) programme (e.g. Olds et al., 2010)) 

were excluded (Appendix E) because it does not consist of at least 50% parenting 

content (i.e. only two out of the six content domains consist of parenting components) 

(Nurse-Family Partnership, 2017). However, a recent, culturally-adapted Dutch version 

of the NFP, VoorZorg, was included because in this version, six out of the nine domains 

of the programme comprised of parenting content (Mejdoubi et al., 2013). Limitations 

surrounding judgements made regarding the eligibility of interventions is elaborated in 

the discussion. 

 

4.2 Risk of bias in included studies 
 

Risk of bias of included studies is summarised in Figure 2 and Figure 3. (See Appendix 

F for details of the assessment process.) 

 

 

Figure 2 
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Figure 3 
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Randomisation process 

Fourteen studies explained the random allocation method used and reported that the 

allocation sequence was adequately concealed. These studies were therefore classified 

as low risk of bias. The majority of these used methods such as computer-generated 

random numbers (e.g. Lachman et al., 2017) or a table of random numbers (e.g. Duggan 

et al., 2004). Five studies were rated to have some concerns, either because they did not 

explain what randomisation method they used or because they had baseline differences 

between the intervention and control groups indicating potential problems with the 

randomisation process. 

 

Cluster-RCTs: Timing of participant identification and recruitment 

In cluster-RCTs, if recruitment or identification of participants occurs after 

randomisation of the clusters, and individuals recruiting participants are aware of the 

cluster allocations, they may introduce bias by consciously or subconsciously 

influencing the type of people recruited to a particular cluster (Sterne et al., 2019). The 

included cluster-RCT (Betancourt et al. (2020)), however, was classified as low risk of 

bias because all participants were identified before randomisation of the clusters. 

 

Deviations from intended interventions 

Twelve studies were classified as low risk of bias for this domain. This rating was 

assigned because there were no deviations that arose that were inconsistent with the 

planned intervention (Sterne et al., 2019). Seven studies, however, were classified to 

have some concerns as they reported deviations from the intended interventions which 

may potentially have affected the outcomes. 

 

Missing outcome data 

Missing outcome data can result in bias if the mechanism through which the outcome is 

missing is related to the true value of the outcome (Sterne et al., 2019). Ten studies were 

rated as low risk of bias because outcome data were available for all, or almost all, 

randomised participants. Five studies were rated to have some concerns because even 

though there were outcome data missing, there was no evidence that the results were 

biased by these missing data. Four studies were classified as high risk of bias because 

they had considerable outcome data missing and it is likely their missingness was 

dependent on their true values. For example, in Skar et al. (2020) violence exposure was 

associated with not attending follow-up assessment, and accordingly, the exclusion of 

these participants and their outcome data means the result may have been biased by 

underestimating the actual presence of IPV, and thereby underestimating the reduction 

in IPV following the intervention (Sterne et al., 2019). 

 

Measurement of the outcome 

Bias in the estimates of intervention effects can arise when there are systematic 

differences in measurement errors between the intervention and control group (Sterne et 

al., 2019). This type of bias is less likely when outcome assessors are blinded to the 

intervention allocation. Blinding of outcome assessors, however, is not always possible, 

and is especially challenging when using participant-reported outcomes (Higgins et al., 

2019). When outcome assessors are aware of intervention assignment, it is therefore 
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important to consider whether participants’ reporting of the outcome is likely to be 

impacted by their awareness of the intervention received (Higgins et al., 2019). In the 

present studies, participants’ awareness of participating in a parenting intervention 

(some of which included content on couple communication and interparental relations), 

may have influenced their reporting of IPV. For example, social desirability bias may 

have led participants perpetrating IPV to provide lower reports of IPV perpetration 

(Fisher & Katz, 2000). Moreover, it is worth noting that participating in the intervention 

may also have led to an increased awareness of IPV among participants (especially 

when the intervention included explicit IPV content, such as in e.g. Stover (2015)), and 

this heightened awareness may consequently have increased participants’ reporting of 

IPV even though the occurrence of IPV may not necessarily have increased or changed. 

 

In light of these concerns, nine studies were rated to have a high risk of bias as there 

were particularly strong indications in these studies that participants’ awareness of the 

received intervention may have influenced their self-reported outcomes. In the other ten 

studies there were less evident concerns regarding the effect of participants’ awareness 

of the received intervention, and as such these studies were rated to have some 

concerns. 

 

Selection of the reported result  

Bias can also arise if the reported result is selected (e.g. because of its magnitude, 

direction, or statistical significance) from a number of effect estimates that have been 

calculated (Sterne et al., 2019). Fifteen studies were rated as low risk of bias for this 

domain, as they reported all of the outcomes that had been specified in their methods or 

protocols. Two studies were classified to have some concerns because although the 

results were unlikely to have been chosen based on their results, there was no pre-

specified analysis plan provided, and only some of the analyses of the data were 

provided. Two studies were classified as high risk of bias because they only provided 

some of the results from the analyses they had described in their methods. 
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4.3 Effects of interventions 
 

The following section summarises the review outcomes and presents the meta-analyses 

findings (see Table 8 for an overview). 

 

Outcome 
No of 

participants 

No of 

studies 

Effect Size (Hedge’s g) 

(95% CI) 
P-value 

Heterog

eneity I2 

Quality of 

Evidence 

(GRADE) 

Post-intervention 

Female Victimisation - Post-intervention 

Overall IPV 2089 10 
-0.14 

(-0.25, -0.03) 
0.013 24.27% 

 

MODERATE 

Physical IPV 1589 6 
-0.20 

(-0.32, -0.07) 
0.002 0% 

 

LOW 

Psychological 

IPV 
1079 3 

-0.07 

(-0.20, 0.07) 
0.340 0% 

 

VERY LOW 

Male Victimisation - Post-intervention 

No study reported 

male victimisation  
– – – – – – 

Male Perpetration - Post-intervention 

Overall IPV 1191 3 
-0.25 

(-0.60, 0.11) 
0.171 88.84% 

 

LOW 

Physical IPV 386 2 
-0.23 

(-0.43, -0.03) 
0.026 0% 

 

VERY LOW 

Female Perpetration - Post-intervention 

Overall IPV 830 2 
-0.29 

(-0.43, -0.14) 
0.0002 0% 

 

MODERATE 

Physical IPV 
652 

 
3 

-0.24 

(-0.40, -0.08) 
0.003 0% 

 

LOW 

Psychological 

IPV 
634 2 

-0.13 

(-0.30, 0.04) 
0.131 0% 

 

VERY LOW 

Follow-up 

Female Victimisation - Follow-up 

Overall IPV 1140 3 
-0.73 

(-1.90, 0.45) 
0.225 98.46% 

 

VERY LOW 

Physical IPV 1166 4 
-0.16 

(-0.35, 0.03) 
0.107 40.65% 

 

LOW 

Psychological 

IPV 
1017 2 

-0.0005 

(-0.14, 0.14) 
0.994 0% 

 

VERY LOW 

Male Victimisation - Follow-up 

No study reported 

male victimisation 
– – – – – – 

Male Perpetration - Follow-up 

Physical IPV 398 2 
0.26 

(0.06, 0.46) 
0.011 0% 

 

VERY LOW 

Female Perpetration - Follow-up 

Overall IPV 1054 2 
-1.48 

(-4.48, 1.52) 
0.333 99.71% 

 

VERY LOW 

Physical IPV 846 3 
-0.17 

(-0.47, 0.14) 
0.281 65.11% 

 

VERY LOW 

Psychological 

IPV 
828 2 

-0.11 

(-0.26, 0.03) 
0.124 0% 

 

VERY LOW 

Table 8 Summary of Effects 
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Post-intervention results 
 

4.3.1 Female victimisation of IPV – post-intervention 
 

Female victimisation – overall IPV (post-intervention) 

Ten studies reported overall female IPV victimisation at post-intervention. A simple 

random-effects meta-analysis (Figure 4) was conducted to combine these findings. 

Results found a small, statistically significant effect (Hedge’s g=-0.14; 95% CI=-0.25, -

0.03; p=0.013) indicating a greater reduction in overall IPV female victimisation in the 

intervention condition compared to the control. Heterogeneity was low and non-

significant (I2=24.27%, Q(df=9)=10.399, p=0.319). 
 

A sensitivity analysis was conducted to determine if studies with high risk of bias 

influenced the findings of the meta-analysis. The studies removed were: Jouriles et al. 

(2018), Skar et al. (2020), and Stein et al. (2018). The sensitivity analysis revealed that 

the small, statistically significant effect size remained, with a greater reduction in 

overall IPV female victimisation in the intervention group compared to the control 

(Hedge’s g=-0.14; 95% CI=-0.27, -0.01; p=0.033). Heterogeneity remained low and 

non-significant (I2=38.81%, Q(df=6)=9.916, p=0.128). See Appendix G for the 

sensitivity analysis forest plot. It was not possible to conduct sensitivity analyses for the 

subsequent meta-analyses due to insufficient studies remaining after removing studies 

with high risk of bias. 
 

 

Figure 4 
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Female victimisation – physical IPV (post-intervention) 

Six studies reported physical female IPV victimisation at post-intervention. A simple 

random-effects meta-analysis was conducted (Figure 5), finding a small, significant 

effect (Hedge’s g=-0.20; 95% CI=-0.32, -0.07; p=0.002), with a greater reduction in 

physical female IPV victimisation in the interventions compared to the controls. No 

heterogeneity was detected. 

 

 

Figure 5 
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Female victimisation – psychological IPV (post-intervention) 

Three studies reported psychological female IPV victimisation at post-intervention. A 

simple random-effects meta-analysis was conducted (Figure 6), finding a negligible, 

non-significant effect (Hedge’s g=-0.07; 95% CI=-0.20, 0.07; p=0.340) on the reduction 

of psychological female IPV victimisation. No heterogeneity was detected. 

 

 

Figure 6 

 

Female victimisation – sexual IPV (post-intervention) 

Only Mejdoubi et al. (2013) reported on the effect of the intervention on sexual female 

IPV victimisation at post-intervention, finding a small, non-significant effect (Hedge’s 

g=-0.26; 95% CI=-0.72, 0.19). 

 

4.3.2 Male victimisation of IPV – post-intervention 

No study reported on this outcome.  
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4.3.3 Male perpetration of IPV – post-intervention 

 

Male perpetration – overall IPV (post-intervention) 

Three studies reported overall male IPV perpetration at post-intervention. A simple 

random-effects meta-analysis was conducted (Figure 7), revealing a small, non-

significant effect on the reduction of overall male IPV perpetration (Hedge’s g=-0.25; 

95% CI-0.60, 0.11; p=0.171). Heterogeneity was substantial and significant (I2=88.84%, 

Q(df=2)=17.353, p=0.0002), hence these findings should be interpreted with caution. 

 

 

Figure 7 
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Male perpetration – physical IPV (post-intervention) 

Two studies reported physical male IPV perpetration at post-intervention. A simple 

random-effects meta-analysis was conducted (Figure 8), revealing a small, significant 

effect size (Hedge’s g=-0.23; 95% CI=-0.43, -0.03; p=0.026) of interventions on the 

reduction of physical male IPV perpetration compared to controls. No heterogeneity 

was detected. 

 

 

Figure 8 

 

Male perpetration – psychological IPV (post-intervention) 

Only Heyman et al. (2019) reported on the effect of the intervention on psychological 

male IPV perpetration at post-intervention, finding a small, non-significant effect 

(Hedge’s g=-0.18; 95% CI=-0.36, 0.16). 

 

Male perpetration – sexual IPV (post-intervention) 

No study reported on this outcome.  
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4.3.4 Female perpetration of IPV – post-intervention 

 

Female perpetration – overall IPV (post-intervention) 

Two studies reported overall female IPV perpetration at post-intervention. A simple 

random-effects meta-analysis was conducted (Figure 9), revealing a small, significant 

effect (Hedge’s g=-0.29; 95% CI=-0.43, -0.14; p=0.0002) of interventions on the 

reduction of overall female IPV perpetration compared with controls. No heterogeneity 

was detected. 

 

 

Figure 9 
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Female perpetration – physical IPV (post-intervention) 

Three studies reported physical female IPV perpetration at post-intervention. A simple 

random-effects meta-analysis was conducted (Figure 10), finding a small, significant 

effect (Hedge’s g=-0.24; 95% CI=-0.40, -0.08; p=0.003) indicating a greater reduction 

in physical female IPV perpetration in the interventions compared to the controls. No 

heterogeneity was detected. 

 

 

Figure 10 
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Female perpetration – psychological IPV (post-intervention) 

Two studies reported psychological female IPV perpetration at post-intervention. A 

simple random-effects meta-analysis was conducted (Figure 11), revealing a small, 

non-significant effect (Hedge’s g=-0.13; 95% CI=-0.30, 0.04 p=0.131) of interventions 

on the reduction psychological female IPV perpetration. No heterogeneity was detected. 

 

 

Figure 11 

 

 

Female perpetration – sexual IPV (post-intervention) 

Only Mejdoubi et al. (2013) reported on the effect of the intervention on sexual female 

IPV perpetration at post-intervention, finding a negligible, non-significant effect 

(Hedge’s g=-0.007; 95% CI=-0.66, 0.64). 
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Follow-up results 
 

4.3.5 Female victimisation of IPV – follow-up 

 

Female victimisation – overall IPV (follow-up) 

Three studies reported overall female IPV victimisation at follow-up. A simple random-

effects meta-analysis was conducted to combine these (Figure 12), revealing a large, 

although non-significant effect (Hedge’s g=-0.73; 95% CI= -1.90, 0.45; p=0.225) of 

interventions on the reduction of overall IPV female victimisation. Heterogeneity was 

substantial and significant (I2=98.46%, Q(df=2)=174.485, p< .0001). The high 

heterogeneity revealed in this meta-analysis, and in many of the other meta-analyses, 

warrant caution however, in terms of the conclusions that can be drawn, especially 

given that in many of these analyses, data were only available for two or three studies. 

 

 

Figure 12 
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Female victimisation – physical IPV (follow-up) 

Four studies reported physical female IPV victimisation at follow-up. A simple random-

effects meta-analysis was conducted (Figure 13), finding a small, non-significant effect 

(Hedge’s g=-0.16; 95% CI=-0.35, 0.03; p=0.1071) of interventions on the reduction of 

physical female IPV victimisation. Heterogeneity was low to moderate and non-

significant (I2= 40.65%, Q(df=3)=4.808, p=0.186). 

 

 

Figure 13 
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Female victimisation – psychological IPV (follow-up) 

Two studies reported psychological female IPV victimisation at follow-up. A simple 

random-effects meta-analysis was conducted (Figure 14), finding a negligible, non-

significant effect (Hedge’s g=-0.0005; 95% CI=-0.14, 0.14; p=0.994) on psychological 

female IPV victimisation. No heterogeneity was detected. 
 

 

Figure 14 

 

Female victimisation – sexual IPV (follow-up) 

Only Mejdoubi et al. (2013) reported on the effect of the intervention on sexual female 

IPV victimisation at follow-up, finding a small, non-significant effect (Hedge’s g=-

0.13; 95% CI= -0.48, 0.23). 
 

4.3.6 Male victimisation of IPV – follow-up 

No study reported on this outcome.  
 

4.3.7 Male perpetration of IPV – follow-up 
 

Male perpetration – overall IPV (follow-up) 

Only Kohli et al. (2020) reported on the effect of the intervention on overall male IPV 

perpetration at follow-up, finding a negligible, significant effect (Hedge’s g=-0.45; 95% 

CI=-0.63, -0.28). 
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Male perpetration – physical IPV (follow-up) 

Two studies reported physical male IPV perpetration at follow-up. A simple random-

effects meta-analysis was conducted to combine these findings (Figure 15). Notably, 

results showed a small, significant increase in physical male IPV perpetration in the 

intervention compared to controls at follow-up (Hedge’s g=0.26; 95% CI=0.06, 0.46; 

p=0.011), suggesting that the reduction in male IPV perpetration found at post-

intervention may not be sustained in the long-term, and there may even be an iatrogenic 

effect. While no heterogeneity was detected, this needs to be interpreted with caution 

considering that I2 can be substantially underestimated when the number of studies in a 

meta-analysis is small (Von Hippel, 2015). 

 

 

Figure 15 

 

Male perpetration – psychological IPV (follow-up) 

Only Heyman et al. (2019) reported on the effect of the intervention on psychological 

male IPV perpetration at follow-up, finding a negligible, non-significant effect (Hedge’s 

g=0.02; 95% CI=-0.25, 0.27). 
 

Male perpetration – sexual IPV (follow-up) 

No study reported on this outcome.  
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4.3.8 Female perpetration of IPV – follow-up 
 

Female perpetration – overall IPV (follow-up) 

Two studies reported overall female IPV perpetration at follow-up. A simple random-

effects meta-analysis was conducted (Figure 16), indicating a large, non-significant 

effect (Hedge’s g=-1.48; 95% CI=-4.48, 1.52; p=0.333) of interventions on the 

reduction of female IPV perpetration. Heterogeneity was high and significant (I2 = 

99.71%, Q(df=1)=340.762, p< .0001). This large, non-significant effect, however, needs 

to be interpreted with caution, given both the high heterogeneity detected and 

limitations of the studies in the meta-analysis. Indeed, both Mejdoubi et al. (2013) and 

Jacobs et al. (2016) had, for example, high attrition rates (60% and 70% attrition rates, 

respectively), which the authors of both studies emphasise, may have compromised the 

integrity of the study results. 
 

 

Figure 16 
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Female perpetration – physical IPV (follow-up) 

Three studies reported physical female IPV perpetration at follow-up. A simple random-

effects meta-analysis was conducted (Figure 17), revealing a small, non-significant 

effect (Hedge’s g=-0.17; 95% CI=-0.47, 0.14; p=0.281) of interventions on the 

reduction of physical female IPV perpetration at follow-up. Heterogeneity was 

substantial and, although approaching significance, was not significant (I2=65.11%, 

Q(df=2)=5.686, p=0.058). 

 

 

Figure 17 
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Female perpetration – psychological IPV (follow-up) 

Two studies reported psychological female IPV perpetration at follow-up. A simple 

random-effects meta-analysis was conducted (Figure 18), finding a small, non-

significant effect (Hedge’s g=-0.11; 95% CI=-0.26, 0.03; p=0.124) of interventions on 

the reduction of psychological female IPV perpetration at follow-up. No heterogeneity 

was detected. 

 

 

Figure 18 

 

Female perpetration – sexual IPV (follow-up) 

Only Mejdoubi et al. (2013) reported on the effect of the intervention on sexual female 

IPV perpetration at follow-up, finding a small, significant effect (Hedge’s g=-0.81; 95% 

CI=-1.28, -0.34). 
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4.4 Subgroup analyses 
 

4.4.1 Subgroup analysis: Overall IPV female victimisation (post-intervention) 
 

Subgroup analyses revealed that while parenting programmes that included both child-

and-couple relations content had a very small, insignificant effect on overall IPV 

female victimisation at post-intervention (Hedge’s g=-0.08, 95% CI=-0.24, 0.07, 

p=0.293), parenting interventions that only included child-parent relations content 

notably had a significant and slightly greater, although still small, effect (Hedges g=-

0.18, 95% CI=-0.34, -0.03, p=0.02) (Figure 19). A test for subgroup differences, 

however, revealed a non-significant Chi2 statistic of 0.67 (p=0.41), indicating that there 

do not appear to be different intervention effects between the two subgroups. 

Heterogeneity was low and non-significant in both groups. Of note, however, since the 

subgroup analyses included eight and two studies in each group, the present results need 

to be interpreted with caution. 

 

 

Figure 19 

 

 

 

 

 



 49 

4.4.2 Subgroup analysis: Physical IPV female victimisation (post-intervention) 
 

Subgroup analyses revealed that while parenting interventions that included both child-

and-couple relations content had a small, significant effect on physical IPV female 

victimisation at post-intervention (Hedges g=-0.17, 95% CI=-0.30, -0.04, p=0.011), 

programmes that only included child-parent relations content notably had a larger, 

significant effect (Hedges g=-0.44, 95% CI=-0.87, -0.02, p=0.042) on physical IPV 

female victimisation (Figure 20). A test for subgroup differences, however, found a 

Chi2 statistic of 1.42 (p=0.23), indicating that the differences in intervention effects 

between these two subgroups were not statistically significant. No heterogeneity was 

detected in either group. Since the subgroup analyses included four and two studies in 

each group, interpretation of these findings, however, warrants caution. 

 

 

Figure 20 

 

 

 

 

 

 

 



 50 

5 Discussion 

 
5.1 Summary of main results 
 

IPV victimisation 

Overall there was moderate-quality evidence showing a greater reduction in IPV female 

victimisation in the parenting interventions compared to the controls. More specifically, 

meta-analyses results revealed that at post-intervention, there was a significant 

reduction of IPV female victimisation in both overall and physical IPV in the 

intervention groups. None of these reductions, however, were significant at follow-up. 

There were also no significant differences found in psychological IPV female 

victimisation, and only one study reported sexual IPV female victimisation, yet this 

finding was also non-significant. Given the low numbers of studies included in some of 

the meta-analyses, however, these findings should be treated with caution. None of the 

studies included in the review reported on male IPV victimisation. 

 

Interestingly, in terms of the significant reductions that were found in both overall and 

physical IPV female victimisation, these do not appear to be driven by parenting 

interventions that also include couple relations content. Indeed, findings of the 

subgroup analyses examining whether differences in intervention content (i.e. 

interventions with or without couple relations content) had an influence on the effect of 

the interventions on IPV outcomes, yielded no significant differences between the two 

groups. While bearing in mind that the subgroup differences were not significant, it is 

notable that the interventions without couple relations content appeared to have a 

marginally larger effect. As before, caution is needed, considering the low number of 

studies in some subgroups. 

 

IPV perpetration 

There was low to very low-quality evidence showing a greater reduction in male IPV 

perpetration in parenting interventions compared to controls at post-intervention. More 

specifically, meta-analysis results revealed a significant reduction in physical male IPV 

perpetration in the intervention groups at post-intervention. However, while these 

results are encouraging, given the small number of studies included (n=2) in this 

analysis, these findings should be treated with caution and further research is still 

needed. 

 

A finding that warrants particular attention is the significant increase in overall male 

IPV perpetration that was found at follow-up. This finding suggests that the reduction in 

IPV perpetration observed at post-intervention, may not only have failed to be 

maintained in the longer-term, but may also have led to an increase in male IPV 

perpetration. This possible iatrogenic effect highlights the urgent need for further 

research on the longer-term effect of parenting interventions on male IPV perpetration, 

in order to ensure the interventions are not causing harm. While this finding is evidently 

important, it should be interpreted with caution considering that only one of the two 

studies shows an increase in male IPV perpetration, while the other shows a reduction in 
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male IPV perpetration. In terms of female IPV perpetration, meta-analysis results 

showed a significant reduction in both overall and physical female IPV perpetration. Of 

note, however, none of these effects were not significant at follow-up. 

 

5.2 Overall completeness and applicability 
 

Completeness 

This review aimed to investigate the effect of parenting interventions on IPV in parents 

and caregivers with children aged 0-12 years old. In terms of completeness, while some 

studies reported specific types of IPV (e.g. physical or psychological IPV), most studies 

reported ‘overall’ IPV (e.g. the overall CTS score which combines numerous types of 

IPV). Hence, while studies that reported overall IPV still addressed the research 

question (i.e. the effect of parenting interventions on IPV), in terms of completeness, 

studies that delineated the specific types of IPV allowed for a more complete analysis 

surrounding the effect of parenting interventions on not only overall IPV, but also on 

different types of IPV. Accordingly, as discussed in the conclusion, it would be 

beneficial for more studies to delineate the type of IPV experienced or perpetrated. 

 

Applicability 

In terms of applicability, the studies included were conducted in a wide range of 

countries, with diverse ethnic groups, differently defined risk groups, and in a variety of 

settings including both community centres and participants’ homes. While 

approximately half of the included studies were conducted in the US, the others were 

conducted in a range of both high- and low-income countries which increases the 

applicability and generalisability of the findings. The review also included a 

comprehensive range of parenting interventions, which can be seen to further enhance 

the generalisability of the results. Notably, however, there was an overall low 

proportion of male caregivers in the studies, with relatively few interventions 

specifically aimed at male caregivers and fathers (with a few exceptions, e.g. Kohli et 

al., 2020; Stover, 2015; Stover et al., 2019), which limits the applicability of the current 

evidence to predominantly female caregivers. 

 

5.3 Quality of the evidence 
 

The overall quality of the evidence was assessed using the GRADE approach and is 

presented, along with explanations of the assessments made (i.e. downgrading or 

upgrading the certainty of evidence), in Table 9 (Higgins et al., 2019). Overall, the body 

of evidence was rated between moderate to very low. For outcomes measured at post-

intervention, the quality of evidence was rated as moderate for overall IPV female 

victimisation and perpetration, and as low to very low for physical and psychological 

IPV female victimisation and for male IPV perpetration. For all of the outcomes 

measured at follow-up, the quality of evidence was rated as very low, except for 

physical IPV female victimisation, which was rated as low. The main reasons for 

downgrading the quality of the evidence included risk of bias, imprecision, and 

publication bias (Table 9). 
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Table 9 Summary of Findings and Quality of Evidence 

 
Quality assessment Summary of Findings 

Outcome 

No of 

participants 

(studies) 

Study 

design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Publication 

bias 

Sample size Effect Quality of 

Evidence 

(GRADE) Intervention Control 
Effect 

size 

Confidence 

Intervals 

Post-intervention 

Female Victimisation - Post-intervention 

Overall IPV 

 

2089 

(10 studies) 

randomised 

trials 

not 

serious 
not serious not serious not serious 

strongly 

suspected a 
1069 1020 -0.14 (-0.25, -0.03) 

 

MODERATE 

Physical IPV 

 

1589 

(6 studies) 

randomised 

trials 
serious c not serious not serious not serious 

strongly 

suspected b 
856 733 -0.20 (-0.32, -0.07) 

 

LOW 

Psychological 

IPV 

1079 

(3 studies) 

randomised 

trials 
serious c not serious not serious serious d 

strongly 

suspected b 
614 465 -0.07 (-0.20, 0.07) 

 

VERY LOW 

Male Victimisation - Post-intervention 

No study 

measured this 

outcome 

– – – – – – – – – – – – 

Male Perpetration - Post-intervention 

Overall IPV 1191 

(3 studies) 

randomised 

trials 

not 

serious 
serious h not serious serious d g 

strongly 

suspected b 
601 590 -0.25 (-0.60, 0.11) 

 

VERY LOW 

Physical IPV 

 

386 

(2 studies) 

randomised 

trials 
serious e not serious not serious serious g 

strongly 

suspected b 
197 189 -0.23 (-0.43, -0.03) 

 

VERY LOW 

Female Perpetration - Post-intervention 

Overall IPV  830 

(2 studies) 

randomised 

trials 

not 

serious 
not serious not serious not serious 

strongly 

suspected b 
493 337 -0.29 (-0.43, -0.14) 

 

MODERATE 

Physical IPV 

 

652 

(3 studies) 

randomised 

trials 
serious c not serious not serious not serious 

strongly 

suspected b 
353 299 -0.24 (-0.40, -0.08) 

 

LOW 

Psychological 

IPV 

634 

(2 studies) 

randomised 

trials 
serious c not serious not serious serious d g 

strongly 

suspected b 
344 290 -0.13 (-0.30, 0.04) 

 

VERY LOW 

Follow-up 

Female Victimisation - Follow-up 

Overall IPV 

 

1140 

(3 studies) 

randomised 

trials 

not 

serious 
serious h not serious serious d 

strongly 

suspected b 
640 500 -0.73 (-1.90, 0.45) 

 

VERY LOW 

Physical IPV 

 

1166  

(4 studies) 

randomised 

trials 
serious f not serious not serious serious d 

strongly 

suspected b 
579 587 -0.16 (-0.35, 0.03) 

 

LOW 
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Psychological 

IPV 

1017  

(2 studies) 

randomised 

trials 
serious e not serious not serious serious d g 

strongly 

suspected b 
560 457 -0.0005 (-0.14, 0.14) 

 

VERY LOW 

Male Victimisation - Follow-up 

No study 

measured this 

outcome 

– – – – – – – – – – – – 

Male Perpetration - Follow-up 

Physical IPV 

 

398 

(2 studies) 

randomised 

trials 
serious c not serious not serious serious d g  

strongly 

suspected b 
201 197 0.26 (0.06, 0.46) 

 

VERY LOW 

Female Perpetration - Follow-up 

Overall IPV 

 

1054  

(2 studies) 

randomised 

trials 

not 

serious 
serious h not serious serious d g 

strongly 

suspected b 
595 459 -1.48 (-4.48, 1.52) 

 

VERY LOW 

Physical IPV 

 

846 

(3 studies) 

randomised 

trials 
serious f serious h not serious serious d 

strongly 

suspected b 
434 412 -0.17 (-0.47, 0.14) 

 

VERY LOW 

Psychological 

IPV 

 

828 

(2 studies) 

randomised 

trials 
serious f not serious not serious serious d g 

strongly 

suspected b 
425 403 -0.11 (-0.26, 0.03) 

 

VERY LOW 

Explanations: 

a. Publication bias was suspected due to asymmetrical funnel plot (Figure 21) 

b. While there were not sufficient studies available to create a funnel plot for this outcome, publication bias was suspected due to the predominately positive results of the studies, which 

favoured the intervention 

c. The study that had a large weight for the overall effect estimate was classified to be at serious risk of bias because of bias due to missing outcome data and bias due to measurement 

of the outcome 

d. The confidence intervals cross one (the line of no effect)  

e. The study that had a large weight for the overall effect estimate was classified as at serious risk of bias because of bias due to measurement of the outcome 
f. One of the two studies that had a large weight for the overall effect estimate was classified as at serious risk of bias because of bias due to measurement of the outcome 

g. Outcome based on a low number of studies  

h. Considerable statistical heterogeneity (high I2) 

 

Abbreviations: IPV: intimate partner violence; GRADE: Grading of Recommendations, Assessment, Development and Evaluation (Schünemann et al., 2013) 
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Publication bias 

Publication bias was assessed by constructing a contour-enhanced funnel plot for the 

outcome overall IPV female victimisation at post-intervention, which upon visual 

inspection suggests publication bias (Figure 21). Funnel plots with a contour overlay 

(indicating areas of statistical significance and non-significance) can aid the 

interpretation of a funnel plot by helping distinguish asymmetry due to publication 

bias from that which arises due to other factors (Peters, Sutton, Jones, Abrams, & 

Rushton, 2008). Since in Figure 21 studies appear to be missing in regions where 

findings would be statistically non-significant and unfavourable to the intervention, 

this supports the likelihood that the asymmetry is a result of publication bias. Due to 

insufficient studies it was not possible to construct funnel plots for the other 

outcomes. 

 

 

Figure 21 

 

5.4 Potential biases in the review process 
 

While a comprehensive search was conducted, it is possible that decisions 

surrounding the inclusion or exclusion of studies may have introduced bias in the 

review findings. For instance, one of the inclusion criteria specified that 

multicomponent parenting interventions would be included if at least 50% of the 

intervention consisted of parenting content. In some cases, outlines of programme 

content were unavailable, making it unclear whether at least 50% of the programme 

consisted of parenting content. However, in such cases, to mitigate bias when 

making judgements whether a programme met the inclusion criteria or not, study 

authors were contacted (Appendix A) to obtain clarification. Further, while it is 

recommended that at least two reviewers are involved in the review process to 
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minimise inconsistencies and bias (Higgins et al., 2019), this was not possible in the 

context of an MSc thesis.  

 

5.5 Strengths and limitations 
 

To the author’s knowledge, this is the first systematic review to synthesise evidence 

surrounding the effect of parenting interventions on IPV. This review thus offers a 

unique contribution to the fields of parenting and IPV. Three particular strengths of 

this review include: the comprehensive, sensitive search strategy employed, the 

inclusion of parenting interventions from a variety of countries, and the focus on 

RCTs, a study design which, if well-executed, is often regarded to offer the highest 

quality evidence for investigating intervention effects (Balshem et al., 2011). 

 

There are also limitations of this review worth discussing. First, while including 

study design (RCT) in the search strategy helped to increase the specificity of the 

search, this may have led to less well-indexed studies being missed. However, this 

trade off was necessary since without this, the search result would have yielded more 

than 270,000 studies. A second notable limitation is the range of parenting 

interventions included. While efforts were made to make the intervention inclusion 

criteria clear and transparent, some may argue that differences in the included 

interventions, such as differences in intervention duration, make them challenging to 

compare. However, research indicates that longer parenting interventions may not 

necessarily lead to larger effects, and that after a certain threshold, an intervention 

may not result in any greater effects in terms of parenting outcomes (Bakermans-

Kranenburg, Van IJzendoorn, & Juffer, 2003; Mihelic, Morawska, & Filus, 2017). 

 

Another limitation is the low number of studies included in many of the meta-

analyses (n=2 for seven out of the fifteen meta-analyses), which means the findings 

need to be interpreted with caution. Indeed, if more studies measured IPV outcomes 

and could be included in the meta-analyses, the confidence in the results could be 

strengthened (Guolo & Varin, 2017). 

 

A fourth limitation is associated with the severity level of the IPV outcomes 

measured. One study, Mejdoubi et al. (2013), separated their IPV outcomes based on 

IPV severity level (using the severity levels defined in the CTS tool), with Level 1 

indicating more severe IPV and Level 2 indicating less severe IPV (Straus et al., 

1996). Mejdoubi et al. (2013) only found slight variations in terms of the effect of 

the intervention in relation to the IPV severity level. Notably, however, none of the 

other studies in the review separated IPV outcomes based on severity (even when 

using the CTS tool), and as such, the Level 1 and Level 2 IPV data from Mejdoubi et 

al. (2013) were combined in order to be consistent. However, since it is possible that 

parenting interventions may have different effects on different levels of IPV severity, 

this should be further examined in future research by providing IPV data 

disaggregated based on severity. 
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6 Conclusion 
 

6.1 Implications for policy and practice 
 

The findings of this review have numerous important implications for both policy 

and practice. Indeed, this review offers promising, albeit tentative, evidence that 

parenting interventions, even those without a component focusing on couple 

relations, may have a positive effect on reducing IPV. More specifically, the results 

of this review suggest that parenting interventions may reduce both overall and 

physical IPV female victimisation. These findings are of particular relevance given 

the growing emphasis in policy on increasing multisector collaboration and global 

efforts to reduce IPV and CM (e.g. Sustainable Development Goals, INSPIRE 

Strategies For Ending Violence Against Children (WHO, 2016)). 

 

These results are also of high importance for policymakers and practitioners seeking 

to combine and maximise prevention efforts, especially in resource-limited contexts 

(Bacchus et al., 2017). Notably, despite the high co-occurrence of CM and IPV, in 

the past these two issues have predominately been addressed separately (Guedes & 

Mikton, 2013). However, even with the growing recognition surrounding the 

intersections between CM and IPV (Guedes et al., 2016), there is a paucity of 

research on prevention efforts targeting both issues. The present review thus offers 

valuable, preliminary evidence on how existing interventions, such as parenting 

programmes, may be part of a multi-faceted response that might have the potential to 

address both forms of violence concurrently. Indeed, these results are likely to feed 

into a new WHO guideline on parenting interventions, in which IPV is one of the 

proposed secondary outcomes of general parenting interventions (F. Gardner, 

personal communication, 6 August, 2020). 

 

6.2 Implications for research 
 
The results of this review also have implications for research. First, future research 

should aim to address the limitations in the current evidence base. For instance, when 

measuring IPV, more studies should seek to distinguish between different types of 

IPV (e.g. physical, psychological, and sexual IPV) in order to better delineate how 

parenting interventions may have a different effect on different types of IPV. Second, 

future studies should also focus on conducting more long-term assessments. 

Especially in light of the result indicating that male IPV perpetration appeared to 

have increased at follow-up, long-term assessments are vital to ensure that 

interventions are not causing harm. Third, considering the high co-occurrence of CM 

and IPV (Guedes et al., 2016), there is also a need for studies on parenting 

intervention to more routinely measure IPV. Evidence from more trials would allow 

for more subgroup analyses to be conducted, which may offer further insights on 

how variations in intervention content and delivery may impact IPV outcomes 

differently. 

 

Fourth, while a full discussion surrounding the shortcomings of the CTS tool is 

beyond the scope of this review, given the extensive use of the CTS in research and 
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the growing emphasis on measuring IPV it is important to acknowledge that certain 

limitations of the tool warrant greater consideration in future studies. Of note, 

various scholars have highlighted that the CTS likely renders a ‘gendered systematic 

reporting bias’ (Loseke & Kurz, 2005, p.83), which, due to characteristics of its 

design, results in the tool underestimating violence perpetrated by men, whilst 

overestimating violence perpetrated by women. Notably, while some researchers 

stress that all forms of violence are detrimental, and that men’s and women’s use of 

violence is equivalent (Straus, 2005), other scholars are wary of this perspective and 

posit that this approach can be harmful, and argue that men’s and women’s use of 

violence should not be deemed equivalent because of the substantial differences in 

context, causes, and consequences (Loseke & Kurz, 2005). These beliefs underscore 

the inevitable theoretical and political debates that surrounds IPV, debates which 

notably also have implications both in terms of how IPV is measured in research, but 

also how interventions are designed and carried out in practice, and the importance 

of taking these concerns into consideration in future research. 
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8 Appendices 
 

 
 

8.1 Appendix A: Contact with experts and researchers 
 

List of experts and researchers contacted: 
 

Name of expert Email Correspondence 

Heidi Stoeckl heidi.stoeckl@lshtm.ac.uk Inquiry regarding additional 

relevant studies 

Lorraine Sherr l.sherr@ucl.ac.uk Inquiry regarding additional 

relevant studies 

Frances Gardner frances.gardner@wolfson.ox.ac.uk Inquiry regarding additional 

relevant studies 

Anne Duggan; 

Kathryn Harding 

aduggan@jhu.edu 

kharding@preventchildabuse.org 

Clarifying quantity of parenting 

content in intervention 

(Healthy Families Alaska) 

Anne Duggan; 

Megan Bair-

Merritt 

aduggan@jhu.edu 

megan.bair-merritt@bmc.org 

Clarifying quantity of parenting 

content in intervention 

(Hawaii Healthy Start) 

Francine Jacobs francine.jacobs@tufts.edu Clarifying quantity of parenting 

content in intervention 

(Healthy Families Massachusetts) 

Jennifer Fraser jennifer.fraser@sydney.edu.au Clarifying quantity of parenting 

content in intervention 

(Home visiting programme in 

Australia) 

Ane-Marthe 

Solheim Skar 

a.m.s.skar@psykologi.uio.no Clarifying quantity of parenting 

content in intervention 

(International Child Development 

Programme) 

Mark E. Feinberg mef11@psu.edu Clarifying quantity of parenting 

content in intervention 

(Family Foundations programme) 

 

Example of correspondence with experts and researchers: 
 

Dear [researcher’s title and name], 

 

I hope this email finds you well. My name is [name removed to maintain anonymity for 

marking] and I am a postgraduate student at the University of Oxford pursuing an MSc in 

Evidence-Based Social Intervention and Policy Evaluation. For my thesis, I am conducting a 

systematic review on parenting and multicomponent interventions (where at least 50% of the 

program content focuses on parenting). In particular, I am including studies of interventions 
that have also measured intimate partner violence (IPV) outcomes. 

 

I am getting in touch because I came across your (publication / research article / other 

relevant connection to the thesis) and am wondering if you are aware of any other reports or 

studies of interventions (whether published or unpublished) that might be of relevance for 

my work? I have completed my search and have attached the current list of included studies 

to this email. 

 

Many thanks in advance. 

 
Kind regards, 

[name removed to maintain anonymity for marking]   
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8.2 Appendix B: Search strategies for different databases 
 

EMBASE (Ovid) [18 May 2020]  Applied filters: English language 

1.  ((parent* adj3 (program* or intervent* or train*)) OR (mother* adj3 (program* 

or intervent* or train*)) OR (father* adj3 (program* or intervent* or train*)) 

OR (caregiv* adj3 (program* or intervent* or train*)) OR (family adj3 

(program* or intervent* or train*))).tw. 

2.  (exp child parent relation/) AND (program* or intervent*))).tw. 

3.  (home visit* or home visit* services or family nurse or nurse family or nurse 

family partnership or family nurse partnership or child management 

strategies).tw. 

4.  #1 OR #2 OR #3 

5.  (exp infant/) OR (toddler/) OR (pre‐school child/) OR (baby or babies or child$ 

or toddler$ or infant$ or preschool$ or pre‐school$).tw. 

6.  #4 AND #5 

7.  (randomised controlled trial or randomized controlled trial or randomised trial 

or randomized trial or random allocation or control group).mp. 

8.  #6 AND #7 

 
 

PSYCINFO (Ovid) [18 May 2020]  Applied filters: English language 

1.  ((parent* adj3 (program* or intervent* or train*)) OR (mother* adj3 (program* 

or intervent* or train*)) OR (father* adj3 (program* or intervent* or train*)) 

OR (caregiv* adj3 (program* or intervent* or train*)) OR (family adj3 

(program* or intervent* or train*))).tw. 

2.  (exp parenting AND (program* or intervent*))).tw. 

3.  (home visit* or home visit* services or family nurse or nurse family or nurse 

family partnership or family nurse partnership or child management 

strategies).tw. 

4.  #1 OR #2 OR #3 

5.  (baby or babies or child$ or toddler$ or infant$ or preschool$ or pre‐

school$).tw. 

6.  #4 AND #5 

7.  (randomised controlled trial or randomized controlled trial or randomised trial 

or randomized trial or random allocation or control group).mp. 

8.  #6 AND #7 
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CINALH Plus (EBSCO) [18 May 2020] Applied filters: English language 

1.  TI ((parent* N3 (program* or intervent* or train*)) OR (mother* N3 (program* 

or intervent* or train*)) OR (father* N3 (program* or intervent* or train*)) OR 

(caregiv* N3 (program* or intervent* or train*)) OR (family* N3 (program* or 

intervent* or train*))) OR AB ((parent* N3 (program* or intervent* or train*)) 

OR (mother* N3 (program* or intervent* or train*)) OR (father* N3 (program* 

or intervent* or train*)) OR (caregiv* N3 (program* or intervent* or train*)) 

OR (family* N3 (program* or intervent* or train*))) 

2.  TI (home visit* or home visit* services or family nurse or nurse family or nurse 

family partnership or family nurse partnership or child management strategies) 

OR AB (home visit* or home visit* services or family nurse or nurse family or 

nurse family partnership or family nurse partnership or child management 

strategies) 

3.  (MH "Parenting") AND ((TI (program* or intervent* or train*) OR AB 

(program* or intervent* or train*))) 

4.  #1 OR #2 OR #3 

5.  (MH "Child, Preschool") OR (MH "Infant, Newborn") OR TI (baby or babies 

or child* or toddler* or infant* or preschool* or pre‐school*) OR AB (baby or 

babies or child* or toddler* or infant* or preschool* or pre‐school*) 

6.  #4 AND #5 

7.  TX (randomised controlled trial or randomized controlled trial or randomised 

trial or randomized trial or random allocation or control group) 

8.  #6 AND #7 

 

 

ERIC (EBSCO) [18 May 2020] Applied filters: English language 

1.  TI ((parent* N3 (program* or intervent* or train*)) OR (mother* N3 (program* 

or intervent* or train*)) OR (father* N3 (program* or intervent* or train*)) OR 

(caregiv* N3 (program* or intervent* or train*)) OR (family* N3 (program* or 

intervent* or train*))) OR AB ((parent* N3 (program* or intervent* or train*)) 

OR (mother* N3 (program* or intervent* or train*)) OR (father* N3 (program* 

or intervent* or train*)) OR (caregiv* N3 (program* or intervent* or train*)) 

OR (family* N3 (program* or intervent* or train*))) 

2.  (DE “Child Rearing”) AND ((TI (program* or intervent* or train*) OR AB 

(program* or intervent* or train*))) 
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3.  TI (home visit* or home visit* services or family nurse or nurse family or nurse 

family partnership or family nurse partnership or child management strategies) 

OR AB (home visit* or home visit* services or family nurse or nurse family or 

nurse family partnership or family nurse partnership or child management 

strategies) 

4.  #1 OR #2 OR #3 

5.  TI (baby or babies or child* or toddler* or infant* or preschool* or pre‐school*) 

OR AB (baby or babies or child* or toddler* or infant* or preschool* or pre‐

school*) 

6.  #4 AND #5 

7.  TX (randomised controlled trial or randomized controlled trial or randomised 

trial or randomized trial or random allocation or control group) 

8.  #6 AND #7 

 
 

CENTRAL [18 May 2020] Applied filters: English language 

1.  ((parent* NEAR/3 (program* or intervent* or train*)):ti,ab) OR ((mother* 

NEAR/3 (program* or intervent* or train*)):ti,ab) OR ((father* NEAR/3 

(program* or intervent* or train*)):ti,ab) OR ((caregiv* NEAR/3 (program* 

or intervent* or train*)):ti,ab) OR ((family* NEAR/3 (program* or intervent* 

or train*)):ti,ab) 

2.  (“home visit*” or “home visit* services” or “family nurse” or “nurse family” 

or “nurse family partnership” or “family nurse partnership” or “child 

management strategies”):ti,ab 

3.  MeSH descriptor: [Parenting] explode all trees 

4.  (program* or intervent* or train*):ti,ab 

5.  #1 OR #2 OR (#3 AND #4) 

6.  MeSH descriptor: [Child] explode all trees 

7.  MeSH descriptor: [Infant] explode all trees 

8.  (infant*:ti,ab) OR (baby*:ti,ab) OR (babies*:ti,ab) OR (toddler*:ti,ab) OR 

(preschool*:ti,ab) OR ("pre school"*:ti,ab) 

9.  #5 AND (#6 OR #7 OR #8) 



 82 

10.  (“randomised controlled trial” or “randomized controlled trial” or 

“randomised trial” or “randomized trial” or “random allocation” or “control 

group”) 

11.  #9 AND #10 

 
ProQuest (Dissertation & Theses) [18 May 2020] Applied filters: English language 

1.  (ab(parent* NEAR/3 (program* OR intervent* OR train*)) OR ti(parent* 

NEAR/3 (program* OR intervent* OR train*))) OR (ab(mother* NEAR/3 

(program* OR intervent* OR train*)) OR ti(mother* NEAR/3 (program* OR 

intervent* OR train*))) OR (ab(father* NEAR/3 (program* OR intervent* OR 

train*)) OR ti(father* NEAR/3 (program* OR intervent* OR train*))) OR 

(ab(caregiv* NEAR/3 (program* OR intervent* OR train*)) OR ti(caregiv* 

NEAR/3 (program* OR intervent* OR train*))) OR (ab(family* NEAR/3 

(program* OR intervent* OR train*)) OR ti(family* NEAR/3 (program* OR 

intervent* OR train*))) 

2.  ti (“home visit” OR “home visitation” OR “home visiting” “home visit* 

services” OR “family nurse” OR “nurse family” OR “nurse family 

partnership” OR “family nurse partnership” OR “child management 

strategies”) OR ab (“home visit” OR “home visitation” OR “home visiting” 

OR “home visit* services” OR “family nurse” or “nurse family” OR “nurse 

family partnership” OR “family nurse partnership” OR “child management 

strategies”) 

3.  SU.EXACT("Parenting") AND (ab(program* OR intervent* OR train*) OR 

ti(program* OR intervent* OR train*)) 

4.  #1 OR #2 OR #3 

5.  (ab(baby or babies or child* or toddler* or infant* or preschool* or pre‐

school*) OR ti(baby or babies or child* or toddler* or infant* or preschool* or 

pre‐school*)) 

6.  #4 AND #5 

7.  ti (“randomised controlled trial” OR “randomized controlled trial” OR 

“randomised trial” or “randomized trial” OR “random allocation” OR “control 

group”) OR ab (“randomised controlled trial” OR “randomized controlled 

trial” OR “randomised trial” or “randomized trial” OR “random allocation” 

OR “control group”) 

8.  #6 AND #7 
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8.3 Appendix C: Data collection form 
 

Data Collection Form 
Adapted from the Cochrane Collaboration data collection form  

for intervention reviews – RCTs (EPOC, 2013) 

General Information 

Date form completed  
(dd/mm/yyyy) 

 

Report title  
(title of paper/report that data are 

extracted from) 

 

Study ID  
(e.g. author name, year) 

 

Report ID  
(e.g. duplicate publications, follow-up 

studies) 

 

Publication type  
(e.g. full report, abstract) 

 

Study author contact details 
 

 

Citation: 
 

Study eligibility 

Study 

Characteristics 

Eligibility criteria 
(full details of eligibility criteria 

found in Table 3 of main text) 

Eligibility criteria 

met?  
Location in 

text/source 
(pg/¶/fig/table) Yes No Unclear 

Type of study Randomised controlled trial     

Cluster randomised controlled 

trial 
   

 

Participants Parents/caregivers with a child 

under 12 years, or expecting a 

child where the child was born 

during the intervention (or 

studies with children over 12 

years if mean age of sample is 

not over 12 years) 

   

 

Type of 

intervention 

Is it a parenting intervention?     
Does at least 50% of the 

programme consist of 

parenting content? 
   

 

Type of 

comparison 

Does it have a control group? 

(i.e. control group with no 

treatment, treatment-as-usual, 

waitlist controls, or an active 

control group?) 

   

 

Types of 

outcome 

measure 

Does it report quantitative 

IPV-related outcomes?    
 

Decision  Include in review                Exclude from review 

Notes: 
 

DO NOT PROCEED IF STUDY EXCLUDED FROM REVIEW 
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Characteristics of included studies 

Methods 

 Descriptions as stated in report/paper Location in 

text/source  
(pg/¶/fig/table) 

Aim of study 

 
  

Study design 

 
  

Unit of allocation  
(by individuals, 

cluster/ groups) 

  

Start date   
End date   
Duration of 

participation  
(from recruitment to 

last follow-up) 

  

Notes: 

 

 

 

Participants 

 Descriptions as stated in report/paper 
Include comparative information for each intervention or 

comparison group if available 

Location in 

text/source  
(pg/¶/fig/table) 

Population 

description  
(from which study 

participants are 

drawn) 

  

Setting  
(including country, 

location, delivery / 

social context) 

  

Inclusion criteria    

Exclusion criteria   

Method of 

recruitment of 

participants  
(e.g. phone, mail, 

clinic patients) 

  

Total no. 

randomised  
  

Clusters  
(if applicable, no., 

type, no. people per 

cluster) 

  

Baseline 

imbalances 
  

Withdrawals and 

exclusions 
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Age 

 
  

Sex 

 
  

Race/ethnicity 

 
  

Other relevant 

sociodemographic 

details 

  

Notes: 

 

 
 

Intervention groups 
 

Intervention Group 1 

Copy and paste table for each intervention and comparison group 
 

 Description as stated in report/paper Location in 

text/source  
(pg/¶/fig/table) 

Group name   

No. randomised to 

group 
(specify whether no. 

people or clusters) 

  

Theoretical basis 
(include key 

references)  

  

Description  
(e.g. content, dose, 

components) 

  

Duration of treatment 

period 

  

Timing  
(e.g. frequency, 

duration of each 

episode) 

  

Delivery  
(e.g. mechanism, 

medium, intensity, 

fidelity) 

  

Providers  
(e.g. no., profession, 

training, ethnicity etc. 

if relevant) 

  

Notes: 

. 

Outcomes 
 

Outcome 1 
Copy and paste the appropriate table for each outcome, as required 
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 Description as stated in report/paper Location in 

text/source  
(pg/¶/fig/table) 

Outcome definition 
(with diagnostic criteria 

if relevant) 

  

Unit of measurement  
(if relevant) 

  

Scales: upper and 

lower limits  
(indicate if high or low 

score is good) 

  

Person measuring/ 

reporting 
  

Time points measured 
(specify if from start /end 

of intervention) 

  

Time points reported   

Measurement tool 

 
  

Is outcome/tool 

validated? 
  

Imputation of missing 

data  
(e.g. assumptions made 

for ITT, etc.) 

  

Power  
(e.g. power & sample 

size calculation, level of 

power achieved) 

  

Results Intervention Control  
Mean 

 

SD  
(or other 

variance, 

specify) 

No. of 

participants 
Mean SD 

(or other 

variance, 

specify) 

No. of 

participants 
 

(time point, 
subgroup, etc., 

adjust and 

copy rows as 

needed) 

       

Unit of analysis  
(by individuals, cluster/ 

groups) 

  

Any other results 

reported 
  

Statistical methods 

used/ appropriateness 

of these 

  

Reanalysis required / 

possible? (specify) 
  

Reanalysed results   

Notes: 
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Other information 
 Description as stated in report/paper Location in 

text/source  
(pg/¶/fig/table) 

Key conclusions of 

study authors 

 

  

References to other 

relevant studies 

 

  

Correspondence 

required for further 

study information  
 

  

Study funding sources 
(incl. role of funders) 

  

Possible conflicts of 

interest  
(for study authors) 

  

Notes:  
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8.4 Appendix D: Ethical approval 
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8.5 Appendix E: Excluded studies and reason for exclusion 

 
Reason for exclusion Study author(s) and year 

Wrong intervention or 

multi-component 

intervention where 

parenting content is 

less than 50% 

 

Ayala et al. (2010) 

Bhopal et al. (2017) 

Booth-LaForce, Oxford, Barbosa-Leiker, Burduli, & 

Buchwald (2020) 

Brigham et al. (2014) 

Brody et al. (2005) 

Brody, Yu, Miller, Ehrlich, & Chen (2019) 

Brody et al. (2004) 

L. M. Brotman et al. (2011) 

Castel et al. (2016) 

Caal et al. (2019) 

Dishion et al. (2008) 

Dodge, Goodman, Murphy, O’Donnell, & Sato, 2013) 

Duncan & Bardacke, 2010) 

DuMont et al. (2008) 

Feinberg et al. (2016) 

Feinberg, Jones, Kan, & Goslin (2010) 

Feinberg, Kan, & Goslin (2009) 

Lewin et al. (2015) 

Dion & Hershey (2010) 

Morgan et al. (2014) 

Johnson et al. (2009) 

LeCroy & Krysik (2011) 

Krysik & Lecroy (2007) 

Kan & Feinberg (2014) 

J. A. Fraser, Armstrong, Morris, & Dadds (2000) 

Olds et al. (1998) 

Olds (2007) 

Olds (1992) 

Olds, Henderson, & Kitzman (1994) 

Olds et al. (2015) 

Olds et al., 1994) 

Olds, Henderson Jr, Phelps, Kitzman, & Hanks (1993) 

Olds et al. (2014) 

Olds et al. (2019) 

Olds et al. (2004) 

Olds et al. (2014) 

Olds, Henderson, Chamberlin, & Tatelbaum (1986) 

Robling et al. (2016) 

Wood, Moore, Clarkwest, & Killewald (2014) 

Ineligible population 

 

Adams (2001) 

Annan, Sim, Puffer, Salhi, & Betancourt (2017) 

Anderson et al. (1999)  

Bogle (2007) 

Brotherson, Hektner, Hill, & Saxena (2015) 

Brotman et al. (2016) 

Brotman et al. (2005) 
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Bugental et al. (2002) 

Burgess (1982) 

Burke, Brennan, & Cann (2012) 

Burn, Lewis, McDonald, & Toumbourou (2019) 

Bröning et al. (2014) 

Forehand et al. (2012) 

Gershy, Meehan, Omer, Papouchis, & Sapir (2017) 

J. Lachman et al. (2020) 

Ismayilova & Karimli (2020) 

Ismayilova et al. (2018) 

Ineligible study 

design 

 

Adler-Baeder et al. (2018)  

Ashburn, Kerner, Ojamuge, & Lundgren (2017) 

Block et al. (2014) 

Chamroonsawasdi, Suparp, Kittipichai, & Khajornchaikul 

(2011) 

Ineligible outcome / 

did not measure IPV 

 

August, Egan, Realmuto, & Hektner (2003) 

Baggett et al. (2017) 

Bailey, van der Zwan, Brooks, & Brooks (2015) 

Bailey, van der Zwan, Phelan, & Brooks (2012) 

Baker, Piotrkowski, & Brooks-Gunn (1998) 

Bamberger, Coatsworth, Fosco, & Ram (2014) 

Benzies & Magill-Evans (2015) 

Berlin et al. (2017) 

Bradley et al. (2003) 

Breitenstein et al. (2012) 

Breitenstein, Brager, Ocampo, & Fogg (2017) 

Breitenstein et al. (2019) 

Breitenstein, Fogg, Ocampo, Acosta, & Gross (2016) 

Brooks, Spearn, Rice, Crocco, & others (1988) 

Bjørknes & Manger (2013) 

Brody et al. (2019) 

Bywater et al. (2009) 

Carta, Lefever, Bigelow, Borkowski, & Warren (2013) 

Caughy, Miller, Genevro, Huang, & Nautiyal (2003) 

Cefai, Smith, & Pushak (2010) 

Chen & Chan (2016) 

Chinen et al. (2015) 

Dugravier et al. (2013) 

Day & Sanders (2018) 

Dugravier et al. (2013) 

Dumas, Begle, French, & Pearl (2010) 

Hurley et al. (2020) 

Esdaile (1996) 

Echols (1999) 

Edwards & Lutzker (2008) 

Ehrensaft, Knous-Westfall, & Alonso (2016) 

Eisner & Meidert (2011) 

El-Mohandes et al. (2003) 

Fagan & Pearson (2020) 

Feldman, Case, & Sparks (1992) 
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Fraser, Day, Galinsky, Hodges, & Smokowski (2004) 

Fennell & Fishel (1998) 

Frank, Keown, & Sanders (2014) 

Fung & Tsang (2006) 

Field, Widmayer, Greenberg, & Stoller (1982) 

Farris, Bert, Nicholson, Glass, & Borkowski (2013) 

Fossum et al. (2018) 
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8.6 Appendix F: Example of risk of bias assessment 
 
Study: Miller et al. (2014) 

 

Response options in RoB2 for the signalling questions:  

Yes (Y); Probably yes (PY); Probably no (PN); No (N); No information (NI); 

 

Domain 1: Risk of bias arising from the randomization process  

 

Domain 2: Risk of bias due to deviations from the intended interventions ( effect 

of assignment to intervention ) 

Signalling questions Comments / Support for judgement Response 

options 

1.1 Was the allocation 

sequence random? 

Quote: ‘Women were randomly assigned 

to either the treatment or comparison 

condition using a block randomization 

paradigm.’ (Miller et al., 2014, p.323) 

Y 

1.2 Was the allocation 

sequence concealed 

until participants were 

enrolled and assigned 

to interventions? 

PY  

1.3 Did baseline 

differences between 

intervention groups 

suggest a problem with 

the randomization 

process?  

Quote: ‘There were no significant 

differences between the groups on any 

study variable at baseline, indicating 

successful randomization.’  (Miller et al., 

2014, p.323) 

N  

Risk-of-bias 

judgement 

 Low 

Signalling questions Comments / Support for judgement Response 

options 

2.1. Were participants 

aware of their assigned 

intervention during 

the trial? Comment: people delivering the intervention 

were aware of participants’ assigned 

intervention, even though the interviewers 

were blind to group assignment 

Y  

2.2. Were carers and 

people delivering the 

interventions aware of 

participants' assigned 

intervention during 

the trial? 

N 

2.3. If Y/PY/NI to 2.1 

or 2.2: Were there 

deviations from the 

intended intervention 

that arose because of 

the trial context? 

Quote: ‘women in the treatment and 

comparison conditions could choose to 

pursue other services beyond the treatment 

offered. They may have independently 

sought out individual or group counselling, 

advocacy, or informal support during the 

course of the study, and these services may 

have contributed to the decrease in IPV at 

follow-up. Unfortunately, we do not have 

PY 
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Domain 3: Missing outcome data  

data on the additional services that 

participants may have obtained. (Miller et 

al., 2014, p.326) 

Comment: since data were not collected 

about additional services that might have 

contributed to the decrease in IPV and 

further deviations from the intended 

intervention may have occurred, this was 

rated as PY to err on the side of caution 

2.4 If Y/PY to 2.3: 

Were these deviations 

likely to have affected 

the outcome? 

Comment: not applicable 

NA  

2.5. If Y/PY/NI to 2.4: 

Were these deviations 

from intended 

intervention balanced 

between groups? 

Comment: not applicable 

NA 

2.6 Was an 

appropriate analysis 

used to estimate the 

effect of assignment to 

intervention? 

Quote: ‘The current study used an intent-to-

treat approach to analysis, which preserves 

the original randomized assignments 

regardless of whether or not participants 

completed treatment.’ (Miller et al., 2014, 

p.324) 

Y 

2.7 If N/PN/NI to 2.6: 

Was there potential 

for a substantial 

impact (on the result) 

of the failure to 

analyse participants in 

the group to which 

they were 

randomized? 

Comment: not applicable 

NA 

Risk-of-bias 

judgement 

 Some concerns 

Signalling questions Comments / Support for judgement Response 

options 

3.1 Were data for this 

outcome available for 

all, or nearly all, 

participants 

randomized? 

Quote: ‘At the 6- to 8-month follow-up, 41% 

of the sample was unable to be located.’ 

(Miller et al., 2014, p.323) 

N  

3.2 If N/PN/NI to 3.1: 

Is there evidence that 

the result was not 

biased by missing 

outcome data? 

Quote: ‘Drop rates were neither significantly 

different by group assignment nor in the level 

of violence experienced at entry into the study’ 

(Miller et al., 2014, p.323) 

Y 

3.3 If N/PN to 3.2: 

Could missingness in 

the outcome depend on 

its true value? 

Quote: It is promising that women’s attrition 

appeared to be unrelated to the level of 

violence they reported, but it is certainly 

possible that those women who failed to 

PY 
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Domain 4: Risk of bias in measurement of the outcome 

 

Domain 5: Risk of bias in selection of the reported result  

3.4 If Y/PY/NI to 3.3: 

Is it likely that 

missingness in the 

outcome depended on 

its true value? 

participate in the follow-up interview were 

those that had experienced more significant 

revictimization. (Miller et al., 2014, p.326) 

PN 

Risk-of-bias 

judgement 

 Some concerns 

Signalling questions Comments / Support for judgement Response 

options 

4.1 Was the method of 

measuring the 

outcome 

inappropriate? 

 

Comment: no indications that the method of 

measuring the outcome was inappropriate 

N 

4.2 Could 

measurement or 

ascertainment of the 

outcome have differed 

between intervention 

groups? 

Comment: no indications that the 
measurement or ascertainment of the 

outcome could have differed between the 

intervention groups 

PN 

4.3 If N/PN/NI to 4.1 

and 4.2: Were 

outcome assessors 

aware of the 

intervention received 

by study participants? 

Quote: ‘the data on victimization were 

provided by self-reports.’ (Miller et al., 

2014, p.327) 

Comment: outcome assessors were the 

participants since self-reports (i.e. 

participant-reported data) were used, and 

notably, the participants were also aware of 

the intervention 

Y 

4.4 If Y/PY/NI to 4.3: 

Could assessment of 

the outcome have been 

influenced by 

knowledge of 

intervention received? 

Quote: ‘Thus, they were motivated to receive 

assistance and support related to violence 

exposure, and this may limit the 

generalizability of our findings. A 

comparison group who received no treatment 

was essentially put on a wait list for the 

weeks that the treatment group received 

services. However, it would have been 

preferable to have a control group that 

received at least some attention, or another 
form of treatment, to control for the effects 

of attention.’ (Miller et al., 2014, p.327) 

PY 

4.5 If Y/PY/NI to 4.4: 

Is it likely that 

assessment of the 

outcome was 

influenced by 

knowledge of 

intervention received? 

NI 

Risk-of-bias 

judgement 

 Some concerns 

Signalling questions Comments / Support for judgement Response 

options 

5.1 Were the data that 

produced this result 

analysed in 

accordance with a pre-

Comment: the study was not pre-registered 

and there was no protocol available. Only 

some of the outcome measurements specified 

in the methods section of the study were 

N 
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Overall risk of bias  

 

  

specified analysis plan 

that was finalized 

before unblinded 

outcome data were 

available for analysis? 

provided (e.g. is unclear whether sexual 

coercion was measured or not, since it was 

briefly mentioned but not reported separately 

in the results) 

 

Is the numerical result 

being assessed likely to 

have been selected, on 

the basis of the results, 

from... 

  

5.2. ... multiple 

eligible outcome 

measurements (e.g. 

scales, definitions, 

time points) within 

the outcome 

domain? 

Comment: as suggested in the comment 

above, it was unclear whether sexual 

coercion was measured or not, since it was 

briefly mentioned but not reported separately 

in the results, so the outcomes may have 

been selected on the basis of the results, i.e. 

certain favourable results selected over 

potentially unfavourable (e.g. sexual 

coercion) results 

PY 

5.3 ... multiple 

eligible analyses of 

the data? 

Comment: since no pre-specified analysis 

plan was available it is unclear whether the 

result assessed was selected, on the basis of 

the result, from multiple data analyses 

conducted 

NI 

Risk-of-bias 

judgement 

 High 

Risk-of-bias judgement  High 
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8.7 Appendix G: Sensitivity analysis 
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