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Chapter V

DISCUSSION

Introduction

The purpose of this study was to examine the experiences of

participants involved in an integrated couples treatment program for

domestic violence where the male has been violent.  Participants included

seven therapists and five heterosexual couples, three of whom participated in

the individual couple treatment modality and two of whom participated in a

multi-couple group treatment.  All of the men had had some kind of anger

management training before beginning the couples work with their partners.

  Before beginning treatment, participants filled out pre-tests that

included three open-ended questions about their expectations for counseling.

Once treatment began, participants were interviewed after their second and

fifth therapy sessions of a 12-session treatment.  Interviewers asked

participants to share their experiences of what they found helpful about the

therapy, the things they did not find helpful, and their advice to improve the

treatment.  Additionally, interviewers asked participants about the issue of

racial difference in therapy (either between therapist and client or among

clients in the multi-couple therapy group) and whether they felt it had made

an impact.  Finally, participants were asked to share their opinions about the

controversy in the therapy field about the most appropriate and effective

treatment to address domestic violence.
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Phenomenology was the theoretical framework that guided the study.

The written responses and interview responses were analyzed using the open

coding procedure outlined by Strauss and Corbin (1990).

The purpose of this final chapter is to provide a summary and

discussion of the results of this study, discuss the limitations of the study,

discuss some of the clinical implications of the study, and outline potential

areas of future research.

Summary and Discussion

Before beginning participation in couples counseling, participants were

asked to record their answers to open-ended questions about their concerns

about the counseling, the changes they hoped would be made, and their

suggestions for what the therapists might do to be most helpful.  In general,

male clients tended to be concerned that their wives wouldn’t change or that

the therapists might be biased against them, while the female clients tended

to be concerned that their partners might lie during the therapy.  This finding

makes sense, given the dynamics of a relationship in which the male abuses

his partner.  As this abuse was openly the presenting problem for these

couples, some of the men may have felt that due to their violence, they were

cast in the villain role from the outset.  The women’s concern about their

partners being dishonest in session may have grown out of a context in which

they had experienced their partners’ minimization or outright denial of the

violence they had inflicted.
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As far as their expectations for therapy before treatment began, many of

the clients expressed their desire to build healthier relationships through

learning a variety of skills:  anger-management, communication, and

conflict-resolution.  In general, therapists also believed focusing on these

areas might be helpful to these couples.  Many therapists also suggested that

solution-focused techniques might be useful.  In general, these same themes

emerged when participants shared their experiences of therapy once it began.

Participants in this study, both clients and therapists, were asked to

share their experiences of what was helpful during therapy during semi-

structured qualitative interviews.  All of the participants felt that numerous

aspects of the therapy were helpful, including a number of therapist

behaviors and qualities, the structure of the treatment, and some aspects of

group treatment that were unique to having multiple couples go through the

process together.  Overall, there was a lot of agreement between clients and

therapists about which aspects of therapy were perceived as helpful.

Regarding helpful therapist behaviors and qualities, clients generally

emphasized those traits and actions that seemed to facilitate their engagement

in the therapy process.  Therefore, clients emphasized therapist qualities (e.g.

caring, competent) and behaviors (e.g. listening, self-disclosing) that

contributed to clients feeling “safe,” “heard,” “understood,” and “validated.”

These findings are consistent with other research that suggests that clients

often emphasize these elements of the therapeutic relationship as helpful to
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them (Bischoff & McBride, 1996; Christensen et al., 1998; Gondolf &

Hanneken, 1987; Kuehl et al.; Llewelyn, 1988; McCollum & Trepper, 1995;

O’Dell et al, 1997; Sells et al.; Wark, 1994).  Although some therapists

mentioned some of these qualities and behaviors in their pre-tests, they did

not mention them during the interviews.  Rather, they tended to focus on

specific techniques they employed to facilitate change in their clients (e.g.

looking for exceptions, teaching time-out).  This finding that therapists tend

to emphasize formal techniques as helpful to their clients rather than their

ability to engage the client in the therapeutic relationship is consistent with

other research in the field that compares clients’ views to those of their

therapists (Miller, Duncan, & Hubble, 1997; Sells et al., 1996; Metcalf et al.,

1996).

Many of the clients and therapists involved in the multi-couple group

treatment mentioned some of the aspects described above.  Additionally, they

identified a number of aspects that were helpful about providing treatment in

a group setting.  Group members liked being able to share their stories and

their strategies, and therapists described the benefits of these activities (such as

the empowerment of the women in the group).  Participants in the group

treatment also tended to think that group members challenging each other to

take accountability for their behavior was a positive benefit.  Group

participants also described the benefit of having a range of couples in the

group at different stages of the change process, so that group members could

observe a variety of couple behaviors and choose their paths accordingly.  In
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general, therapists and clients, both male and female, agreed on the helpful

aspects that were unique to group treatment.

One of the most consistent findings that came out of the discussions on

helpful aspects of the structure of therapy was the positive experience of

having a male and a female co-therapist working with violent couples.

Clients and therapists agreed that this set-up allowed therapists to provide a

sense of balance to the sessions, such that each client (male and female) felt

understood and validated.  Additionally, numerous participants spoke

favorably about the pre-session check-in, which was an opportunity for a

therapist to meet individually with a client (or therapists to meet with a

single-gender group, in the case of the multi-couple group treatment).

Participants felt that this opportunity to meet with a therapist without their

partners present allowed them to vent some of their experiences of the week

and prepare for the conjoint session.

In general, aspects of therapy perceived as helpful seemed to contribute

to clients feeling somewhat confident that therapy would ultimately help

their relationship.  Additionally, the fact that therapy was perceived as

helpful seemed to contribute to clients’ decisions to continue participating in

the program.  Finally, therapy was perceived by all of the couples as helping to

change their relationships (from being able to use time-out successfully, to

learning to communicate more effectively and problem-solve together).

Although the majority of the feedback about therapy was positive,

some participants shared their opinions about aspects of therapy they thought
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were not helpful.  Many clients expressed frustration that their therapists

were not trying to get to “the root of the problem.”  It seemed important to

some of these clients to understand why they had violence in their

relationships or why their partners were so angry.  However, this deep

exploration of the cause of a problem was not part of the integrated model

which was largely based on solution-focused theory.  Another strong finding

in the not helpful category related to the structure of therapy.  Many of the

participants felt strongly that 12 weeks was not a sufficient treatment duration

to address a problem as severe as domestic violence.  This finding is

consistent with the work of McCollum and Trepper (1995) who elicited

feedback of women who had participated in a 12-week program for treatment

of drug addiction.  A majority of their participants, too, objected to the

treatment duration and recommended that it be more intensive (either

longer sessions or longer treatment duration).  The mismatch between

clients’ beliefs about what was needed and what was actually provided

seemed to contribute to a lack of confidence in the ultimate effectiveness of

the treatment.  Clients and therapists wondered whether they would “get to”

everything they needed to in order to be successful.  However, it should be

noted that participants were only interviewed during the first half of

treatment.  Some of their concerns might have been addressed by the end of

treatment.

Black clients (n=4) in the individual couple group treatment who were

assigned to White therapists were asked about their perception of the racial
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difference between themselves and their therapists, and what impact, if any,

they felt that had on the treatment.  Additionally, we asked clients in the

multi-couple group treatment (n=4, all White) about their experience of a

mixed-race group, as well as mixed-race therapists (one of the three therapists

is an African-American woman), and what impact that had on the therapy

group.  The overwhelming response to this issue is that racial difference in

this therapy had not been a factor.  Most of the participants expressed the

feeling that since all races share the common experience of relationship

problems, this was an issue that could be well understood by therapists,

regardless of their race.  Only one Black male client felt that he might like to

have two Black therapists, but he also stated that he felt the racial difference

between himself and his therapists had not mattered in this therapy.

These findings conflict with other research which suggests that race

does play an important role in the treatment for domestic violence (Saunders

1996, Williams, 1995).  More specifically, Black men do not tend to complete

traditional mixed-race batterers treatment groups (Saunders, 1996).

Additionally, there seem to be more benefits for Black men who are in same-

race treatment groups (Williams, 1995).  However, the participants in this

study shared a different experience.  This begs the question of why?

First, it should be considered that participants were truthful in their

responses.  Perhaps their genuine experience was that they felt understood by

their White therapists who they perceived to share common feelings and

struggles about relationships.  Perhaps race is not as significant in domestic
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violence treatment when both members of the couple are being treated

conjointly.  Clients may feel more comfortable to have their same-race

partner present, or perhaps having the balance of a male/female co-therapy

team supersedes any discomfort that might be caused by racial difference.

Alternatively, there could be several possibilities for why the Black

participants in this study did not say that having non-Black therapists had

impacted their treatment, even if in truth, they believe it had.  One possibility

is that although we experimented with several different questions that

attempted to “give permission” to Black clients to share their true feelings, we

may not have asked the right questions.  Another possibility is that due to the

fact that all but one of the Black participants had White interviewers, the

Black participants did not feel comfortable saying anything negative about

their therapists--based on race--to White interviewers.  This “hesitancy to say”

any negative factors about racial differences may be part of a larger cultural

context of a “politically-correct” society that prides itself on being colorblind.

Due to the limited number of Black participants in the study, and the

unavailability of Black researchers in our program, it is hard to know which

of these possible explanations is accurate, or whether some combination is

accurate.

Perhaps one of the most interesting areas of this study is the topic of

appropriate treatments for domestic violence.  Traditionally, batterers receive

treatment in all-male anger management groups, while their partners receive

no treatment or possibly participate in individual therapy or victims support



149

groups.  The participants in this study received both anger management (for

men only) and couples counseling.  Treating couples in intact relationships

where the male has been physically violent to the female is controversial in

the domestic violence field (Saunders, 1996).  Participants in this study shared

their views of the traditional treatments and the idea of couples counseling

for couples with violence in their relationships.  Some of their ideas were

elicited by a question about the controversy in the field, while some of their

ideas (especially about the time-out technique that is traditionally taught in

anger management programs) were offered unsolicited.

Time-out, a seemingly simple technique in which couples take a break

from heated discussions that they feel might escalate to violence, is not

simple at all from the perspective of participants.  This technique seemed to

be a major area of conflict for many of the participants.  Partners had different

views of the technique.  For example, one female client did not like the

technique at all, as she preferred to “have it out on the spot” rather than

postpone the discussion for later.  Her partner, however, felt the technique

was very useful.  More commonly, female clients felt their partners abused

the tool by using it as a way to withdraw from intense or unwelcome

conversations (and occasionally disappear from the room or the house for

hours at a time).  This abuse of time-out by the male generally happened

when he had learned the technique in an anger management group, and his

partner was not aware of how it should be properly used.  Many couples

expressed how helpful the couples counseling was in clarifying the time-out,
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having both present to clear up any misunderstandings and come to an

agreement on the use of the technique.

Clients expressed different views on the helpfulness of the anger

management groups.  Some of them felt that the anger management group

had helped the male, but not helped the relationship.  Others felt that the

anger management group had either not helped the relationship, or had in

fact made the relationship worse.  For example, one woman talked about how

her husband consistently returned from his group in a bad mood and took his

feelings out on her and the children.  Another woman talked about her

perspective that she and her husband were working at cross-purposes in their

separate groups (his anger management and her victims support group).  She

expressed the view that each of them got support for how difficult their

relationship was, but they did not receive anything that would help them

work out the problems in their marriage.

Most of the participants (seven out of 10) felt that couples counseling

was their only hope for improving their relationships.  Some of the clients

expressed some of the positive things they got out of the couples counseling

such as learning how to use time-out effectively and working on

communication skills.  Additionally, some of the women directly addressed

the typical concerns about doing couples work when violence has occurred,

which are concerns for the woman’s safety and concerns that the woman may

feel blamed as co-responsible for the violence if she is involved in treatment.

Most of the women stated that they felt safe to talk about issues with the help
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of their counselors.  Only one woman expressed a concern about how her

husband would react to some of the things she said in couples counseling, but

she also felt that her therapists were able to keep the conversation productive

and non-blaming.  This woman did not report any physical abuse from her

husband during the treatment.  Regarding feeling blamed, none of the

women expressed the idea that they felt co-responsible for the violence

because they were in treatment with their partners.  On the contrary, one

woman stated that she felt exactly the opposite.  Her experience in the couples

counseling group helped her to stop feeling blamed, as she heard the

experiences of the other women in the group and realized that she had not

made her husband abuse her, as he had lead her to believe.

Certainly, the issue of couples counseling for violent couples remains

controversial in the field.  Due to the gravity of the presenting problem,

couples counseling should not be entered into lightly. It should be noted here

that this study only included couples who had reported mild to moderate

violence.  Those who reported severe violence were excluded from this study

and referred elsewhere.  Nevertheless, the female participants in this study

overwhelmingly expressed their belief that they had been left out of other

types of treatment, and they felt that couples counseling was their only hope

to improve their relationships.

Limitations

There are several limitations to this study.  First, the very small

number of clients studied did not allow for theoretical saturation.  Second,
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the participants in this study are certainly not representative of all clients who

present themselves for treatment of domestic violence.  In order to participate

in this study, clients could not have severe violence in their relationships,

nor could they be addicted to drugs or alcohol, nor could they have weapons

in their home. Both clients and therapists were chosen using convenience

sampling.  Although the clients chosen represent a broad diversity among the

clients in our study (e.g. regarding race and socio-economic status), they are

hardly representative of all couples who have violence in their relationships.

Additionally, the therapists in this study are not representative of all

therapists who treat domestic violence.  Therapists in this study were

advanced interns or recent master’s graduates who provided therapy

following a treatment model in a university setting under strict supervision.

In addition to the controlled circumstances they were working under, these

therapists are all specially trained in marriage and family therapy, and

treatment issues for domestic violence were emphasized in their program.

Therefore, these therapists may have been more specially prepared to work

with this population than therapists of other backgrounds.

Furthermore, results were based on interviews with participants

during the first half of the 12-week therapy program.  It is a possibility that

participants’ views of their therapy experience may have changed drastically

by the end of their treatment program.

Another limitation applies to the findings regarding racial difference in

therapy.  Only four Black clients were interviewed about their views on this
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issue.  Additionally, three out of four of these Black clients were interviewed

by White interviewers.  It is quite likely that these participants did not feel

comfortable sharing their “true feelings” about the impact of having White

therapists while talking to a White researcher.

Finally, as with any qualitative study, there is potential for researcher

bias to play into the way that data are interpreted and categorized.  For

example, one area that has potential for bias is in choosing which categories to

include and which to dismiss.  This is especially tricky when only one

respondent discusses a specific idea.  I chose to include some categories that

had only one response.  Generally, I chose those to include these categories of

one response when the idea discussed was particularly interesting or well-

stated, in my opinion.  Obviously, my own bias played a role in which one-

response categories I found interesting and relevant and which I did not.  In

addition to potential bias in selection of categories, it is also possible that the

researcher can interpret meanings that are different than those that the

participants intended.  However, I was fortunate to have an experienced

qualitative researcher who has published several qualitative studies as my

able guide.  Through frequent research meetings in which we discussed ideas,

cross-coded interviews, and compared our thoughts on specific categories,

hopefully any potential for researcher bias has been vastly reduced.

Despite the limitations of this study, I believe these participants have

generously shared their experiences of having participated in an evolving

couples treatment program for domestic violence.  Much of what they
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described has been supported by other general research on participants’

experiences of the therapeutic process.  Since the qualitative literature in the

domestic violence field is very limited, I believe these participants can offer

those of us who work with this population extremely valuable feedback and

advice.

Clinical Implications

Despite the limitations of this study, there are several potential clinical

implications to consider, based on the experiences of our participants.  First,

therapists should remember the old adage that little things mean a lot.

Joining techniques that therapists may not consider to be very important are

extremely important to these clients.  Much of the therapy literature has

shown the importance of listening to clients and helping them to feel

respected, validated, and understood.  However, it is possible that these things

are even more important to this particular clinical population.  Violent men

who enter treatment are branded as “batterers.”  Physically abusing a loved

one is viewed very negatively by much of the population who wonder how

men could beat and batter their wives.  Therefore, it is quite possible that

these men feel a sense of shame and guilt when they walk in the therapy

room, that makes it even more important for them to feel that their therapist

can see good things in them.  Similarly, women who stay in violent

relationships are often disdained by other women who feel confident that

they would leave a relationship or a marriage the second their husband or

partner laid a hand on them.  Unfortunately, these women have often been



155

blamed for their decision to stay in these relationships, sometimes by therapy

professionals as well as their friends or families.  Therefore, these women,

like their male partners, quite possibly feel a sense of shame and

embarrassment when they enter the therapy room that makes it even more

important to them when someone can validate their experience and help

them feel validated, despite the fact that they have chosen to stay with a man

who hits them.  Therefore, therapists should be mindful of really listening to

these clients and complimenting their strengths.  For these participants, these

techniques seemed to create a context in which they felt comfortable and safe

to begin working on their relationships and making meaningful changes in

their lives.

The conflict that is sometimes apparent between what clients believe

they need from therapists in order to be helped and what therapists believe

they need to do to be helpful brings up another possible clinical implication.

A number of clients in this study expressed their belief that they felt therapists

should try to “get to the root of the problem.”  Since this treatment was short-

term (12 sessions) and heavily solution-oriented, spending time exploring the

causes of anger and violence was not a focus of the treatment.  Despite this

mismatch in beliefs, most of the clients felt the treatment they received was

quite helpful to them, and many responded positively to the solution-

oriented techniques.  However, their belief that they needed to understand

the causes of problems and their feeling that this would not occur in therapy

did seem to contribute to a lack of confidence that the treatment would
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ultimately be effective.  The question then is how should therapists deal with

this mismatch of beliefs?  There are a few options to consider.  Perhaps

therapists should discuss this conflict in beliefs directly with their clients and

acknowledge their clients’ viewpoint and explain their own.  It seems possible

that some open discussion of this mismatch might help calm some of the

anxiety of clients wondering whether they are going to explore these causes in

depth.  Then, of course, the question becomes should therapists change their

methods to facilitate this exploration with their clients?  Therapists will need

to consider whether or not they believe this would be helpful (or even

possible if there is a time-constraint) and move forward accordingly.

However, whatever they decide, this mismatch between therapist and client

beliefs about the proper course of treatment needs to be considered.

Another potential clinical implication of this study is to re-think the

treatment length for this program.  Both clients and therapists

overwhelmingly agreed that 12 weeks is simply not sufficient to adequately

address the anger and pain in these couples, as well as to teach them new

tools and ways to communicate and manage their conflict effectively.  One

client suggested that due to the fact that these are violent couples, problems

are necessarily more complex, and dictate a longer treatment.  How long is

another question.  Some therapists suggested 18 weeks to six months, while

some clients suggested six months to a year.  Obviously, there are several

considerations involved in treatment length (e. g. managed care, financial
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resources of the clients, availability of the therapists), but this seems to be an

issue that warrants some consideration.

 Another clinical implication of this study is that therapists should

work in male/female co-therapy teams as much as possible with violent

couples.  Clients and therapists strongly voiced their view that this

component had been essential to the treatment for a variety of reasons (e. g.

including balance, opportunity to do individual check-ins and post-checks).

In a non-research environment, this may be more practical in a group setting

(where numerous clients can share the cost of having two therapists) than

individual couple treatment.

  A final implication for clinical work involves the use of the technique

of time-out.  As therapists (either for anger management groups or couples

treatment) we need to be very thoughtful about how we present this tool.  It is

not a simple issue.  These clients expressed the need for learning about the

technique conjointly so that they could mutually agree on the “rules.”  Anger

management facilitators may need to re-think how they present this

technique.  Is it presented in detail to the men?  Do facilitators explain the

“rules” clearly (i.e. you may not use this to withdraw from discussions

entirely, you may not leave the house for hours at a time without telling your

partner where you are, etc.).  Is there some way to involve the female partners

in the use of the technique, so that they are informed of its proper use, rather

than being set up to be further victimized?  For example, perhaps facilitators

could give a home-work assignment in which the men take the thorough
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explanation of time-outs home with them to discuss with their wives, and

have her sign the homework.  In any case, the experiences of these

participants suggest that we cannot simply explain the technique to the men

and assume that they are following it properly.

Future Research

There are a number of areas that need to be further researched.  First of

all, there needs to be more qualitative research that studies couples

counseling for violence from both partners’ perspectives.  There is a lot we do

not yet know about what is helpful to this particular population.  Future

research should attempt to study a wide range of clients, including clients

from a variety of socio-economic backgrounds, with various relationship

lengths, levels of violence, and couple dynamics.  Additionally, further

qualitative research should be combined with outcome measures to compare

clients’ and therapists’ views on what is helpful to outcome measures that

show the change (or lack thereof) in their relationship.

Additionally, more research should be done to obtain the feedback of

minority clients in couples counseling for domestic violence.  Although

research on the experiences of Black clients in male-only treatment for

violence suggests that racial difference is an important issue, this study did

not find that difference.  Future research in this area should attempt to use

Black researchers, with the hope that Black participants will feel more

comfortable sharing their true feelings with same-race researchers about

having different-race therapists.
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Personal Post-Script

This has been a very interesting experience to me as researcher and as a

therapist.  This was truly a growth experience as I struggled to learn how to

manage each step of this research project from how to interview clients to

how to code the data.  Some days, I felt the growing pains more than others.  

At the time I conducted this study, I was interning as a therapist in a

university-clinic and in the family therapy program of a juvenile and

domestic relations county court.  In both settings, I sometimes worked with

couples and families who had abuse in their relationships.  During this time,

I was also facilitating men’s anger management groups.  In all of these areas, I

have been astonished by the complexity of the people and the relationships

that are affected by violence.  Working with men in anger management

groups who have abused their partners helped me come to know some of

these men who had behaved violently, but who also had the capacity for

empathy, warmth, and sadness.  Just as these men had disturbing pieces of

themselves that co-existed with their strengths, I found that the participants

in this study often described relationships that had violence co-existing with

affection, humor, and love.  There was nothing simple about their problems

or their potential.

Interviewing participants, especially the clients, had its challenges.  As

clients told me about some of their struggles or even some of their successes, I

struggled to stay in the neutral researcher role and not cross over to the

supportive therapist role.  Most times I successfully managed that struggle, I
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believe.  However, there were definitely times when I wandered slightly over

the line, especially to offer compliments or “wows” when clients shared some

of the changes they had made.

There is no doubt in my mind that I will think often of things

participants shared with me as I continue in my clinical work.  I feel fortunate

to have had the opportunity to meet with so many of the participants who

were willing to share freely of their time and their experiences, often

touching on painful subjects.  It is my hope that those of us who study and

work with this population will hear their voices as we continually struggle to

offer them the best treatment possible to end the violence in their

relationships.
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APPENDIX A

Guiding Interview Questions

     Questions for Clients:

1)  When you consider your most recent counseling session(s), what stands
out in your mind?

2)  What has been helpful?

3)  What has not been helpful?

4)  On a scale of 1-5 (1=completely misunderstood, and 5=completely
understood), how understood do you feel by your therapists? What does the
therapist do that makes you feel (mis)understood?

5)  What advice would you give to your therapists to help them improve
treatment?

6)  For minority clients:  One of the things we are trying to do is to reach
minority clients and make the treatment relevant to them.  How are we
doing? 

7)  For minority clients:  In general, how could we improve the treatment to
be more useful to people of color?

8)  You've had ___ sessions.  What changes have you begun to notice as a
result of your work in counseling?

9)  How are you responding to these changes?

10)  For group participants:  You and your partner are receiving therapy with
other couples in a group setting.  How are you experiencing that?

11) For group participants: There is some controversy about the effectiveness
of mixed racial/ethnic background groups vs. groups of clients who share the
same race or ethnic background.  Your group is mixed.  How is that working
for you?  Your therapists are also diverse, how is that working?

12) For women: There is some disagreement about how women feel about
their partner’s participation in anger management groups.  How do you feel
about your partner’s participation?  How has his anger management group
impacted your relationship?
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13)  What is your level of confidence that the counseling will be
effective?(very confident, somewhat confident, not very confident, not at all
confident)

14)  How likely is it that you will complete the entire treatment program?
(very likely, somewhat likely, not very likely, not at all likely)

15)  What has influenced your decision to continue?

     Questions for Therapists   :

1)  When you consider your most recent counseling session(s), what stands
out in your mind?

2)  What, if anything do you believe has been helpful to the clients?

3)  What, if anything, do you believe has not been helpful?

4)  For group participants:  You are providing therapy to couples in a group
setting. How are you experiencing that?

5) For group participants:  There is some controversy about the effectiveness
of mixed racial/ethnic background groups vs. groups of clients who share the
same race or ethnic background.  Your group is mixed.  How is that working
for you?  As therapists, you are also of diverse genders/races.  How do you
believe the group is experiencing that?

6)  for minority clients:  One of the things we are trying to do is to reach
minority clients and make the treatment relevant to them.  How do you
think you are doing?

7)  You've had ___ sessions.  What changes have you begun to notice in
your clients as a result of your work in counseling?

8)  What is your level of confidence that the counseling will be effective with
these clients? (very confident, somewhat confident, not very confident, not at
all confident)  Explain.

9)  How are you experiencing co-therapy?  What do you believe are the pros
and cons of co-therapy in this model?

10)  What is it like for you to be a part of a research project?  How does that
impact on the therapy?  How are you experiencing the use of a manual? (etc.)

11)  What advice would you give to the researchers to help them improve the
treatment model overall?
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APPENDIX B

Client Informed Consent

VIRGINIA TECH COUPLES TREATMENT PROGRAM
INFORMED CONSENT

What is it?

• The Virginia Tech Couples Treatment program is a research project designed to
see if adding couples treatment to a men's domestic violence program will be
helpful to couples trying to end the violence in their relationships.

What Will I Have to Do?

• Fill out questionnaires before the beginning of treatment, at the end of
treatment, and three months after that.  Filling out the questionnaires should
take about an hour.

• Attend all required sessions of an anger management program if you haven’t
already completed one (male partners only)

• Attend an additional 12 sessions of couples therapy (either in a group with other
couples or you and your partner alone with a counselor) if you are randomly
assigned to receive couples therapy

• Allow your couples therapy sessions (whether group or individual) to be
videotaped for research purposes

• Complete a short questionnaire after each couples therapy session
• If asked, do a tape-recorded interview with a researcher about how the treatment

has or has not been helpful

What are the Benefits and Risks?

• You will be helping us test a treatment that may help other people with some of
the same problems you are having

• You will get additional therapy to help you work on problems in your own
relationship

• Like any therapy, you may be asked to talk about upsetting or difficult issues
• It is possible that working on problems as a couple may lead to angry or violent

feelings.  You will be asked to sign an agreement  to control these feelings.
Your counselor will help you follow through with the agreement

• There is no guarantee that by participating in this project the violence in your
relationship will end or that you will stay together.
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Is it Private?
• All information you give in treatment is confidential, but there are times when

your counselor may need to break that confidentiality.
• If you threaten to hurt yourself or someone else, the counselor must take

steps to protect you or others
• If you reveal information that leads the counselor to think that a child or

dependent adult has been abused, appropriate county officials must be
notified

Will I get Paid?
• We will pay each of you $20  ($40 per couple) to complete the first set of

questionnaires (before the beginning of treatment), and $25 each  ($50 per
couple) for the second and third sets of questionnaires (at the end of treatment
and 3 months later).  You will not be paid for any other activity that is part of
the project.

Can I quit if I want to?
• The couples counseling project is voluntary.  You may withdraw from it at any

time.

Approval of Research
• This research project has been approved, as required, by the Institutional

Review Board for projects involving human subjects at Virginia Polytechnic
Institute and State University, and by the Department of Family and Child
Development.

Participants' Agreement and Responsibilities
• I have read and understand what my participation in this project entails and I

know of no reason that I cannot participate in this project.  I have had all my
questions answered and hereby give my voluntary consent for participation in
this project.

• Should I have any questions about this project or its conduct, I can contact any
of the following:  Dr. Sandra Stith, Principal Investigator (703-538-8460); Ms.
Claire Dunn, Coordinator, Alexandria Domestic Violence Program (703-838-
4911);  Dr. Gloria Bird, Department of Family and Child Development  (540-
231-4791) or Dr. H. T.  Hurd, Chair of the Virginia Tech IRB (540-231-
5281).

________________________________ _____________
Signature Date

________________________________
Printed Name

________________________________ _____________
Witness Date
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VIRGINIA TECH COUPLES COUNSELING PROJECT
INFORMED CONSENT

PARTICIPANT'S INFORMATION

Should you  have any questions about this project or its conduct, you can contact any of the
following people:

• Dr. Sandra Stith, Principal Investigator (703-538-8460);
 
• Ms. Claire Dunn, Coordinator, Alexandria Domestic Violence Program (703-838-

4911);
 
• Dr. Gloria Bird, Department of Family and Child Development  (540-231-4791)

• Dr. H. T.  Hurd, Chair of the Virginia Tech IRB (540-231-5281).
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APPENDIX C

Therapist Informed Consent

Title of the Project:  Virginia Tech Couples Counseling Project

Principal Investigator:  Sandra M. Stith

I.  THE PURPOSE OF THIS PROJECT
You are invited to participate as a therapist in a research and development project to

refine a manualized treatment model for couples who remain together despite the male
partner’s use of physical violence towards his partner.

II.  PROCEDURES
The counseling model is 12 sessions and may be in the form of individual couple or

couple group sessions.  Each session will be videotaped.  In addition to providing couples
treatment with a co-therapist, we will ask you to attend group supervision twice per month
and to provide feedback regularly about your ideas for improving the model and how you
experience the process.  This information will be collected after each session, during group
supervision, and, for those selected, through qualitative interviews.  We will also ask you
to answer a few questions about your expectations prior to beginning your first session.

III.  BENEFITS OF THIS PROJECT
Your participation in this project is critical to our ability to refine our treatment

model for battering.  You may benefit personally by learning more about the treatment of
domestic violence through the experience of delivering treatment, receiving training and
supervision, and exchanging ideas with your colleagues.

IV.  EXTENT OF ANONYMITY AND CONFIDENTIALITY
Should we publish any data from this project, information that you supply will be

presented in such a way that your identity is confidential.

V.  FREEDOM TO WITHDRAW
Your participation in this project is strictly voluntary.  You are free to withdraw

from this project at any time without penalty.

VI.  APPROVAL OF RESEARCH
This research project has been approved, as required, by the Institutional Review

Board for projects involving human subjects at Virginia Polytechnic Institute and State
University, by the Department of Family and Child Development.

VII.  PARTICIPANT’S PERMISSION

I have read the informed consent and understand the conditions of this project.  I
hereby give my voluntary consent for participation in this project.  If I participate, I may
withdraw at any time without penalty.

______________________________________
Participant Signature


