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Abstract
Introduction  The study objective was to understand 
the effectiveness of Engaging Men through Accountable 
Practice (EMAP), a group-based discussion series which 
sought to transform gender relations in communities, on 
intimate partner violence (IPV), gender inequitable attitudes 
and related outcomes.
Methods  A two-armed, matched-pair, cluster 
randomised controlled trial was conducted between 
2016 and 2018 in eastern Democratic Republic of Congo. 
Adult men (n=1387) and their female partners (n=1220) 
participated in the study. The primary outcomes of the 
study were female report of past year physical and/
or sexual IPV and men’s intention to commit violence. 
Secondary outcomes included men’s gender attitudes, 
women’s economic and emotional IPV, women’s 
perception of negative male behaviours and perceived 
quality of the relationship.
Results  Men in EMAP reported significant reductions in 
intention to commit violence (β=−0.76; SE=0.23; p<0.01), 
decreased agreement with any reason that justifies wife 
beating (OR=0.59; SE=0.08; p<0.01) and increased 
agreement with the ability of a woman to refuse sex for all 
reasons (OR=1.47; SE=0.24; p<0.05), compared with men 
in the control group. We found no statistically significant 
differences in women’s experiences of IPV between 
treatment and control group at follow-up (physical or 
sexual IPV: adjusted OR=0.95; SE=0.14; p=0.71). However, 
female partners of men in EMAP reported significant 
improvements to the quality of relationship (β=0.28; 
p<0.05) and significant reductions in negative male 
behaviour (β=−0.32; p<0.01).
Conclusion  Interventions engaging men have the 
potential to change gender attitudes and behaviours 
in conflict-affected areas. However, while EMAP led to 
changes in gender attitudes and behaviours related to 
perpetration of IPV, the study showed no overall reduction 
of women’s experience of IPV. Further research is needed 
to understand how working with men may lead to long-
term and meaningful changes in IPV and related gender 
equitable attitudes and behaviours in conflict areas.
Trial registration number  NCT02765139.

Introduction
Globally, one in three women worldwide 
report experiencing intimate partner violence 
(IPV) in their lifetime.1 In conflict-affected 
settings, the prevalence of such violence may 
be higher as a recent population-based survey 

Key questions

What is already known?
►► Intimate partner violence is a pervasive issue in 
conflict-affected contexts, including in eastern 
Democratic Republic of Congo.

►► The evidence base for effective interventions to 
engage men to reduce violence in such settings is 
limited.

What are the new findings?
►► This cluster randomised controlled trial evaluates 
an approach, Engaging Men through Accountable 
Practice, which is a male-only discussion group, to 
critically reflect and challenge gender attitudes and 
reduce intimate partner violence, while facilitation 
and groups are accountable to women’s needs in 
the community.

►► The study found significant improvements in men’s 
intention to commit violence and gender equitable 
attitudes and behaviours, as well as improvement in 
relationship quality as reported by women, but not 
reductions in their female partner’s report of past 
year intimate partner violence.

What do the new findings imply?
►► Longer study follow-up periods are needed to deter-
mine if observed changes in relationship quality and 
men’s increased engagement in housework may 
result in reductions in intimate partner violence in 
the long term.

►► Additional programme components may be needed 
to realise reductions in intimate partner violence 
for women, including community norm change 
interventions.
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from South Sudan reports that over 60% of women report 
physical IPV from their male partners2 and nearly 70% of 
women in Democratic Republic of Congo (DRC) expe-
rienced at least one form of lifetime physical, sexual or 
emotional IPV within the 2013–2014 Demographic and 
Health Survey.3 Increased risk of men’s use of violence 
against women may occur in these settings due to a range 
of factors including normalisation of violence, increased 
traumatic experiences within families and economic 
instability.4 Recent evidence also indicates that violence 
against women and girls occurs early and over the life 
course in eastern DRC—with as many as half of all girls 
as young as age 13 reporting some form of violence in 
the past 12 months.5 Engaging men may be one strategy 
to reduce these levels of violence. In the vast majority of 
cases of violence, men and boys are the perpetrators, and 
it is recognised that working with men to change gender-
unequal attitudes, beliefs and behaviours is an important 
component in reducing the incidence of IPV.6 However, 
evidence of effective interventions that work with men to 
reduce their likelihood of perpetration of IPV, particu-
larly in low and middle-income countries that grapple 
with armed conflict is sparse. Additionally, the available 
evidence points to self-reported attitudinal changes, but 
not meaningful changes in violence perpetration.6 7 It 
is also worth noting that programmatic approaches to 
engaging men vary widely in intensity and target popula-
tions as well as content of the intervention, including the 
extent to which power dynamics, violence and gender 
equity are addressed in the programme.

This study evaluates the impact of Engaging Men 
through Accountable Practice (EMAP), a 16-week men-
only discussion group intervention aiming to prevent IPV 
and transform attitudes and behaviours around gender 
and power in the couple. A study in Rwanda evaluating 
the effect of gender-transformative couple’s discussion 
groups found a significant impact both on reducing 
IPV and increasing women’s decision-making and men’s 
participation in housework.8 Another impact evaluation 
of a violence prevention programme at the community 
level in Uganda (SASA!, which means ‘now’ in Kiswahili) 
found decreases in acceptability of violence and non-
significant, yet clear downward reductions in violence.9 
However, in a conflict-affected setting, working with 
couples and multilevel, long-term, community interven-
tion such as SASA! may present some safety and imple-
mentation challenges. A programme that worked with 
men in a humanitarian setting to reduce IPV through 
information, skills and behaviour change in a conflict-
affected setting was the International Rescue Commit-
tee’s (IRC) ‘Men in Partnership’ intervention piloted 
in conflict-affected communities in Côte d’Ivoire. The 
programme comprised male discussion groups that 
sought to change men’s behaviour and promote gender 
equitable norms.10 Results of a cluster randomised 
controlled trial of the programme showed improve-
ment in attitudes and participation in household tasks 
and conflict management skills. Suggestive evidence of 

reduction in IPV was found but was not statistically signif-
icant. Building on lessons from ‘Men in Partnership’, the 
IRC developed the ‘Preventing Violence Against Women 
and Girls: Engaging Men through Accountable Practice’ 
(EMAP) programme which aimed to maximise potential 
reductions in IPV through refining the gender equity 
approach and incorporating in the discussions women’s 
expressions of desired changes to their intimate relation-
ships in order to keep women’s voices at the forefront of 
violence prevention work.

This study contributes to the evidence base on the 
effectiveness of engaging men to reduce violence against 
women and girls in three main ways. First, previous studies 
have suffered from a lack of statistical power, due to small 
sample sizes. In this study, we use a large sample of men 
and women. With a sample size of approximately 1300 
men and 1200 women in a total of 28 study sites, it ensures 
that power to detect changes in primary and secondary 
outcomes is high. Second, a wide set of outcomes is 
examined, including IPV and attitudes around gender, 
but also women’s decision-making power and intrahouse-
hold cooperation indicators. There is little evidence to 
date on how gender-transformative interventions change 
women’s economic empowerment and intrahousehold 
dynamics. Increasing women’s agency is important in its 
own right but it may also be instrumental in reducing 
violence against women in the longer term.11 In addition, 
increasing the communication and cooperation within 
a household may enhance its efficiency, which could 
in turn relax economic stress, a recognised correlate of 
violence.11 Third, the study is set in the North and South 
Kivu provinces in DRC which have been grappling with 
vacillating levels of conflict for over two decades. Over 
the years, the DRC received significant international 
attention and news coverage for its high rates of sexual 
violence,12 with particular attention placed on sexual 
violence perpetrated by armed groups. However, IRC’s 
long-term engagement in conflict-affected communities 
in DRC has shown that women experience gender-based 
violence (GBV) more often at the hands of someone 
they know, notably an intimate partner, which is consis-
tent with other conflict-affected settings.13 Indeed, IPV 
may be exacerbated by the disruption of men’s social 
role as economic providers in contexts of instability and 
insecurity and high levels of psychological stress.14 The 
need for a transformation of gender norms, behaviours 
and relations associated with violence in this context 
is evident. The study aims to provide much needed 
rigorous evidence of the effectiveness of such approaches 
in humanitarian settings.15

Methods
Study design
A two-armed, matched-pair, cluster randomised controlled 
trial was led by the World Bank’s Africa Gender Innova-
tion Lab between 2016 and 2018 in North and South 
Kivu provinces, DRC, across 30 communities. Sites were 
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selected based on where IRC’s women’s empowerment 
programming was operational and were subsequently 
matched based on sociodemographic characteristics. 
Within each pair of villages, one site was randomised to 
either treatment or control arms.

Due to security concerns and ongoing armed clashes, 
baseline data collection was halted in one treatment and 
one control site in North Kivu (belonging to the same 
pair), resulting in a final sample of 28 communities (14 
control and 14 treatment). The sample size calculation 
was based on a coefficient of variation of k=0.3 and 
assumed the baseline level of the primary outcome (past 
year IPV) was 25%. A risk difference of 8.5% would be 
detectable at the 0.05 significance level and 80% power. 
The randomised controlled trial was complemented 
by in-depth longitudinal qualitative data collection 
throughout programme implementation.

Intervention
EMAP is a group-based discussion series for men that 
evolved from the Men in Partnership pilot programme 
and adapted for the DRC context. It sought to transform 
gender relations in communities by creating a cadre of 
male allies who practise and promote gender equity and 
do not use violence, including IPV. The programme was 
designed to give male participants the tools and knowl-
edge to rethink belief systems and prevent GBV through 
individual behavioural change. EMAP follows a system-
atic approach, involving the same group of men partici-
pating in weekly discussions with their male peers over 16 
weeks. The sessions are approximately 3 hours long and 
are led by male trained facilitators.

The facilitators also led participant recruitment by 
assembling groups of men through community networks, 
describing programme goals to the groups and asking 
for volunteers to participate. In some communities, local 
secular and religious leaders were involved in identifying 
and assembling men who had the potential to be role 
models for other men in the community. Facilitators 
also did door-to-door recruitment to generate interest in 
some communities. Participation to the programme was 
voluntary in all communities targeted. Topics explored 
the underpinnings of masculinity; types, causes and 
consequences of violence against women and girls; and 
opportunities for positive role modelling and reflection 
on their own power and privilege. Table  1 summarises 
the weekly topics covered by the programme. Women’s 
groups were established prior to launching male discus-
sion groups to promote accountability to the needs, views 
and priorities of women in the community. Discussion 
topics that arose in the women’s groups and other feed-
back were given to the men’s groups throughout the 
intervention and their reflections were incorporated into 
the facilitators’ approach.

Men in the control villages participated in non-gender 
norms-related alternative group sessions, the topic of 
which was chosen by the group members. These activities 
included rabbit and chicken raising, driving classes and 

enhanced farming methods, among others. Participants 
in livelihood activities met for no more than 3 hours a 
week.

All the study sites, either treatment or control, were in 
areas with an established IRC Women’s Protection and 
Empowerment Program, which included activities such as 
case management support for female survivors, women’s 
safe space activities and technical capacity building for 
local women’s community-based organisations, and GBV 
awareness-raising and sensitisation activities. While IRC’s 
presence in the sites may have influenced reporting and 
perpetration patterns, random assignment of villages to 
either the EMAP or control arm ensures that there should 
be no systematic difference in these patterns across treat-
ment status.

Target population
Adult men, aged 18 years and older, were eligible to partic-
ipate in the study. Additional inclusion criteria included 
having lived in the community for at least 6 months with 
plans to continue living there for at least an additional 6 
months, ability to actively participate in the group, non-
involvement with an ongoing evaluation of adolescent 
girl programming that was operational in some sites and 
committing to not perpetrate violence for the duration 
of the intervention. Female partners of men were also 
interviewed if they were above 15 years of age. For polyg-
amous households, the first wife was interviewed.

Data collection
Baseline data collection occurred between April and 
September 2016 and a follow-up survey was conducted 
between September and December 2017 to allow assess-
ment of past year changes. Men and their female partners 
were invited to participate in the interviews. The study 
was conducted among men who volunteered to partic-
ipate in the men’s activity, either EMAP or the control 
activity. They did not know which intervention would be 
rolled out in their community at the time of recruitment. 
All men who were enrolled to participate in the activity, 
and their female partners, were then invited to partici-
pate in the study.

All data were collected electronically on tablets 
(computer-assisted personal interviewing) equipped 
with the software SurveyCTO and by gender-matched 
enumerators. For sensitive outcomes, audio computer-
assisted self-interviews were used in order to limit poten-
tial under-reporting, using SurveyCTO as well. The survey 
was developed in French and subsequently translated 
and back translated into Swahili, Mashi and Kinyarwanda 
languages.

At baseline, 1387 men and 1220 women were inter-
viewed. Loss to follow-up was low as 97% of male and 96% 
of female baseline respondents were retained at endline. 
Figure  1 demonstrates the Consolidated Standards of 
Reporting Trials diagram. The most common reason for 
attrition was inability to locate the respondent, followed 
by refusal and having moved to a different location.
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Table 1  EMAP men’s group weekly session topics

Session title Goals

Section 1: Understanding gender, power and accountability to women and girls

1. Introduction Introduce EMAP; discuss goals and expectations for the group; think about the 
society we live in.

2. Understanding gender Explore what the lives of women would look like in a community where no 
violence, discrimination and disrespect against women and girls existed; 
explore how men and women are socialised to think and act.

3. Gender roles in my home Understand the different tasks that women, men, girls and boys are expected to 
do during a day; understand how to have respectful discussions with women in 
our lives.

4. Stages of change Understand and practise accountable discussions; commit to changes in the 
home; begin making a personal action plan for change.

5. Violence and manhood Understand how violence impacts ideas of manhood.

6. Understanding power and rights Understand the different types of power; understand how status and privilege 
operate in the community; explore the concept of rights.

7. Understanding power in the home Understand power in the home; analyse one’s own use of power; practise 
accountable discussions.

Section 2: Understanding violence against women and girls

8. Understanding violence against women 
and girls

Understand the different types and root causes of VAWG.

9. Sexual violence Understand what sexual assault and rape are; explore harmful beliefs and 
myths about sexual violence.

10. Intimate partner violence (IPV) Understand why IPV occurs; explore root causes of IPV; understand that IPV is 
selective.

11. Taking responsibility Recognise our thoughts, feelings and emotions; take responsibility for our 
emotions and actions.

12. Consequences of violence Understand the consequences of violence on individuals, families and 
communities; reflect on why talking about violence may be difficult.

Section 3: Being an ally to women and girls

13. Supporting survivors of violence Discuss victim blaming and how to support survivors of violence; understand 
what it means to be an ally to women and girls.

14. Healthy relationships Explore the characteristics of healthy versus unhealthy relationships; reflect on 
discussions with women.

15. Being an ally in the community Understand what it means to be an ally in the community; reflect on helpful 
behaviours; identify key actions for change.

16. Reflections Reflect on what we have learnt and the changes we have committed to over the 
group; identify ways to continue being accountable to women and girls.

EMAP, Engaging Men through Accountable Practice; VAWG, violence against women and girls.

Measures
EMAP was evaluated on the following domains: (1) IPV, 
(2) quality of the couple’s relationship, (3) gender atti-
tudes and acceptance of violence, (4) intrahousehold 
cooperation, (5) women’s decision-making power, and 
(6) gendered division of household tasks. Detailed vari-
able construction is presented in table 2.

Ethics
All participants completed informed consent and estab-
lished global guidelines on conducting ethical violence 
against women research were followed.16 Ethical approval 
was received from IRC’s Internal Review Board and the 
DRC Ministry of Women, Family, and Children. Violence 

questions were only asked among female partners in 
order to minimise any safety concerns. Referrals were 
available to IRC’s women and protection services for any 
woman who wished to have additional support after the 
survey was completed.

Analysis
We estimate intention-to-treat effects of the EMAP 
programme on experience of violence and other 
secondary outcomes at endline by using: (1) logistic 
models (and estimated OR) for all binary outcomes; 
and (2) linear models for continuous outcomes. We 
estimate both unadjusted and adjusted models. In the 
latter models, we control for the following baseline 
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30 sites in North and South Kivu Provinces

- 702 eligible men 

- 701 men and 621 
female partners 
successfully 
surveyed at baseline

- 629 men included 
in analysis 

- 559 women 
included in analysis

- 623 men included 
in analysis 

- 567 women 
included in analysis

- 642 men received control intervention as assigned

- 55 did not receive assigned control intervention 
- 31 participated in no sessions
- 24 missing attendance data
- 12 dropped out 
- 10 other 

15 communities assigned 
to comparison 

15 communities assigned 
to EMAP 

At baseline survey:

- 1 man refused to participate
- 0 women refused to participate

- 698 eligible men 

- 697 men and 608 
female partners 
successfully 
surveyed at baseline

Baseline conducted in 14 communities
(one community lost because of security issues)

Baseline conducted in 14 communities
(one community lost because of security issues)

At baseline survey:

- 1 man refused to participate
- 0 women refused to participate

- 641 men received EMAP as assigned

- 60 did not receive assigned EMAP
- 34 participated in no sessions
- 26 missing attendance data
- 27 dropped out
- 7 other

At endline survey:

- 68 men not included:
- 18 refused
- 14 moved
- 28 unknown location/reason
- 6 deceased
- 2 tablet failure

- 49 women not included:
- 9 refused
- 9 moved
- 29 unknown location/reason
- 2 deceased

At endline survey:

- 78 men not included:
- 17 refused
- 17 moved
- 35 unknown location/reason
- 8 deceased
- 1 tablet failure

- 54 women not included:
- 11 refused
- 8 moved
- 34 unknown location/reason
- 1 deceased

Figure 1  EMAP trial profile.

characteristics: household size, men and women’s age, 
men and women’s education and the language of the 
interview; and baseline values of the outcome indicators 
for outcomes collected at baseline and endline. Control 
variables selected are commonly used in the literature 
and are likely to influence the outcomes of interest, 
therefore including them in the analysis may increase the 
precision of our estimates. For all analyses, SEs are clus-
tered at the site level and we include site pairs dummies 
in all regressions. We use Stata (V.13) for all the analyses.

Patient & Public Involvement
Community members were first involved in this study 
during recruitment for participation in the EMAP 
programme or the alternative intervention arm. The 
activities conducted in the latter alternative arm were 

guided by the desires of the community. In addition, the 
EMAP approach is guided by the voices and feedback of 
women in the community who provide overall direction 
and insights to changes they would like to see in men’s 
attitudes and behaviours.

Results
Table 3 presents the overall demographics of the study 
population by treatment arm. There were no significant 
differences in demographics across treatment arms at 
baseline, indicating that randomisation was successful. 
On average, men and women were 41 and 35 years old, 
respectively, with a wide range of ages, going from 17 to 
93 years old for men. 77% and 44% of men and women 
reported some schooling, respectively: 26% of women 
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Table 3  Baseline demographics, overall and by treatment arm

Demographics

Overall EMAP Control

n % or mean (SD) n % or mean (SD) n % or mean (SD)

Men’s age (mean) 1251 41.2 (25.6) 622 41.7 (23.8) 629 40.8 (27.8)

Women’s age (mean) 1091 35.7 (24.8) 555 36.1 (26.9) 536 35.3 (23)

Men’s schooling 1091  �  545 546

 � Primary (any) 29.6% 30.8% 28.4%

 � Secondary education or higher (any) 47.4% 44.6% 50.2%

Women’s schooling 1126 567 559

 � Primary (any) 26.4% 25.2% 27.5%

 � Secondary education or higher (any) 17.9% 16.4% 19.5%

Household size (women’s report) 1181 7.3 (5.5) 591 7.3 (5.5) 590 7.3 (5.6)

Polygamous (women’s report) 1215 15.5% 602 15.1% 613 16%

EMAP, Engaging Men through Accountable Practice.

have completed primary school and 18% have completed 
secondary school or beyond while 30% of men have 
completed primary school and 47% have completed 
secondary school or beyond. The average household size 
at baseline was 7.3 members. Programme attendance was 
high. Across the treatment and control groups, 70.1% of 
men attended at least 75% of sessions, with no significant 
difference between treatment arms. Less than 5% of the 
sample did not participate in any session.

Table  4 shows the baseline and endline means of 
outcomes of interest, as well as adjusted and unadjusted 
treatment effects at endline. At baseline, nearly three 
out of four women reported experiencing some form 
of physical, sexual and/or emotional IPV in the past 
year. Nearly half of women reported experiencing any 
physical and/or sexual IPV and roughly one-quarter 
reported economic abuse in the past year. At follow-up (1 
year after the baseline survey), the (adjusted and unad-
justed) results showed no statistically significant differ-
ences in women’s experiences of IPV between treatment 
and control groups at follow-up (physical or sexual IPV: 
adjusted OR=0.95; SE=0.14; p=0.71; any IPV: adjusted 
OR=0.96; SE=0.12; p=0.74). Men in the treatment group 
reported statistically significant lower levels of intention 
to become violent or intimidating at follow-up compared 
with men in the control group (adjusted β=−0.76; SE=0.23; 
p<0.01). Men in the treatment group also reported lower 
acceptance of wife beating (adjusted OR=0.59; SE=0.08; 
p<0.01), and were more likely to believe that a woman 
has the right to refuse sex (adjusted OR=1.47; SE=0.24; 
p<0.05) compared with men in the control group. They 
also report higher levels of egalitarian gender attitudes 
compared with men in the control group (adjusted 
β=1.35; SE=0.15; p<0.01).

The quality of the relationship as reported by women 
increased slightly at follow-up in the treatment group 
compared with the control group (adjusted β=0.28; 
SE=0.16; p<0.1). Women in the treatment group also 
reported significantly lower levels of negative male 

behaviours (adjusted β=−0.32; SE=0.12; p<0.05). Both of 
these variables are significant only in the adjusted model, 
which increases the precision of the estimates. Analyses 
of the impact of EMAP on men’s alcohol use as reported 
by women, which is among the outcomes used to measure 
men’s negative behaviour as perceived by women, show a 
significant reduction (at 1%) in the likelihood that men 
drink often (more than once a week) or every day in 
the treatment group compared with men in the control 
group (Results are available on request). Women in the 
treatment group were significantly more likely to disclose 
to their partners the totality of their income (adjusted 
OR=1.66; SE=0.21; p<0.01). Men are also significantly 
more likely to disclose to their partners the totality of 
their income (adjusted OR=2.02; SE=0.38; p<0.01).

Although the results do not show any significant impacts 
of EMAP on women’s decision-making power, the results 
show greater involvement of men in domestic tasks and 
childcare. As reported by women, levels of involvement 
in domestic tasks of men in the treatment group were 
higher than for men in the control group (adjusted 
β=0.92; SE=0.29; p<0.01). Similarly, at endline, men in 
the treatment group reported an average of 60 min spent 
on domestic tasks in the past 24 hours against 28 min for 
the control group (adjusted β=36.01; SE=4.44; p<0.001). 
They also reported spending significantly more time on 
childcare: 83 min in the past 24 hours against 61 min in 
the control group (adjusted β=25.63; SE=6.11; p<0.01). 
It is worth noting that women in the intervention group 
also reported spending more time on domestic tasks 
compared with the control group while women in the 
treatment group reported spending less time on child-
care, although the difference is not significant.

In the online supplementary appendix, we provide 
per-protocol analyses of the impact of high and low 
attendance to the programme (defined as 75% or more 
sessions attended) on primary outcomes of interest. 
Results show that high attendance is associated with a 
reduction in physical violence and economic abuse, 

https://dx.doi.org/10.1136/bmjgh-2019-002223


10 Vaillant J, et al. BMJ Global Health 2020;5:e002223. doi:10.1136/bmjgh-2019-002223

BMJ Global Health

Ta
b

le
 4

 
In

te
nt

io
n-

to
-t

re
at

 a
na

ly
si

s 
of

 E
M

A
P

 im
p

ac
t 

at
 e

nd
lin

e

B
as

el
in

e
E

nd
lin

e

U
na

d
ju

st
ed

 O
R

 o
r 

β 
(S

E
)

A
d

ju
st

ed
 O

R
 o

r 
β 

(S
E

)†

To
ta

l n
U

na
d

ju
st

ed
/

ad
ju

st
ed

 m
o

d
el

s

E
M

A
P

C
o

nt
ro

l
E

M
A

P
C

o
nt

ro
l

%
 o

r 
m

ea
n 

(S
D

)
%

 o
r 

m
ea

n 
(S

D
)

%
 o

r 
m

ea
n 

(S
D

)
%

 o
r 

m
ea

n 
(S

D
)

W
o

m
en

’s
 e

xp
er

ie
nc

e 
o

f 
IP

V

A
ny

 in
tim

at
e 

p
ar

tn
er

 
vi

ol
en

ce
72

.1
%

70
.7

%
70

.6
%

72
.1

%
O

R
=

0.
94

 (0
.1

1)
O

R
=

0.
96

 (0
.1

2)
10

59
/9

82

P
hy

si
ca

l o
r 

se
xu

al
 IP

V
48

.5
%

47
.7

%
48

.5
%

49
.0

%
O

R
=

0.
96

 (0
.1

5)
O

R
=

0.
95

 (0
.1

4)
10

28
/9

33

P
hy

si
ca

l I
P

V
37

.1
%

36
.5

%
35

.0
%

38
.1

%
O

R
=

0.
84

 (0
.1

3)
O

R
=

0.
87

 (0
.1

2)
10

44
/9

43

S
ev

er
e 

p
hy

si
ca

l I
P

V
33

.4
%

31
.1

%
30

.7
%

33
.1

%
O

R
=

0.
86

 (0
.1

4)
O

R
=

0.
91

 (0
.1

3)
10

38
/9

25

S
ex

ua
l I

P
V

29
.9

%
34

.4
%

32
.7

%
34

.9
%

O
R

=
0.

88
 (0

.1
4)

O
R

=
0.

98
 (0

.1
5)

10
45

/9
68

E
m

ot
io

na
l I

P
V

65
.5

%
63

.4
%

63
.6

%
65

.2
%

O
R

=
0.

95
 (0

.1
2)

O
R

=
0.

92
 (0

.1
2)

10
56

/9
70

E
co

no
m

ic
 a

b
us

e
23

.6
%

26
.1

%
21

.2
%

25
.2

%
O

R
=

0.
78

 (0
.1

2)
O

R
=

0.
82

 (0
.1

3)
10

97
/1

04
6

M
en

’s
 in

te
nt

io
n 

to
 c

o
m

m
it

 v
io

le
nc

e 
an

d
 a

tt
it

ud
es

 t
o

w
ar

d
s 

vi
o

le
nc

e 
an

d
 g

en
d

er
 e

q
ua

lit
y

M
en

’s
 in

te
nt

io
n 

to
 c

om
m

it 
vi

ol
en

ce
6.

47
 (9

.4
6)

6.
64

 (8
.5

9)
4.

08
 (1

1.
25

)
4.

97
 (1

3.
38

)
β=

−
0.

84
**

* 
(0

.2
7)

β=
−

0.
76

**
* 

(0
.2

3)
12

52
/1

05
5

A
cc

ep
ta

nc
e 

of
 p

hy
si

ca
l 

vi
ol

en
ce

35
.0

%
33

.6
%

26
.3

%
35

.5
%

O
R

=
0.

68
**

*(
0.

08
)

O
R

=
0.

59
**

*(
0.

08
)

12
48

/1
04

3

A
b

ili
ty

 t
o 

re
fu

se
 s

ex
13

.2
%

13
.0

%
20

.4
%

15
.0

%
O

R
=

1.
40

**
(0

.1
9)

O
R

=
1.

47
**

 (0
.2

4)
12

47
/1

04
2

G
en

d
er

 e
q

ui
ta

b
le

 a
tt

itu
d

es
9.

97
 (4

.8
4)

10
.5

8 
(5

.4
8)

11
.3

5 
(3

.6
0)

10
.3

1 
(5

.9
2)

β=
1.

05
**

* 
(0

.1
8)

β=
1.

35
**

* 
(0

.1
5)

12
40

/1
01

5

Q
ua

lit
y 

o
f 

th
e 

co
up

le
’s

 r
el

at
io

ns
hi

p
 (w

o
m

en
)

Q
ua

lit
y 

of
 r

el
at

io
ns

hi
p

8.
83

 (5
.6

3)
8.

82
 (6

.7
7)

9.
33

 (4
.5

2)
9.

06
 (4

.9
0)

β=
0.

26
 (0

.2
0)

β=
0.

28
* 

(0
.1

6)
10

97
/1

05
1

P
er

ce
p

tio
n 

of
 n

eg
at

iv
e 

m
al

e 
b

eh
av

io
ur

s
3.

08
 (6

.1
2)

3.
25

 (7
.4

2)
2.

95
 (4

.6
8)

3.
32

 (6
.8

3)
β=

−
0.

39
 (0

.2
4)

β=
−

0.
32

**
 (0

.1
2)

10
97

/1
05

1

In
tr

ah
o

us
eh

o
ld

 c
o

o
p

er
at

io
n

W
om

an
 le

ts
 h

er
 p

ar
tn

er
 

kn
ow

 t
he

 t
ot

al
ity

 o
f h

er
 

in
co

m
e

N
U

N
U

86
.9

%
82

.2
%

O
R

=
1.

50
**

*(
0.

21
)

O
R

=
1.

66
**

*(
0.

21
)

10
89

/1
04

3

M
an

 le
ts

 h
is

 p
ar

tn
er

 k
no

w
 

th
e 

to
ta

lit
y 

of
 h

is
 in

co
m

e
N

A
N

A
89

.7
%

82
.5

%
O

R
=

2.
03

**
*(

0.
33

)
O

R
=

2.
02

**
*(

0.
38

)
11

65
/1

04
9

W
o

m
en

’s
 d

ec
is

io
n-

m
ak

in
g

 p
o

w
er

W
om

an
’s

 c
on

tr
ol

 o
ve

r 
he

r 
p

er
so

na
l i

nc
om

e
53

.2
%

56
.4

%
52

.5
%

56
.4

%
O

R
=

0.
87

 (0
.1

1)
O

R
=

0.
86

 (0
.1

1)
10

89
/1

03
0

D
eg

re
e 

of
 d

ec
is

io
n-

m
ak

in
g 

of
 w

om
an

 o
ve

r 
ho

us
eh

ol
d

 
ex

p
en

se
s

1.
48

 (2
.9

3)
1.

49
 (2

.1
2)

1.
40

 (2
.3

6)
1.

40
 (2

.4
5)

β=
0.

01
7 

(0
.0

6)
β=

0.
01

5 
(0

.0
5)

10
97

/1
05

1 C
on

tin
ue

d



Vaillant J, et al. BMJ Global Health 2020;5:e002223. doi:10.1136/bmjgh-2019-002223 11

BMJ Global Health

B
as

el
in

e
E

nd
lin

e

U
na

d
ju

st
ed

 O
R

 o
r 

β 
(S

E
)

A
d

ju
st

ed
 O

R
 o

r 
β 

(S
E

)†

To
ta

l n
U

na
d

ju
st

ed
/

ad
ju

st
ed

 m
o

d
el

s

E
M

A
P

C
o

nt
ro

l
E

M
A

P
C

o
nt

ro
l

%
 o

r 
m

ea
n 

(S
D

)
%

 o
r 

m
ea

n 
(S

D
)

%
 o

r 
m

ea
n 

(S
D

)
%

 o
r 

m
ea

n 
(S

D
)

G
en

d
er

ed
 d

iv
is

io
n 

o
f 

ho
us

eh
o

ld
 t

as
ks

M
en

’s
 in

vo
lv

em
en

t 
in

 
ho

us
ew

or
k

13
.6

1 
(1

4.
26

)
14

.2
2 

(1
6.

34
)

14
.6

3 
(1

3.
87

)
14

.0
1 

(1
3.

19
)

β=
0.

69
**

 (0
.3

4)
β=

0.
92

**
* 

(0
.2

9)
10

97
/1

05
1

W
om

en
’s

 t
im

e 
sp

en
t 

on
 

d
om

es
tic

 t
as

ks
N

A
N

A
19

3.
18

 (2
43

.0
2)

18
2.

35
 (1

85
.3

6)
β=

10
.2

8*
 (5

.4
8)

β=
12

.4
4*

* 
(5

.7
0)

11
26

/1
07

9

W
om

en
’s

 t
im

e 
sp

en
t 

on
 

ch
ild

ca
re

N
A

N
A

13
1.

82
 (1

85
.3

5)
14

2.
68

 (3
12

.6
8)

β=
−

10
.2

9 
(8

.6
2)

β=
−

7.
74

 (6
.1

9)
11

26
/1

07
9

M
en

’s
 t

im
e 

sp
en

t 
on

 
d

om
es

tic
 t

as
ks

N
A

N
A

59
.7

0 
(1

35
.1

7)
28

.1
0 

(6
0.

78
)

β=
34

.4
2*

**
 (4

.3
6)

β=
36

.0
1*

**
 (4

.4
4)

12
53

/1
05

6

M
en

’s
 t

im
e 

sp
en

t 
on

 
ch

ild
ca

re
N

A
N

A
83

.3
5 

(1
51

.4
6)

61
.1

2 
(2

51
.4

6)
β=

24
.2

2*
**

 (5
.8

2)
β=

25
.6

3*
**

 (6
.1

1)
12

50
/1

05
4

In
 a

d
ju

st
ed

 a
nd

 u
na

d
ju

st
ed

 m
od

el
s 

w
e 

co
nt

ro
lle

d
 fo

r 
si

te
 p

ai
rs

 a
nd

 S
E

s 
ar

e 
cl

us
te

re
d

 a
t 

th
e 

si
te

 le
ve

l. 
‘N

A’
 in

d
ic

at
es

 t
ha

t 
th

e 
d

at
a 

w
er

e 
no

t 
co

lle
ct

ed
 a

t 
b

as
el

in
e.

 ‘N
U

’ i
nd

ic
at

es
 t

ha
t 

th
e 

d
at

a 
w

er
e 

co
lle

ct
ed

 b
ut

 w
er

e 
no

t 
us

ed
 d

ue
 t

o 
is

su
es

 in
 t

he
 w

ay
 t

he
 q

ue
st

io
n 

w
as

 a
d

m
in

is
te

re
d

 a
t 

b
as

el
in

e.
*I

nd
ic

at
es

 s
ig

ni
fic

an
ce

 a
t 

10
%

 le
ve

l, 
**

 a
t 

5%
 le

ve
l, 

**
* 

at
 1

%
 le

ve
l.

†A
d

ju
st

ed
 fo

r 
si

te
 p

ai
rs

, b
as

el
in

e 
re

p
or

t 
of

 o
ut

co
m

e,
 h

ou
se

ho
ld

 s
iz

e,
 m

en
 a

nd
 w

om
en

’s
 a

ge
, m

en
 a

nd
 w

om
en

’s
 e

d
uc

at
io

n 
an

d
 t

he
 la

ng
ua

ge
 o

f t
he

 in
te

rv
ie

w
.

E
M

A
P,

 E
ng

ag
in

g 
M

en
 t

hr
ou

gh
 A

cc
ou

nt
ab

le
 P

ra
ct

ic
e;

 IP
V,

 in
tim

at
e 

p
ar

tn
er

 v
io

le
nc

e.

Ta
b

le
 4

 
C

on
tin

ue
d



12 Vaillant J, et al. BMJ Global Health 2020;5:e002223. doi:10.1136/bmjgh-2019-002223

BMJ Global Health

however, the potential bias due to selection on unobserv-
able characteristics limits our ability to draw conclusions 
from this analysis.

Discussion
In North and South Kivu, DRC, the frequency of past 
year IPV is alarmingly high—nearly half of all women in 
the study sample reported experiencing physical and/or 
sexual IPV, over 60% reported emotional violence and 
approximately one-quarter reported economic abuse. 
These prevalence rates are comparable to recent Demo-
graphic and Health Survey statistics.3

This paper presents results of an evaluation of the 
EMAP programme, which is one of a number of recent 
efforts to reduce IPV. Men participating in the EMAP 
intervention reported significant reductions in their 
intention to commit violence, which is consistent with 
findings from the Men in Partnership pilot programme 
in Cote d’Ivoire, which provided the programmatic foun-
dation for EMAP. However, our results show that the 
frequency of women’s reports of IPV remained stagnant 
between baseline and endline across both treatment and 
control arms. On the other hand, programme participa-
tion did lead to changes in secondary outcomes. EMAP 
led to an improvement in men’s gender attitudes, a 
reduction in their support for violence against women 
and an increase in support for a woman’s right to refuse 
to have sex. Moreover, EMAP resulted in behavioural 
changes that align with those reported attitudinal shifts, 
including greater participation of men in housework. 
Intrahousehold cooperation improved as respondents 
reported sharing more information about their income 
with their spouses. In addition, women reported that the 
quality of their relationship improved, and that men’s 
negative behaviours (as perceived by women) decreased 
in frequency.

The discrepancy between men’s reduced intention to 
commit violence and women’s reporting of IPV could be 
due to a number of factors. First, men’s intention around 
IPV perpetration and attitudes about gender may not 
have actually changed and differences between treatment 
and control could be an artefact of social desirability bias. 
On the other hand, men’s intention to commit violence 
may have been reduced, but they are in need of addi-
tional skills, such as emotional regulation or communi-
cation skills, in order to not perpetrate violence during 
heightened instances of tension or disagreement in the 
household. The Men in Partnership pilot included activi-
ties on hostility and conflict management skills. However, 
this was not included in the DRC EMAP intervention.

The EMAP intervention also resulted in men’s 
behavioural changes, including greater involvement 
in housework. Since no significant changes in IPV 
were found, these findings point to the possibility that 
some types of change were easier or more palatable 
than others. Perhaps men were willing to reallocate the 
burden of household labour and consult more often 

with their wives, as long as the gender hierarchy within 
the household remained intact. An in-depth qualitative 
study of the EMAP programme found that although men 
changed their everyday practices in terms of housework 
and beliefs of what constitutes a ‘woman’s work’, men 
undermined the overall process of gender transforma-
tion by maintaining power and control over the objec-
tives and processes of change, rather than demonstrating 
true commitment to gender equality.17 To realise reduc-
tions in IPV, it may be important to address other factors, 
in addition to gender attitudes and norms, especially 
in conflict-affected settings. For instance, addressing 
economic stress may be an important component of 
efforts to reduce IPV. A recently completed economic 
empowerment intervention in eastern DRC found strong 
trends towards the reduction of IPV 18 months after the 
intervention.18 Although findings were not significant, 
which was possibly due to being underpowered for this 
secondary outcome, the study points to the importance 
of addressing economic drivers of IPV, particularly as it 
relates to significant improvements in mental well-being 
and reduction of economic stress among participants 
as potential mechanisms to reduce IPV.18 Indeed, qual-
itative research from South Kivu, DRC, suggests that 
couples experiencing IPV primarily attribute violence 
to the male’s alcohol use and financial stress, which are 
particularly salient factors in a conflict-affected environ-
ment where economic opportunities are inhibited by 
insecurity and instability.19 Similar findings have been 
documented in other conflict-affected settings.20 Addi-
tional research is needed to determine whether the addi-
tion of women’s economic strengthening components 
to EMAP or other engaging men programming would 
result in increased reductions of IPV.7 Another alterna-
tive would be the inclusion of women in at least some 
of the sessions, in a carefully designed intervention, to 
help promote accountability and transform power rela-
tions.21 Recent studies have shown positive results of 
similar programmes for couples,8 however more research 
is needed to understand the circumstances under which 
these types of programmes are safe and effective.22 In 
addition, programming targeting social norms change 
at the community level should be considered. Comple-
menting EMAP with work with community leaders may be 
key to alleviate some of the social pressure to conform to 
certain behaviours that may have limited the effectiveness 
of an individual behaviour change intervention. While 
effective in reducing IPV, this type of intervention may 
be challenging to implement in humanitarian settings.9 
Programming modalities for social norms change in 
humanitarian settings deserves further exploration.

Interpretation of the study findings should be done 
with limitations in mind. First, study outcomes are self-
reported and may be subject to social desirability bias 
that would lead to under-reporting or over-reporting. 
Efforts were undertaken to reduce this for the primary 
outcome by using women’s reports of IPV, collected using 
self-administered questionnaires, rather than men’s 
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reports of IPV perpetration. Second, the control group 
received an alternative treatment that included light-
touch trainings that could have led to improvements in 
the economic standings of households. Although the 
frequency of IPV did not change substantially between 
baseline and endline in either treatment or control arms, 
it is possible that the alternative treatment may have 
dampened any potential increases in IPV that may have 
occurred in its absence. Finally, our findings rely on a 
short-term follow-up; we cannot exclude possible longer 
term impacts of the programme on IPV.

Despite the null impact on reducing IPV, the EMAP 
programme significantly improved the quality of rela-
tionships among couples. It also led to changes in men’s 
behaviour often associated with IPV, such as men’s alcohol 
consumption, as well as changes in gender attitudes and 
men’s intention to commit violence. This suggests the 
possibility of long-term improvements in well-being that 
could break the cycle of violence. Gender inequality is 
deeply entrenched in North and South Kivu and EMAP 
may be an important component of a more comprehen-
sive and holistic approach to reducing men’s use of IPV.
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