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Review of Silence the Violence Treatment Programme  

 

1. Introduction 

 

1.1 The following report has been produced following attendance at the 

training for Silence the Violence (STV) and a review the programme 

content. It has been compiled by Dr Nicola Graham-Kevan. Dr Graham-

Kevan is a chartered psychologist and a chartered Scientist. She is the 

president of The International Family Aggression Society, a fellow of 

The International Society for Research on Aggression, and an associate 

fellow of the British Psychological Society. She has researched 

aggression for 13 years and has evaluated or is presently evaluating 

several aggression treatment programmes in the UK. She has authored 

many articles published in peer-reviewed journals, as well as book 

chapters and reports. Dr Graham-Kevan is trained in aggression 

treatment and also delivers therapy to clients who have aggression 

management difficulties. She has a BSc in Psychology with Law, an MSc in 

Forensic Psychology and a PhD (title: Violence and Control in Intimate 

Relationships).  

 

1.2 The report explores the therapeutic techniques used and the 

psychological theory that may potentially underpin it. Comments on each 

of the ten sessions are also included. In addition specific feedback is also 

provided, using Track Changes, for each of the sessions.    

 

1.3 The conclusion highlights that STV appears to be an innovative 

programme which uses responsive therapeutic techniques and covers 

some core aspects of aggression management. There is a need for a 

theoretical basis and additional content however, such as an exploration 

of the different types of aggression, rumination and distraction 
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techniques, stress and coping, emotional management and relapse 

prevention. In addition, modifications to the sessions would increase its 

compatibility with the empirical literature. Culturally, the programme 

does not appear to require much adaptation for a UK audience.   
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2. Executive Summary 

DELIVERY AND DEVELOPMENT CONSIDERATIONS: HOW STV IS 

COMPLIANT WITH THE „WHAT WORKS‟ LITERATURE ON REDUCING RE-

OFFENDING (see McGuire & Priestly, 2000): 

 

PRINCIPLE 1:  A programme must be empirical and grounded in theory 

The STV programme has been compiled with close attention to the empirical 

literature, notably the aggression literature.  It accounts for in excess of 25 

theories. 

 

PRINCIPLE 2: A programme must target ‘criminogenic needs’ 

The STV programme targets dynamic factors known to be associated with 

aggression, e.g. poor coping, poor emotional and beliefs. Client‟s individual risk 

factors will be assessed through a range of assessment procedures including 

self-complete questionnaires (coping styles and emotional regulation) and 

interviews (e.g. offence formulation and executive function). 

 

PRINCIPLE 3: A programme must use methods that are responsive to 

learning styles 

The STV programme is multi-modal. STV uses music, drama and art, role-play, 

group discussion etc. As many offenders are known to have low literacy levels, 

poor self-control and executive function difficulties STV does not employ „chalk 

and talk‟ techniques, but instead utilises techniques that are responsive to these 

types of learners.  

 

PRINCIPLE 4: A programme must use effective methods 

The STV programme combines art based techniques (e.g. music and drama) with 

cognitive behaviour techniques which are known to be effective therapeutic 

methods (McGuire & Priestly, 2000). 
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PRINCIPLE 5:  A programme must teach skills 

The STV aims to raise awareness of the nature violent behaviour and a client‟s 

individual risk factors. Skills such as coping, problem-solving and emotional 

regulation are taught and practised.  

 

PRINCIPLE 6:  A programme must address a range of criminogenic factors 

STV is a programme that addresses a range of criminogenic factors. These 

include normative beliefs (e.g. cultural, gender based, socio-economical, 

historical or religious), individual developmental origins of aggression, victim 

awareness, interpersonal communication, taking responsibility, and planning for a 

violence free future.  Addressing nine core areas of offence-focused need.   

 

PRINCIPLE 7: A programme must use the right dosage of treatment 

STV is medium-dosage treatment programme which is suitable for clients with a 

range of aggression risk from low to high. The intervention (i.e. 21 contact hours 

over seven weeks) aims to build the skills necessary for non-violence. These are 

then consolidated with a further three months relapse prevention via the 

support group.  

 

PRINCIPLE 8:  A programme must make clear reference to throughcare 

STV will be offered to clients identified as having aggression management 

difficulties through their pre-sentence reports and will fulfil recommendations 

regarding this in the offenders‟ sentence plan.  Post programme clients and their 

supervision team will be provided with a treatment report which will include 

treatment gains, outstanding treatment needs and recommendations for future.   

 

PRINCIPLE 9: A programme must have treatment integrity (i.e. aims are 

linked to methods; there are adequate resources to run it; there should be 

training, support and evaluation in place).  
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3. Review of the Empirical Literature on Risks, Needs and Reoffending 

The Efficacy of Treating Offenders 

3.1 The „what works‟ literature tells us that evidence based interventions 

that target criminogenic risk and needs work best (McGuire, 2002). 

Authors such as McGuire and Priestley (2002) and Gendreau (2006) have 

identified several characteristics of more successful programmes. These 

include programmes that are based upon empirical research and grounded 

in theory; programmes that target criminogenic needs; programmes that 

use methods that have been shown to have good responsivity and 

efficacy, programmes that teach skills that are related to a range of 

criminogenic factors; programmes that use the right dosage of 

treatment. Redondo, et al. (1999) conducted a meta-analysis of offender 

treatment programmes between 1980 and 1991. They found that 

behavioural and CBT programmes were more effective than other types 

of programmes, and Pearson, et al. (2002) also found that CBT 

programmes were the most effective. 

3.2 The principles of risk, need, and responsivity are distilled from the „what 

works‟ literature (e.g. Andrews et al., 1990), and provide useful guides 

when deciding if a particular programme is on the right track. There is 

little guidance on programme design for specific offence types, however 

(Polaschek et al., 2004). In fact, in contrast to the conclusions often 

reached in „„what works‟‟ reviews, there are remarkably few 

methodologically adequate studies of specific types of programmes, 

specific types of offenders, or specific settings (Losel, 2001).  

3.3 This report will explore the criminogenic factors targeted by the 

programme and also explore the responsivity of the therapeutic methods 

utilised.  
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4. Introduction to Silence the Violence 

4.1 Silence the Violence (STV) is comprised of a treatment programme, a 

participant led support group and an outreach element which seeks to 

engage families and immediate communities with an aim to improving 

sustainability. STV aims to “lead participants on a journey of self-

discovery in which they become aware of the extent of their own violence 

or the violence present in their lives, its origin and effective non-violent 

choices. The programme illustrates how violence (physical, emotional, and 

verbal) can become ingrained in cultures and belief systems and how it 

emerges in daily interactions” (Khulisa, 2009). The programme seeks to 

teach skills in violence reduction.  

 

4.2 This report concerns the core STV programme and will not include any 

discussion of the additional elements. STV is a 14 session treatment 

programme, usually run over seven weeks. Its stated general aims are: 

 Personal Responsibility - Experiential Approach 

 Violence Prevention Education - Violence is learned and it can be 

unlearned.  

 Restorative Justice - Restoration is only authentic when restoration of 

self comes first –– Restore the SELF FIRST 

 Emotional Intelligence -Anger Management and Conflict Resolution Skills 

 To Listen and Learn 

 Relationship Skills  

 Victim Impact  

 Capacity building and Skills Development and  

 Good Citizenship 
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5. What Works Principals 

The responsivity principle 

5.1 The responsivity principle requires treatment providers to consider the 

methods used in intervention programmes. Treatment must utilise 

methods that are known to be most effective. Such methods should be 

selected based on participant characteristics. Important issues in 

selecting responsive methods include cognitive ability, motivation, 

maturity, and the individual's personal and interpersonal circumstances 

(Ross, et al., 2008). This is important as inadequate client motivation for 

participation or change is strongly related to reduced intervention 

efficacy (Barrett, et al., 2003) or even increased recidivism (Hanson & 

Bussière, 1998). Therefore, it is essential that treatment providers seek 

programmes that attend to offender responsivity factors (Ross, et al., 

2008). 

 

5.2 STV uses the following techniques: consensus building; storytelling; 

drama; and mask making. The literature suggests that these are 

responsive therapeutic techniques. 

 

5.3 Consensus building. Consensus building is an important element in 

individuals‟ subsequent behaviour. It is distinct from mere conformity, 

whereby an individual appears to endorse a belief, but in reality is merely 

strategically paying lip-service (Asch, 1956). Consensus instead denotes 

an internalisation of the belief, so that the participant‟s inferential 

processes and cognitions are adapted to be consistent to the consensus 

opinion. Although other peoples actions are important in gaining consensus 

(Matz & Wood, 2005), true consensus is gained when certain conditions 

exist such as when the perceiver believes that others‟ agreement is due 

to independent evaluations of a belief (Harkins & Petty, 1987) rather 

than being compelled by an authority figure (Conway & Schaller, 2005). 
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An important enhancing factor is the use of group discussion which has 

been found to be effective in increasing actual consensus (Wright, et al., 

1990).  STV uses group discussion throughout its programme to build 

consensus. These discussions are led by the facilitators but decisions are 

made based upon the participants‟ exploration of the issue.  

 

5.4 Storytelling. Storytelling (e.g. fables, fairy tales and legends) is a 

pervasive feature of human society. It is found in most, if not all, ethnic 

groups throughout the world and throughout history. It is believed to aid 

interpretation of events, and serve the purpose of interpreting events 

and communicating cultural beliefs, values, and knowledge from 

generation to generation (Smith & Celano, 2000). The literature also 

suggests that clinicians and their clients find it useful (e.g. Avidar, 1995; 

Painter, et al., 1999). Although, there is no conclusive evidence that 

storytelling per se is effective, due to a lack of adequately controlled 

trials, it has been found to be as effective as psychoeducational 

techniques which are widely used (Parker & Wampler, 2006).   

 

5.5 Storytelling has also been found to be effective in small scale medical 

settings (Crogan, et al., 2008). Here it has been found to create a 

supportive environment for patients, one that aided experience 

evaluation, increased subjective feelings of well-being, and improved 

problem-solving (Banks-Wallace, 1998). It is also used occupationally to 

teach ethics (Nicholas & Gillett, 1997), values and attitudes to members 

of the medical profession (Hensel & Rasco, 1992). In a rare randomised 

clinical trial, asthma and rheumatoid arthritis patients were asked to tell 

their story by writing about either an emotionally stressful or 

emotionally neutral experience. Clinically significant benefits were 

observed for the stressful writing task as compared to the emotionally 

neutral task (Smyth, et al., 1999). The positive effect of writing about 
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stressful events is a robust one, having been found in many diverse 

samples (Sloan & Marx, 2004).  

 

5.5 Also apparent is that although the term „storytelling‟ is usually found 

within psychoanalytic literature, it is also common in other types of 

evidence-based therapies such as Cognitive behaviour therapy (CBT) and 

Psychodynamic-interpersonal treatment (PIT). Indeed it has been found 

to be a major component of both CBT and PIT, particularly in the earlier 

sessions. This suggests storytelling has been found to be an effective 

means of gathering client information on which to base formulations 

(Stiles & Shapiro, 1995).   

 

5.6 Storytelling, like CBT, is believed to produce immediate cognitive changes 

in the person. The process of retelling an experience forces an individual 

to label, structure, and organise the event in novel ways. Additionally, 

storytelling is believed to have immediate effects upon the participant‟s 

emotions. Consistent with flooding, implosive and exposure therapy, 

storytelling has been found to be related to processes of habituation and 

extinction. Longer-term changes include a reduction in emotionally 

charged thoughts, an increase in soliciting social support for negative 

experiences, greater happiness and positive changes in peer groups 

(Pennebaker, 2004). Storytelling is a core feature of the STV programme 

and is used in many of its sessions. 

 

5.7 Drama therapy. Mead (1934) believed that engaging in role-taking helps 

to develop a person‟s sense of self. Role-taking in the form of drama 

therapy has been found to be a useful and supportive therapeutic 

technique for a variety of clients (e.g. Lahad, 1999; Rousseau, et al., 

2005). A major hurdle of any therapeutic process, particularly with 

mandated clients such as offenders, is resistance. Psychodrama is 



Dr Nicola Graham-Kevan Review of STV & „What Works‟ 2009 12 

reported to be an effective technique to circumvent resistance (Arlow, 

1989; Bootzin & Acocella, 1993) and denial (Huff et al.‟ 1995).  Drama also 

places the past in present time, this facilitates the client‟s understanding 

that „reasons‟ for maladaptive behaviour, are generally just post hoc 

explanations for the choices that were made.  By allowing the client to 

re-enact parts of an event or experience, the therapist allows them to 

view the process (as opposed to explaining the outcome), which in turn 

allows the client to see where he or she actually made choices and hence 

had control (Avrahami, 2003).  

 

5.8 Mask making. Mask making is a process whereby a client is asked to 

create a symbolic representation of their abusive self and then to 

contrast this with their perception of their „ideal‟ self. This is a process 

which is likely to create cognitive dissonance within the individual. 

Cognitive dissonance is a negative emotional state that can be brought 

about by a contradiction in a belief held by a person and their actual 

behaviour. The theory of cognitive dissonance proposes that people are 

motivated to reduce dissonance. Therefore, STV‟s use of mask making 

may help motivate a client to change their behaviour in order to be more 

consistent with their ideal self. Such motivation is intrinsic, or internal, 

and is associated with greater long term behaviour change than extrinsic, 

or external, motivation (DiClemente, et al., 1999). 

 

5.9 The Risk Principal 

The risk principle states that offender programmes must attend to the 

level of risk posed by the offender. This principal holds that higher risk 

offenders should receive more intensive interventions, while low risk 

offenders should be offered lower intensity programs (if any) (Ross et 

al., 2008). The consequences of mismatching risk and intensity are 

potentially that recidivism would actually increase post treatment. This 
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effect has been found not only when delivering low intensity programmes 

to high risk offenders, but also when low risk offenders attended high 

risk programmes (Andrews & Bonta, 2007).  

 

5.10 STV does not presently offer a higher and lower intensity version of the 

programme. The treatment time (under 50 hours) would suggest that 

STV is best suited to low or medium risk offenders. The support group, 

however, which is usually attended for a minimum of three months may 

actually compensate for the programmes intensity, particularly if higher 

risk offenders are required to attend this aspect for longer periods. 

 

5.11 The need principle 

The need principle decrees that programmes offered to offenders must 

target deficits related to offending behaviour. These deficits are 

referred to as “criminogenic needs”, and have been identified through 

research into offending behaviour and the risk of reoffending. The need 

principal additionally requires providers to assess and target individual 

offender needs. Although such targeting is usually at the offence type 

level (e.g. violent offenders, drug related offenders) provision should also 

be evident for individual assessment and targeting of needs (Ross et al., 

2008). Therefore, for this principal to be fulfilled effective treatment 

must clearly address criminogenic needs. 

 

5.12 The problem with such an approach is that little is known about the 

specific criminogenic needs of violent offenders. Violent offenders 

typically have been found to have varied needs including cognitive 

processing deficits, aggressive beliefs, hostility, impulsivity, substance 

abuse, negative emotionality (Moffitt, et al., 2000; Tremblay, et al., 

2004) community functioning, criminal peer groups, employment and 

family relationships (Ross et al., 2008).  What is difficult, however, is 
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linking these needs directly with their offending behaviour, hence 

whether the needs are indeed criminogenic or not largely remains 

unknown. Other needs such as empathy have intuitive appeal but 

presently lack any clear evidence of criminogenic effects (Goldstein et 

al., 2001). Finally, culture-related risk factors, such as beliefs (e.g. about 

the use of violence or status hierarchies) as well as correlates of specific 

cultural groups (e.g. such as poorer physical health and limited access to 

employment opportunities) are important targets when delivering 

interventions (Jones et al., 2002).  

 

5.13 STV is using functional assessment (the SORC) in its pre-treatment 

assessments, to identify individual risk and need factors. SORC 

represents an approach to gathering information designed to explore the 

functions of behaviour.  It is based on behavioural analysis and explores 

the antecedents, consequences and setting conditions for behaviour.   

 

Potential Theoretical Grounding for STV 

5.14 The „what works‟ literature requires that programmes are theoretically 

grounded. The STV programme is presently without any explicit 

theoretical content. The sessions however do contain activities that are 

likely to be consistent with current theoretical models. STV also contains 

material that is inconsistent with current empirical knowledge and 

requires adaptation to be consistent with this standard. Below 

theoretical models that may, or should be incorporated into the STV 

sessions. 

 

5.15 Learning theory. Learning theory was originally proposed by Bandura in 

1973. Bandura‟s work was based upon the assumption that we learn to be 

aggressive.  Contemporary learning theory however, recognises that 

people do not learn to be aggressive they actually learn not to be 
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(Trembaly & Côtė, 2005). Humans are at their most aggressive at 

approximately two years old and from then onwards even the most 

aggressive person actually reduces the incidents of aggressive behaviour 

as they learn non-aggressive alternatives for meeting their needs.  

 

5.16 No violent person is always aggressive, and even highly aggressive people 

will usually try non-aggressive solutions to problems initially. However, if 

these non-aggressive solutions do not work, then the aggressive person 

will resort to aggressive solutions far sooner than the non-aggressive 

person would. Learning is believed to occur both as a result of one's own 

behaviour (enactive learning) and as a result of viewing other people 

behave in a specific manner (observational learning) (Huesmann, 1987). It 

is believed that aggressive people are those who have learnt through 

their childhood that aggression works, and hence they will have more 

aggressive cognitive scripts than non-aggressive people. 

 

5.17 Scripts 

The formation of cognitive scripts are described by Husemann (1987) 

thus: “Social behaviour is controlled to a great extent by programs for 

behaviour that have been learned during a person's early development. 

These programs can be described as cognitive scripts that are stored in a 

person's memory and are used as guides for behaviour and social problem 

solving. A script suggests what events are to happen in the environment, 

how the person should behave in response to these events, and what the 

likely outcome of those behaviours would be.” (p. 15).  People usually have 

several cognitive scripts available for a given situation. The scripts are 

believed to be selected based on physiological and psychological 

predispositions; learning history and the current environmental cues (see 

below). 
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Script 

selection

Environment

Physiological and

Psychological

Presdispositions
Learning history

Peers Cues
Physical 

environment

Genetics

Environment

Upbringing

Recent 

Reinforcement

Upbringing

Influences of Script Selection

 

5.18 From figure 1 above it is clear that the selection of any one script is 

dependent upon many factors. For example: an individual‟s developmental 

history creates predispositions towards specific types of cognitions. So a 

person who grew up in a very threatening environment is likely to be 

hyper-vigilant to potential threats (as this has helped them protect 

themselves in the past). Such people tend to see hostile intent in 

ambiguous situations (hostile attributional bias) and react accordingly. 

Hostile attributional bias is particularly likely in people who also have a 

genetic predisposition to emotional reactivity. The physical environment 

in which an individual grows up also contributes to script selection. For 

example environmental exposures such as a poor diet (Gale, et al., 2009) 

and/or toxins such as tobacco in utero (Tremblay et al., 2004) can 

adversely affect cognitive function and is related to later aggressive and 

antisocial behaviour.  

 

5.19 Therefore treatment based on learning theory should develop an 

individual‟s understanding of their risk factors and an awareness of 

potentially high risk situations. Within this, beliefs are an important 
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element as they provide information about the potential victim. For 

example the belief that a man should not hit a woman would be protective 

in a situation where an individual felt a woman was being provocative. It is 

therefore important to explore an individual‟s normative beliefs so that 

beliefs that facilitate aggression are challenged and adapted to more 

prosocial ones.  

 

5.20 Reactive & proactive aggressionThe psychological research literature 

suggests that aggressive behaviour should be categorised as either 

reactive or proactive. These two types of aggression differ on dimensions 

of emotional arousal, control, and impulsivity (Conner, et al., 2009). 

Reactive aggression is emotionally driven and under-controlled, whereas 

proactive aggression is unemotional, highly controlled and premeditated 

(Houston, et al., 2003). Therefore, proactive aggression is used to obtain 

a reward such as victim compliance. It has been found to be associated 

with low autonomic arousal and a lack of emotional awareness and is 

usually experienced by the individual as taking control. Reactive 

aggression, in contrast, is executed when an individual is highly 

emotionally aroused (e.g. very afraid or angry) and is usually experienced 

by the individual as a loss of self control. This conceptualisation also is 

supported by neurological studies (Houston et al., 2003).  

 

5.21 The developmental origins of these two types of aggression are believed 

to be distinct. Reactive aggression develops in response to the 

unpredictable and threatening environment associated with harsh, 

controlling parenting and abuse.  Proactive aggression conversely is found 

to develop environments that are both supportive of the use of 

aggression to achieve goals, have few household rules and allow a large 

degree of personal autonomy (Dodge, 1991; Poulin & Boivin, 2000). 

Consistent with this developmental path, research has found that 
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reactively aggressive children show histories of physical abuse, whereas 

their proactively-only and proactively-reactively aggressive counterparts 

do not (Dodge et al., 1997). Proactively aggressive children report 

positive family relations (Poulin & Boivin, 2000b). Most aggressive 

children who use one form of aggression during adolescence also tend to 

frequently use the other (Barker, et al., 2006). 

 

5.22 Adopting such a distinction is assumed to enable more effective 

interventions (McAdams, 2002; Vitiello & Stoff, 1997). This distinction 

would suggest that for reactively aggressive people treatment targets 

would include threat desensitisation, reduction in hostile attributional 

biases, anger control, social information processing and social skills 

training. Interventions should create an environment where reactively 

aggressive people can accumulate positive experiences with others 

(Dodge et al., 1997). Proactively aggressive people, in contrast, would 

benefit from interventions that adopt an enlightened self interest 

approach. This would involve the use of operant techniques that link 

positive outcomes to non-aggressive behaviour and learning to better 

estimate the consequences of aggressive behaviour upon themselves 

(Merk, et al., 2005). 

 

5.23 Theoretical characteristics of reactive and proactive aggression 

 Reactive Proactive 

Antecedent 

 

Perceived threat 

 

Perceived chance of a positive 

outcome 

Intention 

 

Impulsive; in reaction to; 

defensive 

Premeditated; initiated; 

offensive 
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Affect Anger; loss of control 

 

No anger 

Behaviour Burst of anger 

 

Teasing; domination 

Cognition Anticipated threat; 

disadvantage 

Anticipated outcome 

 

Function Protection Achieve goals; status; object-

oriented 

Merk, de Castro, Koops & Matthys,2005. 

 

5.24 Taking responsibility 

Enabling participants to take responsibility is an important part of 

developing nonviolence skills. Negative events perceived as being the 

result of the environment are less likely to be viewed by the actor as 

within their own control. The perception of a lack of control has been 

found to result in a client making external attributions about the causes 

of their behaviour. Research suggests however, that by empowering a 

client the therapist is able to help them take responsibility for their 

actions, and hence work towards changing their behaviour in the future 

(Duval & Silvia, 2002; Duval & Duval, 1983, 1987). Empowerment 

engenders the belief that an individual is the expert in their own learning 

needs and has the ability to solve their own problems (Redman, 2007).  It 

is important, however, to ensure that clients have sufficient coping skills 

so that they can effectively manage the negative effect taking 

responsibility is likely to generate.  

 

5.26 Substance use 
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Both alcohol and some drugs (e.g. diazepam) are associated with an increased 

risk of reactive or „emotionally driven‟ aggression (Blair, 2001). Alcohol is also 

related to both men‟s and women‟s perpetration and victimisation (O‟Farrell & 

Murphy, 1995; O‟Farrell, et al., 2004) and may be associated with increased 

severity of violence, anger and fear (Graham at el., 2004).  Additionally 

alcohol and drug-related problems have been found to have detrimental 

effects on both the functioning of children of substance using parents 

(Burstein, et al., 2006) and intergenerationally on the children‟s own 

substance use and parenting styles (Locke & Newcomb, 2004). The 

relationship between substance use and violence is itself complex. 

Individualised assessment of comorbidity of violence and alcohol and/or drug 

use is critical to understanding the relationship (if any) between substance 

use and an offender‟s use of violence. For some offenders this relationship 

may be direct while for others unconnected. Potter-Efron (2007) lists 

several potential relationships between violence and substance use: 

1. Any mood altering substance is capable of promoting anger and/or 

aggression, but this is not inevitable. 

2. Many individuals with anger and aggression problems also have substance 

use problems. 

3. There may be a causal relationship between violence and substance use, 

and this may go either way. 

4. Both violence and substance use may be caused by a third condition such 

as major mood disorder. 

5. Short- and long-term reactions to substances create many different 

types of problems related to aggression (intoxication, withdrawal and 

substance-induced paranoia). 

 

5.27 Therefore substance use can be: unrelated to violence; used to 

rationalise violence use; a direct cause of violence; an additive effect to 

already existing predispositions; synergistic, by interacting with risk factors; 
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a neutraliser which reduces the likelihood of violence. Treatment for 

substance use and violence will depend upon the relationship between them. 

Therefore, different treatment approaches would need to be utilised  where 

substance use is used to alter mood compared to where substances are used 

to enable the offender to „defy authority‟ e.g. his/her partner (White, 

2004). Dutton (2003) for example found that alcohol use was associated 

with Borderline Personality traits1 and suggested that those with borderline 

personality organisation may use alcohol to manage their negative emotions. 

Intervention in this case may be concentrated on helping the client to 

manage their emotions in a more constructive way. In contrast, where a 

client is using alcohol to assert him or herself, assertiveness training may be 

of more utility.  

 

5.28 There also appears to be an interaction between client antisocial 

personality disorder (ASPD), alcohol and violence. Fals-Stewart, et al. (2005) 

found that although alcohol increased non-ASPD men‟s minor aggression it 

did not increase ASPD men‟s. Additionally alcohol was a factor in both groups 

of men‟s use of severe partner violence, but more strongly for ASPD than 

non-ASPD men. Therefore treatment for substance use may have 

differential effects on clients.  

 

5.29 Guilt & shame 

A dynamic model of guilt was proposed by Amodio, et al. (2007). Within 

this model guilt is generated by awareness of having committed a „moral 

transgression‟. This awareness then produces a desire within the person 

to avoid the guilt related stimuli and hence results in a decrease in 

approach motivation. The guilt in this context acts to protect the 

individual from the negative affect associated with the behaviour by 

                                                 
1
 Borderline Personality (BP) traits e.g. “an intense fear of being „abandoned‟ and „left‟ by 

others, going to great lengths to prevent this, with extreme reactions within 

relationships, including impulsivity and extreme displays of emotions” (DSM IV) 
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allowing them to avoid it. When an opportunity for reparation occurs 

however, the intensity of the feelings of guilt predict an interest in 

reparatory behaviour. This interest may then increase approach 

motivation (see below). 

 

 

 

Amodio, et al. (2007). 

 

5.30 Beliefs 

Social–cognitive formulations suggest that habitual aggression is the 

result of an interplay between two types of mental processes (Crick & 

Dodge, 1994; Huesmann, 1988, 1998). The first process is driven by 

sequences of biased inferences made at the time of the social 

interaction, these hostile biases lead to an increased chance that 

aggression will ensue in interpersonal situation where an individual 

perceives provocation or conflict. The second process is associated with 

memory systems that link negative social experiences in an individual‟s 

past to their representations of the current stimuli.  

 

5.31 Aggression in habitually aggressive individuals tends to be judged 

positively by them. The processes by which this positive evaluation is 

formed include: a moral interpretation of the aggressive act (i.e. 

aggression was justified in this situation); a favourable interpretation of 

the instrumental gains made from behaving aggressively (i.e., aggression 



Dr Nicola Graham-Kevan Review of STV & „What Works‟ 2009 23 

allowed me to get what I wanted); a perception of a low likelihood of 

negative sanctions resulting from the aggression (i.e., they won‟t call the 

police so I have no chance of being prosecuted); and perceived 

efficacy/expertise in the use of aggression (i.e., I can handle myself in a 

fight).  Research has found support for the distinctiveness of these four 

constructs ( (Zelli et al., 1999). 

 

5.32 Culture  

Culture can be conceptualised in a similar way to alcohol (White, 2004). 

It can be: unrelated to violent behaviour; used to rationalise its use; a 

direct cause of it; an additive effect to already existing predispositions; 

synergistic, by interacting with risk factors; a neutraliser which reduce 

the likelihood of violence.  It is therefore important to understand the 

role culture plays (if any) in an individual‟s violence perpetration and/or 

victimisation. For example, Latino culture can be both protective against 

violence towards certain groups such as women (e.g. machismo culture can 

encourage protective attitudes towards women) or alternatively be 

interpreted as supporting violence towards women by creating 

expectations of domineering „hot-blooded‟ masculinity (Kantor, et al., 

1994; Prospero, 2008; Sorensen & Telles, 1991).  

 

5.33 Religious belief may also be used to rationalise or neutralise aggressive 

tendencies. Cullen, et al., (2007) suggest that religion may insulate 

against criminal involvement. Faithbased programmes may also have a 

positive effect on prisoner adjustment and offender recidivism (e.g. 

Baier & Wright, 2001; Clear & Sumter, 2002; DiIulio, 2001a; Johnson, 

2004; Johnson, et al., 2001; Johnson, et al., 1997; O‟Connor & 

Perreyclear, 2002; Zimmer, 2004-2005).  There is evidence however that 

religious belief can also be used to support violence (e.g. „honour killings‟).  
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5.34 The culture of the therapeutic environment is also an important aspect of 

the treatment of violence. For clients who are incarcerated in secure 

sites, the prison or hospital culture is an important element in 

understanding prisoner behaviour and the potential effects of any prison-

based intervention (Dvoskin & Spiers, 2004). It is therefore important 

that, as far as possible, all staff who come into contact with 

prisoners/patients are aware of how the site‟s culture can help or hinder 

rehabilitation efforts. Both community based and custodially based 

interventions should ensure that staff and clients are treated with 

respect at all times. Modelling of good behaviour is important but does 

not end when therapy ends. A firm, fair and respectful demeanour is 

important to maintain at all times when dealing with clients.  
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6. Individual Session feedback 

Session 1: Introductory session 

6.1 Clients are asked to engage in contemplation. Research suggests however, 

that contemplation can have a paradoxical impact on an individual‟s 

functioning (Joireman, et al., 2002).  Contemplation or Self-consciousness 

is multidimensional with recent research suggesting that there are two 

dimensions: rumination and reflection. Trappnell and Campbell (1999) 

describe these two concepts thus:  

“Rumination provides a summary conception of self-attentiveness 

motivated by perceived threats, losses, or injustices to the self. 

Reflection provides a summary conception of self-attentiveness 

motivated by curiosity or epistemic interest in the self.” (p. 286). 

6.2 Rumination is associated with trait Neuroticism, anxiety and depression. 

Reflection is associated with trait Openness, more accurate self-

knowledge, greater satisfaction in interpersonal relationships, less 

loneliness, more self-disclosure, and more reciprocal self-disclosure 

(Joireman et al., 2002). In my opinion therefore, it is important to 

explore this distinction with clients and to teach distraction techniques 

in this introductory session in order to combat rumination.  

 

6.3 Session 2: Theory of Violence 

General theoretical orientation 

This session focus‟ on values and beliefs influenced by a variety of 

sources, from society to significant others.  The psychological theory 

that would fit within this session is learning theory, originally proposed 

by Bandura in 1973. Therefore, treatment based on learning theory 

should develop an individual‟s understanding of their personal risk factors 

and an awareness of potentially high risk situations. Within this, 

childhood development, reinforcement history and beliefs are important 

elements to explore. For example the childhood belief that „boys don‟t hit 
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girls‟ can develop into „a man should not hit a woman‟. This belief would be 

protective in a situation where a man felt that a woman was being 

provocative. It is therefore important to explore an individual‟s 

normative beliefs so that beliefs that facilitate aggression are 

challenged and prosocial beliefs reinforced.  

6.4 Additional theories 

It may be helpful to change the „psychology of shame‟ to instead use an 

evidence based model such as Amodio, Devine and Harmon-Jones‟  

dynamic model of guilt (2007). In this model an awareness of having 

committed a moral transgression elicits feelings of guilt, which 

correspond to a decrease in approach motivation. When an opportunity 

for reparation presents itself, feelings of guilt predict interest in 

reparatory behaviour, which in turn corresponds to an increase in 

approach motivation. Such a model would easily fit within the existing 

session.  

6.5 Suggested additions 

None 

6.6 Adaptation for a UK audience 

Generally, many of the beliefs held by people in South Africa are likely to 

be shared by UK residents. There are however some differences. For 

example in the UK overt discussion of men‟s superiority to women is 

largely absent, indeed in many ways women may be viewed as superior to 

men (e.g. more emotionally literate, better carers, able to multi-task etc). 

In my opinion, the session needs to be adapted for a UK audience where 

men and women are more equal. Similarly, going to church, belief in God 

and sexual abstinence before marriage are not commonly voiced beliefs in 

Britain.  

 

6.7 Session 3: Two sides of yourself 

General theoretical orientation 
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This session seeks to contrast an individual‟s actual self with their ideal 

self and begin to develop skills to help them move towards their ideal. 

The theory that could be applied to this session is that of cognitive 

dissonance. Cognitive dissonance is a negative emotional state brought 

about because of an awareness of a contradiction in beliefs held by a 

person or in their beliefs and behaviour. In this session participants are 

encouraged to contrast who they want to be (their „original self‟) with 

their aggressive behaviour (their „violent side‟). This is likely to create 

dissonance. The theory of cognitive dissonance proposes that people are 

motivated to reduce dissonance. Methods commonly employed to do this 

are explored (e.g. minimisation, denying and blaming) and a prosocial 

alternative is explained in which participants accept responsibility for 

their aggression, make amends and forgive themselves.  

6.8 Additional theories 

Research suggests that by empowering a client (via the creation of the 

concept of the original self) the therapist is able to help them take 

responsibility for their actions, and hence work towards changing their 

behaviour in the future.   

6.9 Suggested additions 

Coping styles should be covered prior to this session. This should include 

exploration of the four types of coping (avoidant, emotional, detached 

and problem focused) as well as skills to reduce avoidant and emotional 

coping and to increase detached and problem-focused. 

6.10 Adaptation for a UK audience 

None needed 

 

6.11 Session 4: Personal value system and self-esteem 

General theoretical orientation 

This session builds upon session 3 in exploring the origins of beliefs held 

and the mechanisms that people use to reduce cognitive dissonance 
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between their behaviour and their beliefs.  The negative effect of 

accepting that ones behaviour has been unacceptable (cognitive 

dissonance) is offset in this session by the expectation that 

improvements are possible, which in turn would lead to greater long term 

gains.  

6.12 Additional theories 

None 

6.13 Suggested additions 

Coping skills should be revisited in this session. It may also be beneficial 

to incorporate the processes by which beliefs effect aggression (e.g. 

beliefs and hostile processing Zelli et al., 1999).  

6.14 Adaptation for a UK audience 

Several of the values listed are not ones commonly expressed in the UK 

and need to be changed to be more applicable for this audience. These 

values should also be adapted for adult versus child participants.  

 

6.15 Session 5: The wisdom circle 

General theoretical orientation 

This session builds upon earlier sessions which introduced the dynamic 

theory of guilt. It also seeks to enhance emotion identification skills.  

6.16 Additional theories 

None 

6.17 Suggested additions 

Using their pre-treatment functional assessment, participants could also 

identify the emotions they felt before the and after the behaviour. This 

will allow the exploration of the positive and negative reinforcers and the 

function of the behaviour. It would be helpful if the participants were 

also asked to identify „hot‟ thoughts that helped to increase negative 

affect. If these were recorded during the session, during homework the 

participants could try and generate alternative „cool‟ thoughts.   



Dr Nicola Graham-Kevan Review of STV & „What Works‟ 2009 29 

6.18 Adaptation for a UK audience 

None 

 

6.19 Session 6: Integration of theory 

General theoretical orientation 

This session uses elaborate rehearsal to consolidate knowledge. Its 

framework is also close to a functional assessment which uses learning 

theory (see above). 

2.20 Additional theories 

None 

6.21 Suggested additions 

Additional material on emotions before, during and after a behaviour 

could be added to create a fuller functional assessment.  

6.22 Adaptation for a UK audience 

None 

 

6.23 Session 7: Loss of innocence  

General theoretical orientation 

This session seeks to explore early maladjustment and its contribution to 

aggression management problems. It is an important element in people 

understanding their own risk factors and triggers for aggressive 

behaviour.  

6.24 Additional theories 

None 

6.25 Suggested additions 

It is important that participants with sadistic tendencies are not 

selected for this programme as sessions such as these could result in 

them becoming overtly aroused. Other participants also need to have the 

option to leave if they are finding a story too distressing. Aftercare is 

very important for sessions such as these.  
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5.26 Adaptation for a UK audience 

None 

 

6.27 Session 8: Victim impact 

General theoretical orientation 

This session seeks to aid victim awareness by encouraging cognitive 

empathy for their victim/s and perspective taking.  

6.28 Additional theories 

None 

6.29 Suggested additions 

None 

6.30 Adaptation for a UK audience 

None 

 

6.31 Session 10: The road ahead 

General theoretical orientation 

This session uses elaborate rehearsal techniques.  

6.32 Additional theories 

None 

6.33 Suggested additions 

In my opinion, a session that covers relapse prevention is needed within 

the core sessions or as a compulsory aspect of the support group. This 

would cover approach and avoidance goals, identification of high risk 

situations etc.  

6.34 Adaptation for a UK audience 

None 



Dr Nicola Graham-Kevan Review of STV & „What Works‟ 2009 31 

7. References 

 

Amodio, D., Devine, P., & Harmon-Jones, E. (2007). A dynamic model of guilt: 

Implications for motivation and self-regulation in the context of prejudice. 

Psychological Science, 18, 524-530. 

Andrews, A., & Bonta, J. (2007). The psychology of criminal conduct (4th Ed.), 

Anderson, Cincinnati, OH. 

Andrews, D. A., Bonta, J. and Hoge, R. D. (1990). Classification for effective 

rehabilitation: rediscovering psychology. Criminal Justice and Behavior, 17, 

19_/52. 

Archer, J. (2006). Cross-Cultural Differences in Physical Aggression Between Partners: 

A Social-Role Analysis. Personality and Social Psychology Review, 10, 133–153. 

Archer, J. (2000). Sex differences in aggression between heterosexual partners: A 

meta-analytic review. Psychological Bulletin,.126, 651-580. 

Arlow, J. A. (1989). Psychoanalysis. In R. J. Corsini & D. Wedding (Eds.), Current 

psychotherapies (4th ed.). Itasca, IL: F. E. Peacock Publishers, Inc. 

Asch, S. E. (1956). Studies of independence and conformity: A minority of one against a 

unanimous majority. Psychological Monographs, 70, 416.  

Avidar, A. (1995). Art therapy and pervasive trauma: Working with children in violent 

communities. Pratt Institute Creative Arts Therapy Review, 16, 10-16.  

Avrahami, E. (2003). Cognitive-behavioral approach in psychodrama: Discussion and 

example from addiction treatment. The Arts in Psychotherapy, 30, 209-216.  

Banks-Wallace, J. (1998). Emancipatory potential of storytelling in a group. Image, 30, 

17–21.  

Barker, E., Tremblay, R., Nagin, D., Vitaro, F., & Lacourse, E. (2006). Development of 

male proactive and reactive physical aggression during adolescence. Journal of 

Child Psychology and Psychiatry, 47, 783-790.  

Barrett, M., Wilson, R.J., & Long, C. (2003). Measuring motivation to change in sexual 

offenders from institutional intake to community treatment, Sexual Abuse: A 

Journal of Research and Treatment,  15, 269–283. 



Dr Nicola Graham-Kevan Review of STV & „What Works‟ 2009 32 

Bates, E., & Graham-Kevan, N. (in press). Testing Johnson‟s Hypothesis on a large 

community sample. Partner Abuse.  

Bootzin, R. B., Acocella, J. R., & Alloy, L. B. (1993). Abnormal psychology: Current 

perspectives (6th ed.). New York: McGraw-Hill, Inc.  

Brendgen, M., Vitaro, F., Boivin, M., Dionne, G., & Pérusse, D. (2006). Examining genetic 

and environmental effects on reactive versus proactive aggression. 

Developmental Psychology, 42, 1299-1312.  

Bushman, B. J., & Anderson, C. A. (2001). Is it time to pull the plug on hostile versus 

instrumental aggression dichotomy? Psychological Review, 108, 273–279. 

Conner, K., Swogger, M., & Houston, R. (2009). A test of the reactive aggression-

suicidal behavior hypothesis: Is there a case for proactive aggression?. Journal 

of Abnormal Psychology, 118, 235-240.  

Dodge, K. A. (1991). The structure and function of reactive and proactive aggression. In 

D. J.Pepler & K. H.Rubin (Eds.), The development and treatment of childhood 

aggression (pp. 201–218). Hillsdale, NJ: Erlbaum.  

Dodge, K. A., Lochman, J. E., Harnish, J. D., Bates, J. E., & Pettit, G. S. (1997). Reactive 

and proactive aggression in school children and psychiatrically impaired 

chronically assaultive youth. Journal of Abnormal Psychology, 106, 37–51. 

Houston, R. J., Stanford, M. S., Villemarette-Pittman, N. R., Conklin, S. M., & Helfritz, 

L. E. (2003). Neurobiological correlates and clinical implications of aggressive 

subtypes. Journal of Forensic Neuropsychology, 3, 67–87. 

O‟Leary, K.D, Barling, J., Arias, I., & Rosenbaum, A. (1989). Prevalence and stability of 

physical aggression between spouses: A longitudinal analysis.  Journal of 

Consulting and Clinical Psychology, 57, 263-268. 

Capaldi, D. M., Kim, H. K., & Shortt, J. W. (2004). Women's involvement in aggression in 

young adult romantic relationships. In M. a. B. Putallaz, K.L. (Ed.), Aggression, 

antisocial behavior, and violence among girls (pp. 223-242). New York: Guilford.  

Connolly, J., Furman, W., & Konarski, R. (2000a). The role of peers in the emergence of 

heterosexual romantic relationships in adolescence. Child Development, 71, 

1395-1408.  



Dr Nicola Graham-Kevan Review of STV & „What Works‟ 2009 33 

Connolly, J., Pepler, D., Craig, W., & Taradash, A. (2000b). Dating experiences of bullies 

in early adolescence. Child Maltreatment, 5, 299-310. 

Conway, L., & Schaller, M. (2005). When authorities' commands ackfire: attributions 

about consensus and effects on deviant decision making. Journal of Personality 

and Social Psychology, 89, 311-326.  

Costa, P. T., Jr., & McCrae, R. R. (1992). Revised NEO Personality Inventory (NEO-PI-R) 

and NEO Five-Factor Inventory (NEO-FFI) professional manual. Odessa, FL: 

Psychological Assessment Resources.  

Crick, N. R., & Dodge, K. A. (1994). A review and reformulation of social information-

processing mechanisms in children's social adjustment. Psychological Bulletin, 

115, 74–101. 

Crogan, N., Evans, B., & Bendel, R. (2008). Storytelling intervention for patients with 

cancer: Part 2--pilot testing. Oncology Nursing Forum, 35, 265-272.  

Duval, T. S., & Duval, V. H. (1983). Consistency and cognition: A theory of causal 

attribution. Hillsdale, NJ: Erlbaum. 

Duval, T. S., & Duval, V. H. (1987). Level of perceived coping ability and attribution for 

negative events. Journal of Social and Clinical Psychology, 5, 452–468. 

Duval, T., & Silvia, P. (2002). Self-awareness, probability of improvement, and the self-

serving bias. Journal of Personality and Social Psychology, 82, 49-61. 

Ehrensaft, M.K., Cohen, P., &  Johnson, J.G. (2006). Development of Personality 

Disorder symptoms and the risk for partner violence. Journal of Abnormal 

Behavior, 115, 474-483. 

Ehrensaft, M. K., Moffitt, T. E., & Caspi, A. (2004). Clinically abusive relationships in an 

unselected birth cohort: Men's and women's participation and developmental 

antecedents. Journal of Abnormal Psychology, 113, 258-270.  

Ehrensaft, M. K., Moffitt, T. E., & Caspi, A. (2006). Is domestic violence followed by an 

increased risk of psychiatric disorders among women but not men? A longitudinal 

cohort study. The American Journal of Psychiatry, 163, 885-893.  



Dr Nicola Graham-Kevan Review of STV & „What Works‟ 2009 34 

Gale, C.R., Martyn, C.M., Marriott, L.D., Limond, J., Crozier, S., Inskip, S. et al (2009). 

Dietary patterns in infancy and cognitive and neuropsychological function in 

childhood. Journal of Child Psychology and Psychiatry, 50, 816-823.  

Graham, K., Plant, M., & Plant, M. (2004). Alcohol, gender and partner aggression: A 

general population study of British adults. Addiction Research and Theory, 12, 

385-401.     

Graham-Kevan, N. & Archer J. (2008). Does controlling behaviour predict physical 

aggression and violence towards partners? Journal of Family Violence, 23, 539 - 

548.   

Hanson, R.K., & Bussière, M.T. (1998). Predicting relapse: A meta-analysis of sexual 

offender recidivism studies, Journal of Consulting and Clinical Psychology , 66, 

348–362. 

Harkins, S. G., & Petty, R. E. (1987). Information utility and the multiple source effect. 

Journal of Personality and Social Psychology, 52, 260–268.  

Hay, D. F. (2005). The beginnings of aggression in infancy. In R. E. Tremblay, W. W. 

Hartup, & J. Archer (Eds.), Developmental origins of aggression (pp. 107-132). 

New York: The Guildford Press. 

Hensel, W.A., & Rasco, T. (1992). Storytelling as a method for teaching values and 

attitudes. Academic Medicine, 67, 500–504.  

Howells, K. and Day, A. (2002). Grasping the nettle: treating and rehabilitating the 

violent offender. Australian Psychologist , 37, 222-228.  

Huesmann, L. R. (1988). An information-processing model for the development of 

aggression. Aggressive Behavior, 14, 13–24.  

Huesmann, L. R. (1998). The role of social information processing and cognitive schema 

in the acquisition and maintenance of habitual aggressive behavior. In R. G.Geen 

& E.Donnerstein (Eds.), Human aggression: Theories, research, and implications 

for policy (pp. 73–109). New York: Academic Press. 

Joireman, J.A., Parrott, L., & Hammersla, J. (2002). Empathy and the Self-Absorption 

Paradox: Support for the Distinction Between Self-Rumination and Self-

Refection. Self and Identity, 1, 53-65. 



Dr Nicola Graham-Kevan Review of STV & „What Works‟ 2009 35 

Lahad, M. (1999). The use of drama therapy with crisis intervention groups, following 

mass evacuation. The Arts in Psychotherapy, 26, 27-33. 

Losel, F. (2001). Evaluating the effectiveness of correctional programs: bridging the 

gap between research and practice. In G. A. Bernfeld, D. P. Farrington and A. W. 

Leschied (Eds.), Offender Rehabilitation in Practice (pp. 67�/92). Chichester: 

Wiley. 

Matz, D. C., & Wood, W. (2005). Cognitive dissonance in groups: The consequences of 

disagreement. Journal of Personality and Social Psychology, 88, 22–37.  

Mead, G. H. (1934). Mind, Self, and Society. Chicago: University of Chicago Press.   

Merk, W., de Castro, B., Koops, W., & Matthys, W. (2005). The distinction between 

reactive and proactive aggression: Utility for theory, diagnosis and treatment?. 

European Journal of Developmental Psychology, 2, 197-220.  

Moffitt, T. E., Krueger, R. F., Caspi, A., & Fagan, J. (2000). Partner abuse and general 

crime: How are they the same? How are they different? Criminology, 38, 199–

232. 

Nicholas, B., & Gillett, G. (1997). Doctors‟ stories, patients‟ stories: A narrative 

approach to teaching medical ethics. Journal of Medical Ethics,23, 295–299.  

O‟Leary, K.D, Barling, J., Arias, I., & Rosenbaum, A. (1989). Prevalence and stability of 

physical aggression between spouses: A longitudinal analysis.  Journal of 

Consulting and Clinical Psychology, 57, 263-268. 

Painter, L., Cook, J., & Silverman, P. (1999). The effects of therapeutic storytelling and 

behavioral parent training on noncompliant behavior in young boys. Child & Family 

Behavior Therapy, 21, 47-66.  

Parker, T., & Wampler, K. (2006). Changing emotion: The use of therapeutic 

storytelling. Journal of Marital & Family Therapy, 32, 155-166.  

Pennebaker, J.W. (2004). Theories, therapies, and taxpayers: On the complexities of 

the expressive writing paradigm. Clinical Psychology: Science and Practice, 11, 

138-142.  



Dr Nicola Graham-Kevan Review of STV & „What Works‟ 2009 36 

Polaschek, D., & Collie, R. (2004, September). Rehabilitating serious violent adult 

offenders: An empirical and theoretical stocktake. Psychology, Crime & Law, 

10(3), 321-334.  

Polaschek, D. L. L., Wilson, N. J., Townsend, M. and Daly, L. (2004). Cognitive 

_/behavioral rehabilitation for high-risk violent offenders: an outcome 

evaluation of the Violence Prevention Unit.   

Poulin, F., & Boivin, M. (2000). The role of proactive and reactive aggression in the 

formation and development of boys' friendships. Developmental Psychology, 36, 

233–240. 

Ross, E., Polascheck, D., & Ward, T. (2008). The therapeutic alliance: A theoretical 

revision for offender rehabilitation. Aggression and Violent Behavior, 13, 462-

480.  

Rousseau, C., Gauthier, M., Lacroix, L., Alain, N., Benoit, M., Moran, A., et al. (2005). 

Playing with identities and transforming shared realities: Drama therapy 

workshops for adolescent immigrants and refugees. The Arts in Psychotherapy, 

32, 13-27. 

Serbin, L., Stack, D., De Genna, N., Grunzeweig, N., Temcheff, C. E., Schwartzmann, A. 

E., et al. (2004). When aggressive girls become mothers. In M.Putallaz & 

K.L.Bierman (Eds.), Aggression, antisocial behavior and violence among girls (pp. 

262-289). New York: The Guilford Press. 

Sloan, D. M., & Marx, B. P. (2004). Taking pen to hand: Evaluating theories underlying 

the written disclosure paradigm. Clinical Psychology: Science and Practice, 11, 

121–137. 

Smith, G., & Celano, M. (2000). Revenge of the mutant cockroach: Culturally adapted 

storytelling in the treatment of a low-income African American boy. Cultural 

Diversity and Ethnic Minority Psychology, 6, 220-227.  

Stiles, W., & Shapiro, D. (1995). Verbal exchange structure of brief psychodynamic-

interpersonal and cognitive-behavioral psychotherapy. Journal of Consulting and 

Clinical Psychology, 63, 15-27.  



Dr Nicola Graham-Kevan Review of STV & „What Works‟ 2009 37 

Straus, M. A. (2005). Women's violence toward men is a serious social problem. In R. J. 

Gelles & D. R. Loseke (Eds.), Current controversies on family violence (2nd ed., pp. 

55-77). Newbury Park, CA: Sage Publications. 

Trapnell, P. D., & Campbell, J. D. (1999). Private self-consciousness and the five factor 

model of personality: Distinguishing rumination from re¯ ection. Journal of 

Personality and Social Psychology, 76, 284-304. 

Tremblay, T. E., Nagin, D. S., Séguin, J. R., Zoccolillo, M., Zelazo, P. D., Boivin, M., et al. 

(2004). Physical aggression during early childhood: Trajectories and predictors. 

Pediatrics, 114, 43-50.  

Wilson, R.J. (2007). Circles of support & accountability: Empowering communities. In: D. 

Prescott (Editor), Applying knowledge to practice: The treatment and 

supervision of sexual abusers, Wood'n'Barnes, Oklahoma City, OK.  

RWilson, R.J. , Cortoni, F., Picheca, J.E., & Nunes, K. (2007). Community-based sexual 

offender maintenance treatment programming: An evaluation. [Research report 

R-188], Correctional Service of Canada, Ottawa, ON.  

Wilson, R.J., Cortoni, F., & Vermani, M. (2007). Circles of support & accountability: A 

national replication of outcome findings. [Research report R-185], Correctional 

Service of Canada, Ottawa, ON.  

Wilson, R.J., Picheca, J.E., & Prinzo, M. (2005). Circles of support & accountability: An 

evaluation of the pilot project in South-Central Ontario. [Research report R-

168], Correctional Service of Canada, Ottawa, ON. 

Wright, E., Lüüs, C., & Christie, S. (1990). Does group discussion facilitate the use of 

consensus information in making causal attributions? Journal of Personality and 

Social Psychology, 59, 261-269.  

Zelli, A., Dodge, K., Lochman, J., Laird, R., & Group, C. (1999). The distinction between 

beliefs legitimizing aggression and deviant processing of social cues: Testing 

measurement validity and the hypothesis that biased processing mediates the 

effects of beliefs on aggression. Journal of Personality and Social Psychology, 

77, 150-166. 

 



Dr Nicola Graham-Kevan Review of STV & „What Works‟ 2009 38 

 


