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ABSTRACT

Despite the established utility of 12-week dialectical behavior therapy (DBT)
group program for women victims of intimate partner abuse (IPA), the dropout rate
between initial contact and program completion has been as high as 70%. To establish
better treatment engagement and retention, and thus to help more women, a two-day DBT
group program, or “workshop” with a similar curriculum was developed. Results for 72
women showed that the 2-day workshop resulted in significantly higher attendance and
completion rate than the 12-week standard group treatment program. From pre-treatment
to 3 months follow-up, participants (N = 37 who completed the follow-up assessment)
reported significant improvements across a range of outcome and process variables,
including general distress, depression, hopelessness, PTSD severity, self-compassion,
self-efficacy, positive affect, negative affect, interpersonal effectiveness, emotion
regulation, shame, mindfulness, and use of DBT skills. Results also showed that
improved self-validation, emotion regulation, DBT skill use, mindfulness, and decreased
emotional arousal were associated with most outcome variables (i.e., social adjustment,
depression, general distress, hopelessness, PTSD severity, and effective skill use). In
addition, participants reported high satisfaction with the intervention. These findings
support the utility of the program’s effectiveness in increasing treatment engagement and
enhancing psychological well-being of women victims of IPA. Suggestions for future

research are discussed.
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CHAPTER 1
Introduction

Intimate partner abuse: Statement of Problem

Intimate partner abuse is a problem of significant proportions in the United
States. Not only does it have psychological and medical consequences, it also has an
impact on families and society as a whole. According to the U. S. Department of Justice,
approximately 4.8 million incidents of intimate partner abuse occur annually in the
United States (U. S. Department of Justice, 2000). Twenty five percent of American
women experience intimate partner abuse in their lifetime (Tjaden & Thoennes, 2000),
and approximately 2 million women in the U.S. are severely assaulted by their intimate
partners each year (Riggs, Caulfield, & Street, 2000). This is a low estimate of the
broader phenomenon of intimate partner abuse: the prevalence of intimate partner abuse
is much higher when psychological abuse is included. Intimate partner abuse has been
defined in different ways, with different thresholds and behaviors employed in different
studies. Sampling and research design also varies depending on the study (Bachman, &
Pillemer, 1992). Nevertheless, the prevalence rate is quite high even when the estimate
includes only physical or sexual assault, and even the lowest estimates of occurrence
suggest that intimate partner abuse is a very significant social problem with concomitant
serious individual consequences.

Intimate partner abuse (IPA) occurs when a partner or ex-partner attempts to
harm and/or control the other person in an intimate relationship with physical abuse or
aggression, sexual abuse, and/or verbal and psychological abuse (Tjaden & Thoennes,

2000). There are many different terms used to describe these interpersonal violence-



related behaviors in a couple, including marital or domestic violence, dating violence,
battering, spousal or partner abuse, and partner aggression. In addition, researchers
employ different definitions of the phenomenon of partner abuse or domestic violence.
This results in inconsistent prevalence estimates, which makes comparisons across
studies difficult. In this study, various terms will be used interchangeably to describe
“Intimate Partner Abuse (IPA).” Thus, in the present study, IPA includes 1) physical and
sexual violence or aggression, 2) threats of physical and sexual violence or aggression
(including physical control), and 3) psychological and emotional abuse, whether from a
partner who is (or has been) also physically or sexually abusive, or from a partner who
has not been physically or sexually abusive.

IPA victims experience myriad physical and sexual problems. Physically, injuries
vary from pain and broken bones to disability or even death. In fact, women are much
more likely than men to be killed by an intimate partner, and 33% of all murdered women
are killed by an intimate partner (Renisson, & Welchans, 2000). In addition, abused
women report neurological damage in hearing and vision and concentration problems
resulting from assaults from intimate partners (Campbell, Sullivan, & Davidson, 1995).
Although less often discussed, approximately 40-45% of abused women are forced to
have sex by their male partners (Campbell, 2002). Unwanted sex has been shown to lead
to gynecological problems, sexually transmitted diseases, and HIV/AIDS infections. It
also increases general emotional distress in women, including negative sexual self-
perceptions, anger, social isolation, low self-esteem, depression, social anxiety, and a lack
of assertiveness (Kats, Kuffel, & Brown, 2006).

IPA takes multiple forms, including not only physical and sexual, but also



psychological abuse, which is intertwined. That is, women who are physically or sexually
abused by their intimate partners almost always also are psychologically/emotionally
maltreated, and this has received relatively little research attention. Often, psychological
and emotional abuse occurs in the context of current or prior physical or sexual abuse.
However, researchers recently have noted that psychological abuse can occur even when
there is no physical abuse or explicit threat of physical abuse and in many cases the
consequences of psychological abuse can be as detrimental as those of physical abuse. At
times, the effects of psychological abuse can be even more damaging than those of
physical abuse (Street & Arias, 2001). Specifically, researchers have found out that
women victims experience wide-ranging negative consequences from psychological
abuse from their intimate partners, including depression (Campbell, 1989), anxiety
(Russell, Lipov, Phyllips, & White, 1989), social withdrawal (Star, Clark, Goetz, &
O’Malia, 1979), and suicide attempts (Gelles & Harrop, 1989). In addition, women’s
general functioning is impacted by psychological abuse, including self-esteem (Aguilar &
Nightingale, 1994), physical health (Marshall, 1996), depression, and problem drinking
(Arias, Street, & Brody, 1996). In qualitative studies, physically abused women have
stated that the psychological abuse they received had a more severe impact on them than
the physical abuse did (Follingstad, Rutlede, Berg, Hause, & Polek, 1990). In a similar
context, psychological abuse was a stronger predictor of women victims’ fear than was
physical abuse among women who were seeking services (Sackett & Saunders, 1999). In
addition, Follingstad and colleagues (1990) concluded that emotional/verbal abuse was
the most detrimental subtype of abuse in terms of impact on women’s emotional well-

being.



It is clear that abused women frequently demonstrate multiple emotional and
psychological difficulties. A meta-analysis of 52 studies on the psychological effects of
intimate partner abuse showed that 47.6% of abused women suffer from depression — a
much higher rate than non-abused women (e.g., the prevalence of depression in the
general female population is 10.2% to 21.3%; Golding, 1999). In a longitudinal study of
98 abused women who were followed for 3.5 years, women reported that their levels of
depression showed improvement during the first 2 years, but then returned to their
original levels after that. Interestingly, whether their abuse continued during this period
or not had no effect on their depression (Campbell & Soeken, 1999), suggesting that the
long-term consequences of abuse are significant. Consequently, IPA has been
increasingly recognized as a significant predictor of depression for women. In fact, the
most important reason for abused women to visit a primary health care setting is
depression (McCauley et al., 1995). In a recent study of 413 severely battered women, the
prevalence of PTSD was 31% (Mechanic et al., 2011) and this is significantly higher than
the rate in the general population of women (1.3% to 12.3%; Golding, 1999), and even
higher rates of PTSD have occasionally been reported following IPA (Jones et al., 2000).
There have been only a few studies that explored the relationship between IPA and
anxiety disorders other than PTSD. One study found out that the prevalence of panic
disorder in abused women (13%) was higher than non-abused women in martially
satisfied control women, which was close to zero (Cascardi, OOLeary, & SchiEe®).

In addition, researchers have demonstrated that the rate of alcoholism is at least
twice as high in battered women as in non-battered women (20% vs. 10%, respectively;

McCaw, Golding, Farley, & Minkoff, 2007). The rate of suicidality (suicide and



attempted suicide) among battered women is 18%, which is much higher rate than the

rate among non-abused women, who have 0.1% to 4.3% lifetime prevalence rate of
suicidality (Golding, 1999). Battering is the single most important cause of suicide

attempts mong women (Stark & Flitcraft, 1995). From a study of the medical records of
all 176 women who visited the emergency service of a US hospital immediately
following attempted suicides over one year period, 30% of the women who attempted
suicide had physical injuries from battering (Stark & Flitcraft, 1995). Strestated
illnesses, such as headaches and backaches, are common among abused women
(Goodman & Epstein, 2008). Even in the absence of continued violence, women who
have been abused continue to dernras elevated rates of moderate to severe anxiety,
depression, substance use disorders, and Pagihindicating that the effects of
intimate partner abuse asétenlong-term (Campbell & Soeken, 1999).

Victims are also disempowered socially by lostngonomy and control over
their lives. Abused women frequently do not have the social support, social or
psychological/coping skills, or sufficient well-being to obtain meaningful and sustaining
jobs and thus acquire independent incomes (Warner, Baro, & Eigenber, 2004). Even
women whose abuse was not recent report that they have significantly poorer social
functioning than women who were never abused (McCaw et al., 2007). Women who
report recent emotional abuse (but no physical or sexual aaseorelikely to
describe significant interference with their social functioning compared to women who
had not experienced any type of abuse. Limited social functiocamfinesvictims to
receivesocial support, whicin turninterferesboth with coping with and escaping from

violent relationships (Marmot, 2006). These disesmpowered outcomes are assumed to



include three domains: 1) intrapersonal, 2) interactional, and 3) behavioral (Zimmerman,
2000). Intrapersonal disempowerment includes negative feelings almidg ealf, oneOs
ability to deal with a situation, and oneOs control over her situation. Lack of support from
others and disempowering interactions may leave women feeling bad about themselves,
unsure of their abilities to deal with their situations anthaut any sense of control in
their relationships. Interactional disempowerment may include thoughts that prevent
women fromlabeling hembuseaccuratelyand mayreinforce misinformation and self
blame about abuse and block womenfrom understanding the abive dynamic thahey
oftenface. Disempowered behaviors includ# having coping skillto address the
problens at handput rather having behavioral repertoitkatlikely increase a womanOs
stress level and withdrawal frosocial and otheresourceshat could have promotduer
strengths (Kasturirangan, 2008).

Another serious problem of intimate partner abuse is tfi@qiiently continues
both withcurrent partnerand even into new relationships. Victims have ongoing
vulnerability to further abwesfrom the same partner, and from future part(femszzetti
& Lee, 2011) Although the rates of rabuse vary from 1.6% (Ford & Regoli, 1992) to
93% (Jacobson, Gottman, Gortner, Berns, & Wu, 1996) depending on which definition
and research methods are éoypd, there is a consensus among researchers that abused
women have an increased vulnerability to further intimate partner abuse by the same
violent partner. Furthermore, experiencing intimate partner abuse with one partner is a
marker for increased risif subsequent partner abuse. Although repeated abuse from
multiple partners has not been studied enough to establish reliable prevalence rates, there

are a few studies reporting that previously abused women continued to experience



significantly elevated risk of abuse with subsequent partners (Cattaneo & Goodman,
2005). This phenomenon is likely related to the effects of the initial episode of abuse on
the womanOs cognitive and emotional process (Davies & Frawley, T804, intimate
partner abuseesultsin multiple problems for victimacross varying domains

Current interventions for women victims of intimate partner abuse

There are only a few treatment programs that fepagificallyonthe problems
of intimate partner abuse victims, and no publisttedies to date have employed a
randomized controlled studg evaluatdreatment for this population. Among the few
programs that have been evaluated or are available specifically for intimate partner abuse
victims, most only address key practical or instrumental outcomes (e.g. housing, medical
problems) and pay little attention to victims’ psychological well-being. Of course,
instrumental help is essential and provides a basis for later addressing emotional and
social outcomes. However, targeting psychological consequences and wb#ing is also
essential when looking at the severitytiod emotional consequences and lingering
effectsof IPA even after the violence stops.

Since the 1990s, there have been some support groups, {eshatational
groups, feminist and grief resolution groups, and grief counseling offered to IPA victims
(e.g., Rubin, 1991; & Stoltenberg, 1991; Holiman & Schilit, 1991; Tutty, Bidgood, &
Rothery, 1996; Mancoske, Standifer, & Cauley, 1994). However, the evaluationf these
programgenerally did not measupsychologicabutcomesRather, he dependent
measure$ocused on other important outcomes, such as subseqalemit incidents,
help-seeking behaviors, or locus of control. Only a couple of stindiesevaluated

socialsupport, quality of life, or seksteemandtherewereproblems with sampling



(small sample size, ngorobability sampling, or nemndomized sampling), absence of a
comparison groupack of follow-up, or absence of any statistical reporting, complicating
our understanding of their effectiveness. Furthermore, the findings have not been
generally encouraging, for a variety of reasonsvanenOshelter stagmay inherently
reduce violent incidents due to lack of access to the yittimnsafety may or ay not
endure posshelter b) selfesteem did not changand/orc) interventios did not seem to
beclearlybeneficial psychologically.

Recently, psychoeducational and some standard psychological treatments have
been somewhat successfully employed witinen victims of intimate partner abuse.
However, only very few comprehensive treatment programs that are specific to the needs
of this population have been developed and evaluated with promising results. For
example, there are a couple of studies that applied cognitive therapy to PTSD with
battered women: in an open trial €48) in shelters, HOPE (Helping to Overcome PTSD
through Empowermenghowedsignificant and clinically meaningful decreases in PTSD,
depression, and showed an increase in personaloial resourcesmong participants
These results lasted up to 6 months after participants left the shelter (Johnson & Zlotnick,
2009) and thus are quite encouragifrgaddition, a largstudyevaluatedcognitive
trauma therapyjor battered women withTSD (N=125)andshowed large reductions in
depression and guilt and substantial increases westdem, and the gains were
maintained up to a 6 morgfollow-up (Kubany et al., 2004). However, the vast majority
of women leaving abusive relationships d have PTSper se insteadmany other
problems are prevalergven in the absence BTSDsuch asow seltesteem, depression,

anxiety, interpersonal difficulties, substance use disordatdprsuicidality (Cascardi,



OOLeary, & Schle@999). Specifically, only about 30% of this populatidriPA victims
meets the diagnostic criteria for PTSD (Carcardi, OOLeary, & Schlee M&&anic et

al., 201). Thus,although there are promising interventions for IPA victims with PTSD,
there isa need for effective treatments focusing on alleviating the general psychological
problems that intimate partner abuse victims Havéhe majority of IPA victims whose
problems do not center arouR@SD.

Emotion regulation difficulties of women victiwfsintimate partner abuse

Problems in managing emotioacentlyhave beemdentifiedas an underlying
coreproblem for intimate partner abuse victims recently (Iverson, Shenk, & Fruzzetti,
2009 Lee & Fruzzetti, in revieyv Given the multiple psychologicproblemsthatresult
from intimate partner abuse, emotion regulatitay bean important treatment target
(mediator of outcomedpr women victims of intimate partner abuse. Emotion
dysregulation refers to deficits in a personOs ability to experiencesexmd modulate
oneOs emotiamhile still acting effectively (in the service of long term goatsihe
context of intense or aversive emotional experienéasgetti et al., 20035ross et al.,
2006). Emotion regulation difficulties contribute to dysftional coping responses
including substance abuse, impulsivity, poor decisi@king, interpersonal problems,
andpsychological distregdinehan, 1993a).

Several researchers (Fruzzetti et al., 2005; Fruzzetti & Worrall, 2010; Linehan et
al., 1993a) have proposedransactionalmodel to explain how pervasive emotion
dysregulation develops. According to the model, emotion regulation difficulties result
from an ongoing transaction between an individualOs emotignatability (to become

dysregulatedand invalidating social responses from others. A transaction can begin with
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either or both components. When applied to intimate partner abuse specifically, emotional
vulnerability (e.g.emotionsensitivityandreactvity, sometimes described as
hypervigilenceandpossibly a slow return temotional baseline) transacts with

invalidating responses from an abusive partner to result in emotion dysregulation and
distress. Invalidatig responses agecore characteristmf intimate partner abusehich
includeschronicnon-acceptance, rejection, criticism, distrust, disrespect, contempt,
OcrazymakingO responsesd disregard fathe other partnerOs personal wpdpinions,
emotions, abilities, and so ¢hee & Fruzzetti, in review|verson et al., 2009 Punishing

and pathologizing the womanOs valid thoughts, feelings, beliefs, and behaviors increase
her emotional arousal and leads to dysregulation. The abused péftenexperiences

shame, grief, fear, antig and selblame, which can become chronic and pervasive over

time. In these relationships, victims beconypervigilant and sensitiveot onlyto the

abuser, but also to other people, situations, and their own experiences, in part because it
functions b maintain the victim@afety However, these behaviors are not effective in

the long termaftervictims transition to a safe environmeHRtpervigilant behaviors

likely contribute to affective, interpersonal, and practical problems after they leave thei
abusive partners. For example, women feeling persifansadness or shame may
experiencenassociated urge to isolate from others. This decreases opportunities for
social support, which in turtanmaintain or exacerbate depression and anxietys,Thu

living in an extreme invalidating environmesuch as one includingtimate partner

abusas one pathway to problems with emotion dysregulatiee (& Fruzzetti, in
review;lverson et al., 2009; Fruzzetti & Worrall, 201The transactional theomodé

alsoprovides a way to conceptualize the problems associated with intimate partner abuse
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without blaming victims themselves. Problems of dysregulated emotion can explain the

common ceoccurrence of multiple emotional and behavioral problems across sariou

forms of intimate partner abuse.

Dialectical Behavior Therapy: Adaptatiefor women victims of intimate partner abuse
Dialectical Behavior Therapy (DBT) was originally developed to treat chronic

and pervasive emotion dysregulation in the form of bdirdepersonality disorder, in

part by helping popleto use emotion regulation, mindfulness, interpersonal and distress

tolerance skills (Linehan, 1993a). DBT has been shown to treat nothmohyc

suicidality and self-injury, but also other problems associated with emotion dysregulation

(e.g., depression, eating disorders, and substance abuse). The effectiveness of DBT has

been demonstrated with suicidal and self-harm behaviors in adults and adolescents

(Bohus, et al. 200Q;inehan et al., 19922006;Rahus & Miller, 2002) and other

problems common amonggpplewith severe emotion dysregulatisaoch as eating

disorders (Telch & Linehan, 2001), substance abuse (Linehan et al., 1999; Van den Bosch

et al., 2002)andchronic depression (Lynch, 2003; & Chagm 2004). Thudoth

because the transactional model fits well and because earlier studies for problems related

to emotion dysregulation have good results, it makes sense to extend DBT interventions

to women victims ofntimate partner abusélowever, mosabused women are poor and

lack both the private financial resources and relevant insurance to pay for treatment

(Tutty et al., 1996). Women who are economically dependent on their partners have more

difficulties seeking and engang in psychologicgbrograms (Greenfeld et al998).

Thus, any interventions for this population need to be cost effective in order to reach

those who need this kind of help.ra@p treatmentparticularly if relatively briefcan



12

decrease the financial burden of womenimstandthusincrease their access to
treatmentAn adaptation of DBTwas developed specifically to trembmenvictims of
intimate partner abuse im &fficient,brief group formatin its current form,he program

is free and lasts for 12 sessiq@shous each)andincludesall five functions of
treatmenthat define a comprehensive DBT progrdinenhancing client skills and
capabilitiesvia skill training 2) generalizing those skills to daily life; 3) increasing client
motivation to use skillful alimatives to previous problematic behavittmough careful
treatment targeting and the use of chain and solution analysis and commitment strategies
4) making sure that the family and social environment do not interfere with treatment
through the use ofvailable family interventionsand 5) enhancing therapist skills and
motivation to treat clients effectivetirough weekly consultation team meetings
Women may also benefit from the gromgirectly because they can gaipport,

validation and normalizedn of their experiences from other group members, which in
turnmayhelp them to reduce salivalidation, sekblame and shame (Iverson et al.,
2009).Women are taught a range of psychological skills in order to manage their
emotions, maintain their saje and make effective decisions.dn open trial,ntimate
partner abuse victims who completed the program reported a significant decrease in
depression, hopelessness, and general psychiatric distress and a significant increase in
social adjustment andretional weltbeing. Consumer satisfaction with the treatment
was also high (lverson et al. 2009herefore, DBT appears to bgpemisingtreatment

for this population.

High dropout rate fronDBT and othetreatmens

Despite the utility of our group tatment for women victims of intimate partner
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abusehigh rates of @-showfor the intake session amigh dropout rate between
intake and completion of treatmegnp t050% to 70% limit treatment effectiveness to
some extentEven among victims who aceurtordered to undergo treatment, only about
50% attenddthe first session (Lee & Fruzzetti, 2009). High dropout ratesot
specific to DBT, butaire avery consistent problem among similar treatment programs
across the country (e.g., Van Minnen, & Keijseres, 2002)n orderto try to
improvetreatment engagement and retentioge and Fruzzetti (2009) developed a very
brief pre-intervention based on DBT commitment strategies. The procedure incleded
brief goal setting, problem solving patigal barriers to participation, building on previous
treatment experiences, @focus on managing negative emotions associated with
dropping outAlthough results showed no significant initial attendance improvement
following the enhanced commitment ik&astrategies, the treatment completion rate
favored the brief commitment intervention (46% completion for the enhanced
commitment group vs. 28% for the standard group). Felipvunterviews showed that
manywomen who dropped had unexpected problems @hidcare, transportation,
divorce process) even though the diffieedthey hadanticipateddid not get in the way.
Many participantsvho dropped outould not be contacted for further assessment
because they had changed their phone nunabensved.These bllow-up datasuggest
that the participantsO chaotic lives could signifiganterfere with attempts to increase
participation and complete the program

With exceptionally high program satisfaction among participants and excellent
demonstrated outenes, dropouts likely were a result of patient, as opposed to treatment,

factors per se. Because unexpected life problems came up quite often, and women in the
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program reported consistently high levels of instrumental and emotional difficulties, it is
important to develop a tailored program that considers the practical difficulties abused
women face in making a commitment to treatment. There are a few options to solve this
problem.For example,ncluding substantially more commitment work every week for 12
weeks is one option. However, the chaotic lives of this populatiold still interfere,
even though thegnay be highlymotivated to participate. Another idea is to offer a
similar treatment package, bdeliver the treatmerdver a shorter period of time
Evaluating the effectiveness of this latter approach in reaching more wethen
purpose of this study.
Current Study: Intensive twaay Group Treatment for Women Victims of Intimate
Partner Abuse

The purpose of this study was to develop and evate&tation in a twalay
intensive group treatment for women victims of intimate partner abuse. Thitatyvo
group treatment utilizedssentialljthe same content as the originali@ek treatment
program for women victims of intimate partner abugeisl his intensive treatment
program alsdaaught DBT skills (e.g., mindfulness, emotion regulation, distress tolerance,
seltvalidation, interpersonal skills) and helped women apply these skills to improve their
safety in present and future relationships, enédneir emotional welbeing and reduce
psychological distress, and to empower themselves.

In addition, weexplored severalorrelateof outcome®f the tweday
intervention.There are severéiky constructshat likely are associated with the change
process for women who have been in abusive relationshjigelfvalidation, 2) emotion

regulation, 3) mindfulness, 4) skills learning, and 5) decreased negative emotional arousal
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(and shame). Selfalidation, emotion regulation, and mindfulness (in patér,
judgments) are core psychological constructs underpinning the treatment, and were
hypothesized to be main reasons IPA victims have difficulties across a broad set of
domains (psychological distress, low setteem, interpersonal problems, and g0 on
Because the interventiggrogramfocused on helping womea learn psychological
skills to manage a variety of difficulties, the extent to which they étirese skills wa
expected to be associated watltkcomes. Furthermorthe extent to which woen
successfully decreag¢heir negative emotignncludingshamewas evaluated as well
Given the brevity of the intervention, it was important to identify the key
mechanisms of change. It was necessalgamhow the intervention worked, so we
couldkeep those parts that are most responsible for improveimesubsequent
treatment iterationsand let go of other parts that may not be as centrally important.
Understanding which factors were most related to outcomes would allow an empirically
driven revision to the intervention package, in particular if outcomes were not robust.
Theprimary hypothesesf the current study were: 1) the tway group
treatment was expected to increasatment completion and reduce dropoanpared to
the 12week stamlard group treatment; #)e tweday graip treatment wouldelp to
reduce a variety of common psychological problems of women victims of intimate
partner abuse, including depression, shame, anxiety, hopelessness,-ksteself, low
self-compassion, lowedf-efficacy, emotion regulation problems, negative affect, and
increase mindfulness, social adjustment, positive affecskfig use 3) the following
psychological and emotional processes Wemeothesizedo be significantly correlated

with outcomes(a) selfvalidation, (b) emotion regulation, (c) miidhess, (d) skill



learning,(e) emotional arousaand (f)shame.

16



17

CHAPTER I
Method
Participants

The participants were 72 women who were referred from crisis centers, local
womenQOshelters and agencissrvingintimate partner abuse victims, protection order
offices, psychological and medicalinics, and city and county courts. The selection
criteria for participation in this study were:\pmen had tanitiate contactand agre¢o
participate in the intimate partner abuse program for women victims; 2) be at least 18
years of age; 3) be or to have been in an abusive relationship (determined by the
participant; there was no formal assessment of this); 4) not be currently suicidal (
suicidal, womerwerereferred to more intensive services); and 5) be fluent in reading and
speaking English. If eligible, participants voluntaplgrticipated in the resear@ie.,
they could choose to be in tlreatment program buiot in the studyto remove any
possibility of coerciopand received a-8ay treatmentlreatment was provided without
any cost to participant$hey also received a $50.00 gift céfrthey compleedthe 3
month followup assessment.

A total of 121 women calletb seekservices from an intimate partner abuse
treatment program. Of these 121 women, 19 did not answer or return repeated therapist
phone calls and 30 women did not show for thepenson intake after the phone
screening (multiple opportunities for reschedglivere available). The final sample for
the present study was 72 remaining women, all of whom showed up forgheson
intake and were eligible for and invited to participate in thedaw program.

Measures
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1. Primary outcomeTlhe utility of the intesive tweday group treatment format
was evaluated by tracking overall tday group attendance and program completion for
each participant and compared these rates with those of the stanaegdkl@roup
treatment.

2. Secondary outcomeRable 1shows he specific measures that were used in
this study to evaluate individual outcomes. Each measure is described in more detail
below.
A. Psychological variables
Psychological variables known to be relevant to consequences of intimate partner abuse
were examed using the following measuresassesmprovement over time.

Brief Symptom InventoiBSE Derogatis, 1993) is a 58m assessment of
global levels of distress and psychological health. It has strong psychometric properties,
including strong internatonsistency! = .71-.85) and good tesetest reliability (r = .80
.90; Derogatis, 1993).

Beck Depression Inventedy (BDI-II; Beck et al., 1996) is a widely used self
report instrument consisting of 21 items designed to measure the presence and severity of
depressive symptoms across several domains of individual functioning within the time
frame of the past 2 weeks.

Beck Hopeatssness ScalBHS Beck et al., 1974) is a psychometrically sound
20-item instrument intended to measure the severity of negative attitudes about the
future.

Post Traumatic Stress Disorder Checkligvilian Version(PCL-C; Weathers,

Huska, & Keane, 1991s a selreport rating scale for PTSD symptoms with 17 items.
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Inventory of Interpersonal Probler2s (1IP-25). The Inventory of Interpersonal
Problems (lIP25; Horowitz, Rosenberg, Baer, Ureno, & Vilasenor, 1988) is a measure
proven to be useful in caping clinically important aspects of an individualOs
interpersonal functioning. TH& items were found to exhibit a high internal consistency
and strong testetest correlations in outpatient samples.

Scenariebased skill useThis measure wateveloped by experimenters for this
study and has 7 situatiomswhich the participant is depicted in invalidating and
emotionally challenging interactions with her intimate partRarticipants were asked to
rate their emotional, cognitive, and behasalaeactions to those situations on a scale of 1
(not at all)- 7 (extremely).

B. Statistical pedictors of change

We explored sipossiblestatisticalpredictors obutcomesn thisstudy: 1) self
validation, 2) emotion regulation, 3) mindfulness, 4)lskearning 5) decreased
emotional arousabnd 6)shame These variables are actually correlates due to their
temporal relationships (measured at{@st and followup, same time periods as the
primary outcome variables), although they were employasseally as predictor
variables in regression analyses. Each factor was measuradiffeyent scaleas
follows:

SelfValidation. Self-validation was measured by the RosenbergEsiéem
scale, the Sel€Compassion Scale, and the General-&#itacy Scale.The Rosenberg
SeltEsteem ScalSES Rosenberg, 1965) is a sound instrument measuring uni
dimensional global selsteem with 10 item3he SeHCompassion scal@raes et al.,

2011) is a seilfeport rating scale for setfompassion with 12 items)cluding self
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kindness, seljudgments, common humanity, isolation, mindfulness, and-ioestified
items.The General Sekfficacy ScaldGSE; Schwarzer, & Jerusalem, 1995) is atéth
psychometric scale to measure optimistic-beliefs to manageifficult life demands,
similar to selfefficacy.

Emotion regulationEmotion regulation was measured by the Difficulties in
Emotion Regulation Scal®ERS. The Difficulties in Emotion Regulation Scale (DERS;
Gratz & Roemer, 2004) is a 3t&¢m selfreportmeasure of emotion regulation; the
subscales include neacceptance of emotional response, difficulties engaging in goal
directed behavior, impulse control difficulties, lack of emotional awareness, limited
access to emotion regulation strategies, arkddademotional clarity.

Mindfulness Mindfulness was measured by the Five Facet Mindfulness
QuestionnaireRFMQ; Baer et al., 2008), which is a-&#8m selfreport measure of the
ability to focus oneQOs attention in a-{iolgmental or accepting way ongetiences
occurring in the present moment.

Skill learning Skills learned during group treatment was measured by the-DBT
Ways of Coping Checklist (DBWCCL; Neacsiu, Rizvi, Vitaliano, Lynch, & Linehan,
2010). It is a 66tem seltreport measure for camy styles. Principal component, internal
consistency, tegetest reliability, and content validity analyses suggested that the scale
has good to excellent psychometric properties. Another measure for skills learning is
Knowledge test developed liye expeimenters for this study. It has 10 questions
covering skills modules: mindfulness, distress tolerance, interpersonal effectiveness,
emotion regulation, and validation.

Emotion Intensityvas measured by the Positive and Negative Affect Schedule
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Expanded vision (PANASX; Watson &Clark, 1994. PANAS-X is a sixtyitem measure
which assesses an individualOs perception of which emotions he or she is currently
experiencing as well as how intensely these emotions are experienced.

Shamewvas measured by the Shameentory (Rizvi, 2010), which assesses
global feelings of shame with 3 items and shame in response to specific life events or
personal characteristics with 50 items.

C. Descriptive measurdacludedparticipantsO demographic information, abuse history,
and current relationship qualities.

Client information formThis measure was designed by the experimenters and
has been used in several research protocols. It assesses general demographic information,
including age, gender, race/ethnicity, marital steansual income, and specific abuse
history (perpetrator, length and type of abuse).

Conflict Tactics Scal2 (CTS2). The Conflict Tactics Scal2 (CTS2; Straus et
al., 1996) is a 3%em selfreport measuring verbal reasoning, psychological aggression,
physical assault, and sexual coercion between partners when they have a conflict. This is
to see what kinds of abuse women experience with abusive partners.

Validation and Invalidation Response Scale (VI8 VIRS (Fruzzetti, 2007)
has 16 items to evaltevalidation and invalidation experiees in participantsO
interpersonal relationshipsScoring ranges from 1 (none) to 4 (almost all the time) for
either validating or invalidating partner responseariples of VIRSjuestionsnclude:

1) my partner pay attention and listens carefully (validation), 2) my partner does not
listen to me, ignores me, or even changes that subject when | try to express myself

(invalidation), and 3) my partner tells me that | should not feel what | am feeling, think
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what | amthinking, or want what | am wantingthat my experiences are wrong or not
legitimate (invalidation).

Treatment satisfaction fornthis program evaluation form was designed by the
experimenters and has been used by several research protocols. It agstibAsju
regarding how informative and professional were the phone screening interview, in
person intake interview, assessments, group leaders, skills modules, and treatments
overall.

Overview of procedures.

The praedures are presented in Tabl@ Bese teps are described in further
detail below.

Phone screeningVhen potential participants contacted the clinic, the standard
initial screening over the telephone was given. Participants who met the
inclusion/exclusion criteria (described above) and whaatdd willingness to
participate were asked to providentactinformation. The therapist scheduled an in
person intake appointment with participants and answers any remaining questions. This
phone screening took up to 10 minutes. In addition, a packet of questionnaires (half of a
whole packet to decrease the burden on the subject) was sent to the participant and the
participant was asked to complete the measures and bring them with her tpehsoim
intake. It took about 40 minutes to complete thi$ bithe pretreatment assessment.

In-person intakeWhen a participant showed up for hespi@rson intake, she was
asked taeview andsign a study consent form. The therapist then asked the participant
about: 1) demographic information, including hgearace, education, employment

status and annual income, 2) her abuse history (e.qg., type, perpetrators, duration, and
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severity), and 3) psychological and/or medical problems. Specific details about the group
treatment including its goals, structures,estiiie, and contents were given to the
participant. The ifperson intake was complete after the participant filled out the
remaining prereatment selfeport assessmer(see Table )1 The Institutional Review

Board at the investigatorsO university appi@leprocedures in advance.

Group interventionTreatment consisted of a tvwaay (9amd4pm) DBT group
treatment and included from four to eight participants. Each part of the group was led by
two Masters degrekevel therapists with prior experience praivig DBT. Overall, six
different therapists provided servic@$e therapistalsoparticipated in a DBT
consultation group, which emphasized adherence to the DBT treatrodat These
consultation groups were structured, and a DBT supervisomdtk tran20 years of
DBT experience supervised the therapists.

The treatment content was the same as that offered in tedkRstandard
group treatment for women victims of domestic abuse. All five functions required in a
comprehensive DBT treatment program were provided: 1) enhancing client skills (skill
training); 2) generalizing those skills to their daily life (generalization planning and skill
coaching); 3) increasing their motivation to use alternative skills instead of previous

problematic behaviors (i.e., chain and solution analysed); enhancing therapistafility

and motivation to offer effective treatment consultation team and supervision.

Day 1 treatment included the following education and skill components: a)
psycheeducation about partner abuse, b) learning how to perform a chain analysis of
targetedoroblematic behaviors and how to engage in effective problem solving, c)

psycheeducation about emotion, d) construction of a detailed safety plan, e€) mindfulness
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skills, and f) distressolerance skills. Day 2 treatment included: a) validation and self
validation skills, b) what invalidation from other is, and how to recover from invalidation,
c) interpersonal effectiveness skills (balancing assertion/focusing on goals with
maintaining important relationships and maintaining-sedpect, d) emotion reguian

skills (including both acceptance and change skills), and e) immediateqaistent
assessment.

Treatment curriculum and content

Table 3shows the specific curriculum and topics of the-thay group treatment
and the skills are described in moré¢adebelow. Skills training included key aspects of
all four-skill modules in LinehanOs (189 3kill-training manual and additional self
validation skills and skills for intimate partner abuse recovery developed specifically for
this treatment program (&zzetti,1997).

Mindfulness skillsMindfulness is the core skill in DBT and refers to awareness,
acceptance, and participating fully and deliberately in the present moment without
judgments (Linehan & Heard, 1992). This skill is very important for womeims of
intimate partner abuse because they have difficulty noticing and expressing their
emotional experiences accurately. In addition, mindfulness helps to increase awareness of
dangesrelated cues and avoid the chance of future victimization.

Distress tolerance skillsSThese skills are to teach women victims how to manage
distressing emotional experiences (e.g., memories related to abuse from the previous or
current relationship, isolation, shame, anxiety, fear) without escape into impulsive and
dangerous behaviors. This module consists of cognitive and behavioral strategies such as

distraction, selsoothing, and practicing radical acceptance of painful situations.



25

Emotion regulation skillsEmotion regulation skills help participants to
understad what emotions are, the functions of emotions, and specific strategies to let go
of emotional suffering, reduce emotional vulnerabilities to negative emotions and
increase positive emotional experiences.

Interpersonal effectiveness skilliese skillgeach how to behave effectively in
interpersonal situations: how to get what an individual wants while keeping the
relationship and their sefespect intact, and how to not be taken advantage of. Skills
including practicing assertion and getting suppantf other people improve participantsO
relationships.

Validation and selvalidation.Women victims of intimate partner abuse often
have a pattern of selflame and are judgmental of themselves, which often leads them to
feel shame, guilt, sadness, andestnegative emotions. They usually lack the skills to
validate and normalize their own experiences as a result of the invalidation from their
abusive partners. Thus, validation and-selidation skills may help these women to
become aware of their paulfexperiences accurately and without judgment, which in
turn may help them recover.

Posttreatment measuremertt the end of day 2, all participants completed a
subset of the preeatment measures, in order to assess hypothesatesticalpredictos
of change over the 2 dagétreatment (see Tablg.I'hree months following treatment

participants were asked to visit the clinic foloddw-up assessment (see Tabje 1
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CHAPTER 1l
Results

The 72 participants at the beginning of the study weiverse with respect to
socioeconomic status and ethnicity, and roughly represented the local comomunity
these variables. See Tabléo4 a complete description of the demographic characteristics
of participants.
ParticipantsO Abuse History

Among the 72vomen entering the study, 33.3% reported physical abuse with
concomitant psychological abuse; 6.9% reported psychological abuse only; 5.6%
reported sexual and psychological abuse; and 54.2% repoctedbination ophysical,
psychological, and sexual ad® Psychological abuse was the most frequently reported
type of abuse from physical, psychological, sexual abuse and injury on th2.CTS
Participants also reported low validatifrom their partners (M = 13.69, SD = 8.41; the
maximum score on the validiag scale is 44) ankigh invalidatingresponses from their
partnerdM = 14.68, SD = 4.49; the maximum score on the invalidating scale is 20). For
comparison (Lee & Fruzzetti, in progress), women in the community who were-in non
violent relationships (N 28) reported much higher validating responses from their
partners (M = 34.79, SD = 3.07) and lower invalidating (M = 7.42, SD = 2.72)
experiences from their partners.

Regarding thelurationof abuse, 2.8% reported having been in an abusive
relationshipfor less than or equal to 6 months; 2.8% reportetbnths to 1 year; 42.3%
reported 15 years; 18.3% reportedI® years; and 33.8% reported over 10 years. About

78% of women reported having been abused by a former partner, while 18.1% reported
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that theywere abused by their current legal husbands. About 94% had already left their
abusive partner by the start of the study regardless of their legal marital status (i.e., some
were still married legallyput no longer cohabitatingAll participants who remaed in
cohabitating relationship with the partner who had been abusive reported that they were
presently safe in the relationship. Among the participantshalteft their abusive

partners, 39.4% of them left within a monthttoé intake day and 73% Idt within a

year. See Table 5 for a summary of the abuse experiences that participants reported.
Treatment satisfaction

Participants' satisfaction with the treatment program was very high for: 1) intake
process (M= 8.77, SD=1.41), 2) skills learning (M 9.31, SD= 0.25), 3) group overall
(M =9.5, SD=1.17), 4) treatment assessment£M¥.18, SD=1.34), and 5) group
leaders (M=9.82, SD = 0.7). The maximum possible score was 10 for each area.

Before conducting data analyses, all variables were examined for skewedness and
kurtosis and were found to be distributed normally.

Hypothesis 1: the twday group treatment is expected to increase treatment completion
and reduce the high dropout rate wheompared to the 1®eek standard group
treatment.

Out of the 72 women who completed the intake session, 47 women (65.3%)
completed the -2lay program, with completion defined as attending at least 2/3 of the
program hours. The dropout rate between thakesession and treatment completion
was 34.7% overall. For Hypothesis 1, these numbers were compared to those of the
participants of the T#veek program from an archival data set (dropout/completion rate).

From the archive, we have data for 86 women ftoensame referral sources who
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participated in the standard program consecutively, and who participated in the two years
just prior to the beginning of the twaay program. There were significant differences
between the completion rates of thd& intervation and the 12veek group treatment
program [ (1, N=158) = 37.61,p < .001, 65.3% vs. 17.4% completion, respectively).
In addition, there were sigfitant differencesetween the two grouger Oany
attendanceO in treatmérft(1, N= 158) = 11.05p < .001, 69.4% vs. 43% respectively).
Table 6 shows the proportion of participantsO attendance intheek2and 2day
treatments.

Just over on¢hird (34.7%) of the participants who completed the intake process
and committed to participate in the gradigd not attendat all (30.4%), or started but did
not complete (4.3%}he program. In post hoc data analysis, there were no significant
differences between those who did and did not participate in (dropped out from) the
treatment program on demographi@idcteristics and abuse experiences on most
variables of interest. However, there wewe exceptions that werggnificantly different
betweerdropouts and completera) participantsO annual inco(€1, 67)= 8.56,p
=.005); those who attendeeportechigher annual income than those who dropped out
and,b) therecency withwhich participants left the abusive relationship was significantly
different betweenhese group&-(1, 69)= 7.32,p = .009). Participants/completers
reported having left their abive partners more recently than women who dropped out.
Hypothesis 2: the twday group treatment will help to reduce a variety of common
psychological problems of women victims of intimate partner abuse, including
depression, shame, anxiety, hopelessreastion regulation problems, and negative

affect, and will increase sedfsteem, selfompassion, se#fficacy, mindfulness, social
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adjustment, positive affect, and skill use.

Among these 72 participants, 50 women (70%) attended at least part of the
treatment, 4765% of the original sample and 94% of those who patrticipated in the
treatment) completetthe posttreatment assessmeand 37(51%)completed the in
person3-month followrup assessmendr, 74% of those who engaged in treatment).

There werano significant differences in pitest score on any main outcome
variablegi.e.,depressionshame, anxiety, hopelessnessption regulation problems,
negative affect, seésteem, sel€ompassion, sekfficacy, mindfulness, social
adjustment, positivaffect, and skill ugebetween those who completed ptests (94%
of those who engaged in treatment) and those who did not. Thus, there were no
significant differences between completers and dropouts. Neither were there any
differences on outcome vari&sl between those who completed the follgqw
assessments versus those who did not (participants who did onlggst

Repeated measures ANOVAs were then conducted to examine the changes in the
efficacy of the intervention from piteeatment tgosttreatment and to the1@onth
follow-up. There were significant improvements in the scores foceeipassion, self
efficacy, positive affect, negative affect, and scenbased cognitive and behavioral skill
use. However, there was no significanpnmvement in the scores for selfteem and
scenariebased emotional skill use. The meastandard deviationsnd effect sizefor
the prepostfollow-up assessments are displayed in Table Ha&hs compared across
time are showifrigure 1 .Effect sizesvere calculated to create CohenOs d, where one of
the means from the two distributions is subtracted from the other and the result is divided

by the standard deviation (Cohen, 1962).
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Additional pairedsample analyses were done to detect changes frortopre
posttestand postest to3 months followup. There were significant changes from-ioe
postteston selfcompassion, sekfficacy, positive affect, negative affect, and scenario
based cognitive and behavioral skill usewever, further improvemésniwere found in
the follow-up assessment, only for selfficacy,negative emotion (measured by
PANAS), and scenaribbased cognitive and behavioral skill u€ensidering only from
pre-test to3 months followup, there were significant charsggen seHconpassion self
efficacy, positive affect, negative affect, and scenbased cognitive and behavioral skill
useeven though there were some significant changes back toward pretest levels from
posttest to the 3 months follewp on seHefficacy (t(35) = 2.3, p = .03), scenaribased
cognitive (t(35) = 2.15p = .03), and emotional skill use (1(35) = 3.p4& .01) See Table
8 for changes from préo- posttest to followup.

Additionally, paired samplestésts were then conducted to examine the
differenees in psychiatric and psychological variables between thrgaement and-3
month followrup assessments. There were significant improvements in the scores on the
BSI, BDI-II (depression), hopelessness scale, PTSD severity, interpersonal effectiveness,
emotion regulation, mindfulness, usage of DBT skills and shame. The means, standard
deviations, aneffect sizedor those measures from the ftestto 3-month followup
assessments are presented in Table hadges in means across time are presented in
Figure 2.

Hypothesis 3Improvements (preo posttest) onthe followingvariables are
hypothesizetb correlate withoutcomesat follow-up: (a) selfvalidation, (b) emotion

regulation, (c) mindfulness, (d) skdlarning, (e) decreasedegativeemotiondarousal
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and (f)shame

Regressions were conducted to determine whether changes in hypothesized
predictors significantlgorrelated withpsychological outcomes. Changes from-pre
treatment todllow-up assessments on the pnedictors (e.g., selfalidation, emotion
regulation, nndfulness, skills learninglecreased emotional arousatdshame) were
included as independent variables. Independent variables were regressed on each
dependent variable (i.e., social adjustmemime, depression, hopelessness, BE§D
severity, scenaridased skill use). Prieeatment scores on each outcome measure were
employed as covariates. See Table 10 for correlatior®gpredictors (independent
variables). Changes from ptestto- follow-up inseltefficacywere significantly
correlated with changes in emotion regulation (DERS), mindfulness (FFMQ), and DBT
skill usage (DBTWCCL). Changes iemotion regulatiorirom pre to- follow-up were
significantly correlated with mindfulness (FFM@)\d DBTskill usage (DBTWCCL).
However, the correlations among the predictors were not sufficiently high to interfere
with the performing separategressions for each of the hypothesized predictors, so these
analyses were completed as planned and pexsbetow.

Correlation analyses among outcome measures (dependent variables) indicated
that all the variables were correlated significantly except for scebased skill use
variable. See Table 11 for correlationeéfficients. Additional correlationahnalyses
among prepost change variables were conducted. See Table 12 for correlational
coefficients. The result shows that all the variables were correlated except-for self
compassion.

(a) Selfcompassion and sedffficacy
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Changes in selfompassion see from pre to followup were regressed on the
outcome variables. However, improvements in-sethpassionverenot significantly
associated with improvements in the following outcome variables; social adjustreent (
-.38,R*=.09, F(2,34) 2.84,p = .07), depressior (= -.34,R%= .06, F(2,34)F 2.12,p
= .13), hopelessness £ -.22, R*= .027, F(2,34)% 1.48,p = .24), BSI(! =-.30,R?= .07,
F(2,34F 2.50,p = .09), and PTSD severity € -.34,R*=.032 F(2,34)F 1.58,p = .22).
However, reduceghame ( = -.43,R?= .25, F(2,34)% 6.98,p = .003) and scenaribased
skill use { = .43,RP=.11, F(2,34) 3.36,p = .04)wereassociated with improvements in
selfcompassion.

The same analyses were conductedh wdlfefficacy as an idependent variable
predictingthe outcome variables. Increased-sdlicacy was significantly related to
hopelessness$ € -.62,RF= .37, F(2,32) 10.97,p < .001) and social adjustmemt .30,
R’=.19 F(2,34= 5.44,p = .009). However, improvements in sefficacy werenot
associated with shame € -.12,R*= .01, F(2,34) 1.24,p = .30), depressior (= -.29,
R'=.04 F(2,34F 1.81,p=.17), BSI(! =.37,R*=.07, F(2,34F 2.52,p=.09), PTSD
severity { =-.20,R*=.01, F(2,34) 1.21,p = .30), and scenarbased skill use! (= .37,
RP=.07, F(2,34F 2.52,p = .09).

(b) Emaotion regulation

The same analyses were then conducted with change in emotion regulation
(DERS) from pretestto follow-up as an independent variable. Improvenuenthe
DERS was significantly associated with increased social adjustmen&{,R? = .64,
F(2,34)F 34.01,p < .001), shamel (= .31,R?= .12 F(2,34) 3.64,p = .03), depressior (

= .40,R*= .29 F(2,34)F 8.41,p = .001), hopelessness¥ .49,R?=.31, F(2,34) 9.25p
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.001), BSI(! =.67,R?= .55 F(2,34) 23.45p < .001), and PTSD severity £ .31,R?

16, F(2,34)F 4.58,p = .01). However, improved emotion regulation was
significantly associated with scenatiased skill use! (= -.34,RF= .03, F(2,34F 1.71,p
=.19).
(c) Mindfulness

Changes in mindfulness (FFMQ) from pre to follow wereregressed othe
outcome variables. Being more mindful was significantly assediwith improvements
in social adjustment (= -.23,R*= .30, F(2,34) 8.49,p = .001), shame! (= -.34,R°=.12,
F(2,34F 3.54,p = .04), hopelessness £ -.27, R°= .13 F(2,34)% 3.69,p = .03),BSI(! =
-.33,R*=.23 F(2,34) 6.46,p = .004), and scenatisased skill use! (= .60,R?= .40,
F(2,34F 12.89,p < .00]). However,ncreased mindfulness wastassociated with
improved depression € -.22, RZ= .05, F(2,34) 1.98,p = .15)or PTSD severity!(= -
22,R*=.09 F(2,34F 2.79,p = .07).
(d) Skill learning

Next, skilluse seHreport(DBT-WCCL) was examined as an independent
variable for the outcome measurgwreasedBT skill learning and acquisition were
associated with improvements in hopelessniess-(118,R?= .10, F(2,34) 3.09,p
= .05) and scenaribased skill use! (= .473,R?= .23 F(2,34)F 6.42,p =.004). However,
it wasnotrelevant to improved social adjustmehts(-. 07, R*= .02, F(2,34) 1.43,p
= .25), shamel (= .23,R*= .10, F(2,34) 2.96,p = .06), depressior (= -.02, %= .00,
F(2,34)F 1.03,p=.36),BSI (! =-.146,R°=-.02, F(2,34)F .618,p = .54) and PTSD
severity { = .062,R?=-.05, F(2,34) .062,p = .94).

Knowledge test score (M 82.99, SD= 14.19)was also examined as an
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independent variabl®r the outcome variables. Howeventerestingly,t wasnot
significantly associated with any of the outcome variables: social adjustment (@383,
R?=-.02 F(1,35F .231,p = .63), shame! (= .013,R*=-.03, F(1,35)= .005,p = .94),
depression!(= .104,R*=-.02, F(1,35) .349,p = .55), hopelessness £ -.197,R?= .01,
F(1,35F 1.32,p=.25),BSI (! =-.09,R?=-.02, F(1,35)x .315,p=.57), PTSD severity
(! =-.101,R?=-.02 F(1,35) .339,p = .56) and reactions to scenaribs=(.107,R*= -
.02, F(1,35) .392,p =.53).
(e) Decreased emotional arousal

Change in negative affect (as measured by PANAS) was also examined as an
independent variable for the outcome measures. Decreased negative/agfe
significantly associated with improved social adjustment (40,R*= .57, F(2,34)F
25.14,p < .001), shamel (= .47,R?= .27, F(2,34) 7.69,p = .002), depression € .80,
R?= .65, F(2,34)F 33.59,p < .001), hopelessneds$ .61,R?= .30, F(2,34)x 9.02,p

.001),BSI (! = .69,R*= .67, F(2,34) 34.88,p < .001) and PTSD severity € .68,R*

.73, F(2,34F 49.72,p < .001). However, change negative affect wasotassociated
with scenariebased skill use! (= -.09, R?=-.04, F(2,34)= .24,p =.78).
(f) Decreasd shame
The same type of regression analysis was conducted with changes in shame as the
predictor for the outcome variables. A decrdasshamewas significantly associated
with improved social adjustmenit € .17,R?=.26, F(2,34)= 7.59,p = .002), depression (
= .33,R*=.27, F(2,34F 7.68,p=.002),BSI (! =.28,R*=.29 F(2,34)F 8.62,p < .001),
and PTSD severity (= .31,R’=.25, F(2,34) 7.18,p = .003). Howevereducedshame

wasnotsignificantly associated wittlecreasetiopelessness & .26,R?= .02, F(2,34)%
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1.43,p = .25)or scenariebased skill usel (= -.10,R*=.028 F(2,34)F 1.52,p = .23).
Clinically significant change

Reliable change and clinically significant improvement were calculated according
to the methods described by Truax and Jacobson (IB&Hfle 13 shows thepercentage
of participants who improved and recovered from BDBHS, and PCLC based o
combinaion of reliable change ardinical cutoff scores28.5%83% of participants

were @ecovereatthe 3-month follow-up on tlese measures.
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CHAPTER IV
Discussion

This study examined the utilizati@md completiorof a 2dayDBT intervention
programformat for women victims of IPA compared to a regulamizk program, and
evaluated the effectiveness of this format as an open trial, comparitrggraent levels
of problems with postreatment and follovup scores Predictors and correlates of
outcane were also assesséthe results show that women completed this-tlag format
at significantly higher rates thamthe standard 1%eek program. Data also showed
significant improvements across most variables of interest fromqp®st treatment
and pretreatment to the followup period although a few significant decrements from
posttest to followup were also found

Specifically, participants who completed thel@y program showed significant
improvements in common psychological probleassocited with intimate partner abuse
from pretreatment to 3nonth followup, reportingsignificantly reduced depressi,
shame, anxiety, hopelessness, emotion regulation proldeahsegative affect, and
significantlyincreased sel€ompassion, sekfficacy, mindfulness, social adjustment,
positive affect, and scenasimased cognitive and behavioral skill use. However, there
were no significantmprovementsn selfesteenor in scenariebased emotional skill use.
We must interpret these results with someiocayhowever, because a significant
proportion of women who completed the program did not complete the fajjow
assessment.

Additional analyses were conducted to identify anytpst or postest

differences for those who completed follayw assessmenbmpared with those who did
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not complete the follovup, to determine if there were any factors related to missing data
at the followup assessment. There were no differences aeptdetween the groups.
Selt-efficacy at postest was the only variablé @llow-up on which scores differed
between those who did not complete the follggvand those who did (t(45) = 2.54,

= .01, significantly higher scores for completers). Given no other differences between
those did and did not complete the folloywassessments, we may tentatively conclude
that women who did participate and complete the follgppnassessment were generally
representative of the whole sample of treatmeritqgaants. This helps mitigate

concerns that perhaps the lower participaticesrat the followup reflect a bias toward
women who showed more improvement. Rather, it seems more likely that they represent
follow-up results for the whole sample of treatment completers.

Another posthoc analyses asconducted taletermine whether déer factors,
such aghelength of abuser type of abusénfluencedoutcome. There were no
differences ornthe mainoutcome variablefor length of abusécategorized due to
skewness into three groups5 years; 610 years; and> 10 yeary PTSD sevety was
the only dependent variable that length of alrsdicted(F(2,34) 3.3Q p = .049)
However, poshoc analysis showed marginal significange(055) between the grosip
with less than 5 years and 6 to 10 yeardno difference among other comparisoris.
addition,we testedvhether participants who reported physical and sexual aB8%eaf
the sample, all of whom also reportamoccurringpsychological abugeshowed
different improvements comparedttee entire sampldResuls showed that effect sizes
were similarregardless of whether the subset of women who reported no physical or

sexual abuse per se (i.e., only psychological abuse) were included
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Results suggestt least one largeenefit of the intensive-day program
Increased participation and completion (owér droput) of the treatment program.
There was aignificantly lower droput rate of IPA victims in the twday vs. standard
treatment formatn thestandard treatmeprogram IPA victims were motivated to
receive treatment artdlose who completed the prograeportedvery positive treatment
outcomesyetthe dropout ratevas still more thai@0%, largelydue to uexpectedife
problems.Here, the dropout rate was about half of tihaus, this tweday intevention
provided significantly more intervention (skills, support, and so on) to more wbynen
decreasingheir dropout rate and increasitigeir completion rate

An additional analysis was done to determine whether the length of the waiting
period to geinto treatment (between ptest assessment and the treatment itself) was a
contributing factor in dropout vs. completion. Among the 72 women who completed the
pretest and intended to enter the treatment program, 79.1% (N = 57) waited less than a
month kefore receiving treatment and 73.6% of these (N = 42) completed the program.
In contrast, only 5 out of 15 who waited longer than 1 month to enter treatment actually
completed the treatment. Although these subsamples are small (particular those who
waitedlonger than one month), this does suggest thattwadt is relevant to completion
versus dropout. This is consistent with data from thev@@k program, in which dropout
rates were higher among women who had to wait longartey g#eatment. fis
relationship is not necessarily clear, however. It may be simply that the nature of chaotic
lives of IPA victims interferes with treatment. Perhaps more waiting time simply allows
more time for chaos and disruptive life events to occur that afféity,adr willingness,

to participate in treatment. Regardless, dropout rates among women in the 12 week
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program who only waited up to one month to enter treatment were still three times higher
than women in the current program waiting a similar peri@dqvs. 26%, respectively).
Thus, although wait time is relevant to dropout overall, it does not explain the significant
improvements found in the@ay program. The effectiveness of thid&y intervention

to increase treatment engagement is clearhbbsieed.

However approximately 30% of participants who were eligible for the treatment
still did not complete the program in this studgd almost exclusively dropped out
following the pretest without entering treatment at &lost hoc data analyseentified
only onefactorthat may have contributéd drop out Women who dropped out had
lower annual income than completers, whsciggests thdtnancial instabilityand its
concomitant instrumental implicationsay interfere withcommitment taand
paticipation inthetreatmenprogram This is consistent with the hypothesis suggested
above that negative life event and other chaotic life factors are significant factors for this
population. However,uture research should examihes factor, and otler potential
factors influencing drop outurther in an effort tdothreplicate these results and to
understand them. Consequently, we could impnotezventiors toreducefurtherthe
barriersto treatmentaissociated with thedactors.

Not onlywerethe changes from piteeatment to followup statistically
significant, but also thenagnitudeof theimprovementsn the range of moderate-large
effect sizes. On standardized outcome measures, participantsO scores generally reached
the normal range @te 3 months follow up. For example, approximat28/3% (8 out of
28 who were out of normal range at-pes) of participant<decovere®from depressin,

reporting lower scores thdheclinical cutoff (10 on the BDHII), with average scores
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the nondepressed ranga follow-up assessment (Beck et al., 1998 course, recovery
here is used loosely, and defined-\4gis the BDI. No diagnostic assessment was
performed, so it is not clear how many of these women actually met criteria for major
depression. However, recovery here can reasonably be definednicanieeving both
reliable change and scores that are in the normal range, consistent with standards of
clinical significance.

Onthe Beck HbpelessnesScale, approximately 34.7% of women (25 out of 72)
met criteria forsignificantsuicidal risk at préreatment, according to established cutoffs
(Glanz et al., 1995). However, at follewp treatmen{N = 12) 83.3% (10 out of 12)
OrecoveredO (decreased to thectinital range) orsuicidal risk. On a PTSD severity
scale,87.3% (14 out of 16 of participarns reported less PTSD symptoms at foHopy
(reliable changeand50% (8 out of 16) of women recoveredinically (i.e., scores in the
normal range) at the-@onth followrup (Ruggiero et al., 2003owever,two caveats
exist: 1)thehigh number of missingubjectsat follow-up limits confidence; and 2) we
cannot rule out the effects of time or random effects due to lack of a control group.
Nevertheless, these improvements are consistent (along with rather robust effect sizes)
and suggest that most womdrowed substantial and clinically meaningful benefits from
pre-test to followup!

In fact, effect sizest the 3 months follovupin this 2day progranamong
completers (N = 3Averesimilarto the changes in the standd@weektreatmenfor
completers (N= 31, also at 3 months from pretgatpvidedin Iverson et al., 20Q7n
depressiond = .83 vs.d = .54, respectively), hopelessneds(34 vs.d = .42,

respectively), BS(d = .87 vs.d = .78, respectively) and social adjustmeiht(.58 vs.d
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= .53, respectively)Based on guick costbenefit analysisf these results, this-day
program helped more participants coetplthe program witkimilar outcomeso the
standard progranThis establishes fairly convincingtize feasibility andeffectivenessf
the2-day intervention.

This study also identifiedtatisticalpredictors of outcome. Changes in self
validation (i.e., selcompassion and sedffficacy) were associated with a couple of
improved outcome variables such as shame, scebasied skill us, hopelessness, and
social adjustmenproviding some support for the transactional model, in which self
validating and selinvalidating processes are assumed to affect both emotion regulation
and outcomelmprovements iremotionregulationwereassociatd with most of outcome
variables including improved social adjustment, shame, depression, hopele8Shess,
and PTSD severitysuggesting that emotion regulation is an important psychological
variable for women victims of IPA and thus supportingrtielel. The significant
findings for selfvalidation and emotion regulation also suggest that DBT may be
working as the model suggests, given the emphasis in DBT on both of these processes.
Being more mindful was also associated improved social adjustshame,
hopelessnes8SI, and scenaritvased skill useagain supporting the appropriateness of
DBT for this population

Using more DBT skill§DBT-WCCL) was associated with decreased
hopelessness and scenarased skill use. In addition, decreased negamotionwas
associated with improved social adjustmshamedepressionBSI, hopelessness, and
PTSD severityDecreased shame also was related to improved social adjustment,

depression, BSI, and PTSD severity. This suggests that shame may beutapsrti
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important emotion for this population, integrally connected to dysregulation, and worthy
of heightened attention in treatment. This is, again, consistent with the model and
hypotheses.

In addition, emotion regulation appeared strongly connectedeigpersonal
functioning. There are studies looking at the relation between emotion and social
adjustment in different populations and these results are generally consistent with prior
findings. For example, emotional vulnerabilities were associatedewjiressive
suppression, intrusive/needy or sedintered interpersonal style among women with a
history of non-suicidal seHinjury (Turner et al., 2012). Nelis and colleagues (2011)
reported that improved emotional competencies in undergraduates indretasiedal Os
psychological wetbeing and quality of social relationships.

However, for each predictor, a couple of dependent variables were not
statistically significant. The small sample sizrild be the reason (n=37), and a bigger
sample size could ake the regression analyses stron§féith a follow-up sample of 37,
these analyses were generally underpowdetierthelesdyecause of rather large effect
sizes in generatesults indicate that hypothesized predictperated as expected and
were rehted tomprovements across multiple outcome domains.

Another potential advantage of this talay program is the feasibility of the
format (12 hours for 2 days) for dissemination. The group formattedtsinort
intervention can be costifective for mentbhealth systems and result in higher access
for low-income women, while still costing relatively little due to the group nature of the
intervention, and the overall reduction of therapist hours by 50% (from 12 weeks at 2

hours per week, or 24 hours of thpist intervention time, to 2 days at 6 hours per day, or
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12 hours of therapist intervention time). The outcomes of the study indicate that this
program meets the needs of participamd the high consumer satisfaction complements
the formal assessmeratd. Thus, this program can be beneficial for both mental health
systems and potential clients, most of whom are currently underserved (or not served at
all).

Despitethe positiveimpact of this 2-day program there were some unexpected
null results. Firsof all, it is interesting that participantsO-ssifieem did not change from
the preest to follow-up assessmemthile sel-compassion and sedffficacy scoreslid
change significantly. From correlational analyses, changes iestelém wrenot
significantly correlated with changes in sefficacy ¢ = .05,p =.37) and changes in
self-compassionr(=-.27,p = .37).This is unexpected and difficult to explain clearly.
One hypothesis is that participants were able to validate themselves and be
compassionate throughout the treatment, but seeing themselves as valuable and worthy
individuals can be a further stePerhaps changes in seldteem would emerge at a later
follow-up date.

Secondlypnly emotional skill use variable among scendrasel skills did not
changgwhereas cognitive and behavioral skills showed significant improvement)
Considering that IPA populations have emotion regulation difficulgesning to
respondmorewith primary emotions instead of secondary emotions in cowiligations
could be challenginfpllowing only a 2day programeven though the treatment puts
strong emphasis dhis as an important treatment tatrg&hother possibility is that some
women actively suppressed their emotion, and treatment helpedé&uveme more

aware of their negative emotional experiences, resulting in the current findings. Future
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research would need to assess this kind of pattern to determine the possible subtypes or
processes involved in their emotion regulation difficulties at@sg and whether and
how they change following treatment.

Thirdly, knowledge test scaseverenot associated with any of the outcome
measures on regression analy¥és.can hypothesize that 10 questions covering 5
modules, 1) did not cover the content of skills enough, and/or 2) knowledge, per se, is not
particularly related to outcomdt may be the case that women indeed learned and began
to use quite a few relevapsychological skills given their general improvements on the
scenariebased skill use measure, but could not necessarily describe what they were
doing.

Furthermorechanges in selfompassion and sedffficacy were not associated
with many ofthe outcome variables; change in setfmpassion scores was related to
shame and scenasiimsed skill use; change in sefficacy was related to hopelessness
and social adjustmenit addition,improved DBT skill use (DBIWCCL) was only
associated with hopedeness and scenaiased skill usé=rom asuicidal borderline
personality disorder (BPD) populatiaime mean score of DBWCCL was 1.43 and
scores increased to 1.89 (a 15.33% increase) after receiving 12 months of DBT treatment
(Neacsiu, Rizvi, & Linehn, 2010). In this study, the preatment mean score was 1.78
and it increased to 1.86 (a 4.7% increase) at 3 months fallowlthough the change
was statistically significant, the baselismoresvererelatively high Further research
should establis what range of scoresassociated with sustained wbking, and this
would help us understand the present resditsvever, DBTWCCL follow-up scors

weresignificantly correlated with followup FFMQ ¢ = .54,p < .01), selfefficacy ¢
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=.63,p<.01), DERS (=-.33,p<.05), positive affectr(=.39,p < .05), hopelessneg¢s
=-.34,p < .05), scenariebased skill usér =.52,p < .01), which indicated that learned
DBT skill use was associated with improved mindfulness,-setfppowerment, emotion
regulation, positive affect, hopelessness, and scehased skill useas expected

There are several limitations of this study that must be acknowledged. First, there
was no randomizecontrol condition. Considering the absence of any standard treatment
for this populationa feasible control condition would be either women on a wait list,
thosereceivingindividual treatment, or the standard format of the DBT program for
women victimsof IPA. Because of this populationOs urgent needshtpk droput rate
while waiting to bdreatedcosts, and thpresenfocus on feasibility and completion
analysis of this new format, we ruled out a randomized wait list as well as these other
potertial control groupsGiven the promising results of this tvday formatfuture
research needs to compé#rwith a randomized control conditiar some kindo rule
out a variety of potentially confounding factors such as demographic vayiablse
history, and even the effects of time

Additional studies need to be conducted to determine whether treatment effects
were the result of the targeted treatment components or due to nonspecific factors
including therapeutic alliance, group supportsimply the passing of time. Time per se
seems unlikely to account for the effects given the long duration of difficulties women
repored, plus the very short passage of time in the present intervention. In future studies,
it IS necessary to compaitee present program witbther interventions in order to isolate
the effective treatment compone(gsich as a support groupthout skills)

Another important limitation is the low participation rate at the follgw
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assessment. Although it appears thaséhwho did complete the folleup assessment

are representative at least of the group of treatment completers, and likely the whole
sample, the number of missing subjects at that time is still problematic and limits
confidence in the follovwup data, requing replication. It is also a difficult problem to

solve. Financial incentives were offered, and may have helped increase participation in
that assessment, but not enough. Having more resources to track participants down and
perhaps do home visits, &d conference or telephone assessments (and hence more
research resources) may be needed.

In addition, from postreatment to followup treatmentthere were few
continuingsignificantimprovementsincluding selicompassion, positive emotion
(measured byPANAS) and scenaribased emotional skill usBespite medium to large
effect sizes on key outcomes, it appears the 2 day intervention is helpful immediately, but
maybe not enough to show enduring results on certain process variables. Bezause
follow-upis limited to 3 monthsye alsodo not know whether the treatment gains were
maintained after 3 months. Therefdiengerterm follow-up is needed to see if these
results hold up at all over time

Even thoughhere were statistically significant changesall measures from the
pre-test to the 3nonth follow up, some participantentinued taeportdistress in the
clinical range at the-ghonth follow up. For those women, longer treatment could be
helpful, or possibly treatment with a different focuspuatybe individual or more
intensive treatmenEurther research needs to determine the optimum length of treatment
andwhetherbooster or follow up sessiogsuld be usefulFuture studies, with a larger

sample, could begin to identify factors that migHphaetermine in advance whether this
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kind of intervention is more or less likely to be helpful to women victims of IPA.

In addition, statistical predictors in this study were limited to correlating them
with outcomes. In future studies, those predictomukhbe explored at multiple points
over time as mediators of outcome, and evaluated properly, with earlier changes putative
mediators used to predict longerm outcomes.

In summary, the results from the present study do prowioiestevidence that the
2-day intervention decreased doap rates and increased completion rates overall for
women victims of IPAcompared to the 1@eek format of the progrann addition, the
treatment turned out to lvery effectiveoverallin increasing participantsO psyldgical
distress and increasing their wbiing Another strength of this study is that the sample
of this study mirrored the community IPA victims, largely underservedjicame
women, for whom this program was developEuerefore, this interventiorppears to
help removeat least some dhe treatment barriethat previously resulted in very low
treatment completiomndshowed significanbenefits for women victims of IPA who
need help transitioning frommabusiveenvironment to aafer angsychobgically less

distressedife following theirabuseexperiences
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Overview Measures used
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Summative
Evaluation

Phone

Measure
Screen

Pre

Post

3 Mon
F/U

Phone Screening X

Descriptive

Client Information Form

Conlflict Tactics Scale-2 (CTS-2)
Validation and Invalidation Response
Scale (VIRS)

Client Satisfaction Evaluation

Client Follow-up Form

<

X

Self-
validation

Rosenberg Self-Esteem Scale
Self-compassion scale
Self-Efficacy Scale

e laliole

Emotion
regulation

Difficulties in Emotion Regulation Scale
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Mindfulness

Five Facet Mindfulness Questionnaire
(FFMQ)

Skills
learning
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DBT-Revised Ways of Coping (DBT-
WCCL)
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Knowledge Test

Emotional
arousal

Positive Affect Negative Affect Scale
(PANAS)

Shame

Shame Inventory

Outcomes

Shame Inventory

Brief Symptom Inventory (BSI)

Beck Depression Inventory-1I (BDI-II)

Beck Hopelessness Scale (BHS)

PTSD Checklist for Adults (PCL-C)

Imaginary scenarios

Inventory of Interpersonal Problems-25
(ITP-25)

Rl Il e i e

Rl Il e i e

Time needed

Minutes 10

o0
W
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O
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Table2

Overview of Procedures

Procedure
1 Phone screening
Screening 2 If eligible, participants are invited to a regular intake
3 Send 1/2 packet afuestionnaires (40 min) to contact address and

participants to complete them

1 Participants bring complete packet of questionnaires
Intake 2 Participants sign a study consent form
3 Regular intake
4 Pgr';icipants are asked to fill out the rest ofdbestionnaires (45
min

Orientation and commitment

1 Day 1 treatment
Treatment
Program 2 Day 2 treatment
Posttreatment questionnaires (15 min)
1 Reminder phone call for followp assessment
Follow-
upin3 2 Attend and complete follow uguestionnaires (90 min)
months

3 Get incentive ($50 Visa gift card)




Table 3

Outline for Dialectical Behavior Therapy Weekly Topics Modified for Female Victims of

Intimate partner abuse Program

Time

Topic

Pretreatment

Baseline Assessment

Day 1
Morning

Welcome statements
Pass out name tags and pens
Introductions
Tell us about yourself briefly
Why are we doing this?
Group schedules
Treatment rationale
Targets

Psycheeducation about abuse
What is abuse?
Effects of abuse
Internalization of invalidation from others
Judgments
Selfinvalidation

Chain analysis
Making and understanding a chain
Primary and secondary emotions
Problem solving
Skills using
Mindfulness/ Being nofjudgmental/ Selvalidation

Lunch

Safetyplan, optional

Day 1
Afternoon

Mindfulness
What is mindfulness?
Wise mind (Diagram)

MindfulnessWhat skills
Observation (Bell)
Description (Breathing)
Participation (Walking)

MindfulnessHow skills
Non-judgmental (Judging vs. describing celebrities)
Onemindful (Writing with a nordominant hand)
Effective (OneOs own experiences)

Chain again + Mindfulness

Distress tolerance
What is distress tolerance?
Distress tolerance skills
Self-soothing (Making oneOs own ssdbthing list)
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Radical acceptance

Chain again + Distress tolerance

Homework

Mindfulness
Self-validation
Letting go of judgments

Day 2
Morning

Welcome back!

Day 1 Review

Questions and answers

TodayOs schedule

Mindfulness (Leaves on a stream)

Validation
What is validation?
Why is it important?
How to do validation
Practice validation (F*** My Life)
Role play (Getting validation from others)

Self-validation
What is selvalidation?
How to validate yourself?
Make your chain and do selflidation

Invalidation
What is invalidation?
What is invalidated?
Recovery from invalidation
Mindfulness
Self-validation
Distress tolerance
Radical acceptance

Interpersonaéffectiveness

What are interpersonal effectiveness skills?

Goals

How to get what you want (DEAR MAN)
How to maintain relationship (GIVE)
How to keep selfespect (FAST)

Lunch

Mindful eating

Day 2
Afternoon

Emotion regulation
What is emotion regulation?
Mindful of current emotions
PLEASE MASTER
Acting opposite

Emotion regulation
How to build up more positive emotions
Selecting and planning positive events
Activation

Chain again + Emotion regulation
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Homework Chain analysis
Practice pleasant events
Self-validation
Posttreatment Posttreatment assessment
Follow-up Follow-up assessment

(in 3 months)




Table4

Demographic information (N =72)
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Age N (%) Race N (%) Education N (%)
<20 3 (4.2%) Asian 2 (2.9%) Less than high school 4 (6.1%)
21-<30  21(29.2%)  Caucasian 52 (74.3%) GED/High grad 15 (23.1%)
31-<40 22 (30.6%) Hispanic 10 (15.7%) Some college 27 (41.5%)
41-<50 15 (20.8%) Native 4 (5.7%) College grad 12 (18.5%)
American
51-<60 11 (15.3%) Post grad 7 (10.8%)
Annual income N (%) Marital status N (%) Occupation N (%)
<5k 32 (46.4%) Single 38 (53.5%) Unemployed 28 (40%)
5-<15k 15(21.7%) Married 8 (11.3%) Professional 10 (15.3%)
15-<25k 7 (10.1%) Separated 11 (15.5%) Student 8 (11.4%)
>25k  15(21.7%)  Divorced 13 (18.3%) Sales 9 (12.8%)
Homemaker 3(4.3%)
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Table 5

Abuse experiences of participants (N=72)

Abuse type N (%) Abuse length N (%) Perpetrators N (%)
Physical & psych 24 (33.3%) < 6 months 2 (2.8%) Current 13 (18.1%)
husband
Psychological only 5 (6.9%) 6- <12 months 2 (2.8%) Ex-husband 25 (34.7%)
Sexual & psych 4 (5.6%) 1- <5 years 30 (42.3%)  Ex-boyfriend 31 (43.1%)

All of the above 39 (54.2%)  5-<lOvyears 13 (18.3%)

>10 years 24 (33.8%)

Left, when? N (%) Current protection N (%) CTS-2 M (SD) Range
order
<lmonth 28 (39.4%) Yes 30 (42.3%) Total 99.51 39-234
(47.62)
Imonth - <lyear 24 (33.8%) No 41 (57.7%) Physical 30.04 12-72
(22.77)
1- Lyears 10 (14.1%) Psychological 30.81 8-48
(12.30)
2- <Syears 5(7.1%) Sexual 10.18 7-42
(11.86)
Injury 11.93 6-36

(9.70)
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Table 6

Proportion of participants in 12-week and 2-day treatment attendees (N, %)

Session attendance 12-week 2-day

Any attendance 37 (43%) 50 (69.4%)
Completed (! 2/3 sessions, 15 (17.4%) 47 (65.3%)

Did not participate atall 49 (57%) 22 (30.60)

Total 86 72




Table 7
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Mears, StandardDeviatiors and Effect Sizeg®treatment N=2, posttreatment N=47,

3-monthgfollow-up N=37

Self-esteem Self-compassion Self-efficacy
M SD M SD M SD
Pretreatment 23.00 6.11 21.58 10.75 28.43 5.78
Posttreatment 20.68 5.82 37.68 5.90 32.79 3.57
3-months FU  20.45 7.17 39.11 10.69 31 6.07
F (p) 1.29 (.27) 29.20 (.000) 11.75 (.000)
d 1.63 43
Positive Affect Negative Affect Scenariebased skill use
total
M SD M SD M SD
Pretreatment 54.06 15.67 95.18 25.61 20.81 1.85
Posttreatment 69.89 17.02 79.36 22.15 23.16 5.82
3-months FU 65.94 20.20 70.49 24.71 22.17 2.60
F (p) 26.93 (.000) 14.42 (.000) 20.74 (.000)
d .65 .98 .60
Scenarios Emotional Cognitive Behavioral
based skill use
M SD M SD M SD
Pretreatment 20.62 2.36 21.13 2.53 21.06 2.58
Posttreatment 20.26 2.1 24.46 3.61 24.36 2.85
3-months FU 19.63 2.35 23.36 4.17 23.16 2.75
F (p) .80 (.443) 16.71 (.000) 22.69 (.00
d .64 .78




Table 8
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Paired sample t Test Results for pte- post follow-up assessments (pt@-post: N=47,
postto-FU: N=37, and preto-FU: N=37)

Comparisons t(36) p

Self-esteem Preto-post 1.78 .81
Postto-FU -.112 91

PreFU 1.25 21

Sel-compassion Preto-post -.89 .00
Postto-FU -77 44

PreFU -7.28 .00

Self-efficacy Preto-post -4.83 .00
Postto-FU 2.23 .03

PreFU -2.80 .00

Positive Affect  Preto-post -5.50 .00
Postto-FU 151 13

PreFU -5.19 .00

Negative Affect Preto-post 2.93 .00
Postto-FU 2.23 .03

PreFU 5.35 .00

Scenariebased Preto-post -7.23 .00
skill use: Total Postto-FU 291 .00
PreFU -3.41 .00

Emotional Preto-post .62 .53
Postto-FU -.81 41

PreFU  1.77 .08

Cognitive Preto-post -6.47 .00
Postto-FU 2.15 .03

PreFU -3.43 .00

Behavioral Preto-post -7.25 .00
Postto-FU 3.14 .00

PreFU -3.82 .00
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Table 9

Mean and Standard Deviation of BSI, BDIBHS, PCL-C, IIP-25, DERS, FFMQ,
WCCL, and Shame at pteeatment and 3nonths followup (N=37)

BSI BDI-lI BHS PCL-C 11P-25
M SD M SD M SD M SD M SD
23.88 10.40 6.59 4.83 50.82 14.87 38.40 17.38

Pretreatment 91.75 39.17

3-months FU 54.99 44.97 13.80 1361 496 450 38.17 16.18 28.43 16.83

t (p) 4.50 (.000) 5.15 (.000) 2.13 (.004) 6.02 (.000)  6.21 (.000)
d 87 83 34 81 58
DERS FFMQ WCCL Shame
M SD M SD M SD M SD

Pretreatment 94.49 18.00 120.99 17.14 1.78 .41 2.16 0.46

3-months FU 81.01 19.35 13252 2451 186 .54 155 0.65

t (p) 4.83 (.001) 3.45 (.000) 1.37 (.001) 5.43 (.002)

d 72 .54 .16 1.08

Note.BSI=Brief Symptom Inventory, BDlI=Beck Depression Inventory, BHS=Beck
Hopelessness Scale, and RCEPost Traumatic Stress Disorder ChecKiistilian
Version, IIR25=Inventory of Interpersonal Problet2S, Difficulties in Emotion
Regulation Scale, FFMQHE Five Facet Mindfulness Questionnaire, WCCL=DBT

Ways of Coping List, and Shame=The Shame Inventory.
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Table 10

CorrelationsAmongPredictors (changes from ptestto follow-up)

Measure Compass SES Efficacy DERS FFMQ WCCL Knowledge PANAS Shame

test -Neg
Compass 1
SES =274 1
Efficacy -.27 .05 1
DERS -.25 A9 -.43% 1
FFMQ .27 -.03  .38* -.56** 1
WCCL .315 .002  .60** -44** .29 1
Knowledge .26 -.24 .33 -.16 A5 .26 1
test
PANAS- -.24 A1 -.30 24 -.19 -.20 -.06 1
Neg
Shame -.90 .35* -.04 A3 -.30 .28 -.16 .23 1

*p < .05. **p < .01.

Note.Compass=Sel€ompassion Scale, SES=Rosenberg-Esteem Scale,
Efficacy=Seltefficacy Scale, DERS=Difficulties in Emotion Regulation Scale,
FFMQ=The Five Facé¥lindfulness Questionnaire, WCCL=DBWays of Coping List,
PANAS-Neg=NegativéAffect Scale, and Shame=The Shame Inventory.



Table 11

Correlations Between Outcome variables
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Measures IIP-25 Shame BDI-II BHS BSI PCL-C Scenario
[IP-25 1

Shame 50** 1

BDI-II .65**  GO** 1

BHS 56** .39* .60** 1

BSI 75%*  B7** .76** .66** 1

PCL-C B7**  5e** .76** A3Fr 7 2%* 1

Scenario  -.28 -.18 -.16 A2 -.28 -.04 1

*p < .05. **p < .01.

Note.lIP-25= Inventory of Interpersonal Proble/®S, Shame=The Shame Inventory,
BDI-lI=Beck Depression Inventory, BHS=Beck Hopelessness Scale, BSI=Brief
Symptom Inventory, PCIC=Post Traumatic Stress Disorder Checklstilian Version,

and Scenario = Scenatfmmsed skill use.
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Table 12

Correlationsamongpre-post changegchanges from prgest to post

Measure Compas®n SES Efficacy PANAS-Pog PANAS-Neg Scenario
Compasi®n 1

SES .18 1

Efficacy .24 -.05 1

PANAS-Pos 13 - 41 32k 1

PANAS-Neg -.08 31 -.37* -.48* 1

Scenario -.02 - 45%* .23 - 42 -.28 1

*p < .05. **p < .01.

Note. Compas®n=Selfcompassion Scale, SES=Rosenberg -Esteem Scale,
Efficacy=Seltefficacy Scale, PANAS0os=Positive AffecEcale PANAS-Neg=Negative
Affect Scale,and Scenario=Scenasimmsed skill.
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Table B

Percentages of Improved and Recovered participants oAlIBBHS, PCIL-C at follow
up

Measure PreN N (data available N (% N (% N (% unimproved
at FU) improved) recovered) or deteriorated)
BDI-II 53 28 24 (85.%6) 8 (28.%%) 4 (14.2%)
BHS 25 12 11 (91.86) 10 (83.30) 1(8.20)
PCL-C 35 16 14 (87.86) 8 (50.00) 2 (12.%0)

Note.PreN = Number of participants who were in distressed raaigeetest N =
Number of followup completers who were in distressed range atgsteBDI-11=Beck
Depression Inventory, BHS=Beck Hopelessness Scale, andCREbst Traumatic Stress

Disorder ChecklisCivilian Version.
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Figure 1 Processriented change€hanges in Sekésteem, SelEompasison, Self

efficacy, Positive affect, Negative affeafjd Scenaribased skill use (emotional,

cognitive, behavioral) from prgeatment, postreatment, to 3nonths followup.

Note.Selfesteem=The Rosenberg SEBteem Scale, Setibmpassion=The Self
Compassion Scale, Sedfficacy=The General SeEfficacy Scale, Positive affect and
Negative affect=measured by Positive Affect and Negative Affect Schedule.
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Figure 2 Primary outcomes on psychological variablésanges in DERS, FFMQ, DBT
WCCL, Shame, BSI, BDI-Il, BHS, PCL-C, and IIR25 from pretreatment to 3nonths
follow-up.

Note.DERS=Difficulties in Emotion Regulation Scale, FFMQ=The Five Facet
Mindfulness Questionnaire, DBWCCL=DBT-Ways of Coping Checklist, Shame=The
Shame Inventory, BSI=Brief Symptom Inventory, BIDBeck Depression Inventory,
BHS=Beck Hopelessness Scale, PCEPost Traumatic Stress Disorder Checklist
Civilian Version, and IIF25=Inventory of Interpersonal Probles®s.



