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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-
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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 
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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.  
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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, OÕLeary, & Schlee, 1999).  

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 
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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 among 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). Stress-related 

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 demonstrate elevated rates of moderate to severe anxiety, 

depression, substance use disorders, and PTSD, again indicating that the effects of 

intimate partner abuse are often long-term (Campbell & Soeken, 1999).  

Victims are also disempowered socially by losing autonomy 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 abuse) were more likely to 

describe significant interference with their social functioning compared to women who 

had not experienced any type of abuse. Limited social functioning confines victims to 

receive social support, which in turn interferes both with coping with and escaping from 

violent relationships (Marmot, 2006). These disempowered outcomes are assumed to 
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include three domains: 1) intrapersonal, 2) interactional, and 3) behavioral (Zimmerman, 

2000). Intrapersonal disempowerment includes negative feelings about oneÕs self, oneÕs 

ability to deal with a situation, and oneÕs 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 and without any sense of control in 

their relationships. Interactional disempowerment may include thoughts that prevent 

women from labeling her abuse accurately, and may reinforce misinformation and self-

blame about abuse and block women from understanding the abusive dynamic that they 

often face. Disempowered behaviors include not having coping skills to address the 

problems at hand, but rather having behavioral repertoires that likely increase a womanÕs 

stress level and withdrawal from social and other resources that could have promoted her 

strengths (Kasturirangan, 2008).  

Another serious problem of intimate partner abuse is that it frequently continues 

both with current partners and even into new relationships. Victims have ongoing 

vulnerability to further abuse from the same partner, and from future partners (Fruzzetti 

& Lee, 2011). Although the rates of re-abuse vary from 1.6% (Ford & Regoli, 1992) to 

93% (Jacobson, Gottman, Gortner, Berns, & Wu, 1996) depending on which definition 

and research methods are employed, 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 risk of 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 
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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 womanÕs cognitive and emotional process (Davies & Frawley, 1994). Thus, intimate 

partner abuse results in multiple problems for victims across varying domains. 

Current interventions for women victims of intimate partner abuse  

There are only a few treatment programs that focus specifically on the problems 

of intimate partner abuse victims, and no published studies to date have employed a 

randomized controlled study to evaluate treatment 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 well-being is also 

essential when looking at the severity of the emotional consequences and lingering 

effects of IPA even after the violence stops.  

Since the 1990s, there have been some support groups, psycho-educational 

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 evaluations of these 

programs generally did not measure psychological outcomes. Rather, the dependent 

measures focused on other important outcomes, such as subsequent violent incidents, 

help-seeking behaviors, or locus of control. Only a couple of studies have evaluated 

social support, quality of life, or self-esteem, and there were problems with sampling 
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(small sample size, non-probability sampling, or non-randomized sampling), absence of a 

comparison group, lack 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 reasons: a) womenÕs shelter stays may inherently 

reduce violent incidents due to lack of access to the victim, but safety may or may not 

endure post-shelter, b) self-esteem did not change, and/or c) interventions did not seem to 

be clearly beneficial psychologically.  

Recently, psychoeducational and some standard psychological treatments have 

been somewhat successfully employed with women 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 (N=18) in shelters, HOPE (Helping to Overcome PTSD 

through Empowerment) showed significant and clinically meaningful decreases in PTSD, 

depression, and showed an increase in personal and social resources among participants. 

These results lasted up to 6 months after participants left the shelter (Johnson & Zlotnick, 

2009), and thus are quite encouraging. In addition, a large study evaluated cognitive 

trauma therapy for battered women with PTSD (N=125) and showed large reductions in 

depression and guilt and substantial increases in self-esteem, and the gains were 

maintained up to a 6 months follow-up (Kubany et al., 2004). However, the vast majority 

of women leaving abusive relationships do not have PTSD per se; instead, many other 

problems are prevalent, even in the absence of PTSD such as low self-esteem, depression, 

anxiety, interpersonal difficulties, substance use disorders, and/or suicidality (Cascardi, 
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OÕLeary, & Schlee, 1999). Specifically, only about 30% of this population of IPA victims 

meets the diagnostic criteria for PTSD (Carcardi, OÕLeary, & Schlee, 1999; Mechanic et 

al., 2011). Thus, although there are promising interventions for IPA victims with PTSD, 

there is a need for effective treatments focusing on alleviating the general psychological 

problems that intimate partner abuse victims have for the majority of IPA victims whose 

problems do not center around PTSD.  

Emotion regulation difficulties of women victims of Intimate partner abuse 

Problems in managing emotion recently have been identified as an underlying 

core problem for intimate partner abuse victims recently (Iverson, Shenk, & Fruzzetti, 

2009; Lee & Fruzzetti, in review). Given the multiple psychological problems that result 

from intimate partner abuse, emotion regulation may be an important treatment target 

(mediator of outcome) for women victims of intimate partner abuse. Emotion 

dysregulation refers to deficits in a personÕs ability to experience, express and modulate 

oneÕs emotion while still acting effectively (in the service of long term goals) in the 

context of intense or aversive emotional experiences (Fruzzetti et al., 2003; Gross et al., 

2006). Emotion regulation difficulties contribute to dysfunctional coping responses 

including substance abuse, impulsivity, poor decision-making, interpersonal problems, 

and psychological distress (Linehan, 1993a). 

Several researchers (Fruzzetti et al., 2005; Fruzzetti & Worrall, 2010; Linehan et 

al., 1993a) have proposed a transactional model to explain how pervasive emotion 

dysregulation develops. According to the model, emotion regulation difficulties result 

from an ongoing transaction between an individualÕs emotional vulnerability (to become 

dysregulated) and 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., emotion sensitivity and reactivity, sometimes described as 

hypervigilence, and possibly a slow return to emotional baseline) transacts with 

invalidating responses from an abusive partner to result in emotion dysregulation and 

distress. Invalidating responses are a core characteristic of intimate partner abuse, which 

includes chronic non-acceptance, rejection, criticism, distrust, disrespect, contempt, 

Òcrazy-makingÓ responses, and disregard for the other partnerÕs personal worth, opinions, 

emotions, abilities, and so on (Lee & Fruzzetti, in review; Iverson et al., 2009). Punishing 

and pathologizing the womanÕs valid thoughts, feelings, beliefs, and behaviors increase 

her emotional arousal and leads to dysregulation. The abused partner often experiences 

shame, grief, fear, anxiety, and self-blame, which can become chronic and pervasive over 

time. In these relationships, victims become hypervigilant and sensitive not only to the 

abuser, but also to other people, situations, and their own experiences, in part because it 

functions to maintain the victimÕs safety. However, these behaviors are not effective in 

the long term, after victims transition to a safe environment. Hypervigilant behaviors 

likely contribute to affective, interpersonal, and practical problems after they leave their 

abusive partners. For example, women feeling persistent fear, sadness or shame may 

experience an associated urge to isolate from others. This decreases opportunities for 

social support, which in turn can maintain or exacerbate depression and anxiety. Thus, 

living in an extreme invalidating environment such as one including intimate partner 

abuse is one pathway to problems with emotion dysregulation (Lee & Fruzzetti, in 

review; Iverson et al., 2009; Fruzzetti & Worrall, 2010). The transactional theory model 

also provides 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 co-occurrence of multiple emotional and behavioral problems across various 

forms of intimate partner abuse.  

Dialectical Behavior Therapy: Adaptations for women victims of intimate partner abuse 

Dialectical Behavior Therapy (DBT) was originally developed to treat chronic 

and pervasive emotion dysregulation in the form of borderline personality disorder, in 

part by helping people to use emotion regulation, mindfulness, interpersonal and distress 

tolerance skills (Linehan, 1993a). DBT has been shown to treat not only chronic 

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. 2000; Linehan et al., 1991; 2006; Rathus & Miller, 2002) and other 

problems common among people with severe emotion dysregulation such as eating 

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

et al., 2002), and chronic depression (Lynch, 2003; & Chapman, 2004). Thus, both 

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 of intimate partner abuse. However, most abused 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 engaging in psychological programs (Greenfeld et al., 1998). 

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

those who need this kind of help.  Group treatment, particularly if relatively brief, can 
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decrease the financial burden of women victims and thus increase their access to 

treatment. An adaptation of DBT was developed specifically to treat women victims of 

intimate partner abuse in an efficient, brief group format. In its current form, the program 

is free and lasts for 12 sessions (2 hours each), and includes all five functions of 

treatment that define a comprehensive DBT program: 1) enhancing client skills and 

capabilities via skill training; 2) generalizing those skills to daily life; 3) increasing client 

motivation to use skillful alternatives to previous problematic behaviors through 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 of available family interventions; and 5) enhancing therapist skills and 

motivation to treat clients effectively through weekly consultation team meetings. 

Women may also benefit from the group indirectly because they can get support, 

validation and normalization of their experiences from other group members, which in 

turn may help them to reduce self-invalidation, self-blame and shame (Iverson et al., 

2009). Women are taught a range of psychological skills in order to manage their 

emotions, maintain their safety, and make effective decisions. In an open trial, intimate 

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 and emotional well-being. Consumer satisfaction with the treatment 

was also high (Iverson et al. 2009). Therefore, DBT appears to be a promising treatment 

for this population.  

High dropout rate from DBT and other treatments 

Despite the utility of our group treatment for women victims of intimate partner 
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abuse, high rates of Òno-showsÓ for the intake session and high dropout rate between 

intake and completion of treatment (up to 50% to 70%) limit treatment effectiveness to 

some extent. Even among victims who are court-ordered to undergo treatment, only about 

50% attended the first session (Lee & Fruzzetti, 2009). High dropout rates are not 

specific to DBT, but are a very consistent problem among similar treatment programs 

across the country (e.g., Van Minnen, Arntz, & Keijseres, 2002). In order to try to 

improve treatment engagement and retention, Lee and Fruzzetti (2009) developed a very 

brief pre-intervention based on DBT commitment strategies. The procedure included very 

brief goal setting, problem solving potential barriers to participation, building on previous 

treatment experiences, or a focus on managing negative emotions associated with 

dropping out. Although results showed no significant initial attendance improvement 

following the enhanced commitment intake strategies, the treatment completion rate 

favored the brief commitment intervention (46% completion for the enhanced 

commitment group vs. 28% for the standard group). Follow-up interviews showed that 

many women who dropped had unexpected problems (e.g., childcare, transportation, 

divorce process) even though the difficulties they had anticipated did not get in the way. 

Many participants who dropped out could not be contacted for further assessment 

because they had changed their phone numbers or moved. These follow-up data suggest 

that the participantsÕ chaotic lives could significantly interfere with attempts to increase 

participation and complete the program.  

With exceptionally high program satisfaction among participants and excellent 

demonstrated outcomes, 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, including substantially more commitment work every week for 12 

weeks is one option. However, the chaotic lives of this population could still interfere, 

even though they may be highly motivated to participate. Another idea is to offer a 

similar treatment package, but deliver the treatment over a shorter period of time.  

Evaluating the effectiveness of this latter approach in reaching more women is the 

purpose of this study. 

Current Study: Intensive two-day Group Treatment for Women Victims of Intimate 

Partner Abuse 

The purpose of this study was to develop and evaluate retention in a two-day 

intensive group treatment for women victims of intimate partner abuse. This two-day 

group treatment utilized essentially the same content as the original 12-week treatment 

program for women victims of intimate partner abuse. Thus, this intensive treatment 

program also taught DBT skills (e.g., mindfulness, emotion regulation, distress tolerance, 

self-validation, interpersonal skills) and helped women apply these skills to improve their 

safety in present and future relationships, enhance their emotional well-being and reduce 

psychological distress, and to empower themselves.    

In addition, we explored several correlates of outcomes of the two-day 

intervention. There are several key constructs that likely are associated with the change 

process for women who have been in abusive relationships: 1) self-validation, 2) emotion 

regulation, 3) mindfulness, 4) skills learning, and 5) decreased negative emotional arousal 
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(and shame). Self-validation, emotion regulation, and mindfulness (in particular, 

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 self-esteem, interpersonal problems, and so on).  

Because the intervention program focused on helping women to learn psychological 

skills to manage a variety of difficulties, the extent to which they learned these skills was 

expected to be associated with outcomes. Furthermore, the extent to which women 

successfully decreased their negative emotion, including shame, was evaluated as well.   

Given the brevity of the intervention, it was important to identify the key 

mechanisms of change. It was necessary to learn how the intervention worked, so we 

could keep those parts that are most responsible for improvements in subsequent 

treatment iterations, and 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.   

The primary hypotheses of the current study were: 1) the two-day group 

treatment was expected to increase treatment completion and reduce dropout compared to 

the 12-week standard group treatment; 2) the two-day group treatment would help to 

reduce a variety of common psychological problems of women victims of intimate 

partner abuse, including depression, shame, anxiety, hopelessness, low self-esteem, low 

self-compassion, low self-efficacy, emotion regulation problems, negative affect, and 

increase mindfulness, social adjustment, positive affect and skills use; 3) the following 

psychological and emotional processes were hypothesized to be significantly correlated 

with outcomes: (a) self-validation, (b) emotion regulation, (c) mindfulness, (d) skill 
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learning, (e) emotional arousal, and (f) shame.  
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CHAPTER II 

Method 

Participants 

 The participants were 72 women who were referred from crisis centers, local 

womenÕs shelters and agencies serving intimate partner abuse victims, protection order 

offices, psychological and medical clinics, and city and county courts. The selection 

criteria for participation in this study were: 1) women had to initiate contact and agree to 

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 (if 

suicidal, women were referred to more intensive services); and 5) be fluent in reading and 

speaking English. If eligible, participants voluntarily participated in the research (i.e., 

they could choose to be in the treatment program but not in the study, to remove any 

possibility of coercion) and received a 2-day treatment. Treatment was provided without 

any cost to participants. They also received a $50.00 gift card if they completed the 3-

month follow-up assessment.  

 A total of 121 women called to seek services 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 their in-person intake after the phone 

screening (multiple opportunities for rescheduling were available). The final sample for 

the present study was 72 remaining women, all of whom showed up for the in-person 

intake and were eligible for and invited to participate in the two-day program.  

Measures 
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1. Primary outcome. The utility of the intensive two-day group treatment format 

was evaluated by tracking overall two-day group attendance and program completion for 

each participant and compared these rates with those of the standard 12-week group 

treatment.  

2. Secondary outcomes. Table 1 shows the 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 examined using the following measures to assess improvement over time. 

Brief Symptom Inventory (BSI; Derogatis, 1993) is a 53-item assessment of 

global levels of distress and psychological health. It has strong psychometric properties, 

including strong internal consistency (! = .71-.85) and good test-retest reliability (r = .80-

.90; Derogatis, 1993).  

Beck Depression Inventory–II (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 Hopelessness Scale (BHS, 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 Checklist-Civilian Version (PCL-C; Weathers, 

Huska, & Keane, 1991) is a self-report rating scale for PTSD symptoms with 17 items.  
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Inventory of Interpersonal Problems-25 (IIP-25). The Inventory of Interpersonal 

Problems (IIP-25; Horowitz, Rosenberg, Baer, Ureno, & Vilasenor, 1988) is a measure 

proven to be useful in capturing clinically important aspects of an individualÕs 

interpersonal functioning. The 25 items were found to exhibit a high internal consistency 

and strong test-retest correlations in outpatient samples.  

Scenario-based skill use. This measure was developed by experimenters for this 

study and has 7 situations in which the participant is depicted in invalidating and 

emotionally challenging interactions with her intimate partner. Participants were asked to 

rate their emotional, cognitive, and behavioral reactions to those situations on a scale of 1 

(not at all) – 7 (extremely).  

B. Statistical predictors of change 

We explored six possible statistical predictors of outcomes in this study: 1) self-

validation, 2) emotion regulation, 3) mindfulness, 4) skills learning, 5) decreased 

emotional arousal, and 6) shame. These variables are actually correlates due to their 

temporal relationships (measured at pre-test and follow-up, same time periods as the 

primary outcome variables), although they were employed statistically as predictor 

variables in regression analyses. Each factor was measured by a different scale, as 

follows:  

Self-Validation. Self-validation was measured by the Rosenberg Self-Esteem 

scale, the Self-Compassion Scale, and the General Self-Efficacy Scale. The Rosenberg 

Self-Esteem Scale (SES; Rosenberg, 1965) is a sound instrument measuring uni-

dimensional global self-esteem with 10 items. The Self-Compassion scale (Raes et al., 

2011) is a self-report rating scale for self-compassion with 12 items, including self-
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kindness, self-judgments, common humanity, isolation, mindfulness, and over-identified 

items. The General Self-Efficacy Scale (GSE; Schwarzer, & Jerusalem, 1995) is a 10-item 

psychometric scale to measure optimistic self-beliefs to manage difficult life demands, 

similar to self-efficacy.  

Emotion regulation. Emotion regulation was measured by the Difficulties in 

Emotion Regulation Scale (DERS). The Difficulties in Emotion Regulation Scale (DERS; 

Gratz & Roemer, 2004) is a 36-item self-report measure of emotion regulation; the 

subscales include non-acceptance of emotional response, difficulties engaging in goal 

directed behavior, impulse control difficulties, lack of emotional awareness, limited 

access to emotion regulation strategies, and lack of emotional clarity.   

Mindfulness. Mindfulness was measured by the Five Facet Mindfulness 

Questionnaire (FFMQ; Baer et al., 2008), which is a 39-item self-report measure of the 

ability to focus oneÕs attention in a non-judgmental or accepting way on experiences 

occurring in the present moment.  

Skill learning. Skills learned during group treatment was measured by the DBT - 

Ways of Coping Checklist (DBT-WCCL; Neacsiu, Rizvi, Vitaliano, Lynch, & Linehan, 

2010). It is a 66-item self-report measure for coping styles. Principal component, internal 

consistency, test-retest reliability, and content validity analyses suggested that the scale 

has good to excellent psychometric properties. Another measure for skills learning is 

Knowledge test developed by the experimenters for this study. It has 10 questions 

covering skills modules: mindfulness, distress tolerance, interpersonal effectiveness, 

emotion regulation, and validation. 

Emotion Intensity was measured by the Positive and Negative Affect Schedule-
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Expanded version (PANAS-X; Watson & Clark, 1994). PANAS-X is a sixty-item measure 

which assesses an individualÕs perception of which emotions he or she is currently 

experiencing as well as how intensely these emotions are experienced.  

Shame was measured by the Shame Inventory (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 measures included participantsÕ demographic information, abuse history, 

and current relationship qualities. 

Client information form. This 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 status, annual income, and specific abuse 

history (perpetrator, length and type of abuse). 

Conflict Tactics Scale-2 (CTS-2). The Conflict Tactics Scale-2 (CTS-2; Straus et 

al., 1996) is a 39-item self-report 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 (VIRS). The VIRS (Fruzzetti, 2007) 

has 16 items to evaluate validation and invalidation experiences in participantsÕ 

interpersonal relationships.  Scoring ranges from 1 (none) to 4 (almost all the time) for 

either validating or invalidating partner responses. Examples of VIRS questions include: 

1) my partner pays attention and listens carefully (validation), 2) my partner does not 

listen to me, ignores me, or even changes that subject when I try to express myself 

(invalidation), and 3) my partner tells me that I should not feel what I am feeling, think 
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what I am thinking, or want what I am wanting – that my experiences are wrong or not 

legitimate (invalidation). 

Treatment satisfaction form. This program evaluation form was designed by the 

experimenters and has been used by several research protocols. It asks 10 questions 

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 procedures are presented in Table 2. These steps are described in further 

detail below. 

 Phone screening. When potential participants contacted the clinic, the standard 

initial screening over the telephone was given. Participants who met the 

inclusion/exclusion criteria (described above) and who indicated willingness to 

participate were asked to provide contact information. 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 to the in-person 

intake. It took about 40 minutes to complete this half of the pre-treatment assessment.  

 In-person intake. When a participant showed up for her in-person intake, she was 

asked to review and sign a study consent form. The therapist then asked the participant 

about: 1) demographic information, including her age, race, education, employment 

status and annual income, 2) her abuse history (e.g., 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, schedule, and contents were given to the 

participant. The in-person intake was complete after the participant filled out the 

remaining pre-treatment self-report assessments (see Table 1). The Institutional Review 

Board at the investigatorsÕ university approved all procedures in advance.  

Group intervention. Treatment consisted of a two-day (9am-4pm) DBT group 

treatment and included from four to eight participants. Each part of the group was led by 

two Masters degree-level therapists with prior experience providing DBT. Overall, six 

different therapists provided services. The therapists also participated in a DBT 

consultation group, which emphasized adherence to the DBT treatment model. These 

consultation groups were structured, and a DBT supervisor with more than 20 years of 

DBT experience supervised the therapists.  

The treatment content was the same as that offered in the 12-week standard 

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 analyses); 4) enhancing therapistsÕ ability 

and motivation to offer effective treatment consultation team and supervision. 

Day 1 treatment included the following education and skill components: a) 

psycho-education about partner abuse, b) learning how to perform a chain analysis of 

targeted problematic behaviors and how to engage in effective problem solving, c) 

psycho-education about emotion, d) construction of a detailed safety plan, e) mindfulness 
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skills, and f) distress-tolerance 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 self-respect, d) emotion regulation 

skills (including both acceptance and change skills), and e) immediate post-treatment 

assessment.  

Treatment curriculum and content 

Table 3 shows the specific curriculum and topics of the two-day group treatment 

and the skills are described in more detail below. Skills training included key aspects of 

all four-skill modules in LinehanÕs (1993b) skill-training manual and additional self-

validation skills and skills for intimate partner abuse recovery developed specifically for 

this treatment program (Fruzzetti, 1997).  

 Mindfulness skills. Mindfulness 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 women victims of 

intimate partner abuse because they have difficulty noticing and expressing their 

emotional experiences accurately. In addition, mindfulness helps to increase awareness of 

danger-related cues and avoid the chance of future victimization.  

 Distress tolerance skills. These 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, self-soothing, and practicing radical acceptance of painful situations. 
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 Emotion regulation skills. Emotion regulation skills help participants to 

understand 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 skills. These skills teach how to behave effectively in 

interpersonal situations: how to get what an individual wants while keeping the 

relationship and their self-respect intact, and how to not be taken advantage of. Skills 

including practicing assertion and getting support from other people improve participantsÕ 

relationships. 

 Validation and self-validation. Women victims of intimate partner abuse often 

have a pattern of self-blame and are judgmental of themselves, which often leads them to 

feel shame, guilt, sadness, and other negative 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 self-validation skills may help these women to 

become aware of their painful experiences accurately and without judgment, which in 

turn may help them recover.  

 Post-treatment measurement. At the end of day 2, all participants completed a 

subset of the pre-treatment measures, in order to assess hypothesized statistical predictors 

of change over the 2 days of treatment (see Table 1). Three months following treatment 

participants were asked to visit the clinic for a follow-up assessment (see Table 1). 
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CHAPTER III 

Results 

 The 72 participants at the beginning of the study were diverse with respect to 

socioeconomic status and ethnicity, and roughly represented the local community on 

these variables. See Table 4 for a complete description of the demographic characteristics 

of participants. 

ParticipantsÕ Abuse History 

 Among the 72 women 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% reported a combination of physical, 

psychological, and sexual abuse. Psychological abuse was the most frequently reported 

type of abuse from physical, psychological, sexual abuse and injury on the CTS-2. 

Participants also reported low validation from their partners (M = 13.69, SD = 8.41; the 

maximum score on the validating scale is 44) and high invalidating responses from their 

partners (M = 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 the duration of abuse, 2.8% reported having been in an abusive 

relationship for less than or equal to 6 months; 2.8% reported 7 months to 1 year; 42.3% 

reported 1-5 years; 18.3% reported 6-10 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 they were 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 legally but no longer cohabitating).  All participants who remained in 

cohabitating relationship with the partner who had been abusive reported that they were 

presently safe in the relationship. Among the participants who had left their abusive 

partners, 39.4% of them left within a month of the intake day and 73.2% left 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 = 9.18, 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 two-day group treatment is expected to increase treatment completion 

and reduce the high dropout rate when compared to the 12-week standard group 

treatment. 

Out of the 72 women who completed the intake session, 47 women (65.3%) 

completed the 2-day program, with completion defined as attending at least 2/3 of the 

program hours. The dropout rate between the intake session and treatment completion 

was 34.7% overall. For Hypothesis 1, these numbers were compared to those of the 

participants of the 12-week program from an archival data set (dropout/completion rate). 

From the archive, we have data for 86 women from the same referral sources who 



 28 

participated in the standard program consecutively, and who participated in the two years 

just prior to the beginning of the two-day program. There were significant differences 

between the completion rates of the 2-day intervention and the 12-week group treatment 

program (! 2 (1, N = 158) = 37.61, p < .001, 65.3% vs. 17.4% completion, respectively). 

In addition, there were significant differences between the two groups for Òany 

attendanceÓ in treatment (! 2 (1, N = 158) = 11.05, p < .001, 69.4% vs. 43% respectively). 

Table 6 shows the proportion of participantsÕ attendance in the 12-week and 2-day 

treatments. 

Just over one-third (34.7%) of the participants who completed the intake process 

and committed to participate in the group did not attend at all (30.4%), or started but did 

not complete (4.3%), the 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 demographic characteristics and abuse experiences on most 

variables of interest. However, there were two exceptions that were significantly different 

between dropouts and completers: a) participantsÕ annual income (F(1, 67) = 8.56, p 

= .005); those who attended reported higher annual income than those who dropped out; 

and, b) the recency with which participants left the abusive relationship was significantly 

different between these groups (F(1, 69) = 7.32, p = .009). Participants/completers 

reported having left their abusive partners more recently than women who dropped out.  

Hypothesis 2: the two-day group treatment will help to reduce a variety of common 

psychological problems of women victims of intimate partner abuse, including 

depression, shame, anxiety, hopelessness, emotion regulation problems, and negative 

affect, and will increase self-esteem, self-compassion, self-efficacy, 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, 47 (65% of the original sample and 94% of those who participated in the 

treatment) completed the post-treatment assessment, and 37 (51%) completed the in-

person 3-month follow-up assessment (or, 74% of those who engaged in treatment).  

 There were no significant differences in pre-test score on any main outcome 

variables (i.e., depression, shame, anxiety, hopelessness, emotion regulation problems, 

negative affect, self-esteem, self-compassion, self-efficacy, mindfulness, social 

adjustment, positive affect, and skill use) between those who completed post-tests (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 variables between those who completed the follow-up 

assessments versus those who did not (participants who did only post-test).  

Repeated measures ANOVAs were then conducted to examine the changes in the 

efficacy of the intervention from pre-treatment to post-treatment and to the 3-month 

follow-up. There were significant improvements in the scores for self-compassion, self-

efficacy, positive affect, negative affect, and scenario-based cognitive and behavioral skill 

use. However, there was no significant improvement in the scores for self-esteem and 

scenario-based emotional skill use. The means, standard deviations and effect sizes for 

the pre-post-follow-up assessments are displayed in Table 7 and means compared across 

time are shown Figure 1. Effect sizes were calculated to create CohenÕs 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 paired-sample analyses were done to detect changes from pre- to- 

post-test and post-test to 3 months follow-up. There were significant changes from pre- to 

post-test on self-compassion, self-efficacy, positive affect, negative affect, and scenario-

based cognitive and behavioral skill use. However, further improvements were found in 

the follow-up assessment, only for self-efficacy, negative emotion (measured by 

PANAS), and scenario-based cognitive and behavioral skill use. Considering only from 

pre-test to 3 months follow-up, there were significant changes on self-compassion, self-

efficacy, positive affect, negative affect, and scenario-based cognitive and behavioral skill 

use even though there were some significant changes back toward pretest levels from 

posttest to the 3 months follow-up on self-efficacy (t(35) = 2.23, p = .03), scenario-based 

cognitive (t(35) = 2.15, p = .03), and emotional skill use (t(35) = 3.14, p < .01). See Table 

8 for changes from pre- to- post-test to follow-up.  

Additionally, paired samples t-tests were then conducted to examine the 

differences in psychiatric and psychological variables between the pre-treatment and 3-

month follow-up 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, and effect sizes for those measures from the pre-test to 3-month follow-up 

assessments are presented in Table 9 and changes in means across time are presented in 

Figure 2.  

Hypothesis 3: Improvements (pre- to post-test) on the following variables are 

hypothesized to correlate with outcomes at follow-up: (a) self-validation, (b) emotion 

regulation, (c) mindfulness, (d) skill learning, (e) decreased negative emotional arousal, 
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and (f) shame. 

Regressions were conducted to determine whether changes in hypothesized 

predictors significantly correlated with psychological outcomes. Changes from pre-

treatment to follow-up assessments on the six predictors (e.g., self-validation, emotion 

regulation, mindfulness, skills learning, decreased emotional arousal, and shame) were 

included as independent variables. Independent variables were regressed on each 

dependent variable (i.e., social adjustment, shame, depression, hopelessness, BSI, PTSD 

severity, scenario-based skill use). Pre-treatment scores on each outcome measure were 

employed as covariates. See Table 10 for correlations among predictors (independent 

variables). Changes from pre-test to- follow-up in self-efficacy were significantly 

correlated with changes in emotion regulation (DERS), mindfulness (FFMQ), and DBT-

skill usage (DBT-WCCL). Changes in emotion regulation from pre- to- follow-up were 

significantly correlated with mindfulness (FFMQ) and DBT-skill usage (DBT-WCCL). 

However, the correlations among the predictors were not sufficiently high to interfere 

with the performing separate regressions for each of the hypothesized predictors, so these 

analyses were completed as planned and presented below.  

Correlation analyses among outcome measures (dependent variables) indicated 

that all the variables were correlated significantly except for scenario-based skill use 

variable. See Table 11 for correlational coefficients.  Additional correlational analyses 

among pre-post change variables were conducted. See Table 12 for correlational 

coefficients. The result shows that all the variables were correlated except for self-

compassion. 

(a) Self-compassion and self-efficacy  
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Changes in self-compassion score from pre to follow-up were regressed on the 

outcome variables. However, improvements in self-compassion were not significantly 

associated with improvements in the following outcome variables; social adjustment (! = 

-.38, R2 = .09, F(2,34)= 2.84, p = .07), depression (! = -.34, R2 = .06, F(2,34)= 2.12, p 

= .13), hopelessness (! = -.22, R2 = .027, F(2,34)= 1.48, p = .24), BSI (! = -.30, R2 = .07, 

F(2,34)= 2.50, p = .09), and PTSD severity (! = -.34, R2 = .032, F(2,34)= 1.58, p = .22).  

However, reduced shame (! = -.43, R2 = .25, F(2,34)= 6.98, p = .003) and scenario-based 

skill use (! = .43, R2=.11, F(2,34)= 3.36, p = .04) were associated with improvements in 

self-compassion.  

The same analyses were conducted with self-efficacy as an independent variable 

predicting the outcome variables. Increased self-efficacy was significantly related to 

hopelessness (! = -.62, R2 = .37, F(2,32)= 10.97, p < .001) and social adjustment (! = .30, 

R2=.19, F(2,34)= 5.44, p = .009). However, improvements in self-efficacy were not 

associated with shame (! = -.12, R2 = .01, F(2,34)= 1.24, p = .30), depression (! = -.29, 

R2 = .04, F(2,34)= 1.81, p = .17), BSI (! = .37, R2 = .07, F(2,34)= 2.52, p = .09), PTSD 

severity (! = -.20, R2 = .01, F(2,34)= 1.21, p = .30), and scenario-based skill use (! = .37, 

R2 = .07, F(2,34)= 2.52, p = .09). 

(b) Emotion regulation 

The same analyses were then conducted with change in emotion regulation 

(DERS) from pre-test to follow-up as an independent variable. Improvement on the 

DERS was significantly associated with increased social adjustment (! = .51, R2 = .64, 

F(2,34)= 34.01, p < .001), shame (! = .31, R2 = .12, F(2,34)= 3.64, p = .03), depression (! 

= .40, R2 = .29, F(2,34)= 8.41, p = .001), hopelessness (! = .49, R2=.31, F(2,34)= 9.25, p 
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= .001), BSI (! = .67, R2 = .55, F(2,34)= 23.45, p < .001), and PTSD severity (! = .31, R2 

= .16, F(2,34)= 4.58, p = .01). However, improved emotion regulation was not 

significantly associated with scenario-based skill use (! = -.34, R2 = .03, F(2,34)= 1.71, p 

= .19).  

(c) Mindfulness  

Changes in mindfulness (FFMQ) from pre to follow-up were regressed on the 

outcome variables. Being more mindful was significantly associated with improvements 

in social adjustment (! = -.23, R2 = .30, F(2,34)= 8.49, p = .001), shame (! = -.34, R2=.12, 

F(2,34)= 3.54, p = .04), hopelessness (! = -.27, R2 = .13, F(2,34)= 3.69, p = .03), BSI (! = 

-.33, R2 =.23, F(2,34)= 6.46, p = .004), and scenario-based skill use (! = .60, R2 = .40, 

F(2,34)= 12.89, p < .001). However, increased mindfulness was not associated with 

improved depression (! = -.22, R2 = .05, F(2,34)= 1.98, p = .15) or PTSD severity (! = -

.22, R2 = .09, F(2,34)= 2.79, p = .07). 

(d) Skill learning 

Next, skill use self-report (DBT-WCCL) was examined as an independent 

variable for the outcome measures. Increased DBT skill learning and acquisition were 

associated with improvements in hopelessness (! = -.118, R2 = .10, F(2,34)= 3.09, p 

= .05) and scenario-based skill use (! = .473, R2 = .23, F(2,34)= 6.42, p =.004). However, 

it was not relevant to improved social adjustment (! = -. 07, R2 = .02, F(2,34)= 1.43, p 

= .25), shame (! = .23, R2 = .10, F(2,34)= 2.96, p = .06), depression (! = -.02, R2 = .00, 

F(2,34)= 1.03, p = .36), BSI (! = -.146, R2 = -.02, F(2,34)= .618, p = .54) and PTSD 

severity (! = .062, R2 = -.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 variable for the outcome variables. However, interestingly, it was not 

significantly associated with any of the outcome variables: social adjustment (! = -. 083, 

R2 = -.02, F(1,35)= .231, p = .63), shame (! = .013, R2 = -.03, F(1,35)= .005, p = .94), 

depression (! = .104, R2 = -.02, F(1,35)= .349, p = .55), hopelessness (! = -.197, R2 = .01, 

F(1,35)= 1.32, p = .25), BSI (! = -.09, R2 = -.02, F(1,35)= .315, p = .57), PTSD severity 

(! = -.101, R2 = -.02, F(1,35)= .339, p = .56) and reactions to scenarios (! = .107, R2 = -

.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 affect was 

significantly associated with improved social adjustment (! = .40, R2 = .57, F(2,34)= 

25.14, p < .001), shame (! = .47, R2 = .27, F(2,34)= 7.69, p = .002), depression (! = .80, 

R2 = .65, F(2,34)= 33.59, p < .001), hopelessness (! = .61, R2 = .30, F(2,34)= 9.02, p 

= .001), BSI (! = .69, R2 = .67, F(2,34)= 34.88, p < .001) and PTSD severity (! = .68, R2 

= .73, F(2,34)= 49.72, p < .001). However, change in negative affect was not associated 

with scenario-based skill use (! = -.09, R2=-.04, F(2,34)= .24, p =.78).  

(f) Decreased shame 

The same type of regression analysis was conducted with changes in shame as the 

predictor for the outcome variables. A decrease in shame was significantly associated 

with improved social adjustment (! = .17, R2=.26, F(2,34)= 7.59, p = .002), depression (! 

= .33, R2=.27, F(2,34)= 7.68, p = .002), BSI (! = .28, R2=.29, F(2,34)= 8.62, p < .001), 

and PTSD severity (! = .31, R2=.25, F(2,34)= 7.18, p = .003). However, reduced shame 

was not significantly associated with decreased hopelessness (! = .26, R2 = .02, F(2,34)= 



 35 

1.43, p = .25) or scenario-based skill use (! = -.10, R2 = .028, F(2,34)= 1.52, p = .23). 

Clinically significant change 

 Reliable change and clinically significant improvement were calculated according 

to the methods described by Truax and Jacobson (1990). Table 13 shows the percentage 

of participants who improved and recovered from BDI-II, BHS, and PCL-C based on a 

combination of reliable change and clinical cutoff scores: 28.5%-83% of participants 

were ÒrecoveredÓ at the 3-month follow-up on these measures.  
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CHAPTER IV 

Discussion 

This study examined the utilization and completion of a 2-day DBT intervention 

program format for women victims of IPA compared to a regular 12-week program, and 

evaluated the effectiveness of this format as an open trial, comparing pre-treatment levels 

of problems with post-treatment and follow-up scores.  Predictors and correlates of 

outcome were also assessed. The results show that women completed this two-day format 

at significantly higher rates than in the standard 12-week program. Data also showed 

significant improvements across most variables of interest from pre- to post- treatment 

and pre-treatment to the follow-up period, although a few significant decrements from 

post-test to follow-up were also found.  

Specifically, participants who completed the 2-day program showed significant 

improvements in common psychological problems associated with intimate partner abuse 

from pre-treatment to 3-month follow-up, reporting significantly reduced depression, 

shame, anxiety, hopelessness, emotion regulation problems, and negative affect, and 

significantly increased self-compassion, self-efficacy, mindfulness, social adjustment, 

positive affect, and scenario-based cognitive and behavioral skill use. However, there 

were no significant improvements in self-esteem or in scenario-based emotional skill use. 

We must interpret these results with some caution, however, because a significant 

proportion of women who completed the program did not complete the follow-up 

assessment.  

Additional analyses were conducted to identify any pre-test or post-test 

differences for those who completed follow-up assessment compared with those who did 
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not complete the follow-up, to determine if there were any factors related to missing data 

at the follow-up assessment. There were no differences at pre-test between the groups. 

Self-efficacy at post-test was the only variable at follow-up on which scores differed 

between those who did not complete the follow-up and those who did (t(45) = 2.51, p 

= .01, significantly higher scores for completers). Given no other differences between 

those did and did not complete the follow-up assessments, we may tentatively conclude 

that women who did participate and complete the follow-up assessment were generally 

representative of the whole sample of treatment participants.  This helps mitigate 

concerns that perhaps the lower participation rates at the follow-up 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 post-hoc analyses was conducted to determine whether earlier factors, 

such as the length of abuse or type of abuse influenced outcomes. There were no 

differences on the main outcome variables for length of abuse (categorized due to 

skewness into three groups: ! 5 years; 6-10 years; and  > 10 years). PTSD severity was 

the only dependent variable that length of abuse predicted (F(2,34)= 3.30, p = .049). 

However, post-hoc analysis showed marginal significance (p = .055) between the groups 

with less than 5 years and 6 to 10 years and no differences among other comparisons. In 

addition, we tested whether participants who reported physical and sexual abuse (93% of 

the sample, all of whom also reported co-occurring psychological abuse) showed 

different improvements compared to the entire sample. Results showed that effect sizes 

were similar regardless 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 suggest at least one large benefit of the intensive 2-day program:  

Increased participation and completion (or, lower dropout) of the treatment program.  

There was a significantly lower dropout rate of IPA victims in the two-day vs. standard 

treatment format. In the standard treatment program, IPA victims were motivated to 

receive treatment and those who completed the program reported very positive treatment 

outcomes, yet the dropout rate was still more than 70%, largely due to unexpected life 

problems.  Here, the dropout rate was about half of that. Thus, this two-day intervention 

provided significantly more intervention (skills, support, and so on) to more women by 

decreasing their dropout rate and increasing their completion rate.  

An additional analysis was done to determine whether the length of the waiting 

period to get into treatment (between pre-test 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 before 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 

waited longer than one month), this does suggest that wait-time is relevant to completion 

versus dropout.  This is consistent with data from the 12-week program, in which dropout 

rates were higher among women who had to wait longer to enter treatment.  This 

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 affect ability, or 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 period (79% vs. 26%, respectively).  

Thus, although wait time is relevant to dropout overall, it does not explain the significant 

improvements found in the 2-day program.  The effectiveness of this 2-day intervention 

to increase treatment engagement is clearly established.   

However, approximately 30% of participants who were eligible for the treatment 

still did not complete the program in this study, and almost exclusively dropped out 

following the pre-test without entering treatment at all. Post hoc data analyses identified 

only one factor that may have contributed to drop out: Women who dropped out had 

lower annual income than completers, which suggests that financial instability and its 

concomitant instrumental implications may interfere with commitment to and 

participation in the treatment program.  This is consistent with the hypothesis suggested 

above, that negative life event and other chaotic life factors are significant factors for this 

population. However, future research should examine this factor, and other potential 

factors influencing drop out, further in an effort to both replicate these results and to 

understand them.  Consequently, we could improve interventions to reduce further the 

barriers to treatment associated with these factors.  

Not only were the changes from pre-treatment to follow-up statistically 

significant, but also the magnitude of the improvements in the range of moderate-to-large 

effect sizes. On standardized outcome measures, participantsÕ scores generally reached 

the normal range at the 3 months follow up. For example, approximately 28.5% (8 out of 

28 who were out of normal range at pre-test) of participants ÒrecoveredÓ from depression, 

reporting lower scores than the clinical cutoff (10 on the BDI-II) , with average scores in 
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the non-depressed range at follow-up assessment (Beck et al., 1996). Of course, recovery 

here is used loosely, and defined vis-ˆ -vis 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 defined to mean achieving both 

reliable change and scores that are in the normal range, consistent with standards of 

clinical significance.   

On the Beck Hopelessness Scale, approximately 34.7% of women (25 out of 72) 

met criteria for significant suicidal risk at pre-treatment, according to established cutoffs 

(Glanz et al., 1995). However, at follow-up treatment (N = 12), 83.3% (10 out of 12) 

ÒrecoveredÓ (decreased to the non-clinical range) on suicidal risk. On a PTSD severity 

scale, 87.5% (14 out of 16) of participants reported less PTSD symptoms at follow-up 

(reliable change) and 50% (8 out of 16) of women recovered clinically (i.e., scores in the 

normal range) at the 3-month follow-up (Ruggiero et al., 2003). However, two caveats 

exist: 1) the high number of missing subjects at 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 women showed substantial and clinically meaningful benefits from 

pre-test to follow-up.!

In fact, effect sizes at the 3 months follow-up in this 2-day program among 

completers (N = 37) were similar to the changes in the standard 12-week treatment for 

completers (N = 31, also at 3 months from pretest; provided in Iverson et al., 2007) on 

depression (d = .83 vs. d = .54, respectively), hopelessness (d = .34 vs. d = .42, 

respectively), BSI (d = .87 vs. d = .78, respectively) and social adjustment (d = .58 vs. d 



 41 

= .53, respectively). Based on a quick cost-benefit analysis of these results, this 2-day 

program helped more participants complete the program with similar outcomes to the 

standard program. This establishes fairly convincingly the feasibility and effectiveness of 

the 2-day intervention. 

This study also identified statistical predictors of outcome. Changes in self-

validation (i.e., self-compassion and self-efficacy) were associated with a couple of 

improved outcome variables such as shame, scenario-based skill use, hopelessness, and 

social adjustment, providing some support for the transactional model, in which self-

validating and self-invalidating processes are assumed to affect both emotion regulation 

and outcome. Improvements in emotion regulation were associated with most of outcome 

variables including improved social adjustment, shame, depression, hopelessness, BSI, 

and PTSD severity, suggesting that emotion regulation is an important psychological 

variable for women victims of IPA and thus supporting the model. The significant 

findings for self-validation 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 adjustment, shame, 

hopelessness, BSI, and scenario-based skill use, again supporting the appropriateness of 

DBT for this population.  

Using more DBT skills (DBT-WCCL) was associated with decreased 

hopelessness and scenario-based skill use. In addition, decreased negative emotion was 

associated with improved social adjustment, shame, depression, BSI, hopelessness, and 

PTSD severity. Decreased shame also was related to improved social adjustment, 

depression, BSI, and PTSD severity. This suggests that shame may be a particularly 
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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 connected to interpersonal 

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 associated with expressive 

suppression, intrusive/needy or self-centered interpersonal style among women with a 

history of non-suicidal self-injury (Turner et al., 2012). Nelis and colleagues (2011) 

reported that improved emotional competencies in undergraduates increased individualÕs 

psychological well-being and quality of social relationships.  

However, for each predictor, a couple of dependent variables were not 

statistically significant. The small sample size could be the reason (n=37), and a bigger 

sample size could make the regression analyses stronger.  With a follow-up sample of 37, 

these analyses were generally underpowered. Nevertheless, because of rather large effect 

sizes in general, results indicate that hypothesized predictors operated as expected and 

were related to improvements across multiple outcome domains.  

Another potential advantage of this two-day program is the feasibility of the 

format (12 hours for 2 days) for dissemination. The group formatted short-term 

intervention can be cost-effective for mental health 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 therapist 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 participants and the high consumer satisfaction complements 

the formal assessment data. 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). 

Despite the positive impact of this 2-day program there were some unexpected 

null results. First of all, it is interesting that participantsÕ self-esteem did not change from 

the pretest- to follow-up assessment while self-compassion and self-efficacy scores did 

change significantly. From correlational analyses, changes in self-esteem were not 

significantly correlated with changes in self-efficacy (r = .05, p = .37) and changes in 

self-compassion (r = -.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 step.  Perhaps changes in self-esteem would emerge at a later 

follow-up date.  

Secondly, only emotional skill use variable among scenario-based skills did not 

change (whereas cognitive and behavioral skills showed significant improvement). 

Considering that IPA populations have emotion regulation difficulties, learning to 

respond more with primary emotions instead of secondary emotions in conflict situations 

could be challenging following only a 2-day program, even though the treatment puts 

strong emphasis on this as an important treatment target.  Another possibility is that some 

women actively suppressed their emotion, and treatment helped them become 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 pre-test, and whether and 

how they change following treatment. 

 Thirdly, knowledge test scores were not associated with any of the outcome 

measures on regression analyses. We 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 outcome.  It may be the case that women indeed learned and began 

to use quite a few relevant psychological skills given their general improvements on the 

scenario-based skill use measure, but could not necessarily describe what they were 

doing.   

Furthermore, changes in self-compassion and self-efficacy were not associated 

with many of the outcome variables; change in self-compassion scores was related to 

shame and scenario-based skill use; change in self-efficacy was related to hopelessness 

and social adjustment. In addition, improved DBT skill use (DBT-WCCL) was only 

associated with hopelessness and scenario-based skill use. From a suicidal, borderline 

personality disorder (BPD) population, the mean score of DBT-WCCL was 1.43 and 

scores increased to 1.89 (a 15.33% increase) after receiving 12 months of DBT treatment 

(Neacsiu, Rizvi, & Linehan, 2010). In this study, the pre-treatment mean score was 1.78 

and it increased to 1.86 (a 4.7% increase) at 3 months follow-up. Although the change 

was statistically significant, the baseline scores were relatively high.  Further research 

should establish what range of scores is associated with sustained well-being, and this 

would help us understand the present results. However, DBT-WCCL follow-up scores 

were significantly correlated with follow-up FFMQ (r = .54, p < .01), self-efficacy (r 
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= .63, p < .01), DERS (r = -.33, p < .05), positive affect (r = .39, p < .05), hopelessness (r 

= -.34, p < .05), scenario-based skill use (r = .52, p < .01), which indicated that learned 

DBT skill use was associated with improved mindfulness, self-empowerment, emotion 

regulation, positive affect, hopelessness, and scenario-based skill use, as expected. 

There are several limitations of this study that must be acknowledged. First, there 

was no randomized control condition. Considering the absence of any standard treatment 

for this population, a feasible control condition would be either women on a wait list, 

those receiving individual treatment, or the standard format of the DBT program for 

women victims of IPA. Because of this populationÕs urgent needs, their high dropout rate 

while waiting to be treated, costs, and the present focus on feasibility and completion 

analysis of this new format, we ruled out a randomized wait list as well as these other 

potential control groups. Given the promising results of this two-day format, future 

research needs to compare it with a randomized control condition of some kind to rule 

out a variety of potentially confounding factors such as demographic variables, abuse 

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 support, or simply the passing of time. Time per se 

seems unlikely to account for the effects given the long duration of difficulties women 

reported, plus the very short passage of time in the present intervention. In future studies, 

it is necessary to compare the present program with other interventions in order to isolate 

the effective treatment components (such as a support group without skills).  

Another important limitation is the low participation rate at the follow-up 
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assessment.  Although it appears that those who did complete the follow-up 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 follow-up data, requiring 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, video conference or telephone assessments (and hence more 

research resources) may be needed. 

In addition, from post-treatment to follow-up treatment, there were few 

continuing significant improvements, including self-compassion, positive emotion 

(measured by PANAS) and scenario-based emotional skill use. Despite 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. Because the 

follow-up is limited to 3 months, we also do not know whether the treatment gains were 

maintained after 3 months. Therefore, longer-term follow-up is needed to see if these 

results hold up at all over time.  

Even though there were statistically significant changes on all measures from the 

pre-test to the 3-month follow up, some participants continued to report distress in the 

clinical range at the 3-month follow up. For those women, longer treatment could be 

helpful, or possibly treatment with a different focus, or maybe individual or more 

intensive treatment. Further research needs to determine the optimum length of treatment 

and whether booster or follow up sessions could be useful. Future studies, with a larger 

sample, could begin to identify factors that might help determine 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 predictors should be explored at multiple points 

over time as mediators of outcome, and evaluated properly, with earlier changes putative 

mediators used to predict longer-term outcomes.  

In summary, the results from the present study do provide robust evidence that the 

2-day intervention decreased dropout rates and increased completion rates overall for 

women victims of IPA compared to the 12-week format of the program. In addition, the 

treatment turned out to be very effective overall in increasing participantsÕ psychological 

distress and increasing their well-being. Another strength of this study is that the sample 

of this study mirrored the community IPA victims, largely underserved, low-income 

women, for whom this program was developed. Therefore, this intervention appears to 

help remove at least some of the treatment barriers that previously resulted in very low 

treatment completion, and showed significant benefits for women victims of IPA who 

need help transitioning from an abusive environment to a safer and psychologically less 

distressed life following their abuse experiences.   
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Table 1 

Overview Measures used 

   Summative 
Evaluation 

         Measure Phone 
Screen Pre Post 3 Mon 

F/U 
 Phone Screening X    
 
 

Descriptive 

Client Information Form  X  X 
Conflict Tactics Scale-2 (CTS-2) 
Validation and Invalidation Response 
Scale (VIRS) 

 X 
X   

Client Satisfaction Evaluation    X  
Client Follow-up Form   X X 

Self-
validation 

Predictors of C
hange 

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

Emotion 
regulation 

Difficulties in Emotion Regulation Scale 
(DERS)  X  X 

Mindfulness Five Facet Mindfulness Questionnaire 
(FFMQ)  X  X 

Skills 
learning 

DBT-Revised Ways of Coping (DBT-
WCCL)  X  X 

Knowledge Test     X  
Emotional 

arousal 
Positive Affect Negative Affect Scale 
(PANAS)  X X X 

Shame Shame Inventory  X  X 
 
 
 

Outcomes 

Shame Inventory  X  X 
Brief Symptom Inventory (BSI)  X  X 
Beck Depression Inventory-II (BDI-II)  X  X 
Beck Hopelessness Scale (BHS)  X  X 
PTSD Checklist for Adults (PCL-C)  X  X 
Imaginary scenarios  X X X 
Inventory of Interpersonal Problems-25  
(IIP-25)   X  X 

Time needed Minutes  10 85 20 90 
 

 
 
  



 60 

Table 2 

Overview of Procedures 

  Procedure 

 

Screening 

1 

2 

3 

Phone screening  

If eligible, participants are invited to a regular intake 

Send 1/2 packet of questionnaires (40 min) to contact address and ask 

participants to complete them 

 

Intake 

1 

2 

3 

4 

Participants bring complete packet of questionnaires 

Participants sign a study consent form 

Regular intake 

Participants are asked to fill out the rest of the questionnaires (45 
min) 
Orientation and commitment 

 
Treatment 
Program 

1 

2 

3 

Day 1 treatment 

Day 2 treatment 

Post-treatment questionnaires (15 min) 
 

Follow-
up in 3 
months 

1 

2 

3 

Reminder phone call for follow-up assessment 

Attend and complete follow up questionnaires (90 min) 

Get incentive ($50 Visa gift card) 
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Table 3 

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

Intimate partner abuse Program 

Time Topic 

Pre-treatment 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 

 Psycho-education about abuse 
  What is abuse? 
  Effects of abuse 
 Internalization of invalidation from others 

 Judgments 
 Self-invalidation 

 Chain analysis 
  Making and understanding a chain 
  Primary and secondary emotions 
Problem solving 

Skills using 
Mindfulness/ Being non-judgmental/ Self-validation 

Lunch Safety plan, optional 
Day 1 

Afternoon 
Mindfulness 
 What is mindfulness? 
 Wise mind (Diagram)  

 Mindfulness-What skills 
  Observation (Bell) 
  Description (Breathing) 
  Participation (Walking) 

 Mindfulness-How skills 
  Non-judgmental (Judging vs. describing celebrities) 
  One-mindful (Writing with a non-dominant hand) 
  Effective (OneÕs own experiences) 

 Chain again + Mindfulness 
 Distress tolerance 

  What is distress tolerance? 
  Distress tolerance skills 

 Self-soothing (Making oneÕs own self-soothing 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 
TodayÕs 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 self-validation? 
  How to validate yourself? 
  Make your chain and do self-validation 

 Invalidation 
  What is invalidation? 
  What is invalidated? 
 Recovery from invalidation 

 Mindfulness 
 Self-validation 

   Distress tolerance 
 Radical acceptance 

 Interpersonal effectiveness 
  What are interpersonal effectiveness skills? 
  Goals 
  How to get what you want (DEAR MAN) 
  How to maintain relationship (GIVE) 
  How to keep self-respect (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 

Post-treatment  Post-treatment assessment 
Follow-up  

(in 3 months) 
Follow-up assessment  
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Table 4 

Demographic information (N =72)  

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 
American 

 4 (5.7%) College grad 12 (18.5%) 

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 
husband 

13 (18.1%) 

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- ≤10 years 13 (18.3%)   

  >10 years 24 (33.8%)   

Left, when?               N (%) Current protection N (%) 
order  

CTS-2 M (SD) Range 

≤1month 28 (39.4%) Yes 30 (42.3%) Total 99.51 
(47.62) 

39-234 

1month - ≤1year 24 (33.8%) No 41 (57.7%) Physical 30.04 
(22.77) 

12-72 

1- ≤2years 10 (14.1%)   Psychological 30.81 
(12.30) 

8-48 

2- ≤5years 5 (7.1%)   Sexual 10.18 
(11.86) 

7-42 

    Injury 11.93 
(9.70) 

6-36 
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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 at all 49 (57%) 22 (30.6%) 

Total  86 72 
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Table 7 

Means, Standard Deviations and Effect Sizes Pre-treatment N=72, post-treatment N=47, 
3-months follow-up N=37 
 

       Self-esteem     Self-compassion        Self-efficacy  

 M SD M SD M SD 
Pre-treatment 23.00 6.11 21.58 10.75 28.43 5.78 

Post-treatment 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) 
 
d 

1.29 (.27) 

 

29.20 (.000) 

1.63 

11.75 (.000) 

.43 

    Positive Affect     Negative Affect Scenario-based skill use 
total 

 M SD   M   SD M SD 
Pre-treatment 54.06 15.67 95.18   25.61 20.81 1.85 

Post-treatment 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) 
 
d 

26.93 (.000) 

.65 

14.42 (.000) 

.98 

20.74 (.000) 

.60 

Scenarios-
based skill use 

        Emotional        Cognitive Behavioral 

 M SD   M   SD M SD 
Pre-treatment 20.62 2.36 21.13   2.53 21.06 2.58 

Post-treatment 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) 
 
d 

.80 (.443) 

 

16.71 (.000) 

.64 

22.69 (.000) 

.78 



 68 

Table 8 
 
Paired sample t Test Results for pre- to- post- follow-up assessments (pre-to-post: N=47, 
post-to-FU: N=37, and pre-to-FU: N=37) 
 
 Comparisons t(36) p 
Self-esteem Pre-to-post 1.78 .81 

Post-to-FU -.112 .91 
Pre-FU 1.25 .21 

Self-compassion Pre-to-post -.89 .00 
Post-to-FU -.77 .44 

Pre-FU -7.28 .00 
Self-efficacy Pre-to-post -4.83 .00 

Post-to-FU 2.23 .03 
Pre-FU -2.80 .00 

Positive Affect Pre-to-post -5.50 .00 
Post-to-FU 1.51 .13 

Pre-FU -5.19 .00 
Negative Affect Pre-to-post 2.93 .00 

Post-to-FU 2.23 .03 
Pre-FU 5.35 .00 

Scenario-based 
skill use: Total 

Pre-to-post -7.23 .00 
Post-to-FU 2.91 .00 

Pre-FU -3.41 .00 
     Emotional  Pre-to-post .62 .53 

Post-to-FU -.81 .41 
Pre-FU 1.77 .08 

Cognitive Pre-to-post -6.47 .00 
Post-to-FU 2.15 .03 

Pre-FU -3.43 .00 
Behavioral Pre-to-post -7.25 .00 

Post-to-FU 3.14 .00 
Pre-FU -3.82 .00 
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Table 9 
 
Mean and Standard Deviation of BSI, BDI-II, BHS, PCL-C, IIP-25, DERS, FFMQ, 
WCCL, and Shame at pre-treatment and 3-months follow-up (N=37) 
 

 BSI  BDI-II  BHS  PCL-C  IIP-25  

 M SD M SD M SD M SD M SD 
Pre-treatment 91.75 39.17 23.88 10.40  6.59 4.83 50.82 14.87 38.40 17.38 

3-months FU 54.99 44.97  13.80 13.61  4.96 4.50 38.17 16.18 28.43 16.83 

t (p) 
 

 d 

4.50 (.000) 

.87 

5.15 (.000) 

.83 

2.13 (.004) 

.34 

6.02 (.000) 

.81 

6.21 (.000) 

.58 

 DERS FFMQ WCCL  Shame   

 M SD   M SD   M SD  M  SD   
Pre-treatment 94.49 18.00 120.99 17.14   1.78 .41   2.16 0.46    

3-months FU 81.01 19.35 132.52 24.51  1.86 .54 1.55 0.65   

t (p) 

d 

4.83 (.001) 

.72 

3.45 (.000) 

.54 

1.37 (.001) 

.16 

5.43 (.002) 

1.08 

  

 
Note. BSI=Brief Symptom Inventory, BDI-II=Beck Depression Inventory, BHS=Beck 
Hopelessness Scale, and PCL-C=Post Traumatic Stress Disorder Checklist-Civilian 
Version, IIP-25=Inventory of Interpersonal Problems-25, Difficulties in Emotion 
Regulation Scale, FFMQ=The Five Facet Mindfulness Questionnaire, WCCL=DBT-
Ways of Coping List, and Shame=The Shame Inventory.  
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Table 10 
 
Correlations Among Predictors (changes from pre-test to follow-up) 
 
Measure Compass SES Efficacy DERS FFMQ WCCL Knowledge 

test 
PANAS

-Neg 
Shame 

Compass 1         
SES -.274 1        
Efficacy -.27 .05 1       
DERS -.25 .19 -.43**  1      
FFMQ .27 -.03 .38**  -.56**  1     
WCCL .315 .002 .60**  -44**  .29 1    
Knowledge 
test 

.26 -.24 .33 -.16 .15 .26 1   

PANAS-
Neg 

-.24 .11 -.30 .24 -.19 -.20 -.06 1  

Shame -.90 .35* -.04 .13 -.30 .28 -.16 .23 1 
*p < .05. **p < .01.  
 
Note. Compass=Self-compassion Scale, SES=Rosenberg Self-Esteem Scale, 
Efficacy=Self-efficacy Scale, DERS=Difficulties in Emotion Regulation Scale, 
FFMQ=The Five Facet Mindfulness Questionnaire, WCCL=DBT-Ways of Coping List, 
PANAS-Neg=Negative Affect Scale, and Shame=The Shame Inventory.  
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Table 11 
 
Correlations Between Outcome variables  
 
Measures IIP-25 Shame BDI-II  BHS BSI PCL-C Scenario 
IIP-25 1       
Shame .50**  1      
BDI-II  .65**  .59**  1     
BHS .56**  .39* .60**  1    
BSI .75**  .57**  .76**  .66**  1   
PCL-C .67**  .56**  .76**  .43**  .72**  1  
Scenario -.28 -.18 -.16 .12 -.28 -.04 1 
*p < .05. **p < .01.  
 
Note. IIP-25= Inventory of Interpersonal Problems-25, Shame=The Shame Inventory, 
BDI-II=Beck Depression Inventory, BHS=Beck Hopelessness Scale, BSI=Brief 
Symptom Inventory, PCL-C=Post Traumatic Stress Disorder Checklist-Civilian Version, 
and Scenario = Scenario-based skill use. 
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Table 12 

Correlations among pre-post changes (changes from pre-test to post) 
 

Measure Compassion SES Efficacy PANAS-Pog PANAS-Neg Scenario 
Compassion 1      
SES .18 1     
Efficacy .24 -.05 1    
PANAS-Pos .13 -.41**  .32**  1   
PANAS-Neg -.08 .31**  -.37**  -.48**  1  
Scenario -.02 -.45**  .23 -.42**  -.28 1 

*p < .05. **p < .01.  
 
Note. Compassion=Self-compassion Scale, SES=Rosenberg Self-Esteem Scale, 
Efficacy=Self-efficacy Scale, PANAS-Pos=Positive Affect Scale, PANAS-Neg=Negative 
Affect Scale, and Scenario=Scenario-based skill. 
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Table 13 
 
Percentages of Improved and Recovered participants on BDI-II, BHS, PCL-C at follow-
up 
 
Measure Pre N N (data available  

at FU) 
N (% 

improved) 
N (% 

recovered) 
N (% unimproved  
or deteriorated) 

BDI-II  53 28  24 (85.7%) 8 (28.5%) 4 (14.2%) 

BHS 25 12 11 (91.6%) 10 (83.3%) 1 (8.3%) 

PCL-C 35 16 14 (87.5%) 8 (50.0%) 2 (12.5%) 

 
Note. Pre N = Number of participants who were in distressed range at pre-test, N = 
Number of follow-up completers who were in distressed range at pre-test, BDI-II=Beck 
Depression Inventory, BHS=Beck Hopelessness Scale, and PCL-C=Post Traumatic Stress 
Disorder Checklist-Civilian Version. 
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Figure 1. Process-oriented changes. Changes in Self-esteem, Self-compasison, Self-

efficacy, Positive affect, Negative affect, and Scenario-based skill use (emotional, 

cognitive, behavioral) from pre-treatment, post-treatment, to 3-months follow-up. 

Note. Self-esteem=The Rosenberg Self-Esteem Scale, Self-compassion=The Self-
Compassion Scale, Self-efficacy=The General Self-Efficacy Scale, Positive affect and 
Negative affect=measured by Positive Affect and Negative Affect Schedule. 
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Figure 2. Primary outcomes on psychological variables. Changes in DERS, FFMQ, DBT-

WCCL, Shame, BSI, BDI-II, BHS, PCL-C, and IIP-25 from pre-treatment to 3-months 

follow-up. 

Note. DERS=Difficulties in Emotion Regulation Scale, FFMQ=The Five Facet 
Mindfulness Questionnaire, DBT-WCCL=DBT-Ways of Coping Checklist, Shame=The 
Shame Inventory, BSI=Brief Symptom Inventory, BDI-II=Beck Depression Inventory, 
BHS=Beck Hopelessness Scale, PCL-C=Post Traumatic Stress Disorder Checklist-
Civilian Version, and IIP-25=Inventory of Interpersonal Problems-25.  
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