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Abstract
Violence against women is a serious public health problem. Worldwide, one in three women experiences violence throughout their
lives. According to the triple vulnerability theory, being a survivor of violence could constitute a psychological vulnerability that
would favor the appearance of emotional disorders, affecting their health, their style of parenting, and family well-being. The
objective of this study is to verify the feasibility and usefulness of Unified Protocol (UP) in a group format for improving emotion
regulation in women survivors of violence attended in the Specific Child and Adolescent Intervention Team (SCAIT), a social
community service. The sample consists of 11 women who have experienced different types of violence who received the UP
through 11 weekly, two-hour long and in group format sessions. Assessments were conducted at pre and post intervention and at 3,
6, and 12 months follow-up. The results of the Multivariate Analysis of Variance (MANOVA) show an increase in quality of life
(including family relationships), self-esteem and extraversion scores, and a reduction in interference (including family life),
neuroticism, somatization, anxiety, emotional lack of control, negative affect, depression, and emotional rejection scores. This
evolution of the scores with the MANOVA takes into account all the evaluation time points (post, and follow-up at 3, 6 and
12 months). The results were statistically significant (p < 0.05), and had large effect sizes (η2p > 0.14). In addition, the reliable
change index was calculated to assess the change at an individual level of each of the participants for the different outcomes. 90.9%
of the participants rated the quality of the program received as “excellent” and we obtained a high rate of session attendance
(82.64%). These results justify the need for randomized controlled clinical studies to demonstrate the feasibility and clinical efficacy
of the UP in this context. This intervention would allow to address the needs of this population, by offering them comprehensive
care and improving their mental health from a biopsychosocial model. Likewise, it might indirectly improve the well-being of the
rest of the family members.
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Highlights
● Being a survivor of violence increases the probability of developing an emotional disorder.
● Poor health status in mothers is associated with poorer parenting styles and family well-being.
● The Unified Protocol is an emotional-based CBT intervention that could improve mothers’mental health and family well-being.
● Unified Protocol shows preliminary viability and clinical utility for women who have experienced violence and have

emotional disorders.

Emotional Disorders (hereinafter EDs) encompass anxiety,
mood, and related disorders (Brown & Barlow, 2009) and

are the most prevalent mental disorders worldwide (World
Health Organization [WHO] 2017a). Focusing on the
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world’s female population, 178.7 million women suffer
from at least one anxiety disorder (4.8%), and 161.6 million
from a mood disorder (4.4%). In Spain, 1.8 million women
suffer from at least one anxiety disorder (7.8%), and 1.2
million from a mood disorder (5.4%) (Institute for Health
Metrics and Evaluation, 2017).

Brown and Barlow (2009) propose neuroticism (one of the
“Big 5 personality traits”) as a central dimension in the
etiology, course, and maintenance of EDs and, in their triple
vulnerability model, this variable conforms generalized bio-
logical vulnerability. In addition, the model includes two types
of psychological vulnerability, one generalized (early experi-
ences or parenting styles that contribute to a feeling of
uncontrollability and unpredictability of events) and a specific
one (adverse experiences undergone by the person, causing
them to associate an intense emotional response with external
or internal stimuli). For women, one of the main traumatic
experiences they may undergo throughout their lives is the
different types of violence against women, which can lead to
generalized (e.g., family violence during childhood) or specific
(e.g., intimate partner violence) psychological vulnerability. In
addition, it has been shown how neuroticism scores are higher
in women suffering violence than in control women (Brown
et al., 2016), also increasing generalized biological
vulnerability.

In Article 1 of the United Nations’ “Declaration on the
Elimination of Violence against Women”, such violence is
defined as “any act of violence based on female member-
ship that results or may result in harm to women”. Thus,
different types of violence, such as intrafamilial, domestic,
sexual, or gender violence, can be encompassed within this
general definition (WHO, 2017b). In this article, we focus
on women who have experienced different types of
domestic violence. Domestic violence is defined as “phy-
sical, psychological, sexual or other abuse or aggression,
inflicted by people in the family environment and generally
directed at the most vulnerable members of the family:
children, women and the elderly” (Ministerio de Sanidad y
Consumo, 2003).

Due to the ambiguity of the definitions and the variability
of concepts, it is difficult to clarify the extent of the issue
(Larizgoitia, 2006), so that on many occasions the rates of
violence vary depending on the definition adopted (Overstreet,
2000). Despite this, the figures show that violence against
women is a serious public health problem that must be
addressed. Worldwide, one in three women experiences vio-
lence throughout their lives. In Spain, 55 females suffering
violence died in 2019 alone; 125,936 complaints were filed,
and 68,714 phone calls were made to the telephone informa-
tion and legal advice service on violence against women
(Gobierno de España [Spanish Govt.] 2019).

The number of moderating variables that can contribute to
the impact of violence is immense (Galovski et al., 2021).

There is a wide variety of sociocultural, historical, victim, and
specific factors of trauma, which means that the impact of
violence can vary substantially between individuals (Briere &
Jordan, 2004). One of the main consequences of experiencing
violence is the development of mental health disorders,
increasing their functional impairments and affecting their
work, school, and social functioning (Helfrich et al., 2008).
Some examples of functional impairment indicated by these
authors include difficulties in finding or keeping a job, diffi-
culties in continuing to attend work, problems concentrating,
difficulties in maintaining friendships and interacting with other
people, or difficulties in participating effectively in a group
(Helfrich et al., 2008). In fact, women who experience violence
are 2.3 times more likely to develop Post-Traumatic Stress
Disorder (PTSD) than those who do not experience violence
(Galovski et al., 2021). Also, the likelihood of experiencing
symptoms like depression and anxiety (although anxiety and
depressive responses can be sometimes an adaptative response
to the environment) is higher in people exposed to violence
compared to the normal population (e.g., Graham-Bermann
et al., 2011) because, in the former, these disorders range
between 30 and 60% (Larizgoitia, 2006). But violence not only
directly impacts the person who experiences it, but indirectly
affects all family members and can result in a wide variety of
negative consequences for children and family well-being
(Herschell et al., 2017). As we have mentioned before, expo-
sure to violence has an impact on the mental health of women
who suffer it, and poor mental health in mothers is associated
with an increase in the probability of developing behavioral
difficulties in their children (D’Souza et al., 2019). In addition,
being a survivor of violence tends to change parenting styles,
increasing the probability of women survivors of violence
adopting an overprotective style compared to other mothers
(Boeckel et al., 2014), and this style is associated with poor
self-regulation processes in children and adolescents (Christo-
pher et al., 2013; Mak et al., 2020). Moreover, being a victim
of violence is associated with difficulties in communicating
with children, since mothers avoid talking about certain topics
with them with the intention of protecting them (Kamody et al.,
2020). Because of all of these consequences, the treatment of
EDs in mothers with risk factors (e.g., history of violence) can
be a very positive way to improve parenting styles and family
well-being (Carreras et al., 2019).

To better understand the etiology and maintenance of
EDs, Bullis et al. (2019) describe the Functional Model of
EDs. This model is composed of three related compo-
nents: (1) the tendency to experience negative emotions
(e.g., anxiety and depression); (2) aversive reactions to
emotional experiences when they occur, and (3) efforts to
suppress emotional experiences or, if these don’t work,
avoid them. What this model explains is that EDs are
characterized by aversive reactions to emotional experi-
ences, which generally implies avoidant coping
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(Bullis et al., 2019). It is suggested that all these com-
ponents are triggered by a personality dimension called
neuroticism (Barlow et al., 2014).

As in the general population (Brown et al., 2001), in
female survivors of violence, EDs also present with high
levels of comorbidity, that is, more than one psycholo-
gical disorder at a time, reaching 84.2% for PTSD and
depression (Paz et al., 2004). This comorbidity makes it
difficult to choose the most appropriate psychological
intervention. Although there is evidence of the effective-
ness of Cognitive Behavioral Therapy (hereinafter CBT)
for the specific treatment of EDs (Trabold et al., 2018),
there is still a limitation regarding the most appropriate
treatment when there is comorbidity. In addition, some
females that have experienced violence have unspecified
anxiety or mood disorders, or subclinical symptoms, fur-
ther complicating treatment choice. In this sense, the
Unified Protocol for the Transdiagnostic Treatment of
EDs (hereinafter, UP) is a CBT-based intervention
designed to treat the etiological and maintenance
mechanisms of EDs (Boettcher & Conklin, 2017; Ken-
nedy & Barlow, 2017). Differents studies suggest the
importance of etiological and transdiagnostic framing for
intervention with violence-exposed populations (e.g.,
Miller-Graff and Howell, 2016). The UP consists of 8
treatment modules, 5 of which are considered core mod-
ules because are used to train a specific emotional reg-
ulation skill (Sauer-Zavala et al., 2017). Despite the UP
being a protocolized intervention, it is also flexible, which
allows clinicians to be able to use only some of the
modules or to change their order to personalize the UP to
their patients (Sauer-Zavala et al., 2019). The UP aims to
provide adaptive emotion regulation strategies so that
individuals can accept, tolerate and respond effectively to
intense emotions without giving up their personal goals
and objectives (Barlow et al., 2018).

This intervention focuses on a wide range of emotional
psychopathology and subclinical or unspecified symp-
toms, thus reducing treatment times and costs, and
enhancing response to treatment (Barlow et al., 2017). In
addition, the UP can be applied in group format (e.g.,
Osma et al., 2021), promoting social support among the
participants, an aspect that has proven to be a protective
factor for a good prognosis in female survivors of vio-
lence (Buesa & Calvete, 2013), and that has obtained
better results of efficiency than the individual format
(Echeburúa et al., 2014). To date, the UP has shown
significant improvement in pre-treatment symptoms and
has obtained effect sizes that are at least comparable to
existing specific CBT protocols, in face-to-face, group,
and online format (e.g., Sakiris & Berle, 2019).

It is important to highlight that the majority of the
positive outcomes on the feasibility and efficacy of the UP

for the treatment of EDs have been achieved in clinical
and healthcare settings, not in community settings. This
fact is an important gap because when women go to
healthcare settings they do not usually declare themselves
as having experienced violence (Bradley et al., 2002).
Moreover, less stigma regarding psychological disorders
has been detected in community settings (Muñoz, 2009).
In addition, we have found no studies on the clinical
usefulness of the UP for improving anxiety and depressive
symptoms in women who have experienced or currently
experience violence.

Considering the three-axis analysis described by Ferro
and Vives (2004), we need evidence-based interventions
not only regarding their clinical effectiveness, changes in
the expected direction, and maintenance over time (axis
of efficacy), but also interventions that are cost-effective
for the resource that applies to them (i.e., group inter-
ventions; axis of efficiency). Finally, we also need
interventions accepted and positively valued by the users
who receive them (axis of effectiveness). Therefore, the
general objective of this study is to explore the feasibility
and clinical usefulness of a group adaptation of the UP,
applied in a community context to a group of women
who had experienced violence. The specific objectives
pursued are: [1] to obtain a statistically significant
reduction in the scores of depression, anxiety, neuroti-
cism, negative affect, somatization, panic, emotional
lack of control, emotional rejection, lack of emotional
attention, emotional confusion, and interference of
symptoms in the participants’ lives after the intervention;
[2] to obtain a statistically significant increase in scores
in participants’ extraversion, positive affect, self-esteem,
and quality of life after the intervention; [3] and to
confirm that the changes in both directions are main-
tained over time, at three temporal moments that involve
follow-up at three, six, and twelve months. In addition,
we intend [4] to obtain data that show the participants’
acceptance and satisfaction with the intervention (high
rates of session attendance and high scores in satisfaction
with treatment).

Based on these objectives, we established the following
study as a single-arm pilot study to explore the feasibility
and clinical usefulness of a group application of the UP in a
social services context.

Method

Participants

The total sample of this study consisted of 11 participants, all
women, with a mean age of 49.64 years (SD= 5.52, range=
40–59), users of the “Equipo Específico de Intervención con
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Infancia y Adolescencia” [Specific Child and Adolescent
Intervention Team (hereinafter, SCAIT)] at Social Services
Center of Benicarló (Castellón, Spain). Ten of the participants
have Spanish nationality and 1 has Moroccan nationality; 6
participants are divorced and 5 are in a couple; and all of them
have children, between 1 and 3. At the clinical level, 5 parti-
cipants presented subclinical anxious-depressive symptoms
without medication, 1 of them had an unspecified depressive
condition with medication, and 5 had an unspecified anxiety-
depression condition with medication. One of the participants
(Participant 2) suffers from fibromyalgia. She is the only par-
ticipant with a significant medical condition. The main conflicts
that the women refer to are problems in managing the behavior
of the children in the case of 7 participants, filio-parental vio-
lence in the case of 3 of them, and a history of intimate partner
violence in the case of 1 participant. Regardless of the conflict
addressed by the SCAIT, all the participants have experienced
domestic violence, by their husbands (6 participants) or their
children (4 participants). It should be noted that most of the
participants highlight the management of their children’s
behavior as the main problem, something to be expected
considering that they are users of a social service program
whose aim is to address the needs of children and families,
serving families with high-risk factors to improve their well-
being.

Procedure

The sample of this study was a convenience sample
obtained from the SCAIT service at Social Services Center
of Benicarló (Castellón, Spain). The SCAIT is a municipal
service, included within the social care network as a
resource directed at the sectors of family and children. It has
interdisciplinary, specific, and specialized teams, whose
goal is the prevention, care, and treatment of situations of
crisis and family destructuring (Sospedra et al., 2010). This
service offers psychosocial counseling, therapy, and family
mediation services (Consellería de Bienestar Social [Min-
istry of Social Welfare] 2014).

The SCAIT psychologist (M.C.M.) was responsible for
informing the users of the existence of this study, and of
the characteristics of the intervention to be performed. She
was also responsible for carrying out the initial evaluation
of the users at the Social Services Center of Benicarló
(Castellón, Spain). Participation in the study was volun-
tary (participants’ intention to treat) and without financial
compensation. The inclusion criteria were being of legal
age; speaking Catalan or Spanish fluently; committing to
attend the sessions; presenting anxious or depressive
symptomatology or meeting the criteria for at least one
ED, and understanding and accepting the contents of the

informed consent, expressed by signing it. Exclusion
criteria were presenting a serious mental disorder (bipolar
disorder, schizophrenia, or organic mental disorder); a
personality disorder; being in the process of grieving;
substance abuse, or presenting a suicide risk at the time of
evaluation. After selection according to the inclusion
criteria, the participants were assigned to two different
intervention shifts (morning and afternoon) depending on
their availability. In total, five evaluations were performed
at different times: pre-intervention, post-intervention, and
follow-ups at three, six, and twelve months.

To ensure the proper implementation of the UP, the
psychologists of the morning and afternoon intervention
groups (V.F.G. and M.C.M.) received a 20-hour training
course given by a psychologist accredited by the Unified
Protocol Institute as UP trainer (J.O.) and were con-
tinuously supervised by him during treatment. The study
was approved by the Ethics and Research Committee of
the Hospital Comarcal de Vinaròs (Castellón, Spain).

Intervention

The intervention consisted of 11 weekly, two-hour sessions
and in group format to address seven UP modules. For
module 1, “Setting goals and maintaining motivation”, a
single session was used; two sessions were used for module
2, “Understanding emotions”; a single session was used for
module 3, “Mindful emotional awareness”; three sessions
were used for module 4, “Cognitive flexibility”, which was
the most difficult to understand for the participants; a single
session was used for module 5, “Opposing emotional
behaviors”. Module 6, “Understanding and coping with
physical sensations”, was eliminated because the partici-
pants manifested on several occasions that physical sensa-
tions were not associated with anxiety/fear or other
overwhelming emotions. Although the content about the
relationship between physical sensations, thoughts, and
behaviors was explained, the interoceptive exposure exer-
cises were not practiced in this case. It is important to note
that, although the interoceptive exposure was not practiced
in this group, it is necessary to assess whether these asso-
ciations exist, because they are quite frequent. If they exist,
this module should be developed, as it can be very bene-
ficial for the participants.

Two sessions were used for module 7, “Emotional
exposure”; and, finally, a single session was used for
module 8, “Recognize achievements and look to the future”.
In this study, we provided a special emphasis on the vali-
dation of the participants’ emotional experience, as they had
been exposed to constant situations of invisibilization and
invalidation. Some examples of these situations of
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invalidation described by the participants are: lack of
respect on the part of their children or partners; feelings of
not being good mothers or not having known how to edu-
cate their children well, blaming themselves for the beha-
vior of their children; hiding situations of violence
experienced in the family context to protect their family or
due to fear of the consequences; etc. In addition, their
emotions are congruent with the situation of violence they
are experiencing (anxiety and sadness), but their closest
environment invalidates them (e.g., you should not feel
anxious or sad or you should be happy with your family).

Instruments

Mini-International Neuropsychiatric Interview (MINI;
Sheehan et al., 1998; Spanish version by Ferrando et al.,
2000)

It contains structured questions that evaluate major psy-
chiatric disorders and it is divided into 16 modules, each
with structured questions corresponding to the different
diagnostic categories. In the validation study, it had a value
of 0.75 for Cohen’s Kappa, showing good interjudge
reliability.

Rosenberg Self-Esteem Scale; (RSES; Rosenberg, 1965;
Spanish version by Vázquez et al., 2004)

It contains 10 items in the form of sentences with a 4-point
Likert scale ranging from 1 (strongly agree) to 4 (strongly
disagree). Higher scores indicate a higher level of self-
esteem. In the present study, we obtained a Cronbach alpha
of 0.69.

Quality of Life Index (QLI; Mezzich et al., 2000)

It contains 10 items that are rated on a 10-point Likert
scale ranging from 1 (Poor) to 10 (Excellent). Those items
are: physical well-being, emotional well-being, self-care,
and independent functioning, occupational functioning,
interpersonal functioning (it includes family functioning),
social-emotional support, community and services support,
personal fulfillment, spiritual fulfillment, and overall
quality of life. The higher the score, the higher the quality
of life. In the present study, we obtained a Cronbach alpha
of 0.88.

Maladjusment Scale (MS; Echeburúa et al., 2000)

This scale reflects the extent to which the person’s current
problems are affecting the different areas of their daily life,
which are scored on a 6-point Likert scale ranging from 0
(not at all) to 5 (Very severe). These areas are: work, social

life, free time, relationship with partner, family life, and
overall maladjustment in everyday life. The higher the
score, the greater the interference of current problems in the
person’s life. We found a Cronbach alpha of 0.80 in
this study.

Positive and Negative Affect Scale (PANAS; Watson et al.,
1988; Spanish version by Sandín et al., 1999)

It consists of 20 items that measure both positive and
negative affect, 10 items for each dimension. Each item is
rated on a 5-point Likert scale ranging from 1 (Not at all,
very slightly) to 5 (Extremely). The higher the score in each
of the dimensions, the greater the affect evaluated. In the
present study, we found a Cronbach alpha of 0.90 for
Positive Affect and of 0.96 for Negative Affect.

Brief Symptom Inventory (BSI-18; Derogatis, 2001; Spanish
version by Andreu et al., 2008)

It is made up of 18 items and screens psychiatric symptoms
by means of a 5-point Likert scale ranging from 0 (Not at
all) to 4 (Very much). The higher the score in each of the
subscales (Somatization, Depression, Anxiety, and Panic),
the greater the severity of the symptomatology. Cronbach
alpha scores in the present study were 0.63 for the Soma-
tization, 0.88 for Depression, 0.78 for Anxiety, and 0.69 for
Panic subscales.

NEO-FFI Personality Inventory (NEO-FFI; Costa and McCrae,
1999)

This contains 60 items that provide a quick and overall
measurement of the five major personality factors. The
responses are rated on a 5-point Likert scale ranging from 0
(Strongly agree) to 4 (Strongly disagree). The higher the
score in each of the dimensions, the higher the tendency
toward that personality factor. In this study, we only used
Neuroticism and Extraversion factors, with Cronbach alpha
values of 0.66 and 0.86, respectively.

Difficulties in Emotion Regulation Scale (DERS; Gratz and
Roemer, 2004; Spanish version by Hervás and Jódar, 2008)

This scale includes 28 items rated on a 5-point Likert
scale ranging from 1 (almost never/0–10% of the time)
to 5 (almost always/90–100% of the time). The higher
the total score, the higher the emotional dysregulation.
In this study, the DERS obtained Cronbach alpha values
of 0.92 for Emotional Lack of Control, 0.94 for Emo-
tional Rejection, 0.79 for Life Interference, 0.92 for Lack
of Emotional Attention, and 0.61 for Emotional
Confusion.
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Questionnaire for the evaluation of the UP components (ad
hoc, see “Appendix 1”)

It consists of 9 items that evaluate the extent to which the
participants considered that the UP in general and each of
its components, in particular, were useful to help them
regulate their emotions adaptively, rated on a 10-point
Likert scale ranging from 0 (Not at all) to 10 (very much).
The higher the score, the better the UP rating.

Satisfaction with treatment questionnaire (ad hoc)

This scale presents 7 items that evaluate participants’
overall satisfaction with the treatment, based on its per-
ceived quality, adaptation to their expectations, their
recommendation to friends or family, the usefulness of
the techniques learned, their joint and general satisfac-
tion with the treatment, the discomfort it generated, and
the likelihood that they would choose such a treatment
again. Participants rated the items on a 4-point Likert
scale ranging from 0 (Bad/Not at all) to 4 (Excellent/
Very much). The higher the score, the greater the satis-
faction with the treatment.

Survey about the opinion of the treatment received (ad
hoc)

Through a survey developed specifically for this study,
participants were asked three open questions that they
were requested to answer in writing. The first question
refers to the objectives they set out to achieve, the second
asked them which objectives they had achieved or was in
the process of achieving, and the third refers to their
beliefs about the benefits provided by the intervention.

Data analysis

The analyses were carried out with the statistical package
IBM SPSS Statistics version 22.0 for Windows (IBM Corp.,
2013). First, the sociodemographic characteristics of the
total sample (N= 11) were analyzed with descriptive sta-
tistics, calculating the mean and standard deviation of the
scores in the different questionnaires. Next, a Missing
Values Analysis and Little’s MCAR test were performed to
determine the random distribution of missing values, and
after confirming this, the Last Observation Carried Forward
(LOCF) was used. Internal consistency was then explored
using Cronbach’s alpha.

As the sample size is less than 50 (N= 11), the normal
distribution of the variables was verified with the
Shapiro-Wilk normality test. A Multivariate Analysis of

Variance (MANOVA) was then performed to check
whether the differences in the scores of the variables
measured at different times were statistically significant.
Finally, the Reliable Change Index (hereinafter RCI),
which evaluates the clinically significant change obtained
to determine in which variables the scores approach those
of the normative sample, was calculated. The RCI is a
procedure that assesses whether the change is reliable,
beyond the fluctuation associated with imprecise mea-
surement tools. A clinically significant change will be
considered if an RCI score is equal to or greater than 1.96
(Jacobson & Truax, 1991).

Session attendance was also recorded, to calculate the
attendance rate and use it as an indicator of feasibility and
acceptance of treatment. For the same purpose, quanti-
tative and qualitative analyses were carried out. At the
quantitative level, the participants’ assessment of and
satisfaction with the treatment received was evaluated
through two questionnaires. Qualitatively, participants
were asked to answer three main questions about the
treatment, and their answers were analyzed by selecting
and sorting information through a process of segmenta-
tion, identifying key topics, and categories of analysis
(De Andrés Pizarro, 2000).

Results

Descriptive analyses

The results of descriptive analyses for the sociodemographic
characteristics of the sample are described in the participants
section. The mean scores and standard deviations of all the
administered instruments are shown in Table 1.

The Missing Value Analysis showed that 6.24% of the
data were missing from the total set of all the variables.
Little’s MCAR test showed a significance of p= 1.00 (p >
0.05), which implies a random distribution of the missing
values, so LOCF was performed for those missing values.
The results of the Shapiro-Wilk normality test showed that
the scores of the participants in the different variables were
normally distributed (p > 0.05).

Clinical Utility

In this section, the results directly related to objectives 1,
2, and 3 will be addressed. MANOVA showed that the
statistically significant changes were increased scores on
the variables of quality of life, including the quality of
the interpersonal area (family), self-esteem, extraversion,
and decreased scores on the variables of interference
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(including interference in family life), neuroticism,
somatization, anxiety, emotional dysregulation, emo-
tional lack of control, negative affect, depression, and
emotional rejection (p < 0.05). The increase in positive
affect and the decrease in the variables lack of emotional
attention and emotional confusion did not show statisti-
cally significant changes (p > 0.05). In all the variables,
the effect sizes were large (η2p > 0.14). Table 1 depicts
the mean scores on each variable and assessment time,
and the specific value of the statistic, effect size, and
significance.

The results of the RCI showed that, after the end of the
intervention, ten participants (90.91%) maintained nor-
malized scores in the variable interference of sympto-
matology; eight participants (72.73%) maintained
normalized scores in the variable of emotional dysregu-
lation; seven participants (63.64%) maintained normal-
ized scores in the variables quality of life, positive affect,
and negative affect; six participants (54.55%) did so in
the variables quality of the interpersonal area and rejec-
tion of emotions; five participants (45.45%) did so in the

variable emotional lack of control; four participants
(36.36%) did so in the variables self-esteem, interference
of emotions, neuroticism and depression; three partici-
pants (27.27%) did so in emotional confusion; two par-
ticipants (18.18%) maintained normalized scores in
interference in family life, emotional lack of attention,
somatization and extraversion, and one participant
(9.09%) maintained normalized scores in interference in
somatization and anxiety.

The results of the RCI showed that one year after the
end of the intervention, eight participants (72.73%)
maintained normalized scores in the variable emotional
dysregulation; seven participants (63.64%) maintained
normalized scores in the variables quality of life, emo-
tional lack of control, somatization and anxiety; six
participants (54.55%) did so in the variables quality of
the interpersonal area, interference of symptomatology,
positive affect, negative affect, rejection and interference
of emotions, neuroticism, somatization and depression;
five participants (45.45%) did so in the variable self-
esteem; four participants (36.36%) did so in the variable

Table 1 Mean and standard deviation (SD) of the sample scores on the instruments

Variable PRE POST 3-MONTH
FOLLOW-UP

6-MONTH
FOLLOW-UP

12-MONTH
FOLLOW-UP

MANOVA

N M (SD) N M (SD) N M (SD) N M (SD) N M (SD) F η2p

RSES 11 26.73 (4.60) 11 30.27 (4.08) 11 30.91 (5.07) 11 30.27 (4.24) 10 31.10 (3.98) 4.025** 0.309

QLI 11 5.55 (1.53) 11 7.19 (1.48) 11 7.10 (1.24) 11 6.92 (0.92) 10 7.23 (1.82) 5.346** 0.373

QLI-Interpersonal 11 6.36 (2.11) 11 7.73 (1.27) 11 7.18 (1.89) 11 7.36 (1.57) 10 7.70 (1.83) 2.848* 0.240

MS 11 16.09 (6.11) 11 8.45 (6.53) 11 7.73 (5.80) 11 7.55 (6.15) 10 9.40 (6.80) 10.999*** 0.550

MS-Family Life 11 2.36 (1.03) 11 1.91 (1.38) 11 1.27 (1.01) 11 0.91 (1.04) 10 1.70 (1.06) 5.159** 0.364

PANAS-Positive 11 28.73 (8.33) 11 36.64 (6.61) 11 33.36 (8.65) 11 31.10 (8.43) 10 30.40 (9.94) 2.387 0.210

PANAS-Negative 11 31.55 (11.40) 11 23.73 (9.34) 11 20.00 (8.66) 11 17.82 (5.76) 10 20.60 (7.00) 5.822** 0.393

BSI-18-Somatization 11 10.00 (4.80) 11 5.45 (4.57) 11 2.36 (2.34) 11 1.82 (2.36) 10 4.30 (6.00) 9.839*** 0.522

BSI-18-Depression 11 10.18 (6.51) 11 5.64 (5.01) 11 3.55 (3.08) 11 2.73 (1.68) 10 3.80 (4.83) 6.002** 0.400

BSI-18-Anxiety 11 6.18 (3.19) 11 4.36 (3.04) 11 2.45 (2.07) 11 2.00 (1.95) 10 2.20 (2.39) 7.397*** 0.451

BSI-18-Panic 11 5.73 (3.32) 11 3.09 (3.48) 11 0.45 (0.69) 11 0.82 (0.87) 10 1.30 (2.31) 13.678*** 0.603

DERS-Total 11 77.27 (20.12) 11 59.55 (19.79) 11 51.27 (12.59) 11 48.82 (9.21) 10 50.30 (15.29) 9.302*** 0.508

DERS-Lack of Emotional
Attention

11 11.00 (4.31) 11 8.91 (3.11) 11 10.00 (4.00) 11 10.00 (3.32) 10 9.80 (3.46) 1.391 0.134

DERS-Confusion 11 10.82 (3.22) 11 8.27 (3.44) 11 7.64 (4.76) 11 6.82 (2.44) 10 7.40 (2.99) 2.212 0.197

DERS-Rejection 11 20.45 (7.88) 11 15.55 (7.65) 11 11.18 (3.97) 11 13.00 (7.44) 10 12.70 (7.86) 5.317** 0.371

DERS-Interference 11 11.27 (3.55) 11 9.00 (4.49) 11 7.91 (2.81) 11 6.73 (1.55) 10 7.10 (3.18) 5.215** 0.367

DERS-Lack of Control 11 23.73 (9.34) 11 17.82 (7.15) 11 14.55 (3.98) 11 12.27 (3.64) 10 13.30 (6.22) 7.139** 0.442

NEOFFI-Neuroticism 11 29.45 (6.58) 11 23.18 (7.61) 11 22.00 (8.87) 11 19.09 (8.32) 10 19.50 (9.68) 10.340*** 0.535

NEOFFI-Extraversion 11 26.55 (8.29) 11 30.91 (7.93) 11 30.45 (9.21) 11 31.18 (8.77) 10 29.40 (9.17) 2.849* 0.240

Results of the multivariate analysis of variance (MANOVA)

PRE: pre-intervention; POST: post-intervention; RSES: Rosenberg Self-Esteem Scale; QLI: Quality of Life Index; MS: Maladjustment Scale;
PANAS: Positive and Negative Affect Scale; BSI-18: Brief Inventory of Symptoms; DERS: Difficulties in Emotion Regulation Scale; NEOFFI:
NEOFI Personality Inventory; after the name of the scale, the name of the subscales appears separated by a hyphen; *p < 0.05; **p < 0.01; ***p <
0.001; η2p ≃ 0.01 → small effect size; η2p ≃ 0.06 → medium effect size; η2p > 0.14 → large effect size
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emotional confusion; three participants (27.27%) did so
in extraversion; two participants (18.18%) maintained
normalized scores in lack of emotional attention, and one
participant (9.09%) maintained normalized scores in
interference in family life. Table 2 shows the RCI values
between pretest and posttest, and between pretest and the
1-year follow-up, respectively.

Viability and satisfaction with the intervention

In this section, the results directly related to objective 4 will
be addressed. Participants attended a mean number of ses-
sions of 9.09 (SD= 1.38, range 8–11) of the 11 sessions
that made up the treatment, which is 82.64% of the pro-
gram. In addition, no dropouts were recorded during treat-
ment or at the follow-ups.

In the UP component assessment questionnaire, the mean
score obtained was 9 for the UP in general (SD= 1.34,
range= 6–10). Focusing on each of the techniques, the
scores varied between 8.18 and 8.91. The “understanding
emotion” technique obtained a mean score of 8.73 (SD=
1.49, range= 5–10); the “mindful emotional awareness”
technique a mean score of 8.64 (SD= 1.63, range= 6–10);
the “cognitive flexibility” technique a mean score of 8.32
(SD= 1.85, range= 5–10); the “opposing emotional beha-
viors” technique a mean score of 8.55 (SD= 1.52, range=
6–10); and the “emotional exposure” technique a mean
score of 8.55 (SD= 1.51, range= 6–10).

In the treatment satisfaction questionnaire (N= 11),
90.9% of the participants (n= 10) rated the quality of the
program received as “excellent” and the remaining parti-
cipant rated it as “good”. A 54.5% (n= 6) stated that the
intervention “totally” corresponded to what they expected,
while the remaining 5 participants stated that it did but
“partially”. To the question “If a friend or family member
needed similar help, would you recommend this treatment
program?”, 90.9% of the participants (n= 10) answered
“Yes” and the remaining participant answered “probably
yes”. Lastly, 81.8% of the participants (n= 9) reported
that the program’s content had helped them “a lot” in
dealing more effectively with their problems, and the
remaining two participants reported that it had helped them
“quite a bit”.

Finally, the responses to the survey about their opinion of
the treatment received were analyzed qualitatively. The
selected analysis categories were: the objectives prior to the
start of the intervention; the objectives achieved after the
intervention; the impact of the group format on the parti-
cipants; and overall satisfaction with the intervention. Table
3 shows the fundamental testimonies of some of the parti-
cipants, which illustrate how they refer to these points, and
the different categories that are framed within each one of
them.

Table 3 Coding of the participants’ responses to the satisfaction
survey on the treatment received

What objectives did you set out to achieve during this intervention?

1. Emotional regulation (7 participants): “My main objective was to
understand my fear”, “I want to learn to relax”
2. Increased self-esteem and quality of life (6 participants): “I need to
strength my self-esteem”, “I need not to feel self-conscious”
3. Improve family well-being (3 participants): “I want to achieve a
more positive relationship with my family and with myself”
4. Improve parenting styles (2 participants): “I want to learn to better
educate my children, ask them respectfully and that they respect me”
5. Reduction on the interference of intense emotions (5 participants):
“Being able to separate all the problems of my daily life, because I
only have time to be aware of them”

What objectives have you achieved, or are you in the process of
achieving?

1. Greater knowledge about the emotional response (4 participants):
“I have learned to identify thoughts, to observe the physical
sensations in my body, what behaviors I usually follow to face the
intense emotions and also I have learned to identify what factors
trigger this fear that I feel and the consequences of my behaviors”, “I
have learned to differentiate my emotions”
2. Reduction on the frequency, duration and emotional intensity (9
participants): “It has helped me to feel less anxiety”, “Before, the
anxiety lasted for at least an hour, now it doesn’t”
3. Learning about anxiety management and mindfulness techniques
(8 participants): “Now I am able to calm myself down”, “I always
keep in mind not judging”, “Focus on that present moment”
4. Emotional exposure (5 participants): “Now I am able to read the
emails that my lawyer asks me to”
5. Generate alternative thoughts and carry out opposite behaviors to
those driven by emotions (7 participants): “When I raise the tone of
voice I realize it, and I can change it to a softer tone”, “I have
managed to think before acting”, “I have learned to not think that
everything will always go wrong”, “I have more control of my
impulses and this make me not see things so negatively”
6. Increase self-esteem and empowerment (7 participants): “Now I
know that if I want to do something, I am able to do it”, “Until now I
was always walking and looking behind me, now I don’t”

Why would you say that attending these sessions has helped you?

1. Increased self-esteem, self-confidence, and motivation (3
participants): “Now I feel that I am a useful and optimistic person”,
“I should start loving myself”, “You have to keep working”, “To
know that I can achieve my aims has given me the confidence to face
the problems in a better way, even if it requires effort”
2. Improvement in general level of health (4 participants): “Now I
sleep well”, “Before I felt pain in my body or my hands”, “Before, I
always went to the doctor because of my asthma, now I don’t need it”
3. Increased perception of social support (9 participants): “I have always
felt very good here”, “When everyone believes you, it is a liberation”,
“Here I have been able to tell what I have kept quiet during years”
4. Increase in quality of life (7 participants): “All this has given me my
life back”, “I am very grateful, it has given me my life again”
5. Increase family well-being (6 participants): “Now I am happy, and
my family too”
6. Favor a sensitive parenting style (2 participants): “Now I speak to my
son in a calmer way, and when I raise the tone of voice, I realize it and I
can change it to a softer tone”, “My son listens to me, understands me
and does what I ask”, “My son and I understand each other better and
respect each other more”, “This therapy has helped me a lot with my
parenting skills”
7. Reduce problem behaviors in children (2 participants): “Now my
daughter has fewer tantrums and they are less intense”, “My daughter
takes orders more, that’s a great achievement”
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Discussion

This study applies a psychological intervention based on
improved emotion regulation, called UP, in a group format
to a sample of females surviving domestic violence diag-
nosed with ED or subclinical symptoms that were users of
the SCAIT service, a community service aimed at improv-
ing family well-being. We aimed to improve their clinical
symptoms after the intervention (objectives 1 and 2), to
maintain changes at 12-month follow-up (objective 3), and
to obtain data about the feasibility, acceptance, and satis-
faction with the UP (objective 4).

Preliminary results underscore the feasibility and clinical
usefulness of the UP in group format applied in the social
services context.

Preliminary clinical utility data

In this section, the results directly related to objectives 1,
2, and 3 will be addressed. When we assessed the parti-
cipants’ improvement in specific variables after treat-
ment, the statistically significant increase in quality of life
and the reduction of interference of symptomatology are
promising. This fact is especially relevant in this sample,
as the participants are subjected to intense psychosocial
stressors, which sometimes do not cease with the passage
of time. Despite not intervening directly on these stres-
sors, the UP seems to improve the scores in these vari-
ables, being consistent with the results obtained in other
studies (e.g., Osma et al. 2015). Specifically, the parti-
cipants showed an improvement on the quality of life area
of interpersonal relationships which includes family
relationships, and within the subscales of the interference
scale, they also had improved in the area of family life;
which means that participants achieved one of their main
objectives, which was to improve coexistence and family
well-being after the UP intervention.

In addition, participants improved the emotion reg-
ulation skills, which is one of the specific aspects tar-
geted by the UP and which is reflected in the statistically
significant decrease in scores in total Difficulties in
Emotion Regulation Scale punctuation. Specifically, a
statistically significant reduction is observed for the
subscales of rejection, interference and emotional lack of
control (p < 0.001), but not for the lack of emotion
attention and emotional confusion subscales (p > 0.05).
The lack of significant results in these two specific sub-
scales could be due to the fact that in the validation into
Spanish the authors obtained internal consistency scores
lower than the rest of the subscales, an aspect that the
authors explain that could be due to the reduction of
items for the adaptation and validation into Spanish
(Hervás & Jódar, 2008). Despite this, the significant

reduction in emotional dysregulation, suggests the
effectiveness of the UP to improve this variable (Maza-
heri et al., 2014), an aspect that can have very positive
consequences on parenting styles, promoting greater
sensitivity in mothers and improving family well-being
(Carreras et al., 2019). As for affective symptomatology,
the results of this study show that the participants
improved significantly in symptoms of panic, somatiza-
tion, anxiety, and depression, thereby confirming the
effectiveness of the UP to reduce emotional symptoma-
tology (Sakiris & Berle, 2019). Improving mothers’
mental health can consequently decrease the probability
that their children develop behavioral difficulties
(D’Souza et al., 2019). Additionally, significant changes
are also achieved in personality dimensions such as
neuroticism and negative affect. These results are in line
with those found in previous studies (e.g., Sauer-Zavala
et al., 2012). In addition to improvements in negative
affect and neuroticism, the application of the UP has
achieved changes in extraversion, that is, the tendency to
experience positive emotions such as satisfaction or
happiness. Previous studies that have used the UP for the
treatment of people with EDs have found contradictory
results in this regard, as some of them confirm the
changes in extraversion (e.g., Osma et al., 2015), and
others do not (e.g., Ellard et al., 2010). More studies
should be conducted to clarify these results on extra-
version and positive affect.

In general, almost all the participants improved their
scores after the intervention in the expected direction,
and we highlight the overall improvement in some
variables such as interference of symptomatology in their
daily life, self-esteem, or quality of life. However, there
are specific cases where improvement was not so
obvious, and which are worth commenting on in more
detail. An example is the case of Participant 2, who
showed no significant changes. In this case, the fact that
she suffers from fibromyalgia, a disease that causes high
levels of pain and interferes considerably in her working
life, may have influenced the results. Content customi-
zation (e.g., what variables influence the intensity of
pain) and specific skills (e.g., mindfulness exercises
focused on pain observation) in these cases could help
improve the results.

Another case is that of Participant 6, who improved in
almost all the variables after treatment but showed a sig-
nificant worsening in positive affect at the 1-year follow-
up. A possible explanation is that at the time of the1-year
assessment, she had been evicted from her home, and had
to find a new home for herself and her daughter, with few
financial resources, which implied a very high level of
stress. The last relevant case is that of Participant 11, who,
although she showed significant changes in most variables
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after treatment, barely maintained these changes at the
1-year follow-up. This fact may have been due to pro-
blems caused by living with her daughter, who was
diagnosed with borderline personality disorder and
returned to live at home during that period of time. This
daughter had spent some time in a child protection center
for child-parental assault.

However, it is important to note that the cases of these
three participants tend to be the most common among
survivors of violence. As mentioned in the introduction,
the number of moderating variables that can contribute to
the impact of violence is immense (Galovski et al., 2021),
so that an intervention can often result in limited progress
due to all these moderating variables. In these cases,
medical problems and family dynamics have an important
influence and could be framed as factors that impact
exposure to the trauma of violence (Helfrich et al., 2008;
Herschell et al., 2017).

Preliminary feasibility data

In this section, the results directly related to objective 4 will
be addressed. Regarding feasibility, the results of this study
show that the users accepted this type of intervention, as the
attendance rate was 82.64%, well above those reported in
other studies aimed at treating EDs in this population. For
example, the CBT-based intervention for female survivors
of violence by Johnson et al. (2011) reported an average
attendance at 6.8 sessions out of 12 (SD= 4.3), representing
an attendance rate of 56.66%. In addition, no participant
dropped out of our treatment. This information contrasts
with studies that claim a general problem with adherence to
psychological intervention programs in female victims of
violence, shown in the high dropout rates, up to 66.98%
(Hansen et al., 2014). We believe that the differential aspect
of this group that made adherence so high and led to no
dropouts was the fact that they had previously been users of
the SCAIT and knew both the service and the staff. They
came to this resource voluntarily and had already had
positive experiences with other services. In addition, the
group format enhanced feeling understood and interpersonal
validation. Furthermore, the fact that the intervention was
conducted in a community context rather than in a mental
health unit might imply less stigma.

Another aspect that reflects the feasibility of the UP are the
participants’ responses to the satisfaction questionnaire, stating
that the quality of the treatment program received is excellent
and that it met their expectations, that they would recommend it
to a loved one who was in the same situation and would even
choose it again if they had to seek help once more. These
results are similar to those found with the same instrument by
Osma et al. (2019) in their UP application study for the
transdiagnostic treatment of EDs in public mental health units

in Spain. In addition, in the component rating questionnaires,
the scores are very high for the protocol in general, with a mean
score of 9 (score range: 9 out of 10). Psychoeducation about
emotions and mindfulness techniques were the most valued
components regarding its usefulness. The open answers pro-
vided by the participants (Table 3) also indicated that they have
learned useful emotional strategies, they have achieved mean-
ingful aims and they are satisfied with the intervention.

Strengths and limitations

One of the strengths of this study is to apply an emotion-
regulation based psychological intervention to treat EDs or
subclinical affective symptomatology in female survivors of
violence who are cared for in a community context to improve
family well-being. This idea arises from the current need to
resort to contexts in which psychological interventions can
reach more people, rather than waiting for the people who are
suffering to go to specialized clinical contexts (e.g., Bentley
et al., 2017). The dissemination of evidence-based interven-
tions in all sectors and contexts of society is essential if we are
to reduce the emotional and economic costs arising from the
main public health problems (Osma & Sauer-Zavala, 2019), in
this case, violence against women and the consequences of
violence for all family members.

However, this study has some limitations. The first refers to
the small sample size (N= 11). In this sense, we note that case
and pilot studies are an advisable cost-effective method to
study preliminarily the effectiveness, feasibility, and/or imple-
mentation of recent intervention programs in contexts other
than those studied previously, but their results should be
assessed prudently, and as a preliminary phase. Therefore, it
would be interesting to replicate the results with a larger sample
of women and through a randomized clinical trial. Another
limitation is the lack of the incorporation of partners and/or
family into the sessions, either at a specific moment or in a
specific parallel intervention. A third limitation is that some of
the measures used in the study did not have good internal
consistency, which makes it more difficult to fully understand
how the intervention has affected the constructs with less
consistency. It would be necessary to replicate the analyses
with a larger sample, to see if the internal consistency would
improve. Given the nature of the violence experienced by
women and the community context in which it has taken place,
including family interventions could have contributed to an
understanding of the participants’ emotional problems and the
possible reduction of interpersonal problems that can hinder
their recovery. Finally, we could not develop some working
material (participant’s workbook) adapted to the nature and
characteristics of the specific problem of violence against
women, which would have led to greater customization of the
intervention. Despite these limitations, the participants’ rate of
program attendance was not affected.
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As can be seen with this study, we have been able to
preliminary explore two of the three axes proposed in the
three-axis analysis (Ferro & Vives, 2004). Thus, through
objectives 1, 2, and 3, we explore the clinical utility of the
intervention and, therefore, the axis of efficacy, and, through
objective 4, the acceptability and viability of the intervention,
that is, the axis of effectiveness. However, one of the main
limitations is that due to the small sample size and the fact that
it is a pilot study, no cost-effectiveness analyses have been
carried out to explore the effectiveness axis. Therefore, and
taking this limitation into account, it will be interesting for
future studies to take this approach into account, in order to
replicate the results that explore the axes, adding analyses that
allow the exploration of effectiveness.

This study is added to the growing literature that supports
the effectiveness and versatility of the UP applied in different
contexts and for different populations. Having preliminary data
on the feasibility and clinical usefulness of the UP for the
treatment of EDs in females who have experienced violence,
and in a context such as social services, can have countless
advantages. The first is to be able to serve this group from a
community approach, that is, with an interdisciplinary team that
can evaluate and intervene comprehensively in this social
problem. The second is the reduction of costs both for female
users (e.g., traveling to a single resource) as well as for pro-
fessionals (e.g., facilitating data collection and management).
The third is the group application format, as it favors positive
social reinforcement, modeling, and enhanced motivation for
change and learning of better coping skills (Echeburúa et al.,
2014). Thus, we consider that this type of intervention allows
addressing the needs of this population more directly, offering
them comprehensive care and improving their mental health
from a biopsychosocial model, also having indirect positive
consequences on other members of the family or partners of
women, and thus improving family well-being.

Conclusions

With this study, we have obtained preliminary data
showing the clinical utility and the viability and accept-
ability of UP in group format and with women who have
experienced domestic violence. More specifically, the
MANOVA results showed an increase in quality of life,
self-esteem, and extraversion, as well as a reduction in
interference, neuroticism, somatization, anxiety, emo-
tional discontent, negative affect, depression, and emo-
tional rejection. Regarding acceptability, a high
attendance rate and no dropouts were obtained. However,
it must be taken into account that this is a pilot study, and,
therefore, it has several limitations that mean that we must
be cautious in interpreting the results. Among these lim-
itations, we should include small sample sizes, the fact

that some measures did not obtain high internal con-
sistency, the fact that the efficiency axis could not be
analyzed by means of cost-effectiveness analysis, the
inability to introduce partners or relatives into the group,
the unfeasibility to carry out family intervention sessions,
or the failure to develop working material such as a
manual for the participants. Taking into account that the
results are promising, the need for randomized controlled
clinical studies is justified to overcome the limitations of
the present study. In this sense, future lines should fun-
damentally value introducing partners or families to the
intervention, providing material for the participants, and
carrying out more controlled analyses with a larger sam-
ple. All this to replicate the analyses and establish a
greater exploration of the three axes of efficacy, effi-
ciency, and effectiveness. Having data such as the one in
this study could make it possible to address the needs of
this population in a more direct way, offering them
comprehensive care, and improving their mental health
from a biopsychosocial model. Likewise, this makes it
possible to indirectly improve the well-being of the rest of
the family members.
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