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Abstract

This pilot study compared two evidence-informed group treatment methods
with 19 Spanish-speaking Latina survivors of domestic violence. Spanish-
speaking therapists trained in Eye Movement Desensitization Reprocessing
(EMDR) and Trauma-Focused Cognitive Behavior Therapy (TFCBT) led the
groups. Assessments of Post-Traumatic Stress Disorder (PTSD) in partici-
pants using the SPRINT instrument taken after psychoeducational prepara-
tion/prior to trauma processing, and at the end of treatment demonstrated
improvement in participants in the EMDR groups and in the TFCBT groups
with more reduction of PTSD symptoms in the EMDR groups, although the
findings are limited by small sample size and so are not generalizable. The
results suggest that there is a need for additional study both on the effective-
ness of group treatment for this population and on the best evidence-based
approaches.
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1. Introduction

Latinas may be at increased risk of intimate partner violence (IPV) particularly

when isolated by immigration status, language barriers, and low socioeconomic
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status; this increases risk for Post Traumatic Stress Disorder (PTSD). In cases of
survivors with limited access to individual evidence-based treatments for PTSD,
therapy is expensive and limited, with long waiting lists. This study was initiated
by therapists in a Texas domestic violence program who were concerned about
long waiting lists of Spanish-speaking Latina survivors of domestic violence. The
agency had few Spanish-speaking therapists with limited availability for indi-
vidual therapy schedules. The therapists explored offering group therapy to
Spanish-speaking survivors on the waiting list and committed to evaluating their
group treatment for PTSD. The therapists requested research faculty at their
graduate social work program for assistance. This resulted in a pilot study ad-
dressing group treatment modalities for effectiveness in treating PTSD symp-
toms in Latina survivors of IPV. The Spanish speaking therapists were trained in
Eye Movement Desensitization Reprocessing (EMDR) and Trauma-Focused Cog-
nitive Behavior Therapy (TF-CBT), each of which was delivered in group for-

mat.

2. Literature Review

There are several areas of pertinent literature for this study. This literature re-
view includes interpersonal violence with a particular focus on Latina survivors
of IVP and barriers to help seeking for this population; Additionally, the litera-
ture review covered PTSD after IPV; evidence-based treatment for PTSD, use of
group interventions, and both TFCBT and EMDR delivered in group format.

IPV is a pervasive social problem that, according to global statistics, affects
one in three women in their lifetime [1]. From 2005-2012, 22% of all violent
crime committed on human beings in the United States was domestic violence
(DV) [2]. Fitz-Gibbon, Walklate, McCulloch, and Maher define IPV as “abusive
behavior by a person within an intimate relationship including current or past
marriages, domestic partnerships, or de facto relationships” [3]. According to
Regan & Durvasula [4], personal, interpersonal or relational, and environmental
factors compose three broad categories of risk factors for experiencing IPV.
Factors that affect the risk of IPV include socioeconomic status, prior IPV ex-
posure and childhood abuse, economic and living conditions, existing political
climate, and sociocultural norms or customs; conflict resolution strategies and
relationship status [4]. Alvarez, Davidson, Fleming, and Glass [5] identified ad-
ditional risk factors to IPV within the Latino population including immigration
status, machismo (cultural belief that malesshould dominate relationships), and
acculturation stress.

Latinos, persons of Hispanic descent, are one of the most rapidly growing
populations in the United States [5] comprising about 16% of the population [6].
Thirty-seven percent of Hispanic women in the United States report being the
victim of IPV in their lifetime [7]. Latina women are more likely to experience
more severe adverse effects from IPV than are non-Latina white women [5]
though when variables such as age, alcohol use, location, and family history are

controlled, these differences disappear [8]. Since some Latina women are not
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able to access evidence-based interventions for IPV, the authors stressed the
importance of developing interventions that are culturally and linguistically ap-
propriate to empower Latinas to overcome barriers to seeking help [5]. In this
article, IPV means both interpersonal violence and domestic violence, and the
terms Hispanic and Latina are used interchangeably.

Chapman and Monk [1] asserted that shame, denial, and guilt are common
factors that act as help seeking barriers for victims of IPV. Additional barriers to
help seeking identified in the literature include damaged self-esteem, learned
helplessness, fear for safety, fear of involvement of child welfare services, eco-
nomic dependence on perpetrator, and emotional investment in the relationship
[1]. For some Latinas, resistance to help seeking may be related to a fear of de-
portation for undocumented immigrants, either themselves or their partners,
and a desire to stay in the marriage due to traditional norms. Other factors
might include language barriers and lack of understanding of the social, legal,
and health systems [5]. They stated that “Latinas (especially monolingual Span-
ish speakers) are more likely to negate the severity of abuse, less likely to use
formal services to address IPV, and when they do eventually use formal services,

it is after extended periods of experiencing abuse” (pp. 2-3).

3.PTSD

According to the World Health Organization [9], IPV affects women’s physical
and mental health through direct pathways, such as injury, and indirect path-
ways, including prolonged stress resulting in PTSD symptoms [9]. The trauma
of abuse and violence can result in post-traumatic stress including anxiety, de-
pression, low self-esteem, and relational difficulties [1] [4] [10]. PTSD, com-
monly experienced by those who have suffered IPV, may include avoidance res-
ponses, arousal, re-experiencing of the trauma, dissociation, negative cognitions,
and mood [9] [11]. Another defining feature of PTSD is that the storage of
memories related to the traumatic event is fragmented and sometimes inhibited
[9]. The brain’s normal information processing system is often interrupted after
a traumatic event requiring intervention.

The literature on providing culturally competent mental health services to
Hispanic populations suggests that a key variable is access to treatment [12].
Prelli [13] found that group-based therapeutic interventions may be particularly
valuable for victims of domestic violence, particularly where there are limited
resources and high costs. Stacciarini, O’Keefe, and Mathews [14] found group
therapy with Latina women to be a cost-effective approach. Some benefits of
group sessions include feelings of empowerment, improvements in self-awareness,
peer support, normalizing symptoms of PTSD, and maximizing staff resources
that are often limited [15] [16].

Empirically supported treatments for trauma include Trauma Focused Cogni-
tive Behavioral Therapy (TF-CBT) and Eye Movement Desensitization Repro-
cessing (EMDR) therapy [17] [18] [19] [20]. Re-experiencing the traumatic
event is the primary focus in many treatments of PTSD with a goal of reducing
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intrusive images, thoughts, and nightmares related to the trauma. Other impor-
tant treatment approaches include relaxation techniques; providing a safe envi-
ronment to facilitate the expression of emotions; and finding meaning to
re-establish a sense of control and predictability [11]. The Spanish speaking the-
rapists in the agency and in this study were both trained in TF-CBT and in
EMDR.

TF-CBT is based on learning and cognitive theories and addresses distorted
beliefs and attributions related to the trauma. TF-CBT includes a supportive en-
vironment in which survivors are encouraged to talk about their traumatic expe-
riences and to learn new skills to help process thoughts and feelings related to
traumatic life experiences [21]. Psychoeducation, imaginal and in vivo exposure,
relaxation training, homework exercises, cognitive restructuring, and discussion
around social support comprise the common areas of TF-CBT [22]. The litera-
ture suggests that cognitive processing of the meaning of the trauma and expo-
sure to the traumatic memory are the active ingredients of TF-CBT [23].

A limitation of TF-CBT is that most of the evidence is in work with children
and their parents in families with trauma experience. The exposure elements can
be initially draining but ultimately beneficial [24]. The California Evidence-
Based Clearinghouse (CEBC) [25] classifies TF-CBT as a level 1 intervention,
which is an intervention that has, strong empirical support [25]. The Agency for
Healthcare Research and Quality (AHCPRQ) [26] classifies TF-CBT as a level A
intervention (highest empirical support).

TF-CBT group protocol is very similar to the individual implementation of
TE-CBT [27]. Studies support the efficacy of TF-CBT group delivery particularly
with young children who are sexual abuse survivors in the United States [28]
[29]. There are also studies with war-affected adolescents in the Democratic Re-
public of Congo (DRC) [30] and one trial with orphaned children in Tanzania
[15]. Deblinger, Stauffer, and Steer [28] found the PTSD symptoms did not sig-
nificantly change, impacted perhaps by the young age of the participants. How-
ever, in the DRC studies, PTSD symptoms were significantly decreased [27].

EMDR therapy is based on the adaptive information processing (AIP) model
and consists of eight phases with standardized protocols [31]. The AIP model
posits that memory networks holding the experiences of trauma must be
processed in order to connect to other networks that hold information of adap-
tive nature. In several quantitative meta-analyses, Acarturk et a/ [32] and Chen
et al. [33] found that the studied disorders and symptoms were significantly re-
duced with effect sizes that were moderate to large, supporting EMDR as an op-
timal psychotherapy for patients with PTSD. However, none of the studies in-
cluded Latinas and there were often small sample sizes. In 2013, deBont, van
Minnen, and de Jongh found both PE and EMDR to be effective in treating
PTSD [34]. Ringel [35] addressed specifically EMDR effectiveness with adult
survivors of sexual abuse. The World Health Organization guidelines list EMDR
as an effective treatment for PTSD [9].

There currently is a lack of literature addressing the use of EMDR with Latina
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women who are survivors of IPV. However, EMDR is ranked by the Agency for
Health Care Policy and Research (AHCPR) [26] at a Level A in regards to adult
populations, the highest level of empirical support.

There are two protocols for doing EMDR in group (EMDR-IGTP and G-TEP).
The Group Traumatic Episode Protocol (G-TEP) was developed by Elan Shapiro
to construct a group protocol that contains the power of EMDR and the AIP
model and closely resembles the individual protocol. The G-TEP is an adapta-
tion of the Recent-Traumatic Event Protocol (R-TEP) for use with groups of
adults, older children, and adolescents who have had recent traumatic expe-
riences or longer term life-changing events with on-going consequences [36].
Jarero and Artiga [37] developed an EMDR group therapy protocol (EMDR-
IGTP) in response to the high number of requests for mental health care follow-
ing hurricane Pauline in Mexico in 1997 [38]. EMDR-IGTP has been used with
children and adults in different places of the world. Several studies report its ef-
fectiveness with children and adults in response to disasters, ongoing war trau-
ma, ongoing geopolitical crisis, war refugee displacement, work accidents, and
severe IPV [39]. The therapists used this EMDR protocol in their study because

of their familiarity with it and its effectiveness.

4. Comparison of EMDR and TFCBT

McGuire, Lee, and Drummond [9] compared TF-CBT and EMDR. Similarities
included information-processing theories; focus on the traumatic event in order
to understand personal meanings and consequences of the event; activation of
the fear memory network by presenting information matching elements of the
fear structure and introducing corrective information that is not compatible
with these elements; adhering to theories of fear structures; and introduction of
corrective information.

Differences between EMDR and TF-CBT include the use of imaginal exposure
(flooding approach) in TF-CBT requiring the individual to vividly relive the
traumatic experience. EMDR however “progresses through chains of associa-
tions that utilize imaginal exposure in short bursts” [31]. TF-CBT requires sig-
nificant therapist direction and homework while EMDR relies on the processing
of the client’s brain with less narrative interaction required in group.

While the literature on TF-CBT and EMDR with the Latina population is li-
mited, the literature on both modalities includes several population groups in
several countries with generally consistent results. Group treatment provides the
possibility of PTSD treatment that can reduce wait times and reach a population

that is often marginalized.

5. Methodology

This study compared treatment outcomes of survivors of IPV in purposive stra-
tegically assigned EMDR and TF-CBT treatment groups. It was conducted in a

domestic violence shelter and treatment program in Texas with a waiting list of
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Spanish-speaking Latina survivors. The study was approved by the Institutional
Review Board (IRB) of Baylor University. Informed consent was obtained from
all participants before enrollment. The study is a quasi-experiment with internal
validity bolstered by treatment modality between TF-CBT and EMDR driven by
client schedule. Groups were held on different days and assignment of partici-
pants to groups was based on their schedule availability rather than on assign-

ment for specific modality.

6. Research Questions

This study of Spanish-speaking Latina clients who are survivors of domestic vi-
olence focused on the following questions:

1) How effective are TF-CBT and EMDR group treatment for addressing
PTSD symptoms as measured by the Short PTSD Rating Interview (SPRINT) in-
strument?

2) Is EMDR group therapy more effective than TF-CBT group therapy in re-
ducing PTSD symptoms?

7. Design

The study is a two-group comparison design conducted at a non-profit women’s
shelter providing safety, counseling, and professional therapy services to female
victims of IPV and their children in both a residential and an outpatient loca-
tion. At the time of the study, the agency held on average 12 weekly groups in
Spanish for women survivors of IPV with a consistent wait list for counseling
services of as many as 100 Spanish-speaking Latinas. At the time of the study,
wait list times averaged 3 - 6 months for therapy services. Two of the researchers
were Spanish-speaking therapists who conducted the groups and collected data
at the agency including de-identifying all data prior to analysis.

Women included in the sample completed an intake and initial baseline eval-
uation for PTSD prior to the study to be included on the waitlist. These clients
were allowed the opportunity to see an individual therapist or caseworker briefly
while waiting for a therapy opening in individual or group treatment. Span-
ish-speaking therapists at the non-profit were equipped to provide evidence-
based therapy for survivors of IPV with symptoms of PTSD, including EMDR
and TF-CBT therapies.

8. Participants and Treatment Assignment

The study recruited participants through convenience sampling. Inclusion crite-
ria included the following: adult, female, Latina, Spanish speaking, survivor of
IPV, and waiting for a therapy opening in the agency. Participants also had to be
available and able to attend treatment groups at the times provided. Exclusion
criteria included gender, language, severe intellectual impairment, and lack of
transportation to the treatment group. Males were excluded from the group be-

cause the organization provides services only to women and children. Non-Spanish
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speaking clients were excluded from the group because the groups were con-
ducted in Spanish.

Participants on the waiting list were contacted by phone by one of the re-
searcher therapists and were offered group treatment at the agency. Thirty-four
participants expressed willingness to participate in one of the groups. Options
included groups on Monday through Thursday afternoons. Participants identi-
fied a day or days that they were able to attend the group. Participants were
placed into groups through purposive strategic assignment, with the limitation
of only including women in each group’s assignment who could attend on that
weekly treatment day. Women who reported availability on only one day were
automatically assigned to that group whereas those who reported availability on
two or more days were assigned strategically to any of their options by writing
separately their days of availability on a piece of paper, putting them in a bag,
and one of the researchers picked a piece of paper with the day of the week for
the group to which that the woman was assigned. Group size was limited to a
maximum of 10 participants per group, based on agency parameters, with an
average membership of 6 - 8, depending on availability.

Once the group composition was completed, each group had an equal oppor-
tunity for assignment to one of the two treatments. The assignment procedure
involved the researcher writing EMDR on two pieces of paper and TF-CBT on
two, putting them into a bag, blindly drawing a treatment option name from the
bag, and linking it with a treatment group on a particular the day of the week,
beginning with Monday and continuing through Tuesday, Wednesday, and
Thursday. Four groups were completed in the summer. The researchers followed
the same process for four additional fall groups including those who had been
added to the waiting list during the fall.

Group facilitators discussed and secured informed consent from participants.
Those who elected not to participate in a research group were provided with al-
ternative therapy options. Over the course of the treatment, eight participants
dropped out of the summer groups and six participants dropped out of the fall
groups due to transportation difficulties, job, and scheduling conflicts. These
participants were referred to alternative group or individual treatment. Nineteen
participants completed the study in full. The flow of participants from waitlist

through treatment is shown in Figure 1.

9. Measures

For this study, PTSD symptoms were measured using the SPRINT scale, a scale
routinely used by the agency to assess for PTSD symptoms. Permission to use
this scale was obtained by the researchers through written communication with
the developer, Jonathan R. T. Davidson. The SPRINT instrument can be viewed
by contacting the developer or by referencing the study by Connor and David-
son [40]. Vaishnavi, Payne, Connor, and Davidson [36] found SPRINT to be
empirically valid and comparable to the Clinical Administered PTSD Scales for
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Figure 1. Flow of participants.

DSM. The authors found comparable reliable results with shorter testing ses-
sions. For purposes of the study, participants completed the SPRINT at the be-
ginning of the group experience, at the beginning of the trauma processing of
TF-CBT or EMDR intervention group sessions, and at the end of the group ex-
perience.

The SPRINT is an 8-item assessment that measures PTSD core symptoms in-
cluding somatic malaise, functional impairment, and stress vulnerability [40]
Connor and Davidson [40] administered the SPRINT in a clinical trial of PTSD
with a population survey that assessed the prevalence of PTSD. Validity of
SPRINT was “assessed against the MINI structured interview, the Davidson
Trauma Scale, Treatment Outcome for PTSD Scale, Connor-Davidson Resi-
lience Scale, Sheehan Stress Vulnerability Scale, Sheehan Disability Scale and
Clinical Global Impressions of Severity and Improvement Scales” (p. 279). The
authors found good test-retest reliability (ICC = 0.778), convergent (r = 0.073)
and divergent validity (r = 0.10), and internal consistency (a = 0.77 at baseline
and a = 0.88 at endpoint). Evidence supported the responsiveness of SPRINT to

changes in symptoms over time and a correlation with comparable PTSD symp-
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tom measures. Ninety-six percent diagnostic accuracy was associated with a
score of 14 - 17 in trauma victims; highest efficiency, for those with PTSD, cor-
responded to a range of 11 - 13. Connor and Davidson [40] found that solid
psychometric properties were demonstrated by SPRINT and that this assessment
can be utilized as a valid, reliable, and homogenous measure of illness severity of
PTSD and of global improvement. In a separate study, Leiva-Bianchi and Gal-
lardo [41] reported a = 0.916 for the reliability of SPRINT.

10. Treatment Procedures

This study took place in a 12-month period from June 2015 to June 2016 at the
outpatient facility of agency. The research included a total of four EMDR groups
and four TF-CBT groups (four 8 - 12 week summer groups and four 8 - 12 week fall
groups for a total of four EMDR groups and four TF-CBT groups). Groups met an
average of 10 times each. Each group started with 8 - 10 participants led by Span-
ish-speaking licensed therapy staff of the agency. Two summer and two fall groups
were TF-CBT groups; two summer and two fall groups were EMDR groups.

The group facilitators were trained in both modalities. In attempt to eliminate
participant selection bias, participants and group facilitators were initially blind
to their assigned treatment modality. Each group consisted of the following for-
mat: Sessions 1 - 5 focused on psychoeducation and safety planning, resource
development, and preparation for trauma processing. Sessions 6 - 9 focused on
trauma processing and desensitization using either EMDR or TF-CBT. The last
session focused on closure and coping skills. In order to assure fidelity to the
curriculum, facilitators followed the session descriptions in Figure 2. TF-CBT
sessions used the TF-CBT manual. Facilitators were also supervised by two of
the researchers. The work of each of the sessions for each treatment model is

shown in Figure 2.

11. Data Management and Privacy/Confidentiality

All participant names were replaced by a code number. All SPRINT instruments
were coded with the participants’ code number and stored securely in the agen-
cy. All data were collected in hard-copy format by researchers at the agency and
kept in a locked file cabinet. Hard copies were scanned into a. PDF file and
emailed to the university researchers for analysis using a password-protected,
encrypted computer for analysis. Emails were deleted from the server and the

computer files. Data entry was spot-checked to ensure accuracy.

12. Data Analysis

The researchers performed a two-way mixed ANOVA to assess the main effects
for treatment type and passage of time as well as possible interaction using SPSS
25. Treatment type (ie., TF-CBT, EMDR) served as the between-subjects factor.
Time served as our within-subjects factor with three different points of observa-

tion: pre-intervention, mid-intervention (before trauma processing), and
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EMDR

TF-CBT

Session 1:

- SPRINT Scale

- Ice breaker

- Expectations and guidelines

- What to do if a crisis happened between sessions?
- Psychoeducation around EMDR and BLS

- Containment - To go boxes and worry dolls

Session 1:

- SPRINT Scale

- Icebreaker

- Expectations and guidelines

- What to do if a crisis happened between sessions?

- Psychoeducation around TF-CBT

- Homework: Write positive thoughts during the week or things that make them feel well

Session 2:
- Pleasant memory from the week

feelings and responses
- Containment - worry dolls

- Psychoeducation about Domestic violence - types of abuse, cycle of violence, and common responses

Session 2:
- Pleasant memory from the week
- Psychoeducation about Domestic violence - types of abuse, cycle of violence, and common feelings and

- Psychoeducation about trauma. Following manual for TF-CBT
- Abdominal breathing
- Homework: Practice abdominal breathing

Session 3: Session3:
- Psychoeducation - Trauma, common reactions, dissociation, grounding, and different coping - What does it mean to feel relaxed. Follow manual TF-CBT
mechanisms. - Practice relaxation
- Timeline of resources and targets- History taking - Safe Place
- Containment Homework: Think about your safe place when feeling stressed.
- Session 4: Feelings
Session 4: . .
- Issue driven treatment planning - Dsychoeducatloniabout feclings
N . - Feelings in the body. How intense feelings are. Toolbox to cope with uncomfortable feelings.
- Safe place BLS

Homework: Recognize feelings during the week. Fill out the log of feelings in the TE-CBT.

Session 5: - Stop your feelings
- Resource development: Nurturing figure, wisdom figure, circle of support, and RDI - Mastery, - Difference between feelings, thoughts, and behaviors
relational and symbolic resources - Problematic thoughts

Session 5: Thoughts and actions

Homework: Take note of your thoughts

Session 6:
- SPRINT scale - measure of PTSD symptoms

- Self-soothing exercises.

- Assessment.

- Desensitization. Picture for Future Vision.
- Body Scan.

- Closure.

- IGTP: Session 6:Writing your story
- Participants divide their page into four quadrants and label them A,B, C, and D in one face of the |- ~ SPRINT scale - Measure of PTSD symptoms
page. Participants write their name and date in a corner of the other face of the page. - Time for writing their story: First scene: before the event, Second scene: Describe the event(s) that

cause you disturbance, Third scene: After the event(s)
- Remind them about the toolbox from session four to cope with uncomfortable feelings.
Homework: Utilize the toolbox.

Session 7:
- IGTP

- Self-soothing exercises.
- Assessment.
- Desensitization.

- Participants divide their page into four quadrants and label them A,B, C, and D in one face of the )
page. Participants write their name and date in a corner of the other face of the page.

- Picture for Future Vision. Body Scan. The group leader tell participants to recall the most
disturbing drawing and notice any body sensations and do BH.

Session 7: Telling your story
Participants told their story answering questions (per TF-CBT manual). Therapists help to identify
thoughts, feelings, behaviors and to reframe it.
- The questions are:
- Why did this happen to me?
- Whois responsible for the upsetting/confusing event(s)?
How will the upsetting/confusing event(s) affect me in the future?
How have the upsetting/confusing events affected my family?
- Since the event(s), my view of the world has changed in these ways:

- Closure.
Session 8: Telling your story
Session 8: - Participants told their story answering questions (per TF-CBT manual). Therapists help to identify
- IGTP thoughts, feelings, behaviors and to reframe it.
- Participants divide their page into four quadrants and label them A,B, C, and D in one face of the [-  The questions are:
page. Participants write their name and date in a corner of the other face of the page. - Since the event(s), my view of myself has changed in these ways:
- Self-soothing exercises. - Since coming to therapy, I have learned these things about myself:
- Assessment. - Coming to therapy has changed me and my family in these ways:
- Desensitization. - IfI'had afriend that went through a similar upsetting/confusing event, I would give him or her this
- Picture for Future Vision. advice:
- Body Scan.Closure. - If my friend thought that talking about the upsetting/confusing event would be too hard, I would tell
him or her:
Session 9:
- IGTP
- - Participants divide their page into four quadrants and label them A,B, C, and D in one face of
the page. Participants write their name and date in a corner of the other face of the page. Session 9: Telling your story
- Self-soothing exercises. - Struggling with memories from trauma
- Assessment. - Maintaining safety - physical and emotional
- Desensitization.
- Picture for Future Vision. Body Scan.
- Closure.

Session 10:

- Future template

- SPRINT scale to measure PTSD symptoms
- Certificates of competition and celebration

Session 10: Closing and Farewell

- Circle of internal and external resources

- Fabulous future

- SPRINT scale to measure PTSD symptoms
- Certificates of competition and celebration

Figure 2. Group sessions.

post-intervention. The dependent variable was trauma symptomology as measured
on the SPRINT scale with scores ranging from 0 to 32). The researchers screened
for missing data and opted to exclude all participants from analyses missing
pre-intervention and/or post-intervention scores. We conducted Tukey post-hoc

analyses for all statistically significant main effects. We retrospectively calculated

DOI: 10.4236/jss.2018.611015

212 Open Journal of Social Sciences


https://doi.org/10.4236/jss.2018.611015

H. Harris et al.

our achieved power using G*Power.

13. Findings

The study initially included 34 participants who are Latina, Spanish-speaking
women and survivors of IPV. This sample was significantly smaller than the 80
plus anticipated participants, significantly limiting any generalizability of the
study. Many on the waiting list were unable to commit to weekly group partici-
pation at the scheduled group times or decided they would rather wait for indi-
vidual treatment appointments. This is consistent with the literature review
about difficulty accessing services for Latina clients. By the completion of the
study, 14 participants dropped out, leaving only 20 participants, 19 for whom
the researchers had all observations. In the beginning of the study, 14 partici-
pants were in the EMDR group; 8 completed the study (57%). The TF-CBT
group consisted of 20 participants at the beginning of the study; 12 completed
the study (60%). The difference in numbers beginning in the two groups was due
to the unforeseen circumstance of more participants being able to attend on the
weekday meeting time of the TF-CBT group. Drop-out reasons were the same
for both groups including financial, Ze, securing employment and needing to
work, or lack of transportation to group. Ages of participants ranged from 21

years old to 60 years old, with the median age of participants being 42.5.

14. Participant Domestic Violence Experience

As described in Table 1, the two groups of women who completed the study
had very similar rates of experience for the various forms of IPV. While the
EMDR group experienced a higher rate of physical abuse, sexual abuse, and
abuse as a child, the TF-CBT group had a higher rate of childhood experiences
with IPV. All of the participants in both groups had experienced verbal/emo-
tional abuse. The percentages of participants who experienced abuse are shown
in Table 1.

15. Sprint Score (PTSD) Analysis

The data reasonably conformed to the assumptions of a mixed ANOVA. There
were no significant outliers in any cell as evidenced by examining studentized
residuals. Visual inspection of Q-Q plots revealed normally distributed SPRINT
scores for each cell. Additionally, the data conformed to the assumptions of ho-
mogeneity of variances (as assessed by Levene’s test of homogeneity of variance,
p > 0.05), homogeneity of covariances (as assessed by Box’s test of equality of
covariance matrices, p > 0.05), and sphericity (as assessed by Mauchly’s test of
sphericity, p > 0.05).

There was no statistically significant interaction between treatment and time,
A2, 34) = 2.194, p > 0.05, partial n* = 0.114. The main effect for treatment type
was not statistically significant, A1, 17) = 2.428, p > 0.05, partial n> = 0.125. The
main effect for time was statistically significant, A2, 34) = 3.686, p < 0.05, partial
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Table 1. Percentage of group members who have experienced various forms of abuse.

EMDR (n=7) TF-CBT (n=12) Combined (n=19)

Verbal/emotional abuse 100 100 100
Physical abuse 100 83.3 91.65
Sexual abuse 71.4 58.3 64.85
Abuse as a child 57.1 41.7 494
Witness to domestic violence as a child 429 66.7 49.4

17 = 0.178. We ran all possible pairwise comparisons for the main effect of time.
Tukey post hoc tests revealed a statistically significant difference between
pre-treatment and post-treatment scores. More specifically, pre-treatment SPRINT
scores were on average 3.435 points, 95% CI [0.401, 6.468] higher than post-
treatment SPRINT scores, p < 0.05. The mean Sprint scores from pre to post test
by treatment group are shown in Table 2.

As illustrated in Table 2, the EMDR group showed the greatest improvement
in PTSD symptomology based on pre- and post-treatment SPRINT scores. There
are three data points depicted in Figure 1 due to the SPRINT being adminis-
tered in the middle of treatment along with pre- and post-testing. The TF-CBT
group experienced an increase in SPRINT scores between the midway point and
the post-test, which coincided with the trauma narrative portion of treatment.
The results show that the EMDR group experienced a slightly greater reduction
in PTSD symptomology based on the SPRINT scores.The graph of Sprint scores

by group is shown in Figure 3.

16. Summary of Findings

The generalizability of the findings of this study are impacted by the much
smaller sample of participants than anticipated. Both TF-CBT and EMDR in
group format were supported as clinically significant, albeit not statistically sig-
nificant, in reducing PTSD symptomology in this study with this particular pop-
ulation. All effect sizes are medium to large, yet only the main effect for time is
statistically significant due to low power (0.42). Although it is not possible to
draw any firm conclusions due to the low power, EMDR group therapy showed
to be slightly more effective than TF-CBT in this study. The TF-CBT partici-
pants reported higher symptomology for PTSD on the post-test SPRINT than
the EMDR group. In Figure 1, the TE-CBT group’s scores begin to go down, but
then they slightly increase after the trauma narrative portion of treatment.
EMDR, however, has a continuous decrease in SPRINT scores regardless of
point in the study.

One of the findings from this research is that the psychoeducation and prepa-
ration procedures were helpful for both groups while the trauma processing with
EMDR-IGTP was more effective to reduce symptoms of PTSD than the TF-CBT

trauma narrative approach. This suggests than trauma stabilization and self-

DOI: 10.4236/jss.2018.611015

214 Open Journal of Social Sciences


https://doi.org/10.4236/jss.2018.611015

H. Harris et al.

Table 2. SPRINT mean scores and standard deviations by group.

EMDR (n=7) TF-CBT (n=12)
Pre-test 19.14 (3.63) 22.25(7.34)
Previous to trauma processing 17.86 (4.60) 19.50 (7.55)
Post-test 13.86 (4.78) 20.67 (5.25)
Note. Standard deviations are denoted in parentheses.
Treatment
25| =EMDR
TF-CBT
20|
<
o
o
"
- |
z 15
12
o
(/2]
c
S 10/
=
5
0
Pre-test Midway Post-test

Figure 3. Mean sprint scores.

soothing resources are helpful but they are not enough. Shapiro [31] differentiated
a trait change versus a state change. She defined a state change as a momentary
transition versus a trait change which reflects a long-term and even permanent
change. A state of change requires a continued use of coping mechanisms to
maintain the change. On the other hand, a trait change does not require contin-
ued coping efforts because the client changes how she/he sees themselves, and as
a result, can experience the event differently. An area for future research is to
examine whether the reduction of symptoms in TF-CBT were the result of a
state change since the symptoms increased again after trauma narrative; further
research would examine trait change possibility with EMDR therapy since there
is a continued decreasing of symptoms. Further research might include asking
participants specific qualitative questions about their view of self with respect to
the abuse after group treatment.

Additional finding. Six participants who completed TF-CBT group requested
a subsequent EMDR group experience, which was provided for them by one of
the therapists. Those participants reported that the narrative portion of TF-CBT
group was triggering for them and made it difficult to achieve maximum bene-
fit from the group. One participant reported severe stomach pains following
group and, in a medical visit to the emergency room, determined that she was

responding somatically to hearing another survivor’s trauma narrative.
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17. Discussion

This study aimed to address the following research questions: 1) How effective
are TF-CBT and EMDR group treatment for addressing PTSD symptoms as
measured by the SPRINT instrument in Spanish speaking Latina women survi-
vors of domestic violence? 2) Is EMDR group therapy more effective than
TF-CBT group therapy in reducing PTSD symptoms in Spanish-Speaking Latina
women clients who are survivors of domestic violence? Due to the exploratory
nature and very limited sample in this study, only the main effect for time was
statistically significant. However, the data gathered support the need for further
studies to assess the differences in effectiveness of EMDR and TF-CBT in group
formats since both displayed a reduction in SPRINT scores, a reduction identi-
fied as medium-to-large based on effect sizes.

The study results affirm the literature that emphasizes the benefits of group
therapy interventions for survivors of domestic violence, especially when re-
sources are limited [13]. It is also a more cost-effective treatment for Latina pop-
ulations [14]. However, the researchers and clinicians experienced challenges
with providing group at times when participants could attend, resulting in
drop-out due to financial and transportation limitations. Agencies providing
group may need to consider evening or weekend scheduling and address trans-
portation concerns.

TEF-CBT group participants reported greater symptomology at pre-test than
did the EMDR group participants. However, the EMDR group saw a greater re-
duction in symptomology. It appears that the trauma narrative used in the
TF-CBT group may contribute to higher SPRINT scores in that group at
post-test. There is a possibility that group members can be re-traumatized or
triggered by being exposed to others’ trauma narratives sometimes noted by
participants. Oneoptionis to use a TF-CBT group curriculum that provides the
trauma narrative in individual or written format that does not expose other par-
ticipants. A larger study with qualitative interviews might answer the question of
whether the improved SPRINT scores in the EMDR groups are related to the
EMDR protocol, which does not require participants to speak openly about their

trauma.

18. Limitations and Strengths of Study

This study was an exploratory pilot study with clear need of further studies in
this area. It did provide insight into possible future research questions including
the role of trauma narrative in group and ways to manage the impact of other’s
trauma narratives on participants. A major limitation was the small sample size.
While the waiting list indicated significant need and potential numbers, the
sample was much smaller than anticipated. The use of group and the research
design limited individual client options for therapy days and times. As a result,
only 34 of the anticipated 80 participants actually enrolled in a group, and, of

these 34, only 19 completed the sessions. By the last session, some groups were
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as small as four participants. This was a significant limitation of the study. Par-
ticipants dropped out for various reasons including basic needs taking priority
with a few reporting an inability to tolerate treatment. One contributing limita-
tion was lack of funding for transportation services for participants and lack of
funding for child care services for children leading in some cases to participants
being unable to continue in the groups. The study began with the belief that
group therapy would be a way to reduce wait times for clients and address li-
mited access to adequate service providers who speak Spanish. By clinical ob-
servation, we can state that this was accomplished since the waiting list was es-
sentially reduced to a week or so by the offering of the last set of groups. Women
who were eligible were offered groups immediately after intake with very short
waits, in some cases only a week or so. At that point the waiting list included
only those women who could not participate in group at the scheduled times
and those who decided to wait for individual therapy slots to open. Effectively
then, offering the groups did reduce the waiting list to a minimum. The study
does not address the failure of many clients on the wait list to attend and/or
complete the groups. This could be preference for individual group intervention
or the limited time options for the groups.

Group treatment took place in the context of an agency with a long waiting
list and a limited number of Spanish-speaking therapists. The Spanish speaking
therapists who led the groups had been trained in both EMDR including in the
Jarero group method, and in TF-CBT. One limitation of the study is that the
evidence for TF-CBT is primarily for efficacy in group with children rather than
adults. Studies with children include adolescents through 17 years of age, but
there are not published trials with adults.

Strengths. One strength of the study is that it is a first attempt to address both
a gap in the literature and a gap in service for a vulnerable population. The de-
sign of the study permitted the exploration of effectiveness of two prominent
modalities in trauma intervention. The study also focused on a population that is
underserved and in need of resources and a greater understanding of what
treatment modalities are most effective. The therapists that lead the groups were
both trained in EMDR, TF-CBT, and were Spanish-speaking Latinas. Another
strength was the use of an empirically validated instrument at intake, post psy-

choeducation, and post intervention.

19. Implications

As a result of the small sample size, this study is not generalizable. It does, how-
ever, identify an important gap in the literature, important gaps in the treatment
of a vulnerable population, and the importance of evaluating the effectiveness of

treatment.

20. Research

It is important that more in-depth studies follow this exploratory study and
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greater measures be put into place to assess the efficacy of EMDR and TF-CBT
in a group setting. It would also be beneficial to conduct a study with a more di-
verse population, larger sample size, and with multiple agencies. Another con-
sideration that should be made in future studies is an assessment for any con-
founding variables that could affect SPRINT scores for participants.
Some possible questions that could be answered in future research include:

00 What factors affect dropout rates and how can those be managed?

[1 Are there residual or negative effects of sharing a trauma narrative in a group

setting and how can that be managed?
[1 How many sessions are optimal to see major improvements of PTSD symp-

tomology for each modality?

21. Practice

The study supports the use of group to treat an underserved population. Clearly,
securing more culturally competent practitioners for underserved populations is
important. Group treatment might also be an answer. Being able to utilize group
formats to treat trauma could result in a reduction of waitlists. Evaluation of
practice using a reliable, valid instrument allows modification of treatment ap-

proaches and the development of evidence for best practice.

22. Political and Organizational Issues

Other agencies may experience similar long waiting lists for therapy for Span-
ish-speaking Latina women. We believe the answer is access to Spanish speaking
therapists with competencies in trauma therapy models. While group therapy
may be an answer to therapy access, we are concerned that many did not partic-
ipate in the available groups. One question is what characteristics might make
some Spanish speaking Latinas better suited for group therapy than others.
Agencies might begin by improving access and then evaluating therapy effec-
tiveness including replicating this study to assess effectiveness of EMDR and
TFCBT in this population. Identifying and addressing barriers to enrollment and
attendance and completion are essential to providing access to treatment for
vulnerable populations. Additionally, there is a clear need for more Span-
ish-speaking therapists for this population, particularly those who prefer indi-

vidual treatment.

23. Conclusions

Both the EMDR and TF-CBT group showed improvement in PTSD symptoms
on the SPRINT instrument. However, the EMDR group showed the greatest im-
provement in PTSD symptomology based on pre- and post-treatment SPRINT
scores. While the limited number of subjects does not allow us to generalize, this
pilot study provides some support for the efficacy of group treatment in general,
with a decrease in PTSD symptomology for both groups based on means of pre-

and post-SPRINT scores. The findings support the need for further studies to
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assess group as a treatment modality and the differences in effectiveness of
EMDR and TF-CBT in group formats. If studies support the use of group for-
mats to treat trauma, it would be beneficial for agencies to consider adopting
these modalities.

This study begins to address both a gap in the literature and a gap in treat-
ment services. Group treatment for the trauma of IVP in marginalized popula-
tions can reduce wait times and provide changes in PTSD scores. This calls for
additional research. The populations with which studies have been conducted
using these modalities are limited. There is a need for more and larger studies to
assess group treatment effectiveness and compare these two modalities. Span-
ish-speaking Latinas face various forms of trauma, and Spanish speakers may
feel isolated due to long wait lists and lack of service providers who can treat
them. The researchers provide very preliminary evidence that it is possible to
reduce wait times as well as effectively serve this population in need of improved

well-being after suffering the traumatic consequences of domestic violence.
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