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Abstract: Integrative community therapy (ICT) is a methodology used in the public health arena to
deal with problems facing communities such as depression, substance abuse, and stress. This ap-
proach is unique as it builds on critical pedagogy, cultural anthropology, communication, resilience,
and systems theory. Additionally, creative arts therapies point to the utility of music as a therapeutic
tool. This study employed ICT and a music workshop with domestic violence survivors in Quito,
Ecuador, via a pre-post comparison group design. A total of 87 women completed the six-week
study—49 in the intervention group and 38 in the comparison group. Measures were taken on
self-esteem, general health, resilience, dating violence attitudes, and social support. Additionally, the
intervention group answered open-ended questions about their experience, and some participated in
a focus group (n = 21). The quantitative results indicated that there was improvement in the domains
of general health, self-esteem, and social support for the intervention group compared to the compar-
ison group. Themes from the qualitative responses indicated changes in the relationship with the
aggressor, psychological and emotional changes, changes in feelings of social support, and changes
for the future. The study found promising results for this approach with domestic violence survivors,
possibly leading to a community-grounded, non-hierarchical, culturally-responsive intervention for
this population.

Keywords: Ecuador; domestic violence; community support; social support

1. Introduction

Violence against women in Ecuador is a prevalent problem that affects 65% of women
in their lifetime [1]. Several advances have been made in the country over the last 30 years,
including international human rights declarations, national declarations, adoption of a
national constitution which prescribes gender equity, and ratification of a criminal code
cataloging gender-based violence [2–7]. Nonetheless, despite a persistent call for an increase
in the quality of services for domestic violence survivors, most services are not sufficiently
available, accessible, adaptable, or appropriate [8–10]. The most common types of services
available include psychological, medical, legal, and social services. While important, these
services are critiqued for employing a top-down (from expert to non-expert), colonial,
western, medical, and individualistic approach [11]. Here, we evaluate an alternative
type of service for domestic violence survivors—integrative community therapy—that
overcomes these limitations and is community-based. Our objective is to evaluate this
approach on the outcome variables of self-esteem, general health, resilience, dating violence
attitudes, and social support using a pre-post comparison group design, supplemented by
focus groups.
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1.1. Description of Integrative Community Therapy

Dr. Adalberto Barreto created integrative community therapy (ICT) in 1986 in Brazil
to address community violence and related problems in favelas [12]. Unlike other interven-
tions, ICT is an inexpensive form of community intervention run by community members
with basic training (The ICT training is about 240 h that covers ICT theory, practice exercises,
personal healing, and facilitation of 30 dialogue circles. Training is approved by ABRATE-
COM [Brazilian Association of Community Therapy]). In contrast to models which situate
knowledge and expertise in experts, ICT sees knowledge as arising “from the base, in the
base, for the base” [13]. Barreto critiqued the medical model, intent on discovering the
biological links between symptoms and illness, as being focused on the disruptive effects
of illness rather than the illness itself; he argued that a biopsychosocial model [14] would
be more adequate in understanding the individual in context. ICT seeks to foster auton-
omy on an individual and systemic level by understanding the problem in community.
It expands upon the patient/professional relationship of the medical model by fostering
personal growth, development of relationships, social inclusion, and accountability through
listening to common pains. ICT incorporates several theoretical pillars, including cultural
anthropology, critical pedagogy, communication theory, systemic thought, and resilience.

With regard to cultural anthropology, ICT explicitly embraces culture (defined as a
cluster of artistic practices, knowledge, and tools), which is often discounted in medical,
colonial, and imperialist models. Valuing and empowering marginalized, minoritized,
and oppressed communities can relieve suffering brought on by cultural imposition [15].
Cultural identity is central to ICT, as culture is considered healing [16,17], and the approach
uses songs, sayings, poems, local spiritual and medicinal traditions, local celebrations,
and other cultural tools to help rediscover and strengthen cultural identity. ICT seeks to
honor traditional and ancestorial forms of knowledge as a way of reconnecting individuals
to faith in themselves and their cultures [18]. Postcolonial and decolonial voices argue
for grupalidad curadora, loosely translated as “group healing” [11], which contributes to
a personal and community reconfiguration that exists apart from a medical model and
requires a more holistic, transdisciplinary approach.

Many aspects of Paulo Freire’s critical pedagogy and methodology have been adapted
to the ICT framework. For Freire, the teaching process is always political, and could either
uphold or change the social structure. Pedagogy is an exercise in dialogue, exchange,
and reciprocity. Accordingly, there is a time to talk and a time to listen, a time to learn,
and a time to teach [19]. It is emancipatory to understand communication and teaching
as a horizontal rather than a vertical process [20]. This generates free dialogue, capable
of joining theory and practice, producing knowledge and consciousness that promotes a
critical understanding in the individual [21]. By knowing what we are, why we are that
way, and appropriating our own experience, we become masters of our life and not victims
of others or circumstance, thus creating a more just and freeing existence.

Barreto included Paul Watzlawick’s views on communication theory in the ICT
methodology [22] and considered good communication a means to a better life.
Furthermore, he included Watzlawick’s five axioms as basic rules for communication [23]
when participating in ICT. Generally, all actions, even when people chose not to act, are
considered communication and point to some important message that should be under-
stood (Rule 1). Communication serves the purpose of providing information about the self
and responses to the communication can either confirm or negate the speaker’s self-image
(Rule 2). Effective communication requires a mutual understanding between both parties
(Rule 3), a combination of both verbal and non-verbal communication (Rule 4), and can be
symmetrical or complementary (Rule 5). There are certain conversational rules in ICT, such
as listening when others are speaking, only speaking about one’s own personal experience,
and avoiding counseling or judgement [18].

General systems theory [24] proposes an orientation toward individual problems
within a broader context that takes into account interpersonal relationships, community
relationships, and social systems. Likewise, it focuses on the interconnections of the
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parts of a system in order to understand human suffering, instead of a linear model [25].
Thus, ICT asks participants to look at problems within their context in order to address them.

An objective of ICT is to foster resilience [12], which is understood as the ability to
come through a highly disruptive situation and be able to return to relatively stable, healthy
levels of psychological and physical functioning [26]. According to Barreto [12] resilience
must be built on multiple forms of knowledge and cultural expressions, which can make
ICT more effective than other forms of therapy, given that not all trauma experiences can
be accessible through verbal processes [27]. As Tummala-Narra [28] said, “Expressions
of resilience are influenced by one’s identifications with a cultural group, relationships
with family, and interactions with mainstream culture”. Resources such as supportive
relationships and strength such as interpersonal and meaning-making strengths improve
paths toward trauma recovery and resilience [29]. Through ICT, it is possible to create such
an environment.

Consequently, in ICT, these theories consolidate into a method of interpersonal and
inter-community encounters. Participants use their life stories to reaffirm their identities by
perceiving problems and possible solutions through local resources. It is a therapeutic act
moving away from a model focused on pathology and toward a promotion of health and
social inclusion. This process is led by a community therapist whose role is to be aware of
the objectives and limits of ICT. The therapist does not solve problems but rather creates
an environment in which participants can share experiences and build a support network.
The therapist does not impose their own solutions or thoughts but instead generates ideas
within the group [12].

ICT incorporates six stages within each session: reception, choice of theme, contex-
tualization, problematization, closure, and appreciation/evaluation [25]. The first stage,
reception, involves facilitating a sense of belonging, camaraderie, and friendship among
all group members. This gives way to the second stage, choice of theme, which activates
participants’ agency through the opportunity to propose and select topics of discussion
that are relevant to their present situations and concerns. The third stage, contextualization,
is designed to clarify the situation/problem within the emotional, relational, and historical
context, as well as discuss the ways the participants have overcome it. The fourth stage,
problematization, honors participants’ lived experiences and resilience, and identifies
individual and group resources that help participants increase their capacity to resolve
identified problems or difficult situations. Through this, the therapist formulates a question
so that the participants can participate in collective thought and reflection. This is not push-
ing the group to give advice but instead to share experiences and support as a community.
Subsequently, the therapist closes the session (fifth stage) by reframing the topic that was
presented, acknowledging the participants’ effort and bravery, and recognizing the desire
to overcome difficulties. This positive reframing in the sixth stage enables the participants
to rethink and reconsider their suffering in a broader sense.

1.2. Evidence of ICT Effectiveness

Is there evidence that ICT is an effective treatment? The extant research is mostly
centered on Brazilian samples, spanning a variety of topics: mental health and empower-
ment among women [30], substance dependence [31], and psychological care centers [32].
In public health, ICT has been studied as a means to deal with stress [33] and strengthen
social bonds [34] and as an all-around tool used for psychosocial intervention in a commu-
nity [35]. ICT has been used with expectant mothers [36], older adults [37], and college
students [25]. While ICT has not been systematically applied to women suffering gender-
based violence, domestic violence and other forms of violence often surface as topics [12,25].
A meta-analysis of ICT research centered on health promotion included 15 studies from
2008 to 2018 and concluded that it is an effective methodology across different populations,
having found a positive impact on emotional/mental health in 58% of the studies [38].
Another recent review by Guimarães Lemes et al. [39], which included 17 studies, found
ICT to be a helpful methodology across a range of mental health issues. It must be noted,
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however, that the methodologies used in the studies did not provide for rigorous evaluations and
instead focused largely on interviews and ICT meeting summary sheets, thus offering limited
empirical testing. In both reviews all studies were published in Brazil, mostly within nursing,
and relied on qualitative methodologies. One nursing study, however, employed a pre-post test
design (no comparison group) and found that ICT was associated with a reduction of depression
over a five-week period for girls [40]. Overall, more rigorous testing of ICT is needed.

Given the theoretical foundations of ICT, along with the promising evidence found for
various populations, we sought to evaluate this approach with domestic violence survivors.
We supplemented the ICT approach with a music workshop, as creative arts therapies
have been found to be useful for coping with trauma [41]. Here, we used music as a way
to provoke reflection on gender roles and serve as a launchpad for discussion, analysis,
and reflection as advocated in the creative arts tradition [41]. Several factors lead to the
assumption that these approaches would be beneficial for this population including the
utility of group approaches with this population, a general lack of formal help-seeking,
and the common discussion of violence in dialogue circles [25,42,43]. Using a pre-post
comparison group design, we assessed baseline and subsequent general health, self-esteem,
resilience, acceptance of dating violence, and social support. With this approach, we would
expect to see a more marked improvement in the intervention group as compared to
the comparison group over the six-week period, if in fact the method was effective with
domestic violence survivors.

2. Methods

This study was conducted using a pre-post comparison group design in Quito,
Ecuador, in the summer of 2021. In partnership with several local community organizations,
such as CEPAM (Ecuadorian Center for the Promotion and Action of Women), Warmi,
Muyumpa—Community Therapy Training Center, and Fundación Pa’Arriba Ecuador, we
developed and implemented an intervention for survivors of domestic violence based on a
modified music workshop that employed ICT (one session) and ICT circles (five sessions).
The modified music workshop included a thematic ICT session in which participants lis-
tened to an original song on gender roles and then held a discussion on creating new gender
roles. All other sessions followed the traditional ICT method and topics of conversation
were not directed.

CEPAM is a well-recognized organization in Ecuador dedicated to achieving gender
equality and preventing gender violence and serves more than 70 women per month in
Sangolquí and Quito. Warmi seeks to serve the population of Pichincha on issues of gender
violence against LGBTIQ persons, women, and children and adolescents. Muyumpa is an ICT
training center in Quito, Ecuador, operating since 2014, and is part of the Brazilian Association
of Community Therapy. Fundación Pa’Arriba is a nonprofit organization that identifies and
implements innovative community interventions to reduce domestic violence.

2.1. Participants

Sociodemographic characteristics of participants in the study are shown in Table 1.
In general, participants self-identified as ethnically mestizo (93%), aged between 19 to
39 years (84.4%) and single, divorced, or separated (69.7%). The level of education in
this sample is considered high; 49.9% indicated having completed university or technical
school or had started or finished postgraduate studies. Most of the participants indicated
at the beginning of the intervention that they had worked the previous week (39.5%) or
that they were students (24.4%). Approximately 35% of the participants reported having
been in two violent relationships and 23.34% reported three or more violent relation-
ships. Among the most recent relationships that included violence, 52.3% indicated that
it had been with a stable partner, 27% with a cohabiting partner, and 19% with a spouse.
The most common type of violence reported was psychological/emotional; all participants
in the sample reported having experienced this type of violence. The second most com-
monly experienced type of violence was physical abuse (73.6%). Most of the participants
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reported that violent relationships had lasted more than three years (58.6%). About 24%
reported that they had ended the violent relationship at least one year before the start of
the study.

Table 1. Demographic Characteristics (n = 87).

n %

Age (n = 64)
19–29 33 51.6%
30–39 21 32.8%
40+ 10 15.6%

Ethnic Identity (n = 86)
Indigenous or indigenous nationality 1 1.2%
Montubia 2 2.3%
Mestiza 80 93%
White 3 3.5%

Civil Status (n = 86)
Married 3 3.5%
Civil union 2 2.3%
In a relationship 21 24.4%
Single 34 39.5%
Separated 13 15.1%
Divorced 13 15.1%

Level of education (n = 86)
Completed primary school 1 1.2%
Completed secondary school 16 18.6%
Did not complete university or technical school 18 20.9%
Completed university or technical school 34 39.5%
Did not complete postgraduate degree 3 3.4%
Postgraduate degree completed 6 7.0%
Other (including currently in school) 8 9.3%

Employment in the previous week (n = 86)
I was a student 21 24.4%
I worked 34 39.5%
I didn’t work but I have a job 2 2.3%
I was looking for work for the first time 1 1.2%
I was looking for work that I did previously 12 14.0%
I did domestic labor 7 8.1%
I have a physical or mental limitation that does not allow me to work 3 3.5%
I did not work 6 7.0%

Number of violent relationships (n = 86)
1 36 41.9%
2 30 34.9%
3 to 5 17 19.8%
More than 5 3 3.5%

The most recent relationship that included violence (n = 86)
Casual dating partner 2 2.3%
Steady partner 45 52.3%
Partner I was living with 23 26.7%
Husband 16 18.6%

Type of violence in the last relationship (n = 87)
Physical 64 73.6%
Sexual 47 54%
Reproductive 13 14.9%
Psychological or emotional 87 100%
Economic 43 49.4%
Stalking 46 52.9%
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Table 1. Cont.

n %

How long was your last relationship that included violence (n = 87)
Less than a year 13 14.9%
1–2 years 23 26.4%
3–5 years 26 29.8%

6–9 years 14 16%
10+ years 11 12.6%

When did your last violent relationship end (n = 87)
Currently in the relationship 1 1.1%
Less than six months ago 12 13.8%
6 to 11 months ago 8 9.2%
1–2 years ago 30 34.5%
3–5 years ago 20 22.9%
6+ years ago 16 18.3%

Services used to help with partner violence (n = 82)
Social work 4 4.9%
Psychologist or mental health professional 51 62.2%
Attorney or public defender 2 2.4%
Group therapy 9 11%
Judicial system 8 9.8%
Civil rights protection 1 1.2%
Police 7 8.5%

2.2. Measures
2.2.1. Health

To measure participants’ health, the study used the General Health Questionnaire
(GHQ) [44], which is designed to screen for psycho-emotional problems. The 12-item scale
asks about mood and concentration in the last week. The participants were instructed
to respond by selecting one of four responses for each question: much less than usual,
the same than usual, more than usual, or much more than usual. This scale has been previously
translated to Spanish and found to have adequate reliability and robust validity among a
Spanish population [45]. In our sample, we found the scale to have a Cronbach’s alpha of
0.92 using SPSS 28.

2.2.2. Self-Esteem

The Rosenberg scale [46], which has been previously translated into Spanish and
validated with women in violent relationships [47,48], was used to measure self-esteem.
This study used a short form of the questionnaire that included 10 statements about a sense
of confidence and self-worth [47]. For each statement, the participants could select one of
four responses: strongly disagree, disagree, agree, or strongly agree. This gave the scale a range
of 10 to 40, with higher scores indicating greater levels of self-esteem. For our sample, this
scale had a Cronbach’s alpha of 0.85 using SPSS 28.

2.2.3. Social Support

The Social Provisions Scale (SPS) was used to measure changes in level of social
support [49,50]. This scale includes 24 items measuring interpersonal support, with higher
scores indicating more support. However, for this study, a shorter version of the scale
translated to Spanish was used [51]. The questionnaire includes 10 statements about the
perception of support available. For each statement, participants could select strongly
disagree, disagree, agree, or strongly agree. In our sample, the Cronbach’s alpha for this
measure was 0.86 using SPSS 28.
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2.2.4. Resilience

Resilience was measured using the Brief Resilience Scale (BRS), which is designed
to assess an individual’s ability to recover from a stressful or traumatic experience [52].
The BRS questionnaire includes six statements about the ability to recover from a difficult
situation. Respondents indicated the degree to which they agreed with each statement
on a 5-point scale ranging from strongly disagree to strongly agree. This scale has been
previously translated into Spanish and found to have adequate reliability and validity
among a Spanish speaking population [53]. Our alpha was 0.80 using SPSS 28.

2.2.5. Dating Violence Attitudes

The questionnaire measuring acceptance of dating violence (ADV) focused specifically
on types of behaviors in a relationship. This questionnaire includes nine items assessing
participants’ attitudes about acceptable or unacceptable behaviors in a relationship and the
questionnaire has been validated in Spanish [54]. Participants could rate their agreement of
each item using a 6-point scale that ranged from completely false to completely describes me.
This scale was found to have adequate reliability and validity. Our sample was found to
have a Cronbach’s alpha of 0.80 using SPSS 28.

2.2.6. Participant Feedback

The post-survey included open-ended questions for participants to elaborate on their
experiences and give suggestions to improve the intervention in the future. Six qualitative
questions were asked: 1. Has the relationship with the aggressor changed during the time
of this study? If the answer is yes, how has the relationship with the aggressor changed?
2. How has participating in the music workshop and the dialogue circles helped you today?
3. How could this experience benefit you in the future? 4. Which experience from the
music workshop and the dialogue circles do you remember the most? 5. What would you
change about the music workshop and the dialogue circles? 6. Would you recommend this
experience to other women who have experienced intimate partner violence? In addition
to these questions, a focus group was conducted with 21 participants who received the
intervention. The same questions were used to guide the discussion.

2.3. Procedure

Recruitment of participants was facilitated through announcements from CEPAM,
Warmi, and Facebook. CEPAM contacted potential participants by phone and selected
them for the study. The screening interview included questions about their demographics,
Internet access, past experiences of domestic violence, current violent experiences, and
access to a safe and private environment to facilitate participation during the six-week
online program. We recruited women who had experienced violence but were no longer in
the violent relationship. To account for attrition, we recruited 130 women to participate
in the study (75 in the intervention group and 55 in the comparison group). Participants
elected if they would enroll in the intervention or comparison group according to their
interest and availability. Once capacity was reached for the intervention group, we only
offered placement in the comparison group. A total of 87 completed the study and both
pre- and post-tests—with 49 in the intervention group and 38 in the comparison group.

The intervention consisted of six meetings that were held over Zoom once a week for
1.5 h during July and August of 2021 following the session format of ICT. For these meetings,
the intervention group was broken down into four smaller groups (18 to 26 people) to
accommodate varying schedules and to allow for group cohesion. Groups were run by
certified ICT therapists with extensive experience with the approach. Additionally, in June
2021 we had an introductory meeting for each group in which participants completed the
preliminary survey, and we had another meeting at the end of August in which participants
completed the post-survey. The comparison group met twice, once for pre-tests and once
for post-tests, six weeks apart, with no intervening contact. Participants in the comparison
group received a USD 20 incentive for their participation; those in the intervention group
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received a USD 10 incentive for every week they attended, amounting to a total of USD 60
for completing the program. Incentives were provided via bank transfers. A meta-analysis
has found incentives to be helpful in recruitment and retention [55] and other studies with
immigrant Latinas in the USA have also compensated participants [56].

All procedures performed in this study were approved by the Institutional Review
Board of the University of Delaware on 17 November 2020 (Study Number 1449966).
In addition, the study implemented several strategies to ensure the safety of partici-
pants. First, the study screened for women who were previously but not currently in
abusive relationships, had a private and safe space to speak freely, and were not in crisis.
For those enrolled in the study, additional help was available through CEPAM, Warmi,
and other community resources. The comparison group was offered CEPAM and Warmi
services at the beginning (but not ICT) and ICT circles after the study completed. We also
encouraged all participants to continue with services they were already receiving or to seek
out additional services as needed.

2.4. Data Analysis

An analysis comparing the intervention group and the comparison group was carried
out via t-tests (for continuous variables) and chi-square tests (for categorical variables)
to capture any statistically significant difference between the groups. Quantitative data
analysis was carried out on SPSS 28 and relied on a two-way (intervention/comparison)
repeated measures (pre/post) ANOVA to ascertain the effectiveness of ICT. Although
there were significant differences between groups at baseline, control variables were not
entered into the analysis, given power issues. The qualitative analysis consisted of coding
themes [57] that emerged throughout participants’ answers to the six open-ended ques-
tions in the post-survey (changes with perpetrator, changes in self, changes for future).
Codes were assigned and reviewed by another researcher until 100% agreement was
reached. In addition, the participants evaluated the program, highlighting what they liked
the most and what needed improvement. The results of the focus group (n = 21) expand on
each topic, complementing the results of the open-ended questions. Coding of open-ended
responses and focus group data was completed in Spanish and translated for the purposes
of presentation here.

3. Results
3.1. Comparison between Groups

There were no significant differences in characteristics of age, ethnicity, education,
employment, or duration of the violent relationship between the experimental and com-
parison groups. However, significant differences were noted between the groups in the
domains of relationship type, number of violent relationships, types of violence experienced,
and services accessed. Results from an independent t-test showed that the intervention
group had more violent relationships (M = 2.52, SD = 1.89) than the comparison group
(M = 1.68, SD = 0.99), t (74) = 2.64, p = 0.01. Significant differences were noted in two types of
violence between the groups. The intervention group had significantly higher percentages
of sexual abuse (63%) than the control group (42%), χ2 (1, n = 87) = 3.858, p = 0.05 as well
as a higher percentage of reproductive abuse (22%) compared to the control group (5%),
χ2 (1, n = 87) = 4.974, p = 0.01. Results from a chi-square test showed differences in types of
relationship between the control and intervention group, χ2 (5, n = 86) = 13.683 p = 0.02,
as well as differences in types of services sought, χ2 (7, n = 87) = 15.17 p = 0.03. Overall,
the comparison group was more likely to be in a relationship during the intervention
compared to the intervention group, who were more likely to be divorced. Finally, the
results indicated significant differences in types of services attended between the groups.
The intervention group reported more frequent use of therapeutic support groups (88%)
compared to the control group (11%). Finally, the comparison group reported more fre-
quent use of the police (13.2%) compared to the intervention group (4%). No significant
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differences were noted in the type of partner in the most recent violent relationship or the
length of time they were in that relationship.

3.2. Quantitative Results

A series of two-way repeated measures ANOVAs were used to examine if participants
in the intervention and comparison groups differed on their changes on each of the outcome
variables over time. Regarding main effects for time, resilience (F (1) = 8.84, p = 0.004),
health (F (1) = 19.97, p < 0.001), social support (F (1) = 24.77, p < 0.001), and self-esteem
(F (1) = 16.68, p < 0.001) scores varied across the two time points. There was a statistically
significant difference in health (F (1, 1) = 19.04, p < 0.001), social support (F (1, 1) = 8.10,
p < 0.01), and self-esteem (F (1, 1) = 3.98, p < 0.05) across time between the intervention
and comparison groups. There were no statistically significant changes evident for dat-
ing violence attitudes and resilience. See Table 2 for descriptive statistics and condition
(intervention, comparison) * time (pre-, post-) results.

Table 2. Descriptive Statistics by Condition and ANOVA Results.

Pre Post F p

Dating Violence Attitudes Intervention 1.11 1.01 3.04 0.09
Comparison 1.21 1.25

Resilience Intervention 16.08 18.04 0.25 0.62
Comparison 16.21 17.61

Health Intervention 2.21 2.94 19.04 <0.001
Comparison 2.50 2.51

Social Support Intervention 30.13 33.90 8.10 0.01
Comparison 31.03 32.05

Self-esteem Intervention 26.20 29.65 3.98 0.05
Comparison 28.08 29.26

Significant interaction effects are shown in Figure 1. For health, there was significant
improvement across time for the intervention group (F (1, 46) = 32.94, p < 0.001) but not for the
comparison group (F (1, 37) = 0.01, p = 0.93). Partial eta squared for this interaction was 0.19,
representing a large effect size. For social support, there was significant improvement across
time for the intervention group (F (1, 47) = 27.74, p < 0.001) but not for the comparison group
(F (1, 36) = 3.09, p = 0.09). Partial eta squared for this interaction was 0.09, representing a
medium effect size. For self-esteem, there was significant improvement across time for the
intervention group (F (1, 48) = 17.46, p < 0.001) but not for the comparison group (F (1, 37)
= 2.67, p = 0.11). Partial eta squared for this interaction was 0.05, representing a small
to medium effect size. Thus, across health, social support, and self-esteem there were
significant improvements for the intervention group, while the comparison group did not
significantly change.
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3.3. Qualitative Results
3.3.1. Theme 1: Changes in the Violent Relationship

Most of the participants had already distanced themselves from their aggressor; ap-
proximately 69% reported being single, divorced, or separated. Therefore, the majority of
participants declared that the program had not changed the violent relationship because
they had already established limits and distance with the aggressor. As an example, one
participant wrote:

“I do not have a current relationship with my aggressor, neither verbal and much less
physical. Since we finished, I have focused on my space, my well-being and getting out of
all of that, completely removing him from my life and starting to live from scratch.”

The rest of the answers highlighted that the intervention had helped to establish
limits with the aggressor and put distance (n = 10) and another three indicated that the
relationship had not changed since they were still involved due to custody or social circle
issues. Of the participants who responded that the intervention had helped to change the
relationship with the aggressor, one described how her participation had helped her to set
limits on her current relationship. She wrote:

“I have imposed limits, I recognize his victimhood so that he sometimes recognizes that he
needs help, I feel more sure of myself, with the strength that if there are no changes, if I
can get out of there, I no longer feel alone.”

More common were responses that mentioned that the intervention helped them
completely cut off communication with the aggressor. For example, one participant wrote,
“I used to reply to your messages, since you always wanted me to forgive you. I have forgiven him, but
I prefer not to answer anything.” Other participants said, “I no longer have contact with him” and
“I have lost interest in his life”. These results show that the intervention has the potential to
change the violent relationship in a positive way, such as establishing limits and distance.
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One of the participants expanded on this topic during the focus group, highlighting the
music methods used in the intervention:

“Until now, I always take a song from Lu that said “I sway, but I don’t fall. I sway, but I
don’t fall.” So every time I have a difficulty, I remember that and I know that I can sway,
but I’m not going to fall. And well, this circle of help also came at a very difficult time
for me, very difficult, with my aggressor. We were closing an important issue and I was
too scared to talk to him. It scared me a lot. But this helped me understand, because in
each circle we talk a little about what I had already experienced, remember that there are
difficult things and I will overcome them. I knew how to handle it and I’m still here, and
that also helped my self-esteem knowing that I can make my decisions, for myself, without
fear of anyone.”

3.3.2. Theme 2: Psychological and Emotional Changes

The psychological and emotional changes that resulted from the intervention were the
most notable. More than 70 answers across all the questions talked about changes in this
area. For example, approximately 37 responses highlighted how the intervention helped
participants increase their self-confidence, self-love, and hope that they could overcome violent
relationships. A repeated phrase was “keep going”, which denoted the feeling of empowerment,
strength, and security that many felt at the end of the study. For example, one participant
spoke of how the intervention had helped her find the support she needed to “move on”. She
wrote: “First, it helped me a lot to seek help, to fill myself with courage and get ahead and realize that I
am a woman who has a lot of worth and is capable of moving forward despite everything.”

Participants also wrote about the changes they had noticed in their feelings of guilt,
shame, and resentment toward the aggressor. Approximately 33 responses included issues
of healing and clarity about the violent relationship. For example, many commented on a
change in awareness about what they had experienced and how this change helped them
in the process of emotional healing. One participant wrote, “Now I am aware that I still have
the wound from that relationship and that I must acknowledge that wound and continue to heal it.”
Likewise, another participant wrote that her awareness of the shame she felt had changed
thanks to the intervention: “I understood that I should not be ashamed of my situations, there are
many people who experience something similar, and I could see options to resolve things.”

Many other participants spoke about the release of guilt they felt by participating in
the intervention and talking with others who had been through similar situations. As one
participant wrote: “It helped me realize that I am not the only person who goes through this and to
see that I can overcome everything, not being alone is important and lose the shame of being judged.”

Increased self-esteem and self-confidence resulting from the intervention were also
highlighted. For example, one participant wrote:

“It has helped me a lot to understand self-love, the many ways in which I can get ahead
and that this reality is more common than normal but that I am not alone and that I can
trust people. I can help and I can help myself, so that this never happens to me again and
I can finally be happy with my new life loving myself.”

One participant expanded on the topic of self-love as an integral aspect of the healing
process to recover her emotional and psychological well-being during the focus group. She said:

“I believe that this workshop that we have followed and of which I have been a part has
helped me a lot to embark on a path of many things. I have realized mistakes that I have
made and that, more than anything, I have lacked self-love. Realize that I have to learn to
forgive myself. If I’ve made mistakes, then that’s life, right? In other words, the important
thing is to move forward and improve as human beings. So, I take all that with me and it
has served me a lot, it has motivated me a lot to see life differently, with more optimism,
being more positive. That has helped me.”

These results present further evidence for the results that emerged from the quantita-
tive analysis which demonstrate significant increases in the areas of self-esteem and general
health. In the words of one of the participants, “I felt happy, I had fun, I discovered healing and
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joy. I have felt personal acceptance, I lost the fear of being judged. It improved my self-esteem and
mental health.”

3.3.3. Theme 3: Changes in Feelings of Social Support

As many of the responses above point out, social support was an essential element
of the intervention that helped the participants feel heard and accompanied in their expe-
riences of violence. A phrase that was repeated in many responses was “I am not alone”,
which reinforces how important it was to have a group of people who had gone through
situations similar to them, in which they had felt very alone and isolated. For example, one
participant wrote:

“They have helped me a lot, many times I blamed myself too much and thought I was the
only one who had suffered. After listening to them I feel stronger, empowered and more
self-esteem (which I didn’t have much of before).”

Like her, many others shared the feeling of learning from other women and feeling
heard, and that this was the first time they had been able to speak freely about their
experiences. For example, a participant commented:

“I felt that I was no longer alone, I was able to talk about topics that I did not talk about
with anyone, they listened to me and supported me, I also felt peace and singing the
songs or doing exercises outside during my daily life prolonged the effect of peace and
company.”

Since the intervention used music as a method to process the trauma of the violent
relationship, many participants spoke of how it helped their emotional state: “The circles
and the music workshop have allowed me to share experiences, let me know that I am not alone, I
have proven that talking heals.”

The realization that they are not alone helped participants to increase their self-
confidence and give them strength to overcome the situation: “It has allowed me to understand
other experiences of women who have lived through the same situation. On many occasions it gave
me strength.” Likewise, a participant in the focus group spoke of the importance of a support
group with whom she can vent and talk about the experiences of violence she has suffered:

“I think I learned a lot because my fear was always speaking and telling my experience
and feeling judged. Because that is what happened to me at the beginning when I spoke
and told what had happened to me. People usually always said to me, “But why didn’t
you speak up?” But when I had the opportunity to talk about it here, no one said it that
way, instead they understood it. They understand the experiences we live, each one of us
is healing at their own pace. I know that I lack many things to let go of, but it is the first
time that I spoke about it in a group with other women where I actually felt loved from a
distance. It was also very nice to experience this circle of support and listening, which is
something that I had not experienced and had not had within reach . . . .”

3.3.4. Theme 4: Changes for the Future

Although the music and ICT workshops only lasted six weeks, the results show that
the effects have potential beyond the duration of the program. Participants expressed
in their qualitative responses that they felt less ashamed of their situation and more con-
fident in their ability to avoid becoming involved in violent relationships in the future.
Approximately 18 responses addressed this topic; one sentiment that came up often was
“Don’t fall into another toxic relationship”. Thus, one achievement of the program was to help
the participants feel able to avoid violent relationships in the future. For example, one
participant wrote, “It definitely helps me relate in any area of my life, and not let myself fall into
violent relationships. Never doubting my self-esteem has risen and I feel very good.” Similarly,
another participant highlighted several areas where she felt the program helped her: “To be
more sure of myself in how I project myself with the rest. To not depend emotionally on my future
partner. To be more empathic with people. To not be afraid, nor repress who I am.”
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A desire to help other people in violent relationships also emerged, since participants
had experienced the benefit of having social support in these situations. Several participants
shared the feeling that “we can help more women in similar situations” as one said. In general,
they expressed a sense of community that they can draw upon in the future. For example,
one participant said, “It can benefit me by reminding myself that I am not alone and that talking
is healing. My testimony can serve others.” In addition, another participant talked about how
she can continue to foster empathy and responsiveness skills with other women who are in
violent relationships. She said, “To continue building empathy with other women and affected
people, experiencing violence. To know how to contain and accompany victims of this violence
without re-victimizing them.”

Thus, the program has the potential to build community and support beyond the
people directly involved. This theme also emerged during the focus group. One participant
commented on the need to continue programs that create a space for learning and healing,
where women who have suffered violence can take an active role in their own healing
process as well as help other women going through the same thing:

“I really liked the experience, and I have also talked with my friends who have been
through the same thing. It is necessary to have these spaces to feel safe, with empathy.
There are many times that we don’t talk to other people because they can’t understand us
because they haven’t been through the same thing. I feel that this is very important in
these groups. We know how we feel. We empathize with each other because we’ve been
through it. Only we can understand everything we’ve been through.”

4. Discussion

The results of this pilot study show a statistically significant change in the lives
of women who have suffered domestic violence in Quito, Ecuador, through a six-week
music and ICT intervention program. The quantitative results indicate improvement in
the domains of general health, self-esteem, and social support. The largest effect size
was for health, particularly for a sense of meaning and worth, confidence, and ability to
enjoy life. The other two quantitative changes on social support and self-esteem mirror
this trend. These results were reinforced by the qualitative comments offered by the
participants in their open responses and during the focus group. Similarly, qualitative
responses demonstrate changes in attitudes toward domestic violence and improvements
in resilience, although the quantitative analysis did not capture these changes.

This study represents a more rigorous evaluation of the ICT methodology; previous
studies employed largely qualitative methodologies [38,39]. As such, this study appears to
be unique in its quasi-experimental multi-method approach. Our implementation was also
unique in that we started sessions with an original song and a thematic ICT circle, which
allowed participants an opening to begin to express themselves in a non-threatening and
engaging way. We then followed this by five traditional ICT circles in which themes were
decided collectively. The evaluation shows ICT to be supportive and helpful in similar
ways as indicated by previous evaluative work. Themes of self-worth, social support, and
healing were common throughout the quantitative and qualitative results.

Certain aspects discussed by the participants mirror the theoretical orientation of
the ICT approach. For example, a shared appreciation of songs reinforced the cultural
groundings of the methodology, which seeks to enrich cultural appreciation. The results also
reflect the approach’s focus on promoting autonomy, building self-esteem, and collective
group efficacy. Participants pointed to their location within systems—relationships to
aggressors and others who have suffered violence. The communal nature of the program
is of utmost importance as it moves from self-healing to group healing and encourages
participants to be active rather than passive subjects [25]. This is best reflected in the
qualitative responses, in which participants repeatedly pointed to their ability to confront
and deal with the problems resulting from experiencing domestic violence. However, in
these admissions, the participants always underscored the importance of group solidarity to
help them to overcome their difficulties. Speaking to others who had similar backgrounds
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helped survivors find their own voice. Group formats using a trauma-informed cognitive
behavioral program have been found to be equally effective for IPV survivors compared to
individual formats [47]. Other researchers have found that domestic violence support groups
allow survivors to establish trust and build social networks [58]. Thus, there is additional
evidence pointing to the utility of the group approach for domestic violence survivors.

5. Conclusions

ICT has largely been absent from discussions of partner violence and testing it adds
new possibilities. The method closest to this approach in the published literature is the
community health worker/promotora model, in which a member of the target community
delivers health education in clinical and non-clinical settings to peers [59]. This model has
been tested with immigrant Latina survivors in the US and was found to contribute to
self-empowerment [60]. There is, however, a difference in the objective and delivery of
information. Promotoras share their knowledge of public health issues with participants.
Here, facilitators accompany participants on issues of importance to them. ICT also differs
from other group therapy approaches in that with ICT, there is no clinician and no necessity
of a presenting issue. A non-professional, who is trained in ICT, facilitates the group
and relies on a horizontal rather than vertical format. It is the collective experience and
sharing within and among peers that creates the momentum for self-confidence and change.
This aspect, along with others, that speaks to the social justice and liberatory dimensions of
ICT and separates it from other group formats and promotora models.

One of the main ways in which ICT embodies social justice and liberation, unlike
the medical model, is by starting with the assumption that solutions lie in the community.
There is no outside imposition of a solution: local knowledge, as opposed to academic
knowledge, is valued [18]. Another aspect is its accessibility—there is no insurance, money,
diagnoses, or, in many cases, transportation needed as ICT occurs in community set-
tings [18] and is led by community therapists. The approach thus can reach a large number
of people in a direct way. The adaptability of the ICT methodology to domestic violence
survivors speaks to its versatility to address a variety of social problems [25,39].

There are considerable limitations to this study. First, our intervention and comparison
groups statistically differed from the beginning of the study, but our sample sizes were not
large enough to include control variables in analyses. Given the interest in our study, the
intervention group filled up before the comparison group. We did not randomly assign
people to the experimental or comparison group and instead relied on their availability,
along with the capacity of the project to accommodate survivors in the intervention group.
Another limitation was the resilience measure, as it relied on a personal characteristic of being
able to bounce back quickly from adversity. This conception of resilience runs counter to
current work focused on a range of strengths and resilience promoting factors and to the
experience of domestic violence survivorship, which can entail a long arduous journey. In
line with this process, it may be necessary to run this intervention for longer time periods
for stronger effects and/or to continue assessment of outcome variables over time, perhaps
on a monthly basis. Given that some of the quantitative analyses were underpowered, we
suggest that future work replicate this evaluation with larger sample sizes and perhaps with
additional comparisons to other methodologies. While methodologically random assignment
is best for detecting differences between groups, we felt that that approach was not appropriate
for DV survivors, especially when the comparison group did not receive any intervention.
Comparisons of different approaches may be better suited for random assignment.

From this study, it appears ICT is a promising methodology that could extend beyond
the reach of formal services for domestic violence survivors. A majority of domestic
violence survivors do not seek formal services, leading those in the field to argue for
a network-oriented approach to domestic violence practice [61]. This approach, which
could include peer support groups, substantially broadens the possibilities of engagement
for domestic violence survivors. Thus, ICT could be implemented in connection with
traditional domestic violence services, as well as through non-violence-related community
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agencies, or through personal networks. The flexibility and adaptability of the approach
are useful for a variety of settings, populations, and locations and it warrants further study.

Author Contributions: Conceptualization, C.S., D.P.-F., E.C.M., E.P.d.S. and L.M.; Methodology,
C.S., D.P.-F., E.C.M., E.P.d.S., L.M., A.C.O.J. and G.K.R.B.; Formal analysis, C.S. and L.R.; Investi-
gation, C.S., D.P.-F., E.C.M., E.P.d.S., L.M. and A.C.O.J.; Writing—original draft, C.S., D.P.-F. and
L.R.; Writing—review & editing, C.S., L.R., D.P.-F., E.C.M., E.P.d.S., L.M., A.C.O.J. and G.K.R.B.;
Supervision, C.S.; Project administration, C.S., D.P.-F., E.C.M., E.P.d.S., L.M., A.C.O.J. and G.K.R.B.;
Funding acquisition, C.S., D.P.-F., E.C.M., E.P.d.S. and L.M. All authors have read and agreed to the
published version of the manuscript.

Funding: This project was supported by a University of Delaware General University Research Grant.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Institutional Review Board of University of Delaware (Study
Number 1449966, approved 17 November 2020).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data are not publicly available due to the sensitive nature of the
data collected. Please contact the corresponding author should data be requested.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Instituto Nacional de Estadística y Censos. Encuesta Nacional de Relaciones Familiares y Violencia de Genero Contra las Mujeres;

Instituto Nacional de Estadística y Censos: Quito, Ecuador, 2019.
2. Organización de los Estados Americanos.Convención Interamericana para Prevenir, Sancionar y Erradicar la Violencia contra la

Mujer. Available online: https://www.oas.org/juridico/spanish/tratados/a-61.html (accessed on 28 October 2022).
3. Constitución de la República del Ecuador. Available online: https://www.asambleanacional.gob.ec/sites/default/files/

documents/old/constitucion_de_bolsillo.pdf (accessed on 28 October 2022).
4. Declaración Sobre el Femicidio. Available online: https://www.oas.org/es/mesecvi/docs/declaracionfemicidio-es.pdf

(accessed on 28 October 2022).
5. Código Orgánico de Organización Territorial, Autonomía y Descentralización. Available online: https://www.gob.ec/

regulaciones/codigo-organico-organizacion-territorialcootad (accessed on 28 October 2022).
6. Código Orgánico Integral Penal. Available online: http://biblioteca.defensoria.gob.ec/handle/37000/3427 (accessed on

28 October 2022).
7. Organización de los Estados Americanos. Declaración sobre la Violencia y el acoso Políticos Contra las Mujeres. Available online:

https://www.oas.org/es/mesecvi/docs/declaracionviolenciapolitica-es.pdf (accessed on 28 October 2022).
8. Corporación Utopía. Fortalecimiento de las Comisarías de la Mujer y la Familia: Sistematización de las Comisarías de la Mujer y la Familia;

Centro Ecuatoriano para la Promoción y Acción de la Mujer: Quito, Ecuador, 2000.
9. Cuvi Sánchez, M. Violencia Contra las Mujeres: La Ruta Crítica en Ecuador; OPS/OMS: Quito, Ecuador, 1999.
10. Medina, C.; Carrillo, P. Los Lenguajes de la Impunidad: Informe de Investigación Delitos Sexuales y Administración de Justicia;

Centro Ecuatoriano para la Promoción y Acción de la Mujer: Quito, Ecuador, 2007.
11. Parra-Valencia, L.; Galindo, D. Coloniality and psychology: The uprooting of knowledge. Rev. Polis Psique 2019, 9, 186–197.
12. Barreto, A. Terapia Comunitária Integrativa Paso a Paso; Gráfica LCR: Fortaleza, Brazil, 2013.
13. Ferreira Filha, M.d.O.; Lazarte, R.; Barreto, A.d.P. Impacto e tendências do uso da Terapia Comunitária Integrativa na produção

de cuidados em saúde mental. Rev. Eletrônica Enferm. Órgão Fac. Enferm. Univ. Fed. Goiás 2015, 17, 174–175. [CrossRef]
14. Engel, G.L. The need for a new medical model: A challenge for biomedicine. Science 1977, 196, 129–136. [CrossRef] [PubMed]
15. Hugon, N. La TCI & la Antropologia Cultural; Taller de Terapia Comunitaria Integrativa: Tumbaco, Ecuador, 2013.
16. Archibald, L.; Dewar, J. Creative arts, culture, and healing: Building an evidence base. Primatisiwin A J. Aborig. Indig. Community Health

2010, 8, 1–25.
17. Ibeneme, S.; Eni, G.; Ezuma, A.; Fortwengel, G. Roads to health in developing countries: Understanding the intersection of

culture and healing. Curr. Ther. Res. 2017, 86, 13–18. [CrossRef]
18. Barreto, A.; Grandesso, M. Community therapy: A participatory response to psychic misery. Int. J. Narrat. Ther. Community Work

2010, 2010, 33–41. [CrossRef]
19. Freire, P.; Faundez, A. Learning to Question: A Pedagogy of Liberation; The World Council of Churches: Geneva, Switzerland, 1989.
20. Freire, P. Pedagogy of the Oppressed; The Continuum International Publishing Group Inc.: New York, NY, USA, 2000.
21. Barranquero Carretero, A.; Sáez Baeza, C. Comunicación y buen vivir. La crítica descolonial y ecológica a la comunicación para el

desarrollo y el cambio social. Palabra-Clave 2014, 18, 41–82. [CrossRef]

https://www.oas.org/juridico/spanish/tratados/a-61.html
https://www.asambleanacional.gob.ec/sites/default/files/documents/old/constitucion_de_bolsillo.pdf
https://www.asambleanacional.gob.ec/sites/default/files/documents/old/constitucion_de_bolsillo.pdf
https://www.oas.org/es/mesecvi/docs/declaracionfemicidio-es.pdf
https://www.gob.ec/regulaciones/codigo-organico-organizacion-territorialcootad
https://www.gob.ec/regulaciones/codigo-organico-organizacion-territorialcootad
http://biblioteca.defensoria.gob.ec/handle/37000/3427
https://www.oas.org/es/mesecvi/docs/declaracionviolenciapolitica-es.pdf
https://doi.org/10.5216/ree.v17i2.37270
https://doi.org/10.1126/science.847460
https://www.ncbi.nlm.nih.gov/pubmed/847460
https://doi.org/10.1016/j.curtheres.2017.03.001
https://doi.org/10.3316/informit.581088823272246
https://doi.org/10.5294/pacla.2015.18.1.3


Int. J. Environ. Res. Public Health 2023, 20, 5492 16 of 17

22. Lazarte, R. Terapia Comunitaria Reflexions. 2011. Available online: https://docplayer.es/21015728-Terapia-comunitaria-
reflexiones-rolando-lazarte.html (accessed on 28 October 2022).

23. Watzlawick, P.; Beavin, J.B.; Jackson, D.D. Pragmatics of Human Communication: A Study of Interactional Patterns, Pathologies,
and Paradoxes; Norton: New York, NY, USA, 1967.

24. Hammond, D. Ludwig von Bertalanffy (1901–1972) General Systems Theory. In The Science of Synthesis; Exploring the Social
Implications of General Systems Theory; University Press of Colorado: Boulder, CO, USA, 2003; pp. 103–142.

25. Gutiérrez, R.; Campaña Medina, E.; Pereyra, E.; Ruedas vinculates. Nueva tecnologia social al servicio de la gente.
In Prácticas Pedagógicas Para el Fomento de la Inter-Culturalidad en el Contexto Universitario: La Experiencia de la Universidad Estatal
Amazónica Enconvenio con la Universidad de Málaga; Leiva Olivencia, J.J., Gutiérrez Valerio, R., Eds.; Universidad Estatal Amazonica:
Puyo, Ecuador, 2018; pp. 69–85.

26. Bonanno, G.A. Loss, trauma, and human resilience: Have we underestimated the human capacity to thrive after extremely
aversive events? Am. Psychol. 2004, 59, 20. [CrossRef]

27. Van der Kolk, B. The Body Keeps the Score: Mind, Brain and Body in the Transformation of Trauma; Penguin Publishing Group:
New York City, NY, USA, 2014.

28. Tummala-Narra, P. Conceptualizing trauma and resilience across diverse contexts: A multicultural perspective. J. Aggress.
Maltreat. Trauma 2007, 14, 33–53. [CrossRef]

29. Grych, J.; Hamby, S.; Banyard, V. The resilience portfolio model: Understanding healthy adaptation in victims of violence.
Psychol. Violence 2015, 5, 343–354. [CrossRef]

30. Filha, M.D.O.F.; Dias, M.D.; de Andrade, F.B.; de Lima, É.A.R.; Ribeiro, F.F.; Silva, M.D.S.S.D. A terapia comunitária como
estratégia de promoção à saúde mental: O caminho para o empoderamento. Rev. Eletrônica Enferm. Órgão Fac. Enferm. Univ.
Fed. Goiás 2009, 11, 964–970.

31. Guimarães Lemes, A.; Marcelino da Rocha, E.; Ferreira do Nascimento, V.; Jacinto Volpato, R.; Sousa Oliveira Almeida, M.A.;
Franco, S.E.d.J.; Bauer, T.X.; Villar Luis, M.A. Benefits of Integrative Community Therapy revealed by psychoactive drug users.
Acta Paul. Enferm. 2020, 33. [CrossRef]

32. Carvalho, M.A.P.; Dias, M.D.; Miranda, F.A.N.; Ferreira Filha, M.d.O. Contributions by Integrative Community Therapy to
users of Psychosocial Care Centers (CAPS) and family members: Thematic oral history. Cad. Saúde Pública 2013, 29, 2028–2038.
[CrossRef]

33. Rocha, I.A.; Sá, A.N.P.; Braga, L.A.V.; Ferreira Filha, M.d.O.; Dias, M.D. Community integrative therapy: Situations of emotional
suffering and patients’ coping strategies. Rev. Gaúcha Enferm. 2013, 34, 155–162. [CrossRef] [PubMed]

34. Jatai, J.M.; Silva, L.M.S. Enfermagem e a implantação da Terapia Comunitária Integrativa na Estratégia Saúde da Família:
Relato de experiência. Rev. Bras. Enferm. 2012, 65, 691–695. [CrossRef] [PubMed]

35. Azevedo, E.B.; Cordeiro, R.C.; Pimentel Costa, L.d.F.; Guerra, C.d.S.; Ferreira Filha, M.d.O.; Dias, M.D. Pesquisas brasileiras sobre
terapia comunitária integrativa. Rev. Bras. Pesqui. Saúde 2013, 15, 114–120. [CrossRef]

36. Holanda, V.R.; Dias, M.D.; Ferreira Filha, M.d.O. Contribuições da terapia comunitária para o enfrentamento das inquietações de
gestantes. Rev. Eletrônica Enferm. Órgão Fac. Enferm. Univ. Fed. Goiás 2007, 9, 79–92. [CrossRef]

37. Moura, S.G.; Ferreira Filha, M.d.O.; Paredes Moreira, M.A.S.; Simpson, C.A.; Rangel Tura, L.F.; Silva, A.O. Social representations
of integrative community therapy by the elderly. Rev. Gaúcha Enferm. 2017, 38, e55067. [CrossRef]

38. Zem Igeski, T.P.; Silva, L.P.; Silva, D.B.; Silva, M.Z. Análise da efetividade da Terapia Comunitária Integrativa na saúde
biopsicossocial de diferentes populações: Uma revisão integrativa. Temas Educ. Saúde 2020, 16, 271–285. [CrossRef]

39. Guimarães Lemes, A.; Ferreira do Nascimento, V.; Marcelino da Rocha, E.; Santos da Silva, L.; Sousa Oliveira Almeida, M.A.;
Jacinto Volpato, R.; Villar Luis, M.A. A terapia comunitária integrativa no cuidado em saúde mental: Revisão integrativa.
Rev. Bras. Promoção Saúde 2020, 33, 1–12. [CrossRef]

40. Alves, M.I.; Felipe, A.O.B.; Moreira, D.d.S. Integrative Community Therapy—Interventive strategies in the reduction of depression
symptoms in adolescents: A quasi-experimental study. Int. J. Ment. Health Nurs. 2021, 30, 1426–1436. [CrossRef] [PubMed]

41. Case, C.; Dalley, T. The Handbook of Art Therapy, 3rd ed.; Routledge: New York, NY, USA, 2014.
42. McCart, M.R.; Smith, D.W.; Sawyer, G.K. Help seeking among victims of crime: A review of the empirical literature. J. Trauma. Stress

2010, 23, 198–206. [CrossRef] [PubMed]
43. Vaca-Ferrer, R.; Ferro-García, R.; Valero-Aguayo, L. Efficacy of a group intervention program with women victims of gender

violence in the framework of contextual therapies. An. Psicol. 2020, 36, 189–199. [CrossRef]
44. Goldberg, D.P.; Williams, P. A User’s Guide to the General Health Questionnaire; NFER-Nelson: Windsor, UK, 1988.
45. Sánchez-López, M.D.P.; Dresch, V. The 12-item general health questionnaire (GHQ-12): Reliability, external validity and factor

structure in the Spanish population. Psicothema 2008, 20, 839–843. [PubMed]
46. Rosenberg, M. Society and the Adolescent Self-Image; Princeton University Press: Princeton, NJ, USA, 1965.
47. Crespo, M.; Arinero, M.; Soberon, C. Analysis of effectiveness of individual and group trauma-focused interventions for female

victims of intimate partner violence. Int. J. Environ. Res. Public Health 2021, 18, 1952. [CrossRef]
48. Saez, G.; Lopez-Nunez, C.; Carlos-Vivas, J.; Barrios-Fernandez, S.; Rojo-Ramos, J.; Adsuar, J.C.; Collado-Mateo, D. A multi-

component program to improve self-concept and self-esteem among intimate partner violence victims: A study protocol for a
randomized controlled pilot trial. Int. J. Environ. Res. Public Health 2021, 18, 4930. [CrossRef]

https://docplayer.es/21015728-Terapia-comunitaria-reflexiones-rolando-lazarte.html
https://docplayer.es/21015728-Terapia-comunitaria-reflexiones-rolando-lazarte.html
https://doi.org/10.1037/0003-066X.59.1.20
https://doi.org/10.1300/J146v14n01_03
https://doi.org/10.1037/a0039671
https://doi.org/10.37689/acta-ape/2020AO0122
https://doi.org/10.1590/0102-311X00000913
https://doi.org/10.1590/S1983-14472013000300020
https://www.ncbi.nlm.nih.gov/pubmed/24344598
https://doi.org/10.1590/S0034-71672012000400021
https://www.ncbi.nlm.nih.gov/pubmed/23258692
https://doi.org/10.21722/rbps.v15i3.6333
https://doi.org/10.5216/ree.v9i1.7137
https://doi.org/10.1590/1983-1447.2017.02.55067
https://doi.org/10.26673/tes.v16iesp.1.13737
https://doi.org/10.5020/18061230.2020.10629
https://doi.org/10.1111/inm.12900
https://www.ncbi.nlm.nih.gov/pubmed/34142419
https://doi.org/10.1002/jts.20509
https://www.ncbi.nlm.nih.gov/pubmed/20336674
https://doi.org/10.6018/analesps.36.2.396901
https://www.ncbi.nlm.nih.gov/pubmed/18940092
https://doi.org/10.3390/ijerph18041952
https://doi.org/10.3390/ijerph18094930


Int. J. Environ. Res. Public Health 2023, 20, 5492 17 of 17

49. Orpana, H.M.; Lang, J.J.; Yurkowski, K. Validation of a brief version of the Social Provisions Scale using Canadian national survey
data. Health Promot. Chronic Dis. Prev. Can. Res. Policy Pract. 2019, 39, 323–332. [CrossRef]

50. Cutrona, C.E.; Russell, D. The provisions of social relationships and adaptation to stress. In Advances in Personal Relationships;
Jones, W.H., Perlman, D., Eds.; JAI Press: Greenwich, CT, USA, 1987; Volume 1, pp. 37–67.

51. Friedman, L.E.; Manriquez Prado, A.K.; Santos Malavé, G.F.; Vélez, J.C.; Gillibrand Esquinazi, R.W.; Sanchez, S.E.; Zhong, Q.-Y.;
Gelaye, B.; Williams, M.A. Construct validity and factor structure of a spanish-language social support questionnaire during
early pregnancy. Int. J. Women’s Health 2018, 10, 379–385. [CrossRef]

52. Smith, B.W.; Dalen, J.; Wiggins, K.; Tooley, E.; Christopher, P.; Bernard, J. The Brief Resilience Scale: Assessing the ability to
bounce back. Int. J. Behav. Med. 2008, 15, 194–200. [CrossRef]

53. Rodríguez-Rey, R.; Alonso-Tapia, J.; Hernansaiz-Garrido, H. Reliability and validity of the Brief Resilience Scale (BRS) spanish
version. Psychol. Assess. 2016, 28, e101–e110. [CrossRef]

54. Fernández González, L. Calvete Zumalde, Esther, Orue Sola, Izaskun. The Acceptance of Dating Violence scale (ADV):
Psychometric properties of the Spanish version. Psicothema 2017, 29, 241–246. [CrossRef] [PubMed]

55. Abdelazeem, B.; Abbas, K.S.; Amin, M.A.; El-Shahat, N.A.; Malik, B.; Kalantary, A.; Eltobgy, M. The effectiveness of incentives for
research participation: A systematic review and meta-analysis of randomized controlled trials. PLoS ONE 2022, 17, e0267534.
[CrossRef] [PubMed]

56. Marrs Fuchsel, C.L.; Hysjulien, B. Exploring a Domestic Violence Intervention Curriculum for Immigrant Mexican Women in a
Group Setting: A Pilot Study. Soc. Work Groups 2013, 36, 304–320. [CrossRef]

57. Merriam, S.B. Qualitative Research: A Guide to Design and Implementation; Jossey-Bass: San Franciso, CA, USA, 2009.
58. Larance, L.Y.; Porter, M.L. Observations from practice: Support group membership as a process of social capital formation among

female survivors of domestic violence. J. Interpers. Violence 2004, 19, 676–690. [CrossRef] [PubMed]
59. Bonilla, Z.E.; Morrison, S.D.; Norsigian, J.; Rosero, E. Reaching Latinas with Our Bodies, Ourselves and the Guia de Capacitacion

para Promotoras de Salud: Health education for social change. J. Midwifery Women’s Health 2012, 57, 178–183. [CrossRef] [PubMed]
60. Serrata, J.V.; Hernandez-Martinez, M.; Macias, R.L. Self-empowerment of immigrant Latina survivors of domestic violence:

A promotora model of community leadership. Hisp. Health Care Int. 2016, 14, 37–46. [CrossRef] [PubMed]
61. Goodman, L.A.; Smyth, K.F. A call for a social network-oriented approach to services for survivors of intimate partner violence.

Psychol. Violence 2011, 1, 79–92. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.24095/hpcdp.39.12.02
https://doi.org/10.2147/IJWH.S160619
https://doi.org/10.1080/10705500802222972
https://doi.org/10.1037/pas0000191
https://doi.org/10.7334/psicothema2016.229
https://www.ncbi.nlm.nih.gov/pubmed/28438249
https://doi.org/10.1371/journal.pone.0267534
https://www.ncbi.nlm.nih.gov/pubmed/35452488
https://doi.org/10.1080/01609513.2013.767130
https://doi.org/10.1177/0886260504263875
https://www.ncbi.nlm.nih.gov/pubmed/15140318
https://doi.org/10.1111/j.1542-2011.2011.00137.x
https://www.ncbi.nlm.nih.gov/pubmed/22432491
https://doi.org/10.1177/1540415316629681
https://www.ncbi.nlm.nih.gov/pubmed/27257189
https://doi.org/10.1037/a0022977

	Introduction 
	Description of Integrative Community Therapy 
	Evidence of ICT Effectiveness 

	Methods 
	Participants 
	Measures 
	Health 
	Self-Esteem 
	Social Support 
	Resilience 
	Dating Violence Attitudes 
	Participant Feedback 

	Procedure 
	Data Analysis 

	Results 
	Comparison between Groups 
	Quantitative Results 
	Qualitative Results 
	Theme 1: Changes in the Violent Relationship 
	Theme 2: Psychological and Emotional Changes 
	Theme 3: Changes in Feelings of Social Support 
	Theme 4: Changes for the Future 


	Discussion 
	Conclusions 
	References

