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Abstract. Research from National Commission on Elimination of Violence against 

Women found that dating violence was ranked second after domestic violence in terms 

of number of cases reported in 2018 in Indonesia. Post-Traumatic Stress Disorder 

(PTSD) was one of the consequences that dating violence survivors experienced. 

Cognitive-Behavioral Therapy (CBT) had been proven effective to treat PTSD in 

intimate partner violence survivors. However, there was no prior research publication 

investigating the effectiveness of CBT for dating violence survivors in Indonesia. This 

research aimed to apply CBT to help treating PTSD symptoms in women with dating 

violence experiences. CBT was delivered individually for six sessions to four 

participants. This research used mixed-method design with quantitative and qualitative 

data collection and data analysis components. PTSD Checklist for DSM-5 was used to 

measure PTSD symptoms at pre- and post-treatment. The results showed that all 

participants had reduction in PTSD symptoms at post-treatment. However, two 

participants still met the criteria for PTSD because their post-treatment scores were still 

above remission cut-off scores. Future research can focus on helping survivors to gain 

resiliency, psychological well-being, self-esteem and regaining meaning of life back 

after having dating violence experiences. 

Keywords:  cognitive-behavioral therapy; dating violence; intimate partner violence; 

post-traumatic stress disorder; violence against women 

 

Dating violence (DV) is a type of violence that can occur in early adulthood relationship. 

According to Indonesian National Commission on Elimination of Violence against 

Women (2018), women often become victims in the dating relationship and are more 

vulnerable to the infliction of violence in dating or intimate relationship. DV belongs to 

the intimate partner violence (IPV) cluster (Jennings et al., 2017) and in the context of the 

current research, the main focus is violence incidences that are inflicted to women. In 

general, the frequencies of violence against women are increasing globally (World Health 

Organization, 2013). In United States, violence against women and IPV has become 

a major and complex public health issue. aIn one of the major national surveys in United 
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States, the survey found that 1 in 4 women in that country will experience violence 

incidence from their male partner at least once in their lifetime (Breiding et al., 2008; 

Centers for Disease Control and Prevention, 2014). Out of all women experiencing IPV in 

United States, 30% of them reported experiencing physical violence from their partner, 

10% of the women reported experiencing sexual abuse or violence from their partner, and 

48% of them reported experiencing psychological violence from their partner (Breiding et 

al., 2014). Mental health consequences of IPV in United States are also becoming a burden 

to the healthcare of the nation (Rivara et al., 2007). Another research in the States found 

that, as estimates, the direct healthcare costs of IPV and indirect costs of IPV such as loss 

of productivity and income are US$ 8,3 billion (Max et al., 2004).  

Findings in other nations and regions are also indicating that violence against 

women has become a major public health concern. Violence against women has a high 

prevalence in developing regions such as in South East Asia region (37. 7%) and Africa 

region (36.6%) (World Health Organization, 2013). In Thomson Reuters Foundation 

Annual Report, Indonesia ranked third after India and Saudi Arabia as a nation with high 

incidence and percentage of violence against women (Baldwin, 2012). In fact, data 

collected by Indonesian National Commission on Elimination of Violence against Women 

indicated that from 2014 to 2017, there was a rise in number of cases of violence against 

women reported from 293,220 cases to 348,446 cases (National Commission on 

Elimination of Violence against Women, 2015, 2016, 2017, 2018). According the National 

Commission’s partner institutions, dating violence (DV) against women ranked second 

after domestic violence in terms of number of cases reported in Indonesia in 2018 

(National Commission on Elimination of Violence Against Women, 2018). However, this 

number might be an underestimation because this phenomenon might be an iceberg 

phenomenon where the tip of the iceberg is visible on the surface, but most of its parts are 

hidden in the water. Likewise, many of intimate partner violence, domestic violence, and 

dating violence cases against women are left unreported to government (Carrell & 

Hoekstra, 2012; Huecker & Smock, 2019). 

DV itself is defined as an action that is done intentionally to hurt dating partner and 

is done in order to gain and maintain control and power over the partner (Murray, 2013). 

The action could be in a form of coercion, physical, sexual, verbal or emotional abuse. This 

act of violence and abuse can occur throughout dating relationship and can escalate 

before the end of dating relationship (Murray, 2013). The consequences of DV are also 

serious. As a result of the violence, psychologically, the victim often felt powerless and 

helpless over her situation (Cougle et al., 2009). These feelings would result in low level of 

motivation and energy, and these would lead to the inability of the woman to detect, 

identify, and avoid potential situations that could lead to the occurrence of violence 

(Cougle et al., 2009). Moreover, the victims of DV can also suffer from stress, insomnia, 

anxiety, poor concentration, depression, and low self-esteem (Kristoper et al., 2019; 

Perangin-Angin et al., 2019).  

Because of these multi-factorial problems, women who become victims of DV often 

developed symptoms of post-traumatic stress disorder (PTSD) (Cougle et al., 2009; 
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Iverson et al., 2011). In terms of risk factors, compared to DV survivors that were not 

developing PTSD symptoms, DV survivors who develop PTSD symptoms were usually 

more likely to experience adversity or maltreatment during childhood (e.g. child neglect, 

witnessing violence, and having physical, psychological, or sexual abuse), and more likely 

to experience peer victimization, sexual harassment by peers and have affiliation with 

deviant peers during adolescence years (Hébert et al., 2019). Furthermore, according to 

Exner-Cortens et al. (2013), DV victimization in adolescence would predict the occurrence 

of IPV victimization and involvement in unstable and violent relationship in the 

subsequent intimate partner relationship (i.e. including dating relationship). These 

exposures and experiences would help to create certain negative and unhelpful cognitive 

schemas in the individuals about dating and intimate partner relationship (Calvete et al., 

2018; Miller et al., 2018). In terms of protective factors, parental bonding, closeness, and 

support from parents during childhood could decrease future victimization risk from a 

romantic partner (Hébert et al., 2019). Specifically, bonding, closeness, and support from 

parents would nurture and promote a sense of self-worth in the individual, and in turn, 

this protective factor would help to decrease the likelihood of the individual’s 

involvement in abusive relationship in the future (Alleyne-Green et al., 2016). Secondly, 

effective parental monitoring, effective conflict resolution skills, open communication, 

and consistent discipline from parents during childhood have been linked with the 

individual’s DV risks reduction during adolescence and young adulthood (Vézina et al., 

2015). Thirdly, having a supportive network of friends and having close friends that are 

modelling and influencing pro-social behavior could also become protective factors that 

would decrease the likelihood of involving in an abusive dating or intimate relationship 

(Folger & Wright, 2013; Han & Margolin, 2016; Vézina et al., 2011). These protective 

factors would help to create a helpful and healthy schemas about self, others, the world, 

and the future in the individual and specifically, about what to expect in a healthy dating 

or intimate relationship.  

However, if the risk factors continue to become more prevalent in one’s life, it 

would affect the mental health condition of the person and it would increase the 

likelihood of the person’s experiencing violence in dating relationship and subsequently 

having PTSD symptoms. Moreover, in one of the research about IPV and DV, the 

researchers found that if the victims had symptoms of PTSD, this could significantly 

increase the risk for the women to re-experience violence victimization from their partner 

(Krause et al., 2006; Kuijpers et al., 2012). This re-victimization could also be in a form of 

psychological, verbal, and emotional violence (Bell et al., 2008). Consistent with many 

empirical research, having symptoms of PTSD can increase the risk of DV and IPV in 

women because of the emergence of symptom called emotional numbing in the victims 

(Iverson et al., 2011). This symptom is one of the characteristics of PTSD and consists of 

emotional suppression and unwillingness to feel any feelings or emotions (Messman-

Moore & Long, 2003). Emotional numbing symptom could hinder woman's ability to 

detect and respond accordingly to the possibility of violence (Messman-Moore & Long, 

2003).  
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In terms of intervention to treat women experiencing IPV, therapies from Cognitive-

Behavioral Psychotherapies cluster such as Cognitive-Behavioral Therapy (CBT) has been 

used and researched to help alleviate survivors‘ clinical symptoms such as PTSD (Bisson 

et al., 2007; Foa et al., 2005; Iverson et al., 2011; Resick et al., 2008; Trabold et al., 2018). The 

results indicated that CBT was effective in reducing symptoms of PTSD in women with 

IPV experiences (Crespo & Arinero, 2010; Iverson et al., 2011; Johnson et al., 2011; Reed & 

Enright, 2006; Resick et al., 2008; Trabold et al., 2018). The specific core ingredient which 

makes CBT effective in reducing PTSD symptoms in women with IPV experiences is its 

cognitive techniques (such as cognitive disputation, cognitive restructuring, or examining 

the evidence techniques) that helped to change women’s negative core beliefs and 

unhelpful thinking patterns about IPV experiences that they experienced (Iverson et al., 

2011; Trabold et al., 2018). Specifically, cognitive techniques in CBT are effective in 

changing negative thinking patterns such as “If my partner leaves me then my life will be 

difficult and empty, therefore I choose to endure this even though I am hurt and 

wounded”, “He (the perpetrator) hurt me because he loved me”, and “I (the victim or 

survivor) am definitely a worthless and useless person, because I failed to meet my 

partner’s expectations”, that commonly found in negative automatic thoughts and core 

beliefs of women with IPV experiences (Iverson et al., 2011; Perangin-Angin et al., 2019; 

Trabold et al., 2018). The researcher chose CBT to be implemented to help DV survivors 

instead of other therapies in Cognitive-Behavioral Psychotherapies cluster such as 

Cognitive Processing Therapy (CPT), Acceptance and Commitment Therapy (ACT), or 

Rational Emotive Behavioral Therapy (REBT) because of its emphasis on targeting and 

changing pre-existing negative beliefs about the self, others, the world, and the future (e.g. 

see Ehlers & Clark, 2000). These pre-existing negative beliefs can be in the form of 

negative appraisals of the traumatic experiences and traumatic experiences sequelae such 

as misinterpretations of PTSD symptoms and exaggeration of the sense of current threat 

(Dunmore et al., 2001; Ehlers & Clark, 2000). Moreover, these beliefs and negative 

appraisals would sustain and perpetuate PTSD because it helps to produce negative 

feelings about the trauma and its subsequent maladaptive coping strategies to cope with 

the symptoms (Ehlers & Clark, 2000). These, in turn, would maintain the PTSD symptoms 

in vicious cycle and exacerbate the condition of the victims. In order to break the cycle, 

CBT is the most appropriate treatment because the core focus of the treatment is to target 

and change maladaptive cognitions about self, others, the world, and the future (Iverson 

et al., 2011; Johnson et al., 2011). Compared to CBT, CPT is a specific form of CBT with an 

additional written trauma account component where the client is encouraged and asked 

to write and share the written detail of traumatic experiences with the therapist ( Resick et 

al., 2016). However, several studies about CPT indicated that CPT without written 

account component was as effective as CPT with written account component (Haller et al., 

2016; Resick et al., 2008). CPT protocol without a written-account component is very 

similar with CBT protocol, with an emphasis on targeting maladaptive cognitions and 

changing it with cognitive techniques (Resick et al., 2008). Secondly, compared to ACT, 

the major difference/distinction between ACT and CBT is about the tenet/idea of 
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challenging one’s thoughts and beliefs. According to Hayes et al. (1999), ACT focuses on 

changing one’s relationship with their thoughts and emotions and does not include 

targeting and challenging one’s distorted beliefs. Lastly, REBT has very similar approach 

with CBT and both have the same emphasis on the connection of human emotion, 

behavior and thinking. However, the researcher chose CBT over REBT because the fact 

that CBT has larger body of research attesting to its efficacy for a wide range of 

psychiatric problems (Beck & Dozois, 2011).  

 Several studies in other countries have demonstrated the efficacy of CBT to be 

applied for DV victims or survivors. In their study, Rizzo et al. (2018) applied a CBT-

based program for DV prevention (Date SMART) to a sample of adolescent girls (ages 14 – 

17) with prior physical DV experiences. The researcher, then, compared the CBT-based 

program with a knowledge-only comparison group. The Date SMART group was 

effective in reducing DV involvement at the 9-month follow-up period. However, 

contrary to the researcher expectation, the comparison group also had clinically 

significant reduction in DV involvement. In other research by Sánchez-Jiménez et al. 

(2018), the researcher conducted a DV prevention program aimed at adolescents in Spain. 

Comparing an experimental group with a control group, the results showed that the 

program did not give significant impact on physical, psychological or online dating 

aggression and victimization. However, in terms of schemas/beliefs, the program was 

effective at modifying maladaptive concepts about romantic love and also effective in 

improving participants’ self-esteem and anger regulation (both related to changes in 

cognitions). 

However, to the best of author knowledge, no prior publication on investigating the 

effectiveness of CBT to help DV survivors in Indonesia yet. As the current research aimed 

to treat and help women with DV experiences in Indonesia, this will become the novelty 

of the current research. Although the characteristics of IPV and DV are quite similar and 

DV is a specific form of IPV, there are main differences between IPV and DV. The main 

differences are in the characteristics of women experiencing violence. Compared to 

women experiencing IPV, women with DV experiences usually are younger, less 

established financially, more prone to peer pressure, having lower level of socio-economic 

status (Shorey et al., 2008). Thus, approaches of CBT for DV survivors would have specific 

differences compare to CBT for IPV survivors. Specifically, first, the dynamics of dating 

relationship context would differ from the dynamic of intimate partner relationship 

context. Secondly, the content of cognitions that would be targeted in CBT would be 

different as well. In the former, the focus of cognition would be on jealousy, feeling 

ignored, feeling unappreciated or dispute/quarrel over financial issues. While the latter 

(IPV) would usually focus on issues such as safety of extended family, safety of kids, 

safety of self or the victim, or emotional numbing due to prolonged IPV exposures (Ager, 

2020). However, there are some issues that are overlapping between DV and IPV 

problems such as the helplessness of victim, perpetrator’s control over victim, physical 

and emotional hurt, perpetrator reactivity or unstable mood and negative attitudes about 

the opposite sex (Ager, 2020). 
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Being a feasibility study, this research aimed to investigate the effectiveness of CBT 

in reducing PTSD symptoms in survivors of DV. Based on the theoretical review above, 

we hypothesized that the current research’s CBT protocol would be effective in helping to 

reduce PTSD symptoms in women with DV experiences. 

Method 

This study employed a mixed-method approach using both quantitative method and 

qualitative method of data collection and analysis (Johnson et al., 2007). Specifically, 

quantitative method was employed in the first phase of the study, followed by qualitative 

method in the second phase of the study. Prior to conducting the study, ethical clearance 

was reviewed and granted by Satya Wacana Christian University’s Human Research 

Ethical Committee in January 2019. In this section, recruitment and selection of 

participants, instrument that was used in the study, intervention or treatment procedure 

of current study, and the design and analysis of study would be further elaborated.  

Participants 

Research participants were recruited using purposive sampling method through, firstly, 

administering short screening questionnaire to 160 students in undergraduate psychology 

and undergraduate sociology classes in Satya Wacana Christian University at Salatiga in 

order to identify potential participants from the campus. Secondly, the researchers also 

used methods such as spreading information about the research through word of mouth, 

to close friends, and to classmates in order to identify and recruit potential participants in 

Salatiga. Through these two methods, the researchers found six women who were eligible 

to participate in this research, however only four women agreed and gave their consent to 

participate in this research. All participants had separated from their dating partners and 

had experienced dating violence from their partners. In order to be eligible for this study, 

the participants’ must have range of age between 18 to 30 years old, must have prior 

experiences of violence in dating relationship from their dating partners, must have 

minimum scores of 31 to 33 in Post-Traumatic Stress Disorder Check List for Diagnostic 

and Statistical Manual of Mental Disorder -5th Edition (PCL-5) instrument, were not 

currently undergoing other treatment or psychological intervention, and must be willing 

to give consent and to become participants in the research. During the research, the 

researcher provided transportation from participants’ place to the place for CBT session to 

each participant. After the research was finished, as reward for participating in the 

research, the researcher gave a set of souvenirs as token of appreciation to each 

participant. 

Instrument 

PTSD symptoms were measured using PTSD Checklist for DSM-5 (PCL-5) that was 

developed by Weathers et al. (2013). PCL-5 has four main dimensions which were 

intrusive symptoms related to the traumatic events, avoiding things that reminded the 

person to the traumatic events, changes in cognition and mood, and increased arousal 
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levels. This self-report instrument has 20 items, and each item measures the intensity of 

each symptom ranging from 0 (not at all) to 4 (extremely often), with higher scores 

indicating that the symptom has higher intensity level. This instrument has a good level 

of reliability and validity when tested on both general population and clinical population 

(Blevins et al., 2015; Bovin et al., 2016). According to study from Blevins et al. (2015), the 

internal consistency of PCL-5 was strong (Cronbach’s α = 0.94) and this instrument also 

has strong test-retest reliability (r = 0.82). For the current study, the researcher consulted 

PCL-5 instrument to two experts (a psychology lecturer and a clinical psychologist) in 

order to check for translation suitability and accuracy from English to Bahasa Indonesia. 

After this step, the researcher tested the instrument to 34 female undergraduate university 

students in Salatiga with mean of age 20 years old and obtained an internal consistency of 

0.89. The cut-off score in PCL-5, in order to be included as having clinical symptoms of 

PTSD, was from 31 to 33. The highest possible score, if the participant chose 4 or 

extremely often on each item in the scale, was 80 (Weathers et al., 2013). Additionally, 

interpretation of scores and changes of scores should be handled carefully. In order to 

measure change using PCL-5 instrument, it was suggested that a 5 to 10 point change 

represented a reliable change (i.e.; change not due to chance) and a 10 to 20 point change 

represented a clinically significant change (Weathers et al., 2013). 

Intervention and procedure 

The CBT intervention was done in Salatiga and was started on May 2019 until September 

2019. CBT focused on three core components which were physiological, cognitive, and 

behavioral components ( Beck, 2011). The CBT protocol in this research was designed to 

help participants in alleviating their PTSD symptoms by firstly, changing their cognitions 

about the DV experiences and secondly, by changing their current behavioral responses to 

the past DV experiences. The participants in this research would receive individual 

therapy session for 45 to 60 minutes per week, in accordance with the current research 

CBT protocol. There were six therapy sessions in the protocol, and the therapy sessions 

were given individually to each participant. The therapist was a final year Master level 

psychology student that was supervised by a licensed clinical psychologist, and she (the 

psychologist) had 10 years clinical experiences in the field of clinical psychology, treating 

various mental health issues and symptoms including Post-Traumatic Stress Disorder 

(PTSD), and was familiar and experienced in using CBT intervention. In order to ensure 

that CBT intervention was delivered professionally by a student-therapist, the clinical 

psychologist gave prior training for 5 sessions about the steps on CBT interventions to the 

student-therapist. After that, the clinical psychologist closely monitored the progress of 

every session by requiring the therapist to give report to the psychologist prior and after 

giving a therapy session. In terms of relation with the researcher, the therapist came from 

the same research group/team with the researcher at the institution/university. 

Generally, there were three phase of Cognitive-Behavioral Therapy (CBT) inter-

vention for helping survivors of DV, namely, early phase, middle phase, and final phase. 

In the early phase, the therapist gave explanation about the fundamentals of CBT, PTSD 
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symptoms, and how this therapy could help to alleviate symptoms of psychological 

trauma or PTSD. These explanations were essential to be given in the early phase of 

therapy because the participants needed to know and understand about the charac-

teristics of the therapy and symptoms of PTSD that they experienced before they 

proceeded into more in-depth therapy sessions (Barlow, 2008). Next, in the middle phase 

of the therapy, the therapist introduced sets of skills and techniques that were derived 

from cognitive and behavioral aspects of CBT. Based on previous research on Intimate 

Partner Violence (Iverson et al., 2011; Resick et al., 2016), the therapist chose to firstly 

focus on the cognitive component of the therapy by targeting on the maladaptive cogni-

tions and irrational beliefs of participants before giving behavioral therapy or 

intervention. In the middle phase of therapy, the therapist introduced and taught the 

techniques in sequence, starting from introducing and teaching mood and thought 

monitoring technique, explaining about cognitive distortions and automatic thoughts, 

introducing cognitive disputation techniques through collaboratively working and 

practicing on thought-change record exercise and examining the evidence exercise. The 

education and techniques were introduced gradually and one step at a time, so that the 

information that were given to the participants could be remembered and understood 

well by them. This approach was in line with approach and research from Barlow (2008) 

and Beck (2011). Next, after giving cognitive interventions, in the final phase of therapy, 

relaxation technique was given to the participants as part of behavioral component of CBT 

intervention. 

Table 1. 

CBT Protocol to Help Survivors of Dating Violence 

Session CBT Protocol per Session 

Initial Interview Initial interview regarding DV experiences from participants 

Pre-Intervention Session Need Assessment; Administration of PCL-5 at pre-intervention (pre-

test) 

Session 1 Explanation about PTSD symptoms and connection between 

thinking, emotion, and behavior 

Session 2 Continuation of connection between thinking, emotion, and behavior; 

Introduction to mood and thought monitoring 

Session 3 Continuation of mood and thought monitoring; Introduction to 

cognitive distortions and automatic thoughts 

Session 4 Continuation of cognitive distortions and automatic thoughts; 

Introduction to cognitive disputation 

Session 5 Continuation of cognitive disputation 

Session 6 Application of relaxation techniques 

Post-Intervention Session Administration of PCL-5 at post-intervention (posttest); Research 

reflection 

Note: In cognitive disputation, participants learned to dispute their maladaptive cognitions 

through examining the evidence and thought-change record exercises. Relaxation techniques 

such as deep breathing and progressive muscle relaxation was introduced to participants by 

the therapist and the therapist encouraged participants to practice the technique regularly at 

home every day at their own pace. 



PERANGIN-ANGIN  ||  APPLYING COGNITIVE-BEHAVIORAL 

 49 

Lastly, research reflection from participants and therapist was done in order to 

discuss which aspect of the therapy that was most helpful to participants, which progress 

or improvements that were most felt by participants and the new helpful cognitions that 

the participants have now. The summary of the CBT protocol can be seen in Table 1 

above. 

Research design and analysis 

The current research used a mixed-method design with quantitative and qualitative 

methods of data collection and analysis respectively (Johnson et al., 2007). This research 

was a feasibility pilot study. In the quantitative phase of the study, a small-N, AB design 

was employed (Todman & Dugard, 2001). Baseline measure was collected at the pre-

intervention session and treatment measure was collected at post-intervention session. 

Secondly, in the qualitative phase of the study, a semi-structured interview was 

conducted to each participant individually in order to understand the process of 

therapeutic change.  

In the analysis phase, differences in individual level were analyzed using small-N 

approach. Quantitative data was presented in graphs and for visual inspection of the 

level, trend, and slope for each participant. For the qualitative phase of the study, the 

qualitative data was transcribed and analyzed using thematic analysis (Braun & Clarke, 

2006). Thematic analysis would follow these steps: familiarization of the data (i.e.; 

verbatim transcription), generating initial codes, searching for themes, reviewing themes, 

defining and naming themes, and producing the report (Braun & Clarke, 2006).  

Secondly, qualitative analysis was also done through comparison of pre-test and 

post-test scores of PCL-5, in the form of observations during the CBT intervention process, 

interviews with participants, and evaluation of the results from participants’ worksheets 

during the implementation of the CBT intervention. 

Results 

Initial results 

Initial interview and pre-test of participants indicated that all participants met criteria for 

PTSD, with one participant was in mild clinical range and three other participants were in 

moderate clinical range. The participants’ range of age were 19 to 28 years old. Based on 

the results of individual initial interview to the research participants, it was found that 

participants DV problems and experiences as can be seen in Table 2. 

Dating violence (DV) problems that were experienced by participants were varied 

greatly; from verbal violence such as receiving harsh, abusive, and hurtful comments or 

words from the perpetrators, to physical violence such as being beaten and kicked 

without apparent reason. Although all participants had separated from their partners, 

these verbal, emotional, physical and sexual violence that were experienced by 

participants during their dating period contributed to the experiences of post-separation 
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negative consequences in their cognitions, emotions, and behavior. Table 3 summarizes 

maladaptive cognitions as a result of DV experiences and the consequences of DV to 

participants’ or survivors’ emotion and behavior. These maladaptive cognitions and 

consequences to emotion and behavior were derived, initially, in need assessment session 

and then uncovered further in CBT session 2 to session 4.  

Table 2. 

Dating Violence (DV) Problems Conducted by Perpetrators to Participants 

Name Verbal DV Emotional DV Physical DV Sexual DV 

W 

 

Abusive words; 

Harsh language 

W was being cheated on Beaten and kicked 

for no apparent 

reason 

Forced to have 

intercourse but still 

can refuse 

perpetrator 

X 

 

 

Perpetrator 

denigrated 

religious belief of 

X; Hurtful 

comments 

Conflict because 

perpetrator is too 

possessive; Conflict 

because of differences in 

religious beliefs 

X’s cell phone was 

slammed; X was 

slapped during 

conflict escalation 

None 

Y 

 

Abusive words; 

Harsh language 

Y was being cheated on; 

Perpetrator still tried to 

relate to Y despite 

having an affair with 

another woman 

None None 

Z 

 

Abusive words 

from the 

perpetrator 

Perpetrator was easily 

jealous and very 

possessive; Z was forbid 

to talk or interact with 

people other than the 

perpetrator 

Being kicked; Beaten 

with wooden 

hangers; laptop and 

cell phone were 

slammed by the 

perpetrator 

Undisclosed 

 

Table 3. 

Participants Maladaptive Cognitions and DV Consequences to Emotion and Behavior 

Aspects Participant 1 (W) Participant 2 (X) Participant 3 (Y) Participant 4 (Z) 

Maladaptive 

cognitions 

and thinking 

patterns 

“Generally, all men 

are rude to women”; 

Increased self-

criticism; Avoiding 

any thought that 

could remind her of 

DV experiences 

“I am crushed 

and broken, 

because of this 

conflict“; 

Expectations 

about ‘ideal’ 

dating 

relationship was 

unfulfilled 

Unfulfilled hopes 

and expectations 

about dating; 

Thought about 

difficulties to let 

go of and forgive 

the perpetrator 

Thoughts of regret 

and bitterness; 

Unfulfilled dating 

expectations; 

Increased self-

criticism; Avoiding 

any thought that 

could trigger 

reminder of DV 
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Aspects Participant 1 (W) Participant 2 (X) Participant 3 (Y) Participant 4 (Z) 

Consequence

s to emotion 

and behavior 

Be very vigilant when 

interacting with men; 

Having sad feeling; 

Disappointed; Feeling 

of hurt; Avoiding 

situations that could 

remind her of DV 

experiences 

Angry feeling 

toward 

perpetrator; 

feeling of hate 

toward self and 

perpetrator; 

feeling of sadness 

and hurt 

Feeling of 

sadness; Feeling 

of hurt; difficulty 

to sleep; frequent 

crying; unable to 

focus; difficulty 

to regulate 

emotions 

Feeling of fear of the 

perpetrator; 

Avoiding 

perpetrator by 

moving frequently 

from one residence 

to another 

Results of intervention 

There was one hypothesis that would be tested in this research. The hypothesis testing 

was conducted by, firstly, measuring and interpreting the changes in scores of PCL-5 

before CBT interventions (pre-test) and after CBT interventions (post-test). Secondly, the 

changes of PCL-5 scores were also being checked from and validated through therapist’s 

assessment of cognition and behavioral changes throughout the therapy sessions. This 

was done through analyzing participants responses in CBT worksheets (i.e.; mood and 

thought monitoring, thought-change record, and examining the evidence worksheet) and 

observing changes in participant’s non-verbal gestures and facial expressions throughout 

every session. Table 4 summarizes the results of PCL-5 scores before and after six 

individual CBT interventions. 

Table 4. 

PCL-5 Pre-test and Post-test Results of Participants 

No Participant Age 
Pre-test 

Scores 
Category 

Post-test 

Scores 
Category 

1 W 20 51 Moderate Range 23 Normal Range 

2 X 19 51 Moderate Range 38 Mild Range 

3 Y 26 32 Mild Range 7 Normal Range 

4 Z 28 51 Moderate Range 37 Mild Range 

Furthermore, the negative maladaptive cognitions and its repercussions were the 

basis of doing cognitive intervention such as CBT. Because the core feature of CBT 

intervention was mainly to change the maladaptive cognitions that caused disturbances 

and dysfunctions in thinking patterns, emotions and behavior (J. Beck, 2011). In the 

process of doing CBT intervention, based on the CBT protocol described above, 

maladaptive cognitions of all participants were step-by-step changed into new positive 

and adaptive cognitions. The processes of cognitive and thinking changes of participants 

will be discussed in detail and in light of previous literature in the discussion section. The 

summary of new adaptive cognitions and progress of improvements from participants 

after all CBT interventions were given can be seen in Table 5. 

In overall, the CBT intervention provided a positive impact to all participants in the 

form of improvement in symptoms of PTSD experienced by the participants or survivors. 

Nevertheless, there were variations and differences in improvements of symptoms in the 
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survivors. Two participants (participant 1 & 3) achieved remission from PTSD symptoms 

and two other participants (participant 2 & 4) improved but were still in mild range 

condition of PTSD symptoms. This will be further discussed in the discussion section of 

this research article. 

Table 5. 

Participants New Adaptive Cognitions and Post-Therapy Progress of Improvements  

Aspects 
Participant 1 

(W) 
Participant 2 (X) Participant 3 (Y) Participant 4 (Z) 

New adaptive 

cognitions 

“I need to think 

more objectively 

when it comes 

to men, not all 

men are rude. 

There are men 

that are polite 

and genuinely 

courteous to 

women” 

“I don’t want 

this problem to 

keep dragging 

me down, I want 

to move on and 

do other things 

that are more 

worthwhile in 

my life” 

“I am committed to 

let go of this pro-

blem, forgive him 

and his conducts, 

and move on. And I 

would not listen to 

him persuading me 

to continue the 

dating 

relationship” 

“Even though this is 

very difficult, now I can 

understand why he 

acted like that during 

our dating 

relationship” 

Progress of 

improvements 

Participant 1 felt 

more 

empowered 

with the new 

cognition after 

the therapy 

Participant 2 

started to pursue 

new career and 

studies that she 

liked to pursue 

Participant 3 had a 

strong commitment 

to forgive and 

move on from the 

perpetrator 

Participant 4 had a new 

understanding about 

the perpetrator’s 

mental health condition 

and behavior during 

their relationship  

Note.  Participant 4 had a new understanding about the perpetrator’s mental health condition and 

behavior and could release and let go of the past. It was suspected that after listening to her 

story and DV problems, and after consulting the story with experts such as psychologist, 

during that period of their dating relationship, the perpetrator might have mental illness 

problem himself that caused him to behave the way he did.  

Discussion 

The current research aimed to test the effectiveness of CBT intervention for reducing 

PTSD symptoms in women with dating violence (DV) experiences. CBT intervention 

protocol, that was given for 6 sessions (one session per week), is proven to be effective in 

reducing participants‘ PTSD symptoms. However, only two participants achieved full 

remission status. Improvements also occur in the other two participants, nonetheless, they 

were still in the mild range conditions of PTSD symptoms.  

Previous research showed that CBT was an effective treatment for individuals or 

women with PTSD symptoms (Bisson et al., 2007; Foa et al., 2005; Resick et al., 2008). 

Compared with previous research on CBT for DV survivor such as from Rizzo et al. 

(2018), their research targeted participants’ depressive symptoms, deficits in interpersonal 

skill and deficits in self-regulation. Contrary with research from Rizzo et al., the current 

research was targeting participants PTSD symptoms. Other research indicated that 

targeting both depressive symptoms and PTSD symptoms may be more beneficial and 
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helpful for survivors (Iverson et al., 2011). Indeed, systematic review from Trabold et al. 

(2018) indicated that depressive and PTSD symptoms are two core features of mental 

health problems in the survivors that need to be targeted in therapy sessions. Secondly, 

compared to study from Rizzo et al. (2018), that used group-based format, the current 

research used individual therapy format. Rizzo et al. (2018) argued that the strength of 

group-based cognitive behavioral therapy was the effect of peer support that could act as 

treatment or therapeutic gain booster. Although this is true and cost-effective, the 

weakness of group-format is the lack of more in-depth CBT intervention and more in-

depth therapeutic alliance between client and therapist. 

Compared with results of the previous research, in overall, CBT as treatment for 

women survivors of DV with PTSD symptoms is effective in helping to reduce these 

symptoms in the survivors. This can be seen in the overall reduction of 13 to 28 points in 

participants’ or survivors’ PCL-5 scores. As a reference, a 10 to 20 point change in PCL-5 

scores represents a clinically significant change (Weathers et al., 2013). However, 

interpretation of PCL-5 scores needs to be handled very carefully (Weathers et al., 2013). 

Although there was a clinically significant change and reduction in PTSD symptoms in all 

participants, nevertheless, not all participants received remission from the symptoms and 

returned back to the normal range of functioning. After post-treatment, participant 2 and 

4 were still in the category of mild range of PTSD and therefore, only participant 1 and 3 

achieved remission from PTSD symptoms. Therefore, in comparison with previous 

research (Crespo & Arinero, 2010; Iverson et al., 2011; Johnson et al., 2011; Reed & Enright, 

2006), the results of the current research are quite differ in terms of the efficacy of the 

treatment given to the women who are experiencing abuse from their partner. However, 

the current pilot research still yielded early promising results for women survivors of DV 

because of overall clinically significant reduction of PTSD symptoms in the survivors of 

DV.  

There are several factors associated with the efficacy of CBT in helping women with 

DV or IPV experiences. According to Iverson et al., (2011) and Johnson et al. (2011), the 

positive outcomes that occurred to research participants after receiving CBT may be 

attributed to changes in cognition such as more accurate perceptions of experiences and 

more helpful thinking style that they learned from CBT sessions. Similar to above study, 

the participants in current study achieved more adaptive or more balanced thinking style 

and perceptions of problems after receiving individual CBT intervention for six sessions. 

In this research, all participants experienced various types of dating violence (DV) 

including verbal, emotional, physical, and sexual violence or abuse. These DV occurrences 

and experiences lead to the experiences of PTSD symptoms or psychological traumatic 

experiences (Iverson et al., 2011). In line with previous research, survivors of DV were 

experiencing the feelings of hatred toward self and other people especially men, low self-

esteem, and feelings of anger toward men in general (Iverson et al., 2011). Avoidance of 

internal and external stimuli that could remind them of the traumatic events were also 

experienced by the participants in this research. This kind of emotional response is also 
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often called emotional suppression or emotional numbing, and is one of the core features 

of PTSD (Messman-Moore & Long, 2003).  

In terms of behavioral component of CBT, initially, participant 1 and 4 reported that 

they were having an increase in symptoms related to the re-experiencing of traumatic 

events, such as having flashbacks of traumatic memories after starting relaxation 

techniques for a while. However, this increase was not permanent and after continual 

practice of the techniques, the PTSD symptoms of the two participants were reduced quite 

significantly. Participant 2 and 3 did not report the same significant increase in PTSD 

symptoms after practicing relaxation techniques regularly at their own pace for a while. 

These findings were in line with research from Beck (2011). According to Beck (2011), 

some clients or patients could initially reported an increase in symptoms such as PTSD 

during the first few practices of techniques such as relaxation technique, due to the nature 

of automatic thoughts or maladaptive cognitions. These negative cognitions could 

resurface during relaxation practice and interfere with effective relaxation practice that is 

supposed to be beneficial to the clients or patients (Beck, 2011). Thus, according to Beck 

(2011), the role of a therapist is to give understanding and education to the clients that this 

kind of phenomenon might occur during the practice and to ensure that the clients would 

stick and comply to the practice of relaxation technique with consistency. 

There were several factors that caused participant 2 and 4 to not achieving full 

remission status from PTSD symptoms. Firstly, the personality factor. According to 

Dunmore et al. (2001), certain person might have personality which is predisposed to be 

more vulnerable to psychological trauma. Given the right activating/triggering situation, 

the PTSD symptoms would emerge and become apparent in people with this kind of 

personality (Dunmore et al., 2001). It is suggested that participant 2 and 4 might have this 

kind of personality trait and therefore, when they experienced psychological trauma as a 

result of dating violence, the symptoms that they felt were more persistent and more 

difficult to disappear. Secondly, there was a situational factor affecting the symptoms of 

the two participants. This situational factor could contribute to exacerbate and perpetuate 

the PTSD symptoms that were being experienced by participant 2 and 4 at that time. The 

situational factor can be in a form of other stressor or problem that influenced the PTSD 

symptoms in a negative way (Ehlers & Clark, 2000). Based on interview with participant 2 

and 4, both of them had additional stressors in the form of academic stress and 

occupational or work-related stress. For participant 1 and 3, the two participants that 

achieved remission from PTSD symptoms, the researcher and therapist attribute this 

achievement to the success in therapeutic alliance that was built step-by-step through 

rapport building, empathic understanding, and support from the therapist. Participant 1 

and 3 also were more open when the therapist asked them questions and they were more 

cooperative when they participated in individual therapy sessions and when they did the 

cognitive and behavioral exercises both in the session and by themselves as homework 

assignment at home. 

As a reflection, this study also had some limitations. Firstly, the current study did 

not employ control group as a comparison group to the experimental group or the group 
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that received treatment protocol. Secondly, the study did not employ longitudinal study 

design in order to follow-up participants for several weeks or months post-therapy to see 

whether the treatment gain would be maintained . This was not done due to the time 

constraint of the researcher and therapist. Thirdly, the current study had very small 

sample size (n = 4) and therefore, more replications of the study with larger sample size 

are needed before generalization of results to IPV and DV survivor population in 

Indonesia can be made. Fourthly, therapist expectancy effect could potentially occur and 

create bias in the results, since the therapist and researcher came from the same research 

group in the institution. Nevertheless, the current study also had some strength in it. 

Firstly, the use of Cognitive-Behavioral Therapy as a method of therapy in this research 

was essential in order to ensure that the survivors of dating violence received an 

evidence-based therapy and were given excellent psychological care and intervention. 

Secondly, to the best of authors’ knowledge, previous research about survivors of DV in 

Indonesia, its impacts, its consequences, and how to help these populations have been 

scarce. Thus, the current research gives a unique perspective and important contribution, 

not only to the body of knowledge, but also to the practical contribution in helping 

survivors of DV to cope, have resiliency, and to move on from such traumatic experiences.   

Conclusion 

The results of the research showed that Cognitive-Behavioral Therapy (CBT) can reduce 

PTSD symptoms in women, with dating violence (DV) experiences, who participated in 

this study. Through CBT intervention, participants in this study became more skilled in 

changing maladaptive cognitions into more positive and adaptive cognitions, especially in 

relation with previous traumatic DV experiences. This led to positive progress of 

improvements such as feeling of empowerment, new commitment to forgive perpetrator, 

and new resolution to move on and pursue new things. As a concluding statement, this 

pilot study gives a promising early result in helping survivors of DV using Cognitive-

Behavioral Therapy. However, these results should be handled and interpreted with care, 

because although all participants have clinically significant change and reduction in PTSD 

symptoms, only two participants achieved remission status and returned back to normal 

range of functioning. 

Implication 

For the direction for the future research, it is necessary to tackle the limitations mentioned 

above by employing control comparison group and using post-therapy follow-up test. 

Additionally, future research can focus on employing other therapies from Cognitive 

Behavioral Psychotherapies cluster such as Cognitive Processing Therapy, Acceptance 

and Commitment Therapy, or Rational-Emotive Behavioral Therapy. Future research can 

also focus on employing other therapies such as Behavioral Activation, Writing Therapy 

or Neuro-Linguistic Programming and to see the comparison and efficacies between these 

therapies to survivors of DV. Other than that, replication of current study with larger 
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sample size and employing Randomized-Controlled Trial (RCT) protocol are also 

necessary. Fourthly, in order to avoid therapist and/or experimenter expectancy effect, it 

is necessary to employ blind-experiment protocol such as between therapist and 

researcher, where the main researcher and therapist do not know each other during the 

course of intervention sessions. Lastly, future research can also focus on other dimensions 

or variables that are affected by dating violence phenomenon such as survivors’ 

psychological well-being (PWB), resiliency, self-esteem or meaning of life in light of such 

traumatic experiences during dating relationships or during/after a course of 

psychological treatment such as CBT has been given to them.  
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