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Eye Movement Desensitization and Reprocessing: Efficacy
in Improving Clinical, Neuropsychological, and Quality
of Life in Women Victims of Violence
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Abstract
Background: The number of female victims of violence has significantly increased in recent years, resulting
in physical, mental, and social damage.
Objective: To determine the effectiveness of the eye movement desensitization and reprocessing (EMDR)
psychotherapeutic model compared with narrative exposure therapy (NET) as treatments for clinical improve-
ment, neuropsychological outcomes, and quality of life in women who have experienced violence.
Methods: A randomized experimental study was conducted, involving 120 women exposed to physical, psy-
chological, and sexual violence, who were assigned to either an EMDR or NET group. An extensive battery of
clinical, neuropsychological, and quality of life tests was administered both before and after a 10-session ther-
apeutic intervention.
Results: Compared with the group of women treated with NET, the group of women who received EMDR
therapy, exposed to physical, psychological, and sexual violence, achieved a greater decrease in anxiety (p =
0.001), depression (p = 0.001), and post-traumatic symptoms (p = 0.002). Additionally, there was an increase
in the quality of life index (p = 0.001), performance in working memory (p = 0.000), and executive functioning
tests (p = 0.000), compared with NET.
Conclusions: EMDR proved to be more effective compared with NET in reducing post-traumatic clinical symp-
toms, increasing the level of quality of life, and enhancing cognitive performance in women affected by gender-
based violence. Additionally, it demonstrated independence in therapeutic response across most estimated socio-
demographic factors, making it a therapy with broader therapeutic reach in the community of Ecuadorian women.
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Introduction
Violence against women in all its forms is considered
a violation of human rights, a public health issue, and
an emerging area of social concern. Therefore, it rep-
resents one of the most significant challenges facing
today’s society.1 Currently, one in three women (30%)
reports having experienced physical or sexual violence
from their romantic partners, ex-partners, or third
parties, providing evidence of the need to recognize
the negative impact that this abuse has on the overall
health of affected women.2

Several studies have shown the importance of
addressing this problem.3 Recently, research has
emphasized the study of the negative effects of vio-
lence against women, including physical, mental, and
sexual violence.4–6 Moreover, there is a focus on
understanding the influence of social roles and culture
on the perception of gender violence.7 Other studies
have concentrated on the psychomotor alterations
that result from brain injuries.8

In Latin American countries, there are reports of
higher incidences of violence against women. In Ecua-
dor, 6 out of 10 women have reported gender-based
violence, mostly originating from their male romantic
partners. These higher incidences are associated with
the environment in which cultural, social, religious,
and traditional patterns develop.9 Hence, violence
against women represents a serious health problem
that leads to psychopathological and cognitive altera-
tions, and even death.10 There are several aspects that
exert influence to varying degrees of vulnerability,
often mediated by sociodemographic and socioeco-
nomic factors.11

A latent association has been identified between
clinical symptoms and cognitive functioning in this
group of women.12 In this sense, women who report
anxiety, depression, post-traumatic stress, or exposure
to sexual violence tend to exhibit low performance in
neuropsychological evaluations, especially in atten-
tional, visuospatial, and executive tasks.13,14 Addition-
ally, there is evidence that sociodemographic factors
are related to the adverse effects of violence on the
physical and mental health of female victims, as well
as on their quality of life.15,16

Consequently, given the reality surrounding this
problem, over the last 5 years, intensive treatments
have emerged for women who experience trauma
associated with exposure to physical, psychological,
and sexual violence. The goal is to address and

overcome the physical and mental effects caused.17,18

Many studies have shown therapeutic treatments with
benefits at the cognitive, emotional, and social lev-
els in female victims; however, they have not yet
demonstrated comprehensive effectiveness among
patients.19,20

In response to the issue of violence against women
and its effects, within the context of the Ecuadorian
public health system, policies, laws, and regulations
have been implemented to address cases of female
patients seeking healthcare services and reporting
having been victims of physical, psychological, and
sexual violence. This is considered a priority group
according to the Constitution of the Republic of Ecua-
dor.21 Within the models of mental health care specific
to the Ecuadorian context, protocols for psychological
first aid and comprehensive therapeutic follow-up for
victims are outlined. The therapy models predomi-
nantly used by the healthcare system are derived
from the systems approach, from which the techni-
ques employed in narrative exposure therapy (NET)
originate.
NET is accredited as a successful and culturally uni-

versal intervention for the treatment of survivors of
multiple and severe traumatic events.22 This inter-
vention, based on connecting traumatic memories,
facilitates the reevaluation of events and cognitive
reorganization by organizing a chronological time-
line of the painful events experienced by the patient.
This allows them to narrate traumatic experiences,
while finding new meanings, embracing both posi-
tive and negative aspects, and assessing their level of
resilience to reshape their life story.23 Therefore,
NET has been more frequently utilized in commu-
nity settings and with individuals who have experi-
enced trauma due to political, cultural, or social
forces. The effectiveness of NET has been reported
in reducing post-traumatic stress, depression, and
improving the quality of life in such cases.24,25

However, while NET has shown positive results in
reducing depression and post-traumatic symptoms, it
is not known to what extent this therapy affects other
dimensions of the health of victims.26 Also, to the best
of our knowledge, its effectiveness in reducing the
negative symptoms experienced by victims of violence
has not been validated. Therefore, it is noteworthy
that the World Health Organization27 published a
new protocol and clinical guidelines for healthcare
workers addressing the treatment of the mental health
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repercussions of trauma and the loss of loved ones.
Among the cited approaches are “cognitive-behavioral
therapy or a new technique known as Eye Movement
Desensitization and Reprocessing (EMDR).” Addi-
tionally, the National Institute for Care Excellence 28

recommended the use of EMDR for the treatment of
post-traumatic stress disorder in adults.
Recent studies have reported the benefits of EMDR

on the physical and mental health of women victims of
violence.29–31 Thus, international treatment guidelines
recommend this therapy as a first-line treatment for
post-traumatic stress disorder, considering it as effective
as trauma-focused cognitive-behavioral therapy in treat-
ing depression and post-traumatic stress disorder.32

Despite these findings, nothing has been done to
implement these new therapies in the Ecuadorian pub-
lic health system, indicating a lack of interest in pro-
viding quality mental health care focused on reducing
the adverse symptoms accompanying victims. Many
of them continue to experience post-traumatic stress
throughout their lives. Based on this analysis, the
idea arises to investigate with a group of Ecuadorian
women seeking care in the Ecuadorian public health
service, applying conventional therapeutic treatment
based on NET and EMDR therapy. With this, we aim
to answer the following question: How effective is
EMDR compared with NET in reducing clinical symp-
toms, improving cognitive performance, and enhanc-
ing the quality of life in women who have experienced
violence and received therapeutic treatment?
Against this background, the objective of this study

was to assess the effectiveness of EMDR compared
with NET as treatments for clinical improvement,
neuropsychological outcomes, and quality of life in
women victims of violence.

Methodology
Design
This study was framed within an open randomized
experimental design; the intervention is based on
the methodology for health studies with two com-
parative groups with pre–post repeated measures,
through which we sought to determine the effect of
an intervention.33

Participants
As shown in Figure 1, 170 women were assessed for
participation, all of whom reported a history of physi-
cal, psychological, and sexual gender-based violence

when seeking psychology services. From this identi-
fied group, 50 women were excluded because of
inability to travel, current participation in other treat-
ment plans, or declining because of lack of time to
participate.
The result of this selection process yielded a total of

120 women exposed to gender-based violence, with
an average age of 34.3 years and a low level of educa-
tion. The average duration of systematic exposure to
violence was 6.4 years, with the majority experiencing
physical violence. About 41.89% of the participants
lived with a male partner. These women were identi-
fied and invited to participate in the study through
professionals from the public health services of the
Tabacundo Health Center in Ecuador. They were
then randomly divided into two treatment groups.
Inclusion criteria were: (1) exposure to gender-based
violence, whether physical, psychological, and/or sex-
ual; (2) age between 18 and 50; and (3) signed
informed consent. Exclusion criteria were: (1) intelli-
gence quotient (IQ) below 70; (2) history of brain
injury; (3) history of neurological disease; (4) schizo-
phrenia or other primary psychotic disorders as
described in the International Classification of Dis-
eases–eleventh edition (ICD-11), (5) substance use
disorders or addictive behaviors, including all sub-
stances described in the ICD-11; and (6) visual and
auditory disabilities.

Procedure
This study was approved by the health committee of
District 17D10, Cayambe—Pedro Moncayo, and by
the Committee of Ethics and Research with Human
Beings of the Universidad Tecnológica Equinoccial
(UTE). All selected women were informed about the
characteristics and procedures of the study and the
voluntary nature of their participation, and they
signed an informed consent form. Women who
agreed to participate in the study were administered
the Spanish version of the National Adult Reading
Test (NART)34,35 to rule out intellectual disability.
Those who met the inclusion criteria underwent the
pretest, which consisted of a complete battery to eval-
uate the clinical profile, cognitive functions, and qual-
ity of life of the participants.
Subsequently, the women were assigned to the cor-

responding therapy groups: Group A—60 women
who received EMDR therapy; and Group B—60
women who received NET. Dropouts that occurred
during the treatment phase were considered in the
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analysis (Fig. 1). Following the protocols for the treat-
ment plan designed for each group and the recom-
mendations of the ethics committee, two specialized
therapists were assigned to a random list of partici-
pants based on the therapist’s specialty, either EMDR
or NET. Ten personalized therapeutic sessions were
scheduled, each lasting 60 minutes.

Therapeutic interventions
For the group that received EMDR therapy, the stand-
ard protocol was applied36,37 based on the adaptive
information processing states,38 which consists of eight
treatment phases. The techniques used were those
indicated in the same standard EMDR protocol. The
following desensitization and reprocessing techniques
were implemented: float back, float forward, affective
scan, dual attention,39 bilateral auditory stimulation,40

and bilateral visual stimulation.41 Additionally, stress
management techniques, exercises based on mental
games for cognitive stimulation, and cognitive inter-
weaving for the management of complex targets were
employed. A description of the tasks used for each
phase of the protocol is provided in Table 1.
Similarly, for the group undergoing NET, the treat-

ment model outlined was applied.24 Table 2 illustrates
the structured intervention with four practical ele-
ments: (1) diagnostic interview, (2) psychoeducation,
(3) lifeline description (symbolic representation), (4)
commencement of NET therapy sessions, and (5) rit-
uals for the final session.42

Instruments
Survey on gender violence. Based on the Technical
Standard for Comprehensive Attention to Gender

FIG. 1. CONSORT flow diagram.
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Violence,43 it allows the collection of data associated
with sociodemographic variables such as age, gender,
marital status, and economic status. Additionally, it
includes information on the type of reported violence
and the duration of exposure to violence.

National adult reading test. This is a test for reading
unstressed words, which correlates with the QI index
of the WAIS intelligence test and allows estimating
the QI.34 This test was administered with the aim of
ruling out potential intellectual limitations in the par-
ticipants, as part of the exclusion criteria for the sam-
ple, using the Spanish-adapted version of the Word
Accentuation Test.35 The premorbid IQ is scored

according to the direct form of 0/30, where a score of
10 on NART equals 31 on WAIS-IV, and a score of
30 equals 136 on WAIS-IV. The Cronbach’s alpha
coefficient of validity is (0.84).

Hospital anxiety and depression scale. It allows the
assessment of the levels of anxiety and depression that
the subject presents.44 It consists of seven items
related to anxiety symptoms and seven items related
to depressive symptoms, with each item valued on a
scale of 0–3 points. The cutoff point is seven. Subscale
scores for anxiety: 0–7: no anxiety; 8–10: minimal
anxiety; and 11–21: clinical anxiety. Subscale scores
for depression: 0–7: no depression; 8–10: minimal
depression; and 11–21: clinical depression. The Cron-
bach’s alpha coefficient of validity is (0.76).

Post-traumatic stress disorder checklist for DSM-5. It
is an instrument updated to the DSM-V to evaluate
post-traumatic symptoms.45 Respondents indicate
how much each PTSD symptom has disturbed them
in the past week (as opposed to the past month), using
a five-point scale ranging from 0 = not at all, 1 = a lit-
tle, 2 = moderately, 3 = quite a bit, and 4 = extremely.
The cutoff point is 31. Note 1: The patient must previ-
ously meet Criterion A. Note 2: A total score of 31–
33 points is optimal to determine probable PTSD.
Note 3: To determine whether or not it meets the

Table 1. Description of the Tasks Used in the Eye
Movement Desensitization and Reprocessing Treatment
Phases

Phases Tasks

Phase 1
History

• Develop the narrative or structured history.
• Conduct an objective evaluation of symptoms.
• Identify targets for reprocessing: past aetiological

events for current symptoms, current triggers,
and future objectives.

Phase 2
Preparation

• Guide the participant through trauma-based psy-
chotherapy with EMDR.

• Provide metaphors for conscious observation in
the reprocessing process.

• Verify the usefulness of self-control methods
through the diary of the participant.

Phase 3
Evaluation

• Assess images, negative beliefs that currently
govern, desired positive beliefs, emotions, and
physical sensations.

• Record initial SUD and VoC scores.
Phase 4
Desensitization

• Perform separate series of bilateral stimulation,
and evaluate changes through brief reports from
the participant.

• Return to the target or incident periodically to
evaluate changes and identify residual issues.

• Make use of additional interventions if a blocked
reprocessing is identified.

Phase 5
Installation

• Conduct separate series of bilateral stimulations,
while the patient maintains consciousness of the
target.

• Continue until the moment when the participant
reaches a VoC of 7 or 6.

Phase 6
Examination of
the body

• Conduct separate series of bilateral stimulations
when the participant focuses on reprocessing
any residual physical sensations and begins to
have positive or neutral sensations.

Phase 7
Closing

• If necessary, use self-control techniques that
guarantee stability and orientation.

• Report the effects of the treatment to the
participant.

• Request a personal journal of observations
between sessions.

Phase 8
Reassessment

• Adjust the treatment plan
• Check the target to ensure effects and assess

stability.

Based on the EMDR Standard Protocol Guide.36,37

EMDR, eye movement desensitization and reprocessing.

Table 2. Description of Essential Components for
Narrative Exposure Therapy

Element Activity

1 • Diagnostic interview: Psychoeducation
2 • Description of lifeline (symbolic representation)

(a) Actively reconstructing the chronological order of
autobiographical/episodic memory.

(b) Engaging in imaginary exposure to the traumatic
events (identified “hot spots”).

3 • Initiation of NET sessions
(a) Creating meaningful connections and blending physio-

logical, sensory, cognitive, and emotional responses
within the framework of one’s time, space, and life
context.

(b) Reassessing cognitive aspects of behavior and patterns
(e.g., cognitive distortions, automatic thoughts, beliefs,
responses), and reinterpreting the meaning/content by
reprocessing negative, fearful, and traumatic events
until resolution and closure.

4 • Final session rituals
(a) Reflecting on positive life experiences to activate

resources and adapt fundamental assumptions.
(b) Restoring the survivor’s dignity by addressing the need

for recognition, emphasizing the explicit human rights
orientation in providing testimony.

Based on the emerging evidence for NET.23,24

NET, narrative exposure therapy.
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Criterion for a Provisional Diagnosis of PTSD, we will
only consider symptoms with scores of 2, 3, or 4. The
Cronbach’s alpha coefficient of validity is (0.90–0.97).

GENCAT quality of life scale. It evaluates the quality
of life index of the users in the dimensions of emo-
tional well-being, interpersonal relationships, material
well-being, personal development, physical well-being,
self-determination, social inclusion, and rights.46 The
items of each dimension are rated using a four-option
frequency scale. Standard scores (M = 10; standard
deviation [SD] = 3) for each quality of life dimension,
percentiles, and quality of life index. A quality of life
index of 52 corresponds to the <1st percentile, while a
quality of life index of 138 corresponds to the >99th
percentile. The Cronbach’s alpha coefficient of validity
is (0.91).

The Rey auditory verbal learning test. It measures
verbal learning ability and short- and long-term
retention. The version adapted for the Latino popula-
tion was used.47 A target list of 15 words is read to the
patient, who must try to remember it during five con-
secutive trials. Subsequently, a distracting list is pre-
sented, and the short-term memory of the target list is
assessed. After 30 minutes, long-term memory of the
words on the list is evaluated. The maximum value is
15 and the minimum value is 0. Means of references
by age and schooling were controlled based on the
reference population. Verbal learning and memory
are assessed using the learning curve, total acquisition
or total learning (I–V), and trials VI (working mem-
ory), VII (delayed recall), and VIII (recognition). The
Cronbach’s alpha coefficient of validity is (0.80).

Digits-WAIS IV. It is used to measure immediate
memory and working memory capacity.48 It involves
repeating a series of numbers of increasing complex-
ity, starting in sequential order, then in reverse order,
and finally in increasing order. Wechsler Adult Intelli-
gence scale (WAIS-IV) subtests were employed based
on age. A score below 7 indicates limited cognitive
function. The Cronbach’s alpha coefficient of validity
is (0.94).

Coding—subtest WAIS-IV. The task involves com-
pleting squares with the appropriate symbols based
on the digit in their upper part.48 It evaluates speed
and visual-motor skills. WAIS-IV scales were used
according to age. A score below 7 indicates limited

cognitive function. The Cronbach’s alpha coefficient
of validity is (0.94).

Test D2. It measures selective and sustained atten-
tion. The test contains 14 lines with 47 characters,
totaling 658 items.49 These stimuli include the letters
“d” or “p” accompanied by one or two small lines,
individually or in pairs, located at the top or bottom
of each letter. The subject’s task is to carefully review
the content of each line from left to right, then mark
every letter “d” that has the assigned designation or
key, discriminating the relevant elements from the
irrelevant ones. The direct scores obtained in overall
test efficiency (M: 430.71; SD: 99.75); concentration
index (M: 172.64; SD: 48.30); variation index (M:
14.57; SD: 6.13) were considered, according to the ref-
erence population. The Cronbach’s alpha coefficient
of validity is (0.80–0.97).

Trail-making test, part A and part B. This test allows
for the assessment of visual-motor speed and cogni-
tive flexibility.50 Part A involves executing a task, con-
necting numbers in chronological order from 1 to 25
without releasing the line. Part B consists of executing
a more complex task in which numbers and letters
must be connected in an alternating increasing order
(1 a, 2 b. . . 13 in sequential order) under time pres-
sure, and the number of mistakes made is counted. A
standardized version for the Latin population was
used. The direct scores obtained in seconds were con-
sidered based on the means obtained in the reference
population, controlling for age and schooling. The
Cronbach’s alpha coefficient of validity is (0.70–0.90).

Stroop test. It is an instrument that assesses com-
plex attention through the ability to inhibit verbal
interference or faster automatic response, making it a
good measure of selective attention.51 The level of
interference was determined based on the scores
obtained, with a typical score ranging from 20 to 80.
The results were interpreted according to the means
obtained in the reference population. The Cronbach’s
alpha coefficient of validity is (0.89).

Phonological Verbal Fluency Test. It consists of a
controlled and programmed verbal production test in
which the subject must produce words that begin
with a letter pre-established by the examiner for
1 minute (e.g., P-M-R).52 The scores were obtained
directly and analyzed based on the means obtained in
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the reference population. The Cronbach’s alpha coef-
ficient of validity is (0.82).

Semantic verbal fluency test. Assesses the ability to
retrieve stored semantic information. It is related to
the speed of organizing thoughts and the strategies
used for the rapid search of words within a time frame
of 60 seconds.52 The scores were obtained directly
and analyzed based on the means obtained in the ref-
erence population. The Cronbach’s alpha coefficient
of validity is (0.82).

Data analysis
Data analysis was performed using the statistical software
SPSS v.26.0. Initially, an analysis of basic descriptive data
(central tendency [mean] and dispersion [standard devia-
tion]) was conducted with the objective of obtaining a
sociodemographic profile of the participants. Next, the
variables of the neuropsychological tests (z) were standar-
dized, and a frequency table (percentages) was created for
the clinical variables. Subsequently, contingency tables
were generated, and a regression analysis was conducted
to estimate the relationships between variables using nor-
mality (Kolmogorov–Smirnov), parametric (Student t),
and nonparametric (chi-square, Mann–Whitney) tests to
assess differences between the pre- and post-treatment
results. As a final analysis, the effect size of the differences
found was measured through the Cohen statistic.

Results
Figure 1 shows the CONSORT statement and pro-
vides the flowchart of the patient inclusion process.
Table 3 shows the sociodemographic data of the
participants.

Effectiveness of EMDR therapy compared with NET
in reducing clinical symptomatology
Table 4 shows that the group of women treated with
EMDR exhibited greater improvement in the Hospital
Anxiety and Depression Scale (HADS), anxiety sub-
scale, between pre- and post-treatment (M = 9.71;
SD = 4.59), compared with the average values of the
group treated with NET (M = 4.98; SD = 3.37), in the
reduction of clinical anxiety (p = 0.001), with a mod-
erate effect size (d = 0.62). Likewise, patients
addressed with EMDR showed greater changes in
reducing depression levels measured in the HADS,
depression subscale (M = 6.1; SD = 3.5), compared
with the average shown by the group of women
treated with NET (M = 4.9 SD = 3.3); significant

differences were evident between pre- and post-
treatment (p = 0.001), with a moderate effect size (d =
0.51). Similarly, the average change values obtained
between pre- and post-treatment in the EMDR group
were more effective than NET in reducing post-
traumatic stress, measured by the Post-Traumatic
Stress Disorder Checklist for DSM-5 (p = 0.002),
with a moderate effect size (d = 0.59). Finally, the
group of women treated with EMDR showed more
changes between pre- and post-treatment, on average
(M = -23.3; SD = 13.9), compared with the average
achieved by the NET group (M = -9.1; SD = 9.2),
increasing the quality of life index, measured on the
GENCAT Quality of Life scale (p = 0.001), and report-
ing moderate effect sizes (d > 0.52) (Table 4).

Effectiveness of EMDR compared with NET
in enhancing cognitive performance among groups
of women adhering to therapeutic treatment
In Table 5, the significant differences found between
EMDR and NET treatments are presented, using the
independent samples t-test. The group of women
treated with EMDR showed greater changes in the
indirect digits subtest, compared with the average val-
ues of the group treated with NET, in working mem-
ory performance (p = 0.001); reporting a moderate
effect size (d = 0.67). Likewise, EMDR showed greater
changes in the averages of the Direct Digits test com-
pared with NET, in tasks that assess working memory
(p = 0.001); reporting a moderate effect size (d = 0.67).
Regarding tests that assess executive functioning,

significant differences were observed. In the trail-
making test (TMT)-A test, women treated with

Table 3. Comparison of Sociodemographic Characteristics
of the Participants of the Eye Movement Desensitization
and Reprocessing and Narrative Exposure Therapy Group

Variables
EMDR group
(N 5 51)

TEN group
(N 5 54) p*

Age (M; SD) 35.2; 8.1 33.4; 8.3 0.644
Years of schooling (M; SD) 7.8; 3.1 9.1; 7.8 0.225
Violence exposure time (M; SD) 6.2; 4.7 6.6; 4.6 0.261
Physical violence (F; %) 23; 45.1 25; 46.3 0.990
Psychological violence (F; %) 22; 43.1 23; 42.6
Sexual violence (F; %) 6; 11.8 6; 11.1
Participants living without a
partner (F; %)

11; 21.6 11; 20.4 0.997

Participants living with a
partner (F; %)

40; 78.4 43; 79.6

*There are no significant differences in the distribution of the EMDR
and NET groups; they originate from equal distributions before being
assigned to therapeutic treatments.

M, mean statistic; SD, standard deviation.

Meneses, et al.; Women’s Health Reports 2024, 5.1
http://online.liebertpub.com/doi/10.1089/whr.2023.0110

990

http://online.liebertpub.com/doi/10.1089/whr.2023.0110


EMDR showed greater changes compared with those
who received NET treatment in sustained attention
tasks (p = 0.001), reporting a small effect size (d =
0.22). EMDR also proved to be more effective than
NET, improving cognitive flexibility in treated women,
as evidenced by pre–post changes in the TMT-B test
(p = 0.004), reporting a small effect size (d = 0.22).
Additionally, EMDR showed greater efficacy com-
pared with NET in increasing inhibition capacity and
resistance to interference, as demonstrated in the
Stroop test (p = 0.001), reporting a moderate effect size
(d = 0.69). Finally, EMDR demonstrated greater effec-
tiveness in improving semantic verbal fluency skills
compared with the performance achieved in the NET-
treated group, as confirmed by the semantic verbal flu-
ency test (SVFT) test (p = 0.001), reporting a moderate
effect size (d = 0.64).

Differences in the response to EMDR treatment
among the studied sociodemographic factor groups
Given that in the previous sections it was demon-
strated that EMDR is more effective than NET, we
wanted to verify if the effectiveness of EMDR showed
dependence on the studied sociodemographic factors.
Under this assumption, Table 6 shows that women
with 8 years or less of education exhibited greater
changes in the pre- and post-test, within tests meas-
uring processing speed (coding test) and verbal

fluency (SVFT, phonetic verbal fluency test). Also, the
group of women exposed to physical violence showed
greater changes between pre- and post-comparisons in
attentional performance (D2 test) and executive perform-
ance (TMT-B). No significant differences were observed
in the other sociodemographic factors (p < 0.05).

Discussion
The literature has shown the existence of various
therapies based on narrative approaches such as NET
and other therapies under the cognitive-behavioral
paradigm, which have been suggested for the interven-
tion of women victims of violence, some with more
comprehensive approaches and others still with limita-
tions in reports related to their effectiveness.19,20,53

The results found in our study reported that
EMDR was more effective compared with NET in
reducing clinical symptoms, increasing cognitive per-
formance, and improving the quality of life index in
women exposed to physical, psychological, or sexual
violence. Previous literature has shown studies of
women victims of violence from diverse sociocultural
contexts who demonstrated improvement after under-
going EMDR-based treatment.29–31 Regarding NET, no
studies specifically addressed battered women; however,
it is a therapy applied in the Ecuadorian context, as it
has shown effectiveness in reducing post-traumatic
symptoms.22,54

Table 4. Effectiveness of Eye Movement Desensitization and Reprocessing Therapy Compared with Narrative Exposure
Therapy in Reducing Clinical Symptomatology

Clinical variables

Pre-treatment Post-treatment Differences

EMDR
N 5 51

NET
N 5 54

Student’s t
pa

EMDR
N 5 51

NET
N 5 54

Student’s t
pb

EMDR
N 5 51

NET
N 5 54

Student’s t
pc Cohen’s ddM; SD M; SD M; SD M; SD M; SD M; SD

HADS-A 11.2; 3.7 11.4; 3.9 0.702 1.5; 2.4 6.4; 3.2 0.001** 9.7; 4.5 4.9; 3.3 0.001** 0.62
HADS-D 8.8; 4.0 8.1; 3.8 0.485 1.9; 2.7 6.7; 3.2 0.001** 6.1; 3.5 1.4; 2.2 0.001** 0.51
PCL-5 49.8; 7.9 50.0; 7.8 0.939 6.0; 3.7 16.1; 6.9 0.002* 44.0; 9.9 34.1;11.4 0.002* 0.59
GENCAT 93.7; 15.9 94.0; 15.7 0.911 117.1; 9.8 103.2; 16.3 0.001** -23.3; 13.9 -9.1; 9.2 0.001** 0.52

*p < 0.05; **p < 0.001.
aStudent’s t-test does not show significant differences p > 0.05 in the means obtained by the EMDR and NET groups at the beginning of the

treatment.
bStudent’s t-test shows significant differences p < 0.05 in the means obtained by the EMDR and NET groups in the post-treatment evaluation.
cStudent’s t-test shows significant differences p < 0.05 in the means obtained by the EMDR and NET groups in the changes observed between

pre- and post-treatment.
dCohen’s d shows the effect size of the treatment.
Student t: Student’s t-distribution plays a role in a number of widely used statistical analyses, including Student’s t-test for assessing the statisti-

cal significance of the difference between two sample means, the construction of confidence intervals for the difference between two population
means, and in linear regression analysis. Cohen’s d: Cohen’s d is a standardized effect size for measuring the difference between two group means.
p value: In general statistics and hypothesis testing, the p value is defined as the probability that a calculated statistical value is possible given a
true null hypothesis.

HADS-A, Hospital Anxiety and Depression Scale (Anxiety); HADS-D, Hospital Anxiety and Depression Scale (Depression); PCL-5, Post-Traumatic
Stress Disorder Checklist for DSM-5; GENCAT, Quality of Life scale.

Meneses, et al.; Women’s Health Reports 2024, 5.1
http://online.liebertpub.com/doi/10.1089/whr.2023.0110
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Analyzing the results of the research and becoming
aware of the adverse effects that violence generates in
women, affecting their mental health,1–3 it could be sug-
gested that, in addition to NET therapy, which is part of
Ecuador’s public health services, EMDR therapy be
included. This is because it showed greater changes in
the therapeutic response of Ecuadorian women who
were part of the study, overcoming sociodemographic
factors associated with the issue of violence. Addition-
ally, it could potentially result in lower economic costs.55

Moreover, there are few psychological therapies
within the Ecuadorian context that are indicated for the
integrated approach to the mental health care of victims
of violence, given that psychological sequelae are often
multiple.3–19 Similarly, NET appears more limited based
on the literature supporting its effectiveness, relying on
its mechanism of action from neurobiological and neu-
rophysiological perspectives, using techniques such as
brain mapping and electroencephalograms to provide
greater clarity and effectiveness regarding its therapeutic
scope. This is in contrast to the EMDR model, which
has many years of supporting its mechanism of action
in the brain through various approaches, including neu-
ropsychological, biological, physiological, and somatic
perspectives.56,57

The findings uncovered open up broad avenues for
future research concerning therapies that contribute
to the comprehensive rehabilitation of victims of vio-
lence. Given that the 2030 Agenda, under Sustainable
Development Goal 3 focusing on health and well-
being, calls on the Ecuadorian Ministry of Health to
ensure the right to health for women who have expe-
rienced violence and to eradicate all forms of violence.
In this way, serious consideration should be given to
the recommendations made by the WHO,27 who have
emphasized the utility of EMDR in the treatment of
individuals who are victims of violence.

Limitations of the research
This research had limitations due to the absence of a
control group, and the study participants were from a
rural cultural context. Despite the number of partici-
pants falling within the standards proposed by the sci-
entific community for this type of clinical study, it may
be limiting for result generalization. Therefore, future
research is recommended to expand the sample size
and include women from different sociocultural con-
texts for a more comprehensive comparison between
these groups.

Additionally, NET therapy exhibits greater limita-
tions both in previous studies supporting its efficacy in
abused women and in its application protocol, which is
simpler than EMDR. Its inclusion in this study for com-
parison with EMDR is justified, given that narrative
approaches are commonly used in most Ecuadorian
healthcare services.

Conclusions
EMDR proved to be more effective compared with
NET in reducing clinical symptoms associated with
anxiety, depression, and post-traumatic stress.
The group of abused women treated with EMDR

experienced a greater improvement in the quality of
life index compared with the group of abused women
treated with NET.
The group of women treated with EMDR showed

better performance in working memory and executive
functioning compared with the performance of the
group treated with NET.
Most sociodemographic factors studied, such as

age, years of education, marital status, and type of vio-
lence, did not affect the therapeutic response in
patients undergoing EMDR therapy.
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