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ABSTRACT 
 

Development and Evaluation of an Integrative Group Therapy Treatment  

for Survivors of Complex Trauma 

by 

Haley M Meskunas 

Almost 700,000 cases of child abuse and neglect have been substantiated annually, 

with many more un-reported children being exposed to community and interpersonal 

violence (U.S. Department of Health and Human Services, 2017).  Exposure to chronic or 

multiple potentially traumatic events places large numbers of children to grow up into 

emotionally and physically at-risk adults (Felitti et al., 1998).  Although some helpful 

treatments already exist, examination of tailored alternative approaches is needed to address 

the broader somatic and psychological problems associated with complex trauma exposure.  

The current study involved developing and evaluating a pilot integrative group therapy 

treatment for adults who have experienced complex trauma.  The treatment components draw 

from the field of interpersonal neurobiology and polyvagal theory.  Interpersonal 

neurobiology approaches treatment through the lens of the embodied brain, including both 

the brain and the nervous system (Siegel, 2012).  Polyvagal theory brings greater nuance to 

the interplay between experiencing trauma and the impacts on the autonomic nervous system 

via the dorsal and ventral vagal nerves (Porges, 2011).  The group treatment combined 

process-oriented therapy with trauma-sensitive yoga delivered once weekly over the course 

of eight weeks.  The treatment offered participants psychoeducation, opportunities for trauma 

processing, and various meditative grounding exercises.  The study examined feasibility, 

acceptability, and preliminary efficacy across a range of psychological and physiological 
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domains including complex traumatic stress, depression, anxiety, sleep disturbance, and 

physical pain.  Participants were recruited by flyers and an informational website through 

which interested individuals could message the lead researcher.  Thirty eligible individuals 

completed intake procedures and ten participants were lost or dropped out before the 

treatment began.  Participants (N=20) were randomly assigned to either the treatment or 

waitlist control group with ten participants falling into each condition.  The sample included 

nineteen women and one man, were 60% White, with a mean age of 25.3 years.  Independent 

samples t-tests indicated that at the time of intake there were no significant differences across 

the treatment and waitlist control conditions for all reported participant characteristics.  

Participants in the treatment condition felt that the group members accepted one another, that 

despite having differences, the group felt secure, and that the members felt that what was 

happening was important and there was a sense of participation.  Paired samples t-tests 

examined change in depression, anxiety, complex traumatic stress symptoms, sleep 

disturbance, and physical pain intensity for each condition, but the only significant change 

was sleep disturbance between pre- and post-treatment for the treatment condition.  

Treatment effect sizes calculated at the conclusion of the study showed that the treatment 

condition saw moderate to large reductions in their complex traumatic stress symptoms (d = 

.64), and large reductions in their sleep disturbances (d = 1.09).  Despite paired samples t-

tests indicating no significant differences for the waitlist control condition, effect sizes also 

indicated that the waitlist control condition had moderate increases in their physical pain 

intensity (d = -.56) and small to moderate reductions in their complex traumatic stress 

symptoms (d = .38). 
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Compared to similarly integrative trauma treatments (Nguyen-Feng et al., 2019; Niles 

et al., 2018), the current study found comparable reductions in symptoms of traumatic stress 

and depression and fewer reductions in anxiety as indicated by treatment effect size 

calculations.  The current study was subject to some unexpected situations that may have 

affected results.  First, the final group session and post-treatment survey coincided with a 

period of multiple stressors and uncertainty due to ongoing campus strikes, and the onset of 

the COVID-19 pandemic social distancing efforts. This may have affected participants’ 

current stress levels when completing the survey.  This study supports that it is feasible to 

take a combined psychological and physiological approach to trauma treatment through 

combining trauma-sensitive yoga with more traditionally process- and trauma-oriented talk 

therapy for survivors of complex traumatic stress.  Last, given the study findings and 

participant feedback, further research into the use and ways of combining somatic and 

psychological trauma treatment approaches is warranted.   

Keywords: Complex trauma, yoga, group therapy, interpersonal neurobiology 
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Development and Evaluation of an Integrative Group Therapy 
 

Treatment for Survivors of Complex Trauma 
 

Greater than four million referrals to Child Protective Services (CPS) were made in 

2017 in the United States; three and a half million of those referrals led to CPS investigations 

or alternative responses with almost 700,000 cases of child abuse and neglect being 

substantiated (U.S. Department of Health and Human Services).  Additionally, thousands 

more children are exposed to community violence and other potentially traumatic events 

every year (U.S. Department of Health and Human Services).  As the number of potentially 

traumatic events a person experiences increases, trauma survivors’ risk also increases for 

later substance abuse, depression, anxiety, suicide attempts, heart and liver disease, 

unintended pregnancies, other forms of mental illness, and family and financial problems 

(Felitti et al., 1998).  As such, traumatic experiences seem to have a cumulative effect, with 

higher numbers of adverse events strongly correlating with later significant impairment.   

Complex Trauma and Why More Research is Needed 

Despite staggering statistics attesting to the number of people experiencing significant 

trauma, somewhat less attention has been paid to delineating effective treatments for those 

who have experienced chronic, cumulative, and developmental traumas versus single-

incident, acute traumatic exposure (van der Kolk, 2014).  Complex posttraumatic stress 

disorder (CPTSD), often referred to as developmental PTSD, describes a constellation of 

symptoms produced by prolonged, chronic exposure to traumatic experiences, particularly 

those in childhood (Rosenfield et al., 2018).   Research has especially fixated on using 

posttraumatic stress disorder (PTSD) as an outcome indicator of the impacts of trauma versus 

more broad-spectrum trauma impacts, such as pervasive dysregulation, difficulty 

concentrating, and difficulty building or maintaining healthy relationships, which are 
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typically present in complex trauma (van der Kolk, 2005; van der Kolk, 2014).  As one 

example of the possible over-emphasis on PTSD, there are 34,137 results when entering the 

search term ‘PTSD’ into PsycINFO’s search engine including scholarly articles, books, and 

published dissertations, whereas there are 3,434 results for ‘developmental trauma disorder,’ 

2,095 results for ‘complex PTSD,’ and only 129 results for ‘CPTSD’ (April 12, 2019).  In 

fairness, research can be conducted more systematically with appropriate diagnoses outlining 

the core problems or areas of dysfunction, such as researchers have been able to do with the 

diagnosis of PTSD.  Without an agreed upon diagnosis for developmental or complex 

trauma, neither researchers nor clinicians have any standards against which they can compare 

and uphold research findings (van der Kolk, 2014).      

Similarly, since the emergence of PTSD in the third edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-III; American Psychiatric Association, 1980), 

the field of psychology has hyper-focused on PTSD as the primary consequence of 

experiencing trauma (van der Kolk, 2014).  In fact, the existence of a diagnosis led to entities 

such as the Department of Defense and the Department of Veterans Affairs spending large 

sums of money on researching and treating PTSD (van der Kolk, 2014).  The movement to 

more deeply understand the phenomenon of PTSD was incredibly helpful to a wide range of 

trauma survivors, and yet did not always lead to effective diagnosis or treatment of survivors 

of more complex, interpersonal, and developmental traumas (van der Kolk, 2014).   

The Issue with Currently Recommended Treatments 

Notably, interpersonal traumas appear to lead to higher lifetime rates of psychiatric 

disorder than do non-interpersonal traumas (Green et al., 2000; Resick et al., 1993). 

Individuals who have experienced complex or developmental trauma, such as survivors of 
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childhood sexual abuse, often are diagnosed with an array of psychiatric disorders in an 

attempt to encompass the range of their symptoms (Van der Kolk, 2015).  These diagnoses, 

however, often emphasize one area of dysfunction over another and do not adequately 

describe the core of the problem.  As a result, complex trauma survivors face treatments that 

may only address areas of symptoms rather than a more comprehensive or holistic approach.  

On their webpage for PTSD treatment guidelines, the American Psychological 

Association (APA; n.d.) strongly recommends four treatments for adults who have 

experienced trauma including cognitive behavioral therapy, cognitive processing therapy, 

cognitive therapy, and prolonged exposure.  The APA also conditionally recommends three 

additional treatments for adults who have experienced trauma including eye movement 

desensitization reprocessing (EMDR), brief eclectic psychotherapy, and narrative exposure.  

Most of the recommended approaches focus on mental processes, such as noticing thoughts, 

exposing clients to their avoided fears through imaginal or in-vivo exposure, providing 

psychoeducation regarding trauma memories, and repeated exposure to written, illustrated, or 

verbal trauma narratives.  Although each treatment approach contains within it flexibility 

enough to utilize mindfulness and other complementary and integrative techniques, none of 

the recommended treatments for survivors of traumatic experiences prioritizes treating the 

body’s reaction to trauma.  Nor do any of the treatment approaches specifically outline 

comprehensive mind-body techniques, and consequently, it is the clinician’s prerogative of 

what and how much to include. 

Although research evidence exists suggesting that certain treatment approaches, such 

as CBT (Ehlers et al., 2013) and prolonged exposure (Foa et al., 2007) are effective 

treatments for non-complex PTSD, there is a dearth of research investigating treatment 
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efficacy for complex PTSD and other more multifaceted post-trauma clinical presentations 

(Corrigan & Hull, 2015).  Concerningly, complex presentations of posttraumatic reactions 

are not frequently included in research, as they do not fit into simple nosological 

categorizations needed for statistical power in research (Corrigan & Hull, 2015).  One 

methodologically sound paper looking at the effectiveness of using CBT with female 

survivors of childhood sexual abuse experiencing chronic posttraumatic stress disorder 

(McDonagh et al, 2005), had a 41% dropout rate. At post-treatment, of the 74 participants 

who met criteria for complex PTSD, eight participants in the CBT condition no longer met 

criteria for PTSD, nor did seven participants in the present-centered therapy, and four from 

the waiting list.  At the least, this calls into question relying on CBT as the sole treatment for 

individuals with a complex posttraumatic clinical presentation.   

Moreover, the widely varying symptoms often resulting from complex trauma 

exposure may require more than one modality of treatment (Briere & Scott, 2015).  The 

variability in the presentation of symptoms and symptom clusters, however, renders both 

clinical identification and research more challenging in the area of complex trauma.  Notably, 

the authors of one article exploring why psychotherapy is often less effective for complex 

posttraumatic reactions posits, “assimilation into treatment models of the emerging affective 

neuroscience of adverse experience could help to redress the balance by shifting the focus 

from top-down regulation to bottom-up, body-based processing,” (Corrigan & Hull, 2015, p. 

86).  The current study moves to address this shift by utilizing affective neuroscience through 

interpersonal neurobiology and polyvagal theory, and by integrating more than one modality 

of treatment.    
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In response to this shortcoming, it is crucial to develop empirically-supported 

treatments that address the full spectrum of many trauma survivors’ daily distress and 

impairment.  As researchers begin empirically investigating the use of mind-body 

approaches, catching up to clinicians’ use of mind-body approaches to trauma treatment, an 

empirical base has grown supporting the potential efficacy of integrative techniques, such as 

meditation, qigong, tai chi, and yoga (Kim et al., 2013).  The systematic review of the 

literature conducted by Kim and colleagues (2013) found 16 suitable articles, most of which 

had small sample sizes.  Despite the limited number of available studies for inclusion, the 

findings of the review indicated that mind-body practices have many therapeutic effects on 

stress responses.  In particular, the review showed reductions in anger, depression, and 

anxiety.  The review also showed elevations in pain tolerance, ability to relax, energy levels, 

self-esteem, and coping skills for stressful situations.  These mind-body approaches target the 

detrimental effects of trauma on the body, while familiarizing individuals with key concepts 

and healing practices of self-compassion, distress tolerance, effective action, and acceptance.   

The current study seeks to use the underlying theoretical bases outlined in the 

interpersonal neurobiology and polyvagal theory literatures to develop, administer, and 

evaluate the use and impact of an integrative trauma treatment involving process-oriented 

psychotherapy and yoga.  To the current author’s knowledge, only two other studies (Clark et 

al., 2014; Nguyen-Feng et al., 2019) have integrated yoga into group psychotherapy sessions, 

rather than using yoga adjunctively or as a primary treatment.   

Treating Complex Trauma through the Lens of Interpersonal Neurobiology  

The first theory underlying the current study’s approach to trauma treatment is 

interpersonal neurobiology.  Developed in the 1990s, interpersonal neurobiology is an 
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interdisciplinary approach, drawing together scientific findings from physics, psychology, 

anthropology, molecular biology, cognitive science, psychiatry, mathematics, computer 

science, education, genetics, linguistics, neuroscience, neurosurgery, and sociology in an 

attempt to elucidate the emergent and common principles of human experience and 

development (Siegel, 2012).  Particularly relevant to clinical work in psychology, 

interpersonal neurobiology (IPNB) has moved the field forward in its understanding of, and 

approach to, the process of change across the lifespan. Before Dan Siegel and collaborators 

formed the theory of IPNB, the field of psychology was remiss in cohesively defining critical 

constructs, such as the “mind” and “mental health” (Siegel, 2012).  Although countless, 

varied descriptions of the mind have existed since and even before the emergence of 

psychology, these have mostly listed attributes of the mind and what the mind does (e.g., 

produces behaviors), is composed of (e.g., thoughts and feelings), or includes (e.g., 

consciousness), rather than what the mind actually “is” (Siegel, 2012).  Defining the mind is 

helpful for guiding the treatment approaches we choose and why.   

Together with scientists of over a dozen disciplines, Siegel and his colleagues 

developed a definition of the mind as “an emergent, self-organizing, embodied and relational 

process that regulates the flow of energy and information,” and includes both consciousness 

and subjective experience (Siegel, 2015, p. 160).  This adds to previous descriptions of the 

mind by creating a working definition from which clinicians can seek to understand 

psychological phenomena in greater depth.  This also provides an interdisciplinary approach 

to understanding and defining the mind, encouraging researchers and clinicians across 

disciplines to find shared universal meanings (Siegel, 2012).  The mind regulates the flow of 

energy and information both within and between persons, despite the field’s historical focus 
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on the singular and individual approach to psychology of the mind (Cushman, 1995; Siegel, 

2012).   

Siegel, on the contrary, offers a theory of mental health and well-being that is equally 

rooted in relationship with others as it is in individual processes (Siegel, 2012; Siegel & 

Bryson, 2011).  Offering a definition of the mind as inherently including our relationships 

with others, ourselves, and our bodies, IPNB also aligns well with psychotherapy formats 

that highlight these components, such as group therapy and mind-body practices like yoga.  

Likewise, this theory supports that therapists can utilize group encounters as fertile grounds 

for activation and co-regulation.   

Siegel (2012) purports that US, Westernized individuals report feeling increasingly 

isolated in spite of our increased digital connectedness.  Siegel (2012) suggests that 

experiences of belonging are lacking and that increased feelings of isolation are culturally 

constructed through reinforcing messages of disconnection and individuality.  Given the 

brain’s proclivity to develop based in part on life experiences, then it follows that culture, 

constructing many of life’s experiences, contributes to the way that synaptic connections and 

overall brain architecture forms (Siegel, 2012).  In the same vein, it seems important to find 

ways, such as through attuned and meaningful human connection, to liberate our sense of self 

from an insulated and isolated “me” to a connected “we.”  Process-oriented group 

psychotherapy fits this goal by inviting a group of individuals to attune to one another and 

create a collaborative and interdependent sense of belonging and cohesion, or ‘we-ness.’  

Theoretically, yoga may also improve ability to establish attuned connection to others 

through increased present-moment awareness and awareness of internal bodily cues.    
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Additionally, the brain, or the ‘embodied brain’ consists of not only the brain in our 

heads, but also the nervous systems splayed throughout the entirety of the body (Siegel, 

2012).  Siegel (2012) describes the head brain as the skull-based cluster of cells comprising 

the top of the central nervous system, which is integrally interconnected to the rest of the 

body through the peripheral nervous system and the various signals from the body’s 

physiological processes.  Input from both the head brain and the body’s extended nervous 

system each have reciprocal and direct impacts on the other, so much so, that it makes little 

sense to consider them separately (Siegel, 2012).  As a result, the ‘brain’ in interpersonal 

neurobiology refers to the embodied brain mentioned above.  Siegel (2015) also describes the 

brain as the embodied mechanism of energy and information flow.  This is relevant to the 

current study in that, through an IPNB lens, we must consider and treat the whole human, 

rather than isolating the activity of the head brain as a means of change.  As a result, the 

current study emphasizes developing an integrated treatment in order to address social 

engagement, bodily discomfort and dysfunction, as well as internal thoughts, memories, and 

feelings.     

Siegel (2010) theorizes that mental health or well-being occurs when differentiated 

and specialized areas of the brain link together and function in an integrated fashion.  

Integration of this kind manifests as a unique state of functioning characterized by flexibility, 

adaptivity, coherence, energy, and stability (FACES; Siegel, 2010).  In this way, integration 

is both the mechanism through which health and well-being is sought and its goal.  Various 

mental activities, such as thinking, feeling, and remembering come together to compose a 

state of mind, and these states of mind can interact, collaborate, and reciprocally impact each 

other (Siegel, 2012).  Process-oriented group psychotherapy allows space for individuals to 
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notice, reflect upon, and integrate these states of mind while maintaining access to clinical 

and peer support in the process of broadening their tolerance of an array of uncomfortable 

emotions.      

Within an interpersonal neurobiological perspective, coherent well-being lives 

between the two extremes of chaos on one end and rigidity on the other (Siegel, 2012; Siegel 

& Bryson, 2011).  In fact, diagnoses found in the fifth edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-5; American Psychiatric Association, 2013) 

can be understood as displays of chaos or rigidity.  Siegel (2010) suggests that states of 

rigidity, chaos, or both are often manifest as symptomatic conditions and may be experienced 

as inflexible, incoherent, maladaptive, deflated, and unstable.  For example, an adult 

diagnosed with obsessive compulsive disorder (OCD) refusing to leave the house without 

completing a series of door-knocking and locking compulsions illustrates rigidity.  A child 

diagnosed with disinhibited social engagement disorder imprudently approaching unfamiliar 

adults illustrates an example of chaos.  Thus, the logical next step and goal of psychotherapy 

is to promote experiences that move a person toward an integrated state, in which she can 

respond flexibly and adaptably to circumstances within herself, as well as between herself 

and others. As such, clinicians can facilitate growth in clients by helping them to link 

differentiated parts of the embodied brain and move towards neural integration.  Specifically, 

experiences can alter previously automatic patterns of neural activation while stimulating 

new potential networks of neural activation (Siegel, 2001; Siegel, 2015).  Group 

psychotherapy and trauma-sensitive yoga both offer ample opportunities for clients to 

stimulate and engrain new neural pathways via interpersonal interactions, using attention 

with intention, and actively regulating physiological responses.     
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Moreover, integration of this kind is best understood and viewed through the lens of 

neuroplasticity, a phenomenon describing the brain’s ability to change its structure in 

response to experience throughout the lifespan (Siegel, 2012).  As Siegel (2012) describes 

neuroplasticity, “experience activates neurons, which then can turn on genes that enable 

structural changes to be made that strengthen the connections among activated neurons” (p. 

8-1).  Siegel notes that neural firing, in some situations, initiates a process in which neurons 

nuclei are triggered to produce proteins, which lead to not only strengthening connectivity, 

but also to creating connectivity among neurons.  Given our ability to create and strengthen 

neural connections, it follows that the field of psychotherapy would benefit from attending to 

the factors which maximize the potential for neuroplasticity.  For example, there is evidence 

that we can heighten the potential for neuroplasticity in the context of moderate emotional 

arousal (Cozolino, 2002), closely attending to one thing at a time (Siegel, 2012), attuned 

interpersonal relationships (Siegel, 2006), supported experiential awareness of memories via 

a focus on inner sensations, images, feelings, and thoughts (Badenoch, 2008; Siegel, 2012), 

and experiences that disconfirm earlier implicit learnings (Toomey & Ecker, 2009).  Taken 

together, understood through an interpersonal neurobiology lens, an integrated psychotherapy 

group format with a trauma-sensitive yoga component capitalizes on vast avenues for 

change, such as through intentional focus, experiential awareness, emotional arousal, and 

relationship.  

What Polyvagal Theory Adds to Trauma Treatment 

The second theoretical underpinning to the current study’s approach to trauma 

treatment can be understood through Polyvagal Theory.  Polyvagal Theory brings greater 

depth and clarification to the interplay between experiencing trauma and the autonomic 
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nervous system through the dorsal and ventral vagal nerves.  Although interpersonal 

neurobiology discusses general human development and relationships, polyvagal theory 

sheds light on a particular bodily system that largely influences the way people experience 

and express stressors, and the role of trauma in disrupting social engagement.  Developed by 

Dr. Stephen Porges, Polyvagal Theory centers on understanding the role of the vagal nerves 

and nervous system engagement in attachment, relationship, and trauma (Porges, 2011).  

Porges’ theory contains within it three organizing principles including (a) neuroception, (b) 

hierarchy, and (c) co-regulation.  Neuroception, a term coined by Porges, refers to detecting 

cues of safety and cues of danger happening below conscious awareness.  Neuroception 

involves feeling what is going on inside the body, what is going on outside of the body, and 

between individuals (Porges & Dana, 2018).   

Cues of danger often emerge for trauma survivors, first as unpleasant physiological 

sensations, and then as narratives, with the survivors cognitively making sense of the 

sensation (Porges & Dana, 2018).  Importantly, the transition from sensation to cognitive 

story about the sensation happens quickly and automatically, engendering difficulty in 

parsing out physiology versus narrative.  For example, a woman who was sexually abused as 

a child by someone who showed excitement at seeing her, each time before abusing her, may 

have a negative and frightening physiological response as an adult to loved ones expressing 

excitement at seeing her.  Consequently, the woman may interpret her loved ones as 

threatening in that moment and come to create mental stories, such as, ‘my partner is 

dangerous and untrustworthy.’  She may also find that she avoids developing close 

relationships or people who show her appropriate affection.  She may make sense of this 

experience by framing herself as someone who does not desire or need intimate relationships.  
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At the other end of the spectrum, cues of safety are typically fleeting and difficult for 

survivors of chronic, complex, or developmental trauma to identify or even notice.  Folding 

the concept of neuroception into group psychotherapy can be helpful and normalizing for 

clients who frequently experience difficulty in interpersonal or intimate relationships.  

Similarly, calling for clients to focus attention on bodily cues of safety and danger can help 

unravel their sometimes confusing and frightening responses in a supportive environment.      

The second organizing principle of polyvagal theory is the hierarchy of the vagal 

system and the mind-body’s defense mechanisms (Porges & Dana, 2018).  The vagal nerve is 

the tenth cranial nerve and polyvagal science suggests a more nuanced dynamic between the 

potentially competing forces of the ventrolateral motor nucleus column of the vagus and the 

dorsal motor nucleus column of the vagus in the process of calming and protecting the body 

(Porges & Dana, 2018; Wagner, 2015).  Porges (2011) posits that the hierarchy of defense 

mechanisms goes beyond the opposing forces of the sympathetic nervous system response of 

fight or flight and the parasympathetic response of freeze to include a second 

parasympathetic response of social engagement.  The ventral vagal nerve lays a path from the 

brain stem to the heart and lung area affecting the striated muscles of the face, the middle ear, 

and the larynx (Wagner, 2015).  Porges and Dana (2018) explain that all of these relate to 

social engagement in that striated muscles of the face work to create facial expressions and 

help to tip and turn the head; the middle ear augments our ability to hear and focus on human 

voices by filtering out background noise; and, the larynx impacts vocal tone and pattern. 

Understanding the role of social engagement and the vagal nerve is relevant when 

considering treatment for survivors of trauma, especially given that trauma often disrupts 

survivors’ abilities to regularly maintain social engagement during moments of stress or 
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(potentially false) neuroception cues of danger.  Explaining the ventral vagal nerve to clients 

can help clients use social engagement, particularly in group therapy, with greater 

intentionality.     

Heart rate variability (HRV) has been suggested in polyvagal theory to provide a 

marker of one’s ability to respond to and recognize social cues (Quintana et al., 2012).  One 

study tested this aspect of polyvagal theory and found that HRV was positively associated 

with performance on an emotion recognition task after accounting for a variety of 

confounding variables, such as sex, body mass index, smoking habits, physical activity, 

depression, anxiety, and stress.  Another study of adult participants diagnosed with major 

depressive disorder found that depressed participants with higher vagal activity as measured 

by HRV displayed increased pro-social and positive feeling non-verbal behaviors (Fernandes 

et al., 2017).  This finding was consistent across participant age, gender, and depression 

severity.  Another study examined whether parasympathetic regulation of cardiac activity 

contributes to children’s adaptive versus maladaptive functioning.  Hastings and colleagues 

(2008) used cardiac respiratory sinus arrhythmia as a measure of vagal tone and found that 

children with relatively higher vagal tone demonstrated fewer internalizing and externalizing 

problems and showed better self-regulation.  Given the proposed and research-supported role 

of heart rate variability in polyvagal theory, measuring individuals’ HRV over time may 

provide insight into the ability of clinical treatment to strengthen trauma survivors’ vagal 

tone, and thus, impact social engagement.       

The next organizing principle is hierarchy, and a useful metaphor for understanding 

the hierarchy of defense responses is a ladder (Dana, 2018).  In this metaphor, the top rung of 

the ladder involves the ventral vagal nerve column and is one of safety and interaction.  Here, 
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individuals feel minimally threatened and can engage socially to assess or mitigate feelings 

of threat.  As neuroception cues of danger increase, we enter the next rung down on the 

ladder.  At this rung, the ventral vagal nerve activates the sympathetic nervous system for 

fight or flight survival responses.  While experiencing sympathetic nervous system 

engagement, a person is seeking out survival rather than connection and experiences a state 

of hyperarousal.  If sympathetic nervous system engagement does not resolve, we enter the 

lowest rung of the ladder, dorsal vagal immobilization and energy conservation mode.  At 

this level of activation, neuroception cues are of life threat and manifests as hypoarousal.  

Importantly, individuals do not consciously decide which rung of the ladder they move to in 

any given situation, rather cues of safety or danger trigger nearly automatic responses of 

neurological and bodily shifts.  Likewise, individuals frequently experience ‘flavors’ of 

different rungs of the ladder without experiencing a response in full.  For example, a 

traumatized individual who is hypervigilant and hypersensitive to threat may move quickly 

into a state of dorsal vagal engagement (hypoarousal) without necessarily becoming wholly 

immobilized or shut down.  Instead, he might experience a subjective sense of becoming 

closed off, increased bodily rigidity, and difficulty verbalizing his thoughts.  Negotiating 

sudden bodily shifts in arousal and attention can be executed well in group psychotherapy 

formats with the support of clinicians and physiologically/emotionally regulated group 

members.  Furthermore, as group members gain familiarity and awareness of their automatic 

bodily shifts, they can more easily utilize coping skills, such as reasserting eye-contact, to 

engage socially again.     

The final organizing principle of Porges’ polyvagal theory (2011) is co-regulation.  

Porges suggests that humans are neurologically and biologically developed to connect with 
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one another.  Moreover, we are biologically inclined to regulate one another’s nervous 

systems via connection and relationship (e.g., Schore, 2000).  One study examining 

coregulation of respiratory sinus arrhythmia in adult romantic partners found that men’s and 

women’s RSA were associated with their partners’ previous RSA responses (Helm et al., 

2014).  Moreover, for couples reporting higher relationship satisfaction, the pattern of 

coregulation was stronger.  Just as romantic couples’ physiological shifts impact one another, 

psychotherapy group clients are likely to influence each other’s physiology through 

activation, dysregulation, and regulation.  As clients practice mind-body techniques to 

increase regulation, they may be able to support others in managing their own regulation 

through non-verbal, para-verbal, and verbal behaviors.     

Trauma survivors may retain internalized narratives that were at one point adaptive 

during times of danger or abuse but have become maladaptive when maintained over longer 

periods of life (e.g., regarding self-reliance and others’ untrustworthiness); however, humans 

are built to rely on connections and relationships with other humans.  In an article connecting 

polyvagal theory with attachment trauma, Wagner (2015) synthesizes attachment styles 

through the lens of polyvagal science.  She reports that secure attachment manifests as the 

tendency towards utilizing the social engagement system over fight, flight, or freeze reactions 

in response to threat, particularly interpersonal threats.  The anxious/ambivalent attachment 

style reveals itself through the tendency towards a sympathetic fight/flight response, 

observed through frantic or erratic behaviors in response to threat.  An avoidant attachment 

style has been theorized to display itself via a tendency towards a parasympathetic shut-down 

response to threat.  Last, disorganized attachment is characterized by both excessive 
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approach and withdrawal, and it likely involves vacillating between sympathetic 

hyperarousal and parasympathetic immobilization.   

In line with the polyvagal analysis of attachment theory, Siegel (2012) purports that 

the key to a secure relational attachment style is a persistent intention for connection with an 

attuned other and repair of disruption to attunement in the face of unavoidable 

miscommunication with others.  Notably, attachment characteristics exist along a spectrum, 

rather than existing as rigidly defined categories, and can be best understood as descriptions 

of aspects of how individuals adapt to relationships (Siegel, 2012) with most humans having 

elements of every cluster.  As humans require connection to others, utilizing an integrated 

treatment that involves both building a support network and practicing physiological 

regulation may be critical in moving clients towards a physiologically secure attachment 

style.      

The Role of Group Therapy in Treating Trauma Survivors 

Group psychotherapy, however, has existed in practice and research for over a 

century (Burlingame et al., 2004) and has been efficacious across a broad range of diagnoses 

and settings (Burlingame et al., 2003).  Moreover, group therapy has been effectively used as 

a stand-alone treatment and in conjunction with individual therapy.  In fact, the extant 

literature shows that group therapy is a cost-effective and beneficial format that can be used 

as an alternative to individual treatment (McRoberts et al., 1998).  Group therapy also offers 

an economic advantage for survivors of trauma who typically incur higher health care costs 

over their lifetimes (Lundqvist et al., 2009).      

Clinicians and researchers, Badenoch and Cox (2010) suggest that, from an 

interpersonal neurobiological perspective, group psychotherapy is a useful format for 
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promoting neural integration.  They also explore the role of group members as a source of 

both emotion dysregulation and regulation.  That is, group members are likely to activate 

other individuals in the group through their disclosures, non-verbal cues, and sometimes, 

mere presence.  Similarly, in the process of learning to emotionally regulate themselves, 

group members also learn to co-regulate.  Co-regulation is a vital skill for many who have 

experienced complex trauma, given that complex trauma survivors are prone to feelings of 

isolation and distrust (Badenoch & Cox, 2010).  A recent systematic review and meta-

analysis examined the use of psychological group therapy for individuals experiencing 

symptoms associated with C-PTSD (Mahoney et al., 2019).  The results evidenced large 

significant effect sizes for group treatments involving a trauma memory processing 

component.  Treatment effects were largest for symptoms of depression, distress, and 

traumatic stress.  The findings of a meta-analysis on the efficacy of group therapy for 

individuals experiencing PTSD symptoms suggested that group therapy is significantly more 

effective than no treatment and comparably effective to other active treatments (Sloan et al., 

2013). 

Group therapy is also an ideal format when the primary goal of treatment is to 

increase neural integration, accurate neuroception, social engagement, and affect regulation 

(Flores & Porges, 2017).  Recurring face-to-face social interactions are integral to group 

psychotherapy, which serve to encourage group members to engage with each other 

emotionally and naturally promotes needed elements for attachment and affect regulation.  

Group therapy informed by IPNB and polyvagal theory relies on the group leader to 

prioritize developing and maintaining safety, such that group members are provided ample 

opportunities for strengthening the social engagement system through implicit non-verbal 
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communication (Flores & Porges, 2017).  Group psychotherapy also engenders a simple 

format for combining with a yoga intervention, given that both can be conducted in any room 

spacious enough to contain the group. Likewise, group format offers more frequent and 

varied opportunities to exercise the vagal break (i.e., move through sequences of calm, 

vigilant, startled, and back to calm; Flores & Porges, 2017).    

The Need to Address the Mind-Body Connection with Survivors of Complex Trauma 

Despite existing group and individual treatments, many trauma survivors who seek 

treatment do not always experience relief from all of their painful symptoms (Steenkamp et 

al., 2015) with significant proportions enduring debilitating symptom levels.  For example, in 

one study examining the efficacy of cognitive processing therapy and prolonged exposure—

both empirically support treatments for trauma exposure—found that 30% to 51% of 

participants did not achieve clinically meaningful change in their clinician and/or self-

reported symptom levels, with approximately two thirds retaining their PTSD diagnoses post-

treatment (Steenkamp et al., 2015).  Unfortunately, even effective treatments, such as 

therapies that involve trauma memory processing, are privy to high dropout rates or are not 

markedly helpful (Niles et al., 2017; Steenkamp et al., 2015).  One review of empirically 

supported trauma treatments found that across 31 studies, attrition accounted for about 20% 

of participants (Spinazzola et al., 2005). Thus, empirically supported treatments are needed to 

address physiological and psychological symptoms for trauma survivors who cannot or 

choose not to engage in currently available treatments, or who undergo treatment and 

continue to experience significant symptoms.  Likewise, some findings indicate that 

treatment ineffectiveness for survivors of complex trauma is at least partially rooted in the 

fact that most current treatments do not focus on trauma’s impact on the body in spite of 
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escalating evidence of physiologic ramifications.  An example of physiologic ramifications, 

Afari et al. (2014) found that trauma survivors develop functional somatic syndromes (e.g., 

gastrointestinal issues, pain, fatigue, cognitive difficulties, and sleep difficulties) at 2.7 times 

the rate of those not exposed to traumatic events.  That is, experiencing trauma places 

survivors strongly at risk for negative somatic changes in addition to cognitive and 

behavioral changes.    

How Yoga Can Help Survivors of Complex Trauma  

Given the aim of increasing treatment efficacy, yoga has great potential as a treatment 

option or treatment component. Yoga is particularly pertinent when considering adding an 

integrative and somatic component because it is highly portable, requires active involvement, 

and is typically delivered in group settings with minimal need for equipment (Niles et al., 

2018).  For the purposes of this discussion, we consider yoga in its modified and Westernized 

form, which branches away from its traditionally Eastern practice.  Yoga, as it pertains to this 

discussion, involves a combination of breath practices (pranayama), meditation, physical 

postures (asanas), and sometimes chanting (Cramer et al., 2013).   

Yoga, like other mind-body interventions, is not geared specifically towards getting 

rid of distressing symptoms in and of themselves.  Rather, yoga may be most helpful in 

changing the relationship individuals have with their mental states and physical sensations.  

These interventions aid practitioners in observing present-moment changes in their mind-

bodies without judgment, avoidance, or reactivity.  As a result, yoga may support trauma 

survivors in tolerating distressing physical and emotional states while maintaining a 

semblance of control and grounding.  As such, yoga may promote approach-oriented coping 

(Vujanovic et al., 2013) that empowers individuals to actively inhabit their bodies and 
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engage in healthier lifestyle choices.  Despite aiming to help individuals tolerate distressing 

sensations, yoga interventions may additionally provoke a positive cycle of health by 

decreasing persistent hyperarousal symptoms that maintain psychophysiological 

dysregulation (e.g., Seppala et al., 2014). 

Notably, over one-third of US adults use some form of complementary and 

integrative practices and mind-body practices to improve their well-being (Barnes et al., 

2008).  Frequent use notwithstanding, empirical investigations of yoga as or part of trauma 

interventions has fallen sharply behind its clinical use.  Moreover, few systematic reviews of 

yoga’s clinical use for trauma-exposed populations exist, with only one systematic 

quantitative review (Nguyen-Feng et al., 2018) existing to this author’s knowledge.  

Nguyen-Feng and colleagues’ (2018) review included 10 randomized controlled trials 

(RCTs) and two non-RCTs with all studies involving yoga as a primary treatment or 

adjunctive co-treatment.  Most of the studies included both male and female participants and, 

on average, 85% of participants completed the yoga intervention.  Individual yoga sessions 

ranged from 45 minutes to 300 minutes across the studies with an average of approximately 

90 minutes per session.  Outcome findings suggested that large within- and between-group 

effect sizes exist for yoga’s ability to decrease PTSD symptoms, moderate to large within- 

and between-group effect sizes exist for yoga’s ability to decrease depressive symptoms, and 

medium within- and between-group effect sizes exist for yoga’s ability to decrease anxious 

symptoms.   

Yoga interventions were compared primarily to waitlist control groups in Nguyen-

Feng and colleagues’ (2018) review.  Most of the studies included in the review were judged 

at risk for bias concerning issues such as lack of allocation concealment (i.e., participants 
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and/or clinicians were not blinded to study conditions) for studies including active 

comparison groups, not clearly identifying how missing data were addressed, and potential 

for selective reporting.  Nguyen-Feng et al. (2018) concluded that yoga as a primary or 

adjunctive intervention appears promising but requires further investigation with more 

rigorous studies and protocols that detail the yoga/therapeutic intervention. In fact, Barnes 

and colleagues (2008) have suggested that researchers develop treatment manuals with 

detailed descriptions and/or audio or video recordings of the components of interventions.  

The current study will include a detailed protocol describing the treatment used in order to 

increase accessibility and replicability for future researchers and clinicians.       

Clark and colleagues (2014) tested the feasibility and safety of a 12-week trauma-

sensitive yoga treatment that was designed to improve the mental health of women receiving 

group psychotherapy for interpersonal violence.  In particular, the authors were interested in 

examining recruitment, safety, acceptability, and participant reaction.  The study involved 

two conditions with one condition incorporating a trauma-sensitive yoga component, and the 

other remaining as group psychotherapy alone.  The groups comprised women who had 

previously sought group treatment at a community agency, and the primary outcomes 

measured were depression, anxiety, and PTSD symptoms.  Both conditions were conducted 

in the community agency and were held in traditional group psychotherapy rooms.   

Study participants included adult women aged 18 years or older who had completed 

16 weeks of group therapy at the same community agency sometime between 2008 and 2012 

(Clark et al., 2014).  Clark and colleagues (2014) excluded potential participants who were 

currently pregnant, observed to have disruptive behavioral issues in the original 16-week 

group therapy program, unable to provide written informed consent, unable to read or write 
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in English, currently injured, had a heart condition, or another self-reported condition that 

would preclude them from being able to engage in mild exercise.  The trauma-sensitive yoga 

protocol (van der Kolk et al., 2014) was developed by the Trauma Center at the Justice 

Resource Institute in Boston, Massachusetts and involved adapting the yoga instruction to 

meet the needs of trauma-exposed individuals.  This was done, at least in part, by “removing 

strongly suggestive language, deemphasizing posture intensity, emphasizing feeling, and 

eliminating hands-on assists from the teacher,” (Clark et al., 2014, p. 153).  In addition to 

this, themes including fully experiencing and attending to the present moment, taking 

effective action, making choices, and creating rhythms were emphasized by the yoga 

instructor during the practice.   

Clark and colleagues (2014) integrated the yoga practice into the weekly group 

psychotherapy by including it as the last 30-40 minutes of group treatment led by a certified 

yoga instructor.  The control and treatment groups were structured in the same way, with 

both groups receiving psychoeducation and traumatic event processing led by the same 

therapist.  To accommodate the yoga treatment component, the treatment group was 

lengthened to two hours and fifteen minutes and the psychoeducation portion of group was 

shortened by fifteen minutes.  The control group was approximately two hours in length, and 

at the end of each session, both the treatment and control groups completed study 

questionnaires.    

The final sample included 17 adults and baseline characteristics were examined as a 

whole rather than by condition due to the small samples for each group (treatment group: n = 

8, control group: n = 9; Clark et al., 2014).  Clark and colleagues (2014) found that it was 

feasible to incorporate a trauma-sensitive yoga component into a group psychotherapy 
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session and they were able to successfully recruit 85% of those screened as eligible.  At the 

conclusion of the study, there was a 25% treatment-group dropout rate.  Long-term effects 

were not measured beyond the 12 weeks of the treatments and the study was not sufficiently 

powered to detect differences by condition (Clark et al., 2014).  The results showed that 

participants (all trauma-exposed individuals) experienced a decrease in symptoms of PTSD, 

depression, and anxiety, and that participants also reported feeling enthusiastic about the 

addition of yoga.   

Nguyen-Feng and colleagues (2019) also integrated yoga into group psychotherapy 

for survivors of intimate partner violence.  In this study, perspectives of the care providers’ 

(i.e., yoga instructors and therapists) were examined qualitatively through structured 

interviews after the conclusion of 12 weeks of providing an integrated yoga and group 

psychotherapy treatment.  The treatment group clients included survivors of intimate partner 

violence, although 62% of the clients reported having experienced three or more prior 

traumas in addition to intimate partner violence.  Group therapists were present throughout 

the entirety of the session including the yoga portion of the group, while yoga instructors 

were present only during the yoga portion.  The authors note that seamlessly transitioning 

between processing and yoga was difficult, but that it often provided helpful containment for 

the processing portion.  The authors also suggest that greater client preparation would likely 

make the transitions easier and engender enhanced ability for clients to make therapeutic 

gains through yoga.  Yoga instructors were provided training on secondary trauma and 

emotional support was provided for the instructors by the therapists through availability to 

check-in on the phone or in-person when requested.  
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Nguyen-Feng and colleagues (2019) also discussed their rationale for including 

licensed yoga instructors rather than having the mental health therapists providing both the 

processing and yoga portions of the treatment.  The authors state that although adding a yoga 

instructor to the treatment can impact issues of confidentiality and privacy, yoga instructors’ 

expertise, training, and experience in their field cannot ethically be replaced.  Furthermore, 

their training and experience render them better able to impart knowledge to clients regarding 

appropriate pose modifications and other mind-body practices.  Interviews conducted with 

seven of the nine care providers yielded several themes concerning client experiences of 

healing from the care providers’ perspectives (Nguyen-Feng et al., 2019).  Importantly, care 

providers noted that the clients appeared to undergo positive changes in their bodies, 

experience empowerment, and gain greater awareness of their breath and ability to use mind-

body connections as an avenue to heal their trauma.              

Some researchers and practitioners have integrated traditional psychotherapies with 

mind-body components (e.g., Mindfulness Based Cognitive Therapy; King et al., 2013); 

however, these mind-body components typically target relatively small pieces of what is 

included in a yoga practice.  Niles and colleagues (2018) recently declared the need for future 

researchers to evaluate the efficacy of mind-body treatments both alone and in combination 

with other treatments.  Ultimately, studies involving mind-body interventions utilizing 

stronger treatment methodologies are needed.  Likewise, research on other outcomes aside 

from PTSD, such as quality of life and physical functioning is warranted.  Nguyen-Feng and 

colleagues (2019) suggested that a qualitative examination of healing from the clients’ 

perspectives would contribute to the literature by providing data that can be compared to 
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perceptions of healing from the care providers’ perspectives collected in their recent study 

integrating yoga into a group psychotherapy format.   

Moreover, including a yoga component aligns well with both Porges’ polyvagal 

theory and Siegel’s understanding of trauma healing through the lens of interpersonal 

neurobiology.  Yoga instructors trained in trauma-sensitive yoga explicitly and implicitly 

encourage safely relating to one another and to the instructor herself via direct invitations and 

utilizing appropriate eye-contact, prosody, gentleness, non-judgment, and facial expressions.  

Relating to individuals who feel safe relays messages of safety to the brain and helps enable 

clients to remain within Siegel’s theorized window of tolerance (Siegel, 2010).  A client’s 

window of tolerance is the optimal state of arousal between hypoarousal (e.g., lethargy, 

dissociation) and hyperarousal (e.g., overwhelm, high anxiety) in which the client is best able 

to integrate memories, sensations, experiences, and new information into the whole body.  

Additionally, in line with polyvagal theory, yoga has been shown to decrease allostatic load 

in stress response systems and improve vagal tone, thus restoring balance to the autonomic 

nervous system (Streeter et al., 2012). Thus, interdisciplinary evidence indicates the potential 

usefulness of yoga in helping heal experiences of trauma held in both the mind and body.     

Current Study 

In light of the significant role that trauma plays in long-term mental and physical 

health consequences, better addressing the needs of those who have experienced complex 

trauma is a public health concern and demands attention. Many trauma survivors do not 

experience relief from their painful psychological and physiological symptoms, even for 

those who undergo treatment.  With the support of recent research findings (e.g., Van der 

Kolk, 2015) some mental health professionals hypothesize that treatment ineffectiveness can 
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be explained in part by the paucity of techniques adequately addressing trauma’s impact on 

the body despite escalating evidence of physiologic ramifications.  Many established 

theoretical orientations and techniques, such as trauma-focused cognitive and behavioral 

therapy (TF-CBT) and dialectical behavior therapy (DBT) involve mindfulness and 

relaxation components, and yet they may not devote the amount of attention to the mind-

body needed by complex trauma survivors.  Moreover, trauma-sensitive yoga explicitly and 

thoughtfully addresses common difficulties experienced by trauma survivors, which often 

render typical yoga practices and mindfulness exercises too physiologically activating to be 

useful.   

That is, greater conscientiousness is required when employing techniques that may 

make survivors feel unsafe or inadvertently reinforce negative messages.  For example, a 

client who has experienced physical or sexual abuse who is asked too quickly or without 

precaution to practice deep, slow diaphragmatic breathing may move towards panic or 

dissociation, as belly breathing often activates sensations in the pelvis. For example, trauma-

sensitive yoga utilizes invitatory language rather than wholly directive language when using 

mindfulness techniques, such that clients are not in potential danger of reliving coercive or 

violent relationships from the past.   

Consequently, the current study intends to increase the use of survivor-appropriate 

mind-body techniques and capitalize on the findings of polyvagal science and interpersonal 

neurobiology for use with complex trauma survivors in a group psychotherapy format.  

Given these interests, trauma-sensitive yoga has great potential as a treatment component. 

Yoga is particularly pertinent because it is highly portable, requires active involvement, and 

is typically delivered in group settings with minimal need for equipment.  Group therapy is 



 

 27 

more cost-effective than individual therapy, and as such it is one of the most commonly used 

mental health treatments for lower-income clients (Morrison, 2001).  Integrating yoga with 

group therapy can be achieved by holding both the psychotherapy and yoga components in 

the same group therapy room and does not necessarily require yoga mats.  Integrating group 

psychotherapy and trauma-sensitive yoga also increases accessibility to more comprehensive 

care in that clients would be able to gain both the benefits of psychotherapy and yoga in one 

sitting, at one location, and for one cost.  Trauma-sensitive yoga, like other mind-body 

treatments, may be most helpful in changing the relationship individuals have with their 

mental states and physical sensations, rendering it both an equitable and potentially effective 

treatment component that addresses the need for survivor-appropriate mindfulness.  With my 

proposed dissertation, I plan to begin addressing these needs by pursuing the following aims:   

Aim 1: Examine aspects of clinical trial feasibility for participant factors. 

RQ1: Will there be the capacity to recruit, screen, and enroll an adequate number of 

participants to fulfill project requirements (i.e., a sample size of 12 participants per 

condition)?  

RQ2: Will the randomization procedures sufficiently yield equitable groups in terms 

of age, race/ethnicity, anxiety, depression, number of traumatic experiences, and traumatic 

symptomology? 

Aim 2: Examine aspects of clinical trial feasibility for the treatment protocol.  

RQ3: Will the treatment be acceptable and tolerable as measured by program 

completion rate (i.e., with at least 75% of participants attending at least 6 out of 8 sessions), 

withdrawal statistics, and post-participation survey responses?   
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Aim 3: Examine the aspects of clinical trial feasibility for outcome domains including 

psychological and physiological symptoms.  

RQ4: Will preliminary efficacy data indicate statistically significant positive changes 

in the treatment condition’s sleep, physical pain, heart rate variability, trauma 

symptomology, symptoms of depression, and symptoms of anxiety?   

Method 
 

Participants 

Participants were recruited between October of 2019 and December 2019 through 

various outlets including mental health centers (e.g., University of California’s Counseling 

and Psychological Services), local mental health clinicians, local yoga studios, Facebook, 

and the university resource center.  Flyers were distributed to the above outlets and 

individuals interested in participating were able to access a website listed on the flyer, see 

Appendix A.  The website included information about the study, inclusion and exclusion 

criteria, and a means to contact the current author.  Interested individuals contacted the head 

researcher via a Google number, directly through a message option in the website, or a Gmail 

account created for the study.  Once an interested individual has contacted the head 

researcher, the head researcher messaged the individual through her Google number and 

arranged a time to conduct the brief phone screen.  The phone screen was used to provide 

further information about the study, answer any questions, and determine participant 

eligibility, see Appendix B for the phone screen.   

Participants eligible if they were adults over age 18 years, endorsed at least two 

traumatic events, and who preliminarily met criteria for complex PTSD (CPTSD) based on 

items derived from the ICD-11 Trauma Questionnaire (ICD-TQ; Version 1.2).  Potential 
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participants were excluded if they were younger than 18 years old, pregnant, unable to 

provide written informed consent, unable to read or write in English, unable to engage in 

mild exercise or bodily movements due to injury or another self-reported condition, did not 

have a smart phone, or were actively suicidal.  

During the phone screen, the lead researcher read aloud traumatic events based off of 

the Clinical Adverse Childhood Experiences (ACEs) Questionnaire, and in order to meet 

eligibility criteria, potential participants had to endorse at least two events, or note two other 

significantly traumatic experiences not listed in the ACEs questionnaire. Participants had to 

endorse at least two items from each of six trauma-related criteria in the ICD-TQ to be 

considered eligible to complete an intake and participate in the study.  If a person was 

deemed eligible to participate, they were invited to set up an appointment to complete the 

intake procedures.  Eligible individuals that the lead researcher was unable to contact after 

three attempts were removed from the list of potential participants.  Intake procedures 

involved completing informed consent forms, answering any remaining questions about the 

study, and completing the baseline survey and measure of heart-rate variability.  To achieve 

this sample size, 30 eligible participants were given intakes to account for potential attrition 

before the start of the treatment.  Individuals not meeting study eligibility, or who were no 

longer able or interested to participate, were offered referrals for services at local agencies.  

Participants were randomly assigned to one of two conditions: treatment or waitlist 

control, see Figure 1 for a detailed recruitment/screening flowchart.  The lead researcher then 

divided the treatment condition into two therapy groups of five participants each, such that 

individuals were assigned to their therapy cohort.  At the completion of data collection, the 

waitlist control condition was divided into two groups in order to create groups small enough 
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for them to receive the treatment.   Descriptive characteristics of participants can be found in 

Table 1, separated by waitlist and treatment conditions.  In December, participants were sent 

their group schedule along with a document containing information concerning which 

measures they would complete and the dates they were asked to complete them.   

Table 1  
 
Descriptive Statistics for Waitlist and Treatment Conditions at Intake (N = 20) 
  

Characteristic   
Waitlist  
(n=10) 

               Treatment 
(n=10) 

Age   median* = 22 Median* = 21 
Race    
 White  70% 50% 
Gender    
 Woman 100% 90% 
 Man 0% 10% 
Education    
 Some college 90% 90% 

 
Some graduate 
school 0% 10% 

 Graduate degree 10% 0% 
Previous 
services    
 Yes 100% 90% 
Current services    
 Yes 30% 30% 
Psychoactive  
medication                 Yes 40% 30% 
    
Spirituality    
 Spiritual 40% 40% 
 Religious 10% 10% 
 Both 10% 0% 
 Neither 40% 50% 
Employment status   
 Employed 60% 80% 
Relationship status   
 In relationship 60% 70% 
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Note. *Given the skewed nature of the age variable, the median was a better indicator of 

centrality relative to the mean, and thus the median age for each condition is reported above. 

Procedure 

Participants were assigned to the treatment or the waitlist control condition.  All 

participants were asked to complete baseline, weekly, and posttreatment measures.  

Participants completed baseline measures during the intake process one to three months 

before the treatment began.  Participants were asked to complete a sleep questionnaire and a 

measure of heart rate variability once weekly throughout the treatment.  The treatment 

condition received the integrated yoga and process-oriented trauma treatment once per week 

for eight consecutive weeks post intake meeting beginning January 22nd, 2020 and 

concluding March 13th, 2020.  Studies implementing yoga as a primary or adjunctive 

treatment have found effects for treatments as short as two sessions, with one review 

indicating that most yoga-based treatments last somewhere between two and sixteen sessions 

spanning two to sixteen weeks (Nguyen et al., 2018).  One study, in particular, investigated 

the efficacy of yoga for treating symptoms of PTSD and found that an eight-week treatment 

resulted in significant PTSD reductions (Jindani et al., 2015).  At the conclusion of the 

treatment, post-treatment measures were administered to participants in both the treatment 

and waitlist condition which included most measures from the baseline assessment with the 

addition of a questionnaire on group alliance for those who received treatment.  At the 

conclusion of data collection, the waitlist control condition received the treatment.  However, 

due to the onset of the global coronavirus pandemic, participants in the waitlist control 

received an alternative form of the treatment over the video conferencing software, Zoom.      
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Description of Treatment 

Each group session followed a general format but allowed for flexibility regarding 

topics or themes that emerged depending on what the clients’ stated in the group.  Each 

session lasted one hour and 45 minutes in length, which included 20-30 minutes of group 

psychotherapy, 30 minutes of trauma-sensitive yoga, and concluded with 45-55 minutes of 

group psychotherapy.  The first session contained approximately 20 fewer minutes on 

processing, in order to spend 20 additional minutes at the start of group discussing group 

format, normalizing group concerns/anxiety, and doing group member introductions.   

Subsequent group sessions began with a 30-second to one-minute-long grounding 

exercise inviting clients to bring themselves fully into the present moment, and into the group 

room.  This often involved 30 seconds of imagining oneself leaving behind one’s day and 

actively noticing the room.  The therapist would then briefly review the group structure and 

format for the day and state that the group would move through the following items: (1) brief 

check-ins concerning how clients are currently feeling and any pressing issues over the past 

week, (2) the opportunity to request time to discuss a pertinent or pressing issue, (3) brief 

psychoeducation, (4) yoga intervention, (5) remainder of time spent processing reactions to 

yoga, or further processing client issues if additional time was requested, and (6) brief check-

out to conclude.   

During the check-ins, the clinician invited each client to give a “capsule” of 

information (1-2 minutes per person) concerning current mood, and any pressing issues, 

sensations, emotions, or experiences that arose over the past week.  Clients are encouraged to 

ask for additional time to discuss pressing issues in greater depth.  The clinician may offer 

additional time to clients who do not initially request it.  After check-ins are completed, the 



 

 33 

clinician will ask clients to each assess and rate their current anxiety on a scale from 0-10 (0 

representing the most comfortable and at ease clients have ever felt and 10 representing the 

worst anxiety/panic that clients have ever felt).  Each client is invited to share their current 

anxiety rating with the group, but they may choose to decline to share.   

As needed throughout the group, the clinician provided brief psychoeducation 

concerning trauma exposure and responses, such as brief introductions to neuroplasticity, 

polyvagal theory, and common physiological, intrapersonal, and interpersonal responses to 

trauma.  For example, the clinician introduced the role that implicit memories play in long-

term trauma responses, and she discussed the IPNB concept of the window of tolerance.  

Depending on the issues presented during check-in, remaining time before yoga was used to 

address client concerns/issues raised, or to continue the discussion of psychoeducation.  Five 

to ten minutes prior to the beginning of the yoga portion, the clinician gave the group 

members notice about transitioning to yoga in a few minutes.   

The yoga instructor entered the room and conducted 30 minutes of trauma-sensitive 

yoga.  At the end of the yoga instruction, the yoga instructor concluded the yoga practice and 

exited.  During the yoga portion, the clinician remained in the room, seated on a yoga mat.  

At this point, the clinician initiated group processes again, inviting clients to reevaluate their 

current anxiety levels, and to rate and share with the group if they were willing.  The 

clinician then invited clients to share their responses, reactions, thoughts, sensations, 

emotions, memories, etc. that may have arisen during the trauma-sensitive yoga practice.  

Clients had an opportunity to process their experiences and reactions, with an emphasis on 

making sense of them in light of their prior traumatic experiences.  
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Given time after the yoga portion, the clinician offered clients an opportunity to 

follow-up on any pressing issues that were not addressed prior to the yoga practice.  The 

clinician initiated a check-out in which clients are invited to report one to two sentences on 

how group was for them, and on one activity of self-care that they are willing to commit to 

that day/evening.  With that, the clinician reminded group members of the following week’s 

group, the group concluded, clients completed the weekly sleep measure, and exited.     

Measures 

Demographics Questionnaire. A brief questionnaire asking the participants 

information about their demographics, such as age, religiosity, and relationship status, were 

asked aloud by the lead researcher to each participant during their intake interview.  Answers 

to these questions were free response and were recorded by the lead researcher.  These 

questions were entered into the database as both categorical and text responses, and the 

categorical responses were used in analyses to compare the treatment and waitlist control 

condition characteristics.   

ICD-11 Trauma Questionnaire (ICD-TQ; Version 1.2; Cloitre et al., 2015). The 

ICD-TQ is a 23-item self-report questionnaire that assesses individuals’ impairment resulting 

from symptoms of PTSD and complex posttraumatic stress disorder (CPTSD).  All questions 

are answered on a five-point Likert scale ranging from 0 (not at all) to 5 (extremely). This 

measure evolved in response to the desire to discriminate individuals suffering from PTSD 

versus CPTSD.  The first item of the questionnaire assesses an index trauma, and with the 

trauma in mind, respondents indicate how much they have been bothered by six PTSD 

symptoms in the past month.  The remaining 16 items assess how respondents’ disturbances 

in self-organization.  That is, these 16 items ask respondents to reflect on how they typically 
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feel, think about themselves, and relate to others.  CPTSD involves meeting criteria for 

PTSD plus disturbances in self-organization.  When examined with a sample of 193 adults 

referred to treatment in Scotland, the ICD-TQ has supported good factorial validity, with all 

second order factor loadings found to be positive, high, and statistically significant at the p < 

.05 level (Karatzias et al., 2016).  The measure was also found to have satisfactory internal 

reliability (alpha coefficients ranging between .72 and .95), and correlation results evidenced 

both convergent and discriminant validity (Karatzias et al., 2016).  Measured for the overall 

sample at intake, the current study similarly evidenced good internal consistency (a = .86).  

This measure was administered at both intake and conclusion of the study.  Total scores were 

created for this measure by calculating a sum score of the number of criteria that participants 

endorsed across the six categories of complex trauma, including the three traditional PTSD 

criteria (i.e., reexperiencing, avoidance, hyperarousal) and the three additional CPTSD 

criteria (i.e., affect dysregulation, negative self-concept, disturbances in relationships).    

Life Events Checklist (LEC; Gray et al., 2004).  Participants’ trauma histories will 

be collected using the LEC.  The LEC is a self-report questionnaire consisting of 16 

potentially traumatic events that respondents may have experienced (e.g., Natural disaster, 

Physical assault).  The 17th item, “Any other very stressful event/experience,” allows 

respondents to indicate if they experienced a traumatic event that is not listed.  For each item, 

respondents may select one or more options from the following: (1) Happened to me, (2) 

Witnessed it happening to somebody else, (3) Learned about it happening to someone close 

to me, (4) Part of my job, (5) Not sure it applies, and (6) Doesn’t apply to my experience.  

One study examining the psychometric properties of the LEC in both college students and 

combat veterans found that the measure had good reliability with a mean Kappa of .61 and a 
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retest correlation of r = .82, p < .001 (Gray et al., 2004).  In the same study, the LEC was 

also found to have good convergent validity with another well-established measure of trauma 

exposure, with a mean Kappa of .55.  This measure was administered once, during the intake 

procedures for the study.  For use in analyses, a total score was created by summing the 

number of events that each participant experienced first-hand and/or witnessed.    

Patient Health Questionnaire—9 (PHQ-9; Kroenke et al., 2001).  Symptoms of 

depression will be measured with the PHQ-9.  The PHQ-9 is a nine-item self-report 

questionnaire derived from a more comprehensive questionnaire, the Primary Care 

Evaluation of Mental Disorders (PRIME-MD; Spitzer et al, 1994).  Respondents are asked to 

report the frequency with which they experienced depressive symptoms over the preceding 

two weeks.  Responses are noted along a four-point Likert scale including 0 (not at all), 1 

(several days), 2 (more than half the days), and 3 (nearly every day).  The measure comprises 

items investigating various aspects of depression (e.g., feeling depressed, feeling hopeless), 

and has good psychometric support (Kroenke et al., 2010).  A recent study of U.S. adult 

students demonstrated good internal consistency (α = .90; Felix et al., 2017).  A sample of 

6,000 patients demonstrated that the PHQ-9 has good sensitivity (.88), specificity (.88), and 

test-retest reliability (.84; Kroenke et al., 2010).  At the time of intake, the current study was 

found to have good internal consistency as well (α = .80).  This measure was administered at 

both intake and conclusion of the study. A simple sum score of all of the items was created 

for this measure for use in analyses.  

Generalized Anxiety Disorder—7 (GAD-7; Spitzer et al., 2010).  The GAD-7 is a 

seven-item self-report questionnaire and is derived from the same PRIME-MD questionnaire 

as is the PHQ-9 (Spitzer et al, 1994).  The measure has good psychometric support, and 
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evidences good sensitivity and specificity for detecting a range of experiences, such as panic 

(sensitivity = .74, specificity = .81), generalized anxiety (sensitivity = .89, specificity = .82), 

and social anxiety (sensitivity = .72, specificity = .80; Kroenke et al., 2010).  A study of US 

students demonstrated that the GAD-7 evidenced good internal consistency (α = .92; Felix et 

al., 2017).  Respondents are asked to report the frequency with which they experienced 

symptoms of anxiety over the preceding two weeks.  Responses are recorded along the same 

four-point Likert scale as seen above in the PHQ-9.  This measure was administered at both 

intake and conclusion of the study.  At intake, results showed that the overall sample had 

acceptable internal consistency (α = .77).  Similar to the PHQ-9, a simple sum score of all of 

the items was created for this measure for use in analyses.     

Patient Reported Outcome Measurement Information System Short Form v1.0 – 

Sleep Disturbance 8a (PROMISÒ; Yu et al., 2012).  Sleep quality will be measured using 

the eight question Short Form of the Sleep Disturbance scale developed by researchers at the 

Patient Reported Outcome Measurement Information System (PROMIS), an initiative 

instigated by the National Institutes of Health.  The scale comprises one item asking 

generally about sleep quality of the previous seven days and responses are ranked along a 

five-point Likert scale ranging from 1 (very good) to 5 (very poor).  The remaining items also 

pertain to the previous seven days but ask more specific questions (e.g., my sleep was 

restless).  Response options for these questions fall along a five-point Likert scale ranging 

from 1 (Not at all) to 5 (Very much).  The item bank from which the short form was created 

was found to have good support for reliability with test information curves indicating that the 

measure has reliability of .90 or above (Yu et al., 2012).  For validity, moderate to high 

correlations were found with existing sleep quality scales and significant differences in sleep 
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disturbance scores were found between respondents with and without sleep disorders.  This 

measure was administered at intake, conclusion, and once weekly throughout the duration of 

the study treatment.  At intake, the overall sample was found to have excellent internal 

consistency (α = .93).  For analyses, a sum score of the eight items was created with higher 

scores indicating greater sleep disturbance, and therefore, worse sleep.       

PROMISÒ v1.0 – Pain Intensity (Cella et al., 2010).  Pain intensity will be 

measured using the Pain Intensity scale developed by researchers at the Patient Reported 

Outcome Measurement Information System (PROMIS).  The scale is comprised of three 

items assessing individuals’ intensity of physical pain at its worst and on average over the 

prior seven days, as well as at the current moment.  Response options for the items fall along 

a five-point Likert scale ranging from 1 (Had no pain) to 5 (Very severe).  The scale has been 

found to have good psychometric properties, including good ecological validity (Stone, 

Broderick, Junghaenel, Schneider, & Schwartz, 2016).  Stone and colleagues (2016) 

administered the Pain Intensity scale to five groups of approximately 100 respondents each, 

and for comparison, respondents simultaneously completed daily diaries for four consecutive 

weeks.  The groups included community residents, osteoarthritis patients, women 

experiencing premenstrual syndrome, men undergoing hernia surgery, and breast cancer 

patients receiving chemotherapy.  Study results suggested that the Pain Intensity scale 

evidenced good ecological validity in that it was able to yield accurate information about 

changes in pain experiences happening in participants’ natural environments when compared 

to their daily diary entries.  Results also indicated good known-group validity, in that pain 

intensity measured by the Pain Intensity scale was significantly higher in the four pain-

experiencing respondent groups than for the community sample, with each prediction 
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yielding large effects sizes (d < 1).  This measure was administered at both intake and 

conclusion of the study.  At intake, the overall sample was shown to have good internal 

consistency (α = .87).  For analyses, a sum score of the three items was calculated with 

higher scores indicating more severe pain over the past week.          

Heart Rate Variability (HRV; Welltory mobile application software).  Heart rate 

variability shows the variability in time intervals between heart beats (RR-intervals) and will 

be collected using a smartphone app called Welltory.  HRV is an indicator of how well the 

sympathetic and parasympathetic nervous systems are working together, and how quickly the 

body can adapt to changing circumstances.  Decreases in HRV can suggest that the body is 

having a hard time coping with stress and adjusting to external demands (Thayer et al., 

2012).  Welltory collects HRV using photoplethysmography (PPG), which uses the bright 

light of the camera to track changes in the transparency of blood vessels.  Blood vessel 

transparency changes along with heart beats and blood flow.  PPG has been found to be a 

reliable method for collecting HRV and its validity has been supported (Lenskiy & Aitzhan, 

2013).  Additionally, lower HRV has been found to correlate with increased symptoms of 

PTSD and depression (Carney et al., 2001; Thome et al., 2017).  This measure was 

administered at intake, conclusion, and once weekly throughout the duration of the study 

treatment groups.    

The Group Questionnaire (GQ; Krogel et al., 2013).  The GQ is a 30-item self-

report questionnaire examining the therapeutic relationship in a group therapy context.  The 

questionnaire was developed from a 60-item measure initially constructed by Johnson and 

colleagues (2005) based on existing measures.  The GQ employed 7-point Likert-style 

responses ranging from 0 (Not true at all) to 7 (Very true).  The measure includes 11 
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statements about the group leader(s) (e.g., The group leader and I agree on what is important 

to work on), 11 statements about other group members (e.g., The other group members and I 

respect each other), and 8 questions about the respondent’s general group experience (e.g., 

There was friction and anger between the members).  In a study conducted by Krogel and 

colleagues (2013), a CFA was conducted on the data collected from 486 individuals across 

three distinct group-therapy settings doing both psychoeducational and process-oriented 

groups.  Good model fit was found for the 30-item GQ (chi-squared 775.4, df = 381; 

comparative fit index = .957; RMSEA = .046; SRMR = .930).  The GQ was found to have 

good reliability across two of the three GQ subscales (i.e., Positive Bonding = .92, Positive 

Working = .90, and Negative Relationship = .80), however further tests indicated that the 

lower reliability found for the Negative Relationship subscale may have been due to 

restricted range in responses from two of the three therapeutic settings.  This measure was 

administered once, at the conclusion of the study, and it was given only to those assigned to 

the treatment condition.  A subset of items was selected by the lead researcher to include in 

analyses.  Results for the overall scale indicated good internal consistency for those 

completing the measure (i.e., those in the treatment condition; α = .70).  A sum score of the 

overall questionnaire was not used, however, individual items were reviewed and response 

percentages reported.       

Analytic Procedure 

Descriptive statistics were used to examine demographic data for the overall sample 

and for each condition along the following characteristics: age, race, gender, level of 

education, having received previous mental health services, receiving current mental health 
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services, whether participants were prescribed and taking psychoactive medication, level of 

spirituality, employment status, and relationship status.     

Aim 1: Examining Aspects of Clinical Trial Feasibility for Participant Factors 

Research Question 1.  We determined the capacity to recruit, screen, and enroll an 

adequate number of participants to fulfill project requirements.  We calculated the number of 

individuals that reached out with interest in participating, the number of individuals that were 

screened to participate, and the number of screened individuals that enrolled.  We compared 

whether the number of enrolled participants met the desired sample size of 12 participants 

per condition.   

Research Question 2.  We used independent samples t-tests to compare the treatment 

and waitlist conditions in terms of age, race/ethnicity, anxiety, depression, number of 

traumatic experiences, and trauma-related symptoms.  Levene’s test for equality of variances 

was used to determine whether we could assume equal variances when comparing group 

means.   

Aim 2: Examining Aspects of Clinical Trial Feasibility for the Treatment Protocol  

Research Question 3.  To determine whether the treatment was acceptable and 

tolerable for the participants, we calculated the number of participants that withdrew from the 

study and the number of participants that completed the study treatment, defined as 

completing at least six out of the eight group sessions, with an a priori completion goal rate 

of 75%.  Frequencies were used to assess the percentage of participants endorsing various 

statements about participant-group alliance.   

Aim 3: Examining Aspects of Clinical Trial Feasibility for Outcome Domains   
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Research Question 4.  Due to the small sample size of the current study and 

previously unknown effect size parameters, mixed Group × Time analytical procedures were 

not conducted, which is consistent with pilot studies involving small sample sizes (e.g., 

Vernon et al., 2019).  In lieu of this, changes in the participants’ pre-post mental health and 

physiological symptoms were calculated by conducting paired sample t-tests for the 

treatment and waitlist conditions, separately.  In situations where statistical power is low or 

limited, it can be useful to supplement the original analyses with other test statistics that are 

less influenced by factors, such as sample size (Kline, 2004).  In this case, we used Cohen’s d 

as a measure of effect size that is less impacted by low power and small sample size. Hence, 

Cohen’s d effect sizes were calculated to better understand the degree to which the treatment 

shifted participants report of symptoms of anxiety, depression, and traumatic stress, sleep 

disturbance, and pain intensity.   

Results 
 
Clinical Trial Feasibility for Participant Factors  

This section addresses Aim 1 and focuses on capacity to recruit participants as well as 

the ability to randomize by condition. 

Capacity to Recruit, Screen, and Enroll Participants.  During the recruitment 

process, 51 individuals indicated interest in participating in the study.  Figure 1 shows the 

number of individuals involved in the recruitment and randomization process as well as the 

reasons potential participants did not participate in the study.  The lead researcher was able to 

contact and successfully screen 46 potential participants for eligibility to participate.  Thirty 

of the 46 individuals completed the intake procedures to participate and were enrolled in the 

study, exceeding the sought after 24 total participants with an enrollment rate of 67.7%.  
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After enrolling 30 eligible participants into the study over the course of 4 months, 10 

participants withdrew from the study before the lead researcher assigned participants to 

group conditions.  Some attrition between completing intakes and the start of the treatment 

may have been due to the length of time that it took to recruit individuals and the interruption 

of the student Winter holiday.  Ultimately, four fewer participants than originally desired, 

were confirmed for participation and moved on to randomization procedures.  Taken 

together, recruitment for this type of treatment is feasible; however, retention provides 

greater challenges exacerbated perhaps by the length of time between recruitment and 

beginning the treatment.   

Figure 1  
 
Recruitment, Screening, and Participation Flowchart 
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Randomization Procedures and Characteristics Across Conditions.  The 20 

participants were randomly assigned to either the treatment or the waitlist control condition.  

Using SPSS Statistics, version 25, independent samples t-tests and the Chi-Square test of 

independence were used to compare the treatment and waitlist control conditions on 

participant characteristics to determine if conditions were equivalent.  The participants did 

not to differ significantly across age, race/ethnicity, anxiety, depression, number of traumatic 

events, and traumatic symptomology, see Table 2.  Age of participants in the treatment 

versus waitlist control conditions neared a statistically significant difference; there was an 
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approximate mean difference of ten years of age with waitlist control condition having a 

greater average age than the treatment condition.   

The treatment and waitlist control conditions were found not to differ across their 

reported number of traumatic experiences; however, the mean differences neared statistical 

difference with the treatment condition reporting an average of 5.00 traumatic experiences 

and the waitlist control condition reporting an average of 8.50 traumatic experiences, see 

Table 2.  Notably, the average number of traumatic experiences reported by the waitlist 

control condition was skewed to the right by one participant who reported having 

experienced and witnessed a total of 22 traumatic events.  Despite the conditions nearing a 

significant difference in number of reported traumatic events, they did not differ significantly 

across reported symptoms of complex trauma.  In fact, the waitlist control condition met 

criteria for an average of 5.40 symptoms out of six total CPTSD symptom criteria, whereas 

the treatment condition met criteria for an average of 5.30 symptoms out of six.   Likewise, 

the treatment and waitlist control conditions were not found to differ across reported physical 

pain intensity, symptoms of anxiety, symptoms of depression, or sleep disturbance, see Table 

2.    

Table 2 
   

 
 

Comparing the Treatment Conditions on Demographics and Mental Health at 
Intake (N = 20) 

Characteristic   Waitlist  
% 

Treatment 
% c2      p 

Race (White)       70%      50% 0.83 .36 

Characteristic   Waitlist  
x̄ (sd) 

Treatment 
x̄ (sd) t      p 

Age  30.0 (13.4) 20.6 (1.7) 2.20 .06 
 

   0.71 .49 
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Traumatic events 8.5 (5.0) 5.0 (2.2) 2.03 .06 

Trauma symptoms 5.4 (0.7) 5.3 (0.8) 0.29 .77 
Anxiety  12.5 (4.4) 11.5 (4.4) 0.86 .40 
Depression   12.5 (6.0) 10.0 (4.7) 0.71 .49 

 

Clinical Trial Feasibility for the Treatment Protocol  

This section addresses Aim 2 and focuses on the acceptability and tolerability of the 

integrative treatment.    

Treatment Acceptability and Tolerability.  Of the 10 participants assigned to the 

treatment condition, 100% completed the treatment at the pre-determined 75% session 

attendance standard, with five participants completing all eight sessions, three participants 

completing seven sessions, and two participants completing 6 sessions.  Treatment condition 

participants completed a post-treatment survey group cohesiveness about their experience 

with the group, the leader, and other group members.  Results are displayed in Table 3.  

Overall, results support that participants in the treatment condition experienced a sense of 

group cohesion, alignment with the clinician, and a bond with the other group members.  In 

addition, members were able to achieve a sense of investment and positive connection critical 

to a functional therapeutic group.  

Table 3 
       
Percentage of Participants Endorsing Aspects of Group Alliance (n = 10)  

Statements 

% Not 
at all 
true 

% 
Slightly 

true 

% 
Moderately 

true 

% 
Considerably 

true 

% 
Very 
true 

Member - Group leader       
The group leader and I 
respect each other. 0% 0% 0% 10% 90% 
The group leader was 
friendly and warm towards 
me. 0% 0% 0% 10% 90% 



 

 47 

The group leader and I 
agree about the things I 
will need to do in therapy. 0% 0% 0% 20% 80% 
The group leader did not 
always seem to care about 
me. 100% 0% 0% 0% 0% 
Member - Member      
The other group members 
and I respect each other. 0% 0% 0% 0% 100% 
The other group members 
were friendly and warm 
towards me. 0% 0% 0% 10% 90% 
The other group members 
and I are working together 
toward mutually agreed 
upon goals. 0% 0% 0% 20% 80% 
The other group members 
did not seem to be 
completely genuine. 90% 10% 0% 0% 0% 
The other group members 
did not always seem to care 
about me. 90% 10% 0% 0% 0% 
Member - Overall group      
The members liked and 
cared about each other. 0% 0% 10% 20% 70% 
The members felt what was 
happening was important 
and there was a sense of 
participation. 0% 0% 0% 10% 90% 
Even though we have 
differences, our group feels 
secure to me. 0% 0% 0% 0% 100% 
The group members accept 
one another. 0% 0% 0% 0% 100% 

 

Preliminary Efficacy of Treatment for Mental Health and Other Outcomes  

This section addresses Aim 3 and focuses on the impact that the treatment had on 

participants’ mental and physiological health.   

Examining Changes in Mental Health Symptoms Over Time by Condition. 

Results are displayed in Table 4. Using separate paired sample t-tests, no significant changes 
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over time were found for either the waitlist control or the treatment condition across reported 

traumatic stress symptoms, symptoms of depression, or symptoms of anxiety. The treatment 

condition approached significance for its change in traumatic stress symptoms. Given the 

limited power of the analyses due to the small sample size, other indicators of preliminary 

treatment efficacy were warranted, such as Cohen’s d measure of effect size.  The treatment 

condition was found to have a negligible effect size for anxiety, a small effect size for 

symptoms of depression, and a moderate to large effect size for the change in complex 

traumatic stress symptoms. A different pattern of effect sizes was found for the waitlist 

control condition.  This group evidenced a negligible effect size for both depressive and 

anxious symptoms, and a small to moderate effect size for complex traumatic stress 

symptoms.  Together, this suggests that, perhaps as a result of the treatment, those in the 

treatment condition experienced moderately to largely reduced symptoms of traumatic stress 

and slightly reduced symptoms of depression, with little to no change in their anxious 

symptoms.  On the contrary, those in the waitlist control condition experienced little to no 

change in their anxious or depressive symptoms and slightly reduced symptoms of traumatic 

stress.      

Examining Change in Physical Pain Intensity and Sleep Disturbance.  Paired 

sample t-tests and Cohen’s d were also used to examine whether any statistically or clinically 

significant change occurred for participants between pre- and post- data collection, see Table 

4.  Participants in the treatment condition did not experience significant change in pain 

intensity. However, the effect size was small and negative, indicating participants reported 

slightly more pain at the time of the post-treatment survey. Treatment participants did 

experience significantly fewer sleep disturbances by post-treatment, supported by a large 
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positive effect size.  The waitlist control condition participants were not found to experience 

significant differences in their pain intensity between the pre- and post- study surveys, 

however, the effect size was moderate and negative, indicating that the participants were 

experiencing moderately more pain at the time of the post-study survey.  There was not a 

significant difference between pre- and post-study surveys for sleep disturbance, supported 

by a negligible effect size.  Overall, participants in the treatment condition were found to be 

sleeping significantly better at the end of treatment, but those in the waitlist control condition 

showed no changes in sleep. Pain increased for both, but those in the waitlist control 

condition were experiencing moderately more physical pain, although this change did not 

reach the level of statistical significance.          

Table 4 
         
Pre- to Post-Treatment Change in Mental Health by Condition Responses (N = 
20) 
   

    

95% Confidence 
Interval of the 

Difference         
Participant 
condition 

Mean 
Difference Lower Upper t df p 

Cohen's 
d 

Treatment 
condition (n = 
10)        
Complex trauma 
symptoms 1.10 -0.14 2.34 2.01 9 0.08   0.64** 
Anxiety -0.90 -4.81 3.01 -0.52 9 0.62 0.16 
Depression 1.10 -2.21 4.41 0.75 9 0.47 0.24 
Physical pain -0.60 -2.63 1.43 -0.67 9 0.52 -0.21 
Sleep 
disturbance 6.10 2.10 10.10 3.45 9 <0.01 1.09*** 
Waitlist control  
(n = 10)        
Complex trauma 
symptoms 0.60 -0.53 1.73 1.20 9 0.26 0.38 
Anxiety 0.40 -2.58 3.38 0.30 9 0.77 0.10 
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Depression -1.00 -9.66 7.66 -0.26 9 0.80 -0.08 
Physical pain -0.70 -1.60 0.20 -1.77 9 0.11 -0.56* 
Sleep 
disturbance 1.40 -6.01 8.81 0.43 9 0.68 0.14 
Note. * indicates a moderate effect size, ** indicates a moderate to large effect size, *** 
indicates a large effect size   

 

Examining Change in Heart Rate Variability (HRV).  Participant HRV data was 

not viable and we were unable to analyze it for changes by condition.  Participants were 

meant to collect their HRV measures once per week shortly after waking up, on the same day 

each week.  In contrast to the weekly sleep questionnaires, participants did not systematically 

receive weekly prompts to complete their Welltory measurements.  When asked by the lead 

researcher, several participants noted that they had forgotten to complete the HRV 

measurements for several weeks over the course of the study duration.  Many participants 

also noted that they did not collect their HRV measures shortly after waking up, engendering 

that data less useful.  Additionally, through human error in the collection process, much of 

the data that was collected by participants was not correctly transferred to the lead researcher 

to store.  Consequently, for a number of reasons, collecting HRV data as it was attempted in 

the current study was not feasible and requires further thought and planning for ways to more 

successfully measure this valuable data in the future.       

Discussion 
 

This study of a group treatment for complex trauma moves the trauma treatment field 

forward as it is one of the first studies to incorporate trauma-sensitive yoga into group 

therapy with participants who have experienced complex traumatic stress.  The mental health 

field has published far more studies looking at effective treatments for individuals 

experiencing PTSD relative to CPTSD according to the PsycINFO search engine (April 12, 
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2019).  The modern westernized field of mental health has excelled in conceptualizing and 

treating cognitive components of traumatic stress; however, more research is needed to 

address the interconnected impact of trauma on the body in addition to the mind and brain.  

As such, the current study took one of the many possible steps in beginning to fill this need.   

The current study developed and examined the feasibility and preliminary efficacy of 

an integrated treatment addressing the cognitive and physiological aspects of complex 

traumatic stress.  The treatment combined process-oriented group therapy and trauma-

sensitive yoga into a unified eight-week treatment.  The study grounded itself in the 

theoretical underpinnings of interpersonal neurobiology (Siegel, 2006) and polyvagal theory 

(Porges, 2011).  Together, these theories support the idea that a group format for trauma-

focused therapy can be beneficial and support the potential use yoga offers to approach the 

ways in which trauma is held in the body.  We found that there was interest in this type of 

integrative group treatment, as we could feasibly recruit and retain participants.  Preliminary 

efficacy indicated that those in the treatment condition experienced significantly improved 

sleep and evidence of moderate to large treatment effects along participants’ complex 

traumatic stress symptoms.  However, there was no change over the course of treatment in 

their anxious symptoms, small reductions in depressive symptoms, and minimal increases in 

their reported physical pain intensity.  Those in the waitlist control condition did not 

experience any significant changes in their mental health or physiological outcome measures, 

however, effect sizes indicated a moderate worsening of physical pain, a small to moderate 

reduction in traumatic stress symptoms, and negligible increases in depressive, anxious, and  

sleep disturbance symptoms between the pre- and post-study questionnaires.                

Contextual Information Potentially Affecting Results 
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There are certain events throughout history which impact people’s collective 

experience and require acknowledgement in order to fully understand the context in which 

other events unfold.  In the case of the present study, there were significant events which 

undoubtedly impacted the participants’ daily stress levels during the course of the data 

collection post-treatment.  First, the week of post-treatment data collection marked the start 

of social distancing and a global rise in concern and awareness of the dangers of the 

coronavirus pandemic.  University of California, Santa Barbara initiated its remote 

instruction on March 10th, 2020, on the Tuesday of the final week of Winter Quarter 

instruction.  A familiar story for many, participants reported experiencing a range of 

emotional responses to the changes and the coronavirus more broadly, including anxiety, 

fear, concern for loved ones and one’s own health, anger, and disappointment.  Recent 

research on the COVID-19 pandemic from China has similarly shown evidence of increased 

anxiety and the need to monitor college students’ mental health during this crisis (Cao et al., 

2020).  In the midst of this chaos, participants completed the study’s conclusion survey, 

which asked them about psychological and physiological symptoms over the last one to four 

weeks, depending on the measure.                            

  Second, all of the participants in the treatment condition and most of the participants 

in the waitlist control condition were students (undergraduate and graduate level), and the 

week that the post-treatment surveys were collected was the last week of Winter quarter 

instruction (March 7—March 13, 2020).  The final week of the quarter is a time during which 

students are preparing to take or are already taking final exams and are working on final 

projects and papers.  Typically, this alone instigates a period of increased anxiety, concern, 

and uncertainty for many.   
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The last noteworthy factor potentially affecting participants were the ongoing and 

increasingly visible graduate student Cost of Living Adjustment strikes that began at UC 

Santa Cruz and spread to the other UC campuses over the course of the Winter quarter.  

Towards the end of the study, several treatment condition participants noted uncertainty and 

concern about the ongoing strikes and how they would impact their grades and tuition-

support.  Many students faced class cancellations and reduced support from their striking 

Teaching Assistants.  Taken together, there is reason to believe that participants were 

experiencing an increase in some of their negative mental and physical symptoms in a way 

that was unrelated to the potential efficacy of the group treatment.  As such, it is important to 

take these powerful extraneous circumstances into consideration when reviewing the findings 

of this study. 

Feasibility of an Integrated Yoga and Group Therapy Treatment  

The current study was a pilot study and it examined feasibility, acceptability, and 

preliminary efficacy across a range of psychological and physiological domains including 

complex traumatic stress, depression, anxiety, sleep disturbance, and physical pain.  This 

study demonstrated the feasibility of recruiting and retaining participants for an integrated 

group therapy treatment involving trauma-sensitive yoga.  Of the 30 individuals deemed 

eligible to participate, 20 were able and chose to participate in the study, indicating a 67.7% 

enrollment rate.  Of the individuals that chose to participate, there was no attrition for either 

the treatment or waitlist control conditions.  In examining the feasibility of combining 

trauma-sensitive yoga and group therapy for survivors of domestic violence, Clark and 

colleagues (2014) noted an 85.0% enrollment rate for those deemed eligible to participate 

(i.e., 20 people deemed eligible and 17 enrolled; Clark et al., 2014).  The current study had a 
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lower enrollment rate; however, more individuals were screened and deemed eligible, 

resulting in a higher number of enrolled participants (N = 20).  In addition, the participants in 

the study conducted by Clark et al. (2014) were recruited through a community organization 

from a pool of adults who had already completed a 16-week trauma-focused therapy group.  

Consequently, it may be that individuals who have previously shown their tenacity and 

motivation to complete 16 weeks of therapy may be more likely than those drawn from a 

general community sample to be aware of the benefits of therapy, feel that they fit well with 

a group therapy format, and have already been able to carve time out for group in their 

schedules.  Moreover, the current study retained all participants in the follow-up procedures, 

whereas Clark and colleagues lost five participants to the follow-up procedures.   

The randomization procedures successfully assigned participants into the waitlist and 

control conditions in an equitable way.  At the time of intake there were no significant 

differences across the treatment and waitlist control conditions for all reported participant 

characteristics.  The groups did, however, trend towards significant differences for exposure 

to traumatic events (i.e., number of events experienced or witnessed first-hand) and 

participant age, with waitlist control participants reporting higher exposure to traumatic 

events and older age (in years).   

Participant Cohesion  

Participants in the treatment condition felt that the group members accepted one 

another, that despite having differences, the group felt secure, and that the members felt that 

what was happening was important and there was a sense of participation.  Most members 

also agreed that the group members respected one another and that they felt cared about by 

the clinician.  The overall responses to the measure examining group cohesion indicated that 
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group members felt connected to the clinician, one another, and the group as an entity.  This 

is consistent with results from Clark and colleagues (2014), where 100% of participants in 

their treatment condition reported that they found participating personally meaningful and 

beneficial.   

Participants also reported satisfaction with the group. For example, one participant 

stated, “I’ve learned a lot about myself.  I feel like the way I respond to things makes more 

sense given what I’ve been through, and that helps me have more self-compassion which has 

always been hard for me.”  Several participants also commented on feeling like they were 

understood by their fellow group members in a way that made them feel less isolated in their 

experiences.  Feeling understood and having a safe space to be with others who have had 

similar experiences may have contributed to both the reduction in traumatic stress symptoms 

as well as the depressive symptoms.  Participants also indicated their appreciation and 

enthusiasm for the addition of trauma-sensitive yoga into group therapy.  One participant 

stated, “Yoga lets me process my emotions in a non-judgmental way—when I’m in safe 

poses I can just notice I’m having an emotion and say to myself, ‘Body, I don’t know why 

you need this right now, but I’ll just let you do your thing.’”  Other participants noted that 

yoga helped prompt them to slow down and check-in with themselves, which helped them to 

improve their ability to feel embodied and aware of their emotions.  Clark and colleagues 

(2014) also found that participants in the treatment condition were engaged and reported 

enthusiasm about the addition of yoga into group therapy.   

The Impact of Treatment on Mental and Physiological Health 

When comparing the treatment condition and waitlist control condition responses at 

the conclusion of the study, analyses showed that despite neither condition evidencing 
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statistically significant changes in their complex traumatic stress symptoms, the treatment 

condition experienced moderate to large reductions (d = .64).  The waitlist control condition, 

instead, saw small to moderate reductions in their complex traumatic stress symptoms (d = 

.38).  The current study’s findings that the integrated treatment group helped reduce complex 

traumatic stress symptoms aligns with literature that demonstrates the efficacy of yoga for 

those with other types of trauma exposure, such as non-interpersonal traumatic experiences 

(e.g., Telles et al., 2007).  These findings also support findings from a systematic review 

(Nguyen-Feng et al., 2018), which found that overall effect sizes ranged from ds = 0.40—

1.06.  The reduction in traumatic stress symptoms is in line with comments made by 

participants in the treatment condition.  For example, one participant stated, “I’ve learned a 

lot about myself.  I feel like the way I respond to things makes more sense given what I’ve 

been through, and that helps me have more self-compassion which has always been hard for 

me.”  Several participants also commented on feeling like they were understood by their 

fellow group members in a way that made them feel less isolated in their experiences. 

Analyses showed that the only statistically significant change for either condition was 

experienced by the treatment condition for their sleep disturbances.  The treatment condition 

saw large reductions in their sleep disturbances (d = 1.09), whereas the waitlist control 

condition saw negligible to no change in their sleep disturbances.  Furthermore, although 

neither condition experienced statistically significant changes in their depressive or anxious 

symptoms, the treatment condition indicated small reductions in their depressive symptoms 

while the waitlist control condition was shown to have negligible increases.  Neither 

condition experienced clinically relevant changes in their anxious symptoms, both showing 

negligible decreases.  The results are consistent with findings from systematic reviews on 
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mind-body practices for trauma-exposed individuals which have found positive impacts on 

PTSD and other psychological symptoms (Kim et al., 2013; Nguyen-Feng et al., 2018).   

Moreover, the treatment condition saw negligible increases in their physical pain 

intensity, while the waitlist control condition saw moderate increases in their physical pain 

intensity (d = -.56).  Notably, while both the treatment and waitlist control conditions showed 

an increase in physical pain intensity, the treatment condition experienced far less of an 

increase.  It is also important to note that at the conclusion of the study, one participant from 

the waitlist control condition reportedly spent the previous eight weeks in a trauma-focused 

therapy group, which may have impacted the small sample’s response averages.  Finally, the 

current findings differ slightly from previous research conducted by Kim and colleagues 

(2013) which showed evidence of reductions in anxiety, depression, and pain-tolerance, 

whereas, the current study found negligible to small reductions in treatment-condition 

anxiety and depression and negligible to small increases in pain intensity. 

Implications 

This was one of the first studies to examine incorporating trauma-sensitive yoga into 

group therapy with participants who have experienced complex traumatic stress.  Integrating 

mind- and body-oriented treatments in a structured and intentional way appears to be 

relatively rare in the Westernized field of mental health and the current study plays a role in 

forging a path into combined mind-body treatment for complex traumatic stress.  Given the 

well-documented and deleterious impact of complex trauma on mental health (U.S. 

Department of Health and Human Services, 2017; Felitti et al., 1998), this feasibility study is 

one step in the direction of better understanding how mental health clinicians and agencies 

can consider broaching mind-body treatments.  Particularly pertinent to distress as it relates 
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to traumatic experiences, it is important that research catches up to the use of mind-body 

treatments in the clinical sector of mental health treatment.  Research such as this can help 

shed light on how we can broaden our skills to most effectively support clients who may not 

respond well to traditionally cognitive-focused treatments.   

This dissertation project supports that we can smoothly integrate talk therapy and 

yoga into each session, and that people will be interested and enthusiastic about the 

combination.  It is useful to know that those receiving the treatment transitioned smoothly 

from engaging with one another verbally, to quietly engaging with the yoga flow, and back to 

engaging verbally.  Despite the pause created by the yoga in the middle of session, 

participants appeared to engage well with the talk therapy portion of treatment.  In fact, the 

grounding and centering effect of the yoga seemed to enable participants to delve more 

deeply into vulnerable spaces without becoming panicked or dissociated.  It would be 

worthwhile to investigate this phenomenon further in future research.  Additionally, this 

study’s findings indicate that the integrated group therapy and yoga treatment may be 

efficacious, despite a global pandemic potentially interfering with the results.  It would be 

useful to conduct a larger-scale version of this study to examine treatment efficacy once the 

global pandemic stabilizes.      

Last, this study moved the research forward in its inclusion of adults of diverse types 

of traumatic exposure, whereas the few studies on similar group treatments have included 

only individuals with the same kind of traumatic exposure (e.g., intimate partner violence; 

Nguyen-Feng et al., 2019).  In this way, we can see that it is possible to effectively open 

some therapeutic trauma groups to multiple types of trauma, particularly for those who 
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experiencing complex traumatic stress, which has strong patterns in symptoms underpinning 

distress.       

Strengths, Limitations, and Future Directions 

This study demonstrated several strengths and unique contributions.  First, the study 

offers a detailed, structured, yet flexible integrated mind-body treatment model for clients 

who have experienced complex traumatic stress.  It is useful to have a detailed description of 

the treatment so that other researchers may fully investigate the treatment methods or include 

them in future studies.  This study also helped to lay the groundwork for future studies by 

piloting the integrated treatment and establishing feasibility and areas that would benefit 

from alteration.  The current study drew together the interdisciplinary findings from 

interpersonal neurobiology (Siegel, 2012) and polyvagal theory (Porges, 2011) and created a 

feasible and preliminarily effective treatment for individuals suffering from the pervasive 

psychological, physical, and relational distress associated with complex trauma.   

Although the study begins to fill a gap in the trauma treatment field, it was not 

without limitations worth acknowledging.  First, the study was underpowered due to the 

small sample size, and thus it was not able to detect statistically significant differences by 

study condition. The primary purpose of the study was to design the treatment and test the 

feasibility of implementation, which was successful.  Given the scarcity of previous studies 

investigating mind-body integrative approaches to treating complex traumatic stress, the 

current study plays a role in beginning to lay the foundation of our understanding of how 

feasible integrative treatments are and their preliminary effectiveness. Future research should 

replicate this study at a larger scale, in order to bolster the statistical power of the analyses 

and gain further insight into treatment efficacy.  It may also be interesting to recreate the 
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treatment with co-facilitators leading therapy groups, rather than a single clinician as the 

extant literature suggests increased efficacy with two facilitators relative to one when 

concerning group work (Kivlighan et al., 2012).   

Likewise, the potential duration of treatment effects was not measured beyond 

immediate post-treatment. This is important for future research because it is reasonable to 

expect that changes in participants’ mental health and relationship to their trauma might 

continue to unfold over a period of time after the study has concluded.  Future research 

should reassess mental and physical health at several different points post-treatment, to 

understand the duration of potential treatment gains.  Another potential limitation is that 

qualitative interviews were not gathered with the clients or the care providers (clinician and 

yoga instructor), nor were participants blinded to the treatment intents of the intervention.  In 

order to accrue a more detailed understanding of the use and impact of this integrated 

treatment, it would be useful for future research to qualitatively explore participants’ 

experiences and reactions to the treatment, particularly since this area of research is in its 

nascent stages.   

A final limitation is that the study focused mostly on participant impairment rather 

than strengths, and a strengths-based approach might provide a more balanced examination 

of the benefits and challenges of an integrated trauma-sensitive yoga and group therapy 

treatment. Future research should assess participant strengths and how they are affected by 

integrated treatment which would provide us with a more balanced understanding of the 

benefits and challenges of this type of treatment.   

Conclusion 
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In conclusion, the findings of this study suggest that it is feasible to combine group 

therapy with trauma-sensitive yoga and that community members are interested in this type 

of integrated trauma treatment.  Despite being underpowered, the study results indicated 

preliminary efficacy in terms of improved sleep and reduced complex traumatic stress 

symptoms for the integrated yoga-group therapy treatment with survivors of complex trauma.  

Last, the study is a small step in weaving together mind-body approaches into a replicable 

treatment.  Future research should expand upon the current findings as we seek to more 

effectively support survivors of complex, developmental, and childhood trauma.   
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Appendix B 
 

Screening Questionnaire  
 

Hello! Thank you for calling. My name is Haley and I am a researcher at UCSB, are you 
calling in regards to the group therapy and yoga study?  
 
Great! Do you have some time now to hear about the study or may I schedule a better time? 
  
If NO: No problem, is there a better time that I can call you back to discuss the study? 
[Schedule time and conclude phone call.] 
  
If YES: Wonderful! This should take about 10 minutes in total for me to tell you about the 
study, answer any questions you might have, and ask you a few questions to see if you might 
be eligible to participate.  
 
The study involves completing some surveys and brief weekly assessments along with 
participating in eight weeks of a therapy group helping you process traumatic or adverse 
experiences.  The therapy group also involves a component of trauma-sensitive yoga.  Does 
this still sound interesting to you?   
 
Do you have any questions so far? 
 
Okay! So, now I’m going to ask you a few questions to help me get a better idea of whether 
you might be eligible to participate in the study.  
 
[exclusion criteria screening questions:] 

1. Are you able to understand, read, and write English?  
2. Are you currently pregnant? 
3. Are you able and willing to engage in mild exercise without concern? 
4. Are you 18 years old or older?  
5. Do you have a smart phone?  

 
[Inclusion criteria screening questions:] 
[[For each of the following questions, I may ask clarifying questions concerning frequency of 
event and subjective sense of fear]] 

1. Before your 18th birthday, did a parent or other adult in the household often swear at 
you, insult you, put you down, or act in a way that made you afraid that you might be 
hurt? 

  
2. Before your 18th birthday, did any adult in your household often push, grab, slap, or 

throw something at you? Or were you ever hit you so hard that you had marks or 
were injured? 

 
3. Before your 18th birthday, did an adult or person at least five years older than you 

ever touch you or ask you to touch them inappropriately?  
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4. Before your 18th birthday, did you often feel that no one in your family loved you or 

thought you were important or special? 
 

5. Before your 18th birthday, did you often feel that you didn’t have enough to eat, had 
to wear dirty clothes, and had no one to protect you? Or, did you ever feel that your 
parents were not capable of taking care of you?  

 
6. Before your 18th birthday, was a biological parent ever lost to you through divorce, 

abandonment, or another reason? 
 

7. Before your 18th birthday, did you ever witness a parent being hit, slapped, or hurt in 
some other way?  

 
8. Before your 18th birthday, did you live with anyone struggling with addiction?  

 
9. Before your 18th birthday, was a household member depressed or mentally ill? 

 
10. Before your 18th birthday, did a household member ever go to prison? 

 
11. Do you find that you’re easily startled or often ‘on edge?’  [hyperarousal] 

 
12. Do you find that you often do your best to avoid certain memories, feelings, places, 

people or otherwise? [avoidance] 
 

13. Do you find that you have upsetting thoughts, images, or memories come into your 
mind even though you don’t want them to? [intrusive re-experiencing] 
 

14. Do you react intensely to things that don’t seem to affect other people very much? 
 

15. Would you say that when you’re upset, it takes you a long time to calm down? 
 

16. Do you sometimes feel numb or emotionally shut down?  
 

17. Would you say it’s hard for you to experience pleasure or joy?  
 

18. Do you sometimes feel guilty or ashamed of yourself whether it makes sense or not? 
 

19. Do you have a difficult time staying emotionally close to people? 
 

20. When you’re stressed out or reminded of something painful from you past, do you 
ever feel like you “zone out” or feel outside of your body?  

 
Okay, all done with the questions! Thanks so much for answering those.  Based on your 
responses, it looks like… 
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IF POTENTIALLY ELIGIBLE… you might be eligible to participate in the study.  Would 
you like to schedule a time for you to come in, learn more about the study, and complete 
consent procedures to get started?  If you would like to do that, the intake meeting can take 
between 20 minutes and an hour depending on whether you are ultimately eligible to 
participate.  If you are eligible to participate, you will complete a packet of questionnaires at 
this first meeting. The questionnaires will ask you questions about things like how well 
you’re sleeping, feelings of anxiety and depression, how you manage your emotions, and 
what sorts of stressful or traumatic experiences you might have had.   
   

IF INTERESTED…Great! [schedule a time to meet and conclude phone call.] 
  
 IF NOT INTERESTED…No problem!  I appreciate you having taken the time 
to talk and answer some questions.  I am happy to offer you some information on other 
therapy group resources that may be interesting to you.  Would you be interested in that?  
[Offer resources and conclude phone call.] 
 
IF NOT ELIGIBLE…you’re not eligible to participate in this study, but I appreciate you 
taking the time to talk, and I am happy to offer you some information on other resources that 
may be interesting to you.  Would you be interested in that?  
   

Great!  [Offer resources if they want them, extend appreciation for their time, and 
conclude phone call.] 
 
 
 
Script to inform individual that they are not eligible to participate: 
 
"I really appreciate the time that you have taken to read through our website and chat on the 
phone with me answering questions, however, based on your responses it looks like you're 
not eligible to participate in this study.  Still, there are many resources for mental health 
support in the community.  If you are interested, I would be happy to provide you with some 
referrals and phone numbers of sites that may be a better fit for you.  Are you interested in 
getting a few referral options?" 
 
IF INTERESTED… Great! [Offer resources including access line and 24hr suicide hotline] 
 
IF SOMEONE ASKS IN PARTICULAR WHY THEY ARE NOT ELIGIBLE… We are 
looking for a very particular profile of participant, and so for the purposes of the study you 
are not eligible to participate. [If appropriate, I will remind them that I can provide resources 
for other mental health options.] 
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Appendix C 
 

Development and Evaluation of an Integrative Group Therapy Treatment  
for Survivors of Complex Trauma 

 
Introduction: 
You are being asked to be in a research study. This form is designed to tell you everything 
you need to think about before you decide to consent (agree) to be in the study or not to be in 
the study. It is entirely your choice. If you decide to take part, you can change your mind 
later on and withdraw from the research study. You can skip any questions that you do 
not wish to answer.  You or the investigator may terminate your participation at any time.  

Before making your decision: 

• Please carefully read this form or have it read to you. 
• Please ask questions about anything that is not clear. 

Feel free to take your time thinking about whether you would like to participate. By agreeing 
to be in the study you will not give up any legal rights. You will be provided with a copy of 
the consent form for your records.    

 
Purpose: 
You are being asked to participate in a research study.  The purpose of the study is to 
understand the impact that combining group psychotherapy with a trauma-sensitive yoga 
component has on your mental and physical symptoms over the course of eight (8) weeks.     
 
Procedures: 
If you decide to participate, you will be randomly assigned to one of two groups: 1) the 
treatment group, or 2) the waitlist treatment group.  Both groups will receive the treatment, 
but the treatment group will receive it first and the waitlist group will receive it later.  Each 
group will contain 6-8 participants and the overall study will contain approximately 24 
individuals.  For both groups, we will ask you to complete a 30-minute survey today asking 
about your emotions, including feelings of anxiety, depression, and stress; physical pain; 
sleep quality; and experiences of adverse events in childhood and adulthood.  You will be 
asked to complete a similar survey in 9 to 12 weeks from today. 
 
If you decide to participate, you will also be asked to participate in a psychotherapy group for 
8 consecutive weeks, which will be held on starting the week of January 20th, 2020 if you are 
assigned to the treatment group and will be held beginning the first week of April if you are 
assigned to the waitlist group.  Each group therapy session will last one hour and 45 minutes 
(one group per week for 8 weeks).  The group session begins with 30 minutes of therapy, 
then transitions into 30 minutes of trauma-sensitive yoga, and concludes with 45 minutes of 
therapy.  For those in the treatment group, you will be asked to complete a 1-minute survey 
at the start of group regarding your sleep quality.  For those in the waitlist group, you will be 
asked to complete a 1-minute survey once per week at home, which you will then either take 
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a photo of or scan and send to the lead researcher.  If you are in the waitlist group, you will 
complete the weekly survey for 8 consecutive weeks beginning the week of January 20th, 
2020 and concluding the week of March 10th, 2020. 
 
Once per week, regardless to which group you are assigned, you will be asked to measure 
your heart rate variability via a Smart phone app called Welltory.  Measuring your heart rate 
variability requires you to download the free phone app and takes approximately 2-3 minutes 
to calculate per measurement. 
 
Once you have been assigned to a group, you will be given a printed and emailed (optional) 
copy of your group schedule, along with the dates and times for the surveys to be completed.   
 
Alternatives: 
If you would prefer to not participate in the study, the lead researcher will be happy to 
provide you with community group therapy resources. 
 
Risks: 
We do not expect any risks related to filling out this survey.  On occasion, a person may feel 
temporarily sad or upset as they recall a difficult situation when answering questions, in this 
case, questions about past adverse events.  There is a risk of being triggered by content 
covered during the course of the psychotherapy group, however, you may leave the session at 
any point and are encouraged to disclose at your own pace and to the extent to which you feel 
comfortable.  
 
 
The name assigned to your Welltory account will also be your randomly assigned ID 
number, and thus risk of a privacy breach is low.  When sharing data through Welltory, the 
shared data file is identified by your assigned ID number only.  If you are upset after the 
survey or group sessions and would like to discuss it, you may contact the lead investigator, 
Haley Meskunas at (914) 380-2052. 
 
Benefits: 
This research will help us understand how clinicians can better support individuals who have 
experienced adverse events and who continue to struggle with difficult symptoms.  This can 
aid in developing services that are helpful to other individuals who have experienced adverse 
events.  As a result of this study, you may benefit from the integrated group psychotherapy 
by seeing a reduction in your painful symptoms.   
 
Compensation: 
There is no cost for the group therapy. You will receive a $50 Amazon gift card at the 
completion of the final survey as a token of appreciation for participating.  If you choose to 
end your participation before the end of study, you will be given a $25 Amazon gift card for 
partial completion.     
 
Confidentiality: 
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The surveys will be completed in person.  Your survey responses will be kept private 
(confidential) and will be stored as files on a secure BOX account.   
 
Surveys completed during the course of the study will be completed on hard copies and the 
lead researcher will take a photo of these data, upload them onto the secure BOX server and 
the hard copies will be shredded to maintain confidentiality.  You will be assigned a random 
ID number at the start of the study, and you will assign this ID number to all surveys 
completed.  Data collected from the Welltory phone app will be shared with the lead 
researcher and stored on a secure BOX server.   
 
Given that there is always a risk that a participant may break the group confidentiality, this ri
sk will be discussed during the consent procedures and again during the first group session.  
Your confidentiality will also be maintained to the degree permitted by the technology used. 
Specifically, no guarantees can be made regarding the interception of data sent via the 
Internet by any third parties. 
 
As a mandated reporter, there are certain limits to confidentiality.  Confidentiality may be 
broken in the following circumstances:  

1. A report would have to be made if we learn of any current or previous child abuse.  
2. A report would have to be made if we suspect current suicidal or homicidal ideation. 
3. If your information is subpoenaed by a court. 
4. A report would have to be made if we suspect any current or previous elder or 

domestic adult abuse. 
 
Right to Refuse or Withdraw: 
You may decide to not participate or withdraw from the study at any time.  You may change 
your mind about being in the study and remove yourself after the study has started.  You can 
also skip questions on the surveys that you do not want to answer. 
 
You may not participate in the therapy group if you decline to participate in the research 
portion of the study, however, you may be provided with community referrals for group 
therapy.    
 
Other Relevant Information: 
In addition to being the lead researcher, the therapy portion of the group will be led by Haley 
Meskunas, a masters-level clinician in the process of working towards her doctoral degree in 
clinical psychology.  She has experience working with survivors of trauma and other mental 
health issues.  She has focused both her academic and clinical trajectories on the impacts of 
trauma.  She has worked for several years at community mental health agencies in Goleta and 
Santa Barbara.  She has experience conducting group therapy as well as individual therapy, 
and she has training in skills to help individuals manage intense emotional reactions.   For the 
duration of this study, Haley will be supervised by Dr. Steve Smith, a licensed clinical 
psychologist and professor at the University of California, Santa Barbara.  Dr. Smith can be 
reached at ssmith13@ucsb.edu.   
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The yoga portion of the group will be held by Delaney Baril, a Yoga Alliance certified yoga 
instructor who is currently teaching at and managing a yoga studio in the Santa Barbara area.  
She has also attended a training in trauma-sensitive yoga through the Trauma Center for 
Trauma Sensitive Yoga.   
 
Questions: 
If you have any questions about this research project or if you think you may have had a 
problem as a result of your participation, please contact Haley Meskunas at 
meskunas@ucsb.edu or (805) 203-6006. 
 
If you have any questions regarding your rights and participation as a research participant, 
please contact the Human Subjects Committee at (805) 893-3807 or hsc@research.ucsb.edu.  
Or, write to the University of California, Human Subjects Committee, Office of Research, 
Santa Barbara, CA 93106-2050. 
 
PARTICIPATION IN RESEARCH IS VOLUNTARY.  BY SIGNING YOUR NAME 
BELOW, YOU INDICATE THAT YOU HAVE DECIDED TO PARTICIPATE AS A 
RESEARCH PARTICIPANT IN THE STUDY. 
 
I ______________________ AGREE TO PARTICIPATE.    
 Date: _________ 
    (Print above) 
 
 ______________________  Date: _________ 
    (Sign above) 
 
 
*A copy of this document will be provided for your records.  
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Appendix D 

Demographics Questionnaire 
 

~To be asked aloud by the lead researcher to the participant~ 
 

1. Name 
2. Age  
3. Gender 
4. Highest level of education 
5. Have you previously received any type of mental health services (psychotherapy, 

psychiatric services, etc.)? 
6. Are you currently receiving any type of mental health services? 
7. Are you currently taking any prescription medication?  If yes, what are you currently 

taking? 
8. How often would you say that you drink alcohol? 
9. Are you currently in a romantic relationship?  If yes, for how long, and how would 

you characterize your relationship? 
10. Are you currently employed? If yes, do you enjoy your work? 
11. Do you currently have any thoughts about wanting to harm or kill yourself?   

 IF YES: [Follow up with risk assessment on frequency, content of thoughts, intent, 
means, and plan.] 

12. Do you consider yourself to be spiritual or religious? 
13. What do you consider to be some of your strengths? 

 
****If participant endorses active suicidal behaviors or ideation, the lead researcher 
will offer the participant resources, encourage them to seek further support and 
intervention, and will conclude their participation in the study. 

 

 
 

  



 

 85 

Appendix E 

Baseline Survey 
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Generalized�Anxiety�Disorder�7-item�(GAD-7)�scale�

Over�the�last�2�weeks,�how�often�have�you�been�
bothered�by�the�following�problems?��

Not�at�
all�sure��

Several�
days��

Over�half�
the�days��

Nearly�
every�day��

1.��Feeling�nervous,�anxious,�or�on�edge�� 0�� 1�� 2�� 3��

2.��Not�being�able�to�stop�or�control�worrying�� 0�� 1�� 2�� 3��

3.��Worrying�too�much�about�different�things�� 0�� 1�� 2�� 3��

4.��Trouble�relaxing�� 0�� 1�� 2�� 3��

5.��Being�so�restless�that�it's�hard�to�sit�still�� 0�� 1�� 2�� 3��

6.��Becoming�easily�annoyed�or�irritable�� 0�� 1�� 2�� 3��

7.��Feeling�afraid�as�if�something�awful�might�
happen��

0�� 1�� 2�� 3��
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Patient Health Questionnaire (PHQ-9) 

Not at all Several days More than 
half the days 

Nearly every 
day 

�� Over the last 2 weeks, how often have you been bothered
by any of the following problems?

D� Little interest or pleasure in doing things

E� Feeling down, depressed, or hopeless

F� Trouble falling/staying asleep, sleeping too much

G� Feeling tired or having little energy

H� Poor appetite or overeating

I� Feeling bad about yourself or that you are a failure or
have let yourself or your family down

J� Trouble concentrating on things, such as reading the
newspaper or watching television.

K� Moving or speaking so slowly that other people could
have noticed. Or the opposite; being so fidgety or�restless
that you have been moving around a lot more�than usual.

L� Thoughts that you would be better off dead or of hurting
yourself in some way.
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LEC-5 
 
Listed below are a number of difficult or stressful things that sometimes happen to people. For each event 
check one or more of the boxes to the right to indicate that: (a) it happened to you personally; (b) you 
witnessed it happen to someone else; (c) you learned about it happening to a close family member or close 
friend; (d) you were exposed to it as part of your job (for example, paramedic, police, military, or other first 
responder); (e) you’re not sure if it fits; or (f) it doesn’t apply to you. 
 
Be sure to consider your entire life (growing up as well as adulthood) as you go through the list of events. 
 

  
                        Event 

Happened 
to me 

Witnessed 
it 

Learned 
about it 

Part of 
my job 

Not 
Sure 

Doesn’t 
Apply 

1. Natural disaster (for example, flood, 
hurricane, tornado, earthquake) 

      

2. Fire or explosion       

3. Transportation accident (for example, car 
accident, boat accident, train wreck, plane 
crash) 

      

4. Serious accident at work, home, or during 
recreational activity 

      

5. Exposure to toxic substance (for example, 
dangerous chemicals, radiation) 

      

6. Physical assault (for example, being 
attacked, hit, slapped, kicked, beaten up) 

      

7. Assault with a weapon (for example, being 
shot, stabbed, threatened with a knife, gun, 
bomb) 

      

8. Sexual assault (rape, attempted rape, made 
to perform any type of sexual act through 
force or threat of harm) 

      

9. Other unwanted or uncomfortable sexual 
experience 

      

10. Combat or exposure to a war-zone (in the 
military or as a civilian) 

      

11. Captivity (for example, being kidnapped, 
abducted, held hostage, prisoner of war) 

      

12. Life-threatening illness or injury       

13. Severe human suffering       

14. Sudden violent death (for example, 
homicide, suicide) 

      

15. Sudden accidental death        

16. Serious injury, harm, or death you caused 
to someone else       

17. Any other very stressful event or 
experience 

      

 
 

LEC-5 (10/27/2013) Weathers, Blake, Schnurr, Kaloupek, Marx, & Keane -- National Center for PTSD 



 

 89 

 

 

ICD-11 TQ 

Please read each item carefully, then circle one of the numbers to the right to indicate how much 
you have been bothered by that problem in the past month. 

Not at 
all 

A little 
bit 

Moderately Quite a 
bit 

Extremely 

Having upsetting dreams that replay 
part of the experience or are clearly 
related to the experience? 

0 1 2 3 4 

Having powerful images or 
memories that sometimes come into 
your mind in which you feel the 
experience is happening again in the 
here and now? 

0 1 2 3 4 

Feeling very upset when something 
reminded you of the stressful 
experience? 

0 1 2 3 4 

Avoiding internal reminders of the 
experience (for example, thoughts, 
feelings, or physical sensations)? 

0 1 2 3 4 

Avoiding external reminders of the 
experience (for example, people, 
places, conversations, objects, 
activities, or situations)? 

0 1 2 3 4 

%HLQJ�³VXSHU-DOHUW�´�ZDWFKIXO��RU�RQ�
guard? 

0 1 2 3 4 

Feeling jumpy or easily startled? 0 1 2 3 4 

Below are problems or symptoms that people who have had stressful or traumatic events 
sometimes experience. The questions refer to ways you typically feel, ways you typically think 
about yourself and ways you typically relate to others. Answer the following thinking about how 
true each statement is of you.  

How true is this of you?... 

Not at 
all 

A little 
bit 

Moderately Quite a 
bit 

Extremely 

,�UHDFW�LQWHQVHO\�WR�WKLQJV�WKDW�GRQ¶W�
seem to affect other people so much. 

0 1 2 3 4 

When I am upset, it takes me a long 
time to calm down. 

0 1 2 3 4 

My feelings tend to be easily hurt. 0 1 2 3 4 
I experience episodes of 
uncontrollable anger. 

0 1 2 3 4 

 

 
Please read each item carefully, then circle one of the numbers to the right to indicate how much  
you have been bothered by that problem in the past month. 

Please identify the experience that troubles you most and answer the questions in relation to this experience.
Brief description of experience:
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I do things that people have told me 
are dangerous or reckless (for 
example, driving very fast). 

0 1 2 3 4 

I feel numb or emotionally shut 
down. 

0 1 2 3 4 

I am the kind of person who has 
difficulty experiencing feelings of 
pleasure or joy. 

0 1 2 3 4 

When I am under stress or confronted 
with reminders of my trauma, I often 
feel that the world is distant or that 
the world seems different (for 
example, time slows down, things 
look different). 

0 1 2 3 4 

When I am under stress or confronted 
with reminders of my trauma, I often 
feel outside of my body or feel that 
there is something strange about my 
body. 

0 1 2 3 4 

I have difficulty knowing what I feel 
and describing my feelings. 

0 1 2 3 4 

I feel like a failure. 0 1 2 3 4 
I feel worthless. 0 1 2 3 4 
I often feel ashamed of myself 
whether it makes sense or not. 

0 1 2 3 4 

I feel guilty about things I have done 
or failed to do. 

0 1 2 3 4 

I feel distant or cut off from people. 0 1 2 3 4 
I find it hard to stay emotionally 
close to people. 

0 1 2 3 4 

I avoid relationships because they 
end up being too difficult or painful. 

0 1 2 3 4 
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PROMIS Item Bank v.1.0 – Pain Intensity – Scale 

Pain Intensity – Scale 

Please respond to each item by marking one box per row. 

In the past 7 days… Had no 
pain Mild Moderate Severe 

Very 
severe 

PAINQU6 How intense was your pain at its worst? ....  � 
1 

�
2 

�
3 

�
4 

�
5 

PAINQU8 How intense was your average pain? .........  � 
1 

�
2 

�
3 

�
4 

�
5 

No pain Mild Moderate Severe 
Very 

severe 

PAINQU21 What is your level of pain right now? ........  �
1 

�
2 

�
3 

�
4 

�
5 
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PROMIS Item Bank v1.0 – Sleep Disturbance – Short Form 8a 

Sleep Disturbance – Short Form 8a

Please respond to each question or statement by marking one box per row. 

In the past 7 days… 
Very poor Poor Fair Good Very good 

Sleep109 My sleep quality was .................................. � 
5 

�
4 

�
3 

�
2 

�
1 

In the past 7 days… 
Not at all A little bit Somewhat Quite a bit Very much 

Sleep116 My sleep was refreshing. ............................ � 
5 

�
4 

�
3 

�
2 

�
1 

 
Sleep20 I had a problem with my sleep ..................   � 

1 
�

2 
�

3 
�

4 
�

5 

     
Sleep44 I had difficulty falling asleep ....................   � 

1 
�

2 
�

3 
�

4 
�

5 

     
Sleep108 My sleep was restless ................................  � 

1 
�

2 
�

3 
�

4 
�

5 

     
Sleep72 I tried hard to get to sleep ........................... � 

1 
�

2 
�

3 
�

4 
�

5 
     

Sleep67 I worried about not being able to fall 
asleep .........................................................  

�
1 

�
2 

�
3 

�
4 

�
5 

     
Sleep115 I was satisfied with my sleep. ..................... �

5 
�

4 
�

3 
�

2 
�

1 
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Appendix F 
 

Conclusion Survey 
 

The Group Questionnaire  
 
The following questions ask about your personal experience in your therapy group.   
 

I felt that I could trust the group leader during today's 
session. 

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The group leader and I respect each other. 
Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

I feel the group leader cares about me even when I do 
things that they do not approve of.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The group leader was friendly and warm towards me.  
Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The group leader and I agree about the things I will 
need to do in therapy.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The group leader and I agree on what is important to 
work on.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The group leader and I have established a good 
understanding of the kind of changes that would be 
good for me.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The group leader and I are working together toward 
mutually agreed upon goals.   

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

Sometimes the group leader did not seem to be 
completely genuine. 

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The group leader did not always seem to care about 
me.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The group leader did not always understand the way I 
felt inside.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

I felt that I could trust the other group members 
during today's session. 

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The other group members and I respect each other. 
Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

I feel the other group members care about me even 
when I do things that they do not approve of.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 
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The other group members were friendly and warm 
towards me.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The other group members and I agree about the 
things I will need to do in therapy.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The other group members and I agree on what is 
important to work on.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The other group members and I have established a 
good understanding of the kind of changes that would 
be good for me.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The other group members and I are working together 
toward mutually agreed upon goals.   

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

Sometimes the other group members did not seem to 
be completely genuine. 

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The other group members did not always seem to 
care about me.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The other group members did not always understand 
the way I felt inside.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

There was friction and anger between the members. 
Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The members were distant and withdrawn from each 
other.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

There was tension and anxiety between the members.  
Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The members liked and cared about each other.  
Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The members felt what was happening was important 
and there was a sense of participation.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

We cooperate and work together in group. 
Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

Even though we have differences, our group feels 
secure to me.  

Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 

The group members accept one another.  
Not at 
all true 

A 
little 
true 

Slightly 
true 

Somewhat 
true 

Moderately 
true 

Considerably 
true 

Very 
true 
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Generalized�Anxiety�Disorder�7-item�(GAD-7)�scale�

Over�the�last�2�weeks,�how�often�have�you�been�
bothered�by�the�following�problems?��

Not�at�
all�sure��

Several�
days��

Over�half�
the�days��

Nearly�
every�day��

1.��Feeling�nervous,�anxious,�or�on�edge�� 0�� 1�� 2�� 3��

2.��Not�being�able�to�stop�or�control�worrying�� 0�� 1�� 2�� 3��

3.��Worrying�too�much�about�different�things�� 0�� 1�� 2�� 3��

4.��Trouble�relaxing�� 0�� 1�� 2�� 3��

5.��Being�so�restless�that�it's�hard�to�sit�still�� 0�� 1�� 2�� 3��

6.��Becoming�easily�annoyed�or�irritable�� 0�� 1�� 2�� 3��

7.��Feeling�afraid�as�if�something�awful�might�
happen��

0�� 1�� 2�� 3��
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Patient Health Questionnaire (PHQ-9) 

Not at all Several days More than 
half the days 

Nearly every 
day 

�� Over the last 2 weeks, how often have you been bothered
by any of the following problems?

D� Little interest or pleasure in doing things

E� Feeling down, depressed, or hopeless

F� Trouble falling/staying asleep, sleeping too much

G� Feeling tired or having little energy

H� Poor appetite or overeating

I� Feeling bad about yourself or that you are a failure or
have let yourself or your family down

J� Trouble concentrating on things, such as reading the
newspaper or watching television.

K� Moving or speaking so slowly that other people could
have noticed. Or the opposite; being so fidgety or�restless
that you have been moving around a lot more�than usual.

L� Thoughts that you would be better off dead or of hurting
yourself in some way.
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ICD-11 TQ 

Please read each item carefully, then circle one of the numbers to the right to indicate how much 
you have been bothered by that problem in the past month. 

Not at 
all 

A little 
bit 

Moderately Quite a 
bit 

Extremely 

Having upsetting dreams that replay 
part of the experience or are clearly 
related to the experience? 

0 1 2 3 4 

Having powerful images or 
memories that sometimes come into 
your mind in which you feel the 
experience is happening again in the 
here and now? 

0 1 2 3 4 

Feeling very upset when something 
reminded you of the stressful 
experience? 

0 1 2 3 4 

Avoiding internal reminders of the 
experience (for example, thoughts, 
feelings, or physical sensations)? 

0 1 2 3 4 

Avoiding external reminders of the 
experience (for example, people, 
places, conversations, objects, 
activities, or situations)? 

0 1 2 3 4 

%HLQJ�³VXSHU-DOHUW�´�ZDWFKIXO��RU�RQ�
guard? 

0 1 2 3 4 

Feeling jumpy or easily startled? 0 1 2 3 4 

Below are problems or symptoms that people who have had stressful or traumatic events 
sometimes experience. The questions refer to ways you typically feel, ways you typically think 
about yourself and ways you typically relate to others. Answer the following thinking about how 
true each statement is of you.  

How true is this of you?... 

Not at 
all 

A little 
bit 

Moderately Quite a 
bit 

Extremely 

,�UHDFW�LQWHQVHO\�WR�WKLQJV�WKDW�GRQ¶W�
seem to affect other people so much. 

0 1 2 3 4 

When I am upset, it takes me a long 
time to calm down. 

0 1 2 3 4 

My feelings tend to be easily hurt. 0 1 2 3 4 
I experience episodes of 
uncontrollable anger. 

0 1 2 3 4 

 

 
Please read each item carefully, then circle one of the numbers to the right to indicate how much  
you have been bothered by that problem in the past month. 

Please identify the experience that troubles you most and answer the questions in relation to this experience.
Brief description of experience:
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I do things that people have told me 
are dangerous or reckless (for 
example, driving very fast). 

0 1 2 3 4 

I feel numb or emotionally shut 
down. 

0 1 2 3 4 

I am the kind of person who has 
difficulty experiencing feelings of 
pleasure or joy. 

0 1 2 3 4 

When I am under stress or confronted 
with reminders of my trauma, I often 
feel that the world is distant or that 
the world seems different (for 
example, time slows down, things 
look different). 

0 1 2 3 4 

When I am under stress or confronted 
with reminders of my trauma, I often 
feel outside of my body or feel that 
there is something strange about my 
body. 

0 1 2 3 4 

I have difficulty knowing what I feel 
and describing my feelings. 

0 1 2 3 4 

I feel like a failure. 0 1 2 3 4 
I feel worthless. 0 1 2 3 4 
I often feel ashamed of myself 
whether it makes sense or not. 

0 1 2 3 4 

I feel guilty about things I have done 
or failed to do. 

0 1 2 3 4 

I feel distant or cut off from people. 0 1 2 3 4 
I find it hard to stay emotionally 
close to people. 

0 1 2 3 4 

I avoid relationships because they 
end up being too difficult or painful. 

0 1 2 3 4 
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PROMIS Item Bank v.1.0 – Pain Intensity – Scale 

Pain Intensity – Scale 

Please respond to each item by marking one box per row. 

In the past 7 days… Had no 
pain Mild Moderate Severe 

Very 
severe 

PAINQU6 How intense was your pain at its worst? ....  � 
1 

�
2 

�
3 

�
4 

�
5 

PAINQU8 How intense was your average pain? .........  � 
1 

�
2 

�
3 

�
4 

�
5 

No pain Mild Moderate Severe 
Very 

severe 

PAINQU21 What is your level of pain right now? ........  �
1 

�
2 

�
3 

�
4 

�
5 
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PROMIS Item Bank v1.0 – Sleep Disturbance – Short Form 8a 

Sleep Disturbance – Short Form 8a

Please respond to each question or statement by marking one box per row. 

In the past 7 days… 
Very poor Poor Fair Good Very good 

Sleep109 My sleep quality was .................................. � 
5 

�
4 

�
3 

�
2 

�
1 

In the past 7 days… 
Not at all A little bit Somewhat Quite a bit Very much 

Sleep116 My sleep was refreshing. ............................ � 
5 

�
4 

�
3 

�
2 

�
1 

 
Sleep20 I had a problem with my sleep ..................   � 

1 
�

2 
�

3 
�

4 
�

5 

     
Sleep44 I had difficulty falling asleep ....................   � 

1 
�

2 
�

3 
�

4 
�

5 

     
Sleep108 My sleep was restless ................................  � 

1 
�

2 
�

3 
�

4 
�

5 

     
Sleep72 I tried hard to get to sleep ........................... � 

1 
�

2 
�

3 
�

4 
�

5 
     

Sleep67 I worried about not being able to fall 
asleep .........................................................  

�
1 

�
2 

�
3 

�
4 

�
5 

     
Sleep115 I was satisfied with my sleep. ..................... �

5 
�

4 
�

3 
�

2 
�

1 
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What race or ethnicity do you identify with? You may circle more than one option.  
 

o American Indian or Alaska Native 
o Black or of African descent   
o Native Hawaiian or Pacific Islander 
o White or of European descent  
o Asian or of Asian descent 
o Latinx or Hispanic 
o Not listed above or prefer to write in –  

please write in: ________________________________  
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