Title

Group Psychotherapy for Female Adult Survivors of Interpersonal Psychological Trauma: 
A Preliminary Study in Scotland

Abbreviated Title

Group Psychotherapy for Interpersonal Trauma

Authors
Thanos Karatzias1,2, Sandra Ferguson2, Angela Gullone1, Katie Cosgrove3 

Affiliations

1Edinburgh Napier University, Faculty of Health, Life and Social Sciences, Edinburgh, UK

2NHS Lothian, Rivers Centre for Traumatic Stress, Edinburgh UK

3Scottish Government, Gender Based Violence Initiative, Edinburgh, UK

1Address for Correspondence: 

Edinburgh Napier University

Sighthill Campus

Sighthill Court

Edinburgh EH11 4BN

Scotland UK
Tel. (++44) (0) 131 455 5345
Email. t.karatzias@napier.ac.uk
Acknowledgements

We would like to thank the following people for their contribution:
Heather Hillen, Deirdre Buckley, Elaine Carr, Joanne Savage, Lyn Terry-Short, Maureen Nicol,  Sian Kerr, Rachel Bonney, Lyndsey McNair, Emma Lidstone, Ruth Keenan, Fara McAfee, Linzi Dixon, Mette Kreis, Alison Wells, Kathryn Watt, Alison Tulloh 

Title
Group Psychotherapy for Female Adult Survivors of Interpersonal Psychological Trauma: 

A Preliminary Study in Scotland
Background  There is limited evidence on manualised group interventions that facilitate the development of trauma recovery skills, affect regulation and meaning making for survivors of interpersonal trauma. Aim The study aimed to provide preliminary evidence on the effectiveness of group psychotherapy (based on Trauma Recovery and Empowerment Model) for psychological distress in adult survivors of interpersonal trauma. Method Participants were a consecutive series of female patients (n = 71) from the waiting lists of five NHS Boards in Scotland. Participants completed a set of self – rated measures (PCL, CORE, SCL-90, DES, RSES) at baseline, mid – intervention, post – intervention and 3 – month follow – up. Results Effect sizes were small to medium across measures and assessment points at post-treatment and follow-up. With regard to clinical significance, at post-treatment, a proportion of 9.9% to 54.9% of participants achieved clinical significance across measures. At follow-up, a proportion of 9.9% to 62.0% of participants achieved clinical significance across measures. Conclusions Group psychotherapy may be useful for a proportion of participants and especially so for symptoms of dissociation and self-esteem. Survivors of interpersonal trauma should be offered a choice of individual or group treatment modalities to reduce drop-out rate and maximise outcomes.
Keywords child sexual abuse, interpersonal trauma, group psychotherapy, mental health
Introduction 

Interpersonal trauma is defined as any type of trauma where another person causes the trauma. Typical examples of interpersonal trauma include childhood maltreatment, child abuse, rape, assault, domestic abuse, emotional abuse and neglect. Interpersonal trauma occurring in childhood tends to be more severe in terms of its consequences and it is usually referred as ‘complex trauma’ (Courtois & Ford, 2009). Recent evidence (e.g. Cloitre et al., 2013) supports complex trauma as a separate clinical entity. Interpersonal trauma survivors tend to have higher rates of psychopathology such as PTSD (Forbes et al., 2012) or depression (Taft et al., 2009; Iverson et al., 2012) compared to non-interpersonal trauma. 

A number of individual and group interventions have been proposed to aid recovery from interpersonal trauma. Psychoeducational approaches have been found useful in stabilising symptoms of general distress, psychological trauma, depression, anxiety and self – esteem in adult survivors of interpersonal trauma (Ball et al., 2013; Karatzias et al., 2014). Furthermore, Resick et al. (2003), Cloitre et al. (2010) and Classen et al. (2011) in large Randomised Controlled Trials (RCTs) reported the effectiveness of Cognitive Behavioural Therapy (CBT) oriented programmes for PTSD, emotion regulation and interpersonal problems. Smaller experimental design studies (Chard, 2005; Sikema et al., 2007; Hebert and Bergeron, 2007; Steil et al., 2011) and single group design studies (Jepsen et al., 2009; Dorrepaal et al., 2012) confirmed these findings. With regard to non-CBT oriented group interventions, Lau and Kristensen (2007) in a large RCT reported that manualised systemic group therapy is more effective than non-manualised analytic therapy over a treatment period of 12 months for psychological distress following child sexual abuse, but such differences disappeared at one year follow – up (Elkjaer et al., 2014). Classen et al. (2001), in a non-blind RCT reported that manualised group trauma-focused treatment of psychodynamic orientation is equally effective as present-focused group treatment of CBT orientation for trauma and interpersonal difficulties in female adult survivors of child sexual abuse. Bradley and Follingstad (2003) in a non-blind RCT also reported significant effects of group Dialectical Behaviour therapy over a control group for symptoms of depression and interpersonal difficulties in female adult survivors of sexual abuse. Finally, Payne et al. (2007) in a small study also demonstrated the effects of person centred group therapy for psychological distress following interpersonal trauma.


One group intervention that aims to promote recovery with regard to traumatic symptomatology, depressive symptomatology, general distress, self-esteem and  interpersonal problems by means of cognitive–behavioural and skills training techniques is Trauma Recovery and Empowerment (TREM) (Fallot & Harris, 2004). Toussaint et al. (2007) compared TREM vs. treatment-as-usual in a non-randomized, quasi-experimental study of n = 170 women with co-occurring substance use disorders, mental illness, and physical and / or sexual trauma histories. Outcomes were assessed at 6 and 12 months follow up. Results showed that women who participated in the TREM showed significantly better outcomes than those who received treatment-as-usual on trauma-related symptoms, although not on alcohol or drug use. Fallot et al. (2011) in a quasi-experimental study tested the effectiveness of TREM in a group of women with histories of physical and / or sexual abuse and co-occurring serious mental illnesses and substance use disorders (n = 153) versus treatment as usual (n = 98). Participants were assessed at baseline and at 6 and 12 months. Unlike Toussaint et al. (2007), TREM participants showed greater reductions in alcohol and drug abuse severity, anxiety symptoms, and current stressful events, and they showed greater increases in perceived personal safety. There were no group differences in change for posttraumatic stress disorder and global mental health symptoms, physical and mental health–related quality of life, and exposure to interpersonal abuse. 

Overall, and despite the fact that there is plenty of evidence on the effectiveness of individual therapies (e.g. Benish et al., 2008), there is limited evidence on manualised group interventions that target pervasive low self-esteem, dissociation, affect dysregulation and interpersonal difficulties following interpersonal trauma by emphasising and facilitating the development of trauma recovery skills, affect regulation and meaning making. To our knowledge this pilot study is the first to report on the effectiveness of a manualised, group-based intervention that encapsulates these therapeutic goals in survivors of interpersonal trauma. We have hypothesised that group therapy would lead to improved symptomatology (e.g. general distress, traumatic symptomatology, self-esteem and dissociation) over time in adult survivors of interpersonal trauma. 

Methods

Aims


The present multi-centred study aimed to provide preliminary evidence on the effectiveness and acceptability of group psychotherapy based on the TREM model for the management of psychological distress (i.e. traumatic symptomatology, dissociation, self-esteem, general distress) in people with a history of interpersonal trauma. 

Research questions

The study attempted to answer the question how effective and acceptable is group therapy for the mental health problems of survivors of interpersonal trauma at the end of treatment and at 3 – month follow – up? 
Participants

Participants were a consecutive series of patients (n = 71) from the waiting lists of outpatient clinics in 5 National Health Service (NHS) Boards in Scotland. A total of nine women’s groups were organised and delivered. Inclusion and exclusion criteria are described as follows.
Inclusion Criteria: Female service users with a history of interpersonal trauma (child sexual abuse, child neglect, physical abuse, assault, domestic violence) and subsequent psychological distress (i.e. traumatic symptomatology, dissociation, self-esteem, general distress) in the waiting list of the participating organizations, being willing to participate voluntarily, able to give written informed consent and aged between 18 – 65 years old. Exclusion Criteria: Service users unwilling to participate, who do not give their consent. Service users who attend other formal psychotherapy services in the voluntary or private sector. Presence of severe personality disorder, psychosis or bipolar disorder which make participation in a group setting distressing for the patient was also an exclusion criterion but no patients were excluded on this basis. Ability to cope with the requirements of participation was based on clinical judgement and the information presented on the referral. Current substance use was not an exclusion criterion but participants were informed that attendance will be disallowed if they arrive under the influence of alcohol or drugs. 

Procedure


Potential participants were identified by the information presented in the referral in the waiting lists of participating services. Participants were invited to participate in the study by clinicians in respective services and following consent to participate and confirmation of inclusion / exclusion criteria, participants started treatment in groups. They were assessed by means of structured interview using a range of standardised scales at four time points (i.e., pre-treatment, mid-treatment, post-treatment and 3-month follow-up). Ethical approval for the study was obtained from a Scottish University and the Integrated Research Application System (IRAS), prior to commencement of the research process. 

Group Intervention (Fallot & Harris, 2004)

A contested version of the manualised Trauma Recovery and Empowerment (TREM) was offered consisting of 18 sessions of approximately 90 mins hour duration. TREM was developed by Maxine Harris and a group of therapists and survivors for people who survived interpersonal trauma and have developed subsequent poor mental health, including people with severe mental illness.  TREM draws on cognitive–behavioural and skills training techniques. The content and structure of the intervention are also informed by the role of gender in the ways women experience and cope with interpersonal psychological trauma. The programme consists of three main parts. During the first part, group members learn strategies for self-comfort and accurate self-monitoring as well as ways to establish safe physical and emotional boundaries. During the second part, participants explore and reframe the connection between their experiences of abuse and other current difficulties, including substance use, psychological distress and interpersonal problems. During the third part, participants acquire a number of skills on communication, decision making, regulating overwhelming feelings, and how to establish safer, more reciprocal relationships (Fallot & Harris, 2004).  Sessions are structured and the group explores a predetermined set of questions in each session. 

Groups in the present study were run by experienced clinical, counselling psychologists or experienced specialist therapists. Groups consisted of a maximum of 10 participants per group. Groups were offered weekly or biweekly. A 3-day standardised formal DVD training was offered on the delivery of the intervention facilitated by a Consultant Clinical Psychologist. Training included issues around interpersonal trauma, group work and delivery of the package. All therapists were supervised during the delivery by the same Consultant Clinical Psychologist throughout the study.
Measures

All participants completed the same battery of self-report measures at pre-treatment, mid-treatment (session 9), post-treatment and 3-months following course completion described briefly as follows:

 Basic demographics including age, gender and educational attainment. 
Clinical Outcomes in Routine Evaluation (CORE) (Evans et al., 2000)

CORE consists of 34 items of psychological and psychosomatic strain which cover four dimensions: subjective well-being, problems or symptoms, life functioning and also six risk items used as clinical indicators of the participant being “at risk” to themselves or others (over the last week). Participants respond on a five point scale ranging from “not at all” to “most or all of the time”. A higher score indicates higher psychological distress. Cut-off scores for females are as follows: Subjective well-being 1.77, problems or symptoms 1.62, functioning 1.30 and risk 0.31.
PTSD Checklist (PCL-C) (Blanchard et al., 1996)
The PCL-C is a self – report 17 – item standardised questionnaire which assesses post – traumatic symptoms (e.g. intrusive memories) over the last week. Participants respond in a five point scale, ranging from “not at all” to “extremely” how much the specific symptom was a problem to them over the past month. An overall score and sub-scores for re-experience, avoidance and hyperarousal subscales are provided. A higher score indicates higher traumatic symptomatology. For a diagnosis of PTSD a score of 45-50 has been proposed.
The Symptom Checklist (SCL-90R) (Derogatis, 1979)


The SCL-90 is a standardised self-report instrument for measuring general psychopathology. There are also subscales that capture aspects of interpersonal sensitivity and emotional dysregulation (e.g. Hostility). It contains 90 problem items rated on a 5-point Likert scale and comprising nine sub-scales: Somatization, Obsession-Compulsion, Interpersonal Sensitivity, Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation and Psychoticism. Seven additional items do not belong to any sub-scale. The nine sub-scales can be combined into three global indices: the Global Severity Index (GSI), which is used in the present study, the Positive Syndrome Distress Index (PSDI) and the Positive Symptom Total (PST). A higher score indicates higher psychological distress. The SCL-90R also defines a clinical cut-off as a T-score of 63 for at least two of the subscales or for the Global Severity Index score.
Dissociative Experiences Scale (DES) (Bernstein & Putnam, 1986)


DES is a 28 - item self-report measure of the frequency of a number of dissociative symptoms (e.g. gaps in awareness, depersonalization). Respondents rate the percentage of time (i.e. 0 to 100%) they experience each symptom / item. No time frame for assessment is specified. A higher score indicates higher levels of dissociation. A score of 45 or above suggest high likelihood of a dissociative disorder.
Rosenberg Self-Esteem Scale (RSES; Rosenberg, 1965) 


RSES is a 10 - item standardized self-report measure of self-esteem (no time frame for assessment is specified). Respondents report feelings about their self using a four point response format (strongly agree, agree, disagree, and strongly disagree). A higher score indicates higher self-esteem. A score below 15 suggests low self-esteem.
Data Analysis


SPSS 21 was used for data analysis. Means (Standard deviations - Sd’s) were calculated for all continuous variables and frequencies (%) for all categorical variables (tables 1 - 3). Comparisons over time (pre –,  mid -, post – and follow – up scores) were made by means Repeated Measures ANOVA. Intent to treat (Last-Observation-Carried-Forward - LOCF) was performed. Treatment effect sizes for pre – versus post – treatment and pre – versus follow - up for all outcome measures were calculated using Cohen’s d formula (Cohen, 1988) (table 2). Clinical significance on the total of outcome measures was assessed as to whether a patient’s outcome response falls outside the range of the dysfunctional population by two standard deviations from the pre-treatment mean of that population in the direction of functionality (table 3) (Jacobson & Truax, 1991). Acceptability of the intervention was explored by means of drop-out rates.
Results
Attrition Rates 


A total of 82 participants were eligible for the study, consented to participate and agreed to take part. A total of 11 participants never started treatment because they were unable to cope in a group therapy setting and offered individual therapy outwith the study. A total of 71 participants started treatment.  Of those, 49 participants were assessed at mid-point treatment and 42 completed the treatment. A total of 29 (41%) participants dropped out. Of those, 13 (18%) had difficulties that required immediate attention whereas n=5 (7%) reported that they felt that the programme was not suitable for them. For n=11 (15%) the reason of drop – out was unknown (see figure 1).
FIGURE 1 ABOUT HERE

Completers (n = 42) and non-completers (n = 29) were compared in relation to all outcome measures at pre-intervention. Completers and non – completers did not differ (p ≤ .05) in any of the outcome measures. Participants received a mean of 10.5 (Sd =6.1) sessions. 
Sample characteristics


As shown in table 1, mean age of participants was 40.4 (Sd = 10.6). The majority had attended higher education (56.3%) but they were unemployed or retired (70.4%). Also the majority reported they were divorced or single (71.8%) and were living with others (54.9%). The majority (67.6%) reported that they were on psychotropic medication at the time of study. Finally, 43.7% had experienced interpersonal trauma in either childhood or adulthood whereas 54.9% had experienced interpersonal trauma in childhood and adulthood.
TABLE 1 ABOUT HERE

Treatment outcome

Table 2 illustrates means and standard deviations at baseline, pre-, post-intervention and follow-up on all outcome measures. All mean scores improved from pre-treatment to follow-up with the exception of CORE risk for which the mean score slightly worsened and SCL-90 hostility mean score for which the mean score remained the same at follow-up as in pre-treatment. However, statistically significant differences were not detected over time across both measures. Statistically significant improvements (p ≤ .05) over time were found in CORE well-being and total, SCL-90 somatization, anxiety, phobic anxiety, and GSI, PCL-C avoidance, hyperarousal and total, DES and RSES. No statistically significant (p ≤ .05)  differences over time were detected in CORE symptoms, functioning and risk, SCL-90 obsessive-compulsive, interpersonal sensitivity, depression, hostility, paranoid ideation and psychoticism and PCL-C re-experience. Treatment effect sizes were small to medium (Cohen, 1988) across outcome measures and assessment points. Overall results indicate that group psychotherapy may be useful for improving general distress and anxiety including traumatic symptomatology, dissociation and self-esteem symptoms. However, group psychotherapy was not found to have an effect on interpersonal, depressive and paranoid symptoms in survivors of interpersonal trauma. 
TABLE 2 ABOUT HERE
FIGURE 2 ABOUT HERE
With regard to clinical significance, at post-treatment, a proportion of 9.9% to 54.9% of participants achieved clinical significance across measures. DES was the only measure that a higher proportion of participants (54.9%) achieved clinical significance compared to those who did not. A high percentage of participants also achieved clinical significance at RSES (40.8%). At follow-up, it was notable that a higher percentage of individuals achieved clinical significance at CORE total (25.4%), SCL-90 GSI (29.6%) and DES (60.6%) compared to ratings at post-treatment. For PCL-C total, the same number of participants achieved clinical significance at post-treatment and follow-up (9.9%). For RSES more individuals achieved clinical significance at follow-up (44%) compared to post-treatment (29%). These results indicate that group psychotherapy may be useful for a proportion of participants and especially so for symptoms of dissociation and self-esteem. Positive outcomes can be maintained or even improve at follow-up for some participants.
TABLE 3 ABOUT HERE
Discussion
There is limited evidence on manualised group interventions that adopt a broader view of trauma sequelae following interpersonal trauma by emphasising and facilitating the development of trauma recovery skills, affect regulation and meaning making. The present study reports pilot data on the effectiveness and acceptability of group manualised therapy for female adult survivors of interpersonal trauma. Overall results indicate that group psychotherapy may be useful for general distress and anxiety including traumatic symptomatology, dissociation and self-esteem symptoms. However, group psychotherapy was not found to have an effect on interpersonal, depressive and paranoid symptoms in survivors of interpersonal trauma. Our results also indicate that group psychotherapy may be beneficial for a proportion of survivors of interpersonal trauma and especially so for symptoms of dissociation and self-esteem. Previous research has also established the effectiveness of individual and group therapies for PTSD symptomatology and interpersonal problems (e.g. Cloitre et al., 2010), general distress (e.g. Jepsen et al., 2009), depression (e.g. Resick et al., 2003) and dissociation (e.g. Chard, 2005), but with the exception of Chard (2005) no previous study was found on the effectiveness of group psychotherapy that reported on clinical significance.

With regard to acceptability of the intervention, a drop-out rate of 40% was observed in the present study which is quite similar to those observed in previous research in the area of psychological interventions for traumatised populations and clinical practice in Scotland (e.g. 43.5% in Karatzias et al., 2011 and 43% in Karatzias et al., 2014). Drop-out rates in previous large RCTs (Classen et al., 2011; Cloitre et al., 2010; Resick et al., 2003) testing manualised interventions for interpersonal trauma ranged between 16% (Classen et al., 2011) to 39.4% (Cloitre et al., 2010) across active treatment groups. The high drop-out rates in the present study may question the validity of the findings, which require replication in future research. Overall our findings indicate that a more careful selection of participants for group programmes is necessary in order to minimise the risk for drop-out and maximise treatment benefits. Perhaps a careful assessment prior to the start of the intervention including assessment of appropriateness to cope with the demands of a group intervention and a preparatory session for group psychotherapy may be important to facilitate adjustment in a group setting. Preference for individual versus group psychotherapy should also be carefully assessed. Nevertheless, the high drop-out rate is also reflective of the difficulty that interpersonal trauma survivors have to establish trusting relationships (Tummula-Narra et al., 2012). It would be useful to explore in future research further enhancements of group psychotherapy to improve uptake and acceptability. Future research should also explore predictors of outcome and drop-out following group psychotherapy such as symptom severity including severity and range of comorbidity as well as abuse history. This information is essential to tailor intervention to patient’s needs.

Preliminary evidence from the present study suggests that skills based group therapy of CBT orientation that targets emotion regulation and meaning making across a wide range of difficulties is helpful in improving psychopathology for some survivors of interpersonal trauma. However, considering the small numbers who achieved clinical significance across most outcome measures at post-treatment and follow-up, further research is required on individual interventions that do not necessarily aim at reducing PTSD symptomatology but target interpersonal difficulties, pervasive self – esteem issues and emotion dysregulation, all common and overlapping presentations in survivors of interpersonal trauma (Cloitre et al., 2013) . Although these areas can benefit from interactive group proceedings in group therapy, for people who are in crisis, individual therapy may be a more appropriate choice for some. To participate in a group format therapy, participants should be ready to be challenged by their peers for their perspectives through the feedback they receive about themselves. In individual therapy, participants receive feedback only from their therapist and therefore, may be a more “gentle” approach to intervention. It is important to identify those suitable for group therapy in order to maximise benefit and reduce drop-out. Nevertheless, further research is required comparing individual versus group therapies for adult survivors of interpersonal trauma and identifying predictors of treatment outcome. Future research should also consider new emerging theoretical conceptualisations explaining recovery processes from interpersonal trauma which emphasise the importance of shame and guilt in one’s recovery journey (e.g. Chouliara et al., 2014). Compassion Focused Therapy (CFT, Gilbert, 2009) focuses on shame and self-criticism as core aspects of distress and poor mental health and therefore it is worth exploring further for the management of mental health problems following interpersonal trauma. It is worth mentioning that we have also excluded people with severe mental health problems in the present study and there is evidence to suggest that interpersonal trauma is highly prevalent in people with severe mental health problems (e.g. Mauritz et al., 2013). Further research is required to establish the usefulness of such interventions with people with severe mental health problems and are survivors of interpersonal trauma.
Our findings require replication in adequately powered controlled studies. Sample size was rather small although a longitudinal design was adopted. Furthermore, only self report measures have been used to assess outcomes. Another methodological limitation of the present study was its lack of a control group. In treatment outcome studies it is important to demonstrate that an intervention is better than no intervention (Stevens et al., 2000). Finally, the exclusive inclusion of female participants also limits the generalisibility of findings to men. Despite its limitations, the present study has produced some preliminary evidence that group psychotherapy of CBT orientation may be beneficial for interpersonal trauma.

Participating in an intervention group that is safe and respectful, survivors of interpersonal trauma can explore the impact of their trauma by hearing and be heard by other survivors and by tackling powerlessness and social disengagement. Eventually people can rebuild a sense of self and may also achieve interpersonal growth (Mendelsohn et al., 2007), although this aspect was not demonstrated in this study. Furthermore, group interventions provide opportunities for experiential learning that many survivors might have been denied early in life (e.g. emotional regulation), challenge a commonly held assumption that they have been affected by the trauma in a unique and profound way and facilitate the development of interpersonal skills (e.g. dealing with rejection and trusting others). At a service level, group therapy is more efficient than individual therapy, because it can be offered broadly therefore it is more cost-effective and can help reduce long waiting lists (Courtois and Ford, 2009). However, considering the small number of participants who achieved clinical significance in the present study, a treatment preference study may provide appropriate evidence for further use of individual and group therapies for survivors of interpersonal trauma.
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Figure 1. Attrition rates








Table 1. Demographic and trauma characteristics of sample
	Factor
	Level / Units
	n= 71
Mean or Nos (Sd or %)

	Age


	
	40.4 (10.6)

	Education


	Basic Education

Higher Education
	31 (43.7)
40 (56.3)

	Employment
	Full / part-time

Unemployed / retired / other
	21 (29.6)
50 (70.4)

	Marital status
	Married / Cohabiting

Divorced / Single / Widower
	20 (28.2)
51 (71.8)

	Living arrangements
	Alone

With others
	32 (45.1)
39 (54.9)

	Currently on psychotropic medication
	Yes

No
	48 (67.6)
12 (16.9)

	Type of interpersonal trauma
	Childhood or adulthood
Childhood and adulthood
	31 (43.7)
39 (54.9)


Table 2. Baseline, pre - , post - and follow - up means (Sd’s) of outcome measures (Intention to Treat Analysis)
	Measure
	Pre – intervention

Mean (Sd)
	Mid-intervention

Mean (Sd)
	Post – intervention

Mean (Sd)
	Follow – up

Mean (Sd)
	F


	p =
	Cohen’s d

Post-intervention
	Cohen’s d

Follow-up

	CORE
	
	
	
	
	
	
	
	

	Well Being
	2.8 (0.9)
	    2.7 (0.9)
	    2.5 (0.9)
	2.4 (1.0)
	     5.1
	      .002
	        0.3
	       0.4

	Symptoms
	2.8 (0.8)
	2.9 (1.3)
	2.7 (1.4)
	2.6 (1.4)
	2.2
	.086
	0.1
	0.2

	Functioning
	2.2 (0.7)
	2.2 (0.7)
	2.1 (0.8)
	2.1 (0.8)
	2.0
	.109
	0.1
	0.1

	Risk
	0.9 (0.8)
	1.1 (0.9)
	1.0 (1.0)
	1.0 (1.0)
	1.3
	.261
	-0.1
	0.1

	Total
	2.3 (0.7)
	2.3 (0.7)
	2.1 (0.8)
	2.1 (0.8)
	3.6.
	.015
	0.3
	0.3

	SCL-90
	
	
	
	
	
	
	
	

	Somatization
	2.2 (0.9)
	2.3 (0.9)
	2.2 (1.0)
	2.1 (1.0)
	4.5
	.004
	0.0
	0.1

	OC
	2.5 (0.9)
	2.6 (0.9)
	2.5 (0.9)
	2.4 (0.9)
	2.6
	.055
	0.0
	0.1

	IS
	2.4 (0.9)
	2.4 (1.0)
	2.3 (1.0)
	2.3 (1.1)
	1.6
	.209
	0.1
	0.1

	Depression
	2.7 (0.8)
	2.7 (0.9)
	2.6 (1.0)
	2.5 (1.0)
	2.0
	.109
	0.1
	0.2

	Anxiety
	2.6 (1.1)
	2.6 (1.1)
	2.4 (1.2)
	2.3 (1.2)
	3.8
	.011
	0.2
	0.3

	Hostility
	1.3 (0.9)
	1.5 (1.1)
	1.5 (1.1)
	1.3 (1.2)
	1.4
	.237
	-0.2
	0.0

	PA
	2.4 (1.1)
	2.4 (1.2)
	2.3 (1.2)
	2.1 (1.3)
	5.6
	.001
	0.1
	0.2

	PI
	2.0 (0.9)
	2.1 (1.0)
	2.0 (1.0)
	1.9 (1.1)
	1.2
	.325
	0.0
	0.1

	Psychoticism
	1.8 (0.9)
	1.9 (1.0)
	1.8 (1.0)
	1.7 (1.0)
	1.4
	.240
	0.0
	0.1

	GSI
	2.3 (0.8)
	2.3 (0.9)
	2.2 (0.9)
	2.1 (0.9)
	3.4
	.019
	0.1
	0.2

	PCL-C
	
	
	
	
	
	
	
	

	Re-experience
	18.2 (5.4)
	17.5 (5.7)
	17.1 (5.9)
	17.0 (6.2)
	2.2
	.091
	0.2
	0.2

	Avoidance
	23.6 (6.4)
	23.8 (7.3)
	22.3 (7.4)
	22.3 (7.8)
	3.1
	.029
	0.2
	0.2

	Hyperarousal
	18.5 (4.2)
	18.4 (5.0)
	17.4 (5.2)
	17.6 (5.2)
	3.2
	.024
	0.2
	0.2

	Total
	60.3 (13.7)
	59.4 (16.5)
	56.9 (17.2)
	56.9 (17.8)
	3.0
	.030
	0.2
	0.2

	DES
	33.7 (18.6)
	-----
	33.4 (18.8)
	30.8 (19.7)
	3.0
	.05
	0.0
	0.2

	RSES
	9.2 (4.9)
	9.3 (5.7)
	10.0 (5.8)
	10.5 (6.0)
	2.8
	.040
	0.1
	0.2


OC Obsessive Compulsive, IS Interpersonal Sensitivity, PA Phobic Anxiety, PI Paranoid Ideation, GSI General Severity Index

Cohen (1988) provides the following guidelines for interpreting effect size d "small, d = .2," "medium, d = .5," and "large, d = .8",

Table 3. Clinical significance at post-treatment and follow-up
	Measure
	Post-treatment
	
	Follow-up
	

	
	Yes 
(%)
	No 
(%)
	Comparison

Df = 1
	Yes 
(%)
	No 
(%)
	Comparison

Df = 1

	CORE total
	15 (21.1)
	56 (78.9)
	X2 = 23.7, 
p = .001
	18 (25.4)
	53 (74.6)
	X2 = 17.2, 
p = .001

	SCL-90 GSI
	17 (23.9)
	54 (76.1)
	X2 = 19.3, 
p = .001
	21 (29.6)
	50 (70.4)
	X2 = 11.8, 
p = .001

	PCL-C total
	7 
(9.9)
	64 (90.1)
	X2 = 45.8, 
p = .001
	7 
(9.9)
	64 (90.1)
	X2 = 45.8, p = .001

	DES
	39 (54.9)
	31 (43.7)
	X2 = 0.9, 
p = .339
	43 (60.6)
	27 (38.0)
	X2 = 3.7, p = .056

	RSES
	29 (40.8) 
	42 (59.2)
	X2 = 2.4, 
p = .123
	44 (62.0) 
	27 (38.0)
	X2 = 4.1, p = .044


Figure 2. Change over time in outcome measures
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Drop out (n=29)


Difficulties requiring immediate attention (personal, medical family) 
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Needs not met 
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3 – month follow - up assessed (n=28)
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