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Efficacy of Psychoeducational Group Therapy
in Reducing Symptoms of Posttraumatic Stress Disorder  

Among Multiply Traumatized Women

Hadar Lubin, M.D., Michelle Loris, Psy.D., John Burt, Ph.D., and David Read Johnson, Ph.D.

Objective: The role of group therapy in treatment of posttraumatic stress disorder
(PTSD) has been traditionally restricted to issues of self-esteem and interpersonal relation-
ships, rather than primary symptoms of the disorder. In this study, the authors examined
the effectiveness of a 16-week trauma-focused, cognitive-behavioral group therapy,
named Interactive Psychoeducational Group Therapy, in reducing primary symptoms of
PTSD in five groups (N=29) of multiply traumatized women diagnosed with chronic PTSD.
Method: The authors made assessments at baseline, at 1-month intervals during treat-
ment, at termination, and at 6-month follow-up by using self-report and structured interview
measures of PTSD and psychiatric symptoms. The absence of a control group limits the
conclusions drawn from the study. Results: At termination, subjects showed significant re-
ductions in all three clusters of PTSD symptoms (i.e., reexperiencing, avoidance, and hy-
perarousal) and in depressive symptoms; they showed near-significant reductions in gen-
eral psychiatric and dissociative symptoms, at termination. These improvements were
sustained at 6-month follow-up. Conclusions: The role of group therapy in PTSD treat-
ment should not be prematurely restricted to addressing self-esteem and interpersonal di-
mensions only. The use of structured, cognitive-behavioral elements within the group for-
mat may allow for more targeted treatment of core symptoms of the disorder. 

(Am J Psychiatry 1998; 155:1172–1177)

Increasing attention to the impact of childhood sex-
ual abuse and adult sexual assault on the development
of posttraumatic stress disorder (PTSD) and other psy-
chiatric syndromes has led to a concomitant effort to
design and evaluate effective treatment strategies. In
this study, we attempted to evaluate the efficacy of a
psychoeducational group therapy format for multiply
traumatized, chronically ill women.

Only within the past two decades has the magnitude
of problems resulting from sexual abuse and violence
against women come to be appreciated (1–3). Approx-
imately 20%–25% of all women report a history of
sexual abuse during childhood (4). Russell (4) found
that 38% of a community cohort of women reported
having had childhood sexual contact with an adult and

41% reported at least one experience that met the legal
definition of rape. In their survey of criminal victimiza-
tion in four community cohorts of adult women, Kil-
patrick and Resnick (5) found a substantial history of
sexual assault (39%), completed rape (18%), and
physical assault (11%).

Childhood sexual abuse has been associated with
long-term psychiatric problems in adult life including
dissociative and posttraumatic stress disorders, depres-
sion, anxiety, phobia, substance abuse, eating disor-
ders, suicidality, self-destructive behaviors, problems
in interpersonal and intimate relationships, impaired
self-esteem, and impaired identity formation (6–9).
While there has been no definitive study to show a
causal link between character pathology and child-
hood experience of sexual abuse, there appears to be a
close association (10–13). For example, Herman et al.
(10) found that 81% of patients diagnosed with bor-
derline personality disorder reported histories of child-
hood trauma; of those, 68% reported a history of sex-
ual abuse.

The combined effects of childhood and adulthood
traumas that are hypothesized to cause psychiatric
symptoms, behavior disturbances, and distortions in
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personality have been termed complex posttraumatic
stress disorder (PTSD), or disorders of extreme stress,
although the degree to which this condition can be
differentiated from PTSD is the subject of significant
debate (14, 15). This condition is characterized by al-
terations in regulation of affect, attention, self-percep-
tion, interpersonal relations, systems of meaning, and
somatization (15). Patients with such disorders have
been found to be difficult to treat, because of both the
complexity of their symptom picture and the fact that
treatment is usually initiated many years after the trau-
matic events (10, 16). These patients, therefore, have
the potential to absorb a greater percentage of health
care costs in terms of support services, disability pay-
ments, and hospital costs. Thus, because of both the
high prevalence and difficult treatment challenge, ef-
forts to find effective treatments are of significance.

Group therapy has been widely used in the treatment
of women with a history of childhood abuse, sexual as-
sault, and other types of traumas (17–21). Group
treatment has been proposed as effective in enhancing
self-esteem and hopefulness, reducing mistrust, im-
proving interpersonal skills, and reducing social isola-
tion (16, 19, 20). However, reduction of PTSD symp-
toms has more often been the aim of individual
treatment (22, 23), leading many clinicians to recom-
mend group therapy after an initial course of individ-
ual therapy (16, 24, 25).

Empirical inquiry into treatment outcome of group
therapy with multiply traumatized women is limited.
Four studies of an interpersonal approach to group
therapy with adult female incest survivors found im-
provements at termination in general psychological
distress, depression, self-esteem, self-control, and some
trauma-related symptoms, in both short-term (20, 26,
27) and long-term (19) formats. Improvements were
greater for those subjects who perceived other group
members as having had similar experiences. These
studies, however, lacked a control group, a follow-up
assessment, or both. 

In an important study, Resick et al. (28) found that
group therapy using a cognitive processing model re-
sulted in significant improvement in both PTSD and
depressive symptoms as compared to wait-list control
groups. Though the subjects of Resick et al. consisted
of adult rape victims without a history of childhood
sexual abuse, their study demonstrated the possibility,
in at least one trauma population, that group treat-
ment may be effective in reducing core PTSD symp-
toms as well as problems with self-esteem and interper-
sonal relationships.

In the present study, we attempted to apply elements
of effective PTSD treatment in a group therapy format
designed for multiply traumatized and chronically ill
women. This approach, named interactive psychoedu-
cational group therapy (29), attempts to achieve signif-
icant reductions in the core PTSD symptoms in addi-
tion to providing benefits of increased hopefulness,
self-esteem, and interpersonal skills. This trauma-fo-
cused group therapy embeds components from other

established treatment approaches, including direct
therapeutic exposure and cognitive-behavioral ap-
proaches (21, 30, 31), in which group support, instilla-
tion of hope, interpersonal learning, and universality
are emphasized (32). Psychoeducational and cognitive-
behavioral interventions are used to maintain the focus
on the women’s adaptational strategies in response to
the experience of being traumatized rather than on the
relationships among group members. We hypothesized
that symptomatic relief would occur as the women’s
ability to gain perspective on their traumatic experi-
ences increased, allowing trauma schemata to be inte-
grated with and modified by their prior undistorted
self-schemata (21).

In the present study, we attempted to measure the ef-
ficacy of this group therapy model with five groups
(total N=29) of multiply traumatized women, based on
assessments at baseline, at 1-month intervals during
treatment, at termination, and at 6-month follow-up.
Because no control group was available, the results of
this study must be considered preliminary.

METHOD

Subjects

We recruited female subjects from the community through adver-
tisements and referrals from area agencies. Subjects were first
screened by telephone contact and then assigned for an initial psy-
chiatric evaluation to assess their appropriateness for participation.
Selection criteria included 1) age from 18 to 65 years; 2) victims or
witnesses of violent crime, physical or sexual assault, or other emo-
tionally traumatizing incidents (defined as serious threats to life or
bodily integrity) in both childhood and adulthood; and 3) willing-
ness to participate in a group modality. Exclusion criteria included
1) state of acute crisis, 2) active abuse of substances, 3) psychosis,
4) current suicidality, or 5) participation in another group therapy.
We accepted subjects on the condition that they would make no
changes in current treatment arrangements (i.e., individual therapy,
medications, 12-step programs). No fees were charged or payments
made to subjects. 

For this study, we evaluated 56 subjects. We accepted into the
study the 38 women who met inclusion criteria and formed groups
of six or seven subjects each. Written informed consent was obtained
from subjects after the purpose and procedures of the study were
fully explained. Five subjects dropped out during the 2–3-week wait-
ing period. Of the 33 subjects entering the study, 29 completed treat-
ment. Four dropped out during phase 1 (one from each of the first
four groups).

Therapists

The first author (H.L.), a female psychiatrist and developer of the
treatment model, served as the lead therapist for all five groups. Her
co-leaders were a female clinical psychologist (M.L.) for four
groups, and a female psychiatrist for one group; both had been
trained in the treatment model before initiation of the study. All
three therapists had had several years of previous PTSD group ther-
apy experience. The lead therapist monitored adherence to the treat-
ment model in supervision sessions immediately following each
group session. All therapists were blind to the quantitative assess-
ment data collected by research assistants.

Group Therapy Procedure

Each group met for 90-minute sessions once a week over 16 con-
secutive weeks. Each session consisted of a brief psychoeducational
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lecture (about 15 minutes), followed by an interactive discussion di-
rected by the therapists (about 1 hour) and then a wrap-up with an
educational emphasis (about 15 minutes). Subjects were given book-
lets summarizing the series of lectures; at the end of each session,
homework was assigned. The therapists used a blackboard to high-
light essential points in the lectures.

The interactive psychoeducational group therapy model is divided
into three treatment phases, each with a distinct focus. The aim of
the first phase is to explore the effects of the trauma on the individ-
ual’s sense of self, particularly the issues of shame, trust, and distur-
bances in feminine identity. During this phase, each subject reviewed
her traumatic events with the group and received feedback from
group members and the therapists. The aim of the second phase is to
explore the effects of the trauma on the individual’s interpersonal re-
lationships, such as difficulties with intimacy, dependency, and sex-
ual dysfunction. The lectures during this phase were centered on
identifying maladaptive coping strategies and defense mechanisms
that interfered with these relationships. The aim of the third phase is
to explore the ways of finding meaning in one’s life despite the
trauma. Lectures highlighted existential challenges that hinder ways
of finding meaning, focused on ways to transform the traumatic ex-
periences, and reviewed the importance of social support. We used
interpersonal interactions to demonstrate to members how past
traumatic schemata were reenacted in the present. A more detailed
description of this treatment modality is available (29).

Measures

Four trained clinician-interviewers administered the study mea-
sures to subjects at baseline, 1-month intervals during treatment, ter-
mination, and 6-month follow-up. Each subject had the same inter-
viewer for all assessments. This evaluation included a detailed
review of trauma history and an assessment of PTSD and general
psychiatric symptoms. General psychiatric diagnoses were deter-
mined by the Structured Clinical Interview for DSM-III-R—Patient
Version (33), incorporating the PTSD module developed for the Na-
tional Vietnam Veterans Readjustment Study (34), and the Struc-
tured Interview for Disorders of Extreme Stress (15).

PTSD measures. The Clinician-Administered PTSD Scale assesses
the frequency and intensity of the 17 PTSD symptoms listed in DSM-
III-R for both current (i.e., within the past week) and lifetime peri-
ods. Test-retest and interrater reliabilities are adequate (35). This in-
strument has the advantage of being less reliant on the subject’s self-
report, allowing the clinician-rater to probe the relevant symptoms
in greater detail. In addition to the assessments at entry, termination,
and follow-up, we administered the Clinician-Administered PTSD
Scale to subjects at 1-month, 2-month, and 3-month time points dur-
ing the treatment course. The Civilian Mississippi Scale is a 39-item
self-report questionnaire, adapted from the Mississippi Scale for
Combat-Related PTSD by the original authors (36). It is a 5-point

Likert scale consisting of questions about nightmares, avoidance of
feelings about and reminders of the past, and suicidal and homicidal
ideation. The Impact of Event Scale is a 15-item scale that consists of
two subscales: cognitive intrusion and avoidance. Internal consis-
tency of the subscales has been reported to be adequate (coefficient
alpha=0.78 for intrusion and 0.80 for avoidance; split-half reliability
for the total score was 0.86) (37).

Measures of psychiatric symptoms. The SCL-90-R is a 90-item
Likert scale covering a broad spectrum of psychiatric symptoms.
Derogatis (38) has reported acceptable test-retest reliability, internal
consistency, and both concurrent and discriminant validity for the
scale. The Beck Depression Inventory is a 21-item self-report ques-
tionnaire (39) that has been widely used in empirical research on de-
pression in rape victims (22, 28, 40). The Dissociative Experiences
Scale is a 28-item self-report scale that measures dissociative symp-
toms and experiences. Subjects mark a line to estimate the frequency
of each event. Bernstein and Putnam (41) demonstrated that the
scale has good reliability and validity.

Data Analysis

The analytic strategy consisted of two parts: first, examination of
changes in outcome measures from pre- to posttreatment; and sec-
ond, examination of changes between completion of treatment and
6-month follow-up. We used repeated measures analyses of variance
(ANOVAs) or t tests to determine overall main effects of treatment
on dependent variables as well as to examine effects of each indepen-
dent variable (cohort, current age, age at traumas, type of trauma,
type of perpetrator, recency of trauma, education, or marital status).
We used median splits for noncategorical variables. Because of mul-
tiple comparisons, the p value was set at 0.01.

RESULTS

Demographic Characteristics

Demographic data reveal that the subjects, whose
mean age was 41 years, were primarily Caucasian, rel-
atively well educated, and partially employed (table 1).
These subjects generally had experienced several trau-
mas from childhood through adulthood: sexual assault
or rape (83%), physical assault (59%), and violent ac-
cidents (31%). Perpetrators were usually family mem-
bers (66%) and, less often, acquaintances (24%) or
strangers (10%). On average, their last traumas were
not recent.

The subjects had remained severely ill for an ex-
tended length of time. On average, each subject met
criteria for three DSM-III-R diagnoses, including anxi-
ety disorder (66%), mood disorder (52%), borderline
personality disorder (34%), somatoform disorder
(14%), and disorders of extreme stress (79%). About
half had been hospitalized, had attempted suicide, or
both. Their average score on the Global Assessment of
Functioning Scale was 55 (SD=7.42). The women had
been in outpatient psychotherapy for an average of 7.6
years (SD=3.4) before entry into the study; during the
study, 83% were in individual therapy, and 79% were
taking psychotropic medication (antipsychotics, 17%;
antidepressants, 62%; antianxiety medications, 55%).

There were no significant differences between the
four dropouts and the study group on any of the demo-
graphic or outcome measures taken at entry, and there
were no significant differences among the five cohorts
on any of the study variables. 

TABLE 1. Demographic and Trauma Data for 29 Multiply Trau-
matized Women With PTSD

Measure Mean SD Range N %

Age (year) 41.48 10.54 23–65
Race 

Caucasian 25 86
African American 3 10
Hispanic 1 3

Subjects employed full-time 11 38
Education (years) 14.72 2.56 11–20
Number of marriages 1.00 0.93 0–4
Number of children 1.00 1.20 0–4
Traumas

Number 2.41 1.21 2–5
Chronology

Age
At first trauma 8.69 9.17 2–42
At worst trauma 17.69 11.53 3–49
At last trauma 27.90 13.08 5–62

Years since last trauma 13.59 14.95 0–46
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Effects

Pre- to posttreatment effects. Table 2 lists the main
results of the study. Subjects demonstrated significant
reductions in their PTSD symptoms, as measured
by all subscales of the Clinician-Administered PTSD
Scale, as well as in their total symptoms (26 of 29 sub-
jects improved). These reductions were evident within
the first month of treatment, and the subjects contin-
ued to show improvement through termination of
treatment. Clinically meaningful reductions (more
than one standard deviation below pretreatment
levels, about a 50% reduction) in scores on the Clini-
cian-Administered PTSD Scale occurred for 38% of
the group. 

The self-report measures of PTSD (Civilian Missis-
sippi Scale and Impact of Event Scale) showed less ro-
bust reductions. Subjects showed significant reduc-
tions in depressive symptoms and near-significant
reductions for improvement in overall psychiatric and

dissociative symptoms, as measured by SCL-90-R and
the Dissociative Experiences Scale, respectively.

Effects of independent variables. On repeated mea-
sures ANOVAs, we found no differences in outcome
between subgroups differing in current age, age at time
of traumas, type of trauma, type of perpetrator, re-
cency of trauma, education, or marital status.

Follow-up Assessment

Table 3 presents the data for the 22 subjects who
completed the follow-up evaluation 6 months after ter-
mination of treatment. The seven women who did not
complete the follow-up evaluation did not significantly
differ from the remaining subjects on any dependent
measure at entry. Overall, the data indicate that sub-
jects maintained their gains on the PTSD symptoms
and showed some return toward baseline in symptoms
of depression and psychiatric distress. At follow-up, in
comparison to entry, the subjects showed significant

TABLE 2. Scores on PTSD and Other Symptom Measures Before, During, and After Treatment for 29 Multiply Traumatized Women
With PTSD

Score

Baseline 1 Month 2 Months 3 Months Posttreatment

Measure Mean SD Mean SD Mean SD Mean SD Mean SD Analysis

Clinician-Administered 
PTSD Scale

F (df=4,112) p

Reexperiencing 1.57 0.99 1.27 0.95 1.06 0.93 0.86 0.68 0.92 0.76 11.32 0.0001
Avoidance 1.56 0.89 1.22 0.84 1.18 0.90 1.16 0.94 0.91 0.87 6.72 0.0001
Hyperarousal 1.73 0.71 1.58 0.69 1.67 0.73 1.53 0.82 1.18 0.81 9.25 0.0001
Total 1.64 0.79 1.36 0.72 1.31 0.75 1.19 0.73 1.00 0.76 13.28 0.0001

 t (df=28) p

Civilian Mississippi Scale 111.45 23.86 101.52 25.04 2.82 0.009
Impact of Event Scale

Intrusion 17.57 9.56 16.62 11.16 1.05 n.s.
Avoidance 18.11 9.48 13.28 9.13 2.31 0.03
Total 35.61 16.98 29.90 17.80 2.47 0.02

Dissociative Experiences 
Scale 501.34 383.25 398.31 410.82 2.30 0.03

Beck Depression Inventory 20.72 12.96 13.86 11.48 3.17 0.004
SCL-90-R 113.31 78.14 86.69 75.32 2.14 0.04

TABLE 3. Scores on PTSD and Other Symptom Measures Before and After Treatment and at 6-Month Follow-Up for 22 Multiply
Traumatized Women With PTSD

Scorea

Pretreatment Posttreatment Follow-Up ANOVA

Measure Mean SD Mean SD Mean SD F (df=2,42) p

Clinician-Administered PTSD Scale
Reexperiencing 1.54a 1.04 1.00b 0.80 0.97b 0.86 6.90 0.003
Avoidance 1.62a 0.83 1.05b 0.91 1.13b 0.92 6.99 0.003
Hyperarousal 1.73a 0.75 1.44b 0.77 1.44b 0.82 4.52 0.01
Total 1.64a 0.79 1.17b 0.76 10.42 0.78 10.42 0.0002

Civilian Mississippi Scale 112.82a 23.14 105.18b 22.89 107.00a,b 26.45 2.53 0.09
Impact of Event Scale

Intrusion 17.68a 8.96 16.32a,b 10.50 14.54b 9.99 2.10 n.s.
Avoidance 17.32 8.29 14.50 8.86 15.82 10.61 1.00 n.s.
Total 34.91 14.57 30.82 16.96 30.36 19.08 1.83 n.s.

Dissociative Experiences Scale 508.04a 396.59 417.91a,b 419.91 389.27b 352.47 3.18 0.05
Beck Depression Inventory 22.18a 12.92 15.14b 11.33 18.14a,b 13.86 4.43 0.01
SCL-90-R 116.09 76.59 91.96 70.58 94.73 76.55 1.93 n.s.
a Numbers with different subscripts are significantly different (Fisher’s test, p<0.05).
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reductions in their total score and all three subscale
scores on the Clinician-Administered PTSD Scale as
well as in their scores on the Impact of Event Scale in-
trusion subscale, and on the Dissociative Experiences
Scale. Half of the group showed clinically meaningful
reductions (i.e., one standard deviation lower) in their
scores on the Clinician-Administered PTSD Scale.

Course of Illness

The larger context of course of illness and the impact
of treatment can be gleaned by comparing these data
with the Lifetime Clinician-Administered PTSD Scale,
which, presumably, is a measure of subjects’ PTSD at
its worst (usually several years before treatment). Fig-
ure 1 illustrates this relation. In comparison to the con-
dition of PTSD at its worst (lifetime), subjects had
shown some improvement by the time they entered the
study (approximately 17% reduction overall). The 16-
week group therapy program produced another 27%
reduction in these symptoms, followed by a 3% in-
crease at 6 months.

DISCUSSION

This study, even with the 6-month follow-up, is lim-
ited by the absence of a control or comparison group;
therefore, these results must be viewed as preliminary,
since it is not possible to determine whether another
type of treatment might have been as effective. Possible
explanations other than treatment effect for the posi-
tive outcomes include 1) Hawthorne effect, 2) regres-
sion to the mean, 3) effects of concurrent individual
and psychopharmacologic treatments, and 4) rater

bias. The subjects in this group, however, had been suf-
fering from stable levels of PTSD symptoms despite
multiple forms of treatment for many years before this
study. They made no changes in their concurrent treat-
ments during the study; thus, it is unlikely that they en-
tered the study with high expectations, at especially
difficult times, or in the midst of changes in their ongo-
ing treatment regimens. We addressed rater bias during
training and made every effort to minimize it through
separation of treatment and assessment components.
Thus, raters had no knowledge of subjects’ treatment
experience.

The main results of this study show that this form of
group therapy was consistently effective, across five
cohorts of women, in reducing core PTSD symptoms
and, secondarily, in diminishing the levels of psychiat-
ric distress. These gains were largely retained at 6-
month follow-up. The fact that gains were more prom-
inent for PTSD symptoms than for general psychiatric
symptoms is strongly suggestive of a specific treatment
effect. Improvement was stronger on the clinician-ad-
ministered instrument, which probed for more details
of symptoms, than on the self-report measures, which
had less specificity. Gains were equally evident among
subjects varying in age, type and recency of trauma,
type of perpetrator, level of education, and marital sta-
tus, suggesting that the treatment may have applicabil-
ity to a wide range of trauma populations.

These results are particularly encouraging in light of
the severity of illness (e.g., extent of trauma, prior hos-
pitalizations, high comorbidity) and treatment resis-
tance (e.g., years of prior treatment) evident in this
group. The psychoeducational format and active guid-
ance of the therapists may have heightened the treat-

FIGURE 1. Clinician-Administered PTSD Scale Total Scores Before, During, and After Treatment for 22 Multiply Traumatized
Women With Chronic PTSD
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ment effects by redirecting the members’ attention
away from potentially complex interpersonal dynam-
ics. Groups varied in the degree of their apparent cohe-
sion and member-to-member intimacy, and although
we used no group process measures to assess these
variables, it is our belief that this treatment approach
may be less dependent than other approaches on a high
level of group cohesion for its therapeutic effect. Such
questions might be addressed in further studies.

For multiply traumatized women with a long treat-
ment history and chronic symptoms, a group approach
such as the one studied here may offer relief for PTSD
symptoms in a relatively brief and cost-effective man-
ner. This line of research suggests that group therapies
with a more structured, psychoeducational format
may show efficacy in symptom reduction. Thus, the
role of group therapy in PTSD treatment should not be
prematurely restricted to addressing self-esteem and
interpersonal dimensions of the illness.
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