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Effectiveness of Group Psychotherapy 
for Adult Outpatients Traumatized by 
Abuse, Neglect, and/or Pregnancy Loss: 
A Multiple-Site, Pre-Post-Follow-Up, 
Naturalistic Study

WITOLD SIMON, M.D., PH.D., C.G.P.
PIOTR S:LIWKA, PH.D.

ABSTRACT

The New Experience for Survivors of Trauma (NEST) is a group psychotherapy inter-
vention for clients traumatized by consequences of abuse, neglect, and pregnancy loss. 
This multiple site study is the fi rst investigation of its effectiveness. Ninety outpatients 
from a naturalistic setting completed the Symptom Checklist and the Sense of Coherence 
questionnaire at baseline, end of treatment, and one-year follow-up. Effectiveness was 
tested with statistical signifi cance, effect size, and clinical signifi cance. Clients from 
the total sample as well as from the abortion subsample showed improvement at the 
end of treatment and at follow-up. Lack of a control group is balanced to some extent 
by the high ecological validity. The fi ndings suggest that the NEST treatment may be 
benefi cial for traumatized clients and call for further research.

Clinical observations (Bayatpour, 1992; Ney, Fung, & Wickett, 
1993b) indicate that abuse, neglect, and pregnancy loss may all 
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be experienced in the life of one individual. Research fi ndings 
support this co-occurrence: for example, partner mistreatment 
(Russo, Horn, & Schwartz, 1992), sexual abuse (Allanson & Ast-
bury, 2001), or childhood verbal and physical abuse and neglect 
(Lang, Rodgers, & Lebeck, 2006) have been found to increase 
the probability of pregnancy loss, especially miscarriage and abor-
tion. On the other hand, those two types of pregnancy loss have 
been recognized as predictors of child abuse and neglect by adults 
(Coleman, Maxey, Rue, & Coyle, 2005a) or partner maltreatment 
(Lieh-Mak, 1979).

The latter correlation deserves some elaboration since it is some-
times believed that pregnancy loss, especially where termination is 
apparently freely chosen, is unlikely to result in any negative trans-
generational aftermath. However, numerous studies conclude the 
contrary. For example, unresolved grief associated with any type of 
pregnancy loss may interfere with any subsequent attachment pro-
cess (Ney et al., 1993b), reduce parental responsiveness to child 
needs (Harmon, Plummer, & Frankel, 2000), instill anger (Ney 
et al., 1993b), increase parental anxiety about child health (Cole-
man et al., 2005a), or increase risk for child abuse (Lewis, 1979). 
As for voluntary termination, research suggests that at least some 
women seek abortion with ambivalence and under the pressure of 
others (Kero, Hoegberg, Jacobsson, & Lalos, 2001). This could be 
the cause of the relationship between parental history of abortion 
and problematic parenting, including lower emotional support and 
heightened risk for both child abuse and neglect (Benedict, White, 
& Cornely, 1985; Ney et al., 1993b). There is also a body of litera-
ture suggesting that pregnancy loss and abuse can be experienced 
by the same individual (Coleman et al., 2005b; Gajowy, Simon, & 
Winkler, 2003; Lang et al., 2006; Ney et al., 1993b).

For purposes of this study, abuse was defi ned as sexual, physical, 
and verbal. Neglect was conceptualized as emotional, intellectual, 
and physical (Ney, Fung, & Wickett, 1993a). It has been explic-
itly established that both abuse and neglect result in long-lasting 
distortions of individual functioning (Allen & Lauterbach, 2007) 
and in deterioration of already preexisting transgenerational pa-
thologies (Ney et al., 1993a). Pregnancy loss is usually defi ned as 
miscarriage, induced abortion, neonatal death, stillbirth, ectopic 
pregnancy, or giving away a child for adoption (Janssen, Cuisiner, 
Hoogduin, & de Graauw, 1996).
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The understanding of trauma delineated in this paper has much in 
common with the defi nition of complex trauma proposed by Cour-
tois and Ford (2009). Those authors make a point that such a trauma 
results from long-lasting or repetitive exposure to severe abuse or 
neglect, caused by signifi cant others. The ramifi cations of such per-
vasive harm or abandonment are usually multifaceted in nature, re-
sulting in dysregulation of, if not outright damage to, the emotional, 
cognitive, somatic, and interpersonal functioning of the individual.

Obviously, there are substantive differences between separate 
types of pregnancy loss. Their consequences are not necessarily 
universal, but range on a continuum depending on such factors as 
type of pregnancy loss, trimester of termination, age of the female, 
partner support, social support, history of abuse and neglect, pre-
existing psychopathology, ambivalence about the pregnancy, and/
or emotional attachment to the pregnancy (Allanson & Astbury, 
2001; Coleman, Reardon, Strahan, & Cougle, 2005b; Remennick 
& Segal, 2001). Still, at least for some women and men, pregnancy 
loss, particularly miscarriage and abortion, have been recognized 
as stressful events which may lead to consequences ranging from 
psychological distress (Janssen et al., 1996) to posttraumatic stress 
(Engelhard, van den Hout, & Vlaeyen, 2003); from complicated 
grief (Hunfeld, Wladimiroff, & Passchier, 1997) to clinical depres-
sion (Korenromp et al., 2007); from disrupted attachments (Uren & 
Wastell, 2002) to anxiety disorders (Lok et al., 2004) and obsessive-
compulsiveness or somatization pathology (Janssen et al., 1996).

Research on therapy for traumatized individuals has prolifer-
ated during recent decades, supporting the effectiveness of differ-
ent approaches, including (1) cognitive-behavioral models such 
as cognitive restructuring (Möller & Steel, 2002), a cognitive-
behavioral trauma-focused model (Taft, Murphy, King, Musser, 
& DeDeyn, 2003), and dialectical behavior therapy (Linehan & 
Dimeff, 2001); (2) interpersonal models such as trauma recovery 
and empowerment (Fallot & Harris, 2002) and emotion-focused 
therapy (Fosha, Paivio, Gleiser, & Ford, 2009); (3) psychodynamic 
models (Lundqvist, Svedin, Hansson, & Broman, 2006); (4) pro-
cess-oriented therapy (Longstreth, Mason, Schreiber, & Tsao-Wei, 
1998); (5) family system therapy (Ford & Saltzman, 2009); (6) 
contextual therapy (Gold, 2009); (7) sensorimotor psychotherapy 
(Fisher & Ogden, 2009); and (8) multimodal models (Vaa, Egner, 
& Sexton, 2002; Zamanian & Adams, 1997).
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The majority of therapies focus on homogeneous groups of cli-
ents, usually either female victims of child sexual abuse (Lundqvist 
et al., 2006; Vaa et al., 2002) or male perpetrators of sexual abuse 
(Taft et al., 2003). Other highly specifi c programs include groups 
for survivors of sexual abuse (Möller & Steel, 2002) or boys mal-
treated by their mothers (Zamanian & Adams, 1997). As for preg-
nancy loss, a few existing therapeutic approaches are also highly 
focused, targeting clients troubled by stillbirth or neonatal death 
(Lewis & Bourne, 2000), miscarriage (Neugebauer et al., 2007), 
or induced abortion (Bunrell, Dworsky, & Harrington, 1972). It is 
debatable to what extent those highly focused approaches can ad-
dress accurately the comprehensiveness of trauma. Obviously, they 
may produce concrete results. However, specialist programs may 
refl ect reductionism in conceptualization of trauma and subse-
quently may result in less effective treatment. Although there are 
a few therapeutic programs (Hughes, 2004; Linehan & Dimeff, 
2001; Wright, Woo, Muller, Fernandes, & Kraftcheck, 2003) in-
cluding patients with multiple traumatic events, they tend to omit 
potential ramifi cations of pregnancy loss. The literature suggests 
that there is still a need for a treatment model acknowledging: (1) 
co-occurring ramifi cations of abuse, neglect, and pregnancy loss; 
as well as (2) the rotating of roles often seen in trauma participants. 

Certainly, there are signifi cant differences in psychopathology 
related to abuse and neglect when compared to pregnancy loss. 
Nevertheless, as indicated above, those experiences are often in-
terrelated. Therefore, it seems valuable to include attention to the 
experience of pregnancy loss in a treatment approach that specifi -
cally targets survivors of abuse and neglect. We think that the New 
Experience for Survivors of Trauma (NEST) is currently the only 
approach designed for individuals suffering from various forms of 
abuse, neglect, and pregnancy loss. The NEST program is based on 
clinical experience and has not been validated by research. There-
fore, this study aims to investigate its effectiveness for the fi rst time.

Treatment

Detailed descriptions of the theoretical assumptions and clinical te-
nets underlying the NEST program are provided elsewhere (Konya 
et al., 2003; Simon & Gajowy, 2002). In short, it is a manualized 



 TRAUMA GROUP PSYCHOTHERAPY 287

time-limited, stage-oriented model of group therapy for adults of 
both genders who have experienced several types of abuse, ne-
glect, or pregnancy loss. The NEST therapy lasts for about 8–10 
months, with 2-hour sessions every week. Three follow-up sessions 
take place 3, 6, and 12 months after therapy termination. Groups 
are closed and usually consist of 6–10 clients, one therapist, and 
one co-therapist. The main therapeutic goal is to overcome intra-
personal confl icts and relational diffi culties associated with trau-
matic experiences. Separate phases of the program involve: (1) 
providing informed consent, developing a working alliance, and 
analyzing genograms, (2) linking repressed traumatic events with 
present diffi culties, expressing and handling disturbing feelings, 
and recognizing one’s partial contribution to a given trauma, (3) 
identifying defense mechanisms, analyzing triggers, and providing 
assertiveness training, (4) addressing survivor guilt, distinguishing 
guilt from responsibility and blaming, (5) gradual recognizing of 
the central self, (6) experiencing mourning for what happened or 
has never emerged, (7) handling the consequences of pregnancy 
loss, (8) processing an active forgiveness and reconciliation, (9) 
redefi ning one’s relationship to the world, working on relational 
rehabilitation, and attenuating disadvantageous past pair bonding, 
and (10) achieving mindful orientation to present living and future 
planning, celebrating, and saying good-bye. 

The NEST program is not strictly a linear process; rather, 
phases alternate according to individual timing as well as group 
process. Clients often return to a previous session’s theme, and 
sometimes they decide not to engage in an available topic. The 
seventh phase, for example, is usually attended only by a portion 
of those clients who have experienced some kind of pregnancy 
loss, whether their own or in their family of origin. Such an ap-
proach can be achieved only if the therapist is well attuned to 
the needs of the group members and treats the protocol more as 
an insightful guideline conveying potentially helpful suggestions 
than a rigid list of orders. 

The NEST model combines concepts from psychodynamic at-
tachment theory, the Eriksonian developmental model, cogni-
tive-behavioral restructuring, transactional analysis, existential 
refl ection, client-centered alliance, and systemic analysis. Such 
an integrative approach is regarded as typical for treatment of 
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complex trauma disorders (Longstreth et al., 1998; Piper, McCal-
lum, Joyce, Rosie, & Ogrodniczuk, 2001), since it enables thera-
pists to tailor techniques to the needs of the particular individual, 
and consequently allows the comprehensiveness of the trauma 
experience to be accurately addressed (Lazarus & Beutler, 1993). 

The unique understanding of psychopathology of traumatized 
clients in the NEST model is based on the following assump-
tions: (1) the roles of victims, perpetrators, and observers can 
rotate; (2) long-lasting effects of childhood abuse and neglect 
frequently contribute to subsequent pregnancy loss, and vice 
versa (Benedict et al., 1985; Ney et al., 1993b); and (3) abuse 
and neglect are complex phenomena, and usually more than 
one maltreatment type appears during the life of a single indi-
vidual (Ney et al., 1993a). 

The fi rst concept, since it is relatively unknown, requires some 
elaboration. The theory of rotating roles (Gajowy et al., 2003), 
known also as the theory of triangles of trauma (Ney et al., 1993b), 
speaks to the complex contextual aspects of transgenerational 
trauma. This theory is based on the assumption that roles of all 
participants of trauma (perpetrators, victims, and observers) can 
change with time and circumstances. Obviously, in the moment 
of abuse, those roles are usually clearly defi ned: the perpetrator 
hurts another person, the victim is a person who is damaged, and 
the observer is an individual who witnesses the event. However, 
life is too complex to assume that a person could remain in the 
role of a victim or a perpetrator throughout his/her entire life 
(Madanes, 1991). For example, individuals who were victims of 
childhood abuse often become perpetrators in their adulthood 
(Bentovim 2002; Glasser et al., 2001). 

With regard to the idea of rotating roles in trauma, the dynamic 
and contextual aftermath of guilt, fear, hate, resentment, and/
or sense of loss is often experienced by each participant in the 
traumatic event. Each person involved is thought to contribute, 
in varying extent, to the origin of a given traumatic event. Contri-
bution is not to be confused with responsibility or guilt, though. 
Indeed, viewing trauma through the theory of rotating roles is 
not about excusing, justifying, or condemning anyone. It rather 
allows a person to see the humanity in each individual, including 
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perpetrator and victim. Therefore, it may facilitate the process of 
forgiveness and potentially reconciliation.

The NEST therapists also apply some unique techniques de-
signed or modifi ed for clients who experience complex trauma 
of abuse, neglect, and pregnancy loss, such as (1) closure of 
pathologically delayed or protracted mourning with visual im-
agery facilitating mourning the family and childhood one could 
have had, mourning the person one could have become (Simon, 
2009), and mourning the children lost due to pregnancy loss; 
(2) symbolic funerals, in the case of pregnancy loss, helping to 
humanize, as well as attach to and say farewell to the children; 
(3) a reconciliation process facilitated by writing letters to one-
self, observers, victims, and perpetrators; (4) the group analysis 
of genograms, focused on searching for intergenerational pat-
terns; (5) an analysis of rotating roles of victims, observers, and 
perpetrators in order to gain insight and accept an appropriate 
portion of the contribution to the tragedies; (6) assertiveness 
training with acknowledgment of personal strengths and limita-
tions; (7) attenuation of disadvantageous pair bonding (Simon, 
Gajowy, & S :liwka, 2006); and (8) negotiating realistic expecta-
tions and making rational decisions.

Hypothesis

We hypothesized that the NEST group psychotherapy applied in 
an outpatient setting for clients with experience of abuse, and/
or neglect, and/or pregnancy loss is an effective treatment both 
at post-treatment and one-year follow-up. Psychotherapy effective-
ness was conceptualized as the change of symptoms (measured by 
the Symptoms Check List) and the change of coherence (mea-
sured by the Sense of Coherence scale). 

METHOD

Participants

The only inclusion criterion was a history of any type of abuse, ne-
glect, or pregnancy loss. Exclusion criteria included serious sui-
cidal ideation, psychosis, major depression, active substance abuse, 
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dissociative symptoms, self-mutilating behaviors, and eating disor-
ders. The convenience sample consisted of 141 walk-ins to private 
outpatient clinics across Poland who were subsequently referred to 
the NEST therapy. At the intake interview, all ascribed a trau-
matic meaning to the events of abuse, neglect, or pregnancy 
loss. All respondents also met the criteria for complex trauma 
and complex posttraumatic sequelae as defi ned above. All re-
spondents signed informed consent. Eighteen of them dropped 
out and returned only the initial sets of tools; 10 completed the 
treatment but returned measures only at baseline; 11 completers 
provided post-treatment assessments but failed to submit follow-up 
measures; 4 returned all sets, however with an unacceptably high 
ratio of uncompleted items; another 2 completers did not return 
any set of measures; and 6 clients did not appear at one-year follow-
up. Therefore, 90 respondents (63.83% fi nal response rate) com-
pleted the treatment, attended one-year follow-up, and fi lled out 
the questionnaires at each stage of the procedure. Those who com-
pleted the program (n = 90) and those who did not (n = 51) did not 
differ signifi cantly on demographic variables, initial scores on all 
the measures, or frequency of reported trauma, with the exception 
of greater sexual abuse (p = 0.018) among the drop-outs. From a 
clinical perspective, no difference has been detected between the 
completers and non-completers in terms of sexual abuse history 
(specifi c type, duration, intensity). The completers came from 19 
different closed therapy groups across nine clinics. 

All participants (n = 90) were Caucasian, with 69 females 
(76.67%) and 21 males (23.33%). Ages ranged from 19–24 years 
(20%), 25–34 years (58.89%), 35–44 years (12.22%), 45–54 
(7.78%), and above 55 (1.11%) with a mean age of 29.6 years (SD 
= 7.11). Fifty-two clients were single, 28 married, 8 divorced, 1 
widowed, and 1 living in common law. Fifty-seven clients fi nished 
college, 32 high school, and 1 vocational program.

All respondents had experience with more than one type of 
trauma, and all had experienced neglect. The majority of clients 
(93.33%) reported some form of abuse: sexual, verbal, and/or physi-
cal. The six clients (6.67%) without any exposure to abuse experi-
enced pregnancy loss and emotional neglect. Abortion occurred for 
20% and miscarriage for 7.78% of clients. Most of the clients had 
never been pregnant or gotten a partner pregnant (72.22%). 
Diagnoses, as well as trauma and loss experiences, were assessed 
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during the intake interviews by a clinician who relied on DSM-IV 
and/or ICD-10 diagnostic criteria and consisted of: moderate de-
pressive disorder 33.33%, social phobia 20%, dependent personality 
disorder 15.56%, avoidant personality disorder 12.22%, borderline 
personality disorder 10%, obsessive-compulsive disorder 6.67%, and 
panic disorder 2.22%. Three clients were on antidepressants during 
the therapy and fi ve during follow-up. No client was concurrently 
treated with individual therapy while attending the NEST sessions, 
although four had additional therapy during follow-up. Twenty-fi ve 
percent of respondents had some experience of therapy and 12% 
were on medications prior to the NEST program.

Although, the study focused on the co-occurrence of trauma, 
results were also presented separately for clients with the his-
tory of abortion. Such an approach seemed relevant since: (1) 
although abuse and abortion often interrelate, the potential post-
abortion consequences are distinctively different from those of 
abuse; and (2) effectiveness of post-abortion therapy is greatly 
under-reported in the literature. 

Therapists

Nine psychotherapists (seven females and two males; six psycholo-
gists, two counselors, and one psychiatrist; four with a Ph.D.) from 
nine treatment sites were involved in data collection. Their expe-
rience with the NEST program ranged from 1 to 8 years. Their 
mean age at baseline was 42.44 (SD = 6.97). All of them received 
supervision during the study. The supervisor was an observer of 
every fi fth session. The feedback to the therapist included an ad-
herence check to the NEST model based on protocols provided in 
the treatment manual (Konya et al., 2003).

Procedure

Data were collected at three data points: T1, pretreatment; T2, post-
treatment (before the last group session); and T3, one-year follow-up.

Assessment Instruments

The Symptom Checklist. The Symptom Checklist (SCL-90-R; Dero-
gatis, 1992) is a widely used, valid, and reliable psychotherapy 
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outcome measure assessing the following groups of symptoms: ag-
gression-hostility, retarded depression, agitated depression, phobic 
anxiety, interpersonal hypersensitivity, obsessions-compulsions, and 
somatization. Two psychotic subscales were excluded from the Pol-
ish adaptation due to limited validity for neurotic clients (Mroziak, 
Czabała, & Wójtowicz, 1997). Global severity index (GSI) is com-
puted as a measure of general distress. All subscales of SCL-90-R 
relate to specifi c symptoms observed among traumatized clients: 
for example, aggression-hostility (Brom, Kleber, & Defares, 1989), 
depression (Van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 
2005), somatization (Ford & Kidd, 1998), and interpersonal hy-
persensitivity (Van der Kolk et al., 2005). Moreover, SCL-90-R is re-
garded as an adequate measure of psychotherapy effectiveness in 
the case of abuse, neglect (Lundqvist et al., 2006), and pregnancy 
loss (Janssen et al., 1996; Korenromp et al., 2007). The psychomet-
ric properties of the Polish version include internal consistency 
0.7–0.95; test-retest reliability correlations 0.73–0.87 at p < 0.0001 
(Mroziak et al., 1997). Also, gender-sensitive standard errors, 
means, and standard deviations for both normative patients and 
non-patient’s group are provided by the Polish adaptation.

The Sense of Coherence. The Sense of Coherence (SOC-29; An-
tonovsky, 1987) scale assesses the perception of the world as 
comprehensible (predictable and explicable), manageable (with 
personal resources), and meaningful (therefore worthy of en-
gagement). The sense of coherence correlates highly negatively 
to symptoms of anxiety, depression, and posttraumatic stress 
(Mroziak et al., 1997) and to symptoms of pregnancy loss (Engel-
hard et al., 2003; Uren & Wastell, 2002), and as such is found to be 
a protective personality feature for traumatized individuals (Lun-
dqvist et al., 2006). The Polish adaptation (Mroziak et al., 1997) 
has 0.83 temporal stability and an internal consistency a of 0.87 
at p < 0.0001. Normative means for patients and non-patients, as 
well as the standard error of the Polish version, are also available.

Data Analysis

This multiple site study used a pre-post follow-up, naturalistic, and 
incomplete repeated measure design. The high ecological validity 
compensates to a certain extent the lack of randomization. The 
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total sample—both gender subgroups as well as some SCL-90-R 
(GSI, aggression-hostility, obsessions-compulsions) and all SOC-
29 subscales—fulfi lled the criteria of normal distribution. In such 
a case the paired t-Student test (1-tailed) was applied. Other SCL-
90-R subscales did not fulfi ll the criteria of normality. Therefore, 
a non-parametric Wilcoxon signed ranks test was used (p-value 
for both cases can be found in Table 1). The Cochran, Hartley, 
Bartlet, Levene tests (2-tailed) were employed in order to verify 
the homogeneity of variance. The sphericity was verifi ed with the 
Mauchley test. Whenever the sphericity was not confi rmed (SOC 
total score with p = 0.03 and comprehensibility with p = 0.02), 
MANOVA with Greenhouse-Geisser correction was used. The re-
peated ANOVA measures were applied for demographic variables 
to determine the appropriate subgroups.

The standardized mean difference statistic, d effect size (Cohen, 
1988) was applied. Effect sizes were weighted by sample sizes. Co-
hen’s classifi cation of d (large > 0.79, medium 0.50–0.79, or small 
< 0.50) was used. 

The ratio of recovered, improved, deteriorated, and unchanged 
patients was derived from clinical signifi cance based on Jacobson 
and Truax (1991) criteria, modifi ed by Lambert, Hansen and 
Bauer (2008). According to those guidelines, change is recog-
nized as clinically signifi cant under two conditions: (1) it must 
be statistically reliable according to a reliable change index; and 
(2) the score must change from the dysfunctional to the func-
tional range, passing the specifi c cut-off point for each measure. 
In other words, an individual client could be categorized as: re-
covered (with both criteria fulfi lled), improved (when reliable 
change occurred in the positive direction), unchanged (when re-
liable change did not take place), or deteriorated (when reliable 
change was noted in the negative direction).

RESULTS

Total Sample

All symptoms decreased and coherence features increased from 
baseline to the end of treatment, at statistically signifi cant levels 
(see Table 1). A similar, yet less signifi cant trend was noted from 
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the end of therapy to follow-up. Importantly, mean values at base-
line were above cutoff levels for clinically meaningful distress on 
all SCL-90 and SOC-29 subscales, as well as their global scores. 
The weighted effect sizes were medium or small from the start to 
the end of treatment and small from the end to follow-up. The 
average d was 0.53 for duration of therapy and 0.23 from the end 
to follow-up, which indicates, with regard to the percent of clients 
who are better off, the success rate of the treated persons at 0.7 
and 0.59, respectively. Most of the clients (see Table 2) left treat-
ment recovered or improved, with the best results for interper-
sonal sensitivity (94.44%) and obsessions-compulsions (88.88%). 
A similar trend was observed from the end of therapy to follow-up, 
with the best results for obsessiveness-compulsiveness (83.33%) 
and aggression-hostility (75.55%). The unchanged clients’ ratio 
reached 56.66% on the manageability subscale for duration of 
therapy and 47.77% (43/90) for meaningfulness from the end to 
follow-up. The ratio of deteriorated clients varied from 18.89% to 
2.22% for duration of therapy and from 21.11% to 8.89% from 
the end of treatment to follow-up.

As for the SOC-29, comprehensibility produced the best clini-
cally signifi cant results from baseline to the end of treatment, with 
62.22% of clients recovered or improved, while the lowest ratio 
was obtained for manageability 28.89%. From the end of therapy 
to follow-up, comprehensibility yield 46.67% and meaningfulness 
noted 35.56% (32/90) of recovered or improved clients. 

Abortion Subsample

For the small abortion subsample (n = 18), all coherence variables 
and some symptoms changed signifi cantly, from baseline to the 
end of therapy (see Table 1), although not between termination 
and follow-up. The weighted effect sizes for duration of therapy 
and from the end of treatment to follow-up ranged from medium 
to large. The average d at the end was 0.7, which indicates with 
regard to the percent of clients who were better off the success 
rate of the treated persons at 0.76. The follow-up average d was 
0.37, and the success ratio was 0.65. Most of these clients recov-
ered or improved on all scales from baseline to the end of therapy, 
reaching 77.77% on both the GSI and SOC-29 (see Table 3). From 
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termination to follow-up, this trend continued on the GSI. The 
ratio of deteriorated clients reached 5.56% from the start of treat-
ment to the end, and 16.67 % from termination to follow-up. The 
non-abortion subsample obtained overall less favorable clinically 
signifi cant results.

DISCUSSION

Total Sample

The results suggest that NEST group psychotherapy is—within the 
limitations of this study—an effective treatment for outpatients 
with history of trauma, both at the end of therapy and at follow-
up. These results are of importance, especially given that mean 
values for all SCL-90 and SOC-29 subscales and their global scores 
were above cut-off levels before the treatment. Still, while statisti-
cal signifi cance and Cohen’s d portrayed generally favorable re-
sults, clinical signifi cance indicates less positive outcomes, which 
is a common phenomenon (Möller & Steel, 2002). The statistically 
signifi cant changes are refl ected in predominantly small or me-
dium effect sizes measured from baseline to the end of treatment 
and small effect sizes from termination to follow-up. Small effect 

Table 3. Clinical Signifi cance between the Start of Treatment and Termination and 
between Termination and Follow-Up in the Abortion Subsample (n = 18) and 

No Abortion Subsample (n = 72) 

   Recovered  Improved Unchanged  Deteriorated
   %  % % %
Scale Subscale Trauma (N)  (N) (N) (N)

   T1-T2 T2-T3 T1-T2 T2-T3 T1-T2 T2-T3 T1-T2 T2-T3

SCL-90-R GSI ABO 33.33 27.77 44.44 55.56 16.67 11.11 5.56 5.56
   (6) (5) (8) (10) (3) (2) (1) (1)

  NoABO 30.55 22.22 37.50 44.44 26.39 23.62 5.56 9.72
   (22) (16) (27) (32) (19) (17) (4) (7)

SOC-29 SOC total ABO 50.00 22.22 27.77 22.22 16.67 38.89 5.56 16.67
   (9) (4) (5) (4) (3) (7) (1) (3)

  NoABO 37.50 22.22 38.89 20.83 13.89 38.89 9.72 18.06
   (27) (16) (28) (15) (10) (28) (7) (13)
Note. T1-T2: time between start and the end of therapy, T2-T3: time between the end and follow-up, SCL-90-R: 
Symptoms Checklist Revised, GSI: global severity index, SOC-29: Sense of Coherence questionnaire, ABO: 
abortion subsample, NoABO: no abortion subsample. 
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sizes are typically noted at follow-ups in outcome studies of trau-
matized clients (Lundqvist et al., 2006). This phenomenon may 
occur due to the nature of complicated grief, which frequently 
hinders post-traumatic functioning, and may require more time 
than provided in time-limited therapy (Piper et al., 2001). Still, 
since at follow-up one usually hopes to fi nd maintenance of treat-
ment gains and not necessarily further treatment improvements, 
even minuscule effect sizes are worth appreciation. Also repre-
sentative of fi ndings in similar studies (Piper et al., 2001) are the 
percentages of recovered, improved, unchanged, or deteriorated 
clients. It is noteworthy that the ratio of deteriorated clients ob-
tained in this study stays within the range of deterioration noted 
across therapy outcome studies (Lambert & Ogles, 2004). Ther-
apy gains are generally maintained at one-year follow-up, which 
is frequently seen across outcome studies of therapy for abused 
clients (Vaa et al., 2002). Overall, since the total sample of respon-
dents having a history of multiple co-occurring types of trauma 
still achieved signifi cant change, the results of this study are prom-
ising. Further, the uniqueness of these fi ndings is underscored by 
the fact that issues of multiple traumatic events (neglect, abuse, 
and pregnancy loss) and rotating roles of trauma participants are 
often omitted in the trauma literature. 

Symptoms and coherence in total sample. Aggression-hostility is the 
only subscale on which a majority of clients recovered during the 
therapy. It is of special importance since traumatized clients are 
likely to be conditioned to respond aggressively as a way of cop-
ing with their internal and external problems (Bandura, 1977). 
Since aggressive behaviors are often triggered in the group, due 
to transference vis-a-vis the therapist and fellow clients, the group 
setting could be a particularly suitable environment for corrective 
re-enactment of hostile experiences. This seems to be particularly 
true for those clients who suppressed their hostility toward perpe-
trators, fearing vengeance or condemnation as much as alternat-
ing between rage and affective emptiness.

The decrease of interpersonal hypersensitivity appears to be 
particularly relevant for clients who experienced abuse or neglect 
in their early development (Blanck & Blanck, 1986), and, as a 
result, struggle with intense feelings of inadequacy. Our clinical 
impressions suggest that group cohesion, group and individual 
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working alliances, alliance to leader, and group climate (Burlin-
game, MacKenzie, & Strauss, 2004) all contributed as group pro-
cesses to this change. 

The decrease of obsessions-compulsions is another relevant 
outcome of the NEST therapy, since the impulsive and irresistible 
nature of thoughts and behaviors arising from abuse (Gershuny 
et al., 2008) or pregnancy loss (Janssen et al., 1996) is particularly 
chronic and hard to treat. The results obtained in this project 
are more favorable than in other studies (Gershuny et al., 2008), 
which could be due to the fact that the NEST therapy does not 
focus on reduction of specifi c symptoms, but rather treats them as 
manifestations of overall quality of individual functioning.

Somatization is also recognized as particularly diffi cult to treat 
(Ford & Kidd, 1998). Usually, this group of symptoms correlates 
exceptionally highly with the experience of neglect (Heckman & 
Westefeld, 2006), which is a strong predictor of both abuse and 
pregnancy loss (Ney et al., 1993b). This may explain why clients 
with the history of trauma experienced a relatively small decrease 
of somatization during the therapy. Since such clients tend to be 
heavily troubled with somatic symptoms (Janssen et. al., 1996), 
they may need more time than provided in time-limited therapy 
to improve.

The increase of coherence noted in this study is of paramount 
importance since it refl ects the client’s tendency to lean toward 
health and away from sickness (Antonovsky, 1987). Such an in-
crease is also conceptualized as a sign of personality integration 
(Mroziak et al., 1997) and often translates into the improvement of 
social coping skills, resulting in perceiving life diffi culties as devel-
opmental challenges rather than threatening situations. This is of 
relevance, since trauma usually seriously compromises the ability to 
perceive the world as coherent as much as it gravely limits fl exibility 
in coping (Lundqvist et al., 2006). Comprehensibility in this study 
almost reached the level of normal range (Mroziak et al., 1997). 

Abortion subsample. The respondents from the abortion subsam-
ple obtained on average more favorable results than clients from 
the non-abortion subsample, especially in terms of effect sizes and 
clinical signifi cance. Still, in contrast to the non-abortion subsam-
ple, the abortion group showed no statistically signifi cant changes 
from the end of therapy to follow-up. The increase in coherence is 
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especially relevant for clients with the history of abortion since co-
herence has been recognized as an important protective personal-
ity feature for traumatized females (Lundqvist et al., 2006). The 
results noted for the abortion subsample are pertinent since clini-
cal and scientifi c discussions related to consequences of induced 
abortion are often clouded with ideological arguments. The exist-
ing literature on post-abortion therapy (Bunrell et al., 1972) is 
very limited and provides only narrative descriptions and does not 
allow for precise comparison of our results. Therefore, the results 
from the abortion subsample seem to be of relevance, especially 
in the face of the predominantly ideological dispute about this 
phenomenon. However, since this study did not account for ei-
ther factors contributing to abortion decision or for trimester of 
abortion, generalizations of these results can only be tentative.

Strengths and Limitations

The strengths of this study include: (1) a unique group psycho-
therapy for clients with differing types of trauma, (2) rare natural-
istic subsamples of clients with histories of abortion, (3) a one-year 
follow-up, (4) a diverse set of established outcome criteria sug-
gesting improvement, (5) manual-based therapy, (6) adherence 
checks to treatment protocols through supervision, (7) assess-
ment of equivalence of the different subgroups at the outset, and 
(8) a relatively large number of participants. These strengths help 
to uncover relationships between the variables as well as to allow 
for a few tentative conclusions about treatment effectiveness.

However, it should be underlined that this project is based on 
natural groups and an incomplete repeated measure design suf-
fers from lack of a control group. Such, non-randomized allocation 
neither eliminates the Hawthorne effect, nor counterbalances the 
practice effect. Furthermore, it is impossible to rule out the possi-
bility that other factors may have infl uenced the positive outcome. 
It is therefore diffi cult to draw more far-reaching conclusions of 
causal nature. Still, it is important to note that the nonrandom 
sample of walk-in participants may refl ect the realities of clinical 
practice (Buckley, Newman, Kellett, & Beail, 2006), especially for 
clients with abortion history who are usually reluctant to be part of 
a control condition or randomized trial (Coleman et al., 2005b). 
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The lack of standardized assessment to ensure pre- and post-
treatment diagnostic validity is also a concern. Instead, diagnoses 
were based on consultant psychiatrist opinions. Still, designing 
treatments for individuals with a common target problem such as 
trauma sequelae, rather than adherence to common DSM diagno-
sis, is consistent with effectiveness research principles (Seligman, 
1995). 

Future Studies

Although fi ndings obtained in this study are promising, numer-
ous limitations call for randomized control trials. At this stage, it 
is impossible to attribute the observed change purely to the NEST 
treatment since there are other factors, like passage of time and 
perhaps some other aspects of group treatment not specifi c to the 
NEST itself, that may caused the changes. 

Studies with more rigorous methodology could attempt to as-
sess whether in the case of clients with the experience of abortion 
any of the following clinical aspects of the NEST indeed results in 
clinically signifi cant changes: (1) linking abortion circumstances 
and consequences with long-term effects of childhood mistreat-
ment, (2) completing the pathologically procrastinated mourn-
ing, or (3) initiating the process of reconciliation. As for the total 
sample, it is important to explore which techniques contribute to 
the decrease of symptoms and increase of coherence: for example, 
(1) analyzing the family and individual patterns with the assump-
tion of the rotating roles of victims, perpetrators, and observers, 
(2) recognizing one’s partial contribution to a given trauma, or 
(3) addressing survivor guilt.

Future studies may also employ a wider range of measures, for 
example addressing more specifi cally trauma-related symptoms, 
interpersonal functioning (e.g., trust, dependency, boundaries, 
etc.), body image, and/or sexuality. Additionally, future studies 
could focus on three interrelated structural levels of the group 
process: intrapersonal, intragroup, and interpersonal. This could 
help uncover the role of such features as: (1) the dynamics be-
tween the clients; (2) interactions between clients and the thera-
pist; (3) demographic characteristics of the clients; (4) personality 
characteristics and demographic features of a group leader; and 
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(5) therapeutic skills, including openness and empathy, of the 
therapist. 

Respondents of different races need to be attended in future 
studies since the current fi ndings may not be generalizable across 
ethnicities. Longer than a one-year follow-up would also be of 
benefi t. Moreover, future studies, in order to limit the researcher 
allegiance, need to be conducted by scholars not associated with 
the NEST program. In other words, the NEST psychotherapy still 
awaits its complete trial in order to test to what extent this ap-
proach may be benefi cial for people with different types of trau-
matic experiences. 
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