
 

 

 

 

ABSTRACT 
 

Clinical Efficacy of a Brief Hypnotic Intervention 
for Hyperarousal Symptoms in Sexual Trauma 

 
Melissa L. Auringer, M.S. 

Committee Chairperson: Matthew S. Stanford, Ph.D. 
 
 

Women who have experienced sexual trauma frequently report anxiety symptoms 

that left untreated can develop into Posttraumatic Stress Disorder (PTSD).  The 

hyperarousal symptoms of PTSD can be particularly troublesome within treatment as 

they can impede therapeutic intervention efforts.  An adjunct intervention that provides a 

quick and effective relief of these symptoms would be facilitative of ongoing trauma 

interventions.  Clinical hypnosis has been found to be successful as an efficient and 

effective means of relieving patient anxiety in the medical field, but has been largely 

unexplored in this context within psychotherapy.  The current study investigated the 

feasibility of a brief hypnotic intervention for treating hyperarousal symptomology in 

women (age 18 and older) who have experienced sexual traumatization at some point in 

their lives.   

 The results of this standard care controlled study with women reporting sexual 

trauma (N = 40) indicated that this intervention was not only feasible but shows promise 

as an efficacious treatment of hyperarousal symptoms.  In using a brief hypnotic 



recording over the period of seven to ten days, subjects reported statistically significant 

decreases in difficulty concentrating and overall hyperarousal symptoms.  They also 

reported significant decreases in negative mood and overall anxiety.  The feasibility of 

this intervention and the notable improvement in anxiety symptomology points to 

promise in using clinical hypnosis as part of therapeutic intervention for women with a 

sexual trauma history. 
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CHAPTER ONE 
 

Introduction 
 
 

Sexual Trauma 

 

 A sexual assault occurs every two minutes in the United States and one in six 

women will experience an attempted or completed rape in their lifetime (Rand & 

Catalano, 2007).  There are an estimated sixty million survivors of childhood sexual 

abuse in the United States (Neddermeyer, 2006) and one in twelve children experience 

sexual abuse each year (Finkelhor, Ormrod, Turner, & Hamby, 2005).  Females under 

eighteen years of age comprise 82% of reported child sexual assault victims (Snyder, 

2000).  Long term effects of sexual abuse include anxiety, fear, depression, difficulty in 

interpersonal relationships, and poor self-esteem (Finkelhor & Browne, 1986).  Prior to 

the development of Posttraumatic Stress Disorder (PTSD) in the DSM-III in 1980, many 

described the traumatic reaction to sexual assault as Rape Trauma Syndrome (Foa & 

Rothbaum, 1998).   

Rape Trauma Syndrome was characterized by psychological, somatic, long-term 

chronic disturbances.  At present, most researchers feel that Rape Trauma Syndrome can 

be best understood as PTSD (Foa & Rothbaum, 1998).  Research has indicated that 

women are twice as likely to develop PTSD as men (Norris, Foster, & Weisshaar, 2003).  

Cortina and Kubiak (2006) investigated two theories that previous research has proposed 

for this discrepancy: women being more vulnerable and women having greater exposure 

to sexual violence during their lifetimes.  They found evidence in favor of the latter 
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hypothesis: gender determines exposure to sexual violence, injury, and life-threatening 

situations which in turn relates to developing PTSD symptomology.   

The literature indicates that it is very common for rape survivors to develop PTSD 

(Goodman, Koss, & Russo, 2004) and that it is the largest risk factor for lifetime PTSD 

(Perkonigg, Kessler, Storz, and Wittchen, 2000).  In an epidemiological study of trauma, 

Norris (1992) found that sexual assault survivors are more likely to demonstrate PTSD 

symptoms than those who have been victimized by any of the ten traumatic events 

investigated, including robbery, physical assault, combat, natural disasters, car accidents, 

and tragic death.  Rothbaum, Foa, Riggs, Murdock, and Walsh (1992) investigated PTSD 

symptomology in women seeking emergency treatment for sexual assault.  They found 

that 94% of the women met PTSD symptom criteria immediately after the assault and 

46% still met criteria three months later.  Those who did not meet criteria at three months 

showed steady improvement over time.  This suggests that PTSD symptomology is a 

crucial target in early intervention.   

 
 

PTSD and Hyperarousal Symptoms 

 
Posttraumatic Stress Disorder is an anxiety disorder ―characterized by the 

reexperiencing of an extremely traumatic event accompanied by symptoms of arousal and 

by avoidance of stimuli associated with the trauma‖ (American Psychiatric Association 

[DSM-IV-TR], 2000).  Reexperiencing of the event can take the form of distressing 

thoughts, memories, dreams, hallucinations, illusions, flashbacks, and the person feeling 

as though she reliving the traumatic event.  It also consists of physiological arousal in 

response to external or internal triggers that remind the person of the event or some 
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aspect of the event.  A person meeting PTSD criteria experiences at least two of the five 

persistent arousal symptoms which include sleeping difficulties, irritability, 

hypervigilance, difficulty concentrating, and an exaggerated startle response.  These 

symptoms are so pervasive that the person will avoid any stimuli related to the trauma 

and experience numbed responsiveness. 

Chronic hyperarousal interferes with daily functioning and the exhausting effects 

have detrimental impact on physical health (Resick & Calhoun, 2001).  Women who 

have experienced sexual trauma and victimization report increased physical symptoms 

and poor overall health (Koss & Heslet, 1992; Koss, Koss, & Woodruff, 1991).  Koss et 

al.  (1991) found that victimized women seek health services twice as frequently within 

one year and have two and a half times greater outpatient costs than women who have not 

been victimized.  Kimerling, Clum, and Wolfe (2000) found that the hyperarousal 

symptoms cluster was uniquely predictive of self-report of physical symptoms and poor 

health.  Kimerling et al.  (2000) suggest that patients associate the cardiovascular and 

autonomic responses of hyperarousal with health status.  Irritability, sleep disturbance 

and poor concentration are also suggested as influencing self-report of poor health. 

In addition to deleterious effects in daily life and health, persistent physiological 

arousal impacts therapeutic interventions.  There are two mechanisms of change believed 

to underlie effective psychosocial treatment of PTSD (Resick et al., 2008).  The first is 

the use of repeated exposure to promote emotional processing of the traumatic memories.  

The second mechanism is changing the meaning of the traumatic event.  When 

physiological arousal reaches disordered levels it is difficult to accomplish these 

therapeutic goals.  Foa, Steketee, and Rothbaum (1989) propose that physiological 
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arousal is a key marker in monitoring intervention efficacy.  Pitman et al.  (1996) found 

data suggesting that reduced physiological responses to trauma-related stimuli both 

within and between sessions may predict improved clinical status.  Blanchard & Buckley 

(1999) also suggest predictive value in measuring psychophysiological responses 

throughout treatment.  To understand the importance of alleviating hyperarousal 

symptoms, it is necessary to look at the role each symptom plays in the development and 

maintenance of the disorder and how these symptoms interfere with therapeutic goals.   

Sleep disturbance is one of the most commonly reported trauma symptoms and is 

reported by up to 70% of individuals meeting PTSD criteria (Ohayon & Shapiro, 2000).  

Kobayashi, Boarts, & Delahanty (2007) conducted a meta-analysis of sleep abnormalities 

in PTSD and found a positive correlation between arousal level and density of rapid eye 

movement (REM) sleep.  Chronic PTSD has also been found to result in disruptions to 

REM sleep due to symptomatic awakening (Breslau et al., 2004).  While increases in 

REM sleep after trauma can serve an adaptive purpose, disruptions to sleep can 

compromise that function (Mellman, Pigeon, Nowell, & Nolan, 2007).  REM sleep has 

been implicated in consolidation of recent learning and the processing of emotional 

memory.  Mellman and Pigeon (2005) reason that these functions make it possible to 

engage in adaptive emotional processing.  Thus, in the absence of continuous REM sleep, 

an individual is limited or unable to engage in the emotional processing necessary for 

therapeutic progress. 

Anger after victimization is shown to be predictive of developing PTSD (Riggs, 

Dancu, Gershuny, Greenberg, & Foa, 1992) and is strongly correlated with the severity of 

PTSD (Orth, Cahill, Foa, & Maercker, 2008).  Riggs et al.  (1992) suggest that intense 
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anger may interfere with modifying traumatic memory by inhibiting fear responses to the 

memory.  This inhibition allows the individual to continue to avoid confronting any 

anxiety-provoking cues and thus lose opportunities to habituate to the fear and change 

responses to traumatic triggers.  In their longitudinal study of the relationship between 

PTSD symptoms and anger, Orth et al.  (2008) found that PTSD symptoms contribute to 

anger and not that anger contributes to PTSD symptoms.  However, they concluded that 

treatment of anger remains important and the arguments of Riggs et al.  remain valid. 

Difficulty concentrating and attention problems are often reported by PTSD 

patients (Neylan et al., 2004).  In their study of attentional dysfunction associated with 

PTSD among rape victims, Jenkins, Langlais, Delis, and Cohen (2000) found 

impairments in sustained and focused attention.  They did not find significant 

impairments in selective attention (selective attention is key in hypervigilance behavior 

and is discussed below).  Jenkins et al.  suggest that other PTSD symptoms may influence 

poor performance on attention tasks; efforts to avoid intrusive thoughts, poor sleep, and 

heightened startle response are all potential contributors.  They also hypothesize that 

stress-induced brain damage could be altering performance.  Difficulty in focusing and 

maintaining attention can and does serve as a deterrent in interventions, particularly in 

interventions with a significant cognitive component (i.e.  cognitive-behavioral therapy). 

Hypervigilance has cognitive, affective, somatic, and behavioral components that 

serve to orient and generate response to trauma-related cues (Wilson, 2004).  This 

heightened selective attention to threatening information, has been shown to play a key 

role in the development and maintenance of anxiety disorders (Kindt & Van den Hout, 

2001).  Anxiety reinforces hypervigilance and in turn hypervigilant behavior reinforces 
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feelings of anxiety.  This cycle expends a great deal of energy and is difficult to disrupt.  

Tucker at al.  (2007) found evidence that some individuals with PTSD continue to have 

heightened physiological response to reminders of trauma even after the emotional 

elements have been processed.  The intensity of this experience makes it a difficult and 

important target of intervention.   

Exaggerated startle response is an amplified conditioned psychobiological 

response to unexpected stimuli (Wilson, 2004).  There has been some evidence that this 

response is modulated by negative emotional states induced by trauma reminders: recent 

exposure to a trauma cue potentiates a startle response, even to neutral stimuli (Grillon, 

Morgan, Davis, & Southwick, 1998).  Given the emphasis on repeated exposure to 

trauma memories to promote emotional processing, an exaggerated startle response is a 

logical target of intervention.   

 
 

Evidence-Based Therapies for PTSD 

Various interventions have been developed for PTSD, including psychodynamic 

therapy, group therapy, and cognitive-behavioral therapy (CBT).  CBT has been the most 

investigated psychosocial intervention and has been found to be effective (Foa & 

Rothbaum, 1998).  The CBT intervention with most proven efficacy is prolonged 

exposure (Rothbaum, Meadows, Resick, & Foy, 2000).  The following describes the 

nature, efficacy, and limitations of prolonged exposure as well as other interventions 

commonly used in treating PTSD hyperarousal symptomology.   
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Prolonged Exposure (PE) 

Prolonged exposure therapy uses repeated exposure exercises to reduce avoidance 

behaviors in PTSD.  Taylor et al.  (2003) found that compared to Eye-Movement 

Desensitization and Reprocessing (EMDR) and relaxation training, PE had greater 

efficacy in reducing avoidance and re-experiencing symptoms.  However, it is not 

necessarily superior in reducing hyperarousal symptoms.  Additionally, exposure therapy 

has not been found beneficial for all PTSD patients: Tarrier et al.  (1999) found that 31% 

of their patients experienced worsened symptomology after imaginal exposure therapy.  

While Devilly and Foa (2001) debate this claim, there is some question as to whether 

exposure therapy is appropriate for all patients. 

 
 
Eye-Movement Desensitization and Reprocessing (EMDR) 

EMDR is an intervention that requires an individual to attend to traumatic 

memories and related elements in short, sequential exposures while engaging in eye 

movements (Aubert-Khalfa, Roques, & Blin, 2008).  EMDR has been found to be an 

efficacious treatment for PTSD (Bisson & Andrew, 2007; Chemtob, Tolin, Van der Kolk, 

& Pitman, 2000), though the necessity and underlying mechanism of the eye movements 

have yet to be determined (Aubert-Khalfa et al., 2008).  Numerous studies have found 

that it has comparable efficacy to prolonged exposure therapy (Rothbaum, Astin, 

Marsteller, 2005; Taylor et al., 2003).  It is important to note that EMDR is used while 

processing the emotional trauma and is the core therapeutic intervention.  Thus, while it 

can serve a relaxation purpose, it is not analogous to the intervention used in this study.  

With a small sample of PTSD patients, Aubert-Khalfa et al. found significant decreases 
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in physiological responses (heart rate and skin conductance) after a single session of 

EMDR.  Aubert-Khalfa et al.  point out that while there is symptom alleviation after one 

session, the complexity of trauma will often require further sessions.   

 
 
Relaxation Training 

Relaxation training consists of teaching a variety of relaxation techniques that 

patients can use when experiencing anxiety.  There is limited research in the efficacy of 

this training in treating PTSD.  There has been evidence that relaxation training has 

moderate effects on reducing overall PTSD symptomology (Marks, Lovell, Noshirvani, 

Livanou, & Thrasher, 1998).  Stapleton, Taylor, & Asmundson (2006) found that 

relaxation training reduced anger in subjects with PTSD.  Taylor et al.  (2003) believe 

that this intervention largely targets hyperarousal symptoms and would thus reduce 

distress and avoidance and facilitate exposure therapies.  Further research is needed to 

assess the extent to which this may be true. 

 
 
Pharmacological Intervention 

Psychopharmacological interventions have been found effective in treating 

symptoms of PTSD and are commonly recommended to be taken concurrent with 

psychotherapeutic intervention (Bobo, Warner, & Warner, 2007).  Specific to PTSD, the 

National Institute of Mental Health (2007) recommends sertraline (brand name Zoloft).  

Sertraline is a selective serotonin reuptake inhibitor (SSRI) that is also used to treat a 

variety of other anxiety disorders and depression.  It is used to improve the mood, sleep, 

appetite and low energy level symptoms as well as reduce the fear, anxiety, panic attacks, 
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and intrusive thoughts that mark PSTD (WebMD, n.d.).  In a meta-analysis comparing 

PTSD treatments, Van Etten and Taylor (1998) found that drug therapies were less 

effective than psychological therapies in reducing symptoms.  SSRIs and carbamazepime 

had the largest effect sizes of the medications investigated but faced the same problem of 

high attrition as the other drugs. 

 
 

Attrition 

 Attrition is a problem in treatment of PTSD.  Non-compliance in PTSD treatment 

has been reported between 27% to 82% in the literature (Burstein, 1986).  Tarrier, 

Sommerfield, Pilgrim, and Faragher (2000) found that inconsistent attendance and longer 

periods between sessions yields poorer treatment outcome.  Van Etten and Taylor (1998) 

found no significant differences in attrition rates among psychological therapies and had 

significantly lower attrition rates than pharmacological therapy (14% versus 32%).  

While Hembree et al.  (2003) found no significant differences in drop-out rates among 

exposure therapies (20.5% on average), they found significantly lower attrition in control 

treatments, supportive counseling, and relaxation methods (11.4% on average).  Hembree 

et al.  suggest that perhaps the structured, manualized treatments limit the therapist’s 

level of focus on patient comfort and here-and-now concerns.  This need not negate the 

use of structured exposure treatments, rather it suggests there is need for additional 

intervention that addresses patient comfort.  Given the research on attrition rates and 

impact, it is evident that there is need for an efficient and effective intervention to 

increase patient attendance. 
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Hypnosis 

 The use of hypnosis as a treatment for trauma-induced distress has roots as early 

as Freud’s work when he used the procedure to produce the abreaction and catharsis 

necessary for resolving psychological conflict (Spiegel, 1989).  Research has found that 

PTSD has been associated with elevated levels of hypnotizability (Frischolz, Lipman, 

Braun, & Sachs, 1992; Spiegel, Hunt, & Dondershine, 1988; Stuntman & Bliss, 1985).  

When Stutman and Bliss (1985) found a relationship between hypnotic susceptibility and 

PTSD symptoms, they suggested that individuals with PTSD engage in a sort of self-

hypnosis when re-experiencing the event.  They posit that hypnosis is an ideal treatment 

for PTSD patients since this population is already skilled at the techniques; they are 

simply using them ineffectively.   

The theory underlying the use of hypnosis with trauma has been varied.  Spiegel 

(1989) wrote that hypnosis is useful in treating trauma for two reasons: (1) dissociation is 

common in coping with trauma and flashbacks and (2) it can facilitate recall of memories 

that are not available in a conscious state.  Much of the research on using hypnosis for 

PTSD consists of memory-facilitating case studies.  Unfortunately, a majority of these 

studies do not specify diagnostic methods or targeted symptoms (Foa & Rothbaum, 

1998).  Most research in the use of hypnosis specifically in the treatment of sexual trauma 

has also consisted of memory-facilitative case studies (Poon, 2007; Smith, 2004).   

There has been controversy surrounding the use of hypnosis in memory 

facilitation.  Various studies have focused on the risk of forming false memories with the 

use of imagery techniques such as hypnosis in memory retrieval and processing (Garry & 

Polaschek, 2000; Horselenberg et al., 2000; Spanos, Burgess, Burgess, Samuels, & Bois, 
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1999).  Barclay and Wellman (1986) found that autobiographical memory can become 

increasingly inaccurate over time.  Horselenberg, Merckelbach, van Breukelen, and 

Wessel (2004) found that individual differences and external factors (i.e.  psychotherapy) 

have significant influence over autobiographical memory as well.  Given the 

controversial false-memory results of memory-facilitative hypnosis, this study 

investigated an alternative application of hypnosis: the use of hypnosis for coping and 

symptom relief.   

In his description of case studies on the use of hypnosis with rape victims, Ebert 

(1988) noted that ―hypnotic techniques may be helpful as adjunctive treatment techniques 

for rape victims to reduce their fear and anxiety.‖ Use of hypnosis as an adjunctive 

treatment has, as previously been described, been used for trauma processing.  However, 

this study investigated the use of hypnosis as a tool for physiological symptom relief.  To 

understand the potential for use in this manner, it is helpful to look to how hypnosis has 

been used as an adjunct in medical intervention. 

Hypnosis is one of the alternative therapies within ―mind-body‖ medicine and has 

been gaining legitimacy as a component of care for numerous medical conditions 

including anxiety and insomnia (Mayo Clinic Health Letter, 2007).  Practitioners of these 

alternative therapies believe in using the mind to heal the body.  Other mind-body 

therapies include meditation, muscle relaxation, and cognitive behavior therapy 

(American Family Physician, 2007).  While the mechanism is not fully understood, 

hypnosis is considered to create a state of consciousness that allows an individual to 

maintain focus, disregard intrusive thoughts and respond to suggestion (Mamtani & 
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Cimino, 2002).  It is by this mechanism that this study hypothesized that the hyperarousal 

symptoms of PTSD can be addressed. 

Hypnosis has been shown to reduce anxiety symptoms in the context of medical 

treatment (Elkins et al., 2006; Liossi & White, 2001; Smith, 2005).  It was hypothesized 

in this study that hypnosis might serve an analogous purpose as an adjunct to 

psychotherapy in reducing hyperarousal symptoms.  Evans and Coman (2003) have 

advocated for eclectic treatment of anxiety disorders and found that hypnosis has a range 

of applications as an adjunct to anxiety management.  In their meta-analysis using 

hypnosis as an adjunct to cognitive-behavioral psychotherapy, Kirsch, Montgomery, and 

Sapirstein (1995) showed substantial improvement in outcome.  They determined that 

hypnosis can be a helpful adjunct for a variety of problems and that further research in 

treating psychological conditions can be enhanced by adding hypnosis.   

 
 
Plausibility of a Brief Hypnotic Intervention 

 To date, there are no studies looking at the use of brief hypnotic intervention for 

specifically relieving the cluster of hyperarousal symptoms in PTSD.  As previously 

noted, use of hypnosis as an adjunct to treatment has been largely in the alternative 

medicine field.  Within this field, there has been evidence that a single hypnotic induction 

can alleviate targeted symptomology.  In a study using hypnosis with subjects receiving a 

colonoscopy for cancer screening, Elkins et al.  (2006) found that a single hypnotic 

induction on the day of the test was a feasible method to manage the anxiety and pain 

associated with the procedure.  Massarini, Rovetto, & Tagliaferri (2005) also found that a 

single preoperative hypnotic session showed lower anxiety and pain perception in the 
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days following an operation.  In a study of women with breast cancer undergoing breast 

biopsies, Montgomery et al.  (2007) found that a single brief hypnotic intervention prior 

to the surgery reduced anxiety in the patients.  Given the effectiveness of one hypnotic 

induction in relieving anxiety within medical interventions, it is plausible that such 

efficacy can translate to psychotherapeutic interventions. 

The present study provided a hypnotic induction recording for subjects to use over 

the period of one week following an initial induction with the therapist.  While a hypnosis 

recording is not considered as effective as a session with a hypnotist (given the lack of 

tailoring to the individual and her reactions), it can help reinforce therapeutic suggestions 

(Mayo Clinic Health Letter, 2007).  Studies have found that while a hypnotherapy session 

is superior, the use of recordings can be an easier and cost-effective method of reducing 

anxiety in medical interventions (Forbes, MacAuley, and Chiotakakou-Faliakou, 2000; 

Ghoneim, Block, Sarasin, Davis, & Marchman, 2000).   

Hammond, Haskins-Bartsch, Grant, & McGhee (1988) conducted a study 

comparing self-directed versus tape-assisted self-hypnosis and found that those with the 

tape ―produced significantly greater concentration and absorption, less distraction with 

extraneous thoughts, greater depth, more of a perception of involuntariness, and more 

changes in body perception‖ than those who were self-directed.  The subjects in the tape-

assisted group also reported greater imagery, a more enjoyable experience, and were less 

likely to fall asleep.  The researchers theorized that the tape reduces the discrepancy 

between hypnosis with the therapist and at-home practice.  Thus, while the use of a tape 

is not as superior as an in-person session, it is a more effective and preferable way for 

individuals to practice self-hypnosis outside of the clinical environment.  For the 
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purposes of this study, a recording served to facilitate the effectiveness of the original 

induction. 

 
 

Addressing Potential Problems 

Meeting full PTSD criteria may have been a significant limitation on subject 

recruitment.  While they were assessed for PTSD, subjects only needed to meet the 

criterion of two of the five hyperarousal symptoms for inclusion in the study.  As 

previously mentioned, a significant drawback in prior studies of hypnosis with PTSD has 

been a lack of carefully defining the symptoms targeted by the treatment.  The present 

study sought to resolve this by specifically targeting the cluster of hyperarousal 

symptoms: sleeping problems, irritability, difficulty concentrating, hypervigilance, and 

exaggerated startle response.   

An additional problem considered when recruiting subjects was subject 

perception of the treatment.  Subjects may have doubts or misperceptions on the nature of 

hypnosis, which made presentation of the intervention a significant consideration.  

Capafons et al.  (2005) have investigated how preparatory information impacts attitudes 

toward hypnosis.  They emphasize providing accurate information that enhances real 

expectancies about hypnosis.  Capafons et al.  state that ―the most important variables in 

fostering a positive rapport is that the participants believe that they retain control when 

they are hypnotized, that hypnosis is not iatrogenic (i.e.  not something that is done to 

them), and that the hypnotist will use it only for sufficient professional purposes.‖ The 

recruitment material, informed consent, and intake process of this study reflected these 

results in an effort to facilitate subject comfort and participation.   
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Purpose of the Study 

Sexual trauma is an exceedingly common experience among women and results 

in high rates of PTSD symptomology.  Untreated, these symptoms can become a chronic 

lifelong problem.  Present research indicates that cognitive-behavioral and exposure 

therapies are effective in treating PTSD symptoms and that relaxation techniques are 

commonly used as adjunct therapies.  Despite the efficacy of these treatments, attrition 

from insufficient symptom relief remains a significant problem in treating this 

population.  It was hypothesized here, that a brief hypnotic intervention can facilitate 

relief of hyperarousal symptoms.  Hypnosis has been used within alternative medicine to 

address anxiety and physiological symptoms and this study attempted to apply this 

intervention as an adjunct to psychotherapy by targeting hyperarousal. 

One of the primary aims of this study was to determine the feasibility of a brief 

hypnotic intervention for PTSD symptoms in women who have experienced sexual 

trauma in their lifetime.  Beyond feasibility, the study assessed whether the intervention 

was efficacious in reducing hyperarousal symptoms.  It was hypothesized that the 

intervention would be feasible and that hyperarousal symptom reduction would be both 

statistically and clinically significant. 
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CHAPTER TWO 
 

Method 
 

 

Sample 

 
 

Recruitment 

A flier about the study was made available in the waiting room of the center and 

case workers provided the flier to new clients at the time of their intake for services.  The 

flier detailed basic inclusion criteria for the study and the purpose of and commitment 

involved in participation in the intervention.  Individuals interested in participating 

scheduled an appointment to meet with the investigator for an intake to assess 

qualification for the study.  See Table 1 for recruitment information. 

 
 

Table 1  

Recruitment Information for the Study 

Population No. of Individuals 
Full participation (intake & follow-up) 40 
Full participation: Treatment group 20 
Full participation: Control group 20 
Did not return for follow-up session 4a 

Not qualified: Insufficient anxiety scores 2 
Made intake appointment(s) and did not attend 16 
Unreachable with contact information provided 19 
Referral was male 1 
Total number of referrals 82 

a Two subjects from the control group and two subjects from the treatment group  
did not return for follow-up. 
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Inclusion Criteria 

Qualifying subjects were female adults age eighteen or older and had a self-

reported history of personal trauma due to sexual assault or sexual abuse.  Eligible 

subjects met Criteria A (exposure to a traumatic event) and presented with at least two of 

the five symptoms of hyperarousal as described in Posttraumatic Stress Disorder 

Criterion D of DSM-IV-TR (DSM-IV-TR, 2000).  This criterion was measured by a 

minimum of ―moderately distressed‖ (score of 2) on the Impact of Events Scale-Revised 

(IES-R) on two of the five hyperarousal symptoms.  It should be noted that the 

hyperarousal symptom cluster of the IES-R is comprised of six questions covering the 

five symptoms; two questions target the symptom of exaggerated startle response.  

Subjects also reported abnormal levels of anxiety (score of 11-21) as defined by the 

Hospital Anxiety and Depression Scale.   

 
 
Exclusion Criteria 

Subjects had not received concurrent Eye Movement Desensitization Retraining 

(EMDR) but could have been in standard supportive counseling as offered by the center.  

Eligible subjects were not actively psychotic nor did they have a current psychotic 

disorder diagnosis.  Subjects were not actively abusing substances and had a minimum of 

three weeks sobriety if they were currently undergoing substance abuse treatment. 

 
 
Participants 

 
 Forty four subjects were recruited for an initial intake from a local victim’s 

advocacy center and forty of the subjects completed their participation in the study.  The 
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four subjects that did not complete the study did not return for their follow-up session.  

Descriptive data is based on the forty women who completed participation.  Each of the 

treatment and control groups consisted of twenty women.  The groups were comparable 

in age (Table 2), demographic variables (Table 3), and self-reported trauma history 

(Table 4).  Both groups had comparably high rates of a pre-treatment PTSD diagnosis 

(Table 5) and were comparable in comorbid diagnoses (Table 6).   

 
 

Table 2 

Age of Subjects 

Age Treatment Control All F P value 
Mean, (SD) 35.25 (9.10) 33.05 (7.50) 34.15 (8.30) 0.70 0.41 
Median 35.50 33.00 33.50   
Minimum 22 19 19   
Maximum 53 43 53   

Note: SD is standard deviation. 
 
 

Measures 

The following standardized measures were used in this study: 

 Clinician Administered PTSD Scale (CAPS; Blake et al., 1995).  This gold 

standard measure of PTSD symptoms is consistent with DSM-IV-TR PTSD 

diagnostic criteria and is useful in detailing the individual’s trauma experience 

and response.  It is comprised of 17 symptoms that assess frequency and 

intensity of symptoms in the past month.  The symptoms cluster into three 

subscales consistent with DSM-IV-TR criteria B (re-experiencing symptoms), 

C (avoidance and numbing), and D (hyperarousal).  Additional items that  

were used include duration of disturbance and significant distress or 
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Table 3 

Demographic Information of Sample 

Demographic Treatment  Control 
2 P value 

Race     
Caucasian 16 (80%) 13 (65%) 0.39 0.20 
African American 2 (10%) 0    
Native American  1 (5%) 2 (10%)   
Hispanic/Latina 1 (5%) 2 (10%)   
Biracial 0 3 (15%)   

Relationship     
Single 6 (30%) 7 (35%) 0.21 0.76 
Significant other 1 (5%) 2 (10%)   
Married 6 (30%) 5 (25%)   
Separated/divorced 7 (35%) 5 (25%)   
Widowed 0 1 (5%)   

Employment     
Employed 9 (45%) 8 (40%) 0.24 0.69 
Student 0 1 (5%)   
Unemployed 9 (45%) 8 (40%)   
Disability 2 (10%) 3 (15%)   

Education     
Some high school 4 (20%) 2 (10%) 0.39 0.20 
High school/GED 1 (5%) 7 (35%)   
Some college 10 (50%) 7 (35%)   
College degree 3 (15%) 3 (15%)   
Graduate degree 2 (10%) 1 (5%)   

Social support     
Excellent 7 (35%) 8 (40%) 0.24 0.53 
Adequate 8 (40%) 4 (20%)   
Poor 4 (20%) 7 (35%)   
None 1 (5%) 1 (5%)   

 
 

impairment in functioning.  A self-report life events checklist of experiencing 

or witnessing potentially traumatic experiences is included.  Internal 

consistency estimates for the measure range from 0.63-0.95.  

 Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983).  

This scale reliably measures states and severity of anxiety and depression.  It 

also serves as a valid measure of the severity of the emotional disorder.  Alpha  
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Table 4 
 

Self-Reported Traumatic Experiences 

 
Trauma Treatment Control F or  2 value P value 
Abuse/assaulta     

As child  18 (90%) 15 (75%) 
2 = 0.20 0.45 

As adult 13 (65%) 16 (80%) 
2 = 0.17 0.57 

As child and adult 11 (55%) 11 (55%)   
Time since last assaultb     

Mean 9.91 8.86 F = 0.12 0.73 
Standard Deviation 10.87 7.80   

Other Traumatic Experiencesc     
Mean 7.55 8.15 F = 0.44 0.51 
Standard deviation 3.14 2.54   

aValues refer to number of individuals. 
bReported in years.  Five subjects in the treatment group and one of the subjects in control group report 
current sexual abuse. 
cNumber of traumatic experiences experienced or witnessed as reported on the Life Events Checklist of the 
CAPS. 
 
 

Table 5 

Pretreatment Comparison of PTSD Diagnosis 

PTSD Diagnosisa Treatment Control 
2 P value 

Rationally derivedb 16 (80%) 19 (95%) 0.23 0.15 
Empirically derivedc 14 (70%) 12 (60%) 0.11 0.51 
Does not meet either criteria 4 (20%) 1(5%)   

aDiagnosis determined using designated CAPS scoring rule (rationally or empirically). 
bThe rationally derived rule is the preferred rule for most clinical settings.  It is considered more 
sensitive than the others to PTSD. 
cThe empirically derived rule is based on prior research using the CAPS.  It is less lenient than the 
rationally derived rule. 

 
 

for the anxiety scale is estimated at 0.40 to 0.76.  The depression scale reports 

alphas from 0.30 to 0.60.  

 Profile of Mood States (POMS; McNair, Lorr, & Droppleman,1971).  The 

POMS is a self-report measure of six mood states: Tension-Anxiety, 

Depression-Dejection, Anger-Hostility, Vigor-Activity, Fatigue-Inertia, and 

Confusion- Bewilderment.  This descriptive measure has been proven  
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Table 6 

Pretreatment Comparison of Comorbid Diagnoses 

Diagnosis Treatment Control 
2 P value 

Mood Disorders     
Major Depressive Disorder 12 (60%) 14 (70%) 0.23 0.54 
Bipolar Disorder 4 (20%) 3 (15%)   
Dysthymic Disorder 1 (5%) 3 (15%)   

Anxiety Disorders     
Generalized Anxiety Disorder 8 (40%) 11 (55%) 0.18a 0.74 
Obsessive Compulsive Disorder 2 (10%) 0    
Agoraphobia 0 2 (10%)   
Panic Disorder 2 (10%) 4 (20%)   
Panic Disorder w/Agoraphobia 5 (25%) 3 (15%)   
Social Phobia 6 (30%) 3 (15%)   
Specific Phobia 7 (35%) 4 (20%)   
2 anxiety disorders 10 (50%) 9 (45%)   
3 anxiety disorders 2 (10%) 1 (5%)   

Substance use disorders     
Alcohol abuse 2 (10%) 7 (35%) 0.44b 0.47 
Alcohol dependence 3 (15%) 3 (15%)   
Non-alcohol substance abuse 5 (25%) 4 (20%)   
Non-alcohol substance dependence 3 (15%) 6 (30%)   

Note.  Subjects have met diagnostic criteria for the disorder at some point in their lifetime. 
a Chi square analysis based on subjects’ number of comorbid anxiety disorders. 
b Chi square analysis based on subjects’ pattern of alcohol and non-alcohol substance abuse and dependency. 

 
 

sensitive to outpatients’ responses to therapeutic approaches.  Internal 

consistency ranges from 0.84 to 0.95.   

 Impact of Event Scale-Revised (IES-R; Weiss, 2004).  The IES-R is a self-

report measure of current (past week) distress for a specific life event.  The 

scale consists of 22 items containing three subscales measuring hyperarousal, 

intrusion, and avoidance symptoms.  The IES-R reports very high internal 

consistency for the three subscales: hyperarousal (alpha = 0.82), intrusion 

(alpha = 0.89), and avoidance (alpha = 0.84).   
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 Structured Clinical Interview for DSM-IV Axis I Disorders (Research 

Version) (SCID-I; First, Spitzer, Gibbon, and Williams, 2002).  The SCID-I 

(Research Version) is a semi-structured interview for Axis I disorders.  The 

present study utilized the Anxiety Disorders, Mood Disorders, Psychotic 

Disorder and Substance Use Disorders modules. 

 Elkins Hypnotizability Scale (EHS; Elkins, personal communication, January 

31, 2008).  The EHS consists of an induction where the assessor measures an 

individual’s ability to experience hypnosis and respond to hypnotic 

suggestions.  Psychometric properties of the measure are unavailable at 

present. 

 

 

Intake Measures 

Subjects completed an informed consent form and the following self-reports: 

demographic information form, HADS, POMS, IES-R, and the Life Events Checklist of 

the CAPS.  The subjects were also administered the CAPS and select modules of the 

SCID-I.  Assessor conducted an interview on trauma history, medical history, previous 

psychological assessment, diagnosis and treatment.   

 
 
Pre and Post Induction Measures  

Prior to the hypnotic induction, subjects completed a visual analog scale (VAS) 

rating their subjective state of anxiety.  The induction consisted of administering the 

Elkins Hypnotizability Scale.  Following the induction, subjects completed another VAS 

rating of anxiety.  Subjects were asked to report any negative side-effects of the 
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induction.  Subjects were given a form for documenting the frequency of use of the 

hypnosis recording that they received and were instructed to complete and return it at 

follow-up. 

 
 
Outcome Measures 

At the follow-up appointment, subjects completed the HADS, POMS, and IES-R.  

They were also queried on any experience of negative side-effects.  Subjects submitted 

the form documenting use of the recording.   

 
 

Treatment 

 
 
Standard Care Group 

Subjects were beginning, previously had, or were already receiving standard care 

at the victim’s center.  Standard care consists of eight to twelve weeks of supportive 

counseling provided by a master’s level intern or licensed counselor using theoretical 

orientations that include solution-focused, CBT, and interpersonal therapy.  Subjects in 

standard care were not assigned to any available EMDR intervention. 

 
 
Treatment Group 

Subjects were administered the Elkins Hypnotizability Scale (EHS).  Each subject 

underwent a hypnotic induction followed by the clinician asking her to engage in specific 

physical and mental tasks while being queried on her experience.  The first two tasks of 

the EHS assess whether the subject is able to experience heaviness in the right arm 

followed by a lightness and levitation of the left arm via suggestion.  The third task 
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determines the depth of dissociation the subject experiences as indicated by how involved 

the person is in the suggested imagery.  The fourth task assesses whether the individual is 

capable of a positive hallucination by asking the subject to open her eyes and visualize 

the suggested object.  The final task assesses post-hypnotic amnesia by instructing the 

subject to not recall anything once called back to alertness.  At the conclusion of the 

intake session, subjects received a pre-recorded hypnotic relaxation induction for home 

use over the following week.  A personal recording player was made available for any 

subject to borrow if she did not have access to one.  Subjects were allowed to keep the 

recording at the end of their participation in the study. 

 
 

Design 

This was a randomized, standard care controlled feasibility study in which 

subjects were qualified by self-report of traumatic experience and meeting 

inclusion/exclusion criteria.  Subjects were randomly assigned based on a predetermined 

schedule that was unknown to the assessor and clinician.  Figure 1 details the study 

outline.  Those subjects assigned to the standard care control group received the initial 

intake interview and measures and were allowed to continue with standard care 

treatment.  They returned to complete outcome measures within seven to ten days after 

their intake.  These subjects then received the treatment condition (the EHS induction and 

hypnosis CD).  Subjects randomly assigned to the treatment condition completed the 

intake interview, initial measures and hypnotic induction.  At the completion of the 

induction, subjects received an audio recording of a hypnotic induction for use at home 
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and a form to record frequency of use of the recording.  Within seven to ten days, 

subjects returned for outcome measures and follow-up. 

 
 

Data Analysis 

This study addressed the following questions of interest: 

 Is hypnosis feasible as a brief intervention? 

 Does this brief hypnotic intervention significantly reduce hyperarousal 

symptomology in victims of sexual trauma? 

The question of feasibility was determined by a variety of factors that would 

indicate feasibility of an intervention.  First, whether subjects could be recruited to 

participate in this study: would women with a history of sexual trauma choose to 

participate in a hypnotic intervention? Was there a low rate of subject attrition? In 

addition to participation, feasibility was also determined by whether the subjects 

experienced a subjective sense that the intervention was helpful, which was evaluated 

both in terms of qualitative verbal response (absence of negative side effects) at follow- 

up and with a statistical analysis of symptom measure results.   

To determine whether there was a statistically significant decrease in 

symptomology, the following statistical analyses were used.  Between groups comparison 

of baseline measures were conducted using ANOVA.  Outcome measures for 

hyperarousal (IES-R) and mood (HADS and POMS) were analyzed using repeated 

measures ANOVA with time (baseline, 7-10 days post intake) as the within subjects 

factor and group (standard care control, treatment group) as the between subjects factor.  

The Geisser-Greenhouse (Geisser & Greenhouse, 1958) conservative F test was used to   
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Figure 1.  Intervention timeline for standard care control and treatment groups. 
 
 
control against violations of the sphericity assumption.  Significant differences in 

baseline scores were found using ANOVA.  t tests were also run on both the control and 

treatment groups separately to further elucidate any significant decreases in 

symptomology at baseline and follow-up.  An alpha level of 0.05 was used for all tests.

 Clinical significance in this study was defined in light of the intention behind the 

study.  The goal of the intervention was to decrease hyperarousal symptomology in order 

to facilitate the client’s experience in therapy.  Thus, the optimal result is for subjects to 
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experience a sufficient enough decrease in hyperarousal that they would no longer qualify 

for needing the intervention being offered.  Specifically, a clinically significant decrease 

in symptomology occurred if subjects reported less than ―moderately distressed‖ (score 

of less than 2) on the IES-R for at least four of the five hyperarousal symptoms and less 

than an abnormal level of anxiety on the HADS (score of less than 11).  This was 

assessed for the treatment group as a whole and on the individual subject level using 

group score means and individual scores on the IES-R and HADS anxiety measures. 
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CHAPTER THREE 
 

Results 
 

 

Symptom Measures 

 The group means for symptoms scores at baseline and follow-up for the treatment 

and control groups are reported in Table 7.  Comparisons of symptom measures over the 

7-10 day period between intake and follow-up indicate several statistically significant 

decreases in level of symptomology.  Table 8 lists the ANOVA results for the measures.  

The IES-R results indicate that the decrease in symptom scores for the treatment group 

was significantly different from the control group on the overall hyperarousal score and 

on the individual symptom of difficulty concentrating.  This is also true for the tension, 

depression, confusion and total score on the POMS.  Overall anxiety as measured by the 

HADS also resulted in a significant difference between the treatment and control groups 

over time.   

 Table 9 includes the results of ANOVAs that were run to compare symptom 

severity between the treatment and control groups at baseline and then at follow-up (for 

symptom measures that did differ significantly at baseline).  On several of the measures, 

the treatment and control groups did have significant differences in the mean baseline 

scores.  This was true of the hypervigilance, intrusions, and total score on the IES-R as 

well as the tension, depression, and overall scores of the POMS.  An additional ANOVA 

was run on follow-up scores for those with significantly different baseline scores.  None 

of these scores differed significantly at follow-up.   
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Table 7 
 

Group Mean Scores at Baseline and Follow-Up 

 
 Treatment: Mean (SD) Control: Mean (SD) 

Symptom Measure Baseline Follow-up Baseline Follow-up 
IES-R      

Hyperarousal 3.07 (0.68) 2.28 (0.79) 2.71 (0.78) 2.32 (0.92) 
Difficulty 
falling asleep 

3.05 (1.23) 2.40 (1.35) 2.85 (1.18) 2.40 (1.23) 

Irritability/anger 2.80 (1.06) 2.00 (1.26) 2.65 (1.09) 2.00 (1.21) 
Difficulty 
concentrating 

3.25 (0.97) 2.20 (1.11) 3.10 (1.21) 2.80 (1.06) 

Hypervigilance 3.45 (0.83) 2.85 (1.14) 2.60 (1.47) 2.35 (1.39) 
Exaggerated 
startle response 

2.90 (1.48) 2.10 (1.33) 2.60 (1.14) 2.25 (1.37) 

Sympathetic 
anxiety 
response 

3.00 (1.17) 2.05 (0.76) 2.50 (1.28) 2.10 (1.55) 

Intrusions 2.84 (0.81) 2.27 (1.00) 2.19 (0.86) 1.85 (1.10) 
Avoidance  2.43 (0.69) 2.17 (0.97) 2.19 (0.72) 2.08 (0.89) 
Total score 8.34 (1.83) 6.72 (2.32) 7.09 (1.67) 6.25 (2.50) 

POMS     
Tension 33.00 (7.12) 26.55 (8.00) 26.95 (8.44) 25.90 (8.09) 
Fatigue 26.00 (6.27) 23.90 (12.76) 22.25 (7.68) 21.60 (8.13) 
Depression 47.95 (15.35) 39.20 (14.81) 36.80 (16.46) 37.95 (17.76) 
Confusion 22.45 (4.52) 18.70 (5.70) 19.45 (6.13) 19.65 (6.72) 
Anger 34.10 (11.59) 30.00 (12.88) 30.95 (13.38) 30.35 (12.86) 
Vigor 17.00 (5.34) 19.95 (5.41) 18.80 (4.75) 20.40 (9.17) 
Total score 146.50 (38.04) 118.40 (45.90) 117.60 (45.22) 116.40 (48.44) 

HADS     
Anxiety 17.00 (2.83) 13.95 (3.85) 15.40 (3.46) 14.60 (3.80) 
Depression 12.70 (3.70) 11.15 (3.96) 12.50 (2.98) 12.25 (3.67) 

VAS     
Subjective Anxiety 5.83 (2.33) 2.18 (2.20) 7.17 (1.98) 1.99 (1.86) 
 
 
Symptomology scores on all measures for the treatment group decreased during the time 

interval (with the exception of the vigor score on the POMS, for which symptom 

improvement was indicated with an increase in reported score).  This could not be said 

for the control group.  t tests were conducted to separately analyze the control group and  

treatment group over the time interval between intake and follow-up (Table 10).  Most 
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Table 8 
 

Analysis of Variance of Symptom Scores at Baseline and Follow-Up 

 
Symptom Measure F P value 𝜂𝑝

2  
IES-R     

Hyperarousal 3.95 0.05 0.09 

Difficulty falling asleep 0.39 0.54 0.01 
Irritability/anger 0.15 0.70 < 0.01 
Difficulty concentrating 5.46 0.03 0.13 

Hypervigilance 0.80 0.38 0.02 
Exaggerated startle response 1.84 0.18 0.05 
Sympathetic anxiety response 2.22 0.14 0.06 

Intrusions 1.16 0.29 0.03 
Avoidance  0.33 0.57 0.01 
Total score 2.29 0.14 0.06 

POMS    
Tension 5.79 0.02 0.13 

Fatigue 0.25 0.62 0.01 
Depression 9.89 < 0.01 0.21 

Confusion 6.00 0.02 0.14 

Anger 1.02 0.32 0.03 
Vigor 0.32 0.58 0.01 
Total score 5.62 0.02 0.13 

HADS    

Anxiety 7.82 0.01 0.17 

Depression 2.04 0.16 0.05 
VASa    

Subjective Anxiety 4.71 0.04 0.11 
a The results of the visual analogue scale analysis; pre and post hypnotic induction at intake.   

 
 
measures of the treatment group had a statistically significant decrease (or increase, in the 

case of vigor on the POMS) in symptom scores.  The exception was on the measures of 

avoidance on the IES-R, fatigue and anger on the POMS, and depression on the HADS.  

The symptoms of the control group did not change significantly over time for the POMS 

or HADS.  However, half of the control group IES-R symptom scores showed significant 

decreases over time: overall hyperarousal, difficulty falling asleep, anger/irritability, 

intrusions, and the overall score. 
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Table 9 
 

Treatment vs.  Control: Analysis of Symptom Severity at Baseline and Follow-up 

 
 Baseline Follow-up 
Symptom Measure F P value F P value 
IES-R      

Hyperarousal 2.50 0.12   
Difficulty falling asleep 0.27 0.60   
Irritability/anger 0.20 0.66   
Difficulty concentrating 0.19 0.67   
Hypervigilance 5.11 0.03 1.56 0.22 
Exaggerated startle response 0.51 0.48   
Sympathetic anxiety response 1.67 0.21   

Intrusions 6.04 0.02 1.59 0.22 
Avoidance  1.12 0.30   
Total score 5.07 0.03 0.37 0.55 

POMS     
Tension 6.01 0.02 0.07 0.80 
Fatigue 2.86 0.10   
Depression 4.91 0.03 0.06 0.81 
Confusion 3.10 0.09   
Anger 0.63 0.43   
Vigor 1.27 0.27   
Total score 4.78 0.04 0.02 0.89 

HADS     
Anxiety 2.57 0.12   
Depression 0.04 0.85   

 
 

The treatment group scores for hyperarousal (IES-R) and overall anxiety (HADS) 

were analyzed to determine if the subjects no longer met criteria for participating in the 

study (to assess clinical significance).  Treatment group mean scores on these inclusion 

criteria measures did not fall below ―moderately distressed‖ (score of 2) for four of the 

five hyperarousal symptoms on the IES-R or the minimum (score of 11) for an abnormal 

level of anxiety for the HADS.  On the individual subject level, all treatment group 

participants still met inclusion criteria at follow-up.   
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Table 10 
 

Comparison of Treatment and Control Groups in Symptomology Over Time 
 
 Treatment Control 
Symptom Measure t P valuea  t P valuea 
IES-R      

Hyperarousal 4.79 <0.0001 3.21 0.01 

Difficulty falling asleep 2.37 0.03 2.65 0.02 

Irritability/anger 2.89 .01 2.37 0.03 

Difficulty concentrating 4.10 <0.01 1.55 0.14 
Hypervigilance 2.35 0.03 0.84 0.41 
Exaggerated startle response 3.24 <0.01 1.58 0.13 
Sympathetic anxiety response 4.05 <0.01 1.41 0.18 

Intrusions 3.24 <0.01 2.72 0.01 

Avoidance  1.33 0.20 0.63 0.54 
Total score 4.05 <0.01 2.60 0.02 

POMS     
Tension 3.69 <0.01 0.75 0.47 
Fatigue 0.88 0.39 0.40 0.69 
Depression 4.02 <0.01 -0.51 0.62 
Confusion 3.56 <0.01 -0.16 0.87 
Anger 1.67 0.11 0.25 0.81 
Vigor -2.25 0.04 -0.79 0.44 
Total score 3.43 <0.01 0.15 0.88 

HADS     
Anxiety 4.35 <0.001 2.03 0.06 
Depression 2.00 0.06 0.53 0.61 

a Significance is two-tailed.  
 
 

Other Measures 

Both the treatment group and control group were assessed for hypnotizability 

using the EHS.  The treatment group had a score range of 0 to 12 (which comprises the 

full range of scores on the EHS).  The treatment group had a mean hypnotizability score 

of 5.85 and a median score of 5.00 on the EHS which both fall within the middle range of 

hypnotizability.  As both groups were administered the EHS, both groups were compared 

on hypnotizability (control group: mean = 5.85, median = 7.50, range = 0 to 11).  An 
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ANOVA comparison indicates that there were no significant differences between the 

groups in hypnotizability, F (1,38) = 0.94, p = 0.34.   

A first and fourth quartile split ANOVA was done on hypnotizability to determine 

if the level of hypnotizability had an impact of the subjects’ report of symptom relief.  

Treatment group subjects in the fourth quartile (scores of 10-12) of hypnotizability 

reported significantly greater relaxation on the VAS following the EHS induction than 

those in the first quartile (scores of 0 to 3), F (1, 11) = 6.97, p = 0.03.  This was also true 

when including the VAS scores for both the treatment and control groups, F (1, 18) = 

8.49, p = 0.01.  There were no significant differences between the first and fourth quartile 

with regard to symptom report on the IES-R, HADS or POMS.  A median split ANOVA 

on hypnotizability did indicate significant differences on the IES-R and POMS in the 

treatment group for those whose hypnotizability was below and above the median score 

of 5.00.  Those above the median level of hypnotizability had statistically significant 

lower scores on the intrusions (F = 6.22, p = 0.01) and total symptom score (F = 3.70, p = 

0.03) of the IES-R and on the fatigue measure (F = 14.15, p < 0.001) of the POMS. 

Treatment group subjects also reported the number of uses of the hypnosis 

recording.  The range for number of uses ranged from zero to seventeen during the 

intervention period.  The mean recording use was 6.30 times (SD = 4.77) with a median 

of 5.50 times.  Two participants did not use the recording.  A reanalysis of the 

symptomology results with the exclusion of those who did not use the recording did not 

alter the significance of the data, thus data from all twenty of the subjects was used.   

A median split analysis of variance was done based on the use of the hypnosis 

recording.  This analysis was used to determine if the change in symptom scores varied 
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between subjects using the recording above and below the median number of uses.  There 

was a statistically significant difference between the scores for the IES-R measured 

sympathetic anxiety response (F = 4.31, p = 0.05) and overall symptomology (F = 4.49, p 

= 0.05).  Scores were also significantly different on the POMS measures of tension (F = 

9.98, p < 0.01), confusion (F = 7.16, p = 0.02), and overall mood score (F = 6.22, p = 

0.02).  On these specific symptom measures, those using the recording above the median 

of 5.50 uses showed a larger decrease in symptomology.  There were no significant 

differences found for subjective anxiety during the induction (VAS scores) or in anxiety 

and depression as measured by the HADS. 

 
 

Qualitative Report 

Within the design of this study, there was no formal qualitative assessment for 

verbal responses from the treatment group at follow-up.  However, any negative side 

effects were documented for all subjects (treatment and control groups) after the hypnotic 

induction with the clinician and if applicable at follow-up (treatment group).  Of the 

twenty subjects in the control group, nineteen reported that the hypnotizability scale was 

a positive and relaxing experience.  The majority (eighteen) of the treatment group 

subjects participating in the study verbally reported that the week-long intervention was 

helpful when queried for side effects at follow-up.  Most treatment group subjects 

verbally reported using the hypnosis recording at night either to fall asleep or to help 

return to sleep after mid-sleep wakening.  Those who did not use the recording during the 

week reported that either they forgot about it or were too busy to use it.   
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While the majority of participants verbally reported feeling better and finding the 

hypnosis recording helpful, there were some subjects who reported otherwise.  Of the 

forty subjects that completed the study, three reported that the hypnosis was not helpful.  

One subject from the control group did not find the hypnotizability induction reduced her 

subjective level of anxiety, nor did it increase her anxiety.  The other two subjects were in 

the treatment group.  One reported that she had been experiencing frequent panic attacks 

during the previous week and had one during her second use of the recording.  The 

second subject reported that her psychiatrist had changed her medications and she had 

experienced an increase in symptomology as a result of adjusting to the new medication.  

Both of these subjects discontinued use of the recording (as instructed should they 

experience any worsening of symptoms).   
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CHAPTER FOUR        
 

Discussion 
 

 

Feasibility and Efficacy 

This study sought to answer two questions with regard to a brief hypnotic 

intervention.  The first question spoke to whether this intervention would be possible with 

women with a sexual trauma history: is hypnosis feasible as a brief intervention for 

hyperarousal symptoms? The reasonable success in recruiting subjects and low rates of 

attrition after intake suggests that the application of the intervention is in fact feasible.  

That the majority of the women in the treatment group gave a qualitative (verbal 

feedback) report of a positive experience suggests that subjects receiving the intervention 

are able to perceive a benefit to using hypnosis in alleviating symptoms.  There was also 

a statistically significant decrease in a number of anxiety and mood symptoms reported 

for women using the intervention over those using standard care alone.  From this, it is a 

reasonable conclusion that hypnosis as a brief intervention is in fact feasible.   

The second question being asked in this study was whether the hypnotic 

intervention would significantly reduce hyperarousal symptomology.  The women who 

received the hypnotic induction reported statistically significant decreases in difficulty in 

concentrating and in overall hyperarousal.  Overall anxiety was also significantly 

reduced.  Thus, statistically speaking, hyperarousal symptomology was significantly 

reduced.  While this intervention was specifically targeted at decreasing the hyperarousal 

anxiety symptoms of traumatic stress, it also had an impact on mood.  Treatment subjects 

reported a decrease in tension, depression, confusion and an improvement in general 
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mood state.  It is notable that the treatment group reported a decrease on each symptom 

measure at follow-up, even if not at a statistically significant level when compared to the 

control group.  Altogether, the efficacy of the hypnotic intervention is supported by 

statistically significant decreases in symptomology. 

This study originated from a perceived need for a brief intervention option that 

would facilitate stabilizing clients who experience disruptive levels of hyperarousal.  

Thus, clinical significance was perceived as no longer meeting criteria for the study: the 

subjects would no longer experience the level of hyperarousal that qualified them for this 

treatment.  On neither the group nor the individual level did subjects report decreases in 

symptomology that would disqualify them from the study.  The lack of clinically 

significant results in this study points to limitations and areas for improvement that are 

addressed in a following section on limitations and future directions.   

 

 

Discrepancies in the Data 

Analysis of baseline data in this study pointed to a discrepancy between the 

baseline symptom reports of the treatment and control groups.  The initial level of 

symptomology for the treatment group was significantly higher than that reported by the 

control group.  However, the groups did not significantly differ at follow-up.  This 

indicates that on any measures where the treatment group experienced a significant 

decrease in symptom level, the results were not invalidated by a parallel decrease in the 

control group.  In other words, any significant decrease in symptomology for the 

treatment group was not negated by any initial differences in severity. 
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There was also a discrepancy in reported depression symptomology.  As 

previously mentioned, subjects reported a statistically significant decrease in depression.  

However, this significant decrease was reported based on the depression POMS.  While 

there was a decrease in depression as measured by the HADS, it was not statistically 

significant.  Since subjects reported decreased depression symptoms on both measures, 

this discrepancy does not suggest any invalidation of the results of either measure.  The 

difference between the content and format of the measures is likely key in explaining the 

differences.   

The POMS is a measure that uses sixty-five mood adjectives (fifteen for 

depressed mood) that subjects rate themselves on a five-point Likert scale ranging from 

―not at all‖ to ―extremely.‖ The HADS has only fourteen items (seven for depression 

symptoms) and asks subjects to rate their experience of symptoms  on a four-point Likert 

scale ranging from ―no, not at all‖ to ―yes, definitely‖ based on I statements (i.e.  I feel 

miserable and sad).  Another difference between the measures is that the POMS directs 

the subject to respond based on their current mood while the subjects were directed to 

respond based on the past week for the HADS measure.   

One potential conclusion to be drawn from the time period difference in the 

measures is that the HADS is measuring more of how the intervention impacted mood 

over the week, while the POMS was reflecting mood state at the follow-up appointment.  

While subjects were able to report improved mood for both the week and at the time of 

follow-up, they did not report equal improvement.  The POMS results are (by the given 

instructions) reflective of the subjects’ mood in the moment and as such cannot be 

presumed to speak for the subjects’ experience across the span of the week.  However, as 
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previously mentioned, there was decreased depression symptomology in both measures 

(if not statistically significant for the HADS), so it can also be argued that the improved 

depressed mood at follow-up was not inconsistent with the subject’s mood for the 

duration of the intervention. 

Another discrepancy in the results of this study is that the treatment group 

verbally reported a subjective decrease in hyperarousal symptomology at follow-up while 

the control group did not.  While this subjective decrease was confirmed by statistically 

significant decreases in the symptom measures when looking at the treatment group 

alone, the symptom alleviation was not always significant when comparing it to the 

control group.  The statistical results indicated that of the individual hyperarousal 

symptoms, only difficulty in concentration was significantly decreased in relation to the 

standard care control scores.  For example, many subjects commented that the hypnotic 

recording helped them sleep.  While there was a significant decrease in the subjects’ 

report of sleeping difficulties with the treatment group standing alone (Table 10), it was 

not statistically or clinically significant relative to the control group (Table 8).  In other 

words, it appears both groups experienced a decrease in hyperarousal symptomology as 

measured by the IES-R. 

It is notable that subjects in both the treatment and control group reported 

significant symptom decreases on the IES-R in the interval following the intake.  The 

treatment group reported significant symptom improvement on more items of this 

measure than the control group, but both groups reported decreases.  This was not true on 

the POMS and HADS measures.  The treatment group reported significant decreases on a 

number of the symptom clusters on both of these measures while the control group did 
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not.  This discrepancy may signify differences in the measures themselves.  As 

previously discussed, the POMS was likely measuring subject report of symptoms at the 

moment of the intake and the follow-up.  The control group had not received the 

intervention at follow-up and thus may have been less likely to report positive mood at 

the follow-up appointment than the treatment group.   

A potential explanation for this difference on the HADS measure is not as clear, 

but may be reflective of the HADS addressing general anxiety symptoms while the IES-R 

is focused on symptomology that is largely dependent on the fluctuating presence of 

traumatic triggers and symptoms.  The treatment group experienced significant decreases 

in symptom severity in all but one of the symptom clusters of the IES-R while the 

standard care control group only experienced significant decreases on less than half of the 

clusters.  The few decreases in the control group could potentially be attributed to chance 

or fluctuating symptom levels whereas the consistent decreases for the treatment group 

across the IES-R and the other measures are more likely to be reflective of the 

intervention. 

 
 

Limitations and Implications for Future Directions 

 
 
Clinical Efficacy 

While subject perception of reduced symptomology and statistically significant 

decreases in a number of symptoms suggest promise for this intervention, clinically 

significant results were not obtained.  This suggests that the structure and design of the 

intervention as well as the intervention itself had limitations that can now be explored in 

hindsight.  Areas for future consideration and improvement are explored as follows. 
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Negative side effects.  Fortunately, the majority of the subjects did not have 

negative side effects to report.  This suggests that risk of negative side effects is not a 

significant limitation to the intervention.  For the two participants who discontinued use 

of the recording, it was not clear that there was a direct relationship between the hypnotic 

recording and increased anxiety symptoms.  However, the experiences of these subjects 

provide evidence that the intervention may not be appropriate for all women experiencing 

traumatic anxiety.  As with all interventions, clinical judgment of the efficacy of an 

intervention for a specific client would be necessary.  Per subject report in this study, the 

presence of frequent panic attacks or changes in anxiety medication may be signs for 

caution in using a hypnotic intervention with this population.  A larger sample size would 

be necessary to determine the impact these or any other contexts would have on side 

effects. 

 
 
Substance Use.  Substance abuse is common for individuals with PTSD.  The 

present study found rates of 10% to 30% for comorbid substance abuse.  In their review 

of the PTSD and substance abuse literature, Jocobsen, Southwick, and Kosten (2001) 

found comparable rates and note that substance abuse is a complicating factor in treating 

PTSD symptomology.  They point out that this particular comorbidity tends to result in 

more severe symptomology and less responsiveness to treatment than the presence of 

either disorder separately.  The authors identify two pathways (substance abuse prior or 

following development of PTSD) to comorbidity and provide support for the ―self-

medication‖ hypothesis where substance abuse began in an effort to treat the PTSD 
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symptoms.  Given that subjects may be using or have used alcohol or other substances to 

treat their hyperarousal and other traumatic anxiety, the efficacy of any intervention 

needs to take the presence of substance use into consideration.  Thus, further 

investigation into this intervention would benefit from further analysis of the challenges 

to and efficacy of clinical hypnosis in individuals with a comorbid substance use 

disorder. 

 
 
Time of intervention.  Time was clearly a factor in the intent of the intervention 

and in the design of this study.  The goal was to create a brief intervention that could 

effectively and efficiently target symptoms to give the traumatized subjects relatively 

rapid relief from their anxiety.  In structuring the intervention to take course over the span 

of seven to ten days, the study was able to provide some answer to whether the 

intervention could reduce hyperarousal symptoms in the time that usually passes between 

therapy sessions.  Subjects did report reduced symptomology during that time, which 

suggests that the intervention can be efficacious.  The question remains if a longer 

application of the intervention would have yielded greater symptom relief, perhaps 

providing the clinically significant results that were missing with the present time frame.   

It was pointed out in the introduction that a hypnotic intervention for anxiety 

reduction has been successful with regard to medical interventions and procedures.  

However, within the context of traumatic experience (sexual and otherwise), many of the 

subjects reported multiple traumas across the life span with long-standing symptoms.  

Thus, it may be that the symptoms cannot to be alleviated within the same immediate 

time frame of a medical intervention.  In the studies previously cited as having found 
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hypnosis efficacious in treating anxiety (Elkins et al., 2006; Liossi & White, 2001; 

Massarini, Rovetto, & Tagliaferri, 2005; Montgomery et al., 2007; Smith, 2005), the 

intervention was used to target anxiety symptoms in the moments of anxiety specific to a 

medical condition or procedure.  It may be that either this intervention needs to be used 

over a longer time span for a more globalized impact on anxiety or as in the medical 

interventions, its efficacy is best demonstrated with situation-specific anxiety (i.e.  to fall 

asleep, following a startle response, after experiencing a stressful traumatic trigger, etc.). 

The majority of subjects did report finding that the hypnotic induction with the 

clinician and the use of the hypnosis recording helped them relax.  That they reported this 

relief and it was not always reflected in follow-up symptom measures (based on the past 

week) could suggest that while they noted a change around the time of using the 

recording, the effect did not generalize beyond that time.  If this is true, then perhaps this 

intervention is best applied on an as needed basis as determined by the client, with 

assistance from the client’s therapist.  However, using a longer time frame for the 

intervention would help determine whether the immediate effects of using hypnosis 

during a stressful situation could generalize over time to less anxiety beyond the 

immediate aftermath of an induction. 

Given the goal of having the intervention remain brief and auxiliary to the 

individual’s ongoing therapy, any addition of time to the length of the study of the 

intervention would have to take certain issues into consideration.  With regard to 

practicality in study design, there is a need to consider the risk of attrition should the 

study extend beyond the length of time subjects would willingly participate in an 

intervention.  Another practical issue is based on the use of a standard care control in the 
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study design.  In order to remove the confounding variable of the impact of the standard 

care control treatment, treatment group subjects were instructed to not attend sessions 

while participating in the treatment condition.  To ask a traumatized individual to miss a 

series of therapy appointments poses potential risk to the subject’s well-being and could 

be counter-therapeutic.  For this reason and for the sake of maintaining the goal of a brief 

intervention, any further investigation would be advised to begin with adding only one 

additional week to the intervention. 

 

 

Dependency on homework.  Providing therapy clients with therapeutic tools for 

between sessions is a useful way for clients to generalize the progress that they are 

making in sessions to everyday life.  Kazantzis, Deane, & Ronan (2000) conducted a 

meta-analysis of the use of homework in clinical practice and found that homework 

makes a significant contribution to favorable outcomes in CBT.  Other theoretical 

disciplines, such as psychodynamic therapies have also used homework and found it to be 

an efficacious tool in therapy (Kazantzis, Busch, Ronan, & Merrick, 2007; Stricker, 

2006).   

A potential disadvantage of a study that relies on homework is that the efficacy of 

the intervention is highly dependent on the subject’s follow through outside of the 

therapy room.  The purpose of this study was not to investigate the challenges of using 

homework assignments in treating anxiety.  However, it is important to consider that the 

challenges posed in using homework may have implications for the success of this 

intervention.  Much of the literature on homework compliance and client attitudes is 

focused on homework as a component of work within a CBT intervention (Fehm & 
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Mrose, 2008; Kazantzis & Shinkfield, 2007; Leahy, 2002; Rees, C.  S., McEvoy, P., & 

Nathan, P.  R.; Tompkins, 2002).  Broder (2000) makes the argument that a variety of 

homework assignments, including guided imagery, relaxation and meditation techniques, 

are powerful tools in therapy.   

There do not appear to be any studies comparable to this study in looking 

specifically at the attitudes toward and impact of relaxation homework assignments for 

individuals with anxiety disorders.  Regardless, the studies focused on utilizing 

homework with CBT (which includes relaxation exercises) could facilitate improvement 

in applying this hypnotic intervention.  Broder listed the following qualities of an 

effective homework assignment: clear (client understands what to do), specific (relevant 

to the client), measurable (therapist and client can evaluate whether it was completed), 

and doable (it can be completed by the client).  The hypnosis recording assignment was 

both measurable and doable.  The clinician was clear about the length of the recording, 

appropriate uses and contexts, and what to do if any negative side effects.   

The specificity element, or the tailoring of the intervention to the client, might be 

an area for further development.  It has been noted as an important factor in homework 

efficacy throughout the literature (Greenberg & Warwar, 2006; Kazantizis, Deane, & 

Ronan, 2000).  Subjects were given the recommendation of using the recording at least 

once a day or as needed for anxiety symptoms.  A tailored recommendation based on 

context (including barriers to compliance) and symptom patterns for each subject might 

have facilitated greater specificity of its personal utility for the subject and increased the 

likelihood of participation.  For example, asking subjects to identify times of day that are 

practical, when hyperarousal symptoms are more prevalent, and assessing for any barriers 
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they might foresee preventing their use of the recording.  This information could be used 

to help subjects make a specific plan for using the recording, thereby making the 

intervention more relevant to subjects in terms of their own schedule and symptom relief 

needs. 

In the context of the present investigation, (use of a hypnosis recording as an 

auxiliary intervention), the homework was assigned with the intention of reducing 

hyperarousal symptomology.  Indeed, this study found that there was a significant 

relationship between the number of uses of the hypnosis recording and the alleviation of 

symptoms.  Those who used the recording more than five times (group median of 5.50 

uses) during the week had greater symptom alleviation with regard to sympathetic 

anxiety response, hyperarousal symptomology, tension, confusion, and overall mood.  

Given that the number of uses of the recording does have a relationship with symptom 

relief, improved presentation of the importance and utility of the hypnosis intervention at 

home would be an area for improvement in any further investigation. 

 
 
 Sample size.  Fortunately, the treatment and control groups in this study were well 

matched on a large number of variables, so any conclusions drawn from the treatment 

group could be comfortably applied to those in the control group.  Thus, the sample size 

in this study was not prohibitive in analyzing the efficacy of the intervention.  However 

the sample size does provide some limitations.  In particular, a group of forty individuals 

does not allow any conclusions to be drawn for what diversity factors among the subjects 

may act as covariates in understanding the efficacy of the intervention. 
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Potential covariates.  A number of potential covariates in this study were 

considered when analyzing the data and most did not demonstrate a significant 

relationship to treatment outcome.  The time passed since the traumatizing event(s) was 

considered.  In this study, five women in the treatment group and one woman in the 

control group were still experiencing sexual abuse during their participation.  The impact 

of ongoing traumatization may influence intervention efficacy.  However, there was not 

any quantitative evidence of the recency of the trauma having an impact in this study.  

Neither was there any difference based on the number and variety of reported 

traumatizations.  Green et al.  (2000) note that much of the trauma literature does not 

acknowledge a history of multiple traumatizations when focusing on a specific trauma 

event.  They pointed out that most studies (like this one) simply report number of traumas 

experienced despite evidence in the literature of higher symptom levels and worse 

outcomes with multiple traumas.  The subjects of this study had all experienced 

numerous severe traumatizations.  Perhaps the absence (in this study) of subjects with a 

single traumatic event for comparison can explain the lack of symptom variance with 

regard to number of traumatizations. 

Another covariate that was considered was the number of times the hypnosis 

recording was used: As previously addressed, the amount that the women used the 

hypnotic recording did significantly impact the report of symptom severity.  A larger 

sample size and improvements to the process of assigning homework might have shown 

even greater discrepancy in symptom relief dependent on recording use.  The subject’s 

hypnotizability did have some impact on the results of this study.  Subjects with higher 

levels of hypnotizability (scores of 10 to 12) did report finding the EHS induction more 
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relaxing than those in the lower levels (scores of 0 to 3) and those above the median score 

of hypnotizability did report greater reduction in intrusions and fatigue.   

In their observation of hypnosis literature, Van Dyck and Hoogduin (1990) found 

that the results of hypnotherapy have been linked to the individual’s hypnotizability when 

treating anxiety.  They also note, however, that the effectiveness of hypnosis can be 

linked to other factors such as client expectancy and the fact that the client experiences 

relaxation regardless of hypnotizability.  Hypnotizability did appear to have an impact on 

the subjects’ subjective sense of relaxation immediately following the hypnotic induction 

and an impact on two symptoms measured.  Thus, how hypnotizable a client is may play 

a factor in the efficacy of the intervention for the individual.  That hypnotizability was 

not found to be a significant covariate for the majority of the symptoms measured in this 

study may suggest that the hypnosis experience was sufficiently relaxing regardless of the 

depth of the individual’s induction experience.   

 
 
 Additional limits of study design.  A notable limitation to this study is the absence 

of qualitative data.  Given that the study was addressing feasibility and efficacy of a 

generally novel intervention, the qualitative experience of the subjects is an important 

factor that was lacking.  The subjects’ experience of the face value of the intervention is 

important and was not adequately measured.  The subjects were queried for negative side 

effects, which were sufficiently documented.  However, positive verbal reports were not 

systematically documented outside of noting a positive reaction and an absence of 

negative side effects.  Documenting a subjective verbal report of whether subjects noted a 

qualitative difference in hyperarousal and anxiety symptomology (even as simple as a yes 
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or no) would provide more solid evidence of subject perception of the efficacy of the 

intervention.   

 
 

Conclusion 

The results of this intervention indicate that there is promise for the efficacy of 

clinical hypnosis in relieving hyperarousal anxiety symptoms in women with a sexual 

trauma history.  As such, utilizing hypnosis for relaxation may be a useful adjunct to 

therapeutic interventions with these women.  Further investigation is needed to determine 

the most effective application of this intervention.  The previous discussion has pointed to 

a variety of areas in which to improve both the intervention and future investigation of 

the intervention.   

A major goal of this study was to determine whether this intervention would be 

possible with this population and the results are in full support of feasibility.  Future 

investigation of this intervention can go beyond feasibility to explore ways to improve 

efficacy.  With improved efficacy, there can also be a systematic exploration of whether 

this intervention can indeed facilitate ongoing therapy through hyperarousal symptom 

relief and thus reduce attrition from therapy.  The promising initial results of this brief 

hypnotic intervention warrant further development of the intervention to fulfill its 

promise as a useful tool for women seeking treatment for traumatic stress.   
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