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ABSTRACT
Background: More than a third of the approximately 10 million 
women with histories of interpersonal violence in the United States 
develop posttraumatic stress disorder (PTSD). Currently available 
treatments for this population have a high rate of incomplete 
response, in part because problems in affect and impulse regulation 
are major obstacles to resolving PTSD. This study explored the 
efficacy of yoga to increase affect tolerance and to decrease PTSD 
symptomatology.

Method: Sixty-four women with chronic, treatment-resistant 
PTSD were randomly assigned to either trauma-informed yoga or 
supportive women’s health education, each as a weekly 1-hour 
class for 10 weeks. Assessments were conducted at pretreatment, 
midtreatment, and posttreatment and included measures of DSM-
IV PTSD, affect regulation, and depression. The study ran from 2008 
through 2011.

Results: The primary outcome measure was the Clinician-
Administered PTSD Scale (CAPS). At the end of the study, 16 of 31 
participants (52%) in the yoga group no longer met criteria for PTSD 
compared to 6 of 29 (21%) in the control group (n = 60, χ2

1 = 6.17, 
P = .013). Both groups exhibited significant decreases on the CAPS, 
with the decrease falling in the large effect size range for the yoga 
group (d = 1.07) and the medium to large effect size decrease for the 
control group (d = 0.66). Both the yoga (b = −9.21, t = −2.34, P = .02, 
d = −0.37) and control (b = −22.12, t = −3.39, P = .001, d = −0.54) 
groups exhibited significant decreases from pretreatment to the 
midtreatment assessment. However, a significant group × quadratic 
trend interaction (d = −0.34) showed that the pattern of change in 
Davidson Trauma Scale significantly differed across groups. The yoga 
group exhibited a significant medium effect size linear (d = −0.52) 
trend. In contrast, the control group exhibited only a significant 
medium effect size quadratic trend (d = 0.46) but did not exhibit 
a significant linear trend (d = −0.29). Thus, both groups exhibited 
significant decreases in PTSD symptoms during the first half of 
treatment, but these improvements were maintained in the yoga 
group, while the control group relapsed after its initial improvement.

Discussion: Yoga significantly reduced PTSD symptomatology, 
with effect sizes comparable to well-researched psychotherapeutic 
and psychopharmacologic approaches. Yoga may improve 
the functioning of traumatized individuals by helping them to 
tolerate physical and sensory experiences associated with fear 
and helplessness and to increase emotional awareness and affect 
tolerance.
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Approximately 9.8 million adult American women 
(about 10% of the adult female population) have 

histories of violent physical assaults, and 12.1 million 
(12.7%) report having been a victim of completed rapes.1 
More than a third of these traumatic experiences result in 
the development of posttraumatic stress disorder (PTSD) 
and are also associated with a range of other comorbid 
disorders, such as anxiety and depression, as well as 
physical health problems, including obesity, heart disease, 
and chronic pain syndromes.2–7

Various forms of exposure treatment have been shown 
to be useful in the treatment of PTSD.8–11 However, they 
have a high rate of incomplete response. In a recent large 
clinical trial11 of prolonged exposure, 59% of subjects still 
had PTSD after 12 weeks of treatment, and 78% remained 
symptomatic at 6-month follow-up. A meta-analytic 
review12 of psychosocial treatments for PTSD found that 
the majority of treatment-seeking populations continue 
to show substantial residual symptoms and that less than 
half of patients completing cognitive-behavioral treatment 
interventions show clinically meaningful improvement. 
The Institute of Medicine found that the currently available 
scientific evidence for the treatment for PTSD does not 
reach the level of certainty that would be desired for such 
a common and serious condition.13

Chronic trauma exposure is associated with significant 
problems in affect and impulse regulation.14,15 Becoming 
flooded or dissociating interferes with the resolution 
of traumatic memories16–20 and is associated with high 
dropout rates or symptom worsening.16,18,20 The successful 
extinction of conditioned fear responses, thought to be 
critical for the resolution of PTSD, requires being able to 
manage intense emotions and to keep one’s attention focused 
on conditioned stimuli, ie, sensory input emanating from 
the environment or from within the organism.16,17,19,21

Mindfulness meditation, nonjudgmental attention 
to experiences in the present moment, has been shown 
to facilitate affect regulation.21–23 However, traumatized 
individuals tend to have difficulty tolerating unstructured 
meditation and do much better with an instructor whose 
guidance helps them maintain their focus on bodily 
sensations, while modulating arousal with breathing 
exercises, as is done in a yoga practice.24

It is estimated that yoga is regularly practiced by over 26 
million individuals in the United States; it is among the top 
10 most widely practiced forms of complementary health 
care in the United States.25 Yoga is a comprehensive system 
of practices that incorporates physical postures, breathing 
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exercises, and meditation/concentration techniques that 
have been shown to be associated with changes in autonomic 
function, muscle strength, blood pressure, heart rate, 
respiration, plasma cortisol, urinary catecholamines, and 
improvement in arousal regulation.26–39

Yoga has been studied as an effective adjunctive treatment 
for a large variety of medical disorders, including asthma, 
heart disease and hypertension, diabetes, chronic pain, 
arthritis, and insomnia.27,29,40–45 Other studies also have 
demonstrated positive effects of yoga on depression and 
anxiety46–49 and on acute stress reactions.50–52

The physical postures of hatha yoga emphasize flexibility 
over aerobic fitness. In yoga, the focus of attention is on 
sensory experiences of breathing and physical sensations. 
The heightened body awareness fostered by yoga can help 
to detect physiological aspects of physical sensations (eg, 
body tension, rapid heartbeat, and short, shallow breath) and 
provide information about the internal milieu, a prerequisite 
for accurate identification of the triggered emotional 
response (ie, fear).16,21,24,53 The mindfulness aspect of yoga is 
hypothesized to foster emotion regulation by simply noticing 
the fear, as opposed to engaging in avoidance. Awareness 
of the transitory nature of one’s momentary experience is 
thought to lead to a change in the perspective on the self.53

The hypotheses of this study were that traumatized 
women in the yoga condition would show a clinically 
significant reduction in PTSD symptoms at posttreatment 
compared with a control group receiving weekly women’s 
health education, as well as demonstrate more improvement 
on affect regulation measures. 

METHOD
Design

Following institutional board review, women 18–58 
years old with chronic, treatment nonresponsive PTSD were 

recruited via newspaper and radio ads, our website, and 
solicitation from mental health professionals. Trauma history 
was obtained by self-report. Treatment unresponsiveness 
was determined by participants having had at least 3 years 
of prior therapy treatment that focused on the treatment 
of PTSD. After an initial telephone screening, subjects 
were assessed, and, if eligible, randomly assigned to either 
trauma-informed yoga classes or women’s health education 
classes, with each class lasting 1 hour each week for 10 
weeks. Participants in the control condition were offered the 
option of attending 10 weeks of yoga classes free of charge 
after posttreatment evaluation. The study ran from 2008 
through 2011. The study was registered on ClinicalTrials.
gov (identifier: NCT00839813).

Participants
A total of 101 participants were assessed at pretreatment 

after giving written informed consent. Eighty-three 
participants (82%) met study criteria, and the remainder 
met study exclusionary criteria, as noted below, or failed to 
meet the DSM-IV diagnostic criteria for PTSD. Of the 83 
participants, 7 (7%) withdrew consent prior to randomization 
and 12 (12%) withdrew consent prior to treatment; 64 
(63%) were randomly assigned to treatment and formed the 
intention-to-treat (ITT) sample. Posttraumatic stress disorder 
was established based on the Clinician-Administered PTSD 
Scale (CAPS) F1/I2/Sev65 scoring rules.54 Chronicity 
was based on meeting criteria for PTSD in relation to an 
index trauma that occurred at least 12 years prior to intake. 
Baseline participant information is contained in Table 1. 
Comorbid conditions were established with a semistructured 
interview, the Structured Clinical Interview for DSM-IV Axis 
I Disorders.55

Exclusion criteria included unstable medical condition, 
pregnancy or breastfeeding status, alcohol or substance 
abuse/dependence in the past 6 months, active suicide risk 
or life-threatening mutilation, 5 or more prior yoga sessions, 
and Global Assessment of Functioning (GAF) score < 40. 
Study participants were required to be engaged in ongoing 
supportive therapy and to continue whatever pharmacologic 
treatment they were receiving.

Treatments
The yoga intervention offered 10 weeks of an hour-long 

trauma-informed yoga class, incorporating the central 
elements of hatha yoga: breathing, postures, and meditation. 
The protocolized trauma-informed yoga program56 was 
created by certified yoga professionals with master’s- and 
doctoral-level degrees in psychology, with supervision from 
the principal investigators. Simple, noninterpretive language 
without metaphors is used. The program emphasizes curiosity 
about bodily sensations, in which self-inquiry is prominent, 
with the instructor using key words such as “notice” and 
“allow,” as well as invitational phrases such as “when you are 
ready” and “if you like.” Bodily control is practiced, such as 
making choices to modify a posture, to stay in a particular 
posture, or to let the posture go. 
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This study showed that a 10-week, weekly yoga program  ■
can significantly reduce posttraumatic stress disorder (PTSD) 
symptoms in women with chronic treatment-resistant PTSD, 
compared with a supportive therapy group, with effect 
sizes comparable to well-researched psychotherapeutic and 
pharmacologic approaches. 
Current mainstream treatments of PTSD are informed  ■
by cognitive and pharmacologic models, as opposed to 
somatic regulation and interoceptive awareness. However, 
loss of body awareness, including alexithymia and loss 
of affect regulation is thought to play a significant role in 
the pathology of PTSD, which involves changes in physical 
self-awareness and alterations in the neural structures 
that register bodily states. 
Body awareness is a necessary aspect of effective emotion  ■
regulation. Learning to notice, tolerate, and manage 
somatic experience may substantially promote emotion 
regulation. Yoga can serve as a widely available and relatively 
economical adjunct to the treatment of PTSD.
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Women’s health education. The control treatment offered 
10 weeks of an hour-long women’s health education class.57 
The class focused on active participation and support, and 
utilized an interactive teaching style to increase knowledge 
about different health areas and increase women’s self-
efficacy to (1) seek medical services, (2) discuss issues 
around health with medical professionals, (3) normalize 
the experience of talking about potentially uncomfortable 
issues of the body, (4) use medical or body terminology, and 
(5) conduct and pursue self-care activities (eg, breast self-
examination, making food choices). This intervention did 
not discuss issues related to personal trauma or disclosure 
of abuse or trauma. Materials included workbooks, resource 
books, video recordings, informational games, charts, and 
diagrams. Participants in the control condition, but not in 
the yoga classes, were allowed to contribute food to the class 
and to have personal contact outside the class. 

Assessments
Both conditions had equal in-person assessment time. 

Evaluators were postdoctoral- and master’s-level clinicians 
who received extensive training and ongoing supervision 
in administration of study measures, including interrater 
reliability on the CAPS, based on coding of live and video-
recorded interviews, and were assessed at regular intervals 
to avoid rater drift. All raters were blind to treatment 
condition.

Assessments were conducted at pretreatment, midtreatment 
(week 5), and posttreatment (week 10) and included the 
CAPS,54 and self-report measures (Inventory of Altered Self-
Capacities,58 which identifies problems with affect regulation 
and emotional control; the Davidson Trauma Scale59; and 
the Beck Depression Inventory-II [BDI-II]).60 Results of the 
effects of the 2 treatment conditions on physiologic response 
(heart rate variability) and brain activation (functional 
magnetic resonance imaging) will be reported separately. 
Analyses are based on the full analysis set, comprising all 
participants who were randomized and participated in 
pretreatment and posttreatment assessments.

Data Analytic Approach
We used hierarchical linear and nonlinear modeling61 

with restricted maximum likelihood estimation to conduct 
multilevel regression analyses to examine change over 
time in outcomes as a function of treatment condition.62 
This approach allowed us to analyze the intention-to-treat 
(ITT) sample without the use of missing data algorithms. 
Preassessment and postasssessment of PTSD were available 
for the CAPS, while 3 assessments were available for the 
Davidson Trauma Scale and BDI. For analyses with 2 
assessments, available time was modeled using dummy-
coded variables. For analyses with 3 assessments available, 
time was modeled using linear and quadratic orthogonal 
polynomial contrasts. For all models, time effects were 
specified as fixed, producing multilevel models analogous to 
repeated-measures analyses of variance. To assess treatment 
effects, a dummy-coded treatment variable was included 
as a level 2 predictor of change over time. Cohen d values 
are reported as estimates of effect size, and we adopted the 
convention of d = 0.25, 0.50, and 0.80 being indicative of 
small, medium, and large effect sizes, respectively.

RESULTS
Baseline Group Differences

Participants in the 2 treatment conditions did not differ 
significantly on any demographic variable (Table 1) or in any 
baseline measure of psychopathology, with the exception of 
significance in the employment demographic. Of the yoga 
group, 71.9% reported being employed versus 46.9% of the 
control group. However, there were no significant differences 
on education or family income.

Treatment Dropout
Four people dropped out during the 10-week treatment 

phase, leaving 60 completers. There were no significant 
differences in dropout rates between the treatment groups, 
yoga (n = 1, 1.6%) and control (n = 3, 4.7%). There also were 
no significant differences between completers and dropouts 
on any baseline measure of psychopathology.

Table 1. Baseline Analysis of Demographic Variables by Treatment 
Group

Variable
Yoga 

(n = 32)
Control 
(n = 32)

Totala 
(N = 64) P Valueb

Age, mean (SD), y 41.5 (12.2) 44.3 (11.9) 42.9 (12.0) .35
White race, % 78.1 78.1 78.1 .91
Non-Hispanic ethnicity, % 87.5 84.4 85.9 .67
College graduate, % 75.0 71.9 73.4 .53
Single marital status, % 46.9 43.8 45.3 .65
Employed, % 71.9 46.9 59.4 .05*
Income, $12,000–$15,000, % 18.8 18.8 18.8 .08
CAPS total score, 1 mo, 

mean (SD)
73.94 (14.4) 76.66 (14.5) 75.3 (14.4) .46

aTotal of 2 treatments combined.
bUsed omnibus analysis of variance for continuous measures or Pearson χ2 

statistic for categorical measures. None were significant except the employment 
demographic.

*Significant at P = .05.
Abbreviations: CAPS = Clinician-Administered PTSD Scale, PTSD = posttraumatic 

stress disorder.
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Results
Results are presented on loss of PTSD diagnostic status 

using the CAPS < 45 scoring rule, determined to be the 
most effective to rule out false negatives (Tables 2 and 3). 
Prior to conducting the hierarchical linear and nonlinear 
modeling analyses, a χ2 test was conducted to examine the 
proportion of participants meeting PTSD diagnostic criteria 
as measured by the CAPS at the final assessment and whether 
this proportion varied as a function of group. Sixteen of 31 
participants (52%) in the yoga group who completed the 
CAPS at the final assessment no longer met criteria for PTSD 
compared to 6 of 29 (21%) who no longer met criteria in the 
control group (n = 60, χ2

1 = 6.17, P = .013).
The results of the change over time analyses are depicted 

in Tables 2 and 3. Both groups exhibited significant decreases 
on the CAPS, with the decrease falling in the large effect 
size range for the yoga group (d = 1.07) and the medium to 
large effect size decrease for the control group (d = 0.66). A 

significant time × group interaction indicated that the yoga 
group exhibited larger decreases on the CAPS than the 
control group, with this difference approaching a medium 
effect size (d = −0.41).

The 2 groups exhibited a different pattern of change 
on the Davidson Trauma Scale (Figure 1). Both the 
yoga (b = −9.21; t = −2.34; P = .02; d = −0.37) and control 
(b = −22.12; t = −3.39; P = .001; d = −0.54) groups exhibited 
significant decreases from pretreatment to the midtreatment 
assessment. A significant group × quadratic trend interaction 
(d = −0.34) indicated that the pattern of change in Davidson 
Trauma Scale significantly differed across groups. The yoga 
group exhibited a significant medium effect size linear trend 
(d = −0.52). In contrast, the control group exhibited only a 
significant medium effect size quadratic trend (d = 0.46) 
but did not exhibit a significant linear trend (d = −0.29). 
Thus, both groups exhibited significant decreases in PTSD 
symptoms during the first half of treatment, but, in the yoga 

Table 3. Outcomes Administered at 3 Assessment Occasions
Descriptives Change Parameters

Pretreatment Midtreatment Posttreatment Linear Change Quadratic Change
Measure Mean SD Mean SD Mean SD b t d b t d
DTS

Yoga 65.17 23.50 56.01 26.59 51.49 24.09 −6.84** −3.25 −0.52 0.79 0.66 0.11
Control 73.06 25.86 50.96 24.91 63.75 28.81 −4.66 −1.82 −0.29 5.82* 2.86 0.46
Group × time −5.07 −0.86 −0.10 −5.03* −2.13 −0.34

BDI-II
Yoga 20.89 11.13 19.23 13.59 13.92 9.91 −3.49*** −3.77 −0.60 −0.57 −1.20 −0.19
Control 24.06 11.47 19.51 11.65 19.47 11.91 −2.29* −2.44 −0.39 0.78 1.28 0.20
Group × time −3.02 −1.07 −0.14 −1.34 −1.75 −0.28

*P < .05.
**P < .01.
***P < .001.
Abbreviations: b = unstandardized regression coefficient, BDI-II = Beck Depression Inventory-II, DTS = Davidson Trauma Scale.

Table 2. Outcomes Administered at 2 Assessment Occasions
Descriptives Pretreatment-Posttreatment 

ChangePretreatment Posttreatment
Measure Mean SD Mean SD b t Cohen d
Total CAPS severity

Yoga 73.94 20.83 49.48 25.16 −24.45*** −5.84 −1.07
Control 76.66 20.83 63.49 25.48 −13.17** −3.62 −0.66
Group × time −14.74* −2.23 −0.41

DES
Yoga 16.80 9.99 14.11 10.89 −2.68 −1.89 −0.35
Control 18.06 13.65 19.78 14.56 1.72 0.77 0.14
Group × time −4.40 −1.67 −0.31

IASC-TR
Yoga 73.66 14.20 67.17 15.32 −6.49* −2.40 −0.44
Control 67.97 13.81 68.51 17.17 0.54 0.17 0.03
Group × time −7.03 −1.69 −0.31

IASC-AD
Yoga 76.69 14.83 68.88 13.31 −7.81** −3.26 −0.60
Control 75.50 13.49 69.48 14.26 −6.02* −2.06 −0.38
Group × time −1.79 −0.48 −0.09

*P < .05.
**P < .01.
***P < .001.
Abbreviations: b = unstandardized regression coefficient, CAPS = Clinician-

Administered PTSD Scale, DES = Dissociative Experiences Scale, 
IASC-AD = Inventory of Altered Self-Capacities–affect dysregulation scale,  
IASC-TR = Inventory of Altered Self-Capacities–tension reduction subscale.



© 2014 COPYRIGHT PHYSICIANS POSTGRADUATE PRESS, INC. NOT FOR DISTRIBUTION, DISPLAY, OR COMMERCIAL PURPOSES.      e5J Clin Psychiatry 75:0, Month 2014

Yoga as an Adjunctive Treatment

group, these improvements were maintained, while the 
control group relapsed after the initial improvement.

Both groups exhibited improvements on several of 
the supplemental outcome measures (see Tables 2 and 3). 
For instance, both groups showed significant decreases in 
BDI scores (as indicated by statistically significant linear 
trends), with the yoga group showing a medium effect size 
decrease (d = −0.60) and the control condition exhibiting 
a small-medium effect size decrease (d = −0.39); however, 
the difference between the 2 groups was not statistically 
significant. While the group × time interactions generally 
did not approach statistical significance, there was some 
evidence supporting an advantage of yoga over the control 
condition. For example, the yoga condition revealed a 
significant decrease on the tension reduction subscale of 
the Inventory of Altered Self-Capacities, approaching a 
medium effect size (d = −0.44), while change over time on 
this subscale did not approach statistical significance for the 
control condition (d = 0.03). The group × time interaction for 
the Inventory of Altered Self-Capacities–tension reduction 
subscale approached statistical significance (P = .09), with an 
effect size estimate (d = −0.31) falling directly in the middle 
of small and medium suggested cutoffs.

DISCUSSION
This study showed that a 10-week weekly yoga program 

compared with supportive therapy can significantly 
reduce PTSD symptomatology in women with chronic 
treatment-resistant PTSD, with effect sizes comparable to 
well-researched psychotherapeutic and pharmacologic 
approaches. In contrast, after an initial positive response, 
the control group reverted to baseline. Depression scores 
of both groups declined significantly and, in the control 
group, continued to improve, even as their PTSD scores 
relapsed. The supportive nature of the control group, which 
encouraged the sharing of food and maintenance of contact 
outside of formal sessions, may have significantly improved 
the mood of this group, but it did not produce a sustained 
reduction in PTSD symptomatology. This suggests that the 
physical and interoceptive aspects of yoga, rather than the 

social dimensions of the groups, were the critical variables 
responsible for the change in PTSD symptomatology.

The identification of supplementary treatments for 
PTSD is important because many individuals with chronic 
PTSD tolerate exposure treatments poorly17–20 and because 
conventional PTSD treatments are not available to many 
traumatized individuals.

Current treatments for PTSD are informed by cognitive 
and pharmacologic models, as opposed to somatic regulation 
and interoceptive awareness. Body awareness has been shown 
to be central for consciousness and emotion regulation.63–66 
Knowing how one feels depends on brain regions involved 
in the registration of internal homeostasis.22,64–66 Loss 
of body awareness, including alexithymia, and loss of 
affect regulation are thought to play a significant role in 
the pathology of PTSD, which has been shown to involve 
changes in physical self-awareness and in alterations in the 
neural structures that register bodily states.16,63 Learning to 
notice, tolerate, manage, and reinterpret visceral sensations 
may substantially promote affect tolerance. 

Yoga has 3 principal components: breathing exercises 
(pranayama), postures (asanas), and mindfulness meditation. 
Each 1 of these has been shown to affect neurobiological 
functioning.16 Changing breathing patterns can influence 
autonomic nervous system functions, including heart rate 
variability and cardiac vagal tone.23,26,30,31 The extensive 
research on the effects of mindfulness meditation has been 
demonstrated to positively influence numerous psychiatric, 
psychosomatic, and stress-related symptoms, including 
anxiety, depression, chronic pain, immune function, blood 
pressure, cortisol levels, and telomerase activity.22–24,53 Of the 
3 principal components of yoga, the various poses (asanas) 
have been least studied. However, yoga poses are likely to 
help individuals to observe and tolerate physical sensations 
and to use this tolerance to disconnect their physical feelings 
from the emotional reactions to assaults in the past.

Limitations
This study included only treatment-resistant adult 

women with chronic PTSD secondary to interpersonal 

Figure 1. Change in Davidson Trauma Scale (DTS) as a Function of Group

Abbreviation: PTSD = posttraumatic stress disorder.

Yoga Control

Pretreatment 65.17 73.06

Midtreatment 56.01 50.96

Posttreatment 51.49 63.75

Assessment Ocassion

40

45

50

55

60

65

70

75

Pretreatment Midtreatment Posttreatment

 D
TS

 To
ta

l S
co

re
 (P

TS
D

 sy
m

pt
om

s)

Yoga (n = 32)

Control (n = 32)



© 2014 COPYRIGHT PHYSICIANS POSTGRADUATE PRESS, INC. NOT FOR DISTRIBUTION, DISPLAY, OR COMMERCIAL PURPOSES. e6     J Clin Psychiatry 75:0, Month 2014

van der Kolk et al

assaults that started in childhood. They had major comorbid 
problems with depression, anxiety, and affect regulation. All 
participants lived in the United States and were relatively well 
educated. Significantly more participants in the yoga group 
were employed than in the control group. However, their 
education and family income did not differ significantly. 
Clearly, our results need to be replicated with younger, less 
educated, and more acutely traumatized populations of both 
genders, in a variety of cultural settings

This study lasted only 10 weeks, without formal follow-up, 
while yoga usually is practiced for prolonged periods of 
time, just as psychotropic medications have a longer period 
of administration. While the mechanisms of mindfulness 
meditation are being widely investigated, this effort has not 
yet been extended to yoga. Yoga is a complex combination 
of breathing, postures, and mindfulness practice. Future 
research needs to dismantle these components and study 
the specific contributions of each of them.

Future Directions
The well-documented lack of affect modulation in 

many traumatized individuals invites the exploration of 
mindfulness and other self-management techniques to deal 
with the modulation of arousal and attention. Learning 
to actively modulate one’s physiological arousal has the 
potential of decreasing the cost of service delivery and to 
positively affect the dependence of traumatized individuals 
on mental health delivery systems.

If traumatized individuals can learn to identify and 
tolerate physical sensations, they are likely to increase 
emotional awareness and affect tolerance. The possibility 
of posttrauma recovery by altering body awareness has the 
potential of decreasing physical comorbidities in traumatized 
individuals, decreasing health care utilization, and increasing 
the capacity to tolerate and utilize bodily signals for detecting 
danger and discomfort, thereby opening the possibility of 
decreasing the high rate of revictimization in this chronically 
traumatized population.4

Author affiliations: Trauma Center at Justice Resource Institute (Drs van 
der Kolk, West, and Spinazzola; Mss Stone and Rhodes; and Mr Emerson); 
National Child Traumatic Stress Network  (Drs van der Kolk and Spinazzola), 
Brookline; Department of Psychiatry, Boston University School of Medicine 
(Dr van der Kolk); and National Center for PTSD and Department of 
Psychology, Suffolk University (Dr Suvak), Boston, Massachusetts. 
Potential conflicts of interest: None reported.
Funding/support: This study was supported by Grant 1R21AT003905-01A2 
from the United States National Center for Complementary and Alternative 
Medicine (NCCAM).
Role of the sponsor:   The NCCAM paid for all salaries, subject payments, 
and supplies for this study.
Previous presentation: These data have been previously presented at the 26th 
Annual Meeting of the International Society for Traumatic Stress Studies; 
November 3–5, 2011; Baltimore, Maryland.
Acknowledgments: The authors acknowledge Ritu Sharma (PhD), 
Psychological Counseling Services, Boston University; Jen Turner (MA) 
(yoga teacher), Jessica Shore (MA) (assessment), Marla Zucker (PhD) 
(recruitment), Mark Gapen (PhD) (data entry), Hilary Hogdon (PhD) 
(data entry), Regina Musicaro (MA) (recruitment and assessment), and Ilya 
Yacevich (MSW) (recruitment and assessment), Trauma Center, Brookline, 
Massachusetts; and Sat Bir Khalsa (PhD) (research design), Harvard 
University School of Medicine, Cambridge, Massachusetts. None of the 
acknowledged individuals have any conflicts of interest to report.

REFERENCES
 1. US Department of Justice. Full Report of the Prevalence, Incidence and 

Consequences of Violence Against Women: Findings From the National 
Violence Against Women Survey. Washington, DC: National Center of Justice; 
2000.

 2. Chapman DP, Whitfield CL, Felitti VJ, et al. Adverse childhood experiences 
and the risk of depressive disorders in adulthood. J Affect Disord. 
2004;82(2):217–225. doi:10.1016/j.jad.2003.12.013 PubMed

 3. Corso PS, Edwards VJ, Fang X, et al. Health-related quality of life among 
adults who experienced maltreatment during childhood. Am J Public Health. 
2008;98(6):1094–1100. doi:10.2105/AJPH.2007.119826 PubMed

 4. Edwards VJ, Holden GW, Felitti VJ, et al. Relationship between multiple 
forms of childhood maltreatment and adult mental health in community 
respondents: results from the adverse childhood experiences study. Am J 
Psychiatry. 2003;160(8):1453–1460. doi:10.1176/appi.ajp.160.8.1453 PubMed

 5. Felitti VJ, Anda RF, Nordenberg D, et al. Relationship of childhood abuse and 
household dysfunction to many of the leading causes of death in adults: the 
Adverse Childhood Experiences (ACE) Study. Am J Prev Med. 
1998;14(4):245–258. doi:10.1016/S0749-3797(98)00017-8 PubMed

 6. Kessler RC, Sonnega A, Bromet E, et al. Posttraumatic stress disorder in the 
National Comorbidity Survey. Arch Gen Psychiatry. 1995;52(12):1048–1060. doi:10.1001/archpsyc.1995.03950240066012 PubMed

 7. Walker EA, Unutzer J, Rutter C, et al. Costs of health care use by women 
HMO members with a history of childhood abuse and neglect. Arch Gen 
Psychiatry. 1999;56(7):609–613. doi:10.1001/archpsyc.56.7.609 PubMed

 8. Foa EB, Hearst-Ikeda D, Perry KJ. Evaluation of a brief cognitive-behavioral 
program for the prevention of chronic PTSD in recent assault victims. 
J Consult Clin Psychol. 1995;63(6):948–955. doi:10.1037/0022-006X.63.6.948 PubMed

 9. van der Kolk BA, Spinazzola J, Blaustein ME, et al. A randomized clinical trial 
of eye movement desensitization and reprocessing (EMDR), fluoxetine, and 
pill placebo in the treatment of posttraumatic stress disorder: treatment 
effects and long-term maintenance. J Clin Psychiatry. 2007;68(1):37–46. doi:10.4088/JCP.v68n0105 PubMed

10. Ursano RJ, Bell C, Eth S, et al; Work Group on ASD and PTSD; Steering 
Committee on Practice Guidelines. Practice guideline for the treatment of 
patients with acute stress disorder and posttraumatic stress disorder. Am J 
Psychiatry. 2004;161(suppl):3–31. doi:10.1176/appi.ajp.161.1.3 PubMed

11. Schnurr PP, Friedman MJ, Engel CC, et al. Cognitive behavioral therapy for 
posttraumatic stress disorder in women: a randomized controlled trial. 
JAMA. 2007;297(8):820–830. doi:10.1001/jama.297.8.820 PubMed

12. Bradley R, Greene J, Russ E, et al. A multidimensional meta-analysis of 
psychotherapy for PTSD. Am J Psychiatry. 2005;162(2):214–227. doi:10.1176/appi.ajp.162.2.214 PubMed

13. Institute of Medicine. Treatment of Posttraumatic Stress Disorder: An 
Assessment of the Evidence Committee on Treatment of Posttraumatic Stress 
Disorder. Washington DC: The National Academies Press; 2008.

14. Breslau N, Davis GC, Andreski P. Risk factors for PTSD-related traumatic 
events: a prospective analysis. Am J Psychiatry. 1995;152(4):529–535. PubMed

Case Vignette

The potential benefit of yoga to establish physical awareness and 
self-care is illustrated by Ms A, a 55-year-old, married primary school 
teacher with a history of severe physical and sexual abuse and multiple 
hospitalizations for self-injurious behavior, depression, and suicidality. 
She spontaneously sent the principal investigator an e-mail in which 
she described her yoga experiences: “Yoga is about looking inward, 
instead of outward, and listening to my body. A lot of my survival has 
been geared around never doing those things . . . I have been refusing 
to listen to my body, which is such an important part of who I am.  
I am so disconnected from my body when I cut it. In the yoga class,  
I was able to move my body and be in my body without hurting myself 
or getting hurt.”

Body awareness may confer an increased sense of control, which 
positively impacts self-regulation. Ms A went on to say, “I tried just 
noticing the sensations in my body in class. I slowly learned to just have 
my feelings, without being hijacked by them. I am more present in the 
moment. I am more tolerant of physical touch. I finally can feel intimate 
with my husband.”



© 2014 COPYRIGHT PHYSICIANS POSTGRADUATE PRESS, INC. NOT FOR DISTRIBUTION, DISPLAY, OR COMMERCIAL PURPOSES.      e7J Clin Psychiatry 75:0, Month 2014

Yoga as an Adjunctive Treatment

15. van der Kolk BA, Roth S, Pelcovitz D, et al. Disorders of extreme stress: the 
empirical foundation of a complex adaptation to trauma. J Trauma Stress. 
2005;18(5):389–399.doi:10.1002/jts.20047 PubMed

16. van der Kolk BA. Clinical implications of neuroscience research in PTSD. 
Ann N Y Acad Sci. 2006;1071(1):277–293.doi:10.1196/annals.1364.022 PubMed

17. Jaycox LH, Foa EB. Obstacles in implementing exposure therapy for PTSD: 
case discussions and practical solutions. Clin Psychol Psychother. 
1996;3(3):176–184. doi:10.1002/(SICI)1099-0879(199609)3:3<176::AID-CPP100>3.0.CO;2-1

18. Beitchman JH, Zucker KJ, Hood JE, et al. A review of the long-term effects of 
child sexual abuse. Child Abuse Negl. 1992;16(1):101–118. doi:10.1016/0145-2134(92)90011-F PubMed

19. Ford JD, Kidd P. Early childhood trauma and disorders of extreme stress as 
predictors of treatment outcome with chronic posttraumatic stress disorder. 
J Trauma Stress. 1998;11(4):743–761. doi:10.1023/A:1024497400891 PubMed

20. Pitman RK, Altman B, Greenwald E, et al. Psychiatric complications during 
flooding therapy for posttraumatic stress disorder. J Clin Psychiatry. 
1991;52(1):17–20. PubMed

21. Wilamowska ZA, Thompson-Hollands J, Fairholme CP, et al. Conceptual 
background, development, and preliminary data from the unified protocol 
for transdiagnostic treatment of emotional disorders. Depress Anxiety. 
2010;27(10):882–890. doi:10.1002/da.20735 PubMed

22. Linehan MM, Armstrong HE, Suarez A, et al. Cognitive-behavioral treatment 
of chronically parasuicidal borderline patients. Arch Gen Psychiatry. 
1991;48(12):1060–1064. doi:10.1001/archpsyc.1991.01810360024003 PubMed

23. Davidson RJ, Kabat-Zinn J, Schumacher J, et al. Alterations in brain and 
immune function produced by mindfulness meditation. Psychosom Med. 
2003;65(4):564–570. doi:10.1097/01.PSY.0000077505.67574.E3 PubMed

24. Miller JJ, Fletcher K, Kabat-Zinn J. Three-year follow-up and clinical 
implications of a mindfulness meditation-based stress reduction intervention 
in the treatment of anxiety disorders. Gen Hosp Psychiatry. 
1995;17(3):192–200. doi:10.1016/0163-8343(95)00025-M PubMed

25. National Center for Complementary and Alternative Medicine. More than 
one-third of US adults use complementary and alternative medicine, 
according to new government survey. http://nccam.nih.gov/
news/2004/052704.htm. Updated January 10, 2012. Accessed May 8, 2014.

26. Cuthbert B, Kristeller J, Simons R, et al. Strategies of arousal control: 
biofeedback, meditation, and motivation. J Exp Psychol Gen. 
1981;110(4):518–546. doi:10.1037/0096-3445.110.4.518 PubMed

27. Khalsa SBS. Yoga as a therapeutic intervention: a bibliometric analysis of 
published research studies. Indian J Physiol Pharmacol. 2004;48(3):269–285. PubMed

28. Delmonte MM. Meditation as a clinical intervention strategy: a brief review. 
Int J Psychosom. 1986;33(3):9–12. PubMed

29. Becker I. Uses of yoga in psychiatry and medicine. In: Muskin PR, ed. 
Complementary and Alternative Medicine and Psychiatry. Vol 19. Washington, 
DC: American Psychiatric Press; 2008.

30. Bernardi L, Gabutti A, Porta C, et al. Slow breathing reduces chemoreflex 
response to hypoxia and hypercapnia, and increases baroreflex sensitivity. 
J Hypertens. 2001;19(12):2221–2229. doi:10.1097/00004872-200112000-00016 PubMed

31. Brown RP, Gerbarg PL. Sudarshan Kriya yogic breathing in the treatment of 
stress, anxiety, and depression, part 1: neurophysiologic model. J Altern 
Complement Med. 2005;11(1):189–201. doi:10.1089/acm.2005.11.189 PubMed

32. Brown RP, Gerbarg PL. Sudarshan Kriya Yogic breathing in the treatment of 
stress, anxiety, and depression, part 2: clinical applications and guidelines. 
J Altern Complement Med. 2005;11(4):711–717. doi:10.1089/acm.2005.11.711 PubMed

33. West J, Otte C, Geher K, et al. Effects of Hatha yoga and African dance on 
perceived stress, affect, and salivary cortisol. Ann Behav Med. 
2004;28(2):114–118. doi:10.1207/s15324796abm2802_6 PubMed

34. Pal GK, Velkumary S, Madanmohan. Effect of short-term practice of 
breathing exercises on autonomic functions in normal human volunteers. 
Indian J Med Res. 2004;120(2):115–121. PubMed

35. Streeter CC, Jensen JE, Perlmutter RM, et al. Yoga Asana sessions increase 
brain GABA levels: a pilot study. J Altern Complement Med. 
2007;13(4):419–426. doi:10.1089/acm.2007.6338 PubMed

36. Streeter CC, Whitfield TH, Owen L, et al. Effects of yoga versus walking on 
mood, anxiety, and brain GABA levels: a randomized controlled MRS study. 
J Altern Complement Med. 2010;16(11):1145–1152. doi:10.1089/acm.2010.0007 PubMed

37. Schmidt T, Wijga A, Von Zur Mühlen A, et al. Changes in cardiovascular risk 
factors and hormones during a comprehensive residential three month kriya 
yoga training and vegetarian nutrition. Acta Physiol Scand suppl. 
1997;640:158–162. PubMed

38. Arch JJ, Craske MG. Mechanisms of mindfulness: emotion regulation 
following a focused breathing induction. Behav Res Ther. 
2006;44(12):1849–1858. doi:10.1016/j.brat.2005.12.007 PubMed

39. Bortz JJ, Summers JD, Pipe TB. Mindfulness meditation: evidence of 
decreased rumination as a mechanism of symptom reduction. 

J Neuropsychiatry Clin Neurosci. 2007;19:217–218.
40. Grossman P, Niemann L, Schmidt S, et al. Mindfulness-based stress reduction 

and health benefits: a meta-analysis. J Psychosom Res. 2004;57(1):35–43. doi:10.1016/S0022-3999(03)00573-7 PubMed
41. Sherman KJ, Cherkin DC, Erro J, et al. Comparing yoga, exercise, and a self-

care book for chronic low back pain: a randomized, controlled trial. Ann 
Intern Med. 2005;143(12):849–856. doi:10.7326/0003-4819-143-12-200512200-00003 PubMed

42. Sherman KJ, Cherkin DC, Connelly MT, et al. Complementary and 
alternative medical therapies for chronic low back pain: what treatments are 
patients willing to try? BMC Complement Altern Med. 2004;4(1):9. doi:10.1186/1472-6882-4-9 PubMed

43. Williams KA, Petronis J, Smith D, et al. Effect of Iyengar yoga therapy for 
chronic low back pain. Pain. 2005;115(1–2):107–117. doi:10.1016/j.pain.2005.02.016 PubMed

44. Saper RB, Sherman KJ, Cullum-Dugan D, et al. Yoga for chronic low back 
pain in a predominantly minority population: a pilot randomized controlled 
trial. Altern Ther Health Med. 2009;15(6):18–27. PubMed

45. Carson JW, Carson KM, Porter LS, et al. Yoga for women with metastatic 
breast cancer: results from a pilot study. J Pain Symptom Manage. 
2007;33(3):331–341. doi:10.1016/j.jpainsymman.2006.08.009 PubMed

46. Smith C, Hancock H, Blake-Mortimer J, et al. A randomised comparative 
trial of yoga and relaxation to reduce stress and anxiety. Complement Ther 
Med. 2007;15(2):77–83. doi:10.1016/j.ctim.2006.05.001 PubMed

47. Michalsen A, Grossman P, Acil A, et al. Rapid stress reduction and anxiolysis 
among distressed women as a consequence of a three-month intensive yoga 
program. Med Sci Monit. 2005;11(12):CR555–CR561 PubMed

48. Kirkwood G, Rampes H, Tuffrey V, et al. Yoga for anxiety: a systematic review 
of the research evidence. Br J Sports Med. 2005;39(12):884–891, discussion 
891. doi:10.1136/bjsm.2005.018069 PubMed

49. Pilkington K, Kirkwood G, Rampes H, et al. Yoga for depression: the research 
evidence. J Affect Disord. 2005;89(1–3):13–24. doi:10.1016/j.jad.2005.08.013 PubMed

50. Gerbarg PL, Brown R. Yoga: a breath of relief for Hurrican Katrina refugees. 
Current Psychiatry. 2005;4(10):55–67.

51. Telles S, Singh N, Joshi M, et al. Post traumatic stress symptoms and heart 
rate variability in Bihar flood survivors following yoga: a randomized 
controlled study. BMC Psychiatry. 2010;10(1):18. doi:10.1186/1471-244X-10-18 PubMed

52. Descilo T, Vedamurtachar A, Gerbarg PL, et al. Effects of a yoga breath 
intervention alone and in combination with an exposure therapy for post-
traumatic stress disorder and depression in survivors of the 2004 South-East 
Asia tsunami. Acta Psychiatr Scand. 2010;121(4):289–300. PubMed

53. Hölzel BK, Lazar SW, Gard T, et al. How does mindfulness meditation work? 
proposing mechanisms of action from a conceptual and neural perspective. 
Perspect Psychol Sci. 2011;6(6):537–559. doi:10.1177/1745691611419671

54. Weathers F, Ruscio AM, Keane TM. Psychometric properties of nine scoring 
rules for the Clinician Administered Posttraumatic Stress Disorder Scale. 
Psychol Assess. 1999;11(2):124–133. doi:10.1037/1040-3590.11.2.124

55. First MB, Spitzer RL, Gibbon M, et al. Structured Clinical Interview for DSM-
IV Axis I Disorders (SCID-I). Washington, DC: American Psychiatric Press; 
2012.

56. Emerson D, Hopper E. Overcoming Trauma Through Yoga. Berkeley, CA: 
North Atlantic Press; 2011.

57. Hien DA, Wells EA, Jiang H, et al. Multisite randomized trial of behavioral 
interventions for women with co-occurring PTSD and substance use 
disorders. J Consult Clin Psychol. 2009;77(4):607–619. doi:10.1037/a0016227 PubMed

58. Briere J, Runtz M. The Inventory of Altered Self-Capacities (IASC): a 
standardized measure of identity, affect regulation, and relationship 
disturbance. Assessment. 2002;9(3):230–239. doi:10.1177/1073191102009003002 PubMed

59. Davidson JRT, Tharwani HM, Connor KM. Davidson Trauma Scale (DTS): 
normative scores in the general population and effect sizes in placebo-
controlled SSRI trials. Depress Anxiety. 2002;15(2):75–78. doi:10.1002/da.10021 PubMed

60. Beck AT, Steer RA, Carbin MG. Psychometric properties of Beck Depression 
Inventory: twenty-five years of evaluation. Clin Psychol Rev. 
1988;8(1):77–100. doi:10.1016/0272-7358(88)90050-5

61. Raudenbush S, Bryk A, Congdon R. HLM 6: Hierarchical Linear and 
Nonlinear Modeling [computer program]. Lincolnwood, IL: Scientific 
Software International; 2005.

62. Singer J, Willett J. Applied Longitudinal Data Analysis: Modeling Change and 
Event Occurrence. New York, NY: Oxford University Press; 2003. doi:10.1093/acprof:oso/9780195152968.001.0001

63. Bluhm RL, Williamson PC, Osuch EA, et al. Alterations in default network 
connectivity in posttraumatic stress disorder related to early-life trauma. 
J Psychiatry Neurosci. 2009;34(3):187–194. PubMed

64. Critchley HD, Wiens S, Rotshtein P, et al. Neural systems supporting 
interoceptive awareness. Nat Neurosci. 2004;7(2):189–195.doi:10.1038/nn1176 PubMed

65. Craig AD. Interoception: the sense of the physiological condition of the body. 
Curr Opin Neurobiol. 2003;13(4):500–505.doi:10.1016/S0959-4388(03)00090-4 PubMed

66. Damasio AR. Feelings of emotion and the self. Ann N Y Acad Sci. 
2003;1001(1):253–261.doi:10.1196/annals.1279.014 PubMed


