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Abstract
Objective: Many trauma sufferers seek out alternative treatments. 
We report the results of a pilot observational outcome study 
of a 2-hour intensive breathing and awareness intervention in 
eleven multiply traumatized individuals, 9 of whom completed the 
intervention and the 30 day follow-up questionnaire.

Methodology: Observational outcome evaluation using a mixed-
methods approach: Outcome was documented by applying the 
Profile of Moods State Questionnaire and a qualitative questionnaire.

Results: Effect size for POMS-Total score from pre-measurement to 
follow-up was high d=1.4, and was even higher for some subscales, 
such as “tense” (d=2.7) or “negative mood” (d=2.0). Only the subscale 
“vigour” did not show an effect. Qualitative questionnaire data after 
about one month supported the quantitative data: all nine participants 
reported good effects, some even dramatic improvements.

Conclusion: This small pilot study documents beneficial effects of 
this breathing method which should be studied more formally in a 
randomized study.
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Introduction
Childhood psychological trauma is a comparatively frequent if 

extremely worrying danger of growing up. In a random sample of US-
American children 30% had suffered trauma, and 14% of them up to 
three or more traumatic events [1]. Sexual trauma and abuse is, next 
to physical violence, among the most frequent causes of childhood 
trauma. Unsurprisingly, childhood trauma is associated with a 30% 
increased risk of later psychological or psychiatric disturbance [1]. 
Psychological treatment options exist and are considered effective 
for post-traumatic stress disorder [2,3]. Meta-analyses of existing 
treatments document medium to large effect sizes for treatments 
such as mode-deactivation treatment, a specialized form of cognitive 
behavioural treatment for adolescents [4], and for trauma specific 
therapies [5]. Against no treatment controls trauma focused therapies 
have large effect sizes, with prolonged exposition (PE) demonstrating 

the largest effect size (g=1.43), followed by Cognitive Processing 
Therapy (CPT; g=1.07) and by Eye Movement and Desensitization 
Treatment (EMDR; g=0.63). These effect sizes dwindle towards 
zero when the comparison standard is a trauma-focused Cognitive 
Behavioural Therapy. They are still sizeable, when the comparison 
is against supportive therapies, with effect sizes between g=0.66 
and g=1.37, and against other, non-specific therapies, with effect 
sizes between half a standard deviation and g=0.89 [5]. This shows 
that successful psychological treatments for trauma, post-traumatic 
stress disorders and their sequelae have been developed, thoroughly 
researched, and made available in health services systems of various 
countries over the past decades. Despite this positive and promising 
state of the art of trauma therapy, the fact remains that many do not 
seek out such treatments or do not profit from them. A Cochrane 
review [6] estimated much smaller treatment effects of around half 
a standard deviation than Cusack and colleagues and Lenz and 
others, and found that drop-out rates are significantly higher for 
psychological treatments than for treatment as usual. These drop-
out rates can be seen as proxy estimators for the fact that effects of 
manualized treatments are measured across groups of people, and not 
across single individuals. While the average trauma-sufferer might 
profit to a large degree, unfortunately the average sufferer does not 
exist, but only individual sufferers of trauma with a wide variety in 
terms of history, background and resources. Some will profit from the 
therapies offered, some will not, and some will even deteriorate. Even 
though therapies might be, on average, very effective, there will always 
be single patients that will not profit. Thus, the search for effective 
approaches on a general and individual basis for individuals with 
traumatic life experiences or multiple traumata is still on.

Many trauma sufferers who do not benefit from such standard 
treatments seek out alternatives. Often they are drawn to the open 
or grey market of unregulated therapies. Such methods are generally 
under-researched. One such method is the so called Palucki-method, 
named after her inventor Ilona Palucki (IP). It is a breathing and 
mindfulness- based approach inspired by neo-shamanistic insights. 
Within the neo-shamanistic approach imaginative and breathing 
techniques have been variably used to treat traumatic subjects 
[7,8]. While in the classical shamanic view the shaman travels the 
netherworld or other worlds on behalf of the patient to find the 
fragmented soul and brings it back, in the method studied here the 
work is done by therapist and patient together. While the therapist 
uses specific soft and deep breathing techniques to focus attention 
on the physical and psychological states, she also teaches the patients 
to use their imagination to let go of symbols or representations of 
their traumatic experiences with their breath. In that respect such 
approaches are to some extent similar to the mode-deactivation 
therapy [4], or mindfulness- based approaches in which a calm 
psychological state, induced through mindful breathing is used to 
confront the traumatic experiences and images associated with them 
and allow them to pass by. Such an approach was studied here [9].

Methodology
The purpose of this pilot evaluation was to study the acceptability 

and potential effects of a single intervention of the imagination and 
mindfulness based Palucki method in self-referred traumatised 
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individuals who had suffered from one or multiple traumatic 
experiences in the past, mostly severe physical abuse, sexual abuse, 
life-threatening experiences or a mixture of them. Most of the 
individuals who took advantage of the offer had had experience 
with one or more conventional therapeutic approaches without 
lasting success. The research was conducted in the late Dr. Michael 
A. Persinger’s lab at the Laurentian University in Ontario, Canada, 
who had also organized ethical approval. Potential participants were 
invited via public channels and offered one session of this method 
for free. They gave written informed consent, and were required to 
fill in a demographics questionnaire at the beginning of the study, as 
well as a Profile of Moods State [10] immediately before t1, after 
t2 and approximately 10 days after the treatment t3. Still 3 to 8 
weeks after the treatment (on average after 39 days) participants 
also filled in an open questionnaire about the effects they had 
observed after the healing session. The open questionnaires were 
submitted to a content analysis. Questionnaires were given out by 
and handed in to research assistants who were independent. The 
only role of the therapist, IP, was to make sure that the individuals 
seeking treatment were indeed suffering from the sequelae of a 
traumatic experience and to deliver one treatment of her method 
to the individuals in single sessions.

The session lasted from about 1.5 to three hours and was 
individually geared to the person’s experience. The treatment 
started typically with a deep breathing technique followed by 
some imaginative elements and ended by verbal processing of the 
experience. The essence of the treatment is finding out about the core 
traumatic experience, giving it an imaginary representation and then 
using breathing and self-affirmations to distance the image and with 
it the experience from the center of the self. This makes the immediate 
grip of the traumatic experience less threatening and loosens it up, 
which, as a consequence, gives the trauma survivor some freedom to 
deal with it.

Results 
Eleven individuals were included and two did not complete the 

study. One arrived too late to follow the instructions of the treatment, 
and one person did only return the t-2 questionnaire but did not 
come back for the follow-up questionnaire. Nine individuals provided 
full data. The median age was 39 years (mean: 36.4 years, 8.5 years 
standard deviation; 23-47 years), and 8 of these were female. All had at 
least completed high school and 4 of them had a graduate education. 
Five were in the low- income stratum below 20.000 CAD, two had 
between 50k and 100k annual income, the rest was in between. Nine 
considered “Mind over matter real”, eleven had déjà-vu experiences, 
nine had out-of-body experiences or lucid dreams and six believed 
in life after death. Thus, the sample can be considered high in 
extraordinary experiences. The Table 1 reports the POMS summary 
scales before, immediately after treatment and about 9 days after the 
treatment. As can be seen, all scores changed clearly for the better. 
Effect sizes are generally large, except for “Vigour”. This is supported 
by an orienting non-parametric Friedman test for time-trend on the 
POMS-Total Score (Box Plot represented in the Figure 1; Chi2=8.2; 
df=9/2; p<0.016), with single Wilcoxon tests confirming that the 
major effect was between t1 and t2 (z=2.4; p<0.02), and then remained 
stable (z=0.0; p=1.0). 

The analysis of the qualitative data from the follow-up 
questionnaires showed that all participants continued employing the 
deep breathing technique they learned, releasing stress, becoming 
more present and sending negative thoughts and emotions away 
through the breath. Physical symptoms that had bothered the 
participants previously were, as a rule, not completely gone, but 
much relieved, such as tooth clenching, pains and stomach ache, 
and all but one participant reported that the breathing helped 
them to relieve the symptoms themselves. Some reported drastic 
changes after the treatment, such as no longer feeling the pain 
and the shame, when thinking of the trauma, having forgiven her 

 Baseline - t1 
(n= 11)

After - t2 
(n= 10) Follow-Up - t3 (n=9) Effect Size d for Pre-

Post
Effect Size d for Pre- 
Follow-up

Tense
3.8 (3.6) 0.4 (0.8) 0.3 (0.5)

1.5 2.7
[1.4-6.2] [-0.2-1.0] [-0.05-0.7]

Depressed
3.3 (3.4) 0.5 (1.6) 0.4 (0.7)

1.1 1.1
[1.0-5.6] [-0.6-1.6] [-0.1-1.0]

Anger
1.1 (1.9) 0.2 (0.6) 0.1 (0.3)

0.7 0.9
[-0.2-2.4] [-0.2-0.6] [-0.1-0.4]

Vigour
6.5 (4.2) 8.3 (6.0) 6.3 (3.2)

0.35 -0.05
[3.7-9.4] [4.0-12.6] [3.9-8.8]

Fatigue
6.1 (3.4) 4.8 (4.2) 2.9 (3.0)

0.3 1
[3.8-8.3] [1.8-7.8] [0.6-5.2]

Confusion
1.0 (1.8) -1.1 (1.4) -0.6 (0.9)

1.3 1.2
[-0.2-2.2] [-2.1—0.1] [-0.6 - -1.2]

Negative Mood *
15.3 (11.0) 4.8 (6.8) 3.2 (1.2)

1.2 2
[7.8-22.7] [-0.07 – 9.7] [0.5 – 6.0]

POMS Total**
8.7 (13.1) -3.5 (11.7) -3.1 (3.8)

1 1.4
[-0.1 – 17.6] [-11.9 – 4.9] [-6.0 - -0.2]

*: Sum of all subscales without vigour
**: Sum of all subscales with vigour subtracted

Table 1: POMS – Summary Scales Before (t1), Immediately After (t2) and at 9 Day Follow-up (t3); means (standard deviations) [95%-confidence intervals].
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the fact that most of the participants had already sought conventional 
help without much success. A controlled trial would therefore be a 
natural next step. One would have also liked a more clinically focused 
outcome measure. But the POMS describe present mood, and the 
fact that the mood had stabilized at follow-up together with the 
qualitative data make it plausible that there was a stable clinically 
relevant change.

It is reasonable to assume that the change observed did not 
happen just by accident and is likely not an artefact, as various data 
sources converge to a similar finding. Thus, one session of such a 
neo-shamanic treatment by IP was effective in relieving some of the 
stress and the suffering of these trauma survivors. Imagination and 
breathing are techniques that activate the parasympathetic system 
mediating powerful relaxation responses [11,12]. It is well known 
that a high resting heart rate is a predictor for trauma sufferers to 
develop chronic problems [13]. Conversely, it is reasonable to assume 
that reducing high autonomic arousal might be beneficial. Breathing 
is directly impacting heart rate and autonomic arousal [14,15]. 
Hence it is possible that breathing techniques can interfere with this 
dynamic and entrain parasympathetic arousal which counteracts 
stress and can, via the anti-inflammatory response [16], also impact 
immunological functions, general expectations, anxieties and bolster 
self-efficacy [17]. We also know that in a large proportion of trauma 
sufferers post-traumatic growth can be triggered [18]. Decisive factors 
for post-traumatic growth are acceptance, reappraisal, spirituality, 
and religious coping. It is likely that the Palucki method, using 
methods to confront the trauma and integrate it can support such 
reappraisal and coping processes and thus stimulate post-traumatic 
growth. In a recent study it was mainly higher hope that explained 
post-traumatic growth [19]. Thus, taken together, it is possible that 
hope, together with parasympathetic arousal through specialized 
breathing techniques and reappraisal via confronting the trauma 
through imagination triggers post-traumatic growth and integration 
of traumatic experiences, relieving stress and symptoms.

and the perpetrators, feeling love and connectedness with life and 
others. Even those who felt only comparatively small changes 
reported that the treatment had left them changed and gave 
them the instrument they needed to take care of themselves, by 
breathing and regulating their emotions.

Discussion
For those 9 of the 11 participants that stayed with the treatment and 

returned questionnaires this single treatment session for participants 
with self-reported, multiple traumatic experiences in their past has 
been effective in relieving their symptoms, improving their mood and 
providing them with methods to help themselves and regulate their 
emotions. Another person benefitted from the treatment but did not 
provide follow-up data. This speaks to the fact that the therapist has 
some method on offer that can be accepted by patients. Especially 
the deep breathing technique was mentioned as helpful. The fact that 
the effects did not go away at follow-up, but rather increased in most 
cases and some stability of effects was documented by the qualitative 
follow-up questionnaires suggests that this is not just a short lived 
effect. Effect sizes are large and reported changes are impressive. They 
compare well with effect sizes of established trauma therapies that 
range between g=0.64 and g=1.43 against no-treatment comparison 
standards [5]. Although this is an uncontrolled study, effect sizes 
between d=1.4 and d=2.0 in the summary measures seem to be 
worthwhile.

What might explain such a comparatively swift improvement, 
considering that most effective treatments that are manualized take 
12 or more sessions to reach their effect?

Is it the healer-therapist, or her method that produces changes? 
This cannot be determined based on this small pilot study, which has, 
of course, also some draw-backs. There was no clear-cut diagnostic 
information and no status-information that would have helped 
ascertain the severity of the problems. There was no control except 

Figure 1: Box-Plot of the Time Course of the POMS Total Mood Disturbance Score from Pre-Treatment, Post-Treatment to Follow-up; Means, Standard Error of 
the Mean and 95%-Confidence Intervals
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It goes without saying that a single, small observational cohort is 
not enough to provide any definitive answer. But it is enough to show 
that the method is acceptable to trauma sufferers and that it helps 
improve their mood and provides them with an instrument to deal 
with their heightened arousal. This was the goal of this small study 
and it paves the way for a more solid and broader research.

Conclusion
A single 1.5 to 3 hour treatment that teaches sufferers from 

traumatic events a deep breathing technique and some imagination 
to get rid of their negative emotions seems to be indeed effective. A 
deeper scrutiny of this method is therefore recommended.
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