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PrefacePreface

Preface

This second edition of Cognitive-Behavioral Therapies for Trauma assembles
contributions from leading developers of cognitive-behavioral therapies
applied to trauma-related problems. Cognitive-behavioral treatment (CBT)
approaches, together with the research and theoretical models on which they
are based, are increasingly the treatment of choice. Because they are evi-
dence-based helping methods, CBT approaches, in their popularity, are fos-
tering more widespread use of methods that we know are working. Nowhere
is this more evident than in the treatment of trauma. In the several practice
guidelines for treatment of PTSD that have been developed since the first
edition of this book was published (i.e., Foa, Keane, & Friedman, 2000; VA/
DoD Clinical Practice Guideline Working Group, 2003; American Psychiat-
ric Association Work Group on ASD and PTSD, 2004; National Collabo-
rating Centre for Mental Health, 2005), cognitive-behavioral treatments are
universally acknowledged to have the most significant empirical support.
CBT approaches figure prominently in the recommendations made in these
documents because cognitive-behavioral interventions have been routinely
evaluated by reliable and valid assessment tools. Systematic, ongoing assess-
ment of client functioning has always been integral to cognitive-behavioral
and behavioral therapies. The empirical tradition of these approaches posi-
tions them well in an era where enthusiastic endorsements of treatments are
less and less sufficient to justify them.

In addition to reviewing the research evidence supporting many cogni-
tive-behavioral1 interventions, the 17 chapters in this volume describe and ana-
lyze a large range of treatment methodologies that have been applied across
many trauma populations and contexts of care. Many of the treatments
reviewed in these chapters are complex packages that target not only PTSD but
also other trauma-related problems and processes. The complexity of the alter-
natives the authors offer reflects the fact that treatment providers and their cli-
ents have an impressive set of pragmatic tools for addressing problems to
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choose from. In this Preface, we illustrate some of the ways in which cognitive-
behavioral interventions can assist providers in their work with traumatized cli-
ents, illustrated by the contributions of our chapter authors.

PROMOTING INDIVIDUALIZED ASSESSMENT

Our main rationale for developing this text is the idea that clinicians should
base treatment on a detailed assessment of their client’s unique individual
needs, rather than simply administering a structured treatment package.
Cognitive-behavioral assessment of PTSD and other trauma-related prob-
lems remains centered on a functional analysis of behavior, outlined in
Chapter Two by Follette and Naugle. Their approach is that there is no
“average” patient. It is necessary to develop an individualized understanding
of the functional relationships among a person’s behaviors, life conditions
preceding the trauma, how those factors are maintained after the trauma.
For the clinician wrestling with trying to understand a complex human being
in a set of complex social environments, these authors’ emphasis on identify-
ing important, controllable, and causal factors is critical: what are the spe-
cific variables that, when changed, will lead to large improvements in the
behaviors of clinical interest, that can be affected by the clinician and client
working together, and that when modified, reliably produce changes in the
target problem?

Cognitive-behavioral practitioners also believe that it is important to
assess changes in problem behaviors and symptoms and thereby evaluate the
effectiveness of their helping efforts. In their review of recent advances in
psychological assessment of PTSD in adults, Pratt, Brief, and Keane in Chap-
ter Three conclude that the assessment devices available for evaluating PTSD
are comparable to or better than those for other psychological disorders.
They identify a variety of measures that are helpful in assessing the effective-
ness of treatment, as do most of the chapter authors with regard to their par-
ticular interventions.

TOOLS FOR TRAUMA-RELATED PROBLEMS

Cognitive-behavioral treatments are built around a set of fundamental help-
ing procedures that target different sets of problems encountered by trauma
survivors. These are (1) coping skills training, that focuses on teaching clients
to respond effectively to the many situation-specific challenges associated
with PTSD and other trauma-related difficulties, and to replace existing mal-
adaptive responses with more effective ones; (2) prolonged exposure, that
works to reduce conditioned fear responses connected with trauma memo-
ries and the stimuli that elicit them; (3) cognitive therapy, that assists survivors
in modifying ways of thinking that create distress and interfere with recov-
ery; and (4) acceptance methods, which recognize that some of the problems of
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trauma survivors are caused or worsened by avoidance behaviors, therefore
encouraging survivors to fully experience and accept their own trauma-
related emotions, thoughts, and feelings without trying to avoid them.

A primary feature of most treatments for PTSD is to educate clients
about the disorder and the rationales for treatment. Treatments focus on
providing information and teaching new skills for living. Those who deliver
cognitive-behavioral interventions explicitly conceptualize much of what they
do as skills training, and as the field has developed, cognitive-behavioral
methods have been designed to address a wide and growing array of skills
that can be taught by clinicians to their clients. In this book, skills training
approaches are outlined across chapters and form large parts of some of the
interventions discussed, such as Dialectical Behavior Therapy (DBT) as sum-
marized by Wagner and Linehan in Chapter Six, the Skills Training in Affect
and Interpersonal Regulation (STAIR) treatment described by Cloitre and
Rosenberg in Chapter Thirteen, and the Seeking Safety protocol presented
by Najavits in Chapter Ten. The book as a whole includes extensive discus-
sion of the client skills sets that are related to distress tolerance, emotion reg-
ulation, interpersonal effectiveness, personal safety, and mindfulness. The
chapter authors show how cognitive-behavioral skills training technologies
can be used to ensure that clients learn, practice, test, and transfer these
skills into the real world of their daily lives.

Central to approaches that focus on reduction of posttraumatic fear
reactions is exposure therapy. Prolonged Exposure (PE) treatment is the
most well-validated psychosocial treatment for PTSD. As described by Riggs,
Cahill, and Foa in Chapter Four, it focuses on reducing trauma-related anxi-
ety by encouraging the client to confront situations, activities, thoughts, and
memories that are feared and avoided but that are not inherently dangerous.
Treatment incorporates four primary procedures: education about trauma
and PTSD, breathing retraining, in vivo or “real-world” exposure to feared
but safe trauma-related situations that the client normally avoids, and
imaginal exposure in which the client repeatedly describes memories of the
traumatic event.

Many cognitive-behavioral approaches also emphasize how important to
the recovery process it is to deal with distressing trauma-related appraisals
and beliefs. Such beliefs are at the core of the difficulty experienced by cli-
ents, and this is readily apparent to most treatment providers. Cognitive Pro-
cessing Therapy (CPT) represents perhaps the best articulated application of
cognitive therapy methods to the problem of PTSD, and is described at
length in this book by Shipherd, Street, and Resick in Chapter Five. CPT is
built on the testable hypothesis that “an approach that elicits memories of
the traumatic event and then directly confronts maladaptive beliefs, faulty
attributions, and inaccurate expectations may be more effective than expo-
sure therapy alone.” Cognitive therapies also resonate with therapist experi-
ence in that they readily expand the range of trauma-related emotions tack-
led in therapy to include anger, sadness, helplessness, and guilt. The latter
emotion often complicates treatment for those with PTSD; in Chapter
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Eleven of this volume, Kubany and Ralston provide both a cognitive-behav-
ioral conceptualization of trauma-related guilt and a detailed account of cog-
nitive therapy applied to trauma-related guilt and shame.

Acceptance-based interventions are increasingly being integrated into
cognitive-behavioral treatments for trauma survivors. These approaches are
represented in these pages, on DBT in Chapter Six by Wagner and Linehan
and on Acceptance and Commitment Therapy (ACT) in Chapter Seven by
Walser and Hayes. DBT stresses the tension between acceptance and change,
between accepting clients as they are but also attempting to modify their
behavior. Both change-oriented and acceptance-oriented goals are seen as
important in this therapy. ACT (which also stand for Accept, Choose, and
Take Action) embraces the same two goals as DBT. It emphasizes a con-
scious abandonment of the mental and emotional change agenda when
these change efforts do not work. The client is encouraged to accept
thoughts, feelings, memories, and sensations without trying to eliminate or
control them; to engage in practical, safe, and valued behaviors that may
include changing the situation; and to discriminate between unworkable
solutions (e.g., avoiding emotions) and workable solutions (e.g., commit-
ment to behavior change).

Those who have been exposed to traumatic events are at risk for devel-
oping many kinds of problems, and if cognitive-behavioral methods are to be
widely adopted by a broad range of practitioners, they need to assist clini-
cians in comprehensively addressing the needs of their clients. This book
illustrates the fact that those who are developing cognitive-behavioral treat-
ment have been showing increased attention to significant problems trauma
survivors face that are beyond the traditionally identified diagnosis of PTSD.
In this text, this attention is reflected in the work of Najavits in extending
cognitive-behavioral methods to the treatment of substance abuse concur-
rent with PTSD, Cloitre and Rosenberg in conceptualizing interventions to
reduce risk of revictimization among sexual assault survivors, and by Shear
and Frank in Chapter Twelve in their work on complicated grief. It is also
shown in Chapter Nine, in Bryant’s adaptation and extension of the proce-
dures found effective in management of chronic PTSD to treat acute stress
disorder. In the final chapter in this volume, Chapter Seventeen, Ruzek dis-
cusses the potential for cognitive-behavioral psychology to inform efforts to
prevent development of PTSD and shows how the work of Bryant and others
has led cognitive-behavioral practitioners to become increasingly active in
developing and testing early interventions with survivors of recent traumas.

ATTENDING TO INTERPERSONAL PROCESSES
IN TREATMENT

Addressing Survivor’s Interpersonal Problems. Trauma survivors’ problems often
show themselves in the survivors’ interpersonal interactions. Cognitive-
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behavioral psychology has, of course, a rich history of attention to the inter-
personal context of behavior problems, a focus that is seeing increasing
development related to PTSD. In this book, interventions that focus on cou-
ples concerns are described in Chapter Fourteen by Leonard, Follette, and
Compton. Deblinger, Thakkar-Kolar, and Ryan in Chapter Sixteen describe
interventions that work conjointly with both children and parents in address-
ing child traumatic experiences. Group psychotherapy, an important compo-
nent of treatment for many trauma survivors, is reviewed in Chapter Fifteen
by Foy and Larsen. The latter authors point to the advantages for trauma
survivors, whose experiences so commonly involve social isolation, social
alienation, perceptions of being ostracized from the larger society, shame,
and diminished feelings for others, of working toward recovery with other
survivors.

Working with Challenging Clinical Behaviors. Mental health providers must
navigate many difficult situations in their interactions with survivors. For
example, clients with a history of trauma in the family of origin may have
developed a number of maladaptive coping mechanisms to deal not only
with the trauma but also with other invalidating aspects of their environ-
ment. In fact, much of what is particularly helpful in cognitive-behavioral
interventions goes beyond the core treatment components outlined in the
sections above, and includes procedures that help the therapist both to moti-
vate the client and to avoid or manage difficult clinical situations such as sui-
cidal behavior. These procedures include encouraging the client to take an
active role in setting the goals of treatment, presenting persuasive rationales
for treatment, assigning and ensuring completion of homework tasks,
instructing clients in techniques of self-monitoring, and so on. For example,
Najavits emphasizes in her Seeking Safety treatment ways of giving clients
control whenever possible, “listening” to client behavior more than words,
giving positive and negative feedback to clients, and asking clients about
their reactions to treatment. In the same spirit, Wagner and Linehan utilize a
number of techniques from DBT to address noncompliance, suicidal idea-
tion, and other self-injurious behavior.

Using the Therapeutic Relationship. In their historical perspective on cognitive-
behavioral therapies for trauma, Monson and Friedman in Chapter One
observe that cognitive-behavioral therapy is often stereotyped as a mechani-
cal form of therapy lacking in a certain type of human contact. But the atten-
tion to interpersonal processes that is included in many cognitive-behavioral
therapies also extends to the client–therapist relationship. Generally, most of
the approaches described in this text emphasize the importance of the thera-
peutic relationship. In particular, Functional Analytic Psychotherapy (FAP)
as described in Chapter Eight by Kohlenberg, Tsai, and Kohlenberg provides
an extensive introduction to how providers of cognitive-behavioral treat-
ments can use the therapeutic relationship as a primary component of treat-
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ment. This conceptualization, in contrast to the stereotypes of cognitive-
behavioral treatments, places the client–therapist relationship at the core of
the change process. FAP theory indicates that the therapeutic process is facil-
itated by a caring, genuine, sensitive, and emotional client–therapist relation-
ship. The therapeutic relationship itself is used to help identify interpersonal
stimuli that lead to problems and to provide in vivo opportunities to change
interpersonal repertoires. Therapists are taught to recognize and address
clinically relevant behaviors that occur in session, and to strengthen client
improvements within the therapy session itself. DBT similarly posits that a
strong relationship characterized by mutual trust, respect, and positive
regard will increase the likelihood that the client will engage in efforts to
change that are difficult and uncomfortable, and that a strong relationship
can be therapy in itself.

RESPONDING TO THE NEEDS OF CLINICIANS

Providing Training and Support for Clinicians. A prime obstacle to the
increased use of cognitive-behavioral methods to assist trauma survivors is
the fact that most clinicians have not received training in the types of
approaches outlined in this book. Awareness of this is leading developers of
cognitive-behavioral treatments to explore ways of improving the training of
community providers in using their approaches. For example, Riggs, Cahill,
and Foa note the lack of opportunities for training in PE, and also acknowl-
edge that conventional training workshops are ineffective in changing the
behavior of practitioners; few workshop attendees actually end up using
exposure. In response they have developed two models of training. In the
first, experts provide intensive training as well as continued supervision of
therapist trainees. In the second model, experts provide intensive initial
training, but ongoing supervision of the new practitioners is provided by
local supervisors who consult with the experts but over time become experts
themselves. Other authors in this book who devote attention to training and
supervision issues include Foy and Larsen, who consider the requisite thera-
pist skills for conducting CBT trauma groups; and Kohlenberg, Tsai, and
Kohlenberg, who discuss issues of clinical supervision in FAP. As outlined by
Wagner and Linehan, DBT is notable for its explicit assertion that “thera-
pists treating BPD patients need support.” Therapist consultation groups are
an essential component of DBT: they provide that needed support, as well as
development, and can help minimize therapist burnout.

Enabling Integration with Other Treatment Approaches. The point should be
made that cognitive-behavioral methods are more likely to be widely used if
they have the potential be integrated with other approaches. Disseminating
cognitive-behavioral approaches does not mean that they should replace the
other approaches. Rather, they would be a complement to methods they’re
used in conjunction with, perhaps addressing aspects of the problem not
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dealt with well by the principal orientation. In the present volume, many of
the authors speak to the capacity for integration of their approaches with
other treatments. Walser and Hayes state that if research indicates that a cli-
ent’s problems would be better treated by a different approach, that latter
treatment should be implemented first or integrated into the course of ACT.
DBT and Seeking Safety are designed to be frontline stages of treatment for
individuals with PTSD, so as to get the client stabilized prior to introducing
exposure treatment. Najavits has explored how to integrate trauma process-
ing therapy with Seeking Safety. Kubany and Ralston introduce a variety of
ways to understand and challenge trauma-related guilt. Awareness of the
role of guilt, and Kubany and Ralston’s interventions, would be combined
with other treatments not designed to systematically address guilt. An ele-
ment that Monson and Friedman touch on is that psychopharmacological
treatments can either help or impede a concurrent cognitive-behavioral
treatment. Complicated Grief Treatment (CGT), described in this volume by
Shear and Frank, illustrates well the capacity for integration of cognitive-
behavioral treatments with those based on other theoretical orientations.
Shear and Frank created CGT by mixing Interpersonal Therapy—an existing
short-term, present-oriented treatment for grief—with cognitive-behavioral
methods for treatment of PTSD, as well as with cognitive strategies for deal-
ing with the distress of separation.

PROMOTING INDIVIDUALIZED TREATMENT

The question of how CBT should be packaged for delivery by clinicians and
programs is an important one. Many of the treatments described in this
book are broken down into a series of steps, so that clinicians can provide
the treatments and apply them effectively. This does not mean that one must
slavishly follow the steps of treatment. Indeed, such structured cognitive-
behavioral treatments are flexible, provide therapists with options, and rely
heavily on therapist and client decision-making. Just as “assessment” is really
a process of coming to understand a unique individual, so too treatment
must reach beyond “cookbook” applications and formulate a cognitive-
behavioral approach that fits the individual client. We hope that readers of
this book will become familiar with a host of cognitive-behavioral interven-
tions.

In fact, some of the contributors to this book refer to the limitations of
step-based, or “manualized,” treatments and they propose alternatives. Leon-
ard, Follette, and Compton identify two major potential problems in deliver-
ing formalized, prepackaged treatment techniques to survivor couples. The
problems are that use of prepackaged techniques may not sufficiently dis-
courage therapists from losing sight of the individual or couple. Manualized
treatments, based on a treatment manual, do not prepare therapists to cope
with problems outside the manual’s scope. These authors argue that treat-
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ment manuals may lead therapists to believe that they understand a person
based on his or her initial presentation or diagnosis, but then they fail to
assess clients on a continuing basis. In the worst case, treatment providers
are concerned with getting back on the protocol rather than listening to the
couple. As an alternative to treatment packages that either are overly formu-
laic or could be misused that way in the wrong hands, Leonard, Follette, and
Compton recommend the development of a “principle-based” couples inter-
vention that relies on helping principles rather than particular techniques or
structures. Similarly, Wagner and Linehan consider DBT to be a principle-
driven (not protocol-driven) intervention.

CONCLUSION

Cognitive-behavioral approaches to helping trauma survivors continue to
evolve, with treatment methods remaining a work in progress. A number of
limitations remain in the current evidence base, but despite this, the chap-
ters in this book provide a significant argument that cognitive-behavioral
approaches taken as a whole constitute a powerful form of treatment. They
provide the clinician with a substantial and growing set of treatment con-
cepts and tools, address a wide range of trauma-related problems and popu-
lations, address the interpersonal context of treatment. They reflect the com-
plexity of the individual, and increasingly they take into account the
perspective and needs of treatment providers in the field. The contributors
to this text are working to develop comprehensive treatment approaches
based on the foundation of science. We believe that in doing so, they are
providing an invaluable service to the many people who will survive a trau-
matic experience.
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CHAPTER ONE

Back to the Future
of Understanding Trauma

Implications for Cognitive-Behavioral Therapies
for Trauma

Candice M. Monson
Matthew J. Friedman

Cognitive-behavioral therapy (CBT) for trauma represents a broad class of
therapies unified by a shared emphasis on observable outcomes, symptom
amelioration, time-limited and goal-oriented intervention, and an expecta-
tion that patients will assume an active role in getting better. An additional
strength of CBT applied to trauma is its adherence to evidence-based con-
ceptualization of patients’ posttraumatic psychopathology. We assert that
increased understanding of the nature of posttraumatic reactions can trans-
late into enhanced effectiveness and innovations in CBT for trauma. Here
we trace the evolving history of understanding posttraumatic pathology, and
with an appreciation of this past, offer a vision of upcoming achievements
and challenges in the application of CBT for trauma.

POSTTRAUMATIC REACTIONS:
LONG RECOGNIZED BUT VARIABLY LABELED

Documented human history is replete with descriptions of individual reac-
tions to traumatic events. For example, a survivor of the Great Fire of Lon-
don in the 1600s wrote in his diary 6 months after his exposure, “it is strange
to think how to this very day I cannot sleep a night without great terrors of
the fire; and this very night could not sleep to almost two in the morning
through great terrors of the fire” (quoted in Saigh & Bremner, 1999, p. 1).
There has been remarkable consistency in the description of such posttrau-
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matic reactions throughout the centuries, whether written by poets and nov-
elists or clinicians and scientists. Despite this general agreement on observ-
able phenomenology, many different causal mechanisms and diagnostic
labels have been proposed. Indeed, the theoretical etiology of these reac-
tions as organic versus psychological as well as the diagnostic classification of
traumatic reactions have evolved over time.

Historical Conceptualizations

When the scientific approach to psychopathology emerged in the 19th cen-
tury, the zeitgeist was to determine organic pathogeneses, such as lesions of
the nervous system, as the major cause of nervous disorders. Posttraumatic
reactions were no exception to this theoretical organic orientation. Some of
the most detailed writings and elaborated conceptualizations of traumatic
reactions are found in the literature on combatants.

Starting with the Civil War, American conceptualizations of posttrau-
matic reactions were understood mostly as somatic/physiological reactions,
usually affecting the cardiovascular system. According to Hyams, Wignell,
and Roswell (1996), proposed somatic/physiological diagnoses were Da
Costa syndrome/irritable heart (Civil War), soldier’s heart, neurocirculatory
asthenia and shell shock (World War I), and effort syndrome (World War II).
Attributing these reactions to organic causes had a number of sociopolitical
implications: Soldiers could avoid the stigma and sense of personal failure
associated with mental disorders, and the military could ignore the need for
psychological interventions.

Although there is only a smattering of accounts of the psychological
sequelae of natural and technological disasters during the late 19th century,
it is known that civilian traumas were also attributed to organic causes. For
example, “Railway spine” was considered to be the result of railroad acci-
dents that produced theoretical, but usually unobservable, physical lesions or
insults to the brain, spinal cord, or peripheral nervous system. This condi-
tion is representative of the tendency to attribute otherwise unexplainable
physical disabilities to abnormal central nervous system mechanisms.
Indeed, an English surgeon, John Erichsen (1882), cautioned against confus-
ing (what he assumed to be) the organically caused symptoms of railway
spine with hysteria, the prevailing diagnosis of the times (van der Kolk,
Weisaeth, & van der Hart, 1996). When physical injuries could not be found
in these patients, their symptoms were attributed to subtle forms of neuro-
logical damage and a general functional disturbance of the nervous balance
or tone. The German neurologist Herman Oppenheim (1915) is credited
with coining the term “traumatic neurosis.” He proposed that functional
problems were a result of subtle molecular changes in the central nervous
system following exposure to trauma.

Posttraumatic reactions were not left out of Kraepelin’s (1896) efforts in
the 1800s to classify and organize mental disorders. He developed a com-
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mon label for these multiple nervous and psychic phenomena: “schreck-
neuroses,” or fright neuroses. Schreckneuroses were believed to result from
severe emotional upheaval or sudden fright, and to have neurological under-
pinnings. The symptoms of schreckneuroses were observed after serious
accidents and injuries, particularly fires, railway derailments or collisions
(Saigh & Bremner, 1999).

Sigmund Freud rebelled against the primary focus on organic explana-
tions for psychopathology in vogue during that period. Because of his influ-
ence, psychological etiologies began to be proposed for understanding and
treating psychopathology, in general, and posttraumatic reactions, in partic-
ular. Freud theorized that, because traumatic events overwhelm the psyche,
traumatized individuals must engage extremely primitive defense mecha-
nisms such as dissociation, repression, and denial. Catharsis and abreaction,
involving high levels of emotional expression, were considered the necessary
treatment for countering these primitive defenses (Freud, 1950). Other con-
temporaneous psychological conceptualizations of combat trauma included
nostalgia (Civil War), battle fatigue/combat exhaustion/operational fatigue
(World War I), and war/traumatic neurosis (World War II) (Hyams et al.,
1996).

Although Freud stood strong against the winds of the medical and scien-
tific culture pertaining to organic versus psychological explanations of psy-
chopathology, he unfortunately wavered in the winds of Victorian culture
regarding childhood sexual abuse. His emphasis on the internal workings of
individuals—psychosexual drives and early developmental processes—to the
exclusion of external stressors such as childhood sexual abuse was a serious
oversight from our modern perspective (see Pendergrast, 1999, for more
thorough review of this debate). Freud’s legacy is also found in the recovered
memory versus false memory debate that erupted in the early 1990s. His
notion of the primitive defenses involved in traumatization, and especially
repression, as the foundation of claims regarding recovered memories of
sexual abuse. Although the potential for psychogenic amnesia of traumatic
events cannot be completely ruled out, the past 15 years of scientific evi-
dence questions the veracity of such memories and the possible iatrogenic
effects of psychotherapy in creating them (Brewin, 2003).

Freud’s contemporary, Pierre Janet, was also instrumental in bringing a
psychological approach to posttraumatic reactions, and his writings include
some precursor elements of CBT. Indeed, cognitive-behavioral theories of
traumatic reactions find their roots in Janet’s writings about the categoriza-
tion and integration of memories. He contended that people develop mean-
ing schemes based on past experiences that prepare them to cope with sub-
sequent challenges. When people experience “vehement emotions” in
response to frightening experiences, their minds are not capable of integrat-
ing the events with existing cognitive schemes. When the memories cannot
be integrated into personal awareness, something akin to dissociation
occurs. Janet also introduced the notion of patients experiencing a “phobia
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of memory” that prevents the integration of traumatic events. The memory
traces linger as long as they are not translated into a personal narrative. In
his conception of trauma, synthesis and integration are the goals of treat-
ment, which was in contrast to the psychoanalytic goals of catharsis and abre-
action prevalent at the time (Janet, 1907).

Abram Kardiner, a psychoanalyst who treated World War I veterans,
was an early proponent of uniting these organic and psychological concep-
tual streams. He proposed that veterans who experienced an enduring clini-
cal syndrome resulting from war-zone exposure suffered from a
“physioneurosis.” This label denotes both physiological and psychological
components of trauma reactions and the complex biobehavioral clinical pic-
ture exhibited by these veterans. In that regard, Kardiner anticipated, by
almost 40 years, many of the symptoms included in the first formal diagnosis
of posttraumatic stress disorder (PTSD). Because of this insight, which con-
tradicted prevailing psychoanalytic doctrine, Kardiner might be considered
the father of psychobiological theory, research, and practice concerning
trauma. As a therapist he acknowledged the changes in self-concept that can
occur after trauma exposure, and he was a proponent of psychotherapy to
ameliorate both psychological and physiological trauma sequelae (Kardiner,
1941).

Kardiner’s work was rediscovered by Lawrence Kolb (1987), who theo-
rized that fear conditioning in the limbic system, especially the amygdala,
was responsible for the stable psychological and physiological abnormalities
found in posttraumatic reactions. Since Kolb’s work, there has been an
explosion of basic and translational research documenting psychobiological
alterations in trauma patients and thereby providing a rationale for pharma-
cological interventions (Charney, 2004; Friedman, 2003; Friedman, Charney,
& Deutch, 1995; Yehuda & McFarlane, 1997).

Diagnostic Evolution

Our evolving conception of posttraumatic reactions is exemplified by
sequential revisions of the Diagnostic and Statistical Manual of Mental Disorders
(DSM) with regard to both diagnostic categories and PTSD diagnostic crite-
ria across the DSM revisions. To account for the war-related psychopatholo-
gy discussed above, the first edition of the DSM (DSM-I; American Psychiat-
ric Association [APA], 1952) included the diagnosis “gross stress reaction.”
This diagnosis was seen as appropriate for cases involving exposure to
“severe, physical demands or extreme stress, such as in combat or civilian
catastrophe” (p. 40). Like other disorders in the DSM-I, diagnostic criteria
delineating the disorder were not specified. Bucking the prevailing notion of
the times that those who developed this reaction were characterologically
weak, the DSM-I noted that the diagnosis often applied to “previously more
or less ‘normal’ persons who experience intolerable stress” (p. 40). Unfortu-
nately, gross stress reaction was diluted in the second edition of the DSM
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(DSM-II; APA, 1968) to “transient situational disturbance.” Although there
was a continued emphasis on the “overwhelming” nature of an environmen-
tal stressor(s) over individual diatheses in causing the reaction, the focus was
exclusively on “transient fear associated with military combat and manifested
by trembling, running and hiding” (p. 48). There was no diagnostic acknowl-
edgment that such symptoms might characterize a chronic, rather than an
acute and naturally resolving, condition.

Influential writings in the 1970s and 1980s about the clinical presenta-
tions of sexual assault and domestic violence victims led to the “rape trauma
syndrome” and “battered women syndrome” designations (Burgess &
Holmstrom, 1974; Walker, 1984). These newly recognized conditions, in tan-
dem with research on the mental health of World War II prisoners of war,
survivors of the Nazi Holocaust, and returning Vietnam veterans, led to
greater realization of the generalizability of reactions to life-threatening
stressors. During this time, the PTSD diagnosis was unveiled as an anxiety
disorder in the third edition of the DSM (DSM-III; APA, 1980). Criteria for
the traumatic stressor and specific symptoms were organized into three clus-
ters. Accounting for the range of potentially traumatic events, the stressor
criterion was described as something “generally beyond the realm of normal
human experience that would evoke significant symptoms of distress in most
people” (p. 236). The DSM-III revision (DSM-III-R; APA, 1987) resulted in
few changes in the stressor definition and symptom inclusion and organiza-
tion, but did delineate age-specific features.

The fourth revision of the DSM (DSM-IV; APA, 1994) and its text revi-
sion (DSM-IV-TR; APA, 2000) excluded the provision that the traumatic
stressor be generally outside the range of normal human experience. This
change reflects the empirical evidence that the experience of a stressor capa-
ble of producing PTSD is actually quite common. In fact, 75% or more of
people will experience such a stressor in their lifetime (Breslau, 2002). More
importantly, in the DSM-IV the nature of the individual’s reaction to a trau-
matic stressor was taken into account. The nomothetic standard that the
experience would evoke significant symptoms of distress in most people was
replaced with an idiographic, subjective criterion. According to the DSM-IV,
individuals who have been “traumatized” must have had an overwhelming
emotional reaction, defined as “intense fear, helplessness or horror” (p. 428)
when confronted by an extremely stressful experience. The operational defi-
nition of stressful experiences was also expanded to include observing or
receiving information about the traumatic events suffered by others.
Although some of the symptom clusters were rearranged and diagnostic
thresholds were adjusted, the greatest changes in the symptom criteria were
the requirements of additional functional impairment and 1–month of
symptom duration.

As described by Brewin (2003) in his more complete discussion of the
controversy surrounding diagnosis of posttraumatic reactions, “skeptics” of
the PTSD diagnosis assert that the diagnosis is a sociopolitical invention that
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has been created in a litigious Western society that seeks to place blame and
identify victims and perpetrators. Skeptics argue that PTSD is not found in
non-Westernized cultures and contend that normal human reactions to a
stressful event only become pathological when diagnoses are applied to
them. At their worst, these opponents propose that diagnosing posttraumat-
ic reactions has iatrogenic effects on those who are diagnosed.

These criticisms have been countered by empirical data showing that
individuals manifest ongoing trauma-related reactions when there are no
identifiable secondary gain issues, and after any of these potential gains has
been resolved (e.g., disability compensation, civil or criminal lawsuits; Bryant
& Harvey, 2003). Furthermore, evidence has accumulated that PTSD is
readily identifiable in traditional, nonindustrialized cultures, although it
remains controversial whether more culture-specific idioms of posttraumatic
distress might provide a better diagnostic characterization of such syn-
dromes (de Jong, 2002; Green et al., 2003; Marsella, Friedman, Gerrity, &
Monsour, 1996).

Prospective studies reveal that a large majority (i.e., 94%) of traumatized
individuals will manifest symptoms consistent with a PTSD diagnosis or
other mental health problems (e.g., depression, panic, anxiety) in the imme-
diate aftermath of trauma. However, by 3 to 6 months, most individuals’
symptoms have resolved (Foa & Riggs, 1995; Kessler, Sonnega, Bromet,
Hughes, & Nelson, 1995; Marsella et al., 1996; Norris, Murphy, Baker, &
Perilla, 2003; Schlenger et al., 2002). Thus it is important to emphasize that
there is a significant amount of “normal” distress that follows exposure to
traumatic events that should not be construed as pathological. These data
have led several researchers to offer the conceptualization of PTSD as a dis-
order of “nonrecovery” from trauma exposure (e.g., Rothbaum, Foa, Riggs,
Murdock, & Walsh, 1992; Shalev, 1997). It is the persistence and severity of
symptoms and the functional impairments that merit diagnosis. Epidemio-
logical studies also argue against the notion of a naturally remitting course
for those who do not recover from traumatic events and develop PTSD,
given that approximately one-third of affected individuals continue to suffer
from the disorder 10 years after their trauma exposure (Kessler et al., 1995).
Biological investigations, including psychophysiological, neurohormonal,
and neuroimaging studies, contradict the notion that all traumatic reactions
are part of a normal stress adaptation process (Yehuda & McFarlane, 1997).

It is important to acknowledge the criticisms leveled against the diagno-
sis of posttraumatic reactions because they have important implications for
deciding whether or not, and when, to provide intervention following trau-
matic events. From our perspective, there are definitely pathological post-
traumatic reactions that call for intervention. We contend that the chal-
lenges of treating trauma with CBT are not related to uncertainty regarding
the pathological conditions that can develop in response to traumatic expo-
sure, but rather concern the nature and clinical phenomenology of such
reactions for treatment.
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ANTICIPATED CHALLENGES AND ACHIEVEMENTS

As we previously noted, a scientifically grounded conceptualization of
patients’ problems is the first step to effective CBT for trauma. Historical
review of the understanding of posttraumatic reactions illuminates several
important opportunities for the future of CBT for trauma. Translational
research and continued interface between science and practice will further
the conceptualization of traumatic reactions in order to improve CBT of
them. In general, developers and practitioners of CBT for trauma, looking
toward the future should capitalize on the evidence that the sequelae of trau-
ma are wide-ranging, multidimensional, and multidetermined.

Several factor-analytic studies since DSM-IV was published have raised
questions about the nature and processes underlying PTSD (Foa, Riggs, &
Gershuny, 1995; King, Leskin, King, & Weathers, 1998). These studies reveal
that, contrary to the DSM-IV, there appear to be four, not three, clusters of
PTSD symptoms. Symptoms of effortful avoidance and emotional numbing,
included together in the DSM-IV, appear to have different properties, func-
tions, and possible etiologies, according to these studies. Moreover, memory
loss, a symptom included in the DSM-IV’s avoidance/numbing cluster, does
not appear to be associated with the overall construct of PTSD or the symp-
tom clusters. Interestingly, the most conclusive of these studies (King et al.,
1998) does not support the notion that PTSD is an overarching, unitary dis-
order comprised of four symptom clusters. Rather, PTSD appears to be best
conceptualized as a heterogeneous disorder with correlated, but separate,
symptom manifestations. Recent typology efforts also support this heteroge-
neity in PTSD presentation (Miller, Greif, & Smith, 2003).

Another important classification consideration on the horizon is
whether or not acute stress disorder (ASD) and PTSD should be classified as
anxiety disorders. Evidence supporting abandonment of the anxiety disorder
placement indicates that a myriad of emotions, including guilt, shame, dis-
gust, anger, and sadness, have been implicated in preventing recovery from
posttraumatic symptoms (Resick, 2001). Moreover, Pitman (1993) has
argued that the pathophysiology of arousal in posttraumatic reaction is not
simply anxiety. The International Statistical Classification of Diseases, Injury, and
Causes of Death—10th Edition (ICD-10; World Health Organization [WHO],
1992) does not classify PTSD as an anxiety disorder; rather, it is categorized
within the spectrum of “reactions to severe stress, and adjustment disor-
ders,” with the common denominator of stress-related precipitation. A
recent taxometric study also buttresses the dimensional versus categorical
system of trauma-related diagnoses (Ruscio, Ruscio, & Keane, 2002).

A spectrum of stress disorders, with specifiers beyond “acute,”
“chronic,” and “delayed onset” currently used for PTSD, could more fully
describe the phenomenology of trauma survivors and have important treat-
ment ramifications. Like other major DSM-IV disorder classes (e.g., mood,
psychotic), there could be a range of disorders with various symptom con-
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stellations and specifiers. SD as well as the dissociative disorders, could be
placed in this class. PTSD specifiers such as “prominent dissociation,”
“prominent emotional numbing,” and “prominent anger” could have impor-
tant theoretical and treatment implications. Additionally, age-related fea-
tures and presentations of these stress reactions are important. There may
even be room for chronic stress reactions to nontraumatic stressors.

It is important to remember that previous statistical approaches to orga-
nizing the core features of posttraumatic reactions are limited by the items
that comprise the statistical analyses. The DSM-IV PTSD Work Group
restricted criteria to “essential features” for making the PTSD diagnosis.
However, this approach risks the danger of missing characteristics that have
important clinical and treatment relevance. We suggest that, in addition to
moving beyond anxiety-based symptom presentations and to enhance recov-
ery among survivors of traumatic stress, CBT for trauma consider and
address other frequently observed serious psychological, emotional, and
interpersonal problems. Regardless of the diagnostic scheme used, the epi-
demiological and taxometric findings argue for distinct assessment of, and
multicomponent treatment for, the multidimensional nature of posttraumat-
ic pathology (Flack, Litz, Weathers, & Beaudreau, 2002; Keane & Kaloupek,
2002).

In spite of having several very efficacious CBTs for trauma-related
pathology (described in this book), it is important to realize that about 50%
of the patients in efficacy studies maintain their trauma-related diagnoses at
the end of treatment and at follow-up periods (Zayfert, Becker, & Gillock,
2002). This symptom maintenance may be related, in part, to our current
conceptualization of trauma sequelae and to the fact that the current evi-
dence-based treatments, in isolation, address some specific aspects of trauma
better than others. For example, some treatment studies reveal that avoid-
ance and numbing symptoms, and especially emotional numbing, may be
less responsive to our current CBT treatments (e.g., Glynn et al., 1999;
Keane & Kaloupek, 1982). There is also some early evidence that different
CBTs may be better at addressing the different emotional disturbances
resulting from traumatization (e.g., Resick, Nishith, Weaver, Astin, & Feuer,
2002).

In this vein, efforts to determine predictors of treatment response to
CBT for trauma may help address diagnostic dilemmas and ultimately
improve treatment planning and outcomes. We recommend that future
studies consider predictors beyond those that have been traditionally investi-
gated (e.g., PTSD severity, anger, substance abuse), and develop theoretically
driven models that can be tested. Following from our recommendations
about broadening the range of trauma symptoms to consider, interpersonal
functioning, social support, affective regulation, and self-efficacy might be
considered. Biological markers may even be useful to consider in the future,
as the psychobiological findings become more robust and are shown to cor-
respond with CBT treatment response.
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In the last decade the field of CBT for trauma has seen a series of
head-to-head trials designed to determine the treatment “winner.” These
trials have resulted in many more “ties” than declared winners. We antici-
pate that the next generation of dismantling, combination therapy, and
effectiveness studies will reveal very intriguing findings about the key
ingredients of efficacious treatment as well as the limits and challenges to
using these treatments in clinical settings. Given that many patients simul-
taneously receive two or more treatments in clinical practice (e.g., Rosen
et al., 2004), studies that determine how best to time or integrate treat-
ments for greater efficacy will be valuable. The possibility for psychophar-
macological treatments to potentiate or possibly interfere with CBT for
trauma should also be investigated. Like others (Foa, Rothbaum, & Furr,
2003), we call for more combination studies aimed at addressing nonre-
sponse or partial response to treatment, in lieu of the rates of non- and
partial response found in previous studies.

An additional factor to investigate with regard to treatment timing and
sequencing relates to the co-occurring diagnoses often given to traumatized
individuals. Determining the best sequence or combination of treatments to
treat these disorders is very important for the future of CBT for trauma. As
an example, many prior PTSD treatment studies have excluded patients with
comorbid substance dependence, suggesting that these issues should be
addressed prior to a course of CBT for PTSD. There have been a few devel-
oping efforts to provide serial or integrative trauma and substance abuse
treatment (Coffey, Dansky, & Brady, 2003; Najavits, 2002). Depression, per-
sonality disorders, anger problems, self-harming behavior, and relationship
dysfunction are other frequently co-occurring diagnoses or clinical issues to
address. Researchers have designed several treatments to specifically address
these problems in tandem with PTSD treatment (Chemtob, Novaco, Hama-
da, & Gross, 1997; Cloitre, Koenen, Cohen, & Han, 2002; Monson, Schnurr,
Stevens, & Guthrie, 2004). However, other researchers have argued that the
existing CBTs for PTSD should be undertaken first, because effective treat-
ment for PTSD can remedy many of these co-occurring issues (e.g., Cahill,
Rauch, Hembree, & Foa, 2003). These are questions in need of further
empirical investigation.

The cognitive-behavioral framework has an important role in informing
prevention and early-intervention efforts. Because this area has been
wrought with controversy, leading with a strong theoretical grounding for
these interventions will be crucial. In addition, the caricature of CBT is that
it is a mechanical and technical venture devoid of any humanity. A solid ther-
apeutic relationship is essential to all forms of psychotherapy. Treatment
process studies that pinpoint specific dimensions of the therapeutic relation-
ship that are detrimental or facilitative of trauma recovery are essential
(Cloitre, Stovall-McClough, Miranda, & Chemtob, 2004).

There are a number of intriguing questions to be answered with regard
to the effectiveness, versus efficacy, of CBT for trauma. Most of the outcome
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studies to date have been undertaken in outpatient research clinics. Ongoing
efforts to transport these best practices into clinical settings, and likewise, to
use the clinical experiences to inform research, will be invaluable.

Although several CBTs for trauma, with solid evidence bases, are avail-
able there remains a need for innovative treatments that can help the signifi-
cant number of patients who do not respond to our current treatments.
Understanding of the nature and treatment of trauma is a continuously
evolving process. We have come a long way in conceptualizing the afteref-
fects of trauma and in developing elegant, theoretically driven CBTs that
work. We look forward to the advancements that will be made in the next
generation of CBT for trauma.
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CHAPTER TWO

Functional Analytic Clinical
Assessment in Trauma Treatment

William C. Follette
Amy E. Naugle

Assessment serves a variety of functions. In Chapter 3 of this volume, Pratt,
Brief, and Keane provide a review of assessment procedures for the diagnosis
of posttraumatic stress disorder (PTSD) as well as scales for assessing treat-
ment outcome. One purpose of assigning a diagnostic label is its implication
that a particular treatment will lead to a useful outcome, when properly
applied to the appropriate person. If that useful outcome were always the case,
then assessment for the purpose of diagnosis, along with an evaluation of treat-
ment integrity, would be all that were necessary. Although much of this volume
addresses how to treat patients who have experienced significant traumatic
stressors, there is no treatment that is completely guaranteed to alleviate all of
the symptoms a patient might report. This chapter focuses on the application
of behavioral principles to assess areas of functioning that might need to be
considered as treatment planning and implementation proceeds.

Since the establishment of the diagnosis of PTSD in the DSM-III and
subsequent updates (American Psychiatric Association, 1980, 1987, 1994,
2000), a considerable volume of literature has been published that describes
clinical problems that may be likely to co-occur with PTSD. At the level of
diagnostic labels, PTSD is noted to co-occur with depression, anxiety, pho-
bia, and panic disorders perhaps in part because of symptom overlap in diag-
nostic criteria (Davidson & Foa, 1991). A variety of other diagnostic labels
are also associated with PTSD, including substance abuse and Axis II cluster
B disorders, such as borderline personality disorders with impulsivity (Foa,
Davidson, Frances, & Anxiety Disorders Association of America, 1999).

Treatment guidelines include cognitive therapy to address unrealistic
assumptions, thoughts, and beliefs; anxiety management and stress inocula-
tion techniques, including relaxation training; and imaginal or in vivo expo-
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sure (Foa et al., 1999). The same guideline document describes a variety of
adjunct medication treatments for more complex cases (Foa et al., 1999).

The experience of trauma exposure is not rare; however, the trauma
responses of avoidance and arousal spontaneously extinguish in the majority
of people exposed (Breslau, Davis, Andreski, & Peterson, 1991; Breslau et al.,
1998). It has been argued that those who experience PTSD have flatter general-
ization gradients and do not respond to cues of safety (Foa, Steketee, &
Rothbaum, 1989; Foa, Zinbarg, & Rothbaum, 1992; Rothbaum & Davis, 2003).
Rothbaum and Davis describe the conditions that are likely to produce more
or less successful outcomes in response to exposure-based treatments.

PTSD is not a response to a traumatic event that occurs in isolation; other
factors might serve to ameliorate, maintain, or exacerbate symptoms and
course. The purpose of this chapter is to complement what is known about the
treatment of PTSD by calling attention to a more complete analysis of variables
that are potentially clinically important to consider when treating PTSD.

For the purposes of this chapter, it is assumed that an evidenced-based
intervention treatment for PTSD is already being provided. A primary
assumption behind applying an empirically supported treatment for PTSD
in a specific case is that a significant proportion of variance in outcome can
be accounted for by the mechanism(s) presumed to be affected by the treat-
ment protocol (Haynes, Kaholokula, & Nelson, 1999). The effect size for any
particular patient will vary depinding on whether those mechanisms of
change targeted by an empirically supported treatment are the same mecha-
nisms as those controlling symptoms in a specific patient. For any specific
patient, it is likely that common as well as unique factors will influence the
presenting problems and outcomes, and the unique factors could well
account for the major portion of outcome variance.

Because PTSD is one of the few diagnostic categories in the DSM for
which the etiology of the disorder is specified, one might presume that a
very homogeneous set of causal factors is present and therefore that each
individual patient will respond predictably to treatment. However, patients
with PTSD may report a complex set of symptoms that still qualify for the
diagnosis. As mentioned earlier, PTSD has a high rate of comorbidity; this
comorbidity makes the causal analysis of a particular patient’s problems even
more difficult. One goal of this chapter is to describe a method that can
identify additional (or even alternative) causal factors that, when properly
addressed, produce the largest benefits for patients.

FUNCTIONAL ANALYTIC CLINICAL ASSESSMENT

The Purpose of Functional Analysis

The purpose of functional analytic clinical assessment is to identify factors
that, when addressed, will lead to an individualized understanding of the
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relationship between behaviors and their antecedent conditions and main-
taining effects. A functional analysis is a process that identifies causal rela-
tionships between observable, manipulable variables and clinically important
target behaviors. In any particular patient there may be a number of vari-
ables that are affecting the frequency and severity of a clinical problem.
Haynes and O’Brien (1990) have suggested limiting the vast universe of fac-
tors to be considered to those that are important, controllable, and causal.
By “important” they mean, the identification of a variable that, when altered,
leads to a large change in the target behavior or the behavior of clinical inter-
est. Because most behaviors are multiply determined, it is conceivable that
therapists could waste valuable time and patient goodwill by attending to
many small sources of influence that, when targeted in treatment, simply do
not effect enough benefit for clients. Simply stated, when looking for sources
of influence over a particular behavior, choose the ones that get you “the big-
gest bang for the buck.”

The second heuristic to which to attend is to select controllable vari-
ables for study. “Controllable” here means to attend to a variable about
which the therapist and the patient can do something. For example, the ther-
apist cannot change the patient’s age, but the therapist, could, in principle,
change the patient’s social repertoire in a way that increases his or her access
to social reinforcement. This issue is particularly important in the treatment
of PTSD when the patient would like more than anything to erase the trau-
matic stressor that seemingly caused all his or her problems in the first place.
Of course, the event itself cannot be changed, but many of its consequences
can be changed in the present.

The last criterion Haynes and O’Brien suggest is to identify causal vari-
ables. “Causal” in this context is not so much a notion of ultimate causality as
a reference to those variables that, when changed, reliably precede and pro-
duce change in the targeted clinical problem. If the therapist can identify
unique functional relationships that ameliorate specific individual problems
for individual patients, then the therapist will also observe additional treat-
ment effects to those derived by administering a protocol-driven treatment
plan that is designed for the hypothetical “average patient.” For example, for
a rape victim, a sexual encounter with a new romanitic partner may seem-
ingly cause anxiety and distress. In fact, it is not the current romantic
encouter that is the ultimate cause of symptoms—the rape is. However, from
a clinical standpoint, the current sexual stimuli such as touch, smells, and
arousal can serve as cues for when and what desensitization strategies should
be applied.

A Functional Analysis Is Not Always Stable

The identification of important clinical functional relationships between
stimuli and responses can greatly enhance therapy outcome. However, thera-
pists must keep certain qualifications in mind when conducting a functional
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analysis (see Haynes & O’Brien, 1990, pp. 651–653). A functional analysis of
a clinical problem rarely exhausts all possible sources of influence. Iden-
tifying how one causal variable affects a target behavior does not prove, or
even imply, that other causal relationships do not exist between other poten-
tially important variables and the target behavior. It is quite possible that
many sets of independent variables exist. Another caveat is that a functional
relationship that exists at one point in time may not function in the same
way at another point in time. Emotional distancing following a traumatic
event may be caused by high levels of distressing arousal immediately follow-
ing the trauma. This same distancing may be maintained at a later time
because of marital distress that occurred subsequently. This phenomenon is
referred to as “functional autonomy”—that is, the notion that behaviors that
come into existence under the control of one reinforcer can be maintained
at a different point in time or set of circumstances because of an entirely dif-
ferent set of reinforcers. A third point to remember about an apparent func-
tional relationship is that it likely to exist under some circumstances but not
others (Johnston & Pennypacker, 1980). A patient may avoid talking about
the traumatic stressor with some people because doing so with these particu-
lar individuals arouses feelings of distress, guilt, or stigmatization. The same
patient may be quite willing to discuss the stressor with others who respond
more instrumentally.

A functional analytic case conceptualization is never perfect. It “is
always hypothesized, probabilistic, and incomplete” (Haynes, Leisen, &
Blaine, 1997, p. 337). One generally starts the analysis by referring to the
research on empirical relationships that have been identified in experimen-
tal or clinical settings. This information provides guidance as to where and
how to gather data to generate working hypotheses. These data include in-
session behavioral observations, observations of interactions between the
patient and others, structured role-playing tasks, self-report data, and reports
from significant collaterals. Given the qualifiers on the robustness of hypoth-
esized functional relationships, it is not unusual to gather conflicting data—
perhaps because, as noted, a causal relationship may exist under one set of
observational conditions, but not others. Reports from collaterals may be
inconsistent because they are reporting on observations that were true in the
past but are no longer accurate. Patients, collaterals, and clinicians are all
prone to making a variety of heuristic errors that add inaccuracy to observa-
tional reporting, thus complicating case formulation (Arnoult & Anderson,
1988; Kahneman, Slovic, & Tversky, 1982; Turk & Salovey, 1988).

As mentioned previously, the intended result of a functional analytic
case conceptualization is the identification of important, controllable, and
causal variables that, if altered, would lead to useful change for the patient.
Ideally, the therapist would identify alterable variables that would result in
the largest changes first. However, without an empirical trial, the therapist
cannot know if the selected variable is the most important change; he or she
can only select a variable and then observe the effect. If the hypothesized
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relationship does not result in a change in the target behavior, the functional
analysis should be reevaluated and modified in light of these new data. On
other occasions, the clinician may believe that he or she knows an important
functional relationship but not have the technology available to create the
necessary conditions to produce change. For example, say a therapist
hypothesizes that a comorbid depression that was initially the result of a
traumatic stressor is being maintained by a distressful marital relationship.
The patient’s spouse may now be quite willing to address relationship prob-
lems, but the patient is not. At present, there is relatively little research or
clinical evidence that clinicians can alter motivation in this type of situation.
Such an analysis would fail the controllability criterion described above. If
new treatment technology were to emerge that could effectively alter motiva-
tion to change in marital relationships, then this variable might well be a
good place to start an intervention.

Analysis of the Behavior in Context

One of the fundamental issues in functional understanding of clinical inter-
ventions is to appreciate the proper unit and level of analysis of a behavioral
problem. In the case of PTSD it can be tempting to see the problem as resid-
ing in the relationship between the patient and the traumatic stressor. In
fact, because there is considerable variability in how patients respond to
stressors, we must infer that there are other factors that affect course and
outcome. From a behavior analytic perspective it is important to appreciate
that examining behavior in isolation misses the point. The only meaningful
unit of analysis is the behavior in context. By “context” we mean that not
only must the patient’s responses to the characteristics of the stressor be con-
sidered, but they must be considered in light of the patient’s history prior to
the stressor, along with how the people, institutions, and agencies that are
part of the patient’s environment purposefully or inadvertently reinforce (or
punish) the patient’s responses. The behavior in context is the proper unit of
analysis; to study one part of the context independently of all others will lose
the meaning of the behavior. A behavior is only interpretable when consid-
ered in the context of its antecedents and consequences.

Functional Classes

One useful idea to understand is that behaviors that vary in topography (how
they appear) but share the same common effect on the environment all form
a functional class. One of the problems for clinicians working with complex
cases is to make sense out of the litany of problems that each patient reports
on any given day. On different days a patient might come to therapy angry,
suicidal, crying about a distressed relationship, or highly distracted. Each of
these behaviors looks very different from the others; that is, the behaviors
vary in their topography or form. However, from a functional analytic per-
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spective, we would have to determine whether they were distinct behaviors
or whether they all functioned similarly. In this case, it may be that the topo-
graphically distinct behaviors all function to distract the therapist from talk-
ing about interpersonal closeness. All the behaviors in the class are nega-
tively reinforced by having the therapist change topics to discuss the
topography of the behaviors. If the therapist notices this shared function
among these behaviors, he or she can begin to respond to all of them simi-
larly and more usefully, rather than being distracted by trying to orient to
each specific behavior as if it required a completely different therapist
response.

FUNCTIONAL PROBLEMS IN PTSD

The point of describing what is entailed in a conceptual understanding of a
functional analytic case conceptualization is to notice the idiographic nature
of the assessment process for the purpose of identifying additional sources
of information of variance in problem behaviors to improve clinical out-
come. There are many sources about how to conduct and even quantify a
functional analysis (e. g., Follette, Naugle, & Linnerooth, 2000; Hawkins,
1986; Hayes, Nelson, & Jarret, 1987; Haynes, 1992, 1998; Haynes & O’Brien,
2000; Haynes & Williams, 2003; Johnston & Pennypacker, 1980; Kanfer &
Grimm, 1977; Kanfer & Saslow, 1969; Naugle & Follette, 1998; Nelson &
Hayes, 1986). As mentioned above, reviewing the scientific literature about
likely sources of control in a particular clinical situation is a typical starting
point. In this section we present a few of the symptoms of PTSD and con-
sider them as target behaviors that are the focus of treatment.

In applying an evidence-based intervention, we presume that many of
these symptoms are interrelated and may well remit when the nomothetic
treatment protocol is utilized. However, that may not, and often does not,
happen. There are certainly unique sources of variance not addressed by
standard treatment protocols that would improve treatment outcome if
properly identified and addressed.

Most of the symptoms of PTSD described under criteria B, C, and D in
the DSM-IV (American Psychiatric Association, 1994) are easily thought of as
reactions to stress. From a functional analytic perspective these reactions are
themselves behaviors that function in a complex context. As behaviors they
can be reinforced or punished by others and therefore become more or less
likely to occur in the same or similar circumstances. These same behaviors
can serve as discriminative stimuli or signs to others in the patient’s environ-
ment. A discriminative stimulus indicates that certain behaviors are likely to
be differentially reinforced or punished in the presence of that particular
stimulus. For example, tears could indicate that comforting comments may
be reinforcing to the patient. Additionally, these same behaviors can serve as
reinforcers or punishers in response to someone else’s behavior, thereby
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making the other person’s behavior more or less likely to occur. For exam-
ple, the sampe tearful response following an expression of intimacy may
make intimacy less likely. In a social context, the stress reactions listed in cri-
teria B, C, and D for PTSD can serve multiple functions at the same time,
thereby affecting, and being affected by, many others simultaneously. It
would be nice if all the consequences of these interdependencies disap-
peared as a result of, for example, a successful exposure treatment. How-
ever, the stress reaction behaviors have created effects of their own that may
not be related to the original traumatic event.

Let us consider an analysis of symptoms 5 and 6 from criterion C as tar-
get behaviors: feeling of detachment or estrangement from others, and
restricted range of affect. These behaviors are part of the numbing phenom-
ena said to characterize PTSD. Presumably the numbing is functionally use-
ful to the patient in that it is an avoidance strategy whose purpose is to con-
trol otherwise highly negative feelings. Without disagreeing that these
numbing responses are adaptive in the short run, let us further hypothesize
about how these target behaviors might arise and be maintained in a way
that could lead to an improved outcome if addressed from a functional per-
spective. The analysis might begin with an explanation of what would lead to
a feeling of closeness—the opposite of estrangement and restricted affect.
The therapist might begin by taking a behavioral history of the patient’s
close relationships and find that they were characterized by shared expres-
sions of feelings, wants, and needs, and physical or emotional intimacy. In
the case of a couple, for example, the dyad has a common history expressing
and reinforcing all of the above.

The expression of these feelings, wants, and needs entails two important
verbal behavioral repertoires that Skinner referred to as the ability to tact
and mand (1945, 1957). A “tact” is a label for a state condition, or event
(including private events such as feelings) that is reinforced by the under-
standing of the listener (or the “verbal community,” as Skinner called it). A
“mand” is a request for something that is reinforced by the verbal commu-
nity by providing whatever the speaker specified. An example of a simple
tact would be “I am hungry.” The tact is reinforced by the speaker being
understood by the listener. An example of a mand would be “Give me a
sandwich.” The mand would be reinforced by getting the sandwich.
Although there are many nuances, let us use these verbal operants to further
some additional hypotheses about the maintenance of the numbing behav-
iors described in criteria C.

Consider this scenario: A married woman experienced a rape. In addi-
tion to the initial avoidance behaviors that frequently occur immediately
after such a trauma, there is a substantial change in the communication
between her and her husband. The husband may be reluctant to ask the
question “How do you feel?” because he finds any discussion of what hap-
pened to his wife to be extremely aversive. It may remind him of a failure to
protect his family, whether the feeling is sensible or not. This change in hus-

Functional Analytic Clinical Assessment 23



band-initiated conversation may be a contributing variable to her feeling dis-
tant from intimate relations. Note that in this example, the husband’s
decrease in inquiries about feelings is only a function of the wife being pres-
ent. Nothing she has done, other than be a stimulus in his presence, has led
to this change in his behavior. This fact in itself could lead to a sense of dis-
tancing in the relationship—and yet the patient has done nothing except be
present.

But suppose the husband does engage in a conversation:

HUSBAND: How do you feel? [This is a mand to the victim to reply with a
statement of feelings. The wife now runs into an important deficit in
her own behavioral repertoire: Namely, she may have no verbal reper-
toire to label her feelings accurately. She has no experience with the
private events she is currently experiencing, so she is not likely to have
a learning history from interacting with others so that her verbal behav-
ior would be shaped to describe her feelings.]

WIFE: I don’t know. [The husband’s mand has not been reinforced, which
could lead to a decreased likelihood of further inquiry into her feel-
ings, making her feel more distanced.]

HUSBAND: But I really want to know [how you feel]. [This is a repeated
mand.]

WIFE: Well, I guess I feel ashamed. [This is a tact, probably used for the first
time in this dyad under these circumstances and probably not com-
pletely accurate. In fact, there probably is no well understood label to
apply.]

HUSBAND: Ashamed? You have no reason to be ashamed. It wasn’t your
fault. [In what might have been intended to be a supportive comment,
the husband has certainly not reinforced the spouse’s tact. Therefore,
she is not feeling understood.]

WIFE: Well, maybe guilty that I should have done something to prevent it.
[This is another attempt to tact her private experience.]

HUSBAND: There is no reason for you to feel guilty, Honey. There was noth-
ing you could have done. [Again, the husband does not reinforce her
talking about her feelings by any indication that he understands them.
Although his responses may be intended to be soothing or supportive,
they function to make it less likely that she will try to describe her
important personal feelings.]

Because intimacy is partially characterized by the sharing of feelings and
mutual understanding, exchanges such as this one are likely to decrease her
efforts to talk about her feelings. If this pattern were to continue, it seems
likely that she would feel more distant from her husband, with whom she for-
merly felt intimate. One of the mechanisms for this feeling of estrangement
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is the lack of intimate communication. An additional consequence of the vic-
tim’s decreased conversations with her husband may be the self-perception
of restricted affect because she is verbalizing less affective content (Bem,
1978).

The point of the above analysis is not to suggest that these symptoms of
numbing do not have other causes or functions. It is simply to point out that
a behavior that has one initial cause may be maintained or increased by influ-
ences not directly related to the trauma itself but rather to a change in com-
munication behavior with important people in the individual’s environment.
Spousal communication could be concomitantly addressed while other kinds
of interventions were occurring if this hypothesis seemed plausible. One rea-
son why this case example was chosen was because the victim described feel-
ings of guilt. Whether the tact was understood by the husband is not the only
issue that is important. Empirically, there is evidence that feelings of guilt by
trauma survivors is a contributing factor in the development of PTSD, espe-
cially in the absence of social support (e.g., Kubany et al., 1996; Ullman &
Filipas, 2001). Identifying this source of control over portions of the numb-
ing response could explain a significant amount of outcome response. Note
how a successful exposure or anxiety management treatment protocol might
not target this spousal interaction at all.

Another symptom of PTSD is the avoidance of thoughts, feelings, or
conversations associated with the trauma. Avoidance is a high-probability
response to trauma for which exposure based interventions could be useful.
An additional functional analysis of the victim’s social environment might
identify other factors that could lead to the maintenance of avoidance of
thoughts or conversations associated with trauma. Stigmatization is often
one unfortunate consequence of traumatic victimization. However, a func-
tional analysis of stigmatization might yield a more useful understanding of
the discriminative stimulus functions of the patient. If we were to collect
reports from collaterals in the patient’s environment, we might discover that
other women who are important in the patient’s social network have shown
negative reactions to the patient when she starts to discuss anything related
to the trauma. Keeping in mind that behaviors are generally multiply deter-
mined, we would have to investigate several hypotheses. One possible deter-
minant of the friends’ negative reactions is the fact that her experience is evi-
dence that none of them is immune from this kind of victimization. She
elicits vague feelings of uneasiness that escalate when the topic of the trauma
is mentioned. These subtle social contingencies could make the patient less
likely to want to discuss or process the event. In fact, if we observed interac-
tions between this patient and her friends, we might see the friends actively
punish the conversation or at least obviously change topics to help manage
their own discomfort. The patient then becomes unwilling to engage in con-
versation about the event not because it is necessarily aversive to her so
much as it is aversive to her friends, who have no repertoire for either dis-
cussing the topic or soothing their own discomfort at being vulnerable.
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There are many other potential reasons a patient may appear to be
numb that are not directly related to the traumatic event, but are rather
under the control of social processes that must be addressed to achieve maxi-
mum treatment effects. Here, a last functional example reveals what we con-
sider to be a discrimination deficit on the part of the client. In this instance
the client may have some repertoire for describing (tacting) her feelings.
However, she may not properly discriminate with whom to share these feel-
ings. In given social interaction, the person with whom the patient is interact-
ing would or would not be a good candidate for providing socially meaning-
ful reinforcement. It is up to the patient to make that discrimination. Failure
to recognize with whom it is appropriate to seek support can lead to ineffec-
tive interactions that eventually extinguish all support-seeking behavior or
even lead to punishing interactions in which support is not only not forth-
coming, but criticism comes instead. The latter might be the case if one dis-
closes a traumatic event to someone who is too young to understand the
event or might even be negatively impacted by it.

The point of the general description of a functional analytic case assess-
ment is to call attention to the fact that whereas there are likely common
causal factors that will be addressed by standardized treatment, there are
many other sources of causal influence that, when they are not considered,
may explain large differences in treatment outcome. The obvious etiology of
PTSD does not explain the vastly different responses to treatment. This
treatment response variability requires us to look more thoroughly for causal
factors on which we can intervene. These factors are most frequently found
in the posttrauma environment.

IDENTIFYING FUNCTIONAL VARIABLES THAT
INTERACT WITH TREATMENTS

So far we have discussed sources of variance that could extend the effects of
a nomothetically derived evidence-based intervention by identifying addi-
tional factors that cause or maintain symptoms that are not part of the imme-
diate posttraumatic response. Now let us consider observable factors that
might directly compete with active treatment components of an evidenced-
based intervention.

Let us take two examples. One empirically supported treatment princi-
ple for PTSD is the use of cognitive therapy, whose techniques include iden-
tifying dysfunctional cognitions and gathering and evaluating evidence for
and against those cognitions. Presumably, examining this evidence will lead
the patient to a more realistic and functional set of beliefs and cognitions. If
that intervention did not achieve the anticipated results—and assuming that
the treatment was delivered competently—then we are left considering
whether there are other important causal factors that could be identified by
a functional analysis. In addition to the kinds of analyses already described,
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we can also consider the existence of competing contingencies. Are there
salient contingencies operating in the patient’s environment that compete
with the goals of therapy? While the therapist is diligently helping the patient
identify dysfunctional beliefs and encouraging him or her to test them in the
real world, there may be people in the patient’s environment who are rein-
forcing the opposite behavior. If this is the case, the assessment issue,
becomes, what is controlling the therapy-interfering behavior of these other
people? Interviews, diaries, and journals may help generate hypotheses. A
child who realizes his mother is vulnerable may cling to her, preventing her
from doing exploratory homework. The child may even subtly support the
mother’s avoidance behavior. A spouse who initially worried about the vic-
tim’s safety may now actually prefer a more dependent partner, and, like the
child, may undermine treatment compliance.

As a second example, in an exposure-based treatment that is producing
poorer outcomes than might be expected, it is important to functionally ana-
lyze what environmental contingencies might be competing with therapy
tasks and goals. If the therapist had constructed an in vivo desensitization
hierarchy with the patient, and the patient reports doing the in vivo exposure
homework, why might the treatment not being working? Relying on theory
to help guide the assessment, we recall that PTSD patients generally have
very broad networks of stimuli that can produce aversive conditioned
responses that might be of a larger magnitude than expected. For example,
an element on the exposure hierarchy might be intimate touching with the
spouse. Each time the patient reaches this level of the hierarchy, she experi-
ences a resurgence of anxiety that interferes with extinction. A careful analy-
sis of the reactions to this activity on the hierarchy might reveal that though
the spouse is being as sensitive as possible during the task, the spouse may
possess some subtle physical characteristic of the perpetrator. It might be dif-
ficult to elicit this information from the patient, because the patient does not
have verbal access to what is bothersome about the task or because she tries
to complete the task, believing it crucial to her spouse, but cannot reduce
her anxiety sufficiently for extinction to occur. In fact, spontaneous recovery
of the conditioned response could even occur at that point. We present
these examples to demonstrate that a functional analysis can and should be
applied to identify additional sources of control over behavior change that
compete with successful treatment implementation.

THINKING OUTSIDE THE BLACK BOX

We mentioned earlier that behavior had to be considered in context to be
properly understood. At that point “context” meant considering the behav-
ior in terms of the patient’s history and the antecedents and consequences of
his or her behavior. Context actually entails even more. At a psychological
level, a patient is changed by every new experience that contributes to his or
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her history. Treatment itself can be thought of as adding to the person’s his-
tory to change the impact of the traumatic event. Behavior theory long ago
rejected any implied dualism between body and behavior. Behavior exists in
a biological milieu. Behavior and biology cannot be separated and still retain
sensible meaning. Therefore, one other source of behavioral variance to con-
sider is how neurophysiological changes associated with traumatic experi-
ences can alter the patient’s interactions with the world. It is well beyond the
scope of this chapter to try to resolve all of the interesting, though often con-
flicting, neurophysiological and neuroanatomical changes that are some-
times attributable to traumatic experiences, especially when experienced by
the young. However, many functional and sometimes structural changes
have been noted that may involve memory impairment: changes in the hip-
pocampus that could affect declarative memory, possible frontal lobe
changes, and even changes in amygdaloid regions. Because of a variety of
methodological and measurement problems, it is not known the extent to
which these changes are due to PTSD alone or in combination with comor-
bid conditions, are transient, or even reach clinical significance (cf. Brandes
et al., 2002; Bustamante, Mellman, David, & Fins, 2001; Danckwerts &
Leathem, 2003; Neylan et al., 2004). However, some of the clinical changes
observed in PTSD could be influenced by a biologically changed person who
interacts differently with his or her environment, thereby adding to the
sense of loss of control and estrangement. These findings are still speculative
as to their duration, cause, and significance. Yet a complete functional analy-
sis of target behaviors to be addressed during an intervention requires a con-
sideration of these emerging data as additional changes that might contrib-
ute to altered relationships between the patient and his or her environment.
There is convincing evidence that these changes, if substantiated, could be
the target of therapy to restore pretrauma levels of functioning, at least in
adults.

Once again, the issue that would remain important to assess is not just
the topography of the trauma response but the stimulus functions the
patient presents to others. Whether or not memory disturbances are
related to trauma or other comorbid conditions, memory or emotion regu-
lation functions that are altered from what significant people in the envi-
ronment are used to expecting, can produce distressing interactions that
exacerbate symptoms or change the way in which people respond to the
patient.

Certainly the immediate reactions of a patient to a traumatic event are
appropriately the focus of evidence-based treatments. What we have
described thus far is the notion that there are social consequences to these
reactions that are far reaching and can lead to problems of their own (e.g.,
Soloman, 1989). We have further suggested that these reactions can produce
or exacerbate some of the symptoms that are the basis for making the PTSD
diagnosis.
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HOW TO EVALUATE THE FUNCTIONAL ANALYSIS

How do we know if an important, causal, and controllable variable has been
identified? There are two ways to answer this question. First, a useful func-
tional analysis has treatment utility if it leads the therapist to do something
differently from what was planned (Hayes et al., 1987), and a differential
treatment effect is then observed (Nelson, Hayes, Jarrett, Sigmon, &
McKnight, 1987). The second way of knowing whether an important func-
tional relationship has been identified is to manipulate the variable and
observe its effect in the clinical setting. There are many methods of conduct-
ing single-subject design studies that are applicable in clinical settings (e.g.,
Haynes & O’Brien, 2000; Haynes & Williams, 2003; Kazdin, 1982). Because
of well-known heuristic biases that affect the interpretation of clinical find-
ings (Turk & Salovey, 1988), it is important to gather data on whether a puta-
tive functional relationship actually matters. Having just referred to a variety
of technical solutions for examining single-subject studies in the clinical set-
ting, it is still possible to make use of simple strategies that can shed light on
the utility of an analysis.

Simple data gathering procedures and ethical strategies are necessary in
a clinical setting. The therapist does not want to provide ineffective treat-
ment, nor does he or she wish to add to the client’s stress unreasonably. Hav-
ing said that, it is indeed ethical to inform the patient of deviations from evi-
denced-based interventions and collect data to test whether these changes
are benefiting the patient.

There are different strategies that provide higher- or lower-quality data
about the utility of making a clinical change based on a hypothesized func-
tional relationship. A weak but simple procedure that can provide probative
data about whether the analysis is correct is an A–B within-patient design. A
and B refer to two different treatment conditions. A is usually some baseline
or steady-state condition, and B is a different treatment condition. Assume
that an evidenced-based intervention is being used and that the patient has
either not progressed or has progressed but stabilized at some less-than-opti-
mal level of symptom state. For example, say that the therapist has been
gathering data on family functioning, and a stable, significant degree of
estrangement remains. These estrangement data constitute a steady state or
treatment phase we can call A. The therapist then changes treatment on the
basis of a presumed functional relationship that addresses problems beyond
the standard protocol. This new treatment element is the B phase. If the
functional relationship (e.g., see the above discussion of tacts and mands)
has an effect, then an improvement in estrangement rating should occur
during the B phase. However, a change in estrangement also could have
occurred by chance just when B was implemented. If no change is observed,
then the absence of change is evidence the analysis is incorrect or incom-
plete.

Functional Analytic Clinical Assessment 29



A more stringent demonstration of control over estrangement would
require a reversal design, or an A–B–A–B. As is implied by the name, in this
type of data gathering strategy, if the first B produced a useful effect, then
the baseline or steady-state condition, A, is reinstated with the expectation
that estrangement would then increase. A second implementation of B and a
corresponding improvement in estrangement reduces the likelihood that the
relationship between treatment element B and estrangement were random.
The ethical problem is obvious. The second A period would be expected to
be associated with a worsening of symptoms. This is difficult for both
patients and therapists to undergo. However, there is a real value to knowing
with greater certainty which factors will help maintain improvement and
increase generalization. Sometimes treatment B cannot be undone. For
example, once a patient has learned a skill, that skill cannot be taken away in
the reversal portion of the treatment. It would be like teaching someone to
ski and then saying, “Now pretend you don’t know how to ski.”

An alternative form of testing an hypothesis regarding behavior change
is a multiple baseline design. In this design steady-state data are gathered
and then a change strategy is implemented sequentially in different settings
in the patient’s life. Staying with the estrangement example, after gathering
the baseline data, the therapist could teach the spouse how to better interact
so that the patient could learn to tact and mand. The patient could gather
data about communications with the spouse and in another setting, such as
with the patient’s parents. We would expect improvement in one setting
(with the spouse) but not the other (with the parents) because the interven-
tion has only been implemented in the one setting with the spouse. The
estrangement problem with the parents should remain at baseline. Next, the
same intervention could be introduced to the parents, and now the estrange-
ment should change in that setting. This logic can be applied to multiple set-
tings; estrangement should change independently in each setting only when
the treatment is implemented in that setting. This is a more elegant demon-
stration of control. In reality, some cross-communication could eventually
occur which would lead to improvements in settings not yet targeted for
intervention. However, multiple baseline designs are convenient and avoid
the reversal problem described above.

One other design that is very convenient and natural to use is the alter-
nating treatment design. This type of design can be used within a single ses-
sion or across multiple sessions to gather evidence about the utility of a
hypothesized functional relationship. In this design the therapist uses one
type of intervention in one session and a different type in another session. If
the therapist is gathering some kind of clinically relevant data, he or she can
do a simple comparison of how the patient responds to each intervention. If
there are no differences in how the patient responds, there is no evidence
that the change in therapy procedure works, though the reasons for the fail-
ure could be complicated to interpret.

Employing these simple designs to test a functional analysis is useful
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because functional analyses are dynamic, often starting out incomplete and
becoming more refined as data are gathered. As cautioned above, a func-
tional relationship is limited in the domains it can influence and is limited in
the time it is useful. Once one clinical problem is resolved, another may
emerge that requires a whole new analysis. It is this idiographic procedure
that can produce individualized treatment plans that can greatly supplement
the evidenced-based treatment of individuals with PTSD.
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CHAPTER THREE

Recent Advances in Psychological
Assessment of Adults with

Posttraumatic Stress Disorder

Elizabeth M. Pratt
Deborah J. Brief

Terence M. Keane

Originally conceptualized in the DSM-III (American Psychiatric Association,
1980) as relatively rare, traumatic events and posttraumatic stress disorder
(PTSD) are now viewed as common across the world. As interest in PTSD
grows internationally, so does the need for sensitive and specific diagnostic
interviews, questionnaires, and psychological tests. As progress is made in
understanding the impact of trauma on psychological functioning, the con-
sistent use of standardized psychological measures will permit cross-study
comparisons, meaningful meta-analyses, the specification of conclusions
regarding public policy based on sound empirical methods, and the more
expeditious use of evidence-based clinical protocols for treatment. The pur-
pose of this chapter is to discuss the various methods for assessing PTSD in a
wide variety of settings. Understanding the optimal methods for assessing
the presence of PTSD, related psychiatric conditions, treatment outcome,
and the monitoring of progress in real time are a few of the important topics
we address.

ASSESSMENT OF PTSD

Increasingly, clinicians have come to recognize that a substantial portion of
their patients have experienced traumatic events and may require treatment
for PTSD. Additionally, patients who seek treatment for medical or psychiat-
ric disorders other than PTSD may have a presentation that is complicated
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by the presence of PTSD. Thus clinicians are interested in the proper assess-
ment and evaluation of patients with PTSD.

Clearly, PTSD is assessed for many different reasons, and the goals of a
particular assessment will determine the methods selected by the profes-
sional. The objective of many mental health clinicians is a diagnostic evalua-
tion that includes a differential diagnosis and other information that is help-
ful in treatment planning. Other practitioners may be involved in forensic
evaluations for which diagnostic accuracy is of paramount importance.
Researchers involved in epidemiological studies may be interested in the rate
of occurrence of PTSD and its associated risk factors and comorbidity. In
addition, researchers may be interested in which assessments offer the high-
est levels of diagnostic accuracy when examining the biological and psycho-
logical indicators of the disorder, as in case–control studies. Different clini-
cal and research situations require different solutions, depending upon the
particular assessment goals of the professional. For this reason, we present a
general overview of the means by which a clinician can evaluate the quality
of measures.

Recommendations from the National Institute of Mental
Health–National Center for PTSD Conference

In November 1995, 45 clinicians and researchers from around the world met
in Boston, Massachusetts, in conjunction with the annual meeting of the
International Society for Traumatic Stress Studies, to discuss and debate var-
ious approaches to the assessment of PTSD (Keane, Solomon, Maser, &
Gerrity, 1995b). Although their task was to provide guidance for conducting
clinical research in the field, their recommendations relate to the develop-
ment of standards for assessing PTSD in many different settings and for a
variety of purposes. The conference participants reached consensus on sev-
eral parameters of the assessment process. Those relevant to the selection of
measures to assess PTSD and symptom severity are described below.

1. Clinician-administered structured diagnostic interviews provide valu-
able clinical information. The clinician should evaluate their quality,
using the psychometric properties of reliability, validity, and clinical
utility as a guideline.

2. Structured diagnostic interviews that provide both a dichotomous
and continuous rating of PTSD symptoms are preferred.

3. The dimensions of symptom frequency, intensity, and duration of a
particular episode should be assessed. Levels of distress, as articu-
lated by the patient regarding his or her symptom, are important to
identify.

4. Ratings of impairment and disability secondary to the symptom com-
plex provide important information regarding the severity of the
condition.
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5. Measures that evaluate both the components of the traumatic event
(i.e., A1) and the severity of thr reaction to that event (i.e., A2) are
essential.

6. Instruments whose reliability and validity studies contain informa-
tion regarding instrument performance across gender, racial, and
ethnic groups are preferred, especially evaluating males and females
of different cultures and races.

7. Self-report instruments for PTSD should meet the standards for psy-
chometric instruments established by the American Psychological
Association’s “Standards for Educational and Psychological Tests.”

8. The events identified as key to review when examining for the pres-
ence of traumatic events include war-zone stressors, sexual assault in
childhood or adulthood, robberies, accidents, technological disas-
ters, natural disasters or hazardous exposures, sudden death of a
loved one, life-threatening illnesses, and witnessing or experiencing
violence. In general, the committee recommended that “in depth
questions need to be asked about event occurrences, perceived life
threat, harm, injuries, frequency, duration, and age.”

9. The committee also recommended that comorbidity be closely exam-
ined because response to treatment can vary depending upon the
presence of additional psychological conditions. The committee rec-
ommended a full assessment of Axis I disorders using a structured
clinical interview, such as the Structured Clinical Interview for the
DSM (First, Spitzer, Williams, & Gibbon, 2000) or something compa-
rable in scope and efficiency.

10. Finally, the committee recommended that “in evaluating stressors,
careful behaviorally-anchored terminology should be used, avoiding
jargon such as abuse, rape, etc., terms which are inherently imprecise
and not universally understood in the same way within and across
cultures.”

Selection of Assessment Measures

Since the inclusion of PTSD in the diagnostic nomenclature of the American
Psychiatric Association in 1980, excellent progress has been made in devel-
oping high-quality measures to assess trauma symptoms in adults (Keane &
Barlow, 2002; Keane, Weathers, & Foa, 2000). The assessment and diagnosis
of PTSD may require a range of different approaches, such as a clinician-
administered structured diagnostic interview for PTSD and/or related
comorbidity, self-report psychological tests and questionnaires, and/or
psychophysiological measures. The clinician may also want to review medical
records and check with multiple informants regarding the patient’s behavior
and experiences. We have referred to this approach as a multimethod assess-
ment of PTSD (Keane, Fairbank, Caddell, Zimering, & Bender, 1995). When
faced with a choice of measures, clinicians and researchers are encouraged
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to evaluate the quality of the measure, using as a guideline the psychometric
properties of each instrument. Standards for evaluating these measures are
briefly described below.

Psychometric Theory and Principles

The quality of psychological assessment is primarily determined by evaluat-
ing the presence of the psychometric characteristics of reliability and valid-
ity. “Reliability” refers to the consistency or replicability of test scores. Reli-
ability data are reported in terms of the consistency of test results over time
(i.e., test–retest reliability), over different interviewers or raters (i.e.,
interrater reliability), or over the many items comprising a particular test
(internal consistency). For continuous measures, reliability is reported as a
simple correlation coefficient that can vary between 0 and 1 (referred to as
“Cronbach’s alpha” when internal consistency is evaluated). For dichoto-
mous measures such as diagnostic interviews (indicating the presence or
absence of a disorder), reliability is reported as a kappa coefficient (Cohen,
1960) between 0 and 1 and is interpreted as the percent agreement above
chance (Keane & Kaloupek, 2002; Keane et al., 2000).

“Validity” refers to the extent to which evidence exists to support the
various inferences, interpretations, conclusions, or decisions that will be
made on the basis of a test. “Content validity” represents the extent to which
a test provides coverage of the domain of symptoms of a condition. The
better the coverage of key symptoms, the better the content validity. “Crite-
rion-related validity” refers to evidence that the test can predict some vari-
able or criterion of interest (e.g., response to an intervention). The criterion
may be measured either at the same time the test is administered (concur-
rent) or at some point after the test is administered (predictive). Finally,
“construct validity” refers to evidence that the test measures the construct of
interest (e.g., PTSD). This is often demonstrated by showing that the test cor-
relates strongly with other measures of the same construct but not with mea-
sures of other constructs (Keane & Kaloupek, 2002; Keane, Kimble,
Kaufman, & Kaloupek, in press; Keane et al., 2000).

Diagnostic instruments in the field of mental health are usually evalu-
ated on the basis of their diagnostic utility, a type of criterion-related validity
pertaining to a test’s capacity to predict diagnostic status (Kraemer, 1992).
There are three steps in determining the diagnostic utility of a given instru-
ment. First, a “gold standard” is selected. In psychological research this gold
standard is ordinarily a diagnosis that is made on the basis of a clinical inter-
view, but may also be a composite based on several sources of information.
Second, both the gold standard and the newly developed test are adminis-
tered to the experimental group of participants. Finally, cutoff scores are
examined to determine their diagnostic utility—that is, in other words, their
ability to predict the diagnosis provided by the gold standard. Optimal cutoff
scores for the test are those that predict the greatest number of cases and

Assessment of Adults with PTSD 37



non-cases from the original sample (Keane et al., 2000; Weathers, Keane,
King, & King, 1996).

All measures of psychological disorders are imperfect (Gerardi, Keane,
& Penk, 1989). Two measures of the error contained within a test are false
positives and false negatives. A false positive occurs when a patient falls
above the cutoff but does not have the disorder. A false negative occurs
when a patient falls below the given cutoff but does have the disorder. Diag-
nostic utility is often described in terms of a test’s sensitivity and specificity.
“Sensitivity” is the measure of a test’s true positive rate, or the probability
that those with the disorder will score above a given cutoff score. “Specific-
ity” is the true negative rate of a test, or the probability that those without
the disorder will score below the cutoff for the test. Sensitivity is low if the
test yields too many false negatives, whereas specificity is low if the test yields
too many false positives (Keane et al., 2000).

Types of Assessment Measures

Structured Diagnostic Interviews

Clinician-administered structured diagnostic interviews are considered
extremely valuable tools for assessing PTSD symptomatology (Keane et al.,
1995). Although it is standard practice in clinical research settings to employ
structured diagnostic interviews, the use of these types of interviews in the
clinical setting is less common, with perhaps the single exception of clinical
forensic practice (Keane, 1995; Keane, Buckley, & Miller, 2003). In general,
the infrequency of use may be due to time and cost burdens, as well as the
need for specialized training to master the administration of many of these
interviews. Nonetheless, it has been suggested that increased use of struc-
tured diagnostic interviews for PTSD in clinical settings may well improve
diagnostic accuracy and aid in treatment planning (Litz & Weathers, 1994).

Several structured interviews are available that were developed for the
assessment of PTSD either as modules of comprehensive diagnostic assess-
ment tools or as independent PTSD measures. These are described below.

STRUCTURED CLINICAL INTERVIEW FOR THE DSM-IV

The Structured Clinical Interview for the DSM-IV (SCID-IV; First et al., 2000)
is designed to assess a broad range of psychiatric conditions on Axes I and II.
It is divided into separate modules corresponding to DSM-IV diagnostic cri-
teria (American Psychiatric Association, 1994); each module provides the
interviewer with specific prompts and follow-up inquiries intended to be
read verbatim to respondents. Symptom presence is rated on a 3-point confi-
dence scale based on the interviewer’s interpretation of the individual’s
responses to the questions. To assess PTSD, respondents are asked to frame
symptoms in terms of their “worst trauma experience.” The SCID is
intended for use only by clinicians and highly trained interviewers.
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Although the administration of the full SCID-IV can be time consuming,
the modular structure allows clinicians to limit their assessment to condi-
tions that are frequently comorbid with PTSD. Within the context of a trau-
ma clinic, it is recommended that modules for anxiety disorders, mood dis-
orders, and substance use disorders be administered. Administration of the
psychotic screen will also help to rule out conditions that require a different
set of interventions (Keane & Barlow, 2002).

The SCID-PTSD module is considered psychometrically sound. Keane
et al. (1998) examined the interrater reliability of the SCID by asking a sec-
ond interviewer to listen to audiotapes of an initial interview. They found a
kappa of .68 and agreement across lifetime, current, and never PTSD of
78%. Similarly, in a sample of patients who were reinterviewed within a week
by a different clinician, they found a kappa of .66 and diagnostic agreement
of 78%. McFall, Smith, Roszell, Tarver, and Malas (1990b) reported evidence
of convergent validity, finding significant correlations between the number
of SCID-PTSD items endorsed and other measures of PTSD (e.g., Mississippi
Scale [.65; Keane, Caddell, & Taylor, 1988] and MMPI-PTSD Scale [.46;
Keane, Malloy, & Fairbank, 1984]). The SCID-PTSD module also yielded sub-
stantial sensitivity (.81) and specificity (.98) and a robust kappa (.82) in one
clinical sample against a composite PTSD diagnosis (Kulka et al., 1988), indi-
cating good diagnostic utility.

Disadvantages to the SCID have been described previously. First, the
scoring algorithm of the SCID permits only a dichotomous rating (e.g., pres-
ence or absence of a PTSD diagnosis), which has limitations. Most clinicians
agree that psychological symptoms occur in a dimensional rather than
dichotomous fashion (Keane, et al., 2000). Another disadvantage of the
SCID is that it does not assess for the frequency or severity of symptoms.
Third, by assessing symptoms in response to the “worst event” experienced,
important information may be lost regarding the effects of other traumatic
events (Cusack, Falsetti, & de Arellano, 2002). Finally, the trauma screen of
the SCID may miss significant traumatic events (Falsetti et al., 1996).

CLINICIAN ADMINISTERED PTSD SCALE

Developed by the National Center for PTSD (Blake et al., 1990), the Clini-
cian Administered PTSD Scale (CAPS) is currently one of the most widely
used structured interviews for diagnosing and measuring the severity of
PTSD (Weathers, Keane, & Davidson, 2001). The CAPS assesses all DSM-IV
diagnostic criteria for PTSD, including criteria A (exposure), B–D (core
symptom clusters), E (chronology), and F (functional impairment), as well as
associated symptoms of guilt and dissociation. An important feature of the
CAPS is that it contains separate ratings for the frequency and intensity of
each symptom, which can be summed to create a severity score for each
symptom. This permits flexibility in scoring and analyses. The CAPS also
promotes uniform administration and scoring through carefully phrased
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prompt questions and explicit rating scale anchors with clear behavioral ref-
erents. Once trained, interviewers are able to ask their own follow-up ques-
tions and use their clinical judgment in arriving at the best ratings.

Similar to the SCID, flexibility is built into the administration of the
CAPS. Interviewers can administer only subscales for the 17 core symptoms,
all DSM-IV criteria (American Psychiatric Association, 1994), and/or add
subscales for the associated symptoms. If administered in its entirety, the
CAPS takes approximately 1 hour, but the time for administration is cut in
half if only the 17 core symptoms are assessed.

Weathers et al. (2001) extensively reviewed the psychometric studies
conducted on the CAPS; Weathers, Ruscio, and Keane (1999) also exam-
ined the reliability and validity data of the CAPS across five samples of
male Vietnam veterans, collected at the National Center for PTSD. Robust
estimates were found for interrater reliability over a 2- to 3-day interval for
each of the three symptom clusters (.86–.87 for frequency, .86–.92 for
intensity, and .88–.91 for severity) and all 17 symptoms (.91 for total fre-
quency, .91 for total intensity, and .92 for total severity). Test–retest reli-
ability for a CAPS-based PTSD diagnosis was also high (kappa = .89 in one
sample and 1.00 in a second sample). Thus the data indicate that trained
and calibrated raters can achieve a high degree of consistency in using the
CAPS to rate PTSD symptom severity and diagnose PTSD. Weathers et al.
(1999) also found high internal consistency across all 17 items in a
research sample (alphas of .93 for frequency and .94 for intensity and
severity) and a clinical sample (alphas of .85 for frequency, .86 for inten-
sity, and .87 for severity), which supports the use of the CAPS in both
research and clinical settings.

Strong evidence for validity of the CAPS was also provided by Weathers
et al. (1999), who found that the CAPS total severity score correlated highly
with other measures of PTSD (Mississippi Scale =.91; MMPI-PTSD Scale =
.77; the number of PTSD symptoms endorsed on the SCID = .89; and the
PTSD Checklist [PCL] = .94). As expected, correlations with measures of
antisocial personality disorder were low (.14–.33). Weathers et al. (1999) also
found strong evidence for the diagnostic utility of the CAPS, using three
CAPS scoring rules for predicting a SCID-based PTSD diagnosis. The rule
having the closest correspondence to the SCID yielded a sensitivity of .91,
specificity of .84, and efficiency of .88, with a kappa of .75, indicating good
diagnostic utility (see Weathers et al., 1999, for a detailed discussion of dif-
ferent scoring rules and their implications).

The CAPS has now been used successfully with a wide variety of trauma
populations (e.g., combat veterans, victims of rape, crime, motor vehicle
accidents, incest, the Holocaust, torture, and cancer), has served as the pri-
mary diagnostic or outcome measure in more than 200 empirical studies on
PTSD, and has been translated into at least 12 languages (Weathers et al.,
2001). Thus the existing data strongly support its continued use in both clini-
cal and research settings.
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PTSD SYMPTOM SCALE INTERVIEW

Developed by Foa, Riggs, Dancu, and Rothbaum (1993), the PTSD Symptom
Scale Interview (PSS-I) is a structured interview designed to assess symptoms
of PTSD in individuals with a known trauma history. Using a Likert scale,
interviewers rate the severity of 17 symptoms corresponding to the DSM-III-
R (American Psychiatric Association, 1987) criteria for PTSD. One limitation
of the PSS-I is that it measures symptoms over the past 2 weeks, rather than 1
month, which the DSM criteria specify as necessary for a diagnosis of PTSD
(Cusack et al., 2002). According to the authors, the PSS-I can be adminis-
tered by lay interviewers who are trained to recognize the clinical picture
presented by traumatized individuals.

The PSS-I was originally tested in a sample of women with a history of
rape and nonsexual assault (Foa et al., 1993) and found to have strong psy-
chometric properties. Foa et al. reported high internal consistency
(Cronbach alphas = .85 for full scale, .65–.71 for subscales), test–retest reli-
ability over a 1-month period (.80), and interrater agreement for a PTSD
diagnosis (kappa = .91, 95% agreement). With respect to validity, the PSS-I
was significantly correlated with other measures of traumatic stress (e.g., .69,
Impact of Event Scale [IES] Intrusion score [Horowitz, Wilner, & Alvarez,
1979]; .67, Rape Aftermath Symptom Test total score [RAST; Kilpatrick,
1988]) and demonstrated good diagnostic utility when compared to a SCID-
PTSD diagnosis (sensitivity = .88; specificity = .96). The PSS-I appears to pos-
sess many strong features that warrant its consideration for clinical and
research use, especially with sexual assault survivors.

STRUCTURED INTERVIEW FOR PTSD

Originally developed by Davidson, Smith, and Kudler (1989), the Structured
Interview for PTSD (SIP) is designed to diagnose PTSD and measure symp-
tom severity. It includes 17 items focused on the DSM-IV (1994) criteria for
PTSD as well as two items focused on survivor and behavior guilt. Each item
is rated by the interviewer on a Likert scale. There are initial probe questions
and follow-up questions to promote a more thorough understanding of the
respondent’s symptom experiences. It can be administered by clinicians or
appropriately trained paraprofessionals. The SIP takes 10–30 minutes to
administer, depending upon the level of symptomatology present.

Psychometric data for the SIP is good. In a sample of combat veterans,
Davidson et al. (1989) reported high interrater reliability (.97–.99) on total
SIP scores and perfect agreement on the presence or absence of PTSD
across raters. High alpha coefficients have also been reported (.94 for the
veteran sample [Davidson et al., 1989] and .80 for PTSD patients enrolled in
a clinical trial [Davidson, Malik, & Travers, 1997]). In the veteran sample,
test–retest reliability for the total SIP score was .71 over a 2-week period.
With respect to validity, the SIP was significantly correlated with other mea-
sures of PTSD, but not with measures of combat exposure (.49–.67;
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Davidson et al., 1989, 1997, as cited in Orsillo, 2001, p. 291). Davidson et al.
(1989) compared the SIP scores of current and remitted SCID-defined PTSD
cases and reported good sensitivity (.96) and specificity (.80) against the
SCID. At a cutoff score of 25, the SIP correctly classified 94% of cases rela-
tive to a structured clinical interview (Davidson et al., 1997). Overall, the SIP
appears to be a sound instrument

TREATMENT OUTCOME PTSD SCALE

Derived from the 19-item SIP, the Treatment Outcome PTSD Scale (TOP-8)
was designed as a brief interview to assess core symptoms of PTSD in treat-
ment outcome studies (Davidson & Colket, 1997). Item selection was drawn
from a sample of patients with chronic PTSD who were taking part in a clini-
cal trial for pharmacological treatment. The interview includes eight items
reflecting symptoms that are thought to occur most frequently in PTSD and
demonstrate the most change in response to treatment. Using a Likert scale,
interviewers rate how much each symptom has “troubled the person” during
the past week. It takes 5–10 minutes to administer.

Initial data on the TOP-8 scale indicate that it has good psychometric
properties, including high internal consistency (Cronbach alpha = .73), test–
retest reliability (.88; Connor & Davidson, 1999), and interrater reliability
(.96; Davidson & Colket, 1997). Evidence for convergent validity has also
been provided (e.g., correlations of .91 with the Davidson Trauma Scale
[Davidson, Book et al., 1997], .89 with the IES, and .98 with the SIP).

According to Davidson and Colket (1997), the advantages of the TOP-8
are that it takes less time than many other structured interviews, eliminates
items reflective of symptoms that are rare or unlikely to change, and may
reduce counter- or therapeutic effects of lengthy interviews. They acknowl-
edge its disadvantages of eliminating clinically important or distressing
symptoms and offering less ability to explore properties of treatment.

Unfortunately, the methodological strategies used to construct and vali-
date the scale are not commonly accepted in the psychometric literature.
The results of the preliminary studies might be a function of these idiosyn-
cratic methods, the specific nature of the small samples employed, or the
fact that the scale was derived entirely retrospectively rather than prospec-
tively. Thus replications using additional methods are necessary before
endorsing the shortened version of the SIP. The authors appropriately rec-
ommend that clinicians and researchers may want to use this interview only
in conjunction with other clinical measures.

ANXIETY DISORDERS INTERVIEW SCHEDULE—REVISED

Originally developed by DiNardo, O’Brien, Barlow, Waddell, and Blanchard
(1983), the Anxiety Disorders Interview Schedule (ADIS) was designed to
permit differential diagnoses among the DSM-III (American Psychiatric
Association, 1980) anxiety disorder categories and to provide detailed symp-
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tom ratings. The interview was revised to fit DSM-III-R (American Psychiatric
Association, 1987) (ADIS-R; DiNardo & Barlow, 1988) and more recently
DSM-IV (American Psychiatric Association, 1994) criteria (ADIS-IV;
DiNardo, Brown, & Barlow, 1994). The ADIS-IV also includes an assessment
of mood disorders, substance use disorders, and selected somatoform disor-
ders, a diagnostic time line, and a dimensional assessment of the key and
associated features of the disorders. The provision of a dimensional as well
as a categorical assessment allows the clinician to describe subthreshold man-
ifestations of each disorder and offers more possibilities for analyses. The
ADIS has been translated into numerous languages and used in over 150
clinical and research settings around the world. It is recommended only for
trained, experienced interviewers.

Psychometric studies on the ADIS-PTSD module provide mixed results.
Originally tested in a small sample of Vietnam combat veterans, the ADIS-
PTSD module yielded strong sensitivity (1.0) and specificity (.91), and 93%
agreement with interview-determined diagnoses (Blanchard, Gerardi, Kolb,
& Barlow, 1986). DiNardo, Moras, Barlow, Rapee, and Brown (1993) tested
the reliability of the ADIS-R in a community sample recruited from an anxi-
ety disorders clinic and found only fair agreement between two independent
raters when PTSD was the principal diagnosis or an additional diagnosis
(kappa = .55). In a test of the ADIS-IV, the interrater reliability across two
interviews given 10 days apart was also fair for current diagnoses (kappa =
.59; Brown, DiNardo, Lehman, & Campbell, 2001) but slightly improved for
lifetime diagnoses (kappa = .61). Additional reliability and validity data on
the ADIS-IV are needed to ensure its continued use in clinical and research
settings.

PTSD-INTERVIEW

Developed by Watson, Juba, Manifold, Kucala, and Anderson (1991), the
PTSD-Interview (PTSD-I) is a diagnostic interview based on the DSM-III-R
(American Psychiatric Association, 1987) that differs in administrative for-
mat from most other interviews. Patients are given a copy of the scale to read
along with the interviewer and are asked to provide a rating (based on a
Likert scale) for each of the symptoms. This format shares much in common
with self-report questionnaires yet deviates from the other diagnostic scales
in that it does not allow clinicians to make ratings of their own, based on
their expertise and experience. The PTSD-I yields both dichotomous and
continuous information.

Psychometric data on the PTSD-I is excellent. Watson et al. (1991)
administered the PTSD-I to a sample of veteran outpatients and found high
test–retest reliability (.95) for the PTSD-I total score over a 1-week interval
and high interrater reliability for a PTSD diagnosis (kappa = .61, 87% agree-
ment). A high alpha coefficient (.92) indicated good internal consistency.
With regard to validity, the total score of the PTSD-I has been shown to cor-
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relate highly with other measures of PTSD (e.g., PTSD section of the Diag-
nostic Interview Schedule [DIS; Robins & Helzer, 1985] = .94, Watson et al.,
1991; and the IES =.85, Wilson, Tinker, Becker, & Gillette, 1994). Compared
to the DIS-PTSD scale, Watson et al. found that the PTSD-I yielded a sensitiv-
ity of .89, specificity of .94, and overall efficiency of .92, indicating good
diagnostic utility.

Self-Report PTSD Questionnaires

Numerous self-report measures have been developed as a method of obtain-
ing information on PTSD. For the most part, self-report measures are used
as continuous measures of PTSD to reflect symptom severity; in several
cases, however, specific cutoff scores have been developed to provide a diag-
nosis of PTSD. These measures are generally more time and cost efficient
than structured interviews and can be especially valuable when used as
screens for PTSD or in conjunction with structured interviews. The data also
support the use of self-report questionnaires alone in clinical and research
settings when administering a structured interview is not feasible or practi-
cal. Many of the measures can be used interchangeably, because the findings
appear to be robust for the minor variations in methods and approaches
involved. In selecting a particular instrument, the clinician is encouraged to
examine the data for the population on which that instrument is to be
employed. In so doing, the clinician is likely to maximize the accuracy and
efficiency of the test employed (Keane & Barlow, 2002).

IMPACT OF EVENT SCALE—REVISED

Developed by Horowitz et al. (1979), the IES is one of the most widely used
self-report measures to assess psychological responses to a traumatic
stressor. The initial 15-item questionnaire, which focused only on intrusion
and avoidance symptoms, was derived from a model of traumatic stress
developed by Horowitz (1976). Since the publication of the DSM-IV (Ameri-
can Psychiatric Association, 1994), a revised 22-item version of the scale (IES-
R; Weiss & Marmar, 1997) was developed that includes items on
hyperarousal symptoms and flashback experiences. Thus the IES-R more
closely parallels DSM-IV criteria for PTSD. To complete the measure,
respondents rate (on a Likert scale) “how distressed or bothered” they were
by each symptom during the past week since a traumatic event. The IES has
been translated into several languages and has been used with many differ-
ent trauma populations. It takes approximately 10 minutes to complete.

Data on the psychometric properties of the revised IES-R are prelimi-
nary. In two studies that incorporated four samples of emergency workers
and earthquake survivors, Weiss and Marmar (1997) reported satisfactory
internal consistency for each of the subscales (alphas = .87–.92 for Intrusion,
.84–.86 for Avoidance, and .79–.90 for Hyperarousal). Test–retest reliability
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data from two samples yielded a range of reliability coefficients for the sub-
scales (Intrusion = .57–.94, Avoidance = .51–.89, and Hyperarousal = .59–
.92). Weiss and Marmar suggest that the shorter interval between assess-
ments and the greater recency of the traumatic event contributed to higher
coefficients of stability for one sample.

Convergent and discriminant validity data are not yet available for the
IES-R. There were many questions raised about the validity of the original
scale, in part because it did not assess all DSM criteria for PTSD (see
Weathers et al., 1996; Joseph, 2000). Although it now more closely parallels
the DSM-IV (1994), items measuring numbing are considered limited by
some investigators (Foa, Cashman, Jaycox, & Perry, 1997). In a review of psy-
chometric studies on the IES, Sundin and Horowitz (2002) report a range of
correlations between the IES subscales and other self-report measures (e.g.,
.31–.46 on SCL-90 [Symptom Checklist] PTSD items; Arata, Saunders, & Kil-
patrick, 1991) and diagnostic interviews (e.g., .32–.49 for SCID—McFall et al.,
1990b; .75–.79 for CAPS—Neal et al., 1994). Neal et al. (1994) reported high
sensitivity (.89) and specificity (.88) for the original scale when compared to
a CAPS diagnosis. Additional studies with the revised instrument are clearly
needed to establish its reliability and validity and ensure its continued use in
clinics and research settings.

MISSISSIPPI SCALE FOR COMBAT-RELATED PTSD

Developed by Keane et al. (1988), the 35-item Mississippi Scale is widely used
to assess combat-related PTSD symptoms. The scale items were selected
from an initial pool of 200 items generated by experts to closely match the
DSM-III (American Psychiatric Association, 1980) criteria for the disorder.
The Mississippi Scale has been updated and now assesses the presence of
symptoms reflecting the DSM-IV (1994) criteria for PTSD and several associ-
ated features. Respondents are asked to rate, on a Likert scale, the severity of
symptoms over the time period occurring “since the event.” The Mississippi
Scale yields a continuous score of symptom severity as well as diagnostic
information. It is available in several languages and takes 10–15 minutes to
administer.

The Mississippi Scale has excellent psychometric properties. In Vietnam
veterans seeking treatment, Keane et al. (1988) reported high internal consis-
tency (alpha = .94) and test–retest reliability (.97) over a 1-week time interval.
In a subsequent validation study, the authors found substantial sensitivity
(.93) and specificity (.89) with a cutoff of 107, and an overall hit rate of 90%
when the scale was used to differentiate between a PTSD group and two non-
PTSD comparison groups.

McFall, Smith, Mackay, and Tarver (1990a) replicated these findings and
further demonstrated that PTSD patients with and without substance use dis-
orders did not differ on the Mississippi Scale. Given the high comorbidity
between PTSD and substance use disorders, the authors felt it was important
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to demonstrate that the test assesses PTSD symptoms rather than effects
associated with alcohol and drug use. McFall et al. (1990a) also obtained
information on convergent validity, finding significant correlations between
the Mississippi Scale and other measures of PTSD, including the total num-
ber of SCID-PTSD symptoms (.57), total IES score (.46), and degree of trau-
matic combat exposure (.40; Vietnam-Era Stress Inventory, Wilson & Krauss,
1984). These findings suggest that the Mississippi Scale is a valuable self-
report tool in settings where assessment of combat-related PTSD is needed.

KEANE PTSD SCALE OF THE MMPI-2

Originally derived from the MMPI Form R (Keane et al., 1984), the Keane
PTSD Scale (PK) now consists of 46 items empirically drawn from the MMPI-
2 (Lyons & Keane, 1992). The items are answered in a true/false format.
The scale is typically administered as part of the full MMPI-2 but can be use-
ful as a stand-alone scale. The embedded and stand-alone versions are highly
correlated (.90; Herman, Weathers, Litz, & Keane, 1996). The PK Scale
yields a total score that reflects the presence or absence of PTSD. The stand-
alone scale takes 15 minutes to administer.

Psychometric data on the embedded and stand-alone versions of the PK
Scale are excellent. Herman et al. (1996) reported evidence from a veteran
sample of strong internal consistency of the embedded and stand-alone ver-
sions of the MMPI-2 PTSD Scale (alphas ranging from .95 to .96), and high
test–retest reliability coefficients for the stand-alone version over 2 to 3 days
(.95). With regard to validity, the embedded and stand-alone versions of the
MMPI-2 PTSD scale were correlated with other self-report measures of
PTSD, including the Mississippi Scale (.81–.85), IES (.65–.71), and PCL (.77–
.83), and a diagnostic interview (CAPS; .77 to .80). The embedded and stand-
alone versions differed slightly in their optimally efficient cutoff score (26 vs.
24, respectively), but both demonstrated good sensitivity (.72 for embedded,
.82 for stand-alone), specificity (.82 for embedded, .76 for stand-alone), and
efficiency (.76 for embedded, .80 for stand-alone) compared to a CAPS diag-
nosis.

More research is needed to determine the generalizability of the find-
ings on veterans with other populations, as well as the optimal cutoff scores
(Foa et al., 1997; Watson, Kucala, & Manifold, 1986). Although only a few
studies have been conducted on the PK in nonveteran populations, the data
presented appear to be promising (Koretzky & Peck, 1990; Neal et al., 1994).
The PK may be particularly useful in the area of forensic psychology, where
the MMPI-2 is frequently employed because of its validity indexes.

POSTTRAUMATIC STRESS DIAGNOSTIC SCALE

Developed by Foa et al. (1997), the Posttraumatic Stress Diagnostic Scale
(PDS) is a 49-item scale designed to measure DSM-IV (American Psychiatric
Association, 1994) PTSD criteria and symptom severity. The PDS is a revised
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version of an earlier self-report scale based on the DSM-III-R (American Psy-
chiatric Association, 1987), referred to as the PTSD Symptom Scale—Self-
Report Version (PSS-SR; Foa et al., 1993). The PDS reviews trauma exposure
and identifies the most distressing trauma. It also assesses criterion A-2
(physical threat or helplessness), criteria B–D (intensity and frequency of all
17 symptoms), and Criterion F (functional impairment). This scale has been
used with several populations, including combat veterans, accident victims,
and sexual and nonsexual assault survivors. The PDS can be administered in
10–15 minutes.

The psychometric properties of the PDS were evaluated among 264 vol-
unteers recruited from several PTSD treatment centers as well as from
nontreatment-seeking populations at high risk for trauma (Foa, et al., 1997).
Investigators reported high internal consistency for the PTSD total score
(alpha = .92) and subscales (alphas = .78–.84) and satisfactory test–retest reli-
ability coefficients for the total PDS score and for the symptom cluster scores
(.77–.85). With regard to validity, the PDS total score correlated highly with
other scales that measure traumatic responses (IES Intrusion = .80 and
Avoidance = .66; RAST = .81). In addition, the measure yielded substantial
sensitivity (.89), specificity (.75), and high levels of diagnostic agreement with
a SCID diagnosis (kappa = .65, 82% agreement). Based on these data, the
authors have recommended the PDS as an effective and efficient screening
tool for PTSD.

PTSD CHECKLIST

Developed by researchers at the National Center for PTSD (Weathers et al.,
1993), the PTSD Checklist (PCL) is a 17-item self-report measure of PTSD
symptomatology. Different scoring procedures may be used to yield either a
continuous measure of PTSD symptom severity or a dichotomous indicator
of diagnostic status. Furthermore, dichotomous scoring methods include
either an overall cutoff score or a symptom cluster scoring approach. The
original scale was based on the DSM-III-R criteria for PTSD; the PCL has
been updated to assess the 17 diagnostic criteria outlined in the DSM-IV
(American Psychiatric Association, 1994). Respondents are asked to rate, on
a Likert scale, “how much each problem has bothered them” during the past
month. The time frame can be adjusted, as needed, to suit the goals of the
assessment. There is a civilian (PCL-C) and a military version (PCL-M) of the
measure. On the civilian version reexperiencing and avoidance symptoms
apply to any lifetime stressful event, whereas on the PCL-M, reexperiencing
and avoidance symptoms apply only to stressful events that are military-
related. The PCL has been used extensively in both research and clinical set-
tings and takes 5–10 minutes to administer. If needed, a 17-item Life Events
Checklist, developed as a companion to the CAPS and aimed at identifying
exposure to potentially traumatic experiences (thereby establishing criteria
A for the diagnosis), can be used with the PCL.
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The PCL was originally validated in a sample of Vietnam and Persian
Gulf War veterans and found to have strong psychometric properties
(Weathers, Litz, Herman, Huska, & Keane, 1993). Keen, Kutter, Niles, and
Krinsley (2004) examined the psychometric properties of the updated PCL
in veterans with both combat and noncombat traumas and found evidence
for high internal consistency (alpha = .96 for all 17 symptoms). Test–retest
reliability was not examined, but the original study suggested that reliability
was robust (.96) over a 2- to 3-day interval, and other investigators have docu-
mented adequate test–retest reliability of this measure over a 2-week time
frame (Ruggiero, Del Ben, Scotti, & Rabalais, 2003).

With respect to validity, Keen et al. (2004) found that the scale was
highly correlated with other measures of PTSD, including the Mississippi
Scale (.90) and CAPS (total symptom severity = .79). Using a slightly higher
cutoff score (i.e., 60) than Weathers et al. (1993) used, Keen et al. also found
that the PCL had a sensitivity of .56, a specificity of .92, and overall efficiency
of .84 when compared to the CAPS, indicating good diagnostic power.

Several studies now offer evidence for the reliability and validity of the
PCL in nonveteran samples, although there are discrepancies reported in
the optimal cutoff score to obtain the highest level of diagnostic efficiency.
The possible reasons for these discrepancies (e.g., gender, recency of trau-
ma, severity of trauma, and treatment-seeking status; Manne, DuHamel,
Gallelli, Sorgen, & Redd, 1998) warrant further investigation. In addition,
there is evidence that different scoring options for the PCL (e.g., an absolute
cutoff score vs. symptom cluster scoring) yield differences in sensitivity, spec-
ificity, and diagnostic efficiency. Keen et al. (2004) suggest that the selection
of a scoring routine may depend on the goal of the assessment; for example,
symptom cluster scoring was associated with higher sensitivity and may be
preferable when the goal is to identify all possible cases of PTSD, whereas
the cutoff method was associated with higher specificity and may be prefera-
ble for research or when clinical resources are limited.

LOS ANGELES SYMPTOM CHECKLIST

Developed by King, King, Leskin, and Foy (1995), the Los Angeles Symptom
Checklist (LASC) is a 43-item scale that diagnoses PTSD and describes symp-
tom severity. The original scale, referred to as the PTSD Symptom Checklist
(Foy, Sipprelle, Rueger, & Carroll, 1984), was designed to closely adhere to
DSM-III (American Psychiatric Association, 1980) criteria and has now been
updated to correspond to the DSM-IV (American Psychiatric Association,
1994). The LASC includes an assessment of B, C, and D criteria (17 items).
Respondents are asked to rate, on a Likert scale, “how much of a problem”
each symptom is for them. There is also a global assessment of distress and
adjustment problems related to trauma exposure. No time frame is estab-
lished for rating symptoms. Originally validated on a veteran sample, the
LACS has now been used to assess trauma symptoms in several other trau-
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matized groups (see King et al., 1995 for details). It takes approximately 15
minutes to administer.

Psychometric data on the LASC are strong. King et al. (1995) combined
data from 10 studies that used the LACS with clinical samples derived from a
diverse set of populations (i.e., Vietnam veterans, battered women, adult sur-
vivors of childhood abuse, maritally distressed women, psychiatric outpa-
tients, and high-risk adolescents). Evidence was provided for high internal
consistency among veterans (alpha = .94 for 17 items measuring PTSD and
.94 for the 43-item index) and women (alpha = .89 for 17-item index and .93
for 43-item index). With regard to test–retest reliability over a 2-week period,
the 17-item set yielded a coefficient of .94, and the 43-item set yielded a coef-
ficient of .90, suggesting stability in responses over time. With respect to
validity, LASC scores correlate to varying degrees with measures of combat
exposure (.51 for Combat Exposure Scale; Foy et al., 1984) and traumatic
stress (e.g., 38 for Intrusion and .48 for Avoidance subscales on the IES;
Astin, Lawrence, & Foy, 1993). Using only the 17-item PTSD severity index,
King et al. found a sensitivity of .74, specificity of .77, and an overall hit rate
of 76% compared to a SCID diagnosis. Using a diagnostic categorization
scheme, the sensitivity was .78, specificity was .82, and the overall hit rate was
80% compared to the SCID. Thus the results obtained by using either scor-
ing scheme provide an acceptable level of precision in classifying patients
with and without PTSD.

DISTRESSING EVENT QUESTIONNAIRE

Developed by Kubany, Leisen, Kaplan, and Kelly (2000), the Distressing
Event Questionnaire (DEQ) provides dichotomous and continuous informa-
tion. It does not assess criterion A-1 (occurrence of the traumatic event) but
has three items that assess criterion A-2 (presence of intense fear, helpless-
ness, and horror at the time of the event) and 17 items that assess the DSM-
IV (American Psychiatric Association, 1994) diagnostic symptoms of PTSD
(criteria B–D). Respondents are asked to indicate, on a Likert scale, “the
degree to which they experienced each of the symptoms” within the last
month. Additional items focus on chronology (criterion E), distress and
functional impairment (criterion F), and associated features of guilt, anger,
and unresolved grief. The DEQ takes 5–7 minutes to complete.

Kubany et al. (2000) conducted a series of studies to evaluate the psy-
chometric properties of the DEQ, and the results are excellent. Samples
included male Vietnam combat veterans and women with mixed trauma his-
tories (including incest, rape, partner abuse, prostitution, and sexual abuse).
In the initial study they found high internal consistency (alpha = .93 for total
score and .88–.91 across symptom clusters). In a second study they reported
high test–retest reliability (.83–.94) over an average of 10 days using a variety
of scoring methods. The third and largest study provided evidence for con-
struct validity. The DEQ total scale score was highly correlated with the
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CAPS (.82–.90) and Modified PTSD Symptom Scale (.86–.94; Falsetti,
Resnick, Resick, & Kilpatrick, 1993). Furthermore, using the CAPS as a crite-
rion measure, an optimal cutoff score of 26 yielded a sensitivity of .87, speci-
ficity of .85, and diagnostic efficiency of .86 in the veteran sample. For
women, a cutoff score of 18 yielded a sensitivity of .98, specificity of .58, and
overall efficiency of .90. A particular strength of this scale is that it was able
to correctly classify PTSD in a high percentage of men and women despite
differences in trauma exposure and ethnicities.

Psychophysiological Measures

Over the past 10 years, research on biologically based measures of PTSD has
established a foundation for a psychobiological description of PTSD (Orr,
Metzger, Miller, & Kaloupek, 2004). Much of the work found that PTSD
alters a wide range of physiological functions (Yehuda, 1997), and some
researchers assert that PTSD may affect structural components of the brain
(particularly the hippocampus; Bremner et al., 1995). Overall, the most con-
sistent finding in this area is that psychophysiological reactivity to trauma-
specific cues is elevated in individuals with PTSD, but not in trauma-exposed
individuals without PTSD (for reviews see Orr et al., 2004; Prins, Kaloupek,
& Keane, 1995).

As an extension of these findings, a number of studies has attempted to
identify and classify cases of PTSD on the basis of psychophysiological reac-
tivity to trauma-related cues (Blanchard, Kolb, & Prins, 1991; Malloy,
Fairbank, & Keane, 1983; Pitman, Orr, Forgue, de Jong, & Claiborne, 1987).
A psychophysiological assessment usually involves presenting individuals
with standardized stimuli (e.g., combat photos, noises, odors) or personal-
ized cues (e.g., taped scripts of traumatic experiences) related to their trau-
ma. Measurements are taken of one or more physiological indices (e.g.,
blood pressure, heart rate, muscle tension, or skin conductance level), sub-
jective responses (e.g., arousal and distress), and behavior (e.g., startle
response, averting gaze, crying). Because no one psychophysiological index
is error-free, convergent measures are recommended.

The capacity of psychophysiological indices to identify and classify cases
of PTSD on the basis of reactivity to trauma cues has been documented, with
sensitivity values ranging from 60 to 90% and specificity values falling
between 80 and 100% (Keane et al., 1998; Orr et al., 2004). Furthermore,
these findings were replicated in individuals exposed to a range of traumatic
events (e.g., motor vehicle accidents, combat, sexual assault, and terrorism).

Although psychophysiological assessment can provide unique and accu-
rate information, widespread use of this approach is not anticipated.
Psychophysiological assessment can be expensive in terms of time and
patient burden, and requires specialized training on the part of the clinician.
In many situations, more time- and cost-efficient methods of assessment,
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such as the diagnostic interview or self-report measures, are adequate. None-
theless, in cases where diagnostic accuracy is of the utmost importance (e.g.,
in forensic evaluations), it may be wise to employ this assessment strategy (cf.
Keane, 1995; Prins et al., 1995). The availability of portable systems to con-
duct this type of measurement makes this technique increasingly feasible.

Another biological system of great interest for the assessment of PTSD
is the hypothalamic–pituitary–adrenocortical axis. In particular, indices of
cortisol and norepinephrine, and their ratio, appear important in terms of
their ability to improve assessment of PTSD, above and beyond the use of
diagnostic interviews and self-report measures (Yehuda, Giller, Levengood,
Southwick, & Siever, 1995). Further research will help to determine how
much benefit is achieved by adding these biological measures.

Special Issues in Assessment of PTSD

Cultural Issues

Several clinicians highlight the importance of considering the different pop-
ulations on which an assessment instrument for PTSD was validated when
selecting a measure. The need to develop instruments that are culturally sen-
sitive has been of great interest for many years as a result of documentation
of ethnocu1tural-specific responses to traumatic events. For example, several
researchers have provided evidence of differences between people from eth-
nic minorities and European Americans in the severity of PTSD symptoms
experienced following a traumatic event (e.g., Frueh, Brady, & Arellano,
1998; Green, Grace, Lindy, & Leonard, 1990; Kulka et al., 1990). The need
for culturally sensitive instruments is further emphasized by the growing
awareness among scholars that developing countries have a higher preva-
lence of PTSD than industrialized nations (De Girolamo & McFarlane, 1996).

To date, the psychological assessment of PTSD has developed primarily
within the context of Western, developed, and industrialized countries. Thus
PTSD assessment may be limited by a lack of culturally sensitive measures
and by the tremendous diversity among the cultural groups of interest
(Marsella, Friedman, Gerrity, & Scurfield, 1996). However, progress in devel-
oping culturally sensitive measures has been made.

A good example of a measure that possesses culturally relevant features
is the Harvard Trauma Questionnaire (HTQ; Mollica et al., 1992), which has
been widely used in refugee samples. The HTQ assesses a range of poten-
tially traumatic events and trauma-related symptoms. The assessment of trau-
ma includes many types of events to which refugees from war-torn countries
may have been exposed, including torture, brainwashing, and deprivation of
food or water. Originally developed in English, the HTQ has been translated
and validated in Vietnamese, Laotian, and Khmer versions. In addition, the
HTQ possesses linguistic equivalence across the many cultures and lan-
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guages with which it has been used. Thus far, Mollica et al. have reported
good reliability (test–retest = .89; interrater = .93; coefficient alpha = .96) for
the HTQ (Cusack et al., 2002). Future research will need to document the
reliability and validity of new instruments on a wider range of populations
and develop additional instruments that have the culturally sensitive charac-
teristics exemplified in the HTQ.

Comorbidity in PTSD

High rates of comorbidity are common in PTSD across diverse samples (e.g.,
males, females, veterans, sexual assault victims, crime victims, the general pop-
ulation), traumatic events (e.g., military, combat, rape, physical assault, child-
hood sexual abuse, violence), and patient and nonpatient status (help-seeking
patients vs. community-based groups; Keane & Kaloupek, 1997; Kessler et al.,
1994; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995). The most com-
monly diagnosed comorbid disorders are substance use disorders, mood dis-
orders (e.g., major depressive disorder and dysthymia), and anxiety disorders
(e.g., panic and phobias). Unlike other forms of depression seen in the absence
of PTSD, when combined with PTSD depression often seems unremitting and
in many cases appears as a “double depression” (i.e., major depressive episodes
combined with longstanding dysthymia). In many cases, substance abuse may
be secondary to PTSD and represent an effort to self-medicate symptoms. The
co-occurrence of other disorders with PTSD is likely to complicate an individ-
ual’s clinical presentation, compromise functioning across multiple domains,
and negatively affect treatment outcomes (e.g., Brown, Stout, & Mueller, 1996;
Ouimette, Finney, & Moos, 1999). Thus careful consideration of the onset of
each disorder may be important to assess in order to arrive at the most appro-
priate treatment plan for an individual.

MONITORING OUTCOMES IN PTSD TREATMENT

Monitoring the outcome of psychological treatment is essential to help
providers demonstrate the effectiveness of their treatments to patients and
payers—something that has been in demand since the growth of managed
care companies in the 1990s. Keane and Kaloupek (1982) presented the
first empirical evidence that cognitive-behavioral treatments for PTSD had
promise. Using a single-subject design, they employed subjective units of
distress (SUDs) ratings (0–10) within treatment sessions to monitor
changes in the presentation of traumatic memories in a prolonged expo-
sure treatment paradigm. Between sessions, they utilized the Spielberger’s
State Anxiety Inventory (Spielberger, Gorsuch, Lushene, Vagg, & Jacobs,
1983) to monitor levels of anxiety and distress throughout the course of
the 19 treatment sessions.
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Currently, the use of sound psychometric instruments has become an
important part of monitoring outcomes of PTSD treatment, regardless of
whether the intervention is psychopharmacological, psychological, or a com-
bination of the two (Keane & Kaloupek, 2002). Psychological tests and ques-
tionnaires often possess many virtues, including test–retest reliability, inter-
nal consistency, and indicators of validity. Moreover, they frequently present
normative information against which an individual’s performance can be
compared to either the general population or target populations of interest
(cf. Kraemer, 1992). For all these reasons, psychological tests or question-
naires with sound psychometric properties are warranted for consideration
when clinicians are deciding how best to monitor the outcomes of their
interventions (Keane & Kaloupek, 2002).

Fairbank and Keane (1982) also demonstrated the benefits of psycho-
physiological measurement in monitoring outcomes. They designed a study
to evaluate the treatment of combat veterans with PTSD, using a multiple
baseline design across traumatic memories. Measures to monitor change
included SUDs ratings and heart rate and skin conductance response. Sys-
tematic improvement was observed in the treatment of traumatic memories,
as evidenced by changes in SUDS ratings, heart rate, and number of skin
conductance responses. Although this form of monitoring is intensive, it sug-
gests that the level of change incorporates physiological domains and thus is
a rigorous assessment of the impact of the treatment provided. Clinicians are
also encouraged to consider outcomes at several levels, including the symp-
tom level, the individual level, the system level, and the social and contextual
levels. All are important and can provide valuable information for both clini-
cian and patient (Keane & Kaloupek, 1997; Keane & Kaloupek, 2002). There
are numerous measures available to measure psychopathology; clinicians are
encouraged to select the measures that are most appropriate for their cir-
cumstances and settings. Use of these measures at intervals (e.g., daily,
weekly, monthly, quarterly) during the course of treatment will provide
knowledge of the patient’s status and communicate to the clinician the
extent to which the patient is changing in the desired directions.

There are also a number of measures available to monitor a wider
range of outcomes in other areas of an individual’s life. For example, two
increasingly popular measures of functioning across multiple domains,
including physical and psychiatric functioning, are the SF-36 Health Survey
(Ware & Kosinski, 2001) and the Behavior and Symptom Identification
Scale (BASIS-32) (Eisen,Wilcox, Leff, Schaefer, & Culhane, 1999). Instru-
ments are also available to measure patient and services satisfaction
(Atkisson & Greenfield, 1999) as well as the dimensions of marital satisfac-
tion and quality of life (e.g. Frisch, Cornell, Villañueva, & Retzlaff, 1992).
Selection of the most appropriate measure of outcome is fundamentally a
clinical decision that needs to rest with the provider in consultation with
the patient.
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SUMMARY

Assessment of traumatic events and PTSD is a topic of growing interest and
concern in the mental health field (Wilson & Keane, 1997, 2004). Since the
inclusion of PTSD in the DSM-III (American Psychiatric Association, 1980),
there has been considerable progress in understanding and evaluating the
psychological consequences of exposure to traumatic events. Conceptual
models of PTSD assessment have evolved (Keane, Wolfe, & Taylor, 1987;
Sutker, Uddo-Crane, & Allain, 1991), psychological tests have been devel-
oped (Foa et al., 1997; Norris & Riad, 1997), diagnostic interviews have been
validated (Davidson et al., 1989; Foa et al., 1993; Weathers et al., 2001), and
subscales of existing tests have been created to assess PTSD (i.e., MMPI-2,
Keane et al., 1984). We can rightly conclude that the assessment devices
available to evaluate PTSD are comparable to, or better than, those available
for any disorder in the DSM. Moreover, multiple instruments are now avail-
able that cover the range of clinical needs. The psychometric data examining
the reliability and validity of these instruments are nothing short of outstand-
ing.

Clearly, the assessment of PTSD in clinical settings focuses on more
than the presence, absence, and severity of PTSD. A comprehensive assess-
ment strategy would purport to gather information about an individual’s
family history, life context, symptoms, beliefs, strengths, weaknesses, support
system, and coping abilities (Newman, Kaloupek, & Keane, 1996). This com-
prehensive information would assist in the development of an effective treat-
ment plan for the patient. The primary purpose of this review has been to
examine the quality of a range of different instruments used to diagnose and
assess PTSD (of course, the comprehensive assessment of a patient certainly
needs to include indices of social, interpersonal, and occupational function-
ing). Finally, a satisfactory assessment ultimately relies upon the clinical and
interpersonal skills of the clinician, because many topics related to trauma
are inherently difficult for patients to disclose to others.

The present review is not intended to provide a comprehensive analy-
sis of the psychometric properties of all instruments available for the
assessment of PTSD. The intent of the review has been to provide a heu-
ristic structure that clinicians might employ when selecting a particular
instrument for their clinical purposes. By carefully examining the psycho-
metric properties of an instrument, the clinician can make an informed
decision about the appropriateness of a particular instrument for the task
at hand. Instruments that provide a full utility analysis (e.g., sensitivity,
specificity, hit rate) greatly assist clinicians in making their final judgments.
Finally, instruments that are developed and evaluated on multiple trauma
populations, across genders, and with different racial, cultural, and age
groups are highly desirable; these are the fundamental objectives for
future research.
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CHAPTER FOUR

Prolonged Exposure Treatment
of Posttraumatic Stress Disorder

David S. Riggs
Shawn P. Cahill

Edna B. Foa

Posttraumatic stress disorder (PTSD) is an anxiety disorder that develops in
some individuals following exposure to a traumatic event such as combat,
sexual or physical assault, a serious accident, or the witnessing of someone
being injured or killed (American Psychiatric Association, 1994). The classifi-
cation of PTSD as an anxiety disorder reflects the longstanding recognition
that anxious arousal plays a prominent role in people who experience patho-
logical responses to trauma. However, research and theory into the nature of
PTSD have documented that pathological reactions to trauma incorporate
many emotions other than anxiety. Accordingly, in addition to reducing
trauma-related anxiety and avoidance, treatments for PTSD are expected to
modify other negative emotions such as guilt, shame, depression, and gen-
eral anxiety.

Anxiety has played an especially important role in the development of
many treatment programs that target PTSD. These programs tend to focus
on reducing or managing anxiety in PTSD patients. In particular, exposure
therapy—a form of treatment that encourages clients to recall their traumatic
memories and confront traumatic reminders—owes a great deal to the con-
ceptualization of PTSD as an anxiety disorder (although, as noted above,
other emotions are also targeted). The term “exposure therapy” is used here
to refer to a general treatment strategy for reducing anxiety that involves
confronting situations, activities, thoughts, and memories that are feared
and avoided even though they are not inherently harmful. Prolonged expo-
sure (PE), a specific treatment protocol that has been developed and evalu-
ated as a treatment for PTSD (Foa, Rothbaum, Ruggs, & Murdock, 1991; Foa
et al., 1999; Foa & Rothbaum, 1998), has adopted techniques that are used in
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exposure therapies for other anxiety disorders, such as obsessive–compulsive
disorder, panic disorder, and phobias.

In the present chapter we examine the theoretical underpinnings of PE
for PTSD as well as the empirical support for its efficacy in treating trauma
survivors. We then discuss concerns that have been raised about exposure
therapy and summarize research findings relevant to these concerns. Finally,
we describe recent attempts to disseminate PE to clinicians who regularly
provide mental health services to trauma survivors.

PE FOR PTSD

Description of PE

PE is described in detail in Foa and Rothbaum (1998), so here we provide
only a shorter overview. PE is delivered in an individual format and typically
consists of 9–12 sessions, each lasting about 90 minutes. The treatment
incorporates four procedures: (1) psychoeducation about trauma, reactions
to trauma, and PTSD; (2) breathing retraining; (3) in vivo exposure to the
feared (but now safe) trauma-related situations that the client avoids; and (4)
imaginal exposure that consists of repeatedly recounting memories of the
traumatic event. At the end of each imaginal exposure session the client and
therapist process the thoughts and feelings that emerged during the
imaginal exposure or as a result of recounting the trauma. Finally, each ses-
sion ends with a homework assignment that includes in vivo exercises and lis-
tening to tape recordings of the imaginal exposure exercise conducted in
that session.

The first session of PE is devoted to laying the groundwork for the pro-
gram. The therapist provides a description of the treatment and each of the
procedures that will be used. The therapist also provides the client with a
model for understanding the persistence of PTSD symptoms. The model
emphasizes the role of avoidance and negative beliefs about the world and
the self in impeding recovery and thus maintaining PTSD symptoms (Foa &
Riggs, 1993; Foa & Rothbuam, 1998). Following the overall rationale for the
treatment and a general description of the PE procedures, the therapist col-
lects information about the patient’s traumatic experience, using a
semistructured interview format to elicit details about the trauma and the
patient’s reactions during and after the trauma. (This information may also
be collected in a less structured format.) At the end of the session, the
patients is trained to use controlled breathing to manage anxiety. Setting a
pattern for all sessions, this session ends with homework assignment. For the
first session, the homework consists of practicing controlled breathing (3 x
10 minutes each day), reading a handout that outlines the rationale for PE,
and listening to an audiotape of the session.

The second PE session focuses on two treatment components. First, the
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therapist continues to educate the client about trauma and PTSD by discuss-
ing reactions that are commonly reported by people who have experienced
trauma. Second, the therapist introduces in vivo exposure. In addition to
providing a framework for understanding the patient’s symptoms and nor-
malizing the reaction to the trauma, the discussion of common reactions
provides an opportunity for the patient to identify specific difficulties that he
or she has experienced. Once this discussion is completed, the therapist pro-
vides a detailed rationale and description of the in vivo exposure procedure.
Together the client and therapist construct the hierarchy by identifying situa-
tions that the patient avoids and rating each situation on a subjective distress
scale. This hierarchy will guide the in vivo exercises through the balance of
the program. Homework assignments for the second session consist of (1)
reading a handout that describes the common reactions to trauma discussed
in the session; (2) listening to the tape of the treatment session; (3) continu-
ing the breathing exercises; and (4) completing one or more in vivo exposure
exercises. Typically the in vivo exposure assignments in this session involve
confronting situations or objects that will elicit anxiety but will not over-
whelm the patient—that is, items on the hierarchy that the patient rated as
moderately distressing. The therapist also reviews the instructions for in vivo
exposure and explains in detail how the particular exercise will be con-
ducted.

The third session introduces imaginal exposure, in which the patient is
asked to recount the identified index trauma. The session begins with a
review of the client’s homework and continues with the therapist’s expansion
of the rationale for the imaginal exposure exercises. The patient is then
guided through approximately 45 minutes of imaginal exposure to a single
traumatic event (when the client has experienced multiple traumas, he or
she is asked to recount the event that causes the most distress at the time of
treatment). The patient is asked to close his or her eyes, imagine the trau-
matic event as vividly as possible, and recount it aloud in the present tense. If
recounting of the trauma does not fill the allotted 45 minutes (as is usually
the case), the client is asked to return to the beginning of the memory and
repeat the procedure until 45 minutes has elapsed. Following the recount-
ing, the therapist and patient spend time discussing the patient’s reactions to
the exposure exercise, with particular emphasis on thoughts and emotions
that arose during the recounting. We refer to this as “processing” the trauma
memory. The time allotted to processing also helps the patient to calm any
distress remaining from the exposure. Homework assigned for this session
includes (1) daily in vivo exercises; (2) listening to the imaginal exposure
audiotape daily while imagining the trauma as vividly as possible; (3) listen-
ing to the audiotape of the session at least one time; and (4) continuing the
breathing practice.

With the exception of the last session, the rest of the PE sessions follow
the same format. First the therapist reviews the previous week’s homework,
and then the client completes an imaginal exposure exercise lasting 30–45
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minutes. This is followed by a 15- to 20-minute processing of the imaginal
exposure and homework assignment. Homework for these sessions includes
daily in vivo exercises selected from the hierarchy and daily listening to the
imaginal exposure audiotape from the preceding session. Beginning around
session six or seven, the focus of the imaginal exposure exercise is shifted
from the entire traumatic event to the particular aspects that are associated
with the greatest distress during the recounting. Patients are asked to focus
their recounting on these “hot spots,” one at a time, describing the event and
their thoughts and emotions is as much detail as possible. Patients are asked
to repeat this “hot spot” as many times as necessary to fill the 30- to 45-min-
ute imaginal exposure.

The format of the final session is similar to the previous sessions, except
that the imaginal exposure exercise is usually shortened to 20–30 minutes,
and the discussion of the client’s reactions is focused on progress achieved
during treatment and the application of what the client has learned to other
aspects of his or her life. In the course of this discussion, the therapist asks
the client to re-rate the items on the in vivo hierarchy to identify progress
and any items that remain problematic. The therapist briefly discusses issues
related to relapse prevention, such as the potential for PTSD symptoms to
increase temporarily and the utility of the techniques used in treatment to
address stressful situations that arise in the future.

Facilitating PE Treatment

PE requires that patients overcome their natural tendency to avoid thinking
and talking about the traumas that they experienced. The challenge for
patients is the fact that avoidance has been the primary strategy they have
used to cope with their trauma-related distress. Many of the procedures
incorporated into the PE program, including the structure imposed by using
a manualized treatment, provide a foundation for encouraging clients to
overcome their avoidance in order to experience the exposure exercises. In
addition to specific aspects of the PE program, numerous nonspecific factors
can facilitate treatment. Basic therapeutic skills, such as empathy and active
listening, are invaluable. Perhaps most important is the therapist’s ability to
convey confidence in the effectiveness of the therapy the client’s ability to
complete the treatment program, and expertise in conducting the treatment.

It is important to form a strong therapeutic alliance with the client dur-
ing the first two sessions of PE. This may be quite challenging with survivors
of interpersonal traumas, such as rape or physical assault, for whom trusting
another individual may be particularly difficult and frightening. Several
aspects of the PE program are designed to foster this alliance. Among them
are (1) providing a clear description of the therapy and the rationale for the
procedures employed during PE; (2) conveying empathy for the difficulties
of abandoning avoidance strategies; (3) communicating caring for the
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patient; (4) acknowledging the challenge presented by PE; and (5) recogniz-
ing the patient’s courage in electing to participate in the treatment program.
More generally, it is important for the therapist to take a strong empathic,
nonjudgmental stance throughout treatment to foster communication. The
therapist should work actively to build the alliance with the patient. For
example, the therapist should use the patient’s own experience to illustrate
concepts such as common reactions to trauma or in vivo exercises, and con-
vey a strong commitment to apply PE in a way that takes into account the cli-
ent’s unique experience. It is also extremely important to foster a sense of
collaboration between therapist and patient throughout treatment. The ther-
apist and patient should work together to select the situations to be used in
the in vivo exercises and which aspects of the trauma memory to be included
during imaginal exposure. The essence of the collaboration is that the thera-
pist makes recommendations based on his or her experience in treating oth-
ers with PTSD while taking into consideration the patient’s unique presenta-
tion and needs.

As noted above, an important aspect of PE is the therapist’s explanation
of the rationale for the treatment and how the treatment addresses the fac-
tors that maintain PTSD. Similarly, it is crucial that the patient understands
how in vivo and imaginal exposure will help him or her overcome chronic
symptoms and related problems. If patients do not have a firm understand-
ing of why they are asked to engage in exposure exercises, they may not com-
ply with treatment demands. Therapists should also praise clients freely for
engaging in and completing exposure exercises, especially very difficult
assignments. It is important to remember that the structure of PE provides
ample flexibility to accommodate the specific needs of patients. Although a
detailed description of how to incorporate a flexible approach to exposure
lies beyond the scope of this chapter (see Foa & Rothbaum, 1998; Hembree
et al., 2003b), it is important to note that PE does not require that therapists
abandon basic therapeutic skills. On the contrary, the techniques included in
PE must be presented in a manner that reflects caring and respect for the
individual experience of the patient and addresses his or her individual
needs.

THE THEORETICAL FOUNDATIONS FOR PE

PE is founded on Foa and Kozak’s (1986) theory of emotional processing
that explains the pathological underpinnings of anxiety disorders and their
treatment by exposure therapy. At its core, the emotional processing theory
of exposure therapy rests on two basic propositions: (1) anxiety disorders
reflect the existence of pathological fear structures in memory, which are
activated when information represented in the structures is encountered;
and (2) successful treatment modifies the pathological elements of the fear
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structure, such that information that used to evoke anxiety symptoms no lon-
ger does so. The process of modifying the pathological elements of the fear
structure is called emotional processing. Foa and Kozak further proposed
that for therapy to successfully modify the fear structure, the fear structure
must be activated and corrective information must be incorporated in to it.

Fear Structures of Anxiety Disorders

A fear structure is represented as a network of interconnecting elements that
contain information about (1) the feared stimuli, (2) verbal, physiological,
and behavioral responses, and (3) the meaning of stimulus and response ele-
ments in the structure. The structure serves as a blueprint for escaping or
avoiding danger; as such, it supports adaptive behavior when a person is
faced with a realistically threatening situation. However, a fear structure may
become maladaptive when (1) associations among stimulus elements do not
accurately represent the world; (2) physiological and escape/avoidance
responses are evoked by harmless stimuli; (3) excessive and easily triggered
response elements interfere with other adaptive behavior; and (4) harmless
stimulus and response elements are erroneously interpreted as dangerous.

The Fear Structure of PTSD

Foa, Steketee, and Rothbaum (1989) proposed that a traumatic event is
represented in memory as a fear structure that is characterized by a large
number of harmless stimulus elements erroneously associated with the
meaning of danger. These erroneous associations are reflected in the per-
ception of the world as entirely dangerous. In a further development of
emotional theory for PTSD, Foa and Jaycox (1999) suggested that the phys-
iological and behavioral responses that occurred during and after the
event, including the PTSD symptoms themselves, are interpreted as signs
of personal incompetence, leading survivors to the erroneous perception
about themselves as entirely incompetent. The erroneous cognitions about
the world and the self underlie PTSD symptoms, which in turn reinforce
the erroneous cognitions in a vicious cycle (for a more detailed discussion,
see Foa & Rothbaum, 1998). PTSD symptoms are further maintained by
cognitive and behavioral avoidance strategies that prevent exposure to cor-
rective information and the incorporation of such information into fear
structure. For example, by avoiding safe reminders of the trauma, the per-
son does not have the opportunity disconfirm the belief that feared conse-
quences will occur (e.g., being assaulted again, not being able to cope with
the distress produced by the situation). Overcoming the tendency to avoid
trauma-related stimuli and countering the erroneous cognitions are seen as
critical mechanisms of natural recovery from trauma as well as recovery
through therapy.
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Emotional Processing Theory of Natural Recovery

Although a necessary condition for the development of PTSD, exposure to
trauma per se does not inevitably lead to chronic PTSD. Prospective studies
of traumatized individuals indicate that PTSD symptoms, general anxiety,
depression, and disruption in social functioning are common immediately
after the traumatic event. Over the subsequent weeks and months, the
majority of individuals recover naturally, with symptoms declining most rap-
idly during the 1- to 3-month period immediately following the trauma. This
pattern of natural recovery has been documented for female rape victims
(Atkeson, Calhoun, Resick, & Ellis, 1982; Calhoun, Atkeson, & Resick, 1982;
Resick, Calhoun, Atkeson, & Ellis, 1981; Rothbaum, Foa, Riggs, Murdock, &
Walsh, 1992), male and female victims of nonsexual assault (Riggs,
Rothbaum, Foa, 1995), and victims of motor vehicle accidents (Harvey &
Bryant, 1998).

Foa and Cahill (2001) suggested that, over time, trauma survivors
encounter situations that include trauma-relevant stimuli and activate their
trauma memory structures. The activation of the trauma structure is
reflected in reexperiencing symptoms such as intrusive thoughts, flashbacks,
and emotional distress. Because these situations are safe and the feared con-
sequence (e.g., repeated trauma) does not occur, the trauma-related associa-
tions are repeatedly disconfirmed, resulting in changes in the fear structure
and corresponding reductions in PTSD symptom severity. Corrective infor-
mation is also provided through experiences such as talking about the trau-
ma with friends and confidants.

A significant minority of trauma victims does not recover naturally after
the trauma. For these individuals, PTSD becomes a chronic condition that
may last for many years (Kessler, Sonnega, Bromet, Hughes, & Nelson,
1995). Within the framework of emotional processing theory, the develop-
ment of chronic PTSD is conceptualized as a failure to adequately process
the traumatic memory. According to Foa and Kozak (1986), this failure is
due to inadequate activation of the fear structure in the wake of the trauma
and/or the unavailability of corrective information. Survivors with chronic
PTSD appear to access their trauma memory structure quite easily, as evi-
denced by reexperiencing symptoms (Foa et al., 1989). Therefore, the most
likely reason for the development of chronic PTSD is the failure to incorpo-
rate corrective information into the fear structure. Foa and Cahill (2001) sug-
gest that the absence of corrective information is due to extensive use of
avoidance strategies to manage distress. Avoidance limits activation of the
fear structure and the availability of corrective information, thereby hinder-
ing natural recovery. The goal of treatment is to help patients overcome
their tendency to avoid and encourage them to fully activate the trauma fear
structure in order to incorporate corrective information about the world and
themselves into it.
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Modification of Fear Structures in PE

As noted above, Foa and Kozak (1986) proposed that, for emotional process-
ing to occur, a fear network must be activated and information that is not
compatible with it must be introduced and incorporated. Within the frame-
work of PE, activating the fear network is accomplished through in vivo and
imaginal exposure exercises. Successful activation of the trauma-related fear
structure is indicated by fear responses such as physiological arousal, self-
reports of distress, emotionally expressive behavior, and escape/avoidance
behavior. The introduction of new, incompatible information occurs in sev-
eral ways. Foa and Jaycox (1999) have summarized six different mechanisms
or sources of information that are thought to be relevant to improvement in
PTSD.

1. Blocking further negative reinforcement of cognitive avoidance of
trauma-related thoughts and feelings.

2. Helping clients realize that remembering the trauma, although emo-
tionally upsetting, is not dangerous.

3. Promoting habituation of anxiety to the trauma memory and thereby
correcting erroneous beliefs that anxiety will not diminish without
engaging avoidance or escape strategies.

4. Helping clients to differentiate the traumatic event from other (simi-
lar) nontraumatic events, thereby allowing them to view the trauma
as a specific occurrence rather than an indication that the entire
world is dangerous and that the self is completely incompetent.

5. Altering clients’ perceptions of their symptoms as further evidence
of their incompetence to indications of personal mastery and cour-
age. In other words, clients learn that they can tolerate their symp-
toms and that having them does not lead to going crazy or losing
control. As a result, individuals may come to see themselves as trau-
ma survivors rather than trauma victims.

6. Helping clients to more accurately evaluate aspects of the event that
are contrary to beliefs about danger and self-incompetence that may
otherwise be overshadowed by the more salient threat-related ele-
ments of the memory. For example, an individual feeling guilty
about not having done more to resist an assailant may come to the
realization that, had he or she resisted more, he or she may have
been assaulted all the more severely.

EFFICACY OF EXPOSURE THERAPY FOR PTSD

Over the past 15 years many studies have found cognitive-behavioral therapy
(CBT) effective in reducing PTSD, making CBT the most empirically vali-
dated approach among the psychosocial treatments for PTSD (for reviews,
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see Foa & Meadows, 1997; Foa & Rothbaum, 1998; Harvey, Bryant, &
Tarrier, 2003). The CBT programs that have been empirically examined
include prolonged exposure (PE), stress inoculation training (SIT), cognitive
therapy (CT), and eye movement desensitization and reprocessing (EMDR).
There are more studies demonstrating the efficacy of exposure therapy
(including PE) than of any other treatment for PTSD (Foa & Rothbaum,
1998; Rothbaum, Meadows, Resick, & Foy, 2000), and PE has been shown
effective in treating PTSD associated with a wide variety of traumas. When
directly compared, PE produces results as good as or better than other CBT
approaches (CT, SIT, EMDR) or PE combined with components of the other
treatments (see discussion below).

Studies of Exposure Therapy

A number of programs based on exposure therapy has been used to treat
PTSD. Among the variations of exposure therapy, the PE protocol has been
the most extensively studied and has been found to be highly effective. Like
PE, some other exposure therapy programs include both imaginal confronta-
tion with the traumatic memories and in vivo exposure to trauma reminders
(e.g., Marks, Lovell, Noshirvani, Livanou, & Thrasher, 1998), however, some
programs rely exclusively on imaginal exposure to the trauma memory
(Bryant et al., 2003a; Cloitre, Koenen, Cohen, & Han, 2002; Tarrier et al.,
1999). Even among programs that include both imaginal and in vivo expo-
sure, there are differences in the specific application of the techniques. For
example, PE utilizes both components from the beginning of treatment; in
contrast, Marks et al. (1998) introduced imaginal exposure in the first half of
the program and in vivo exposure in later sessions. Finally, exposure therapy
programs differ in the extent to which they include other treatment compo-
nents. For example, Foa et al. (1999) limited PE to exposure plus psychoedu-
cation, training in controlled breathing, and discussion of the exposure
experience (called “processing”). In comparison, Blanchard et al. (2003)
combined exposure with psychoeducation, progressive muscle relaxation,
monitoring of thoughts and CT, and behavioral activation strategies.

Variants of exposure therapy, either alone or in combination with
other CBT approaches, have been found effective in samples of female
survivors of rape (e.g., Foa et al., 1991, 1999, 2002a; Resick, Nishith,
Weaver, Astin, & Feuer, 2002; Rothbaum, 2002) and physical assault (Foa
et al., 1999, 2002a); domestic violence (Kubany, Hill, & Owens, 2003;
Kubany et al., 2004); physical and sexual abuse in childhood (Cloitre et al.,
2002; Echeburua, Corral, Zubizarreta, & Sarasua 1997; Foa et al., 2002a);
male and female survivors of motor vehicle accidents (Blanchard et al.,
2003; Fecteau & Nicki, 1999); refugees (Otto et al., 2003; Paunovik & Ost,
2001); and mixed trauma samples (Bryant et al., 2003a; Marks et al., 1998;
Power et al., 2002; Tarrier et al., 1999; Taylor et al., 2003) comprised pri-
marily of physical and sexual assault victims and survivors of motor vehicle
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accidents. Below we outline the empirical support for PE and other forms
of exposure therapy.

Studies of PE

The efficacy of PE has been investigated in six separate studies. In the first of
these, Foa et al. (1991) compared rape survivors treated with PE to a waiting-
list control group, a group receiving supportive counseling, and another
treated with SIT (Meichenbaum, 1977; Veronen & Kilpatrick, 1983). SIT is a
CBT package that teaches clients several anxiety management strategies and
encourages them to apply these strategies in their daily life. At the end of
nine treatment sessions, women in the PE and SIT groups showed significant
improvement, whereas those who received supportive counseling or were
placed on the waiting list did not. The SIT group showed the most improve-
ment on PTSD symptoms immediately after treatment. However, the PE
group continued to improve over the follow-up period, such that at follow-
up, the PE group tended to be superior to the other groups on symptoms of
PTSD, depression, and anxiety.

Foa et al. (1999) extended this research by examining the effects of PE
alone, SIT alone, the combination of PE and SIT, and a waiting-list condi-
tion. All three active treatments produced significant improvement com-
pared to the waiting-list condition. Contrary to expectations, though, there
was no evidence that combining PE and SIT improved outcome. Also, this
study did not replicate the superiority of SIT at posttreatment found in the
earlier study. Instead, at both posttreatment and follow-up assessments, PE
was found superior to SIT on some measures, whereas on other measures
the two treatments did not differ.

In a third study examining the efficacy of PE, Foa and her colleagues
(2002a) compared PE presented alone to a program that combined PE and
cognitive restructuring (CR) and to a waiting-list condition. The researchers
hypothesized that cognitive restructuring represented the most important
ingredient of SIT and that focusing on this skill and reducing the complexity
of the combined treatment might prove more effective in treating PTSD.
Results indicated that PE and PE/CR were highly and equally effective at
reducing PTSD, depression, and anxiety compared to the waiting list. As in
the earlier study, combined treatment was not superior to PE alone. The
treatment gains of both groups were maintained during follow-up. Similar
results were reported by Paunovic and Ost (2001), who also compared PE
with PE plus CR and found that both treatments produced significant
improvement, but PE/CR was not superior to PE alone.

Resick et al. (2002) compared PE with cognitive processing therapy
(CPT), a form of cognitive therapy specifically developed for rape survivors
(Resick & Schnicke, 1992), and a waiting-list condition. In addition to the
cognitive therapy techniques that form the core of CPT, this program
includes an exposure component of repeatedly writing and reading the trau-
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ma narrative. Resick et al. (2002) found that, compared to the waiting-list
condition, both PE and CPT produced large improvement in PTSD symp-
toms and depression, and the gains were maintained through 9 months of
follow-up. There were no significant differences between groups on these
measures, but CPT appeared to have a slight advantage over PE on measures
of guilt.

Rothbaum (2002) compared a group of survivors treated with PE to a
waiting-list group and a group treated with EMDR (Shapiro, 1989, 1995).
EMDR combines elements of brief, repeated imaginal exposure, a form of
CR, and therapist-induced rapid eye movements or other laterally alternat-
ing stimuli (e.g., finger tapping) that occurs during exposure to the trauma-
related imagery. Results indicated that, compared to the waiting-list condi-
tion, both treatments produced significant improvement in PTSD, depres-
sion, and anxiety, and the two active treatments did not differ at the
posttreatment assessment. However, the PE group was superior to the
EMDR group on several measures taken at a 6-month follow-up assessment.

In sum, studies of PE have consistently been found it to be a highly
effective treatment for PTSD and associated anxiety and depression. When
directly compared, PE has been found to be as or more effective than relax-
ation, SIT, CT, and EMDR. Moreover, treatments that have combined PE
with SIT or CR, although very effective, have not yielded better results than
PE alone.

Variations on a Theme: Studies of Other Exposure Protocols

Civilian Samples

Several recent studies compared exposure therapy protocols other than PE
with alternative CBT interventions. Marks et al. (1998) compared exposure,
CR, and their combination with a relaxation control group. Like PE, the
exposure therapy used in this study included imaginal and in vivo exercises.
However, whereas the two modalities are administered simultaneously in PE,
the program examined by Marks et al. (1998) presented the modalities
sequentially; the first five sessions were limited to imaginal exposure and cor-
responding homework, and the remaining five sessions focused on in-ses-
sion, therapist-assisted in vivo exposure and corresponding homework.
Immediately after treatment, the exposure, cognitive, and combined inter-
ventions were superior to relaxation, and they retained their superiority at
follow-up. Comparisons among the three interventions failed to reveal any
consistent pattern of superior performance for one treatment over the oth-
ers. Notably, like the Foa et al. (2002a) study, the combined exposure plus
CR group was not better than the groups that received either treatment
alone.

Taylor et al. (2003) utilized an eight-session variation of the Marks et al.
(1998) exposure therapy protocol (four sessions of imaginal exposure fol-
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lowed by four sessions of in vivo exposure) compared to EMDR and relax-
ation. All three groups showed significant improvement in PTSD symptoms
at the end of treatment. The exposure therapy group was significantly more
improved than the group that received relaxation training. In contrast, the
EMDR group did not differ from either the relaxation group or the expo-
sure therapy group.

Power and colleagues (2002) utilized Marks et al.’s (1998) combined
treatment protocol (imaginal and in vivo exposure plus CR), offering
patients up to 10 sessions over 10 weeks of exposure therapy or EMDR or
wait list. Both active treatments resulted in significant reductions in PTSD
severity, anxiety, depression, and functional impairment, and both treat-
ments were superior to the waiting-list condition, which showed very little
change. Few differences were observed between the two active treatments,
except that EMDR required, on average, fewer sessions (4.2 vs. 6.4) and
achieved greater reduction in depression scores.

Devilly and Spence (1999) compared a CBT intervention, called trauma
treatment protocol (combines imaginal and in vivo exposure with elements
of SIT), and additional CT techniques to EMDR. Both treatments produced
significant improvements from pre- to posttreatment. However, the trauma
treatment protocol was found to be superior to EMDR both immediately
after treatment and at the 3-month follow-up assessment. Whereas individu-
als treated with the trauma treatment protocol maintained their treatment
gains at the follow-up assessment, individuals treated with EMDR displayed
evidence of relapse on several measures.

Lee, Gavriel, Drummond, Richards, and Greenwald (2002) compared
the combination of imaginal and in vivo exposure plus SIT with EMDR. All
participants completed a 6-week waiting-list phase before beginning active
treatment. Very little change in PTSD symptoms was observed during the
waiting-list period, followed by significant reductions after completion of
either active treatment. There were no differences between groups at
posttreatment. However, at follow-up results slightly favored EMDR due to
further gains obtained during follow-up in the EMDR condition, compared
to no additional improvement in the exposure therapy plus SIT condition.

Echeburua et al. (1997) compared a group of survivors treated with six
sessions of combined gradual exposure and CR to a group of survivors
treated with Bernstein and Borkovec’s (1973) protocol for progressive relax-
ation training. Although both groups displayed significant improvement on
measures of PTSD, fear, and depression, improvement was significantly
greater in the exposure condition than the relaxation condition. This group
difference was maintained at each of the 3-, 6-, and 12-month follow-up
assessments.

Tarrier et al. (1999) compared an exposure therapy that included only
imaginal exposure to CT. Both groups improved significantly from pre- to
posttreatment on measures of PTSD, depression, and anxiety, and these
improvements persisted through follow-up. There were no differences
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observed between the two treatment groups at either posttreatment or fol-
low-up.

Bryant, Moulds, Guthrie, Dang, and Nixon (2003a) compared eight ses-
sions of imaginal exposure, either alone or combined with CR, with support-
ive counseling. Both immediately after treatment and at follow-up, each of
the exposure therapy groups was superior to supportive counseling on mea-
sures of PTSD symptoms, anxiety, depression, and trauma-related
cognitions. Slightly superior results were obtained in the imaginal exposure
plus CR condition, compared to imaginal exposure alone, on one measure
of trauma-related reexperiencing symptoms (posttreatment and at follow-up)
and on trauma-related cognitions (follow-up only).

Cloitre and her colleagues (2002) examined the efficacy of a treatment
that sequentially combined skills training in affect and interpersonal regula-
tion (STAIR) followed by imaginal exposure for treating PTSD. Their sample
consisted of a group of women who had been sexually abused as children.
Compared to a waiting-list condition, the combined treatment was highly
effective in reducing PTSD symptoms, depression, and anxiety as well as
improving affect regulation and interpersonal functioning. Cloitre et al.
(2002) hypothesized that preliminary treatment with STAIR would facilitate
their patients’ ability to participate in, and benefit from, the imaginal expo-
sure component of the treatment. However, as we have noted elsewhere
(Cahill, Zoelner, Feen, & Riggs, 2004), the design of this study precludes any
strong conclusions about whether the addition of STAIR enhanced treat-
ment compliance or outcome (for a rejoinder, see Cloitre, Storall-McClough,
& Levitt, 2004).

Fecteau and Nicki (1999) provided four sessions of CBT that combined
education, breathing retraining, imaginal and in vivo exposure, and CR for
PTSD following a recent motor vehicle accident. Compared to a waiting-list
group, this brief CBT program resulted in significant reductions in PTSD
symptoms, anxiety, depression, and heart-rate reactivity in response to script-
driven imagery of the participants’ accidents.

Blanchard et al. (2003) examined a CBT program that combined expo-
sure therapy (i.e., exposure to the memory of the trauma by writing a trauma
narrative and reading it repeatedly), in vivo exposure, relaxation training,
and behavioral activation for the treatment of PTSD associated with automo-
bile accidents. At posttreatment, the CBT program was superior to support-
ive psychotherapy and a waiting-list group on measures of PTSD, depression,
and anxiety. At a 3-month follow-up assessment, the CBT group continued
to show less severe symptoms than did the supportive counseling group.

Kubany and his colleagues (Kubany et al., 2003, 2004) used a CT
focused on guilt-related issues in combination with limited exposure to treat
women with PTSD and guilt related to domestic violence. Additional aspects
of the intervention included psychoeducation about PTSD and related
issues, managing unwanted contact with the abuser, self-advocacy, decision
making, and anger management. Compared to a waiting-list condition, this
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cognitive-behavioral treatment program was very effective in reducing symp-
toms of PTSD, depression, and guilt and in improving self-esteem (Kubany
et al., 2004).

In summary, several CBT interventions that incorporate exposure tech-
niques have been found to be effective in the amelioration of PTSD in civil-
ian samples.

Veteran Samples

There are no studies of PE per se in treating combat veterans with PTSD;
however, several studies have examined other forms of exposure therapy in
this population. The initial trials of exposure therapy for PTSD were con-
ducted using samples of veterans with combat-related PTSD. In the first of
these studies, Keane, Fairbank, Caddell, and Zimering (1989) compared
Vietnam veterans treated with 14–16 90-minute sessions of imaginal expo-
sure (which they called implosive or flooding therapy; see Lyons & Keane,
1989) to a waiting-list control group. Veterans in both groups were main-
tained on whatever psychiatric mediations that had been prescribed prior to
participation in the study. Results indicated that, compared to those on the
waiting-list, participants treated with exposure displayed significantly more
improvement on PTSD reexperiencing symptoms, state-anxiety (but not
trait-anxiety), and depression. Treatment did not appear to have an effect on
the emotional numbing and social avoidance associated with PTSD.

Two additional studies of veteran samples soon followed. Cooper and
Clum (1989) compared veterans receiving standard VA outpatient treatment
supplemented with imaginal exposure to a group receiving standard treat-
ment alone. Veterans in the imaginal exposure group received up to 14 90-
minute individual sessions with the exposure therapist, though the maxi-
mum number of sessions devoted to conducting exposure was 9. Results
indicated that augmenting standard care with imaginal exposure improved
outcome on state-anxiety (but not trait-anxiety), subjective anxiety in
response to a slide show of trauma-related images and sounds, and sleep dis-
turbance. Unlike Keane et al. (1989), Cooper and Clum (1989) did not find a
significant effect of treatment on depression. Boudewyns and Hyer (1990;
see also Boudewyns, Hyer, Woods, Harrison, & McCranie, 1990) compared
veterans treated with specialized VA inpatient care supplemented with 10–
12 50-minute sessions of imaginal exposure to a group whose inpatient treat-
ment was supplemented with “more conventional individual psychotherapy”
(Boudewyns et al., 1990, p. 361). No group differences were found immedi-
ately after treatment. However, veterans whose treatment was supplemented
with imaginal exposure showed greater gains on the Veterans Adjustment
Scale at a 3-month follow-up assessment.

More recently, Glynn, et al. (1999) compared veterans treated with
13–14 90-minute sessions of imaginal exposure plus CR with a standard
care control group and a third group that received the imaginal exposure
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plus CR intervention supplemented by 16–18 additional sessions of behav-
ioral family therapy. All of the veterans were allowed to remain on previ-
ously prescribed psychiatric medications. The various dependent variables
in this study were factor analyzed and yielded a positive symptoms factor
(i.e., reexperiencing, hyperarousal) and negative symptoms factor (i.e.,
avoidance, emotional numbing). Results revealed that, compared to the
waiting-list condition, treatment with imaginal exposure plus CR resulted
in significant improvement on the positive symptoms but not the negative
symptoms. Contrary to expectations, adding behavioral family therapy did
not enhance outcome.

In sum, although PE has not been tested directly in samples of combat
veterans, studies using variations of exposure therapy with veterans have
consistently revealed significant benefits for this treatment approach. How-
ever, the magnitude of the improvement has been somewhat limited. Fur-
thermore, the benefits of exposure treatment appear to be greater for symp-
toms of intrusion and arousal than for avoidance and numbing. These
studies represent very strict tests of exposure therapy. In all of the trials,
exposure was compared to other treatments focused on PTSD symptoms:
either a continuation of treatment that the veterans were already receiving
or focused PTSD interventions. An important consideration in evaluating
the results of these studies is the well-recognized reality that there are incen-
tives for veterans to emphasize their symptoms and to minimize treatment
gains (e.g., gaining or losing service-connected disability compensation; for
additional discussion, see Frueh, Hamner, Cahill, Gold, & Hamlin, 2000). It
should also be noted that the exposure interventions in these studies empha-
sized imaginal exposure, to the relative neglect of in vivo exposure. It is pos-
sible that the results of exposure therapy with this population, particularly
on measures of avoidance and withdrawal, could be improved with in vivo
exposure to social situations. Finally, no studies with veteran populations
have compared PE alone with PE combined with another treatment
approach. The only study (Glynn et al., 1999) that attempted to augment
exposure therapy with other behavioral interventions found that adding
behavioral family therapy did not produce any further gains.

CONCERNS ABOUT EXPOSURE THERAPY

Therapists often raise concerns that the emotional arousal experienced by
trauma survivors undergoing exposure therapy may be extremely distressing
and even damaging. Indeed, several clinical researchers have expressed res-
ervations about the safety of exposure therapy in the treatment of at least
some populations with PTSD (e.g., Cloitre et al., 2002; Kilpatrick & Best,
1984; Pitman et al., 1991). Two potential safety issues, in particular, have
gained attention in the literature: (1) exposure therapy may exacerbate the
very PTSD symptoms that it is designed to ameliorate; and (2) although
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PTSD symptoms may be alleviated, other psychological symptoms (e.g.,
drinking, depression, guilt) may worsen.

For years, the primary evidence for the dangerousness of exposure ther-
apy has been a paper by Pitman et al. (1991) that described six cases of com-
bat veterans whose PTSD symptoms worsened after treatment by imaginal
exposure. However, the study from which the case series was obtained did
not include a control condition; therefore it is unknown how many veterans
would have experienced an acute exacerbation of their symptoms during the
study period had they not received treatment. Moreover, in the full sample,
fear and physiological arousal as well as guilt, sadness, and anger were
decreased after exposure therapy (Pitman et al., 1996).

More recently, Tarrier et al. (1999) conducted a randomized controlled
trial comparing imaginal exposure with CT and reported that overall, the
two treatments produced comparable outcomes on measures of PTSD preva-
lence and severity, anxiety, and depression. However, significantly more par-
ticipants in the imaginal exposure group (31%) than in the CT condition
(9%) exhibited “symptom worsening” at posttreatment. Taken at face value,
these data would seem to support concerns about the safety of exposure
therapy in the treatment of PTSD. However, several considerations lend
doubt to this conclusion. First, the operational definition of “symptom wors-
ening” was a posttreatment PTSD severity score that was greater than the
corresponding pretreatment score by 1 or more points; the mean increase in
PTSD severity scores was not reported. Given that an increase of just 1 point
is within the measurement error of the instrument (CAPS), this definition
may not reflect actual symptom worsening (for an extended discussion, see
Devilly & Foa, 2001). Second, Tarrier et al. did not include a waiting-list con-
dition; therefore it is not possible to determine whether the rates of “symp-
tom worsening” observed in the imaginal exposure condition represented an
increase, decrease, or no difference from what would have been observed if
treatment had been withheld. Third, the group differences were not appar-
ent on measures of depression and anxiety, areas of psychopathology that
are correlated with PTSD. Finally, the group differences that were found on
the PTSD measure at posttreatment were not found at the follow-up assess-
ment.

Subsequent research has failed to support the safety concerns about
exposure therapy raised by Pitman et al. (1991) and Tarrier et al. (1999).
Taylor et al. (2003) investigated symptom worsening following treatment in
a study comparing a group treated with imaginal plus in vivo exposure to a
group treated with EMDR and a group treated with relaxation training.
Rates of symptoms worsening were uniformly low across all three condi-
tions (0%, 7%, and 7%, respectively). Similarly, Gillespie, Duffy, Hackman,
and Clark (2002) administered a treatment that combined exposure and
CR and found no symptom worsening. Cloitre et al. (2002) investigated
the efficacy of a treatment involving sequentially combined skills training
in affect and interpersonal regulation (STAIR), based on principles of dia-

80 INTERVENTIONS



lectical behavior therapy (DBT; Linehan, 1993), compared with imaginal
exposure, to treat PTSD in female victims of childhood abuse. Applying
the Tarrier et al. definition of “symptom worsening,” Cloitre et al.
reported that 4.5% of patients receiving STAIR/imaginal exposure had
some increase in PTSD severity following treatment, compared to 25% in
the waiting-list group. Although limitations on the design of this study pre-
clude conclusions about whether or not the low rate of symptom worsen-
ing can be attributed to treatment with STAIR prior to administering
exposure, the results do illustrate that treatment with exposure therapy
does not result in symptom worsening.

Cahill, Riggs, Rauch, and Foa (2003b) analyzed data from the Foa et al.
(1999) study of PE versus SIT versus PE/SIT versus waiting list and our
recently completed study comparing PE alone to PE with CR (PE/CR) versus
waiting list (Foa et al., 2002a). Of 162 participants who completed one of the
active treatments, only one (0.6%) showed symptom worsening, defined as
an increase in PTSD severity by 1 or more points on the PTSD Symptom
Scale—Interview (PSS-I), the primary outcome measure. In the waiting-list
condition, 3 out of 39 participants (7.7%) showed symptom worsening.
Cahill et al. (2003b) also investigated symptom worsening on self-report mea-
sures of depression and anxiety. Only 6 out of 159 participants receiving
active treatment (3.8%) showed an increase on depression, compared to 11
out of 36 waiting-list participants (30.6%). For general anxiety, the corre-
sponding numbers were 12 out of 159 active treatment participants (7.5%)
and 13 out of 34 waiting-list participants (38.2%). Combining across mea-
sures, there was a total of 16 out of 159 active treatment participants (10.1%)
who showed worsening on one or more measures, compared to 20 out of 35
waiting-list participants (57.1%). Across the active treatments, rates of symp-
tom worsening on at least one of the three measures were 6.8% for PE alone,
6.8% for PE/CR, 10.5% for SIT alone, and 27.3 for PE/SIT.

In summary, the results from the studies described above suggest that
the rates of symptom worsening associated with exposure treatments are
generally very low and that exposure therapy is not associated with a greater
risk of symptom worsening than other forms of treatment. Indeed, results
from the studies that included waiting-list controls would suggest that, if any-
thing, withholding treatment rather than providing active treatments is asso-
ciated with greater symptom worsening.

Another often-expressed concern is that the emotional distress associ-
ated with exposure therapy leads to high rates of dropout from treatment
(Cloitre et al., 2002). Again, there is no empirical evidence for this concern.
In a recent meta-analytic study, Hembree et al. (2003a) found no difference
in the dropout rates from exposure therapy alone (20.5%), SIT or CT alone
(22.1%), exposure therapy combined with SIT or CT (26.9%) or EMDR
(18.9%), though active treatment did have higher dropout rates than did
control conditions (11.4%). Overall, participants tolerate exposure therapy
at least as well as other forms of CBT.
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SPECIAL CONSIDERATION
IN THE IMPLEMENTATION OF PE

Prolonged or Multiple Traumas

It is not unusual for PTSD patients to report multiple traumatic experiences.
Others report repeated or prolonged traumas in which they experienced
similar assaults on more than one occasion (e.g., multiple assaults at the
hands of an intimate partner; childhood sexual abuse). The presence of mul-
tiple or repeated traumas raises the question of which trauma should be the
target for imaginal exposure. Often therapists ask, “Where do we start?” and
“must we conduct imaginal exposure to all of the events?” The answer to the
second question appears to be “no.” Our clinical experience indicates that
the gains made in response to imaginal exposure and processing of the most
distressing memory (or perhaps the two most distressing memories) general-
izes such that the distress associated with memories of the other events less-
ens without direct exposure exercises. This finding is important because
within a 10- to 12-session treatment program, only two or, at most, three
memories can be submitted to imaginal exposure. Consequently, the thera-
pist and patient need to identify the most distressing traumatic event. In the
case of multiple distinct traumatic events, we ask the client to identify which
of the various events is most upsetting at the present time in terms of
reexperiencing symptoms, or which memory causes the most disruption in
their life. In the case of repeated or prolonged trauma, the therapist needs
to identify a single incident that stands out in the patient’s memory as the
worst, as judged by the degree of intrusive thoughts, flashbacks, or night-
mares. The specific memory with which treatment begins is selected by a
consensus between the client and the therapist. If memories that are not tar-
geted with exposure continue to prompt distress, additional imaginal expo-
sure to these memories will need to be conducted.

Avoidance

In the overall rationale for PE provided in first treatment session, avoidance
is described as a major factor in maintaining posttrauma disturbances, with
exposure exercises designed to counter it. This rationale makes sense to cli-
ents who can identify many situations that they have been avoiding, and they
realize that avoidance prevents them from finding out that these situations
are not inherently dangerous. Nonetheless, avoidance is probably the most
common impediment to compliance with PE treatment. When avoidance
hinders exposure exercises, the therapist should validate the client’s fear and
urge to avoid but, at the same time, remind him or her that although avoid-
ance reduces anxiety in the short term, in the long run it serves to maintain
it. In other words, the therapist should review the rationale for treatment to
help the patient overcome his or her avoidance.
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It is not unusual for patients’ avoidance to intensify several sessions into
treatment, when they have to confront their most distressing memories and
most feared situations. Some patients may have experienced benefits from
PE, but their remaining symptoms may lead them to question the efficacy of
the treatment. Others may actually feel worse than they did when they
entered treatment, although such exacerbations are temporary, do not result
in significant dropout from treatment, and are not predictive of worse out-
come (Foa et al., 2002b). For those patients, reiterating the rationale,
although important, may not be sufficient to overcome the tendency to
avoid. In these cases it can be helpful to review the reasons that the patient
sought treatment for PTSD in the first place (i.e., the many ways in which
PTSD interferes with life satisfaction) and to review the progress that he or
she has already made. Therapists should reinforce patients for efforts that
they do make toward completing the exposure exercises. Addressing the
negative consequence of avoidance and at the same time validating the cli-
ent’s fear of, and concerns about, exposure will help him or her to renew the
struggle against avoidance.

The therapist may also find it helpful to examine possible obstacles that
prevent the patient from completing the exposure exercises and provide
encouragement to overcome them. It may be necessary to modify the in vivo
hierarchy and introduce a more gradual progression. Alternatively, specific
in vivo exercises may need to be modified in a way that will help the patient
to complete them. For example, a client who finds it difficult to complete an
exposure exercise of shopping at a mall because of transportation limitations
may substitute this exercise with an exposure to crowds (the actual feared sit-
uation) at a more convenient location. Similarly, there may be practical prob-
lems in completing imaginal homework exercises (e.g., no place with privacy
in which to listen to tapes). The therapist should work with clients to identify
such problems so that they do not become easy excuses for not completing
the exercise.

Anger

It has been our clinical impression that the experience and expression of
intense anger during imaginal exposure may interfere with the emotional
processing of fear and thereby limit reductions in PTSD symptoms. In sup-
port of this impression, Foa, Riggs, Massie, and Yarczower (1995) found that
high levels of anger prior to treatment are associated with less fear arousal
during imaginal exposure, which in turn is associated with poorer outcome.
Therefore, to optimize the gains from PE it is important for the client to
focus his or her attention and narrative on the fear- rather than the anger-
eliciting aspects of the event. However, it is also important to validate the
survivor’s anger. When a client focuses primarily on anger, we first validate
these feeling as an appropriate response to trauma and as a symptom of
PTSD. We then explain that the focus on anger may prevent him or her from
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fully engaging the fear associated with the traumatic memory, although it
may be less distressing to feel angry than to feel frightened. Indeed, some
therapists have suggested that anger serves as a way of avoiding the fear asso-
ciated with the memory. In most cases, clients agree readily with this obser-
vation and are able to refocus on the fear-related aspects of the memory.
This shift can be further reinforced by reviewing the treatment rationale and
explaining the importance of focusing on fear and anxiety. Support for the
value of shifting away from anger and maintaining the focus of treatment on
anxiety is provided by Cahill, Rauch, Hembree, and Foa (2003a), who found
that treatments that targeted PTSD also resulted in a significant reduction in
anger. The effect of PTSD treatment on anger was particularly notable
among patients with extremely high anger scores prior to treatment. Anger
scores at posttreatment did not differ between patients who started treat-
ment with extremely high levels of anger and those who did not. Moreover,
average posttreatment anger scores in both groups of patients were within
the “normal” range, based on the normative sample.

Maintaining the Focus of Treatment on PTSD

Clients with chronic PTSD often face multiple life stressors that lead to
impaired general functioning. In addition, individuals with chronic PTSD
often have comorbid psychiatric and medical problems (e.g., Davidson,
Hughes, Blazer, & George, 1991; Kessler et al., 1995). Therefore, crises dur-
ing treatment are not unusual, especially if early or multiple traumatic expe-
riences have interfered with the development of healthy coping skills. Poorly
modulated affect, self-destructive impulse-control problems (e.g., alcohol
binges, substance abuse, risky behaviors), numerous conflicts with family
members or others, and severe depression with suicidal ideation are com-
mon comorbid conditions with PTSD. These problems require attention but
can potentially disrupt the focus on treatment of PTSD. If careful pretreat-
ment assessment has determined that chronic PTSD is the client’s primary
problem, our goal is to maintain the focus on PTSD with periodic reassess-
ment of other problem areas, as needed.

If the client’s mood or behavior raises concern about his or her personal
safety or the safety of others, the need to focus on this issue and reduce the
imminent risk may require temporary cessation of PE. However, if a crisis
does not include imminent risk, the therapist should explain to the client
that completing the treatment, and thereby decreasing PTSD symptoms and
other problems, is likely the best course of action. When appropriate, the
therapist may point out the links between the external crisis and the PTSD
symptoms and help the patient realize that these situations will improve as
the client’s ability to manage distress improves and PTSD symptoms
decrease. In maintaining the focus of therapy on PTSD symptoms, the thera-
pist should remind the client of the overall goal (i.e., to recover from PTSD),
but should not discount the significance of the more immediate crisis. It is
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also helpful to put the crisis and therapy into chronological perspective.
Reminding the client that treatment is brief (9–12 sessions) and determining
whether the crisis truly needs to be dealt with prior to the end of treatment
(e.g., for safety purposes) can serve to bring the focus back to the goals of
treatment. By reaching an agreement at the beginning of the program that
crises should be addressed but that the focus of treatment must remain on
the PTSD, the therapist will be better able to refocus the client when the
need arises.

DISSEMINATION OF PE FOR PTSD

Despite the demonstrated efficacy of PE and other exposure therapies for
PTSD, clinicians have been slow to adopt the techniques into their practice.
Becker, Zayfert, and Anderson (2004) surveyed a large sample of psycholo-
gists about whether they treated patients with PTSD and, if so, whether they
were trained in the use of imaginal exposure and whether they used it with
their patients. Although 63% of the sample reported having treated more
than 11 patients with PTSD, only 27% of the sample were trained in the use
of imaginal exposure for PTSD and even fewer (9%) reported regularly using
imaginal exposure with their patients suffering from PTSD. Thus few thera-
pists who see patients with PTSD are trained in the use of exposure therapy,
and even fewer use it. What are the reasons for this low utilization rate?

Becker et al. (2004) found that the commonest reason for not using
exposure therapy to treat PTSD was lack of training (60%). The next two
commonest reasons were resistance to using manualized treatments (25%)
and fears that patients would decompensate from the treatment (22%). As
discussed above, although safety concerns have been raised, there is no
empirical support for the conclusion that PE carries increased risk compared
to other CBT treatments for PTSD or, more importantly, compared to the
risk of withholding or delaying treatment. We have been aware of the limita-
tions in adoption of PE resulting from the lack of training opportunities and
clinicians’ negative attitudes toward manualized treatments and have made
several efforts to address these problems.

Over the last several years we have trained many professionals from vari-
ous disciplines in workshops lasting from 2 hours to 5 days. Clinicians com-
monly report that they are attracted by the efficacy and efficiency of expo-
sure therapy and are interested in using it with patients who have PTSD.
However, they are also worried about being able to properly implement it
without further assistance, and we strongly believe that few of these clini-
cians actually end up using PE in their practices. Although an extended
workshop (e.g., 3–5 days) may be adequate for training clinicians who have a
background in CBT and experience in utilizing exposure therapy with other
disorders (e.g., phobias, panic disorder, obsessive–compulsive disorder),
therapists trained in other models of psychotherapy (e.g., psychodynamic,
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Rogerian) may find that applying PE requires them to think about and work
with patients in an entirely new way. PE, like other CBT treatment programs,
differs from traditional therapies in several important ways. For example,
CBT programs focus on reducing specific symptoms, whereas other types of
therapies may focus on processes such as the therapist–patient relationship
or seek to understand the historical causes of the problems. These tradi-
tional therapies are often less structured, and the agenda is driven by what
the patient wants to talk about from session to session. By contrast, the CBT
therapist exerts a major influence in each therapy session because many CBT
programs, including PE, follow detailed protocols that specify the content
and the techniques to be utilized in each session. Thus non-CBT therapists
need to learn not only the specifics of how to conduct imaginal and in vivo
exposure, but also how to take an active role in setting the therapeutic
agenda, keeping the focus of treatment on PTSD, instructing patients in
doing home exercises, and so on.

Based on our own work and a review of the literature, two dissemina-
tion models have emerged. In the first model experts provide intensive train-
ing as well as continued supervision of the therapists who administer the
treatment. In the second model experts provide the intensive initial training
of the therapists, but ongoing supervision of the therapists and initial train-
ing new therapists are provided by local supervisors who consult with the
experts but, over time, become experts themselves.

Model I: Intensive Initial Training of Therapists
Plus Ongoing Expert Supervision

As described above, we recently completed a study (Foa et al., 2002a) in
which we trained community-based clinicians to use PE to treat rape survi-
vors with PTSD. In this 6-year study we trained therapists with master’s
degrees in social work or counseling, using a training model in which an ini-
tial workshop was followed with ongoing supervision provided by expert PE
therapists. All of the community therapists had substantial experience in
working with survivors of sexual assault, but none of them had prior training
in CBT, nor had they any experience with conducting research or delivering
manualized interventions. Indeed, some of them expressed reservations
about the ethics of doing research with rape victims and were initially reluc-
tant to use manualized treatments with their patients. Of note, they were not
opposed to using exposure therapy with rape survivors and readily accepted
the idea that confronting painful memories, images, and feelings promotes
healing.

In the first step of dissemination, Center for the Treatment and Study
of Anxiety (CTSA) experts provided the community therapists with a 5-day
intensive workshop that included an introduction to the theory and efficacy
data supporting the use of PE in the treatment of PTSD as well as instruction
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in the administration of PE techniques. Much of the time was spent teaching
and practicing how to deliver the overall rationale for the treatment, ratio-
nales for imaginal and in vivo exposure, and how to implement the two
forms of exposure. Additional time was allocated to discussing ways to man-
age patients who present with too little or too much emotional engagement
while completing imaginal exposure exercises. Training included detailed
instructions of “how to do it,” watching excerpts from videotapes of expert
therapists demonstrating each aspect of PE, and role plays in small groups.
Intensive training was devoted to cognitive restructuring (CR), conducted by
Dr. David M. Clark of Oxford, England, and the CTSA experts. This training
in how to implement CR was tailored to working with trauma survivors and
began with a detailed theoretical presentation of the profound impact trau-
ma has on survivors’ thoughts and beliefs about the self, others, and the
world.

After the initial training, each therapist then completed at least two
training cases under supervision by a CTSA supervisor. Supervision con-
sisted of weekly 3-hour meetings on the premises of the community sites. All
therapists working in the study attended the supervision sessions, in which
each ongoing case was discussed and videotapes of that week’s therapy ses-
sions were viewed. For the first 2 years of the study, the CTSA experts con-
ducted 2-day booster workshops every 6 months, in which therapists from
both the community clinic and the CTSA presented cases and videotapes of
therapy sessions. Throughout the 6-year study, CTSA supervisors continued
to provide weekly supervision to the therapists.

Participants were recruited through the CTSA and the community
agency and were randomly assigned to PE, PE/CR, or waiting-list (WL) con-
ditions at each location. Like the community therapists, CTSA therapists par-
ticipated in weekly supervision meetings that included discussion about
ongoing cases and the viewing of videotapes of therapy sessions. Indeed, the
supervision established at the community agency was modeled after our stan-
dard supervision practices at the CTSA. As noted in the section on the effi-
cacy of PE, the results from this study revealed that both treatments resulted
in greater reductions in symptoms of PTSD, anxiety, and depression than
the WL condition and that both treatments were equally effective. More
importantly, no differences in treatment outcome were found between
patients who were treated at the CTSA and those who were treated at the
community agency. We are currently conducting additional dissemination
studies to determine how well community therapists can continue to use PE
as expert supervision is withdrawn.

Currently, a multisite study comparing PE to present-centered therapy
(PCT) is being conducted within the Cooperative Studies Program of the
Veterans Administration (Principal investigators: Paula P. Schnurr, PhD;
Matthew J. Friedman, MD, PhD; and Charles C. Engel, MD, MPH) that uti-
lizes a similar training model. Therapists were initially trained at an inten-
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sive 5-day workshop structured like that of the Foa et al. (2002a) study.
Therapists then completed an average of two training cases under weekly
expert supervision before treating actual study cases, also under expert
supervision. Because therapists in this study are located throughout the
United States, supervision was conducted long distance rather than in per-
son. Supervisors viewed videotapes and provided written feedback and
individual telephone consultation on a weekly basis. No data are yet avail-
able on the outcome of this study, but supervisors report that most of the
therapists trained to conduct PE are doing an excellent job. However, it is
important to note that most of the therapists and supervisors agreed that
ongoing supervision was important for the therapists to feel comfortable
with the techniques.

In another application of this model, several members of the CTSA con-
ducted a 4-day workshop to train a group of New York City therapists in the
use of PE for individuals suffering significant symptoms of PTSD after the
September 11 attacks on the World Trade Center. In collaboration with the
Mount Sinai School of Medicine, the efficacy of a brief course of PE (four
sessions) was compared to that of supportive counseling. The therapy ses-
sions were video- or audiotaped and supervisors from the CTSA reviewed
each tape and provided therapists with weekly supervision through tele-
phone calls and frequent trips (every 2 or 3 weeks) to New York for direct
group supervision, in which videotapes of therapy sessions were viewed and
discussed. Although data analyses have not been completed, the supervisors
indicated that therapists were able to conduct PE appropriately with trauma
survivors and that both brief interventions seemed to be quite effective in
alleviating PSTD and depression.

In summary, the existing evidence suggests that, for PE, a dissemination
model that includes an intensive workshop over several days and ongoing
supervision by experts can be quite effective. Indeed, it has been heartening
to witness the natural ripple effect that our work has had in the Philadelphia
rape-treatment community. Based on the study of PE versus PE/CR, PE has
been adopted as one of the primary treatment interventions for survivors of
rape and childhood sexual abuse at the collaborating clinic. Moreover, the
therapists who were originally trained by CTSA clinicians for that study are
now training other community clinicians in the use of PE. These trained
therapists also took the initiative to have the PE manual translated into Span-
ish and then used the translated manual to train local Latino community
therapists so that Spanish-speaking clients could also benefit from this treat-
ment. Similarly, our experience training VA therapists in the ongoing study
is that once therapists become familiar and comfortable with PE, they begin
to use the techniques with traumatized patients who are not in the research
protocol. Although it has been gratifying to see how therapists in these stud-
ies have enthusiastically adopted PE, this method of dissemination can be
expensive because of the intensive, ongoing expert supervision that is
involved.

88 INTERVENTIONS



Model II: Intensive Initial Training of Therapists
Plus Local Supervision

A second model of treatment dissemination aims to reduce the involvement
of external experts by creating local expertise. In this model community cli-
nicians train in expert clinics for various lengths of time with the expectation
that they will go back to their communities to train and supervise local clini-
cians in the delivery of PE. At the same time, experts provide workshops to
introduce PE techniques to broader groups of community therapists, who
then acquire supervision from the local experts. To our knowledge, no sys-
tematic evaluation of this dissemination approach has been conducted.

An example of dissemination conducted using this model is a series of
efforts made by clinicians at the CTSA over the last several years to train
therapists in Israel to deliver PE. CTSA experts have delivered 3- to 5-day
workshops on PE to clinicians in Israel whose work focuses on trauma-
related distress and PTSD. A number of the clinicians who have attended
these workshops have traveled to the United States for additional training
(lasting 2–3 weeks) at the CTSA, focused on the observation of experts using
PE and acquisition of experience in supervising therapists in the use of PE.
Subsequently, supervision groups have formed in Israel led by one or more
of the clinicians who received the additional training at the CTSA. The
supervision groups meet regularly, viewing tapes and discussing patients’
treatment plans and progress. Although we remain available for consultation
to the supervisors on an as-needed basis, our involvement as consultants at
this point has been very limited.

Although there has not been a systematic examination of the efficacy of
these dissemination efforts, results from the first 10 patients treated in one
of the supervision groups were presented at the Annual Meeting of the
Israeli Psychiatric Association (Nacasch et al., 2003). All patients were male;
most had chronic combat-related PTSD, some of them suffering from PTSD
symptoms for 30 years, despite years of psychiatric treatment that had pro-
duced no or little improvement. After 10–12 sessions of PE, the mean reduc-
tion of symptoms was 58%. The outcome was quite impressive and is compa-
rable to that of our clinic and at community clinics where we have provided
direct supervision. Thus, although our experience with this second dissemi-
nation method is more limited, preliminary results suggest that PE can be
successfully disseminated using local supervisors.

CONCLUSION

Working with clients who have chronic PTSD can be extremely rewarding
for therapists. The availability of effective treatments for PTSD, including
PE, allows mental health professionals to positively impact the disrupted
lives of sufferers in a short period of time. As would be expected given the
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prominent role of fear and anxiety in the presentation of PTSD, treatments
based on the principles of exposure therapy have proven particularly effec-
tive and efficient at treating PTSD, as they have with other anxiety disorders.
However, PTSD symptoms themselves and comorbid disorders may hinder
some clients’ ability to engage in, and benefit from, the therapy. It is com-
mon for clients with PTSD to attend therapy irregularly, to drop out prema-
turely, or to take long, unofficial breaks from treatment. Many struggle with
avoidance and are reluctant to complete exposure exercises. Other clients
may have difficulty tolerating anxiety or engaging the traumatic memory.

A strong, collaborative, therapeutic relationship is essential to help cli-
ents overcome these hurdles. Therapists must utilize their basic clinical skills,
particularly empathic, active listening, to foster such a relationship. Further-
more, specific aspects of the PE protocol, such as ensuring the client’s under-
standing of what is being done and why by explaining the techniques and
sharing the rationale for each one, are designed to further this collaborative
relationship. Beyond simply needing a collaborative relationship in which to
conduct PE, the treatment requires joint decision making by the therapist
and client about treatment focus, pace, and homework assignments. Helping
the client to be and feel in control of this process is imperative and can itself
be therapeutic, because many clients with PTSD feel out of control of most
of their lives—even (or especially) their own thoughts, feelings, and behavior.
In addition to facilitating a collaborative relationship in the treatment pro-
gram, the PE therapist should express confidence in the client’s ability to
recover and should actively praise the client’s effort, courage, and coping
resources.

Numerous studies have shown PE to be effective in treating PTSD in
survivors of a variety of traumatic events. Further, when directly compared,
PE produces reductions in PTSD at least as large as other CBT treatments,
and adding other CBT techniques to PE appears to produce little additional
gain to that achieved with PE alone. Despite the overwhelming empirical
support for PE, there has been some hesitancy among practitioners to adopt
this approach to treating PTSD. Some of this reticence arises from concerns
about the safety of PE—concerns that have arisen without substantial evi-
dence. In addition, efforts to disseminate PE have been slow to manifest.
However, all evidence available to date support the conclusion that PE can
be successfully disseminated to practitioners in the field.
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The increased media attention on posttraumatic stress disorder (PTSD) in
recent years has highlighted both the scientific advances in this area and
remaining questions about the pathology and treatment of PTSD. Among
psychotherapeutic interventions, several cognitive-behavioral strategies have
demonstrated efficacy (e.g., van Etten & Taylor, 1998). Commonly used cog-
nitive-behavioral therapy (CBT) protocols include, but are not limited to,
cognitive processing therapy (CPT; Resick & Schnicke, 1993), prolonged
exposure (PE; Foa, Rothbaum, Riggs, & Murdock, 1991b; Foa et al., 1999a),
and stress inoculation training (SIT; Foa et al., 1991b, 1999a). However, the
mechanisms of action in these treatments are not well understood. The rela-
tive contributions of cognitive versus behavioral components of treatment
have only begun to be explored. Further, the heterogeneity of strategies
included under the rubric of “cognitive therapy” often makes it difficult to
evaluate the relative utility of this approach. In this chapter we provide an
overview of cognitive theories and highlight examples of good clinical prac-
tice with one type of cognitive intervention, CPT.

COGNITIVE MODELS OF PTSD

Information-processing theory has been widely used to understand the
development and maintenance of anxiety disorders, including PTSD (Lang,
1979, 1985). This theory suggests that emotions, such as fear, are encoded in
memory in the form of networks, where representations of anxiety-provok-
ing events are stored. Fear networks are hypothesized to contain three
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important types of information: (1) information about the feared stimuli or
situation; (2) information about the person’s response to the feared stimuli
or situation; and (3) information about the meaning of the feared stimuli
and the consequent response. Foa and Kozak (1986) posited that the fear
networks of individuals with PTSD differ from the fear networks of individu-
als with other anxiety disorders in three ways. First, the fear network of indi-
viduals with PTSD is larger because it contains a greater number of errone-
ous or inaccurate connections between stimulus, response, and meaning
elements. Second, the network is more easily activated by stimulus, response,
or meaning elements. Third, the affective and physiological response ele-
ments of the networks are more intense. Accordingly, for individuals with
PTSD, stimuli reminiscent of the traumatic experience activate the fear net-
work and prompt states of high sympathetic arousal (e.g., increased heart
rate and blood pressure, sweating, muscle tension), retrieval of fear-related
memories (e.g., intrusive memories, dissociative flashbacks), intense feelings
of fear and anxiety, and fear-related behavioral acts (e.g., avoidance or
escape behaviors, hypervigilant behaviors).

Chemtob, Roitblat, Hamada, Carlson, and Twentyman’s (1988) hierar-
chical cognitive action theory extended information-processing theory by
proposing that for individuals with PTSD, these fear networks (or “threat-
response structures”) are at least weakly activated at all times, guiding their
interpretation of ambiguous events as potentially dangerous. More recently,
Ehlers and Clark (2000) proposed a cognitive model of the persistence of
PTSD that can also be viewed as an extension of earlier information-process-
ing theories. This cognitive model suggests that PTSD becomes chronic
when traumatized individuals appraise the traumatic event or its sequelae in
a way that leads to a sense of serious, current threat (e.g., “Nowhere is safe”;
“If I think about the trauma, I will go mad”). A second factor proposed by
this model as causally related to the persistence of PTSD are changes in auto-
biographical memory similar to those proposed by earlier information-pro-
cessing theorists (e.g., strong associations between stimulus and response
elements in memory; low thresholds for priming memories associated with
the traumatic event).

Although these information-processing theories emphasize the role of
fear in the development and maintenance of PTSD, empirical evidence sug-
gests that many PTSD symptoms, including intrusive memories and behav-
ioral avoidance, may be prompted by other strong emotion states. For exam-
ple, in a longitudinal investigation of crime victims, Brewin, Andrews, and
Rose (2000) found that, in addition to fear, emotional responses of helpless-
ness and horror experienced within 1 month of the crime were predictive of
PTSD status 6 months later. Further, emotions of shame and anger pre-
dicted later PTSD status, even after controlling for intense emotions of fear,
helplessness, and horror. Similarly, Pitman, Orr, Forgue, Altman, de Jong,
and Herz (1990) found that combat veterans with PTSD who listened to indi-
vidualized traumatic scripts reported experiencing a range of emotions
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other than fear. In fact, veterans with PTSD were no more likely to report
experiencing fear than other emotions.

The range of emotional reactions evident in individuals with PTSD sug-
gests the need for a theory of PTSD that includes factors other than purely
fear-based information processing. Several social-cognitive theories have
been proposed to explain the wide range of emotional reactions reported by
victims of traumatic events. Social-cognitive models suggest that traumatic
events can dramatically alter basic beliefs about the world, the self, and other
people. Accordingly, these models tend to focus on the process by which
trauma survivors integrate traumatic events into their overall conceptual sys-
tems, or schemas, either by assimilating the information into existing
schemas or by altering existing schemas to accommodate the new informa-
tion (Hollon & Garber, 1988). For example, Janoff-Bulman (1992) focused
primarily on three major assumptions that may be shattered in the face of a
traumatic event: (1) personal invulnerability, (2) the world as a meaningful
and predictable place, and (3) the self as positive or worthy. Although it has
been demonstrated that trauma victims have significantly more negative
beliefs in these realms than nonvictims (Janoff-Bulman, 1992), this “shat-
tered assumptions” theory does not account for the increased level of PTSD
symptomatology observed in individuals with a history of traumatic events
prior to the index trauma (e.g., Nishith, Mechanic, & Resick, 2000), individu-
als whose assumptions presumably had already been shattered. A second
schema-based social-cognitive model (McCann, Sakheim, & Abrahamson,
1988) proposed five major dimensions that may be disrupted by traumatic
victimization: safety, trust, power, esteem, and intimacy. McCann and col-
leagues hypothesize that for each of these dimensions, schemas may be dis-
rupted either in relation to the self or to others. This theory suggests that dif-
ficulties with psychological adaptation following a traumatic event may result
if previously positive schemas are disrupted by the experience or if previous
negative schemas are seemingly confirmed by the experience.

In an attempt to reconcile the information-processing theories with the
social-cognitive theories of PTSD, Brewin, Dalgleish and Joseph (1996) pro-
posed a dual representation theory of PTSD. This theory suggests that mem-
ories of a traumatic experience are stored in two ways. Some memories of
the experience are referred to as “verbally accessible” memories. This term
denotes information the individual attended to before, during, and after the
traumatic event (e.g., response and meaning elements) that received suffi-
cient conscious processing to be transferred to long-term memory. In theory
this information can be deliberately retrieved from memory. Other memo-
ries are referred to as “situationally accessed” memories. These memories
contain extensive nonconscious information about the traumatic event that
cannot be deliberately accessed or easily altered. Dual representation theory
also proposes two types of emotional reactions: primary emotions condi-
tioned during the traumatic event (e.g., fear) and secondary emotions that
result from the meaning of the traumatic event (e.g., anger, shame, sadness).
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Brewin and colleagues suggest that successful emotional processing of a trau-
matic event (i.e., “completion/integration”) requires the activation of both
the verbally accessible memories and the situationally accessed memories.
During activation of these memory components, resolution of schema con-
flicts can occur through a conscious search for meaning.

As an extension of these cognitive theories of PTSD, cognitive therapies
for PTSD are designed to address cognitive variables as factors that contrib-
ute to the development or persistence of PTSD. It is important to note that
cognitive therapy is an umbrella term that captures a variety of strategies
that are derived from a rich theoretical literature, not simply an added skill
included in an otherwise complete treatment. The conceptualization behind
these interventions is that an approach that elicits memories of the traumatic
event and then directly confronts maladaptive beliefs, faulty attributions,
and inaccurate expectations may be more effective than exposure therapy
alone. Although imaginal exposure activates the memory structure of the
traumatic event and facilitates habituation, it does not provide explicit direc-
tion in correcting misattributions or other maladaptive beliefs. Thus, cogni-
tive behavioral therapies for PTSD often supplement exposure with some
type of cognitive intervention, most often cognitive restructuring. The tech-
nique of cognitive restructuring involves identifying and challenging
thoughts that are maladaptive in specific situations. This type of cognitive
restructuring is often more present-centered, focusing on “here-and-now”
cognitions that impact mood and functioning. In contrast, other types of
cognitive interventions may address more general trauma-focused themes,
rather than challenging only those thoughts that occur in specific situations.
These interventions may examine the traumatic event itself or beliefs about
the event. Alternatively, these interventions may address meaning elements
of the traumatic events (e.g., tying the event into the meaning of other life
events) or underlying dimensions that the trauma impacts (e.g., safety, trust,
power, esteem, and intimacy). Further, cognitive therapies can also expand
the range of emotion states (beyond fear) that can be targeted in treatment.
The inclusion of other emotion states in treatment, including shame, anger,
and helplessness, is essential due to their implication in the development
and persistence of PTSD.

ASSESSMENT OF COGNITIONS

An extensive review of potential measurements to use to assess cognitions is
beyond the scope of this chapter. However, a few measures deserve mention
for those readers who are seeking appropriate assessment instruments that
are sensitive to changes in cognition anticipated over the course of treat-
ment. Among the commonly used measures of cognition are the Trauma
and Attachment Belief Scale (TABS; Pearlman, 2003), the Personal Beliefs
and Reactions Scale (PBRS; Mechanic & Resick, 1993), the World Assump-
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tions Scale (WAS; Janoff-Bulman, 1989), and the Posttraumatic Cognitions
Inventory (PTCI; Foa, Ehlers, Clark, Tolin, & Orsillo, 1999b).

The TABS is an 84-item measure that identifies disruption in several
dimensions that impact interpersonal relationships, including Safety, Trust,
Esteem, Intimacy, and Control. Similarly, the PBRS is a 55-item measure
developed for use with sexual assault survivors to assess eight dimensions of
Safety, Trust, Power, Esteem, Intimacy, Negative Rape Beliefs, Self-Blame,
and Undoing (i.e., trying to deny or alter the event as a method of assimila-
tion). Three subscales of the PBRS are predictive of intrusive symptoms of
PTSD (Self-Blame, Undoing, and Safety), whereas four scales were predictive
of avoidant symptoms of PTSD (Trust, Self-Blame, Undoing, Intimacy), and
two scales were predictive of arousal symptoms (Power, Safety; Mechanic &
Resick, 1993). The WAS is a 32-item measure that evaluates eight categories
of personal beliefs, including Benevolence of the World, Benevolence of
People, Justice, Controllability of Life Events, Randomness of Life Events,
Self-Worth, Self-Control, and Personal Luck. Three of these subscales appear
to discriminate between trauma survivors and nontrauma survivors (Self-
Worth, Randomness of Life Events, and Benevolence of the World; Janoff-
Bulman, 1989). Finally, the PTCI is a 36-item measure that assesses three
cognitive factors: Negative Cognitions about Self, Negative Cognitions about
the World, and Self-Blame. This measure has also demonstrated an ability to
discriminate between clients with and without PTSD (Foa et al., 1999b).
Thus there are ample measures available to assess the trauma-related
cognitions that are frequently targeted by cognitive interventions.

OVERVIEW OF CPT

CPT was adapted from basic cognitive techniques explicated by Beck and
Emery (1985) and was originally developed for use with rape and crime vic-
tims. The first goal of CPT is to address emotions other than fear in clients
with PTSD (Resick & Schnicke, 1992). Other strong emotions such as anger,
humiliation, shame, and sadness can often result from traumatic events and
can also potentially be addressed through exposure. However, it is not
assumed that all emotions can be addressed through exposure alone. For
example, emotions that are the product of distorted thinking (e.g., guilt and
shame stemming from thoughts such as “I should have prevented the event”)
may not necessarily habituate and therefore may require direct intervention
into the meaning elements as an important component of therapy. Thus a
second goal of CPT addresses the content of the meaning elements of the
traumatic memory. A final goal is to examine the level of accommodation
that has been made for the traumatic memory in relationship to more gen-
eral schemas regarding one’s self and the world (Resick & Schnicke, 1992,
1993). Drawing on the work of cognitive and constructivist theorists, Resick
and Schnicke proposed that beliefs about the traumatic event might become
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distorted (assimilation) in the victim’s attempt to maintain old beliefs and
schemas about one’s self and the world. Although accommodation of the
new event into the person’s memory and beliefs is desirable,
overaccommodation (overgeneralization) may lead to extreme distortions
about the safety or trustworthiness of others and/or overly harsh judgments
about one’s self. Thus a primary goal of this therapy is to develop an appro-
priate balance in the level of accommodation for the traumatic memory.

A main element of the CPT process is the therapist’s coaching and fol-
lowing through with the client in filling out the following forms: the Impact
Statement, ABC Sheets (which breaks down the following causal series:
event, thought, and resulting feeling), the Challenging Questions Sheet, the
Faulty Thinking Patterns Sheet, and the Challenging Beliefs Worksheet.
Resick and Schnicke codified the CPT process into a 12-step course of ther-
apy, the outlines of which we present below in the form of a case study, and
which integrates the use of these forms. (For the original, blank versions of
these forms, and more detailed instructions on their use, refer to Resick &
Schnicke, 1993.)

The initial session of CPT is a psychoeducational one in which the symp-
toms of PTSD are explained within a framework of information-processing
theory. After this initial session clients are asked to write the Impact State-
ment describing what the traumatic event means to them as well as their
beliefs about why the event happened. The statement is reviewed in session
two with an eye toward identifying problematic beliefs and cognitions
(“stuck points”). In this way therapists help clients examine whether the trau-
ma appeared to disrupt or confirm previously held beliefs. Further, thera-
pists begin to examine if clients have overaccommodated the traumatic event
in their general beliefs about themselves and the world. This initial psycho-
education provides a basis for the remainder of therapy, in which clients are
taught to challenge their self-statements and to modify their extreme beliefs
to bring them into balance.

The next two sessions of therapy include exposure to the traumatic
memory with a focus on feelings, beliefs, and thoughts that are associated
with the traumatic event. Clients are asked to write an account of the event,
including thoughts, feelings, and sensory details. Clients read the account to
the therapist and reread it daily outside the sessions. After rewriting the
account, the therapy moves into the cognitive challenging phase. Using a
Socratic style of therapy (i.e., using questions to lead clients to understand
their reasoning processes and beliefs), therapists teach clients to ask ques-
tions about their assumptions and self-statements in order to begin challeng-
ing them. Examples of Socratic questions that lead clients to question their
longstanding assumptions might be “I don’t understand how it’s your fault.
How could you have known that it was going to happen?” or “You have said
that you should have done something to stop it. What were the options you
considered at the time?” Often clients have not thought through the likely
outcomes of alternative actions or have fantasies that something they imag-
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ine now would have worked at the time. At that point the therapist might
ask, “But isn’t it possible that you made the best decision under the circum-
stances and that the other options would have led to a worse outcome?”

The early stages of the cognitive therapy typically focus on the client’s
self-blame and his or her attempts to undo the event after the fact (assimila-
tion). In the final five sessions the therapy progresses systematically through
the common dimensions of cognitive disruption: safety, trust, control,
esteem, and intimacy. Overaccommodated beliefs in these dimensions are
challenged, in regard to both self and others. Table 5.1 summarizes the 12
sessions of CPT.

A CASE EXAMPLE ILLUSTRATING COMMON OBSTACLES

Sam was a 34-year-old unemployed European American male with a college
education. He had a long history of alcohol and drug abuse, starting with his
first drink at the age of 8. In addition, Sam had an extensive history of being
physically and sexually assaulted. At the time he sought treatment, he had
already been abstinent from alcohol and drugs for 6 months, due to a previ-
ous traumatic incident. Thus, at his initial assessment, Sam met criteria for
PTSD, major depressive disorder, and polysubstance dependence in early
full remission. The index event that brought him into treatment this time
was a more recent assault, which included a sexual assault. The CPT treat-
ment then began, and during the first session, the therapist explained the
symptoms of PTSD, gave a rationale for treatment, described the course of
the therapy, and explained the first homework assignment, which was to
write an Impact Statement about the meaning of the index assault.

When the rationale for treatment was presented, particular emphasis
was placed on the importance of Sam not using alcohol or drugs during the
course of therapy; this was characterized as an avoidance strategy that could
shut down emotions that might emerge in therapy. Further, Sam and his
therapist discussed the role of substances in increasing his risk for
revictimization. In particular, Sam recognized that when he had used sub-
stances in the past, he would seek out environments that happened to be
high crime areas. Sam also acknowledged that when using substances, his
ability to extricate himself from dangerous situations or defend himself was
reduced. The therapist emphasized that using substances did not cause the
traumatic event, and Sam was not to blame for the event, but intoxication
may have reduced his ability to escape from the situation. Throughout the
course of treatment, the therapist monitored whether Sam had any urges to
drink or use drugs. He expressed determination to stay off of substances and
insisted that he could do the exposure work of the therapy without relapsing.

Over the course of the first session, it became clear that the identified
index trauma might not have been a criterion A stressor and therefore might
not be the most appropriate focus for treatment. In CPT (as well as PE),
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TABLE 5.1. CPT Session by Session

Session 1: Introduction and education
1. Explain the symptoms of PTSD in terms of cognitive-behavioral theory
2. Five-minute account of the trauma (the worst one identified)
3. Treatment rationale
4. Provide overview of treatment
5. Homework:

Write an Impact Statement

Session 2: The meaning of the event
1. Review concepts from the first session
2. Have the client read the Impact Statement; begin to identify stuck points
3. Discuss the meaning of the Impact Statement
4. Identify

a. Assimilation (changing memories to fit beliefs)
b. Overaccommodation (overgeneralizing beliefs as a result of memories)
c. Accommodation (changing beliefs to incorporate the trauma)

5. Help identify and see the connections among events, thoughts, and feelings
6. Introduce the ABC Sheet (Figure 5.1, p. xxx), to help client with this phase
7. Fill out one ABC Sheet together
8. Homework:

Complete ABC Sheets to become aware of connection between events,
thoughts, feelings, and behavior

Session 3: Identification of thoughts and feelings
1. Review the ABC Sheets, further differentiating between thoughts and feelings

a. Label thoughts versus emotions
b. Recognize that changing thoughts can change the intensity of types of feelings
c. Begin challenging self-blame and guilt with Socratic questions

2. Discuss the ABC Sheet related to trauma (orally, if client has not completed it)
3. Challenge stuck points of self-blame using Socratic questions
4. Homework:

a. Write a Trauma Account, with sensory details, and read daily
b. Complete ABC Sheets daily

Session 4: Remembering the trauma
1. Have the client read the Trauma Account aloud; encourage affect
2. Identify stuck points
3. Challenge stuck points of self-blame and other forms of assimilation using

Socratic questions
4. Homework:

a. Rewrite the Trauma Account
b. Complete ABC Sheets daily

cont.
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TABLE 5.1. cont.

Session 5: Identification of stuck points
1. Read the second Trauma Account aloud; discuss new details that emerge
2. Involve client in challenging assumptions and conclusions that the client has

made after processing affect, with particular focus on self-blame and other
forms of assimilation

3. Introduce the Challenging Questions Sheet (Figure 5.2, p. xxx), to help client
challenge stuck points

4. Homework:
Challenge at least one stuck point a day, using the Challenging Questions Sheet

Session 6: Challenging questions
1. Review the Challenging Questions Sheet to address stuck point (start with

self-blame, if present)
2. Continue cognitive therapy regarding stuck points
3. Introduce the Faulty Thinking Patterns Sheet (Figure 5.3, p. xxx)
4. Homework:

Notice and record examples of faulty thinking patterns on the worksheet

Session 7: Faulty thinking patterns
1. Review the Faulty Thinking Patterns Sheet to address trauma-related stuck

points
2. Introduce the Challenging Beliefs Sheet (Figure 5.4, p. xxx) with a trauma

example
3. Introduce the first of five problem areas: safety issues related to self and

others; go over the module on safety
4. Homework:

Identify stuck points every day, one relating to safety, and challenge them
using the Challenging Beliefs Sheet

Session 8: Safety issues
1. Review the Challenging Beliefs Worksheet to address safety and other

relevant stuck points
2. Help the client confront faulty cognitions using the Challenging Beliefs Sheet

and generate alternative beliefs
3. Introduce second of five problem areas: trust issues related to self and others;

use the trust module and the Challenging Beliefs Sheet
4. Homework:

Client to identify stuck points every day, one relating to trust, and confront
them using the Challenging Beliefs Worksheet

Session 9: Trust issues
1. Review the Challenging Beliefs Sheet to challenge stuck points of trust;

generate alternative beliefs
2. Introduce the third of five problem areas: power/control issues related to self

and others
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3. Homework:
Identify stuck points, one relating to power/control (and other stuck points,
as needed); confront them using the Challenging Beliefs Sheet

Session 10: Power/control issues
1. Discuss the connection between power/control and self-blame; challenge

power/control stuck points using the Challenging Beliefs Sheet
2. Introduce the fourth of five problem areas: esteem issues related to self and

others
a. Review the esteem module in terms of self and others
b. Explore the client’s self-esteem before the traumatic event

3. Introduce the Identifying Assumptions Sheet and determine which
assumptions are applicable to client

4. Homework:
a. Identify stuck points daily, one relating to esteem issues; challenge them

using the Challenging Beliefs Sheet
b. Confront assumptions checked on the Identifying Assumptions Sheet, using

the Challenging Beliefs Sheet
c. Practice giving and receiving compliments daily
d. Do a nice thing for the self at least once per day

Session 11: Esteem issues
1. Discuss the client’s reactions to giving and receiving compliments and

engaging in a pleasant activity
2. Help the client identify esteem issues and assumptions; challenge them using

the Challenging Beliefs Sheet
3. Introduce the fifth of five problem areas: intimacy issues related to self and

others
4. Homework:

a. Identify stuck points, one of which relates to intimacy issues; challenge
them using the Challenging Beliefs Sheet

b. Rewrite the Impact Statement
c. Continue to give and receive compliments
d. Continue to do at least one nice thing for the self each day

Session 12: Intimacy issues
1. Help the client identify intimacy issues and assumptions as well as any

remaining stuck points; challenge them using the Challenging Beliefs Sheet
2. Have the client read the new Impact Statement(s)
3. Involve the client in reviewing the course of treatment and his or her progress
4. Help the client identify goals for the future and delineate strategies for

meeting them
5. Remind the client that, in a sense, he or she is taking over as his or her own

therapist now and should continue to use the skills learned



when selecting the trauma on which to focus, the therapist should attempt to
identify the worst trauma with regard to current symptoms and psychosocial
impact. This is sometimes difficult; the client might identify the most recent
incident as the worst trauma because this incident may be strongly related to
current reexperiencing of symptoms and distress. However, the first incident
to produce PTSD might, in fact, be a more appropriate target, particularly
with regard to the overall impact upon the person’s life. This pattern may be
most likely when the initial incident is child sexual abuse. In Sam’s first ses-
sion, he began to question whether the recent sexual assault was a true
assault because while he was drinking, he had agreed to perform sex in order
to obtain drugs. However, he had felt helpless to stop this sexual encounter
once it began. Sam made statements such as “It is always the same. I get
swept into situations that I don’t want to be in but can’t stop.” The therapist
asked Sam what other situations this event reminded him of and if they were
always in the context of alcohol and drugs. He stated that as an adult, drugs
and alcohol were always involved in these incidents. However, Sam indicated
that as a child there had been other situations during which he had felt the
same feelings in the absence of drugs or alcohol. When asked about those
incidents, he described a series of sexual assaults by adolescent boys that
occurred over the course of a year, beginning at age 7. The therapist sug-
gested beginning with those events and focusing the account on the worst of
them. Sam agreed. At the second session, Sam read the following Impact
Statement:

The overall feeling of what it means to me to have been assaulted is the
feeling that I must be bad or a bad person for something like this to
have occurred. I feel it will or could happen again at any time. I feel safe
only at home. The world scares me, and I think it unsafe. I feel all peo-
ple are more powerful than I am, and am scared by most people. I view
myself as ugly and stupid. I can’t let people get real close to me. I have a
hard time communicating with people of authority, so plainly I haven’t
been able to work. My fiancée and I rarely have sex and sometimes just a
hug revolts me and scares me. I feel if I spend too much time out in the
world, an event like what happened in my past will take place. I feel
hatred and anger toward myself for letting these things happen. I feel
guilty that I’ve caused problems with my family (parents’ divorce). I feel
dirty most of the time and believe that’s how others view me. I don’t
trust others when they make promises. I find it hard to accept that these
events have happened to me.

The therapist reflected that the abuse had had a very large impact in
many areas of functioning. She asked whether he was “bad” because of what
had happened or was “bad to begin with.” Sam said that he must have been
“bad to begin with” to be in a situation in which these traumas could hap-
pen. “Good people don’t allow such things to happen.” The therapist
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replied, “It sounds like you believe if an 8-year-old boy couldn’t prevent this
from happening, he must have been ‘bad.’ This will be an important belief
for us to continue to talk about.”

The therapist asked a series of Socratic questions to narrow down his
statement regarding fear of people in authority so that he could begin to dis-
criminate between different situations (e.g., men and women equally? people
of different ages? employers or others in authority?). After they processed
his Impact Statement, the therapist taught him about labeling feelings and
noticing which thoughts are associated with various feelings, then intro-
duced the concept that changing thoughts can change feelings. He was
assigned to complete the event-thought-feeling ABC Sheets every day until
the next session.

At the third session Sam had a number of worksheets with four or five
examples on each. The therapist noticed that he did not discriminate
between levels of danger. Because he was scared, a trip to the grocery store
during the day felt just as dangerous as being in a drug neighborhood at 4:00
in the morning. The therapist again used Socratic questioning to help him
identify this pattern and to begin to question differences in probabilities
between the objective danger in different situations. They also worked on an
ABC Sheet about the childhood sexual abuse (see Figure 5.1).

The therapist began the process of helping Sam to question the assump-
tions that he had made about these events. Then Sam was assigned to write
his account of the worst incident for homework before the fourth session.
He was asked to read the account to himself every day and was encouraged
to experience his emotions fully while completing this task. At the next ses-
sion Sam arrived 20 minutes early, saying that he was afraid that if he did not
arrive early, he might not come at all. His account was very brief, and he
read it quickly. Sam also admitted that he had experienced urges to drink
over the course of the week, but that he had resisted these urges.
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A: “Something happens” B: “I tell myself something” C: “I feel”

I was abused by two
guys.

I must be bad for
this to happen.

Angry at myself.

I wasn’t given a
choice as to when I
decided sex was OK
for me.

I don’t get choices.
Things just happen. I
have no control.

I feel frustrated, sad,
and angry.

I was told bad things
about myself and my
body.

I am stupid and ugly. I feel ashamed of
myself.

FIGURE 5.1. Sam’s ABC Sheet.



The therapist and Sam discussed why he was holding back his emotions
in his written descriptions, and Sam described a pervasive sense of guilt
about a range of events in his life. In his memory several events were tangled
together, and he could not separate what was done to him from what he had
done—it was all the same. The process of challenging these beliefs caused
Sam to admit that he had perpetrated sexual assaults as well as being the vic-
tim. After ascertaining that Sam had not perpetrated any assaults since late
adolescence and had no urges to rape, the therapist helped him differentiate
situations in which he intended harm and had responsibility from those in
which he had no control and was clearly a victim.

At the fifth session Sam reported that he had gone home and spent
10 consecutive hours writing the most recent account of his worst traumat-
ic experience. He cried, felt angry, ashamed, embarrassed, afraid, and
guilty; in other words, the whole range of emotions he had been avoiding.
After reading his account to the therapist and discussing his emotions, the
therapist introduced and explained the concepts of hindsight bias (“I
should have known what was going to happen and prevented it”) and con-
sidering the source (“just because your perpetrator said something about
you doesn’t make it true”), and explained how children can become sexu-
ally reactive when exposed to sexual contact at an early age. The therapist
encouraged Sam to continue reading his account every day. In addition,
she introduced the “Challenging Questions” (see below) homework, in
which he would pick a single thought and answer 12 questions about that
thought. Figure 5.2 is one of the homework sheets Sam brought to the
sixth session.

After homework sheets were reviewed and the therapist assisted Sam in
answering the questions regarding various thoughts (referred to as “stuck
points”), the next concepts and homework were assigned. Along with chal-
lenging single beliefs, clients are asked to look for patterns of counterpro-
ductive thinking. For homework the client is asked to notice examples in
day-to-day living (or with regard to the traumas) that represent various cate-
gories of faulty thinking (Figure 5.3). The purpose of this exercise is to assist
clients in determining which types of dysfunctional thinking are particularly
problematic so that they can catch themselves.

Sam also opted to write an account of a different event that was associ-
ated with flashbacks and intrusive recollections and had not diminished
along with those from the first account. He brought this account to the sev-
enth session, and he and his therapist addressed it along with other home-
work and new material. Sam also continued working with the Challenging
Questions Sheets. During the session, he and his therapist challenged his
beliefs regarding anger (“I’ll be out of control”), continuing guilt regarding
the child abuse (“Why me, if it wasn’t my fault?”) and his confusion regard-
ing sexual arousal during the abuse. With the therapist’s help, Sam recog-
nized that he did not enjoy the abuse and that he was confusing sexual
arousal with enjoyment. Differentiating these concepts relieved greatly Sam’s
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Below is a list of questions to be used in helping you challenge your maladaptive or
problematic beliefs. Not all questions will be appropriate for the belief you choose to
challenge. Answer as many questions as you can for the belief you have chosen to
challenge below.

Belief: I take blame for the abuse and feel I did something bad to cause it.

1. What is the evidence for and against this idea?
For—I should have walked away or said no. I feel as if I could have
done something.

Against—They would have done what they wanted, regardless of
what I said or did.

2. Are you confusing a habit with a fact?
Yes. I have always told myself that it happened to me because I
was bad or did something wrong. I have always told myself, “If only
I had done something different,” like it was all about what I did or
was doing.

3. Are your interpretations of the situation too far removed from reality to be accu-
rate?
I have distorted the reality of the situation. I have blamed myself
for being bad and allowing this to happen to me. In reality, I had
no control or power over the situation. The abusers were in total
control and they are to blame.

4. Are you thinking in all-or-none terms?
Yes. I have always used terms such as “bad” and “wrong” and con-
sidered the events as my fault. “I was bad,” “I did something
wrong,” is what I’ve told myself.

5. Are you using words or phrases that are extreme or exaggerated (i.e., “always,”
“forever,” “never,” “need,” “should,” “must,” “can’t,” and “every time”)?
Yes. I used a lot of “shoulds” in my statements when describing
the abuse.

6. Are you taking selected examples out of context?
Yes. I am saying that there was something I could or should of
done or changed about myself to have prevented it from happen-
ing.

7. Are you making excuses? (e.g., “I’m not afraid. I just don’t want to go out”;
“Other people expect me to be perfect”; or “I don’t want to make the call
because I don’t have time”).
Yes. I am afraid that I might let this happen again. I make
excuses to not go into the world and excuses that if I take blame
then nobody else has to deal with it.

8. Is the source of information reliable?
No. All the sources were straight from the mouths of my abusers.
They were only interested in hurting me, and nothing they said was
true of me or who I was.

FIGURE 5.2. Sam’s Challenging Questions Sheet.

cont.



confusion, guilt, and thoughts that he must be “a pervert” to have experi-
enced an erection.

At the seventh session a final worksheet was introduced that incorpo-
rated all of the other worksheets. This Challenging Beliefs Worksheet (Fig-
ure 5.4, see p. xxx) was used throughout the remainder of the therapy and
assisted the client in producing alternative thoughts through a process of dis-
mantling counterproductive thoughts. During the remaining five sessions of
the therapy, this worksheet was used to explore remaining stuck points and
to examine cognitive dimensions that were likely to be disrupted as a result
of traumatic events: safety, trust, power/control, esteem, and intimacy. Sam
was asked to complete worksheets each day on personally relevant stuck
points and to do at least one on each dimension. He was also given a module
to read on each topic to stimulate his thoughts about each dimension and
possible resolutions to stuck points.

At the eighth session Sam’s self-blame and self-loathing had diminished,
and he began to express anger at the perpetrators. He also began to express
anger at his parents for their neglect and abuse, but focused most of his
worksheets on issues of safety and trust. Power and control, the topic intro-
duced in session nine, was a big issue for Sam, as was the topic of trust.
Because he felt helpless in most situations and did not trust himself or oth-
ers, he felt unable to make changes in his life. The worksheets helped Sam to
put these constructs on a continuum and to ask himself questions such as
“trust with regard to what?” and “control with regard to what?” in order to
see trust and control as multidimensional rather than all-or-nothing con-
cepts.

In session 10 Sam brought in a number of worksheets focused on trust
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9. Are you thinking in terms of certainties instead of probabilities?
Yes. I have never been objective about abuse. It has always made
me feel unsafe with others, and when things felt uncomfortable, I
always wondered, what is wrong with me?

10. Are you confusing a low probability with a high probability?
The probability of this happening again is low, but I still feel as if it
could, and I believe the probability to be higher than it actually is.

11. Are your judgments based on feelings rather than facts?
Yes. I feel guilty so I assume that I did something wrong. That is
not the fact at all.

12. Are you focusing on irrelevant factors?
My focus has always been on what I did or could have done—
things I had no control over. The abuse took place because the
abuser wanted it to, not because of something I did.

FIGURE 5.2. cont.



and control themes, particularly as they related to his feelings of helplessness
and fear when around his father. Below is a worksheet illustrating Sam’s con-
tinuing fear of his father and his inability to express anger toward his father
for his abuse. The therapist and Sam discussed this fear of his father as a rea-
son why he spent a great deal of time wandering around the neighborhood
as a child, increasing his vulnerability to sexual abuse, and as a reason why he
was unable to disclose the abuse to his father. As a recovering alcoholic, his
father had received a good deal of therapy in the subsequent years and had
apologized to Sam for his behavior and neglect. Sam felt some pressure to
forgive his father and did not believe he was entitled to feel angry at this
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Considering your own stuck points, find examples for each of these patterns. Write in
the stuck point under the appropriate pattern and describe how it fits that pattern.
Think about how that pattern affects you.

1. Drawing conclusions when evidence is lacking or even contradictory.

2. Exaggerating or minimizing the meaning of an event (you blow things way out of
proportion or shrink their importance inappropriately).

3. Disregarding important aspects of a situation.

4. Oversimplifying events or beliefs as good/bad or right/wrong.

5. Overgeneralizing from a single incident (you view a negative event as a never-
ending pattern).

6. Mind reading (you assume people are thinking negatively of you when there is no
definite evidence for this).

7. Emotional reasoning (you reason based on how you feel).

FIGURE 5.3. Faulty Thinking Patterns Sheet.



point. The therapist reminded Sam that he had been so busy blaming him-
self all of these years that he had never had an opportunity to experience his
justified anger at either the perpetrators or his father. She pointed out that
Sam had plenty of time to forgive his father in the future, but this week he
should allow himself to feel this emotion (anger) that he had avoided. They
reviewed Sam’s worksheet about fearing his father and also discussed his
concern that if he felt anger, he would “become out of control” (see Figure
5.4).

After session 10 of CPT, clients are asked, in addition to completing
worksheets on esteem, to practice giving and receiving compliments and to
do at least one nice thing for themselves each day. These exercises serve the
multiple purposes of helping clients work on esteem building, reconnect
with other people, and think about the subject of esteem. Sam came into ses-
sion 11 stating that doing nice things for himself helped his depression but
that he tended to dismiss compliments as untrue. After challenging the valid-
ity of his assumptions about compliments and reviewing other self-esteem
worksheets, the focus of treatment shifted to intimacy. He talked about dis-
cussions he had had with his father and described how passive he was in his
relationship with his fiancée. In session 12 Sam was instructed to complete
worksheets on intimacy, continue to practice giving and receiving compli-
ments, continue to do nice things for himself, and finally to rewrite his
Impact Statement about what the abuse meant to him now. The second
Impact Statement was as follows:

Homework 12

Being assaulted means I was chosen to be a victim of abuse by perpetrators
who knew what they were doing. I didn’t ask for it to happen. I did nothing to
cause it. They took from me my pride, self-esteem, and ability to count on
myself and do the best thing for myself. I know that I’m not to blame, but I’m
left with guilt and anger toward the world for this happening. The world was
unsafe for me, but now I see it is my interpretation of my abuse that makes me
see it as unsafe. I lost trust in others that they will treat me kindly. I felt unsafe
in the world.

My abusers told me bad things about myself and I believed them and even
repeated them to myself. I felt out of control and powerless over my life. I
drank and did drugs to try to forget the memories. I hated myself and hurt
myself because I couldn’t live with the thought of what I believe I had done.
But I did nothing. I was a child who was doing child things, not an adult able
to make grown-up decisions. They took from me the ability to be close to
someone and love someone, but I know I can regain all those abilities I lost to
my abuse.

At the final session, aside from reviewing the new worksheets, the thera-
pist and Sam read over his new Impact Statement and compared it to the
first one to see how his thinking had changed over the course of therapy.
They reviewed his progress in therapy and discussed topics that he still
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Column A Column B Column C Column D Column E Column F

Situation Automatic thoughts
Challenging your

automatic thoughts
Faulty thinking

patterns Alternative thoughts Decatastrophizing

Describe the
event(s),
thought(s), or
belief(s) leading to
the unpleasant
emotion(s).

Write the automatic
thought(s) that pre-
cede the emotion(s) in
Column A

Rate belief in each
automatic thought
below from 0–100%

Use the Challenging
Questions Sheet to
examine your auto-
matic thought(s) from
Column B

Use the Faulty
Thinking Patterns
Sheet to examine
your automatic
thought(s) from Col-
umn B

What else can you say
instead of what you’ve
written in Column B?

How else can you inter-
pret the event instead of
what you’ve written in
Column B?

Rate belief in alternative
thought(s) from 0–100%

What’s the worst that
could ever realistically
happen?

Even if that hap-
pened, what could
you do?

My dad was

mean to me

when I was

young.

Emotion(s)
Specify sad, angry,
etc., and rate the
degree to which you
feel each emotion
from 0–100%

Fear 90%

Anger 80%

I am afraid of him.

90%

I must have been bad

or deserved it.

70%

For: I am still afraid

of him.

Against: There is

really nothing to be

afraid of.

"Must have been…"

is an extreme state-

ment.

Evidence is lacking

that I was bad.

Exaggerating my

fear.

Reasoning from

feelings.

We are both adults, I

have nothing to fear.

I wasn’t bad. My dad

was an adult who knew

what he was doing.

90%

Consider the source

and don’t blame self.

Outcome
Rerate belief in automatic
thought(s) in Column B
from 0-100%

60% / 30%

Specify and rate
subsequent emotion(s)
from 0-100%

Fear 90%

Anger 80%

FIGURE 5.4. Sam’s Challenging Beliefs Worksheet.



needed to work on, and the therapist gave Sam sets of worksheets to con-
tinue to use on his own. Sam was given the Posttraumatic Diagnostic Scale
(Foa, Cashman, Jaycox, & Perry, 1997) and the Beck Depression Inventory
(Beck, Steer, & Brown, 1996) every other session during treatment,
posttreatment, and at a 6-month follow-up. His scores are in Figure 5.5.

CONCLUSIONS

In this chapter we have provided an overview of the theoretical models that
guide cognitive interventions for PTSD, an overview of the experimental lit-
erature that highlights the importance of cognitions, and we have reviewed
one form of cognitive intervention, CPT. The case description was designed
to provide practitioners with a practical perspective of the treatment while
highlighting commonly encountered obstacles and potential ways of over-
coming them. The literature reviewed supports the conclusion that cognitive
interventions for PTSD are effective at reducing PTSD symptomatology.
However, the findings from these studies do not clearly support any one the-
oretical account for understanding PTSD over other theories. Similarly, the
mechanism of action in these treatments remains unknown. Further empiri-
cal study of cognitive factors relevant to PTSD psychopathology and cogni-
tive therapies is needed in order to elucidate the elements that are critical to
successful outcomes. Future studies should continue to be guided by the cur-
rent theoretical and empirical literature, with an emphasis on examining fac-
ets of PTSD that could assist in discriminating between the different theoret-
ical conceptualizations.
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FIGURE 5.5. Sam’s scores on the Posttraumatic Diagnostic Scale (PDS) and Beck
Depression Inventory—Second Edition (BDI-2) at pretreatment, each treatment ses-
sion, posttreatment, and 6-month follow-up.
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INTERVENTIONSDialectical Behavior Therapy for PTSD

CHAPTER SIX

Applications of Dialectical Behavior
Therapy to Posttraumatic Stress
Disorder and Related Problems

Amy W. Wagner
Marsha M. Linehan

Dialectical behavior therapy (DBT) was initially developed for the treatment
of chronically suicidal individuals who meet criteria for borderline personal-
ity disorder (BPD). Because the majority of people with BPD have histories
of trauma and meet criteria for posttraumatic stress disorder (PTSD), it
seems appropriate to describe DBT in a book on the treatment of trauma.
There are two potential applications of DBT to individuals with histories of
trauma. One main application is to achieve stabilization prior to initiating
exposure-based interventions. DBT is organized into treatment stages; the
first stage aims to achieve behavioral control, safety, and connection to the
therapist. This aim is consistent with the initial goals of other stage-oriented
treatments for trauma and PTSD (e.g., Cloitre, 1998; Keane, Fisher, Krinsley,
& Niles, 1994). Perhaps more than other treatments, DBT clearly specifies
the manner in which stabilization can be achieved. A second potential appli-
cation of DBT is to the treatment of specific trauma-related problems. Stage
II DBT aims to treat trauma-related problems in individuals with BPD or his-
tories of severe emotion dysregulation, and therefore may be particularly
appropriate for individuals with chronic or complex traumatic histories.

This chapter begins with a brief overview of stage I DBT, including its
theoretical underpinnings, structure, and strategies (for excellent, in-depth
overviews of stage I DBT, see Koerner & Linehan, 2002; Linehan, 1993a;
Linehan, Cochran, & Kehrer, 2001). In the remainder of the chapter we
present preliminary ideas on stage II DBT, specifically highlighting the appli-
cation of DBT principles, strategies, and skills to trauma-related problems.
The use of informal exposure as a fundamental intervention in stage II is
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also described. It should be emphasized, however, that no studies have evalu-
ated the efficacy or effectiveness of either stage I or stage II DBT for PTSD
or closely associated problems. Throughout the chapter we emphasize the
theoretical and empirical support for using DBT with this population and
urge readers to proceed as clinical scientists—whether at the level of single
case study or controlled trial—with careful attention to assessment, hypothe-
sis-driven interventions, and evaluation of outcomes.

THEORETICAL ORIENTATION

DBT is considered a principle-driven (as opposed to a protocol-driven psy-
chotherapy); therefore, a thorough understanding of the theories upon
which it is based is essential for the effective application of the treatment.
This point is particularly relevant when considering novel applications of
DBT, such as to the treatment of PTSD and related problems. There are
three main theories that underlie the treatment: the biosocial theory (of the
etiology of BPD), behavioral theory, and the theory of dialectics.

Biosocial Theory

DBT is based, in part, on a biosocial theory of the etiology of BPD. Although
the focus of this chapter is on the application of DBT to trauma-related prob-
lems, as opposed to BPD specifically, an understanding of this theory may
allow for effective treatment matching. Indeed, as discussed in the next sec-
tion, emerging data suggest that DBT can be applied effectively to other pop-
ulations to the extent that problems can be conceptualized according to this
theory. As implied, the biosocial theory asserts that both biological and envi-
ronmental influences contribute to the development of BPD. It is a transac-
tional theory that emphasizes the reciprocal and (iterative) influence of each
component on the other, over time. Biologically, individuals with BPD are
theorized to come into the world with a predisposition to emotion vulnera-
bility. Similar to the notion of a sensitive temperament, this vulnerability
manifests as the tendency to notice emotional cues in the environment and
oneself more readily, react to the cues more strongly, and return more
slowly to a baseline emotional state. Recent research supports the presence
of these characteristics in adults with BPD (Lynch, 2004) as well as related
structural differences in the brains of individuals with BPD (Tebartz van Elst
et al., 2003). By biological we do not necessarily mean genetic because emerg-
ing research also suggests that environmental influences may have perma-
nent effects on brain regions involved in emotional experiencing and modu-
lation (i.e., the limbic system), particularly highly stressful or traumatic
experiences (e.g., Yehuda & McFarlane, 1997).

Of course, many children with these characteristics do not develop BPD.
The theory holds that individuals with BPD are exposed to environments
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that chronically and pervasively invalidate this emotional vulnerability.
Although the term “invalidation” is used colloquially to refer to a range of
negative or negating experiences, in this theory it refers to three specific
characteristics. First, an invalidating environment (chronically and perva-
sively) rejects a child’s communication of private experiences and self-gener-
ated behavior (e.g., by ignoring, punishing, or contradicting such communi-
cations). Similar to the processes described by Kohlenberg and Tsai (1991)
this rejection can lead to problems with identifying, labeling, and trusting
emotional experiences as valid. Children from these environments instead
learn to search the environment for cues on how to respond. Second, an
invalidating environment punishes emotional displays and reinforces emo-
tional escalations on an intermittent schedule. This pattern can contribute to
problems in effectively communicating emotions as well as to oscillations
between extreme emotionality and emotional inhibition. Third, an invalidat-
ing environment oversimplifies problem solving and goal attainment. As
such, children do not learn how to solve problems adequately or tolerate dif-
ficult emotions or situations; instead they form unrealistic goals and expecta-
tions, hold perfectionistic standards, and respond to failure with high emo-
tionality.

An invalidating environment can occur in many different forms, includ-
ing direct verbal communications, neglect, physical abuse, and sexual abuse.
Although no studies, to date, have examined the prevalence of invalidation,
as described above, among individuals with BPD, a growing body of research
links childhood invalidation with emotion dysregulation in children (e.g.,
Eisenberg, Fabes, & Murphy, 1996; Eisenberg et al., 2001) and psychological
distress in adulthood (Krause, Mendelson, & Lynch, 2003). In addition,
many studies report high frequencies of verbal, physical, and sexual abuse
and neglect in individuals with BPD (e.g., Soloff, Lynch, & Kelly, 2002; Wag-
ner & Linehan, 1997). Nonetheless, it should be stressed that the biosocial
theory does not suggest that abuse per se is required for the development of
BPD—instead, it is the experience of invalidation that is requisite (see Wag-
ner & Linehan, 1997, for a description of the ways in which the common
characteristics of environments in which childhood sexual abuse occurs over-
lap considerably with the characteristics of the invalidating environment).

The biosocial theory asserts that the combined influence of emotional
vulnerability and the invalidating environment contribute to a pervasive dys-
function of the emotion regulation system. The behaviors characteristic of
BPD, therefore, are viewed as resulting from emotion dysregulation, or they
function to regulate emotions. The transactional component of the theory
suggests that BPD can result from varying levels of invalidation combined
with varying levels of emotional vulnerability (e.g., a highly emotionally vul-
nerable child may experience a typical family as invalidating, whereas an
emotionally hardy child may not experience an objectively defined “abusive”
family as invalidating). Importantly, the transactional component of the the-
ory is incompatible with the assignment of blame—just as the environment
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influences the child, so does the child influence the environment. Clinical
observations suggest that this nonblaming focus helps both clients and their
families develop a nonjudgmental stance—a stance viewed as critical for ulti-
mate change.

The biosocial theory is centrally important to DBT; DBT is a treatment
that teaches emotion regulation in the context of a validating environment.
We assert that DBT may be appropriate to the treatment of individuals with
trauma histories to the extent that problems can be similarly conceptualized
as related to emotional vulnerability, invalidation, and emotion dysregula-
tion.

Behavioral Theory

At its core, DBT is a behavioral theory. As such, behavior is conceptualized
according to the principles of classical and operant conditioning, observa-
tional learning (modeling), and relatedly, the transfer of verbal information.
Consistent with other behavioral approaches in this book, DBT conceptual-
izes “behavior” broadly to include everything that humans do, including
thinking, feeling, and overt responding. Emphasis is placed on the function
of behavior (overt form) and the context in which behavior occurs. A note-
worthy assumption in behavioral theory is that the factors related to the
maintenance of behavior may be different from the factors related to the ini-
tial development of behavior. As discussed later in the chapter, this point is
particularly important in the conceptualization of chronic, longstanding
problems, such as those associated with childhood abuse or trauma. In DBT,
behavioral theory influences all aspects of the treatment, including the man-
ner in which problems are defined, the ways in which behaviors are assessed,
case conceptualization, and the interventions that are used. Broadly speak-
ing, the behavioral conceptualization of BPD within DBT emphasizes capa-
bility deficits and motivational factors in the maintenance of problem behav-
iors. Primary behavioral interventions from this view include skills training,
contingency management, exposure, and cognitive restructuring.

The Theory of Dialectics

DBT departs from traditional behavior therapy, in part, by its incorporation
of the theory of dialectics. Dialectical theory has its roots in the philosophical
assumptions of Marx, Hegel, and others (see Basseches, 1988; Linehan &
Schmidt, 1995). In DBT, dialectical theory has implications for both a world-
view on the nature of reality and the process of change in psychotherapy.
From a dialectical perspective, reality is viewed as interrelated and connect-
ed (similar to systems perspectives), comprised of opposing forces (thesis–
antithesis), and always changing, rather than static. An extension of this per-
spective is that seemingly opposite views or events exist simultaneously,
therefore tension and conflict are part of reality. Because there is no such
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thing as ultimate truth, different views can be equally valid, and tension can
be useful. Change, according to the theory of dialectics, is continual and
occurs through the synthesis of oppositions in the context of tension.

This framework impacts the treatment in DBT in significant ways. Based
on the assumption of the interrelated and holistic nature of reality, assess-
ment of behavior necessarily takes into account the full range of possible
influences, including environmental, interpersonal, cultural, and physiologi-
cal/biological factors. Combined with the oppositional nature of reality and
the notion of no fixed truth, an important approach to assessment in DBT is
to always ask the question “What is being left out?” A holistic perspective
suggests that assignment of blame is meaningless, in that there is no one
cause of behavior but instead multiple, interrelated influences (similar to the
transactional theory of BPD). This concept is particularly helpful for clients
who are extremely judgmental of themselves or others, or who have diffi-
culty reconciling (apparently) contradictory beliefs and emotions in response
to themselves or others—such as is often the case in individuals with histories
of trauma (also see Herman, 1995, for similar views).

A dialectical view also holds assumptions about the nature of change:
Change is a continuous process that results from the synthesis of opposing
views or events. This notion extends the assumption that tension is natural
to the assumption that tension is actually necessary to bring about change.
Therefore, in DBT, the goal is to use tension as an opportunity for teaching
dialectical thinking (e.g., “Both can be true”), for finding synthesis, and ulti-
mately for change. The most fundamental dialectical tension in DBT is
between acceptance and change—typically, between accepting the client as he
or she is and striving for different behavior. Ultimate change is achieved by
pushing for both in therapy. To be more concrete, in DBT the different
treatment strategies are categorized as change-oriented or acceptance-ori-
ented, and effective interventions maximize the balance between both cate-
gories of strategies. There are also specific dialectical strategies that, by their
nature, contain elements of both acceptance and change and are used
throughout DBT (e.g., the use of metaphor, devil’s advocate strategy).
Although paradoxical, the assumption is that acceptance is necessary for
change and that acceptance is change. The incorporation of acceptance-
based interventions into behavior therapy for the treatment of a wide variety
of problems and diagnoses is receiving increasing attention and empirical
support (e.g., Hayes, Strosahl, & Wilson, 1999; Roemer & Orsillo, 2002;
Segal, Williams, & Teasdale, 2003), attesting to the utility of combining these
strategies in psychotherapy more generally.

DESCRIPTION OF EMPIRICAL RESEARCH

Over a decade of research has now accumulated that generally supports the
efficacy of stage I DBT for the problems it aims to treat. DBT has been evalu-
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ated in seven well-controlled studies across four research groups, and in six
additional nonrandomized controlled studies (for excellent, in-depth
reviews, see Koerner & Dimeff, 2000; Koerner & Linehan 2000; Lieb,
Zanarini, Schmahl, Linehan, & Bohus, 2004). Across studies, DBT has been
found to significantly reduce the frequency of parasuicidal behavior, the
lethality/medical risk of parasuicidal behavior, psychiatric inpatient days,
and treatment dropout. These findings generally held when DBT was evalu-
ated against a nonbehavioral treatment by “psychotherapy experts” in the
community (Linehan et al., 2002a). Additionally, Linehan, Tutek, Heard,
and Armstrong (1994) report improvements in social and functional adjust-
ment and self-reported anger among those receiving DBT. Although most of
these studies have included women diagnosed with BPD and chronic suicidal
behavior, similar outcomes have been found for mixed samples of men and
women (Turner, 2000).

Linehan and colleagues have developed and evaluated DBT for individ-
uals dually diagnosed with BPD and substance abuse disorders (SUD), also
known as DBT-SUD (see Dimeff, Rizvi, Brown, & Linehan, 2000). DBT-SUD
differs from standard DBT primarily by expanding the targets of treatment
to include substance use behaviors and including additional strategies for
treatment retention; it retains the fundamental structure and strategies of
DBT and is based on the same theoretical underpinnings. In two random-
ized controlled trials of women diagnosed with both BPD and substance use
disorders, DBT-SUD resulted in significant reductions in drug use (Linehan
et al., 1999; Linehan et al., 2002b). In a rigorous comparison of DBT-SUD to
an intervention that combined a traditional 12-step program with the valida-
tion strategies of DBT, this reduction was comparable across groups; how-
ever, DBT-SUD participants continued to show improvement over the
course of treatment, whereas those in the comparison group showed a slight
increase in drug use at the end of treatment (Linehan et al., 2002b).

Additional adaptations of DBT have recently been developed and evalu-
ated for a range of populations and diagnostic groups, including eating dis-
orders (Palmer et al., 2003; Safer, Telch, & Agras, 2001; Telch, Agras, &
Linehan, 2000; Telch, Agras, & Linehan, 2001; Wisniewski & Kelly, 2003)
incarcerated men (McCann, Ball, Ghanizadeh, Gallietta, & Froelich, 2002),
suicidal adolescents (Miller, 1999; Miller, Wyman, Huppert, Glassman, &
Rathus, 2000; Rathus & Miller, 2002), female juvenile offenders (Trupin,
Stewart, Beach, & Boesky, 2002), and older adults with depression (Lynch,
Morse, Mendelson, & Robins, 2003); preliminary data are encouraging.
Although apparently disparate groups, each can be conceptualized accord-
ing to the combined capability deficit and motivational model that underlies
DBT. For example, Telch and colleagues view binge eating behavior as dys-
functional emotion regulation behavior that develops from inadequate emo-
tion regulation skills and is maintained by the emotion regulation function
of binge behavior; their application of DBT to binge eating disorders empha-
sizes teaching emotion regulation skills. In both an uncontrolled, prelimi-
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nary study (Telch, Agras, & Linehan, 2000) and a larger-scale randomized
controlled trial (Telch et al., 2001), DBT for binge eating was found to signif-
icantly reduce binge eating episodes. Lynch and colleagues propose a similar
conceptualization of depression in older adults. Their adaptation of DBT
teaches DBT skills and problem-solving strategies to decrease the behaviors
maintaining depression in this population and increase more flexible and
functional behaviors. In a randomized controlled pilot study of depressed
older adults (Lynch et al., 2003), those who received DBT combined with
antidepressant medication demonstrated greater reductions on several key
measures of depression than individuals who received antidepressant medi-
cation alone.

This review is useful for considering possible applications of DBT to
PTSD and related problems. First, a number of the diagnoses and problems
mentioned above frequently co-occur with PTSD, such as suicidal behavior,
substance use disorders, and eating disorders. Therefore, DBT may be useful
for the treatment of these coexisting problems, prior to the instigation of
exposure-based treatments for PTSD. DBT has, in fact, been proposed as a
first stage of treatment for individuals with PTSD, toward the goal of stabili-
zation prior to exposure (Becker & Zayfert, 2001; Melia & Wagner, 2000).
This suggestion is supported by both theory and research that emphasize the
ability to effectively regulate emotions (i.e., not engage in dysfunctional
behavior in the presence of emotional cues) as requisite for exposure to be
effective (see Wagner, 2003). Further, given that a sizable portion of individ-
uals with BPD meet criteria for PTSD as well (up to 50% in the samples used
by Linehan), the evidence suggests that these coexisting problems can be
treated effectively in those with PTSD diagnoses. Second, many additional
problems that are common among people with chronic and severe traumatic
experiences can be similarly conceptualized according to the theories upon
which DBT is based (e.g., dissociative behavior, shame, chronic depression,
anxiety). As such, DBT strategies and skills may be useful for the treatment
of these problems.

CLINICAL APPLICATIONS

Assessment Issues

As is true for most cognitive-behavioral and behavioral therapies, DBT views
assessment as critical to effective treatment. Here we comment on three cate-
gories of assessment that are emphasized in DBT: diagnostic assessment,
behavioral (functional) analyses, and self-monitoring.

Although the use of psychiatric diagnoses can be criticized on many
grounds (and there is no diagnosis that has generated more controversy than
BPD), we advocate the use of psychiatric diagnosis for several reasons. Per-
haps most important, diagnosis allows for optimal treatment matching,
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based on the treatment outcome literature. That is, by knowing clients’ psy-
chiatric diagnoses, we can more readily determine which treatment is likely
to be most effective based on the existing outcome studies. Diagnosis is simi-
larly important when applying existing treatments to novel populations,
which is often the case in clinical practice. Even at the level of case studies,
diagnostic assessment allows for the accumulation of information that indi-
cates which treatments are effective for which populations. Psychiatric diag-
noses have additional benefits, including the facilitation of communication
between providers, billing practices, and client referral and staff recruitment
to specialty programs.

The cornerstone of assessment in DBT, as in most cognitive-behavioral
therapies, is the behavioral (functional) analysis, which, guided by the theo-
ries described above, identifies the contextual, antecedent, organismic (i.e.,
thoughts, emotions, behavior), and consequent factors that are directly
related to the maintenance of problems. This analysis results in identifica-
tion of targets for treatment based on hypothesized maintenance factors;
such hypotheses are then tested through intervention and reformulated
based on assessed consequences. Behavioral analyses are particularly critical
to the adequate treatment of individuals with multiple problems, such as
those with BPD and more chronic and complex PTSD. Our approach is
quite consistent with that of Follette and Naugle (Chapter 2, this volume)
and we therefore refer the reader there for an excellent description of the
process of conducting behavioral analyses as well as the utility of behavioral
analyses, for trauma-related problems, specifically. In DBT (both stage I and
stage II), behavioral analyses are further guided by the biosocial theory and
the theory of dialectics. That is, according to the biosocial theory, both moti-
vational factors (behaviorally defined) and capability (i.e., skills) deficits are
theorized to maintain problem behaviors. Based on the theory of dialectics,
the analysis would necessarily include assessment of the broader context and
wide range of factors (always attempting to answer the question “What is
being left out?”).

The accuracy of behavioral analyses is dependent on careful monitoring
of client behavior. In DBT, self-monitoring primarily occurs through use of
the DBT Diary Card. Although there are many effective ways to construct
the card, typical features include daily measures of the frequency and inten-
sity of high-priority target behaviors, urges to engage in the behaviors, pri-
mary emotions, use of prescription and nonprescription drugs, and use of
DBT skills. In stage I DBT the Diary Card is essential for tracking suicidal
ideation and behavior and organizing individual therapy sessions (in individ-
ual sessions the Diary Card becomes the springboard for conducting behav-
ioral analyses). In stage II DBT the Diary Card is equally useful; however, the
categories assessed reflect the targets of stage II, as described below. Self-
monitoring is difficult for many clients, particularly individuals with BPD or
severe and multiple problems (such as those with chronic and complex
PTSD). In our experience, compliance with the Diary Card requires that ther-
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apists view self-monitoring as essential and make noncompliance a high pri-
ority in therapy (see later section on Common Obstacles).

Guidelines for Client Selection

The most important (and obvious) consideration in determining whether a
client is a good match for DBT is if the client’s problems are the types of
problems that DBT aims to treat. As mentioned above, one of the primary
reasons we advocate for diagnostic interviewing is that it provides a means of
reliably assessing constellations of presenting problems and effectively utiliz-
ing the relevant treatment outcome literature. DBT would be recommended
to the extent that the client falls into a diagnostic group for which there are
data supporting the efficacy/effectiveness of DBT. Again, most studies have
been conducted on individuals who meet criteria for BPD with current sui-
cidal behavior, and emerging data support the application of DBT to other
diagnostic groups as well.

A related consideration of particular relevance to the application of
DBT to novel populations is the extent to which the client’s presenting
problems can be conceptualized according to theories upon which DBT is
based. The existing studies seem to suggest that DBT is effective for clients
whose problems can be conceptualized according to the biosocial theory as
well as the behavioral theory (which emphasizes motivational factors and
skills deficits in the maintenance of problem behavior). Because the prob-
lems of many clients with severe trauma histories or PTSD can be concep-
tualized this way (described further below), DBT may be effective for this
population as well.

DBT, as with many behavioral therapies, emphasizes fully orienting cli-
ents to the goals and expectations of therapy before it begins. Clients are not
considered to be “in” DBT until they agree to the goals and expectations of
the treatment; therefore, clients who do not demonstrate a moderate degree
of commitment are likely poor candidates for the treatment. Nonetheless,
lack of motivation for therapy (and change, in general) is viewed as a central
problem for many clients and, as such, a set of strategies exist within DBT to
generate and strengthen commitment (e.g., evaluating the pros and cons,
devil’s advocate, shaping). Emphasis is also placed on eliciting clients’ own
goals and linking these goals to the goals and targets of DBT. Orienting to
the structure and expectations of therapy has been emphasized by others in
the treatment of PTSD and trauma-related problems (e.g., Foa & Rothbaum,
1998) as well as exposure-based treatments, in general (e.g., Barlow, 2004).

Several initial therapy sessions are typically spent in the pretreatment
phase, and behavioral analyses are used to assess obstacles to commitment.
Although for some clients the pretreatment phase can be lengthy, and some
clients never commit, for the majority of cases this process is sufficient to
obtain the commitment necessary to proceed in DBT. As mentioned above,
many studies have shown that DBT is particularly effective at reducing treat-
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ment dropout. This achievement may be due, in part, to the emphasis placed
on providing orientation and eliciting commitment.

The above considerations for client selection are equally applicable to
stage I and stage II DBT. We propose additional criteria for the consider-
ation of beginning clients in stage II DBT (discussed later, in the section
“From Stage I to Stage II DBT”).

Overview of Treatment Approach

As mentioned, DBT is structured into stages of treatment, and these corre-
spond to stages of disorder. Stage I DBT targets severe behavioral
dyscontrol, with the goal of achieving overall behavioral control. Once
behavioral control is achieved, it becomes possible to work on other impor-
tant goals: Stage II targets problems with emotional experiencing (including
PTSD-related problems), with the goal of increasing the capacity for norma-
tive emotional experiencing (without escalating or blunting); stage III targets
remaining problems in living and self-respect, toward the goal of resolving
these problems; and stage IV targets the sense of incompleteness, with the
goal of increasing the capacity for sustained joy and freedom. Again, most of
what has been written on DBT (including Linehan’s treatment manuals) and
treatment outcome studies, to date, pertain to stage I. As we note, DBT also
offers a unique approach to treatment of emotional experiencing problems
in stage II.

Brief Overview of Stage I DBT

Stage I DBT specifies targets of treatment that are addressed hierarchically,
such that those that are most threatening to the individual or the therapy are
addressed first. This hierarchical structure is particularly helpful for achiev-
ing change in clients with multiple problems who present with frequent and
shifting crises week to week. Life-threatening behaviors have the highest prior-
ity in DBT, followed by therapy-interfering behaviors (i.e., any behaviors that
directly interfere with, or disrupt, the therapy), followed by other serious
quality-of-life interfering behaviors (e.g., substance abuse, severe eating-disor-
dered behavior, severe housing, financial, or vocational problems, severe
depression). The actual focus of each therapy session, then, is based on
which behaviors have occurred in the previous week or time period since the
last session and the level of priority of those behaviors. As mentioned, the
Diary Card is the primary tool for assessing this area (information from
other sources is often available to the therapist as well, such as his or her
own observations, feedback from other treatment providers, etc.). In addi-
tion to targeting these behaviors to decrease, stage I also targets behaviors to
increase (i.e., behavioral skills). These desirable behaviors are not addressed
hierarchically but instead are taught throughout the treatment.
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Standard stage I DBT is further structured according to modes of ther-
apy, which are in place in order to achieve specific functions. For example,
the mode of individual therapy functions to address motivational factors that
maintain problem behaviors toward improving those factors. The skills
group mode functions to increase basic capabilities. Additional modes
include telephone consultation (to increase skill generalization) and the ther-
apist consultation group (to increase therapist motivation and capabilities).

Interventions in DBT pull largely from standard behavior therapy prob-
lem-solving techniques (e.g., contingency management, exposure). In addi-
tion, the theory of dialectics and the biosocial theory highlight the impor-
tance of balancing these change-oriented strategies with validation, an
acceptance-oriented strategy. Together, problem solving and validation are
considered the “core” strategies in DBT. Three additional categories of strat-
egies facilitate maintaining the balance between change and acceptance
throughout the treatment: communication strategies (i.e., styles of interact-
ing with the client), case management strategies (i.e., methods of interacting
with the client in relation to others in his or her environment, including sig-
nificant others, outside treatment provides, etc.), and dialectical strategies.
DBT strategies and skills most relevant to stage II DBT are described further
below.

From Stage I to Stage II DBT

The duration of stage I DBT is determined by the length of time it takes to
reach the overarching goal of behavioral control. In the majority of existing
outcome studies involving individuals with BPD mentioned above, treatment
was provided for a span of 6 months to 1 year. Of note, not all individuals in
these studies demonstrated clinically significant change from pre- to
postassessment, and even among those who did, some continued to engage
in some degree of high-priority target behaviors. The duration of treatment
that is required to achieve behavioral control is likely influenced by a num-
ber of factors, including the severity and number of initial problems. For
some individuals with uncomplicated PTSD, it seems conceivable that stage I
may require considerably less than 1 year, particularly if their pretrauma
functioning was fairly high, and they are not engaging in a high number of
dysfunctional behaviors.

The transition from stage I would also depend on the definition of
“behavioral control” that is used. We have recently made efforts to opera-
tionalize this concept and propose three general categories of outcome,
rooted primarily in the notion of normative functioning. First, the individual
should have a reasonable (immediate) life expectancy, defined as the
absence of suicide threats or attempts, nonsuicidal self-injury, and severe,
ongoing victimization. Also within this category is the control of behaviors
that would threaten the life expectancy of others: the absence of aggravated
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assaults/physical attacks on others, aggressive threats, and severe neglect of
legal dependents. Second, the individual should be able to demonstrate sta-
bility and control of action, defined as exhibiting behavioral patterns that are
within the normative range for his or her peer group (in a nonprotected
environment, such as jail or the hospital), with normative or unavoidable
cues present. Finally, the individual should possess a range of behavioral
skills (basic capabilities) that are evident across role-appropriate, normative,
and productive activities (e.g., relationships, work, school). These criteria are
considered a “work in progress” and require further clarification (e.g.,
“absence” of suicidal behavior needs to be described; “range of behavioral
skills” needs further specification) as well as empirical support (i.e., for pre-
dictive validity).

Stage II DBT is considered appropriate for individuals who have
achieved behavioral control yet continue to exhibit significant problems with
emotion regulation and experiencing. Because many individuals with BPD
have histories of severe and chronic traumatic experiences, these problems
frequently take the form of PTSD and related behaviors. Of course, effective
psychotherapies exist for the treatment of PTSD (e.g., Foa & Rothbaum,
1998) and therefore stage II DBT would not be recommended for everyone
with PTSD or trauma histories. The biosocial theory of BPD and behavioral
theory further inform stage II DBT, including which patients might be
appropriate for this stage of treatment. Given the central role of invalidation
in the development of BPD, problems related to invalidation more generally
(and resulting emotion dysregulation) are targeted in this stage. Therefore,
individuals with significant self-invalidation, severe emotion dysregulation,
and recent histories of dysfunctional behaviors related to emotion dysregula-
tion are recommended for stage II DBT. In addition, the biosocial theory
and behavior theory suggest that problems with emotional experiencing can
be maintained by a wide variety of current factors that may vary between
individuals and even within an individual across behaviors. Therefore, stage
II DBT is designed to assess and treat a full range of maintenance factors
and may be appropriate for individuals whose emotional experiencing prob-
lems cannot be adequately conceptualized according to the standard cogni-
tive-behavioral theory of acute PTSD (e.g., classically conditioned fear
responses that are maintained by avoidance and faulty cognitions).

Stage II DBT

Stage II differs from stage I, in part, by the targets of treatment, which
include the following: (1) intrusive symptoms (as in the PTSD diagnosis,
including memories of traumatic experiences, nightmares, reliving/flash-
back experiences, and emotional and physiological distress in response to
traumatic cues); (2) avoidance of emotions (and behaviors that function as
emotional avoidance); (3) avoidance of situations and experiences (the previ-
ous two targets overlap with the avoidance criteria of PTSD, but are broader
in that they are not specifically limited to avoidance of trauma-related cues);

128 INTERVENTIONS



(4) emotion dysregulation (both heightened and inhibited emotional experi-
encing, specifically related to anxiety/fear, anger, sadness, shame/guilt); and
(5) self-invalidation. No a priori prioritization exists for stage II targets, as
there does in stage I; instead, the prioritization of targets is determined by
the level of severity and life disruption caused by the problems (with more
severe and disruptive behaviors addressed first), the clients’ goals, and the
functional relationship between targets (e.g., self-invalidation may lead to
high shame reactions; therefore, self-invalidation may be targeted directly,
toward the reduction of shame).

Stage II is guided by the same primary principles as stage I (biosocial,
behavioral, and dialectical strategies). Self-monitoring retains an important
role in stage II DBT, though the Diary Cards are modified to reflect the cur-
rent targets. No published cards currently exist, in part, because of the wide
range of behaviors that may be targeted in this stage; instead, practitioners
are encouraged to develop their own cards, based on the specific needs of
their clients. It is recommended that high-priority stage I targets and associ-
ated urges continue to be monitored in stage II, so that therapists (and cli-
ents) are aware of any recurrences. Similarly, the structure of individual ses-
sions is consistent with stage I, in that therapists (1) organize sessions by
reference to the Diary Card, (2) conduct behavioral and solution-oriented
analyses of targeted behaviors, and (3) continuously balance acceptance and
change throughout the treatment.

The importance of behavioral analyses in stage II should not be under-
stated. To reiterate, based on behavioral theory and science, the factors
related to the current maintenance of behaviors may be quite different from
the factors related to the original development of the behaviors. This is an
especially critical assumption when working with clients who have trauma or
abuse histories, when it can be easy to jump to the conclusion that, if it
appears that current problems are caused by the abuse or trauma, the abuse
or trauma must be treated directly. However, in many cases (e.g., when
abuse or trauma occurred during early development or chronically over a
long period of time), a host of factors may be maintaining current problems
that only peripherally relate to the past experiences. From this perspective,
effective treatment requires intervening at the level of current maintenance
factors. In the absence of empirically supported treatments for individuals
with chronic/complex traumatic histories (or problems with emotional expe-
riencing more generally), treatment can be (and it could be argued, should
be) guided by empirically supported principles of assessment and change
(Rosen & Davison, 2003).

CASE FORMULATION OF STAGE II PROBLEMS

As in stage I, the biosocial, behavioral, and dialectical theories guide stage II.
That is, target behaviors are viewed as developing from the combined influ-
ences of emotional vulnerability and an invalidating environment, and the
maintenance of these behaviors is attributable to some combination of skills

Dialectical Behavior Therapy for PTSD 129



deficits, faulty contingencies, classically conditioned responding, and dys-
functional cognitions. Change therefore requires an emphasis on skills train-
ing, contingency management, exposure, and cognitive interventions, bal-
anced with an equal emphasis on validation and dialectical strategies. In
stage II, however, it is assumed that skills deficits play somewhat less of a role
in the maintenance of behaviors, because stage I focused heavily on increas-
ing basic capabilities. Instead, the skills focus in stage II is more on the
aspects of strengthening and generalization. In addition, given the typical
learning history of individuals appropriate for stage II DBT, many target
behaviors can be conceptualized as classically conditioned responses (e.g.,
intrusive memories, dissociative behavior, shame) and, as such, exposure,
particularly informal exposure, is a frequently used intervention. Further,
many stage II clients continue to have difficulty trusting and validating their
perceptions and emotional reactions, particularly in the context of discuss-
ing past traumatic experiences or in the process of conducting exposure.
Indeed, self-invalidation is defined as a specific target of stage II. Therefore,
validation, with an emphasis on strengthening the capacity for self-valida-
tion, maintains a central role in stage II. Finally, limitations in the capacity
for dialectical thinking appear to contribute to the maintenance of many
stage II problems (e.g., self-loathing may relate to an inability to conceptual-
ize the complexity of factors related to past abuse and current functioning);
therefore, stage II continues to utilize dialectical strategies with a focus on
increasing the capacity for dialectical thinking, specifically. In the remainder
of this chapter we expand on those interventions that take a more promi-
nent role in stage II, including advanced skills training, exposure, validation,
and dialectical strategies. It is important to stress, however, that all treatment
planning in stage II DBT must be based on individualized case formulations.

SKILLS TRAINING IN STAGE II

The four modules of skills that are taught in stage I—mindfulness, distress
tolerance, emotion regulation, and interpersonal effectiveness—are strength-
ened and generalized to new contexts (i.e., situations, interpersonal interac-
tions, internal experiences) in stage II. For the reader unfamiliar with the
skills training module of DBT, the single most useful source for learning
about and teaching DBT skills is the DBT skills training manual (Linehan,
1993b). A brief overview, with an emphasis on the utility of these skills for
stage II, is presented here.

Mindfulness skills are derived from Zen philosophy and are compatible
with both Western and Eastern contemplative practices. The primary goals
of mindfulness skills are to cultivate awareness of internal and external expe-
riences and to be more present-focused. These goals are particularly salient
for clients who become overwhelmed by emotions, avoid emotions, have dif-
ficulty recognizing emotions or cues for emotions, or who are very rumina-
tive about the past or future, as is true for many individuals with PTSD or
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trauma histories. Mindfulness skills may also be useful for increasing aware-
ness of danger-related cues, thus decreasing the chances of revictimization.
In stage I, mindfulness is frequently practiced on external and sensory expe-
riences (e.g., mindfulness of what one sees, hears, smells, tastes, feels physi-
cally) and practiced for short periods of time (typically 1–10 minutes). In
stage II, as clients gain an increasing capacity to focus their attention and tol-
erate internal experiences, mindfulness can be expanded to include aware-
ness of thoughts and emotions and practiced for more extended periods of
time. The exercises in the skills training manual can be adapted for stage II.
In addition, there are many sources of mindfulness practices in popular liter-
ature that can be used for this purpose (e.g., Kabat-Zinn, 1995; Thich Nhat
Hanh [Hanh, 1999]).

The distress tolerance module consists of skills related to getting through
a crisis or extremely stressful situation without engaging in behaviors that
could make the situation worse. As the label implies, these are not skills for
solving life problems but instead for coping with problems when they cannot
be solved at that particular moment (or at all). The skills can roughly be
grouped into two types: crisis survival skills and acceptance skills. Crisis sur-
vival skills are highly utilized in stage I because clients are frequently in crises
and these skills are relatively easy to learn and apply. The acceptance skills
are also taught and viewed as important in stage I; however, they have partic-
ular relevance to stage II DBT. Acceptance skills are based on the assump-
tion that pain and suffering are part of life (although, indeed, some people
seem to have more than others), and that most suffering comes from an
inability to accept this fact. “Acceptance,” as used here, refers to having a
nonjudgmental stance toward oneself and the situation and not demanding
that the situation “should” be any different than it is. In essence, this is apply-
ing the ideas of mindfulness to difficult situations and oneself. For individu-
als who have experienced difficult or traumatic experiences, acceptance is
often the only way out of suffering, given that the past cannot be changed.

Although all the DBT skills aim to treat problems related to emotion
dysregulation, the overall goal of the emotion regulation module is specifically
to reduce and change emotional reactions. In Stage I, considerable attention
is spent on learning about emotions—what they are, why we have them, how
to recognize them, and how to label them. This type of psychoeducation may
be particularly helpful to individuals with PTSD, because PTSD has been
associated with difficulties in identifying and communicating emotions (e.g.,
Zlotnick, Mattia, & Zimmerman, 2001). Clients are also taught how to reduce
vulnerability to negative emotions and increase positive emotions. Mindful-
ness of emotions is taught next in this module, toward the goal of reducing
decreasing emotional suffering. As mentioned above, mindfulness is a diffi-
cult skill to learn, so it is emphasized and strengthened in stage II. The ability
to stay present with emotional experiences is particularly important for
exposure-based interventions in stage II and is thus used in conjunction with
this intervention. The final skill taught in this module, “opposite action,” is
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also highly relevant to exposure-based interventions. This skill involves learn-
ing to recognize the “action urge” associated with emotions as well as spe-
cific skills for behaving in a way opposite to that urge. Opposite action is
described later, in the discussion of informal exposure.

The interpersonal effectiveness module teaches skills necessary for decreas-
ing interpersonal problems and increasing the ability to form and maintain
positive relationships. Similar to assertiveness skills, these skills focus specifi-
cally on strategies for asking for what one needs or wants, saying no to
unwanted requests, and coping with interpersonal conflicts. Clients are
taught how to identify and prioritize goals within interpersonal situations,
how to identify factors that interfere with effectiveness, and most impor-
tantly, concrete skills for effective interactions. In addition, specific skills are
included for maintaining the relationship (when this is important) and main-
taining self-respect in the context of an interpersonal interaction. Because
interpersonal difficulties are common among individuals with complex trau-
matic histories and PTSD, these skills have particular relevance for this popu-
lation. Therefore, in stage II, emphasis is placed on applying interpersonal
skills to building positive relationships, increasing intimacy, and reducing
the likelihood of revictimization.

There are different options for the format of skills training in Stage II. In Stage
I it is recommended that skills be taught in a group context, largely because
this is more economical but also because it is quite difficult to teach skills in
individual therapy when a client is in constant crises that require immediate
attention (e.g., suicide threats/attempts). Skills may be more easily incorpo-
rated into individual therapy in stage II because crises are less frequent and
clients enter this stage with these basic capabilities. Regardless of the mode
of skills training, the emphasis in stage II is on skills strengthening and gen-
eralization—that is, relearning the skills and applying them to new situations.
As such, clients should be encouraged to generate options for skillful behav-
ior prior to being offered options by the therapist. Advanced skills groups
have been utilized in some settings for this purpose. Although there cur-
rently is no specific format for an advanced skills group, (apparently) effec-
tive components include (1) decreasing therapist involvement while increas-
ing client participation in structuring the group and teaching the skills; (2)
focusing on day-to-day problems while emphasizing DBT skills as solutions;
and (3) increasing in-session practice (e.g., with mindfulness exercises) and
between-client interactions (with the explicit goal to strengthen interper-
sonal skills, distress tolerance, and emotion regulation). Telephone skills
coaching, which is heavily utilized in stage I (see Linehan, 1993a), is
decreased in stage II in order to increase clients’ ability to draw on their
existing skill knowledge and apply this to new contexts (i.e., the amount of
phone contact should be contingent on the client’s current level of knowl-
edge and capabilities). The principle of shaping is important to keep in mind
when deciding when telephone coaching would be appropriate in stage II.
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EXPOSURE AS A PRIMARY INTERVENTION IN STAGE II DBT

Exposure is used frequently in stage II, both formally and informally. By
“formal” exposure we are referring to a structured protocol for treating a
particular disorder, such as panic disorder (e.g., Barlow & Craske, 1994) or
PTSD (e.g., Foa & Rothbaum, 1998). Formal exposure is appropriate for the
treatment of target problems that can be conceptualized similarly to the for-
mulations upon which these treatments are based (e.g., when panic disorder
can be conceptualized as a conditioned response to interoceptive cues that is
maintained by avoidance; or when PTSD can be conceptualized as
overgeneralized conditioned responses that are maintained by cognitions
and avoidance). In such cases, these protocols are embedded within the
structure of the treatment (this is why DBT is referred to as a principle-
driven treatment that includes protocols). Many intrusive and associated
avoidant symptoms (e.g., memories of past traumatic experiences) could be
effectively treated with a protocol treatment for PTSD.

More typically, however, informal exposure is utilized in stage II. “Infor-
mal” exposure involves exposure to a relevant cue without an elaborate step-
by-step protocol. Informal exposure is appropriate for the treatment of a tar-
get problem that is, in part, maintained by a conditioned response and
avoidance, but where other maintaining factors are also present. For exam-
ple, in a behavioral analysis of binge eating, it might be revealed that the cli-
ent had a conditioned response to criticism (anxiety), followed by cata-
strophic beliefs about the relationship (“He will leave me”), and anxiety
reduction following the binge episode: Treatment may then include expo-
sure to criticism as well as cognitive interventions and skill building on other
ways to reduce anxiety. Informal exposure is also appropriate for condi-
tioned responses that are highly overgeneralized but for which no formal
protocols exist (e.g., the treatment of shame). The steps are similar in both
informal and formal exposure, though in informal exposure the process is
typically shorter in duration. As described by others (e.g., Foa & Rothbaum,
1998), the basic steps in exposure include (1) presenting stimuli that elicit
the emotion/reaction, (2) ensuring that the affective response is not rein-
forced (i.e., corrective information is provided), (3) blocking escape
responses and other forms of avoidance, and (4) enhancing the client’s sense
of control. Exposure is said to “work” when there is a reduction in the emo-
tion or sustained attention to the cue without the client resorting to alterna-
tive (dysfunctional) avoidant behavior.

In DBT, the steps of exposure are subsumed under the intervention
labeled “opposite to emotion action” or “opposite action,” for short. Oppo-
site action expands on exposure in that it includes a step for acting differ-
ently (i.e., engaging in new behavior while not engaging in the dysfunction-
al/avoidant behavior that is targeted for intervention). This step is
particularly important for clients who have behavioral deficits in addition to
the presence of dysfunctional behavior, such as those with histories of long-
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term, chronic trauma and invalidation. In other words, the goal of treatment
is not only to eliminate dysfunctional behavior but to increase new, func-
tional behavior. This skill is taught to clients in the emotion regulation mod-
ule (to change or reduce negative emotions) as well as used by therapists
with clients to counter classically conditioned responding and/or avoidance.
As a technique used by therapists, opposite action has been articulated most
fully by Rizvi and Linehan (in press) for the treatment of shame among indi-
viduals with BPD, specifically. Preliminary case data for this targeted inter-
vention are quite promising, supporting the applicability of this approach to
exposure for complex populations. The components of opposite action
(which, again, overlap with the steps of exposure) are the following.

Cue Exposure (Presenting the Stimuli That Elicit the Emotion). “Cue expo-
sure” refers to the process of presenting clients with the events, thoughts,
memories, or emotions (i.e., the “cues”) that elicit the target behaviors. This
presentation can be accomplished imaginally by having the client think
about a particular scenario associated with a target behavior, or “live” (in
vivo) by creating a context or having the client engage in an activity that elic-
its a targeted response. Imaginal cue exposure is typically less arousing for
clients and can be a useful starting point for exposure. In vivo cue exposure
can occur both out of the therapy office (through a behavioral “homework
assignment”) or in the therapy session. Because many relevant behaviors can
occur so (seemingly) automatically (e.g., dissociative behavior, shame), use of
in-session emotional reactions can be particularly effective for exposure
treatment in stage II. For this reason, having a comprehensive case formula-
tion (i.e., a thorough understanding of treatment targets and the factors
related to the maintenance of the targets) is essential to enable therapists to
be alert to relevant behaviors as they occur. Relatedly, awareness of target-
relevant cues and reactions prevents therapists from unwittingly removing
cues, which can often be the tendency in the face of apparently adverse reac-
tions (e.g., in response to dissociation, a therapist may avoid similar topics in
the future; in fact, the purposeful presentation of those topics would be a
much more effective intervention).

Response Prevention (Block Avoidance). The most common obstacle to
effective exposure is avoidance of cues and/or emotional experiencing, and
it is essential that therapists block these forms of avoidance during exposure.
Of course, many of the target behaviors of stage II DBT function as avoid-
ance and therefore “blocking avoidance” often translates to prevention of
the target behavior. For example, if the target behavior is dissociation, the
client would be presented with the cue for dissociation (e.g., an angry voice
tone, which elicits fear) and taught skills for staying in the moment in the
presence of the angry voice tone and the feeling of fear. Common forms of
avoidance include missing sessions, not doing homework assignments, refus-
ing to participate in behavioral analyses, and diverting the conversation. Less
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obvious (but effective) means of avoidance include secondary emotions (e.g.,
shame about anger, fear of fear). If exposure is focusing on the primary emo-
tion, the secondary emotions should be blocked. Similarly, judgments about
emotions or self can function as avoidance. For example, a client may berate
him- or herself for feeling very sad about a loss. This judgment is likely inhib-
iting the experience of loss and should be blocked. Blocking avoidance can
usually be accomplished by drawing attention to the avoidance and bringing
the client’s attention back to the exposure. Finally, because many behaviors
typical of stage I DBT can similarly function as avoidance, therapists should
stay alert to the possible recurrence of these behaviors in stage II (e.g.,
parasuicidal behavior, substance use, eating-disordered behavior, extreme
therapy-interfering behavior, including missing sessions, not collaborating in
sessions). The presence of stage I behaviors necessitates treating those
behaviors prior to continuing with stage II targets. However, care should be
taken to minimize the reinforcing effects of moving out of stage II and into
stage I by moving back to stage II as soon as stage I behaviors are under con-
trol.

An effective strategy for countering avoidance is increasing clients’ per-
ceived ability to control events and emotions. This sense of increased control
can be accomplished by giving the client some control over how session time
is used, including when the exposure will occur, and allowing the client to
control the pace and intensity of exposure if he or she is feeling over-
whelmed. In addition, a client’s sense of control can be greatly aided by dis-
cussing ahead of time the rationale and procedures of exposure and design-
ing interventions with the client’s input.

Opposite Action. “Opposite action” is a behavior that is opposite to the
“action urge” of the emotion that is elicited through the cue exposure.
Opposite action is based on a wide body of theoretical and empirical liter-
ature that suggests that all emotions have an associated action urge (e.g.,
fear is associated with the urge to withdraw, avoid, or run away; anger is
associated with the urge to strike out or yell; shame is associated with the
urge to hide); and that engaging in behavior that is opposite to the urge of
the emotion will reduce the emotion more quickly (Barlow, 1988). Further,
opposite action has the additional function of strengthening more adaptive
behavior. In this step, clients are taught skills for identifying the action
urges associated with emotions and the options for opposite action. For
example, if the emotion is fear, clients may be taught ways of approaching
the stimuli that elicit fear (as in typical exposure for fear treatments); if the
emotion is shame, clients may be taught methods of using voice tone and
body posture (e.g., strong voice tone, sitting up straight) as well as behav-
ior (e.g., doing what one feels shame about repeatedly) as opposed to hid-
ing. As in typical exposure treatments, use of opposite action, as just
described, would be predicated on the determination that the emotional
reaction was dysfunctional (i.e., just as one would not advocate walking
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down a dark ally at night to reduce fear of being attacked, the strategy of
opposite action in response to fear would not be recommended if there
were a realistic threat). In DBT, the concept of “justified” versus “unjusti-
fied” emotional reactions is taught to clients as a way of making this dis-
tinction across emotions. Opposite action is typically recommended for
unjustified emotional reactions only.

VALIDATION IN STAGE II

The theory of dialectics and the biosocial theory highlight the importance of
balancing problem solving, a change-oriented strategy, with validation, an
acceptance-oriented strategy, throughout the treatment. Problem solving
and validation are considered “core” strategies in DBT, and both are essen-
tial components of the treatment. For in-depth discussions of validation in
DBT, see Linehan (1993a, 1997). Validation is a communication that affirms
what is true, accurate, or valid in a client’s beliefs, emotional reactions, and
behavior. Validation increases clients’ motivation for change (i.e., functions
as reinforcement and may reduce arousal), strengthens their abilities to dis-
tinguish valid from invalid behavior, and teaches the capacity for self-valida-
tion (ultimately decreasing clients’ sense of emptiness and increasing a
“sense of self”). Although similar to the concept of empathy in psychothera-
py, validation is different in a key respect: Whereas empathy can be defined
as understanding the world from the clients’ perspective (i.e., “standing in
their shoes”), validation includes understanding the world from the clients’
perspective and communicating what is accurate—in their emotions,
thoughts, and behavior.

There are different ways of communicating validation, and these are cat-
egorized in DBT as levels of validation. Levels 1–3 are typical of standard psy-
chotherapeutic listening skills (i.e., unbiased listening, reflecting, and articu-
lating a client’s unverbalized emotions, thoughts, or behavior patterns);
perhaps different from other psychotherapies, however, these skills are used
strategically in DBT to achieve the functions mentioned above.

Level 4 validation refers to validating clients’ behavior in terms of their
learning history or biological dysfunction. For example, in response to a cli-
ent who became irate with her boss (and subsequently got fired), a level 4 val-
idation might be the statement “It makes sense to me that you got so
extreme; given your history of abuse by your father, I know how sensitive
you are to people trying to exert authority over you”; or similarly, “This
seems like another example of how your temperament sometimes gets the
better of you.” Level 4 validation is also used frequently in other psychother-
apies. As used in DBT, level 4 validation can be particularly helpful to clients
who do not understand the nature of their reactions or are highly judgmen-
tal (and invalidating) of their reactions. For this reason, level 4 validation is
frequently used in stage II DBT.

Level 5 validation is perhaps more unique to DBT than to other thera-
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pies. Level 5 validation is given in accordance with the present context or
normative functioning. For example, in the case of the client getting irate,
above, after hearing about the interaction the therapist might conclude, “It
makes sense to me that you got so angry—it sounds like he was really being
unreasonable” (if it did sound that way), or “That sounds like an unbear-
able situation—I bet a lot of people would get angry with someone like
that” (again, if a lot of people would get angry in that type of situation).
The critical consideration with Level 5 validation is whether or not the
behavior is, in fact, valid. More typically, a reaction has both valid and
invalid aspects, and the task of the therapist is to validate the valid (and
not validate the invalid). Expanding on the same example, if the client
threatened her boss and she had no alternative employment or financial
resources, children to feed, and bills that were due, the therapist might
respond, “I can completely understand why you felt so angry, he sounded
completely off-base; it seems, though, that you got pretty extreme and lost
your job because of it. We should work on how to manage those kinds of
feelings so that you don’t respond in ways that make your situation
worse.” Importantly, Level 5 validation does not always “feel good,” nor is
that the goal of the strategy. For example, I (AW) recently had a frustrat-
ing interaction with a client and felt irritated as a result. My client stated
that I seemed irritated and I responded that I was, that I found the inter-
action difficult. This was a Level 5 validation in that I validated her obser-
vation of my irritation—yet undoubtedly, this information did not put her
in a good mood. More often than not, however, Level 5 validation is expe-
rienced positively. Level 5 is particularly helpful for clients who have diffi-
culty trusting and validating their emotional reactions or perceptions, as is
the case with clients with BPD, PTSD, and trauma histories. Level 5 valida-
tion is therefore quite important in stage II DBT.

Finally, Level 6 validation is referred to as “radical genuineness.” Thera-
pists practicing radical genuineness are role-independent in voice tone and
manner. Typical to how they act in other relationships, a radically genuine
therapist is neither overly sweet nor aloof, and tries not to be affected in any
way. Radical genuineness can also be communicated by having accurate
expectations (i.e., not treating the client as fragile or ignoring true limita-
tions) and the willingness to be vulnerable with clients (e.g., self-disclose
reactions in therapy) when this would be helpful. Radical genuineness com-
municates that clients are equal, capable, and valid human beings. As
opposed to the strategic use of the preceding levels of validating, radical gen-
uineness is used throughout DBT.

Whereas validation is utilized frequently by therapists in stage I DBT, the
task in stage II is to teach clients to be validating toward themselves. Levels 1,
4, 5, and 6 are relevant to self-validation. Self-validation at Level 1 (i.e., atten-
tiveness) would translate to a client believing that what he or she has to say
or express is relevant and worth paying attention to and acting accordingly.
Therefore, therapists should stay alert to and encourage self-generated
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behavior (e.g., a client initiating a topic or expressing a request) and rein-
force this initiative when possible (directly, with such statements as “that
seems important,” or functionally, by focusing on the topic or agreeing with
the request). To increase Levels 4 and 5 of self-validation, therapists should
initially use these types of responses in response to clients’ statements and
reactions. Therapists should also stay alert to clients’ self-invalidating state-
ments and highlight and counter these when they occur. Over time, clients
can be encouraged to generate their own Level 4 and Level 5 validating state-
ments in response to their own reactions, perceptions, and experiences.
Questions such as “How does your response make sense, given your his-
tory?” or “How can you understand your reaction, given what was going on
just then?” or “When you start thinking that (invalidating) way, how can you
restate that to yourself to account for what you know to be valid in your
experience?” can be particularly helpful for generating more self-validating
responses. Focus on in-session invalidation can be quite impactful, because
the client has the opportunity to observe and change his or her response in
the moment. Between-session practice is also recommended. This practice
can be implemented by developing tracking forms (similar to thought
records typical of cognitive therapies), in which clients note instances of self-
invalidation, including the situation and their response (cognitive, emo-
tional, behavioral) and then generate Level 4 and/or Level 5 statements.
Finally, clients should be encouraged to practice radical genuineness (Level
6). Often stage II clients will act in ways discordant with how they are feeling
(e.g., act cheerful when they are in pain) or take on the role of someone else.
These behaviors can reinforce their beliefs that who they and what they feel
are not valid, and can also interfere with interpersonal relationships and inti-
macy. This pattern can be addressed by highlighting the behavior when it is
observed, and reinforcing more genuine behavior.

DIALECTICAL STRATEGIES IN STAGE II

As mentioned earlier, the theory of dialectics is one of the main guiding
principles in DBT, influencing assumptions about the nature of reality, the
structure of the treatment, assessment, and the timing of interventions.
Stage I DBT includes a set of strategies used by therapists (referred to as dia-
lectical strategies) to facilitate the balance of change and acceptance
throughout the treatment. Importantly, these strategies also promote clients’
capacity for dialectical thinking—that is, the capacity to think
noncategorically, to take into account the multidimensional nature of reality,
and to accept the notion of no fixed truth (or the possibility of multiple
truths). As such, these strategies are equally important in stage II DBT
because many individuals with histories of abuse or trauma have difficulty
reconciling apparently contradictory aspects of their experiences (e.g., how a
beloved parent could cause great harm).

The specific dialectical strategies include the following:
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• Use of metaphor (a well-constructed metaphor can convey both com-
plete understanding and acceptance and the need for change as well
as the complexity of any situation)

• Taking the role of the devil’s advocate (in which the therapist argues
one half of a polarity in order to generate the other half from the cli-
ent, thus highlighting how “both can be true”)

• Use of extending (taking a client’s position even more strongly they
he or she is making it, thus leading him or her to argue against the
position)

• “Making lemonade out of lemons” (pointing out how something
apparently negative can have positive or useful aspects)

• Entering the paradox (pointing out the inherent contradictions in
any view, reaction, or situation, thus highlighting how different posi-
tions can both be true or untrue)

• Activating “wise mind” (a mindfulness skill that includes the synthesis
of rational and emotional frames of mind)

• Allowing natural change (thus challenging the notion that things
“should” be a certain way)

• Using dialectical assessment (looking for what is left out).

These strategies are woven throughout the treatment in stage II DBT.
In addition, clients can be explicitly oriented to the theory of dialectics

and encouraged to look for dialectical dilemmas and syntheses in their per-
ceptions and reactions. For example, a client may be struggling because she
feels both anger and love toward her father, who abused her; she is trying to
decide whether she should have a relationship with him or cut off contact
with him entirely. In this case, the therapist could point out the polarity (e.g.,
“This seems like a dialectic”) and encourage the client to look for “both–
and,” as opposed to “either/or,” solutions. That is, the client may come to
see that she can have both loving and angry feelings toward her father and
that there may be alternatives besides either having a close relationship or
stopping all contact (e.g., getting together occasionally in the presence of
others; going to family therapy together). Attention to dialectical dilemmas
that arise in the course of therapy or in the context of the therapeutic rela-
tionship can be particularly useful for developing the capacity for dialectical
thinking (and for strengthening the relationship). For example, a client want-
ing more between-session contact than a therapist is willing to provide can
be treated as an opportunity to discuss the validity in both viewpoints and
possibly generate solutions that are a synthesis of these views. The ultimate
goal is to facilitate nonjudgmental and flexible evaluations of self and others.
Of course, the ability to notice dialectical tensions and generate dialectical
syntheses require that the therapist truly adopt a dialectical worldview. This
philosophical shift can be facilitated through independent reading (e.g.,
Basseches, 1985; Levins & Lewontin, 1987) and participation in a consulta-
tion group that promotes dialectical thinking.
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EMPHASIS ON THE THERAPEUTIC RELATIONSHIP

The effectiveness of stage I DBT depends on the establishment of a strong
and positive therapeutic relationship; this is equally the case in stage II DBT.
The relationship in DBT affects therapy in two primary ways: A strong rela-
tionship allows the therapist to have a certain amount of influence over the
process of therapy (i.e., mutual trust, respect, and positive regard will
increase the likelihood that the client will engage in tasks and behaviors that
are difficult and uncomfortable); further, a strong relationship can be ther-
apy in itself (i.e., through the development of closeness, trust, and intimacy:
the therapist is warm, nonjudgmental, accepting, and compassionate, and
the client may learn from this new ways of relating to others, healing from
some of the damage of past destructive relationships). Just as in the therapy
as a whole, the therapist works to achieve a balance within the relationship
between accepting it as it is (and the client as he or she is) and initiating
problem-solving activities when difficulties arise. Furthermore, emphasis is
placed on generalizing aspects of the therapeutic relationship to the client’s
relationships outside of therapy. This focus can be useful in helping the cli-
ent recognize and change recurrent problems as well as develop the capacity
for positive and intimate relationships outside of therapy. A relational focus
is particularly important for individuals who have suffered interpersonal
traumas. Given this emphasis, it is imperative that therapists practicing DBT
(either stage I or II) convey comfort and flexibility in discussing interper-
sonal issues.

CONCLUDING COMMENT ON STAGE II DBT

As has been stated, stage II DBT is in the early phases of development, and
efforts to further articulate it are underway by our research group and others.
The ideas presented here are preliminary, based on empirically supported
principles but not evaluated empirically as a structured treatment for this pop-
ulation. The need for research in this area cannot be stressed enough.

COMMON OBSTACLES AND POSSIBLE SOLUTIONS

• Stage I problems reemerge in Stage II. Although the stages of DBT are
presented linearly, as if clients progress smoothly from one stage to the next,
in reality, this is rarely the case. Instead, clients often move back and forth
between stages I and II. Given that many dysfunctional behaviors function to
regulate emotions (such as parasuicide in individuals with BPD or complex
trauma histories), and given that stage II emphasizes emotional experienc-
ing, stage I problems are likely to reemerge during Stage II. When this
occurs, it is important to move quickly to the treatment of these higher-prior-
ity targets and remain focused on these problems until they have been elimi-
nated. However, just as certain behaviors can function as emotional avoid-
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ance, attention to these behaviors may also function as avoidance from the
originally eliciting cue. Therefore, this likely contingency should be high-
lighted and therapy should return to the original focus as soon as possible.

• Client does not see the relevance of the treatment goals as outlined by DBT. It
is often the case that clients come into treatment (either stage I or II) with
their own goals and assumptions about how to achieve them. For example,
clients may enter stage I with no intention of reducing self-harm behavior,
either because they do not think the behavior is a problem or because they
fear they will completely lose control (and even kill themselves) if they cease
to engage in the behavior. Or clients may begin therapy with many stage I
behaviors, firmly believing that they their early abuse is the cause and needs
to be addressed first. Similar obstacles can exist in stage II DBT—for exam-
ple, although a behavioral analysis may reveal that a client’s intense shame is
precipitated by current signs of criticism by others, he or she may hold the
belief that he or she needs to “process” her childhood sexual abuse first to
reduce the response of shame. It is imperative, therefore, that clients’ goals
and assumptions be fully assessed at the onset of therapy. Clients’ willingness
to proceed with the goals and targets of DBT can be enhanced by fully ori-
enting them to the rationale for the treatment (goals, targets, and interven-
tions) and linking their goals to the goals and targets of DBT (that is, explic-
itly stating how DBT will help them achieve their goals).

• Client does not self-monitor. Although self-monitoring is considered
essential in DBT (and behavioral therapies, in general), it is frequently the
case that clients do not complete (or do not fully complete) the DBT Diary
Cards. This obstacle can be overcome by viewing it as a problem to be solved
(in this case, a “therapy-interfering behavior”) and as such, conducting a
behavioral analysis of the factors that interfered with completing the card
and then problem-solving those factors. In our experience the factors related
to not completing cards overlap with problems clients are experiencing in
general. Therefore, problem-solving the Diary Card exercise not only
increases the likelihood that the card will be completed in the future, it also
addresses problems relevant to clients’ long-term goals. For example, typical
factors that interfere with card completion include disorganization (e.g., los-
ing the card), shame (e.g., when thinking about one’s problems), and not see-
ing the relevance of the exercise. Linking the completion of the Diary Card
to clients’ larger problems thus increases both the relevance of the exercise
and the generalizability of the intervention. Of course, adequate attention to
Diary Card noncompliance rests on the degree to which therapists view this
type of self-monitoring as essential to the treatment.

• Working with this population can lead to burnout. DBT addresses the
common problem of therapist burnout when working with difficult-to-treat
clients. Much has been written about the high emotional stress and likeli-
hood of “burnout” among therapists who work with BPD, and clients with
trauma histories, PTSD. In DBT there is an explicit assumption that “thera-
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pists who treat BPD patients need support.” Hence an essential component
of DBT is the therapist consultation group. We assert that the therapist con-
sultation group is equally important in stage II as in stage I DBT because it
functions in both stages to improve therapist capabilities and motivation, to
offer a venue for exchange of information among treatment providers, and
to provide support. Although there is a wide range of formats used in DBT
consultation groups (which may overlap with more traditional consultation
groups in many ways), DBT groups can be distinguished from other types of
consultation groups, in part, by a set of “agreements” shared among mem-
bers. These agreements model many principles of the therapy as a whole
(e.g., “to accept a dialectical philosophy”) as well as its strategies (e.g., “to
consult with the patient on how to interact with other therapists and not to
tell other therapists how to interact with the patient”), and importantly it
provides guidelines for minimizing therapist burnout (e.g., “All therapists
are to observe their own limits without fear of judgmental reactions from
other consultation group members”). In addition to the agreements, DBT
consultation groups are also unique in their emphasis on incorporating the
mindfulness skills taught to clients in DBT. Given the range of reactions that
therapists can experience when working with traumatized and difficult-to-
treat clients, effective treatment requires awareness of their own experience
as well as careful attention to the moment-to-moment experiences of the cli-
ents. Stated as a DBT assumption about therapy, “Clarity, precision, and
compassion are of the utmost importance in the conduct of DBT.” Mindful-
ness skills are practiced by therapists toward this goal.
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INTERVENTIONSAcceptance and Commitment Therapy for PTSD

CHAPTER SEVEN

Acceptance and Commitment
Therapy in the Treatment

of Posttraumatic Stress Disorder
Theoretical and Applied Issues

Robyn D. Walser
Steven C. Hayes

Acceptance and commitment therapy (ACT; Hayes, Strosahl, & Wilson,
1999) is a behaviorally based intervention designed to target and reduce
experiential avoidance and cognitive entanglement while encouraging cli-
ents to make life-enhancing behavioral changes that are in accord with their
personal values. Although ACT has been applied to a wide variety of prob-
lems, it is well suited to the treatment of trauma. Individuals who have been
diagnosed with posttraumatic stress disorder (PTSD) are often disturbed by
traumatic memories, nightmares, unwanted thoughts, and painful feelings.
They are frequently working to avoid these experiences and the trauma-
related situations or cues that elicit them. In addition to the symptoms of
PTSD, the painful emotional experience and aftermath of trauma can often
lead traumatized individuals to view themselves as “damaged” or “broken” in
some important way. These difficult emotions and thoughts are associated
with a variety of behavioral problems, from substance abuse to relationship
problems.

Although most trauma survivors recover naturally without professional
intervention, a small percentage develops problems in living and trauma-
associated disorders. The job of the professional is to help these traumatized
individuals heal from the effects of the traumatic experiences. The word
“heal” comes from a word meaning “whole.” In an important sense, the cli-
ent has come to the therapist to be made “whole” once again. Often clients
believe that healing somehow involves forgetting or getting away from past
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traumas—cutting them out of their lives. Clients may work to avoid all emo-
tional, psychological, and physical experiences associated with the trauma.
From an ACT perspective the task is very nearly the opposite. ACT helps cli-
ents make room for their difficult memories, feelings, and thoughts as they
are directly experienced, and to include these experiences as part of a valued
whole life.

EXPERIENTIAL AVOIDANCE,
COGNITIVE FUSION, AND PTSD

The concept of experiential avoidance offers organization to the functional
analysis of trauma-related problems and lends coherence to understanding
the sequelae of trauma. Experiential avoidance occurs when an individual is
unwilling to experience certain private events, such as negatively evaluated
emotional states or thoughts and/or unpleasant physiological arousal, and
then takes steps to alter the form or frequency of these events even when
there is a behavioral “cost” to doing so (Hayes, Wilson, Gifford, Follette, &
Strosahl, 1996). For example, a traumatized individual is engaging in experi-
ential avoidance when he or she drinks alcohol to “drown” feelings of pain.
From an ACT perspective, experiential avoidance is natural for human
beings as evidenced by the fact that it is built into human language—“Figure
out how to get rid of bad things and get rid of them”—but nevertheless it is
often destructive. The problems with experiential avoidance as a course of
action are the following:

1. If traumatized individuals experience feelings that they “cannot
have,” then, in one sense, there is something wrong; whole parts of
their own experience must be denied.

2. Humans are very unsuccessful in deliberately eliminating automatic
emotions and thoughts.

3. Many of the methods that can be used to skirt the effects of trauma
(e.g., substance use, avoidance of situations that trigger the thought
or feeling) are themselves destructive.

On the surface, avoidance maneuvers constitute attempts to be free from
painful events. Unfortunately, the very inner state survivors are seeking—a
sense of wholeness—can be lost in their efforts to avoid private experience
(Walser & Hayes, 1998; Follette, 1994).

ACT theorists (e.g., Hayes et al., 1996) contend that experiential avoid-
ance stems, in part, from human verbal behavior itself (the theory of verbal
behavior upon which ACT is based is relational frame theory; see Hayes,
Barnes-Holmes, & Roche, 2001). Language, and in particular self-talk, can
play a critical role in moderating the damage caused directly by a traumatic
event. As aversive experiences are described, categorized, and evaluated, the
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bidirectional nature of human language makes this process itself aversive
(Hayes et al., 1999, 2001). For example, telling the story of a trauma evokes
negative emotions and experiences. Furthermore, because verbal behavior
can occur under virtually any context, unlike most other forms of behavior,
the pain it produces cannot be regulated by avoiding situations per se. Left
with seemingly no other alternative, humans attempt to regulate psychologi-
cal pain not just by avoiding objectively aversive situations, but also by avoid-
ing or suppressing negative private experiences themselves (e.g., trying to
forget memories). This network of avoidance can expand almost indefinitely,
depending on the different contexts that become directly or indirectly
related to the painful private experiences (e.g., sexually traumatized individ-
uals may initially have difficulty with romantic relationships following the
trauma, but this circumscribed difficulty can then spread to avoidance of
many other social situations).

The verbal aspect of the trauma experience has been addressed in the
literature. Appraisals of a traumatic event as uncontrollable, unpredictable,
and objectively dangerous help determine subsequent reactions to it (Foa,
Zinbarg, & Rothbaum, 1992). Furthermore, individuals often feel the need
to explain unusual, unwanted, or unexpected events and make causal attri-
butions about them (Weiner, 1985, 1986). The nature of the individual’s
explanation will often influence how he or she responds to the event
(Brewin, 2003; Shaver & Drown, 1986; Tennen & Affleck, 1990; Weiner,
1986).

Some of the key forms of verbal entanglement are captured in the acro-
nym FEAR—fusion, evaluation, avoidance, and reason-giving (Hayes et al.,
1999). “Cognitive fusion” refers to a process in which the regulatory power
of verbal/cognitive stimuli dominate over other sources of behavioral influ-
ence. In this case, individuals view their thinking as literally reflecting truth,
and they respond to their constructions of the world as if they are the world.
For example, buying into the idea that “Deep down I am broken as a result
of my trauma” can lead to a number of responses that are unhealthy.
“Defusing” from this construction involves seeing the words for what they
are—a set of words put together in a particular way—and then choosing to
respond in a way that is healthy. “Evaluation” allows us to compare, make
decisions, plan, and problem-solve, but it also allows us to judge, evaluate,
and assess in unhealthy or unhelpful ways. For instance, an individual who is
suffering as a result of childhood trauma can imagine what life might be like
if he or she had not been traumatized. The evaluative result may be extensive
and painful, as the person yearns for a different history or attempts to deny
what history has led her or him to be—an individual with these kinds of
unwanted memories. When these attempts to forget are unsuccessful, addi-
tional negative judgments about the self are likely to follow, such as labeling
oneself as a “failure.” Together fusion and evaluation lead readily to “avoid-
ance,” which is harmful for several reasons: It narrows the range of behav-
iors that can occur, prevents healthy forms of exposure, and strengthens
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responses that are problematic (e.g., avoidance of intimacy). Moreover, and
paradoxically, efforts to change internal private events can be self-amplify-
ing. For example, as we document later in this chapter, deliberate attempts
to try not to think about something tend to bring the event to mind. A cycle
of trying not to remember, followed by remembering, followed by trying not
to remember may ensue. “Reason-giving”—giving verbal explanations for
behavior (e.g., “I can’t be in a relationship because I have PTSD”)—further
amplifies both avoidance and rigidity, and tends to make treatment more dif-
ficult because many important “reasons” are unlikely to change (e.g., if the
reason for the action is a bad childhood, then some other childhood would
seemingly be needed in order to act differently).

ACT targets experiential avoidance and cognitive fusion through accep-
tance and “defusion” techniques (i.e., mindfulness techniques, viewing
thoughts as thoughts, observing personal emotional experience). Acceptance
and defusion can create a new context within which the trauma survivor may
view the world and the self. If thoughts are observed and noted rather than
believed or disbelieved, and efforts to control private experience are relin-
quished as a means to mental health, then valued and life-enhancing behav-
ioral change is much more likely.

EMPIRICAL RESEARCH: EXPERIENTIAL AVOIDANCE
AND COGNITIVE FUSION

A number of empirical studies including an investigation of experiential
avoidance and its impact are relevant to PTSD. We describe several areas of
research that underscore the theory of experiential avoidance as a compo-
nent of pathology. In addition, we discuss specific research related to the use
of acceptance-based techniques and ACT in the treatment of stress-related
symptoms and PTSD.

Avoidance, Fusion, and Pathology

Many of the problematic behaviors seen in PTSD may be the result of
unhealthy avoidance strategies, fed by cognitive fusion. Steps taken to avoid
experiential states may include directed thinking, rumination, and worry.
These cognitive strategies are ways to distract oneself from current experi-
ence and the cognitive material associated with emotional content (Wells &
Matthews, 1994). Worry and self-analysis seem to provide control over events
but, in fact, have been shown to have minimal constructive benefit
(Borkovec, Hazlett-Stevens, & Diaz, 1999) and may only serve to complicate
psychological struggle. Numbing oneself to emotional responses or engaging
in one type of emotional reaction as a way to avoid another (e.g., using anger
to avoid hurt), and removing oneself from situations and personal interac-
tions that elicit certain negative thoughts or emotions are all examples of
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avoidance maneuvers. A victim of trauma may spend large amounts of
energy engaging in a number of these behaviors, avoiding feelings and
thoughts associated with the trauma or activities that stimulate memories of
the trauma (Shapiro & Dominiak, 1992). Avoidance and numbing are two of
the more central aspects in a diagnosis of PTSD (American Psychiatric Asso-
ciation, 1994). Avoidance is not always negative, however. Some forms in
some contexts may actually be healthy especially, if it is connected to more
active methods of coping that help elaborate healthy repertoires, such as
positive distraction. But if this coping process dominates, it may result in
emotional numbness to cognitive and emotional material and may lead to
prolonged problems.

Suppression

A possible result of suppression, a form of avoidance wherein individuals try
to block out or inhibit thoughts or feelings, is the recurrence of intrusive
traumatic cognitions (Clark, Ball, & Pape, 1991; Wegner, Shortt, Blake, &
Page, 1990), which, as noted earlier in the chapter, may result in a paradoxi-
cal effect of amplification. Current research suggests that attempting to
avoid or suppress unwanted negative thoughts, emotions, and memories as a
means to create psychological health may actually contribute to a magnifica-
tion of the negative emotional responses and thoughts, and to a longer
period of experiencing those events (Wegner & Schneider, 2003; Wenzlaff &
Wegner, 2000; Wegner, 1994; Cioffi & Holloway, 1993; Wegner & Zanakos,
1994). This means that suppression presents risks of amplification: Avoid-
ance of thoughts increases their importance (a cognitive fusion process),
which then increases their negative impact and induces further efforts to
avoid them.

The effects of active suppression of unwanted private experience (e.g.,
unwanted thoughts or emotions) have been documented in many studies
(Cioffi & Holloway, 1993; Clark et al., 1991; Kelly & Kahn, 1994; Muris,
Merckelback, van den Hout, & de Jong, 1992; Salkovskis & Campbell, 1994;
Walser, 1998; Wegner, 1994; Wegner, et al., 1990). The effects of long-term
suppression have also been explored (Trinder & Salkovskis, 1994). These
suppression effects, which are generally consistent, are explored briefly
below.

Thought suppression studies (Macrae, Bodenhousen, Milne, & Jetten,
1994; Wegner, 1994; Wegner, Schneider, Carter, & White, 1987) indicate
that subjects have a difficult time suppressing the unwanted thought and
mention the thought frequently during suppression conditions. Subjects also
report a conscious, effortful search for anything but the thought; however,
these efforts to distract fail. The failure of these efforts may be due to the
presence of an unusual sensitivity to the thought throughout periods of
attempted suppression (Wegner, 1994). These findings support the notion
that we are more likely to think of the very thing we would like to avoid.
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Personally relevant intrusive thoughts, or unwanted thoughts that
repeatedly come to mind (Edwards & Dickerson, 1987), such as recurring
memories, images, evaluations, judgments, and so on, have also been investi-
gated (Rachman & Hodgson, 1980; Salkovskis & Harrison, 1982). For
instance, Salkovskis and Campbell (1994) found that suppression causes
enhancement of personally relevant, negatively valenced intrusive thoughts.
Trinder and Salkovskis (1994) found that subjects who were asked to sup-
press their negative intrusive thoughts experienced significantly more of
those thoughts than subjects who were asked just to monitor their thoughts.
In addition, the suppression group recorded significantly more discomfort
with the negative intrusions than did subjects in the monitor only group.

Although personally relevant intrusive thoughts are quite common and
are thought to occur in about 80% of the population (Rachman & de Silva,
1978), they appear to be particularly problematic for survivors of trauma.
The suppression of disclosure about disturbing events, such as past trauma,
has been linked to both psychological and physiological problems
(Pennebaker, Hughes, & O’Heeron, 1987; Pennebaker & O’Heeron, 1984).
Riggs, Dancu, Gershuny, Greenberg, and Foa (1992) have found that female
crime victims who “hold in” their anger experience more severe PTSD symp-
toms. Roemer, Orsillo, Litz, and Wagner (2001) found that strategic with-
holding of emotions is associated with PTSD. The intrusive experience of
emotion seen in PTSD can trigger an opposing process of denial or numb-
ness (Horowitz, 1986), and numbness itself may be used as a way to avoid
evocative stimuli (Keane, Fairbank, Caddell, Zimering, & Bender, 1985).
This numbing, however, may lead to difficulties in emotional processing and
maintenance of PTSD symptomatology (Wagner, Roemer, Orsillo, & Litz,
2003).

It makes sense that a trauma survivor would engage in behaviors to
counteract or avoid traumatic thoughts and the emotions that may be associ-
ated with them, given the aversiveness of the traumatic event. Furthermore,
there is considerable evidence that people attempt to suppress thoughts
when they are traumatized (Pennebaker & O’Heeron, 1984; Silver, Boon, &
Stones, 1983), obsessed (Rachman & de Silva, 1978), anxious (Wegner et al.,
1990), or depressed (Sutherland, Newman, & Rachman, 1982; Wenzlaff &
Wegner, 1990). However, as noted earlier, efforts at control of one’s mood
may paradoxically cause the mood to continue and may also lead to the exe-
cution of many maladaptive behaviors, such as alcohol use or binge eating
(Herman & Polivy, 1993).

Finally, recycling through a process of suppression, with recurrence of
emotion and thought countered by further attempts at suppression, could
well produce undesirable internal experience that is fairly robust (Wegner et
al., 1990). Suppression of thought and emotion may be a part of the develop-
ment of such disorders as PTSD, depression, anxiety, and panic. What indi-
viduals believe to be the antidote may actually be the venom that produces
the very problem, further contributing to their distress. Individuals who use
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suppression and avoidance may actually be generating an assortment of
unwanted consequences and problems because of the strategy.

Research that focuses on self-disclosure of traumatic events—a process
of talking openly about the trauma without attempts to suppress—has found
that disclosure is associated with lower levels of psychological distress and
increased ability to care for oneself (Lepore, Silver, Wortman, & Wayment,
1996; Pennebaker & Harber, 1993). In addition, self-disclosure can elicit the
emotions associated with the negative event, thus facilitating a possible
decrease in, via exposure to, the negative emotion. In other words, being
present to, rather than avoiding, the emotional content of trauma may be
the healthier avenue. For example, Bolten, Glenn, Orsillo, Roemer, and Litz
(2003) found that self-disclosure is associated with lower levels of PTSD
symptom severity. Verbal and emotional processing of the traumatic event
has also been theorized to be an effective treatment for PTSD. This type of
processing includes a full experiencing of the traumatic memory and associ-
ated emotions, followed by habituation to the emotions and thoughts (Foa &
Rothbaum, 1998). Emotional engagement, rather than emotional avoidance
or numbing, appears to be a key ingredient (Jaycox, Foa, & Morral, 1998).
Acceptance of previously avoided experiences may have a powerful impact
in moving traumatized individuals toward healthy and valued living.

Acceptance, Defusion, and Mindfulness

Mindfulness is traditionally defined as nonjudgmental awareness of, and
contact with, the current moment (Kabat-Zinn, 1990). It involves openness
to experience and recognition that thoughts and feelings are passing events
that do not need to be acted upon. From an ACT point of view, mindfulness
involves four key processes (Hayes, 2004): acceptance of experience,
defusion from the literal meaning of thought (e.g., observing the thought as
a thought, not as what it says it is), continuous contact with the present
moment, and a transcendent sense of self. Mindfulness techniques, which
generally foster all of these processes, provide a context in which the client
can experience internal private events in the moment—that is, observing
them as something the mind does without necessarily treating these events
as reality. Practicing mindfulness provides exposure to emotion while simul-
taneously reducing experiential avoidance and demonstrating that emo-
tional events themselves are not harmful. For example, to be aware of feel-
ings of sadness or anxiety, without attempting to avoid or extinguish them,
can help individuals learn more about emotional experience and come to
realize that it does not have to rule action. That is, clients can learn to be
present to emotions, even negatively evaluated ones, and continue to behave
in ways that promote health and relationship.

ACT uses mindfulness techniques and also directly targets components
of mindfulness. For example, ACT exercises are used to help distinguish
between a person as a continuous process or locus of awareness and what
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the person is aware of (Hayes, 1994). That is, the person can locate a sense of
“I” that observes and can learn to view experience as an ongoing process.
Any or all things can be experienced in this moment and may be argued to
be limitless and therefore not thing-like. It is a clinically important sense of
self because it is not threatened by psychological content: Any content,
whether “good” or “bad,” is experienced from the point of view of “this
moment,” and given that experience is an ongoing process, it is continuously
changing. Finding and experiencing a sense of self as a context for events,
rather than allowing the events to determine the context and outcome, thus
supports acceptance, defusion, and other ACT processes.

ACT: CLINICAL APPLICATION

Assessment

Assessment methods focus on the goals of change in ACT: facilitating accep-
tance, defusion, values, and committed action. We review both clinically use-
ful and research-capable assessment types in this section. We do not address
assessment of PTSD per se; for that see Pratt, Brief, and Keane, Chapter 3,
this volume.

The Acceptance and Action Questionnaire (AAQ; Hayes, Strosahl, et
al., 2004d; Bond & Bunce, 2003) is a self-report measure that attempts to
assess several of the key features of ACT and its underlying model. Items
focus on experiential control, psychological acceptance, and taking action
despite experience of aversive private events. Respondents report the extent
to which each statement applies to them with higher scores indicating
greater experiential avoidance.

There are three validated versions of the AAQ: a nine-item single-factor
scale (Hayes, Bissett, et al., 2004a), a very similar 16-item single-factor scale
(Hayes et al., 2004d), and a two-factor 16-item scale (Bond & Bunce, 2003).
All versions have adequate psychometric properties. More impressive are
their operational characteristics. The AAQ correlates in the expected direc-
tion with most measures of psychopathology, including depression, anxiety,
overall psychiatric severity, and the like (Hayes et al., 2004d). It also predicts
quality of life (Hayes et al., 2004d), flexibility at work (Bond & Bunce, 2003),
and response to treatments and challenges of various kinds.

The AAQ has been used in studies of trauma and its effects. Marx and
Sloan (2002) have shown that self-report measures of childhood sexual abuse
(CSA), experiential avoidance, and emotional expressivity are all significantly
related to psychological distress. However, only experiential avoidance medi-
ated the relationship between CSA and current distress. Similarly, Marx and
Sloan (2005) showed the same in a population of 185 trauma survivors who
were assessed for peritraumatic dissociation, experiential avoidance (using
the AAQ), and PTSD symptom severity. Both peritraumatic dissociation and
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experiential avoidance were significantly related to PTSD symptoms at base-
line. After the initial levels of PTSD were taken into account, only experien-
tial avoidance was related to PTSD symptoms both 4 and 8 weeks later.

Existing measures of coping styles can be used in an ACT-consistent
fashion. There is a significant relationship between methods of coping and
certain forms of symptomatology (Abramsom, Seligman, & Teasdale, 1978;
Fondacaro & Moos, 1987), many of which are included in the diagnosis of
PTSD. The Ways of Coping Questionnaire (WOC; Folkman & Lazarus,
1988), a widely used research instrument for assessing coping strategies, and
the Coping Inventory for Stressful Situations (CISS; Endler & Parker, 1994)
are both useful instruments that tap into emotion-focused or avoidant strate-
gies. They assess a wide range of thoughts and behaviors that individuals use
to deal with stressful life experiences. Three dominant means of coping with
stressful situations have been identified; task-oriented, emotion-oriented
(Folkman & Lazarus, 1988), and avoidance-oriented (Endler & Parker, 1994).
“Task-oriented coping” refers to the attainment of problem resolution
through conscious efforts to solve or modify the situation. “Emotion-ori-
ented coping” is defined by a set of reactions, such as tension and anger, of a
self-oriented nature that occurs in response to a problematic event. “Avoid-
ance-oriented coping” involves responses that have the effect of distracting
or diverting the individual’s attention away from the stressful situation
(Turner, King, & Tremblay, 1992).

The Emotional Approach Coping (EAC) scale is an eight-item measure
developed to assess two aspects of emotional coping: emotional processing
(four items) and emotional expression (four items; Stanton, Kirk, Cameron,
& Danoff-Burg, 2000). Items are rated on a 4-point Likert scale (from 1, “I
usually don’t do this at all,” to 4, “I usually do this a lot”) to determine how
often various emotionally based strategies are used to cope with a stressful
situation. Psychometric properties of the EAC are strong (Stanton et al.,
2000). The questions on the scale include items such as “I acknowledge my
emotions” and “I take time to figure out what I am really feeling.” This
instrument is short and easy to administer, and it can provide a quick snap-
shot of the individual’s style of emotional processing and expression.

Other instruments that more directly assess avoidance and cognition
include the White Bear Suppression Inventory (WBSI; Wegner & Zanakos,
1994) and the Automatic Thoughts Questionnaire (ATQ; Kendall & Hollon,
1980). The WBSI is a self-report instrument designed to assess thought sup-
pression—that is, an individual’s reported level of desire or ability to success-
fully avoid a thought (Wegner & Zanakos, 1994). Respondents report the
extent to which each of 15 statements applies to them, using a 5-point Likert
scale, with higher scores indicating increased desire to suppress. However,
recent studies suggest that the WBSI does not exclusively measure thought
suppression, but also addresses the experience of intrusive thoughts. Hence,
the WBSI does not seem to measure suppression, per se, but rather the fail-
ure to suppress (Rassin, 2003). In a recent study, one factor of the WBSI was
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interpreted as “unwanted intrusive thoughts,” the other as “thought suppres-
sion.” The full scale’s correlation with measures of depression, anxiety, and
obsessive–compulsive behaviour was largely due to the unwanted intrusive
thoughts factor, rather than the thought suppression factor. Neither factor
correlated with self-disclosure. The theoretical meaning of separating
thought intrusions from thought suppression may play an important role in
assessment and research.

Recently, measures of thought control have also emerged as useful
assessment tools. One of these measures, the Thought Control Question-
naire (TCQ; Wells & Davies, 1994), was designed to assess strategies that are
used to control unpleasant or unwanted thoughts. Wells and Davies (1994)
studied the relationship between the use of different strategies of control
and measures of stress vulnerability and psychopathology. In factor analyses
of the TCQ the authors found five replicable factors: distraction, social con-
trol, worry, punishment, and reappraisal. Associations were also found
between assessment of emotional vulnerability and perceptions of weakened
control over cognitions and the punishment and worry subscales of the
TCQ.

Mindfulness measures may prove useful in assessing level of awareness
to current experience and ACT-consistent behavior. The Kentucky Inventory
of Mindfulness Skills (KIMS; Baer, Smith, & Cochran, 2004) is a 39-item self-
report measure that is designed to assess general tendency toward mindful-
ness in daily life and includes four areas of mindfulness skills: observing,
describing, acting with awareness, and accepting without judgment. The
KIMS has been found to have high internal consistency and adequate to
good test–retest reliability (Baer et al., 2004).

A second mindfulness measure is the Mindfulness Attention Awareness
Scale (MAAS; Brown & Ryan, 2003). This is a recently developed 15-item
measure that uses a Likert-style self-report format to assess a single factor of
mindfulness. The MAAS items generally focus on the presence or absence of
attention to the present moment and include questions such as “I find it dif-
ficult to stay focused on what is happening in the present,” “I rush through
activities without really being attentive to them,” and “I do jobs or tasks auto-
matically without being aware of what I am doing.” Most of the questions
appear to be assessing level of attention to specific tasks. The MAAS has
been shown to be a reliable and valid instrument for use in student and adult
populations.

One of the most important aspects of assessment in the ACT approach
investigates individuals’ degree of commitment and action. Individuals who
have been diagnosed with PTSD are often not living the lives they would like
to be living and are inactive around a number of important values. Assessing
how well or poorly clients are functioning in relation to their values in a
number of areas lends support to a specific target of intervention when
using ACT and lends support to the effectiveness of the treatment. The
Valued Living Questionnaire (VLQ; Wilson & Groom, 2002; Wilson &
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Murrell, 2004) is a 20-item assessment instrument that evaluates both the
importance of a particular value plus the degree to which the value is being
practiced in an individual’s life. Ten different domains are assessed: Family
(other than marriage or parenting), Marriage/couples/intimate relations,
Parenting, Friends/social life, Work, Education/training, Recreation/fun,
Spirituality, Citizenship/community life, and Physical Self-Care (diet, exer-
cise, sleep). The psychometric properties of the VLQ are currently under
investigation; in our experience, it is a useful clinical tool that guides both
clinicians and clients with respect to importance of and degree of consistent
action with specified values. A second clinical assessment of values is also
possible. The Values and Goals Worksheet (see Figure 7.1) includes clients’
personal definition of their values, goals related to achieving greater degrees
of success in living those values, barriers or reasons the values are not being
lived, and current level of success in living particular values.

Guidelines for Client Selection

ACT can be used with a variety of clients and clinical presentations, with no
specific limitations to its use. However, it is most useful when applied with
clients who are assessed to be emotionally avoidant and/or cognitively fused,
have chronic conditions, or who have multiple treatment failures. ACT has
been demonstrated to be effective when used in the treatment of PTSD
(Follette et al., 1993; Walser, Loew, Westrup, Gregg, & Rogers, 2003a;
Walser, Westrup, Rogers, Gregg, & Loew, 2003b; Batten & Hayes, 2005),
anxiety and stress (Bond & Bunce, 2000; Twohig & Woods, 2004; Zettle,
2003), substance abuse/dependence (Gifford et al., 2004; Hayes et al., 2002),
coping with positive psychotic symptoms (Bach & Hayes, 2002), chronic pain
(Dahl, Wilson, & Nilsson, 2004; McCracken, Vowles, & Eccleston, 2004),
stigma and prejudice in drug abuse counselors (Hayes et al., 2004a), depres-
sion (Folke & Parling, 2004; Zettle & Hayes, 1986; Zettle & Raines, 1989),
self-management of diabetes (Gregg, 2004), and a variety of other conditions
(see Hayes, Masuda, Bissett, Luoma, & Guerrero, 2004c, for a recent review).
There are also effectiveness data for ACT. Strosahl, Hayes, Bergan, and
Romano (1998) found that training clinicians in ACT produced better over-
all clinical outcomes in a general clinical practice in a managed care setting.

When selecting clients for ACT who have experienced trauma or who
have already been diagnosed with PTSD, there are a number of points to
keep in mind. First, the client must be ready (i.e., able to commit to a num-
ber of sessions) and willing to undergo an intensive therapy in which the
therapist is quite active in session. Second, if the client has problems that
would be better treated by a different approach (according to the literature),
this approach needs to be implemented first or integrated into the course of
ACT. For example, if the client has borderline personality disorder, dialecti-
cal behavior therapy should be implemented initially, with ACT brought in
during later stages. Finally, a functional analysis of the case should fit the
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ACT model (e.g., the presenting issue is one of emotional or experiential
avoidance, cognitive fusion, lack of clarity about values, and so on).

Overview of Treatment Approach:
Acceptance Theory and Intervention

The following section provides detailed information about how to use ACT
in a clinical setting. There are several main goals that are generally presented
in order when using ACT. This is not to say, however, that the ACT goals
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Instructions: Below is a list of life areas in which most people have important goals and values. That
is, there is usually something important in these areas that most people are trying to achieve in their
lives. Values are very subjective, and what may be important to you is not necessarily important to
someone else. In each area, please write down the values that you have. Try to describe your values
as if no one would ever read this worksheet. This is not a test to see if you have the “correct” val-
ues. Try to think in terms of both concrete goals and values that are important to you. In terms of
goals, we are not asking what you think you could realistically get, or what you or others think you
deserve. We want to know what YOU care about what you would want to work toward in life.
How successful are you in living your values? Use the scale below and write down the number in the
column provided.

Not at all
successful = 1

Somewhat
successful = 2

Moderately
successful = 3 Successful = 4 Very successful = 5

Values

Describe your
personal
values

List several
concrete goals

Reasons that
values are not

being lived

Success in
living out

values

Relationships
(intimate, mar-
riage, couples,
families)

Friendships/
social relations

Employment/
education/
training

Recreation/
citizenship

Spirituality

Physical
well-being

FIGURE 7.1. Values and Goals Worksheet.



cannot be presented in a different order, or that the ACT therapist cannot
choose to emphasize one goal over another, depending on the client’s spe-
cific issues. ACT is diverse and flexible and allows for a range of concepts to
be presented depending on client needs. Here we focus on main goals, using
clinical examples of issues related to PTSD and trauma. For a more compre-
hensive presentation of ACT interventions, see Hayes et al., 1999; Hayes and
Strosahl, 2005.

The acronym “ACT,” while standing for the name of the therapy, also
represents key issues in the approach: Accept, Choose, and Take Action. The
premise involves a conscious abandonment of the mental and emotional
change agenda when change efforts have not worked, replacing it with emo-
tional and social acceptance—openness to one’s own emotions and the expe-
rience of others (Hayes, 1994). This form if acceptance is applied to the
domain of private subjective events and experiences, not to overt behavior
or changeable situations (Greenberg, 1994). For instance, when speaking
directly of trauma, the therapist using ACT would not encourage a client to
stay engaged and “just accept” an abusive situation. Rather, the client would
be encouraged to experience emotional processing while engaging in practi-
cal, safe, and valued behavior that may include getting out of the situation.
Thus, as the very name suggests, ACT involves a focus on both acceptance
and change.

The element of choosing or choice relates specifically to the client’s abil-
ity to recognize a valued direction and engage in the required action.
Although in tremendous pain, clients usually have a sense of what is impor-
tant or what matters in their lives. Frequently, however, these valued goals
have been lost or given up due to thoughts, feelings, or states of experience
that tell the client that he or she cannot have those valued things until cer-
tain thoughts, feelings, or memories change or go away. For instance, the
sexual abuse survivor may have the thought that she was damaged by the
abuse and therefore is unable to engage in romantic relationships until the
“damagedness” goes away. Sometimes the client will be in such pain that the
idea of a meaningful, intimate relationship will rarely be contacted. Inside
the pain there is a strand that leads back to values and choice; however,
because the very pain of “damagedness” implies a desire for intimacy.

There are six essential components of ACT (Hayes, 2004), which are
shown graphically in Figure 7.2: (1) acceptance, (2) defusion, (3) self as con-
text, (4) committed action, (5) values, and (6) contact with the present
moment. The figure helps note the relationship between these six processes.
Defusion and acceptance both involve a release of excessive literalness, or
“letting go”; self as context and contact with the present moment both
involve verbal and nonverbal aspects of contacting the “here and now” as a
conscious human being; values and committed action both involve positive
uses of language to choose and complete courses of action (“getting moving
in life”). The hexagram in Figure 7.2 can be sliced into two larger sections
that define ACT more broadly. The first section (see Figure 7.3) describes
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the acceptance and mindfulness processes included in ACT, and the second
section (see Figure 7.4) describes the commitment and behavior change pro-
cesses in ACT. The main goal of ACT is to create psychological flexibility:
that is, contacting the present moment fully, as a conscious human being
with a history, and based on what the situation affords, changing or persist-
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FIGURE 7.2. The ACT model: hexaflex.

FIGURE 7.3. Acceptance and mindfulness processes of the ACT model.



ing in behavior in the service of chosen values. This goal is embodied in the
following question and is illustrated graphically in Figure 7.5 on top of the
hexagram: “Given a distinction between you and the things you are strug-
gling with and trying to change, are you willing to have those things, fully
and without defense, as they are, and not as what they say they are, and do
what takes you in the direction of your chosen values at this time, in this situ-
ation? We briefly review the goals of ACT below and show how acceptance
might be integrated into a treatment approach for trauma.

The first goal of ACT is to foster a state of creative hopelessness (Hayes et
al., 1999). This state emerges when clients recognize the unworkability of
their efforts to rid themselves of negative emotional content and begin to
open up to the possibility of truly new ways of living. Typically clients feel
that if they had had a different history (one without sexual abuse, disaster
trauma, or war trauma), then their problems would be solved and they
would no longer be in emotional turmoil; they would feel better. However,
as they repeatedly try this line of thinking as a solution to their discomfort,
the behavioral relevance of their painful history is only magnified, and they
must search for still more “solutions.” In ACT, the solutions the client has
been trying are viewed as part of the problem. Metaphors are often used to
demonstrate the client’s situation:

THERAPIST: Here is a metaphor that will help you understand what I am say-
ing. Imagine you are blindfolded and given a bag of tools and told to
run through a large field. So there you are, living your life and running
through the field. However, unknown to you, there are large holes in
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this field, and sooner or later you fall in. Now remember you were
blindfolded, so you didn’t fall in on purpose; it is not your fault that
you fell in. You are not responsible for being in the hole. You want to
get out, so you open your bag of tools and find that the only tool is a
shovel. So you begin to dig. And you dig. But digging is the thing that
makes holes. So you try other things, like figuring out exactly how you
fell in the hole, but that doesn’t help you get out. Even if you knew
every step that you took to get into the hole, it would not help you to
get out of it. So you dig differently. You dig fast, you dig slow. You take
big scoops, and you take little scoops. And you’re still not out. Finally,
you think you need to get a “really great shovel,” and that is why you
are here to see me. Maybe I have a gold-plated shovel. But I don’t, and
even if I did, I wouldn’t give it to you. Shovels don’t get people out of
holes—they make them.

CLIENT: So what is the solution? Why should I even come here?

THERAPIST: I don’t know, but it is not to help you dig your way out. Perhaps
we should start with what your experience tells you; that what you have
been doing hasn’t been working. And what I am going to ask you to
consider is that what you have been doing can’t work. Until you open
up to that reality, that bottom line, you will never let go of the shovel
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FIGURE 7.5. The “ACT question” as it relates to the ACT model: (1) Given the dis-
tinction between you and the things you are struggling with and trying to change, (2)
are you willing to have those things, fully and without defense, (3) as they are, and
not as what they say they are, (4) and do what takes you in the direction (5) of your
chosen values (6) at this time, in this situation?



because as far as you know, it’s the only thing you’ve got. But until you
let go of it, you can’t take hold of anything else.

As a therapist working with trauma survivors, it is very important to take
extra care that the client does not feel blamed when working on this goal.
When clients are told that they are responsible for their “digging,” they can
easily misunderstand the message as one of blame. It is important to
acknowledge, as the metaphor makes clear, that it is not the client’s fault that
he or she fell into the hole and that given this circumstance, he or she is
responding in the only way he or she knows how. Responsibility is couched
as the “ability to respond,” an opening up to opportunities to do things dif-
ferently.

The therapist should always operate from a place of compassion for cli-
ents’ situations and the struggles in which have been engaging. At this early
point in therapy, it also helps to explain to trauma survivors that it is the
agenda that is not working; the clients themselves, and their lives, can experi-
ence all possibilities, based on what they choose to do from here. This point
may take some special emphasis in the case of clients who have been diag-
nosed with chronic PTSD. These individuals often evaluate themselves as
hopeless, in the usual sense of that term, and do not yet have the tools to
turn this perception into an incentive for positive action. Understanding this
perspective comes later in the therapy. At times, when it seems relevant to
the situation, we will say that we do have hope for the possibility of a better
life for the client. Thus paradoxically the actual emotion most commonly felt
in this phase of therapy is relief/hope.

Gaining an understanding that control of private events is the problem
(Hayes et al., 1999) is the second goal of ACT. Attempts to exert emotional
and cognitive control are explored as barriers to successful solutions to cli-
ents’ problems in living; that is, conscious, purposeful efforts to get rid of,
escape, or avoid negative thoughts and feelings actually may be preventing
clients from behaving in ways that are consistent with what they value, and
may be exacerbating the very events they are trying to control. If a trauma
survivor is trying to escape something, a specific memory, perhaps, then (1)
that is what the client is doing rather than some other, more productive
form of action; and he or she has the added problem that (2) the memories
are likely to increase in frequency and negative impact.

This stage of therapy focuses on how efforts to control may not only
prove ineffective but may even lead to increased difficulty. One of the meta-
phors introduced by the therapist that points to this issue is as follows:

“Are you familiar with the Chinese finger trap? This toy is a tube gener-
ally made of straw. You place your two index fingers in the tube and
then try to pull them out. What happens is that the more you pull, the
tighter the straw tube clamps down on your fingers, making it virtually
impossible to escape the trap. The more effort you put into escaping,
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the more uncomfortable you feel—the more trapped you become.
Trying to escape negative emotional experience can work like a Chinese
finger trap. The harder you try not to have the emotions, the more the
emotions “clamp” down on you. Examples of this kind of problem
include excessive drinking to escape anxiety. Now you not only have the
problem of anxiety, but you also have the problem of excessive drinking
and all that that brings with it.”

One important note here is that many trauma survivors are triggered by
issues related to control, and much of what they are trying to do involves get-
ting back in control of their disrupted or chaotic lives. Many traumas occur
under circumstances in which there is loss of a personal sense of control.
Therapists hear clients report that they “just want to get their lives back.” An
important message to make is that ACT therapists are not asking clients to
give up control, as it is viewed culturally, but rather they are asking clients to
give up control of their internal experience so that they can regain—or gain
for the first time—control of their lives.

Distinguishing “I” as content from “I” as context is the third goal (Hayes et
al., 1999). In this phase of therapy, the goal is to create a place in which cli-
ents can learn to see themselves as context rather than content, which, in
turn, defuses the literal content of their self-talk. It is from the position of “I”
that clients, and all of us, struggle; that is, it is as if the words that a person
says or thinks and the actual person become fused. For example, when think-
ing “I am bad” from the position of self-as-content, the statement is experi-
enced as an actual truth rather than as just a thought about oneself. From
this self-as-content position, the client has to fight against feeling “bad” in
essence. Now, suppose that “I am bad” could be viewed as a passing thought
with which the client did not have to identify; rather, he or she could
“deliteralize” or become “de-fused” from the thought. In the ACT approach,
this defusion is only likely from an experiential perspective in which “I” is
equated with an ongoing awareness (context). Much like a walking media-
tion, ACT attempts to establish a winner place from which abandonment of
control is not threatening, because the private events are mere content, not
“who you are.”

There are three aspects of the self that are important to this issue and
that can be addressed in ACT sessions. First is the conceptualized self, which
is created by our ability to interact verbally with ourselves and others. We
can categorize, evaluate, explain, rationalize, and so on. This is what might
be called “self as content,” a conceptualized self that we create verbally to
make sense of ourselves, our history, and our behavior. A problematic issue
occurs in this area when we hold the content of this conceptualized self to be
literally true. If a person makes the comment “I am messed up because I was
abused as a child,” the problem to be solved becomes unworkable because
no other childhood will occur. Therefore, acceptance of the conceptualized
self, held literally, is not desirable.
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The second self is the self as a process of knowing. We know about
ourselves and can respond to others about our feelings and reactions. This
knowing is valuable in terms of socialization and civilization. Through a
process of training, we can report when we are hungry or when we are in
pain, and so on. We can categorize our own and others’ behavior based on
this process. When a person’s training in this kind of knowledge is deviant,
then he or she may not know how to behave in relation to the social envi-
ronment. For instance, suppose a young boy is sexually abused and his
reactions to the abuse are ignored, denied, or reinterpreted. This type of
developmental history could set the stage for a person to be unable to
know or report to others accurately what he or she is feeling. One can
imagine other histories where the process of accurately describing or
expressing feelings appropriately is inhibited. Given this kind of history,
ACT seeks to reorient the client to a process of knowing that includes
both historical and current experience. One can observe oneself or see
oneself as a process of ongoing behavior. Helping the client to identify
current emotion and thought states is a helpful step toward the goals of
mindfulness and acceptance.

The third sense of self is self as context. This is the self in which “I” is
the place from which an individual responds verbally. It is the sense of one’s
own perspective or point of view. This self is consistent and present at all
times. If we ask you questions about yourself, you always answer from your
perspective. The content of your answers will change; however, the context
from which you answer does not.

It is not too difficult to help clients experience this sense of connection
to self as context. Localizing past memories and events as well as current sit-
uations easily puts the client in contact with this sense of “I.” The only rea-
sonable thing to do is to engage self as context, because much verbal behav-
ior is based upon it, and we cannot function effectively as nonverbal
organisms. It is also this form of self that allows other forms of acceptance. If
self as context is always present, various kinds of content may come and go,
but a stable sense of “I” will remain. In this state a person may experience
pain or horrible memories, but they do not make the person literally those
experiences. They too shall pass as new content emerges, but the sense of “I”
will remain unchanged.

In the ACT approach, many techniques are used to deliteralize language
and establish self as context. These include (1) imagery exercises in which
thoughts are allowed to flow as leaves on streams, without being “bought,”
believed, adopted, or rejected; (2) repeating thoughts rapidly for dozens or
hundreds of times; the thought thereby loses its meaning and allows the cli-
ent to see it for what it is—a sound or thought; (3) use of imagery exercises
that turn emotions and thoughts into objects to be viewed and inspected—
private experiences are given shapes, sizes, colors, and so on; and (4) am
extensive use of metaphor. An example of a useful metaphor is the chess-
board (adapted from Hayes et al., 1999, pp. 190–191):
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“Imagine a chessboard that goes out infinitely in all directions. It’s cov-
ered with black pieces and white pieces. They work together in teams, as
in chess—the white pieces fight against the black pieces. You can think of
your thoughts and feelings and beliefs as these pieces; they sort of hang
out together in teams too. For example, ‘bad’ feelings (such as anxiety,
depression, and resentment) hang out with ‘bad’ thoughts and ‘bad’
memories. Same thing with ‘good’ ones. Now in the game of chess the
goal is to win the war. So it seems that the thing to do is to defeat the
team that you don’t like or want. So you get upon the pieces that are
‘good’—and the battle begins. You work hard to kick the ‘bad’ pieces off
the board. But there is a big problem here—huge pieces of yourself are
your own enemy. And what you find as you engage the battle is that the
pieces never leave the board; remember, it stretches out infinitely in all
directions. So you fight harder. And if you fight hard and long enough,
your life becomes a battle to not have what this game has to offer. You
have the sense that you can’t win and you can’t stop fighting. If you are
focused on the piece level, a move-by-move battle seems the only thing
to do. However, there is another place to focus in this game. Do you
know what it is? The board level—the board holds all the pieces but it
doesn’t have to be invested in the battle at all. And notice that the board
is not the pieces. You are not your content.”

The concept of self as context can prove difficult for some clients. Ther-
apists may encounter clients who report that they have no sense of self. For
instance, women who were sexually abused as children (often being
revictimized) may have a difficult time locating the sense of self that experi-
ences emotions and thoughts. That is, their sense of self has been so shat-
tered by historical events that they glean who they are only from others or
have difficulty viewing themselves as separate entities. The therapist can
work with these clients to reestablish a sense of self that is continuous and
can observe personal behavior, including thoughts and feelings. At relevant
times the therapist can ask “Who is saying this right now?” “Who is this per-
son in the room talking with me? And can that person see that you are talk-
ing to me?” The therapist, then, begins to help the client reconnect to that
observer self through gentle questioning. It is not too difficult to help clients
experience this sense of connection to self as context. Localizing past memo-
ries and events and current situations easily puts the client in contact with
this sense of “I.” It is also this form of self that allows other forms of accep-
tance. The client may experience difficult memories or pain, but that does
not make the client literally those experiences. They too shall pass and new
content will be present, but, as noted, the sense of “I” will remain.

There are also clients who are overidentified with their sense of self. For
instance, many Vietnam veterans who have chronic PTSD strongly identify
themselves as “Vietnam veterans,” along with all of the cultural characteris-
tics that accompany that identity. This identity is tightly held and seems to
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define the individual at nearly all levels of personal existence. Here the ACT
therapist can work with the client on the conceptualized self or the self as
content. Both self-as-context and deliteralization techniques are useful when
addressing this issue.

Letting go of the struggle is the fourth goal of ACT (Hayes et al., 1999). In
this stage of therapy the client is encouraged to let go of the agenda of con-
trol. This stage is a “willingness move”; that is, the client is asked to be willing
to have whatever thoughts, feelings, memories, or bodily sensations that
might show up without having to gain control over them. He or she simply
experiences them for what they are. Private events are brought into the ther-
apy room and dissembled into component pieces (e.g., thoughts, memories,
feelings). The goal is not to gain control but to experience without attempts
to escape or modify. Many “willingness exercises” are used at this point and
generally include imagery and experiential exercises. When working with a
trauma survivor in this phase, a great deal of emotional exposure is done.

The fifth goal of ACT is making a commitment to valued action and behav-
ior change (Hayes et al., 1999). It is at this point in therapy that clients com-
mit to engaging in actions that are specific to their chosen values and goals.
Through previous work, the client has acquired the ability to discriminate
between unworkable solutions to a problem (i.e., control and avoidance of
emotions) and workable solutions (e.g., commitment to behavior change).
The client can begin to lead a valued life and choose directions that support
that life. In this phase of therapy with a trauma survivor, the issues turn from
making room for one’s own history to creating a valued life. For example,
concrete steps to develop more productive relationships might be taken,
while simultaneously monitoring inner responses to prevent needless strug-
gles with private experiences that might arise.

Common Treatment Obstacles and Possible Solutions

There are three areas in which therapists generally make mistakes when
using acceptance-based approaches. First, and specifically with ACT therapy,
it is very easy to get caught up in the content of what the client has to say,
and therapy can be derailed when this happens. It is critical to maintain a
focus on context by asking the client to notice the content and process of his
or her private experience on a frequent basis. The therapist should also take
notice at those times, in the sense of being mindful of the ongoing process.
This perspective or frame helps create a sense of distance and objectivity
toward the content at issue.

A second issue that is particularly crucial in the treatment of trauma survi-
vors pertains to nonacceptance versus acceptance of history. We are not asking
clients to accept what has happened to them in an overt behavioral sense.
Rather, clients are being asked to embrace those aspects of themselves that
they have been trying to cut off. It is not a move in which clients are asked to
“like” their history, but a move to hold it for what it is—a memory or thought.
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That is, clients’ histories can inform them rather than “drive” them. Finally, as
stated before, acceptance of private events does not mean acceptance of behav-
ior. Behavior that is harmful or unhealthy is not the kind of acceptance we
mean. This distinction should be made clear to the client repeatedly.

Third, the role of personal responsibility in therapy with trauma survi-
vors needs careful attention. As mentioned, it is important to couch respon-
sibility as an “ability to respond,” ability to take action. The therapist must be
careful not to make the client feel blamed for the trauma when talking about
responsibility. Furthermore, if the therapist is not operating from a place of
compassion for the client’s dilemma, the client can easily be made to feel
“wrong” about trying to control his or her private experience. From an ACT
standpoint, “right” and “wrong” are also seen as content and not necessarily
useful for progress. Essentially, there is only one way for the therapist to par-
ticipate honestly, and that is to also be experientially willing with respect to
their own emotional and psychological content.

Summary

We cannot expunge our private experiences or histories (Hayes, 1994). The
difficult part about this reality is that some people have traumatic events that
have occurred in their history, and these events may play a negative role in
current situations. In addition, as a result of our ability to construct events
verbally, we can compare ourselves to an ideal self and imagine that if our
history had only been different, we might be able to become that ideal
(Hayes, 1994). Trauma survivors often imagine that if their history were dif-
ferent, or if they could change their attitude about their history, they would
not currently be experiencing PTSD or trauma-related problems. However,
history is additive, and we can only build it from where we are at the
moment, and simply having positive psychological reactions to negative
experiences does not mean that a difficult psychological history will be
removed (Hayes, 1994). The solution is to build a positive history from this
moment forward, with all of our past experiences in tow. It is a willingness to
have all aspects of the self, including the “good” and the “bad.” It is an accep-
tance of private events in conjunction with directed action. Under these con-
ditions, the trauma survivor can begin to live a valued life with the history
rather than living a life driven by the history.
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CHAPTER EIGHT

Functional Analytic Psychotherapy
and the Treatment of Complex
Posttraumatic Stress Disorder

Barbara S. Kohlenberg
Mavis Tsai

Robert J. Kohlenberg

Functional analytic psychotherapy (FAP; Kohlenberg & Tsai, 1991), a ther-
apy derived from radical behaviorism in which a caring and intimate client–
therapist relationship is the core of the therapeutic change process, is
designed to promote interpersonal therapeutic opportunities that may be
especially effective in treating clients with trauma histories. In this chapter
the FAP perspective is applied toward understanding the clinical effects of
trauma and how treatment may vary depending on whether the trauma was
specific versus interpersonally complex. Also discussed are empirical support
for FAP, common complications and pitfalls faced by FAP therapists, and
how the relationship between the treating clinician and his or her supervisor
or consultant may help shape the creation of meaningful, helpful, client–
therapist relationships.

TRAUMA AND INTERPERSONAL EFFECTS

Although the majority of people exposed to trauma appears to be resilient to
the experience (Bonanno, 2004), that is not the case for survivors of child-
hood abuse because such abuse typically involves repeated trauma at the
hands of a trusted caregiver. In fact, for women with symptoms of posttrau-
matic stress disorder (PTSD), the most common etiology is childhood sexual
or physical abuse (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995).
When trauma involves childhood sexual abuse, the long-term effects may
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include interpersonal problems, such as marital disruption (Nelson,
Wangsgaard, Yorgason, Kessler, & Carter-Vassol, 2002), sexual dysfunction
(Tsai, Feldman-Summers, & Edgar, 1978; Merrill, Guimond, Thomsen, &
Miller, 2003; Noll, Trickett, & Putnam, 2003), and issues with trust and inti-
macy (for reviews, see Beitchman et al., 1992). A history of childhood abuse
is also believed to increase the severity of traumatic response to interper-
sonal violence experienced as adults (Kubany et al., 2004). Women with
PTSD are overrepresented in substance abuse samples and are considered
more difficult to treat than women with substance abuse disorder alone
(Najavits, Weiss, Shaw, & Muenz, 1998). In comparison to more circum-
scribed trauma such as rape, the psychological sequelae of childhood abuse
include more pervasive deficits in interpersonal functioning (Archer & Coo-
per, 1998; Roth, Newman, Pelcovitz, van der Kolk, & Mandel, 1997) that
require more intricate treatment considerations (Cloitre, Karestan, Cohen,
& Han, 2002; Leahy, Pretty, & Tenebaum, 2003)

THE CAUSES OF THE CLINICAL EFFECTS OF TRAUMA

Before advocating that FAP can be an ideal treatment for complex PTSD, we
first turn to a theory of trauma and its treatment implications. A parsimoni-
ous way to understand the complexity of trauma and its effects is to utilize
the principles of operant and respondent conditioning. This learning
account of PTSD (Hyer, 1994) is based on Mowrer’s (1960) two-factor the-
ory. Essentially, this theory contends that symptoms or problematic behavior
come from two sources. First, as a result of pairing previously neutral stimuli
with a highly aversive event, visceral, autonomic responses are now evoked
by these previously neutral stimuli. A simple example might be a woman
who was attacked by a dog and who now has aversive emotional responses to
being near dogs, hearing dogs, or even anticipating the possibility of running
into a dog. This woman’s emotional responses to dogs and their related stim-
uli constitute the first set of problems. Then, because of respondent condi-
tioning, this woman would understandably avoid exposure to evocative stim-
uli, or in the case of this example, dogs. This successful avoidance strategy
would result in a decrease in the aversive stimulation caused by approaching
dogs. Thus avoidance behavior would be reinforced by the reduction of aver-
sive stimulation. So, at this point, we have a woman who is not only emotion-
ally upset at the sight of a dog, but who has also learned to reduce her upset
by avoiding situations that are likely to evoke her negative emotions.

The second set of symptoms would emerge in this woman based on her
avoidance behavior. She might begin to develop difficulties because of her
avoidance of situations where a dog might be present. This simple avoidance
technique could spread such that she would be limited in her ability to go to
the home of a loved one who happens to have a friendly dog, or who even
lives near a dog. This pattern ultimately could cascade into avoiding many
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situations that require her presence in order to maintain a meaningful life.
Further, the symptoms would likely persist because the avoidance prevents
exposure to the evocative stimuli (e.g., dogs) and does not allow extinction
to occur. The avoidance would also interfere with the acquisition of more
adaptive behavior (e.g., being able to be in the presence of a dog again).

Other kinds of single-event traumas, such as rape, could also fit into this
model. That is, the rape plus all of the previously neutral circumstances sur-
rounding it would produce intense emotional arousal, via classical condition-
ing. The attempts to avoid stimuli that would produce the arousal, such as
not approaching any aspect of the situation in which the rape occurred,
could also cascade into a secondary set of life problems related to the avoid-
ance strategy employed to reduce the anxiety incurred by the rape trauma.

In this chapter we extend the traditional two-factor theory, developed
for discrete forms of trauma exposure, to explain and treat the effects of
repeated, interpersonally based trauma. We believe that severe and
difficulttotreat effects of trauma arise from such histories. Thus we distin-
guish the relatively short-term effects of circumscribed trauma from the lon-
ger-term effects of repetitive trauma that occur over an extended period of
time.

Short-Term Effects of Circumscribed Trauma and Resilience

The respondent conditioning model provides a reasonable explanation of
each of the DSM-IV’s diagnostic criteria for PTSD (American Psychiatric
Association, 1994; see Kohlenberg & Tsai, 1998, for a complete discussion of
DSM-IV, PTSD, and two-factor theory). Of interest here is how a traumatic
stimulus (the unconditioned stimulus) can come to elicit responses that are
mediated by the autonomic nervous system, and how these responses can be
either short-lived or have more long-term, pervasive effects.

When a person experiences a trauma, say a fire in which a beloved pet
dies, he or she would understandably experience distress and “increased
arousal,” as specified in the DSM-IV (American Psychiatric Association,
1994). Because of respondent conditioning, previously neutral stimuli now
would elicit conditioned responses (increased arousal). Thus, as a result of
the conditioning, the likelihood increases that this person would encounter
stimuli that evoke increased arousal during daily life, such as the time of day,
the weather, the sounds, and the odors that occurred along with the fire.
Other stimuli might involve seeing the pets of others or even having the
emotional reaction of love toward an animal. Furthermore, evidence sug-
gests that increased arousal produces a flattened generalization gradient
(Sokolov, 1963; Mednick, 1975). That is, as arousal increases, an even wider
range of stimuli will evoke conditioned responses (e.g., hearing a noise
sounding like one’s pet, leaving the house, any stimuli present during the
time that one is watching one’s house burn). This spreading or spiraling of
arousal after traumatic conditioning can be further understood in terms of
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the concepts of verbal mediation or stimulus equivalence (Dougher,
Auguston, Markham, & Greenway, 1994), or relational frame theory (Hayes,
Barnes-Holmes, & Roche, 2001). These approaches provide a conceptual
and empirical analysis of how language itself acquires clinically meaningful
stimulus properties. Thus our behavioral model is consistent with the DSM-
IV’s description of increased arousal, as well as with contemporary models of
verbal behavior/verbal mediation.

FAP also can help clarify why a single episode of trauma does not esca-
late into the clinical syndrome of PTSD for most people. We know that there
is evidence that PTSD is predicted by the level of severity of the experienced
grief and distress around a traumatic event (Bonanno & Field, 2001), and
that those individuals who are exposed to trauma and show minimal distress
are also unlikely to develop PTSD (Bonanno, 2004). Bonanno (2004) further
identifies specific factors that appear to buffer the effects of extreme stress,
such as hardiness, self-enhancement, repressive coping, and positive emo-
tion and laughter. All of these factors operate, in part, by reducing initial lev-
els of distress related to the traumatic material, generally through social affil-
iation. Thus Mower’s (1960) two-factor theory is also consistent with current
theories of resilience to trauma.

TREATMENT FOR CIRCUMSCRIBED PTSD
AND EMPIRICAL SUPPORT

The FAP also underlies current popular treatments for circumscribed PTSD.
Exposure is the primary behavioral approach to treating clients with problems
resulting from trauma (e.g., Foa & Rothbaum, 1997) and is present in all forms
of psychological treatment. From a behavioral point of view, all treatments,
even ones not classified as “behavioral,” generally expose clients to traumatic
material as part of the treatment process, and their treatments would be consis-
tent with an exposure model. The learning principle underlying exposure is
extinction. Extinction occurs when the evocative stimulus is presented and
then is not followed by an aversive stimulus. Thus, in clinical work, exposure
involves presenting the evocative stimulus and making sure that the client does
not avoid or escape it. This process of exposure to traumatic material, although
potentially healing in its effects, is by necessity emotionally challenging for the
client. In fact, clients who initially experience high levels of distress upon imag-
ined contact with their traumas, followed by gradual habituation, tend to show
more improvement than those who do not report high levels of initial distress
or who do not report habituation to high levels of stress (Jaycox, Foa, & Morral,
1998). If the client avoids or escapes, then the behaviors of avoidance or escape
are strengthened (reinforced), and there is no therapeutic progress. Even
worse, the problem may be exacerbated.

For example, in using exposure to treat a person suffering from the
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trauma of a rape, the client would reexperience the emotional arousal
present during it (see Riggs, Cahill, & Foa, Chapter 4, this volume). This
reexperience could be evoked through imagination, discussion, going to
the place where the rape occurred, or any other method that would pro-
mote rape-related emotional responding. The emotional arousal would
need to be high and sustained; the client would need to remain aroused
until that arousal began to decrease. If the client terminated the
reexperiencing before the decrease in arousal began, symptoms could even
worsen.

Three necessary conditions and one highly desirable one must be met
before this kind of exposure-based treatment can begin. First, the evocative
stimuli must be known and specifiable. That is, the clinician must know what
the evocative stimuli are before a method for exposure can be devised. Sec-
ond, the client must be cooperative. That is, the client must be willing to talk
about the trauma and tolerate a certain amount of anxiety by agreeing to
place him- or herself in the presence of the evocative stimuli. Third, the ther-
apist must also be willing to hear about the trauma and potentially experi-
ence emotional arousal as a part of the treatment. Finally, it is highly desir-
able that the evocative stimuli be presented in vivo. That is, it is always best
when the evocative stimuli be presented in a real form rather than via talk or
imagination (Goldfried, 1985).

It is important to note that when exposure treatments are successful,
the arousal symptoms that can have diminished the person’s ability to partic-
ipate fully in life are greatly attenuated. This does not mean that the sorrow
connected with the losses sustained in a trauma is forgotten. The sadness
about being raped, attacked by a dog, or losing one’s house or beloved pet
would naturally linger and would inform life from that point on. The intru-
sive, uncomfortable, life-interfering aspects of arousal and avoidance, how-
ever, would be greatly reduced.

Exposure When the Evocative Stimuli Are Known

In the typical behavioral therapy treatment, the evocative stimuli are easily
specified, and thus the presentation of evocative stimuli and the blocking of
avoidance responses are straightforward procedures. In order to facilitate
the therapeutic blocking of avoidance and to obtain more readily the client’s
agreement to participate, the therapist may use graded situations (e.g., a
hierarchy) in which the client agrees to remain in a related, but less evoca-
tive, stimulus situation. According to learning theory, extinction of the con-
ditioned response to the less evocative situation will enable exposure to
more evocative ones. Continuing with the above dog attack example, a hier-
archy might involve behaviors ranging from talking about dogs, to listening
to tapes of dogs barking, to being in the same room as a dog, to going to
where the dog attack took place.
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A Collaborative Client–Therapist Relationship

As stated above, avoidance is one of the sequelae of traumatic conditioning.
If the client were completely avoidant, however, it would be impossible to do
exposure treatment because he or she would avoid evocative stimuli. If
forced to be physically present with the evocative stimuli, the client would
use other forms of avoidance such as “tuning out” or dissociation. In fact,
complete avoidance could lead the client to not talk about, or even remem-
ber, the traumatic conditioning. In this latter case, the client might seek
treatment for problems but would not attribute the symptoms to the trauma
or focus on it. A client with total avoidance of traumatization by a fire, for
example, might seek treatment for other issues and if asked if he or she had
ever experienced a trauma, would not recall the experience and thus would
be unable to report it. Thus the “willingness” of the client to tolerate the anx-
iety and to “remember” and talk about the trauma is necessary for a success-
ful exposure treatment.

Cognitive-behavioral therapists usually treat client cooperation in the
therapeutic process as a technical issue that can be addressed by prior nego-
tiation with the client, therapist encouragement, and the use of social contin-
gencies. The establishment of a therapeutic alliance is generally considered a
prequisite to potentiating a robust treatment package. That is, the therapist
presents an exposure plan and obtains the client’s agreement to place him-
or herself in the evocative situation and to remain there until extinction
takes place.

In Vivo Presentations of Evocative Stimuli

The effectiveness of exposure treatment is greatly enhanced if the evocative
stimuli are presented in vivo. For example, if the stimuli associated with the
original traumatic conditioning included the patient being alone on the
block where the dog attack took place, exposure to these actual stimuli will
be more effective than talking about them or merely imagining them. As
stated by Goldfried (1985), the in vivo presentation of evocative stimuli is
“more powerful than imagined or described” presentations (p. 71).

SYMPTOMS OF COMPLEX PTSD

The DSM-IV descriptions of PTSD symptoms (American Psychiatric Associa-
tion, 1994) were developed for problems resulting from circumscribed, phys-
ical trauma. The aversive stimuli and the resultant symptoms for such trau-
ma are relatively easy to specify. Furthermore, in order to be diagnosed with
PTSD, the trauma has to be remembered. This implies that the clients are
able to tolerate anxiety to the extent that they are aware of the traumatic
conditioning, attribute their PTSD symptoms to the trauma, and seek treat-
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ment for these symptoms. Three conditions facilitate the development of
hierarchies and the presentation of evocative stimuli, as required for expo-
sure types of treatment: (1) easily described, circumscribed stimuli; (2) a cli-
ent who is able to tolerate at least some anxiety; and (3) a client whose emo-
tional experience of the trauma is not primarily based in shame and guilt
(Meadows & Foa, 1998).

Many clinicians who work with clients who have histories characterized
by repetitive trauma and the associated symptoms refer to this syndrome as
“complex PTSD” (Herman, 1992a). Although symptoms of complex PTSD
involve the same aversive conditioning and avoidance behavior that accounts
for DSM-IV PTSD symptoms, they are elaborated and more debilitating
because the trauma is generally interpersonal and occurred repeatedly over
an extended period of time, usually in childhood (Blake, Albano, & Keane,
1992; Briere, 2002; Herman, 1992a).

These types of traumas have more pervasive and long-lasting negative
effects than circumscribed trauma. For example, Terr (1990) reports that cir-
cumscribed childhood trauma, such as a kidnapping or sniper attack, can
produce specific symptoms that may last for a few years but eventually are
resolved without lingering ill effects in adulthood. Bonanno (2004) further
describes major circumscribed traumas such as the 9/11 attack on the World
Trade Center, in which it was found that among Manhattan residents, PTSD
symptoms declined rapidly over time, with PTSD prevalence decreasing to
1.7% 6 months after the trauma. In contrast, repetitive trauma over
extended periods of time during childhood produces more complex, perva-
sive symptoms that usually persist into adulthood (Herman, 1992b). These
findings also are found among Holocaust survivors, many of whom suffer
from the effects of trauma decades after the prolonged experience (Herman,
Russell, & Trocki, 1986; Shmotkin, Blumstein, & Modan, 2003).

Persistent Avoidance of Stimuli Associated with the Trauma

A child who is physically and sexually abused over an extended period of
time is, of course, motivated to escape and avoid the pain and humiliation.
In contrast to a circumscribed trauma, the direct avoidance of the aversive
stimuli would be impossible because the child cannot physically escape or
prevent the exposure. When a beloved parent or caretaker is also the perpe-
trator of the abuse, the trauma is particularly heart-wrenching. Incest creates
an association between love, dependence, and the pain of trauma that places
the child in a very complicated situation.

In such a complex situation it would be adaptive for the child to isolate
his or her relationship to the abuser while the abuse is taking place from the
relationship the child has with the same person during other times. This type
of perceptual rather than physical avoidance can involve alterations in the
“seeing” (perception) or remembering of the event. This response mecha-
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nism would be a reasonable option for a child who is unable to physically
escape the person who is traumatizing them.

For example, victims may avoid perceptual contact with features of the
abuser, the abuse, as well as associated internal stimuli. Effecting a percep-
tual isolation of the trauma, the child even can be loving or affectionate to
the abuser most of the time and thus receive the care, food, and shelter nec-
essary for survival. If this isolation did not happen, then the effects of the
trauma would be more intrusive in the daily life of the child (as is the case
with short-term adult PTSD), and preclude whatever caretaking might be
available. Sometimes a total perceptual avoidance of the abuser and the envi-
ronment in which it takes place (complete amnesia1) is necessary for the
child’s survival. At times the child may learn to avoid associated internal
stimuli. This means that the child would be unable to describe feeling any-
thing at all about the abuse. This kind of avoidance would also allow for the
continuation of other, perhaps more nurturing, aspects of the relationship.

The types of avoidance described above could have serious impact on
the development of relationship skills involved in ordinary, day-to-day, social
interactions as well as those required for intimate relationships, including
therapy relationships. Healthy adult functioning involves being able to
describe and identify the behavior of others as well as one’s own internal
reactions. Coping with trauma in a manner that involved externally focused
perceptual avoidance could lead to problems such as revictimization. Percep-
tual avoidance that is directed inward distorts the ability to experience, iden-
tify, and describe internal states and may lead to problems of the self and
personality disorders (primarily borderline personality disorder; Kohlenberg
& Tsai, 1991, Ch. 6; Kohlenberg & Tsai, 1993). Finally, the ability to tolerate
the arousal that is required for exposure might also be affected, because the
person would simply avoid the exposure experience.

Above all, when a client who has experienced complex trauma enters
therapy, it is likely that many of the problems with which he or she struggles
will also occur in the context of the therapy. In many ways, the setting of the
therapeutic encounter is a very evocative and potent—there is a power differ-
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process of seeing, hearing, smelling, touching, and tasting of stimuli that are not currently pres-
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from the literature demonstrating that animals can be taught to forget (Maki, 1981). The
strength and nature of both remembering and forgetting are the result of our histories. Our
view is consistent with both the traditional view that a client may be amnesic for early trauma
(repression) as well as the idea that memories may be implanted during therapy by a careless
therapist. In either event, remembering can be therapeutic in that avoidance is reduced in the
process. For a more complete discussion of this topic, see Kohlenberg and Tsai (1991, Chs. 4
and 6).



ential, potential for emotional intimacy, attachment and dependence possi-
bilities, and potential for harm. Fortunately, each of these possibilities can be
viewed as an exposure exercise in which continued aversive stimulation
would not occur.

We believe that FAP, as described in the following section, offers a
framework that allows for the development of intense, meaningful relation-
ships that can offset the deleterious effects of trauma as well as promote
growth for clients struggling with symptoms of complex PTSD.

FAP: AN IDEAL BEHAVIORAL THERAPY
FOR COMPLEX PTSD

In theory, the treatment for complex PTSD involves the same exposure-
based procedures described for circumscribed PTSD. That is, the evocative
stimuli need to be identified and described, the client must be willing to
expose him- or herself to these stimuli and not avoid or escape from them,
and the stimuli should be presented in vivo. Because complex PTSD involves
difficult-to-describe evocative stimuli, however, it is difficult to devise an in
vivo exposure treatment that presents the evocative stimuli but then also
blocks avoidance behavior. The stimuli involved in complex PTSD are rarely
specific things or events. Further complicating the situation is the fact that
there are times when the client cannot remember the trauma, or the longer-
term, delayed effects are diffuse and do not formally resemble the behavior
that occurred during the trauma itself. For example, the behavior during the
original classical conditioning might include the experiences of pain, fear,
and numbing out. Today, the perpetrator might be long gone or unavailable.
It is entirely possible, however, that pain, fear, and numbing out are com-
mon occurrences in the client’s daily life, even though the eliciting events
may be avoided routinely.

The person with complex PTSD may present as an adult who is avoidant
of intimacy, does not have a sense of self, and has difficulty trusting others.
In this case, even if the evocative stimuli could be specified, such as “becom-
ing comfortable and trusting in a close relationship,” it would be unclear
how to arrange the in vivo presentation of such stimuli in an exposure-based
format. Obvious problems exist with an intervention that consists of the
therapist encouraging the client to begin an intimate relationship, to become
vulnerable in that relationship, and to stay in that relationship even when
anxiety or fear intensify—as would be required for an exposure-based treat-
ment. Even if the client did attempt to comply with such instructions, it is
doubtful that the outcome would be therapeutic. The “other” in such an
exposure-based treatment might not be patient enough to allow extinction to
take place, and worse, might act in punishing ways that would reinforce the
original trauma.

Such problems can best be dealt with by using the therapeutic relation-
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ship as a source for in vivo evocative stimuli and thus providing the opportu-
nity to block avoidance. In addition, the treatment of complex PTSD
involves the building of interpersonal repertoires that were precluded by the
early effects of the trauma, and an establishment of the private control
required for emotional responding and development of self (Kohlenberg &
Tsai, 1991, 1995).

We believe that FAP can help to produce the conditions that would
facilitate the treatment of symptoms of complex PTSD. FAP is a radical
behaviorally informed treatment conceptualized by Kohlenberg and Tsai
(1991) to account theoretically for the dramatic and pervasive improvements
shown by some clients when involved in intense client–therapist relation-
ships, and to delineate the steps therapists can take to facilitate intense and
curative relationships. The result is a treatment in which, in contrast to pop-
ular misconceptions about radical behaviorism, the client–therapist relation-
ship is at the core of the change process. FAP theory indicates that, in gen-
eral, the therapeutic process is facilitated by a caring, genuine, sensitive, and
emotional client–therapist relationship. It is precisely this type of therapeutic
relationship that has the potential for effective treatment of complex PTSD.
In the following sections, we describe how FAP provides guidelines for
obtaining the type of therapeutic relationship that can (1) lead to identifica-
tion of the evocative stimuli; (2) provide a venue for presentation of evoca-
tive stimuli while blocking avoidance behavior; and (3) provide in vivo oppor-
tunities to teach the more adaptive repertoires that failed to develop due to
traumatic early life conditions. Following this explication of FAP guidelines,
we summarize data that support the utility of using FAP with patients who
have complex PTSD.

As described below, FAP is based on (1) three types of client behavior
that are clinically relevant, and (2) rules or guidelines for therapeutic tech-
nique. Client behaviors include the daily life problems that occur during
the session, improvements that occur during the session, and client inter-
pretations of self behavior. Therapist guidelines are rules or methods that
are aimed at evoking, noticing, reinforcing, and interpreting client behav-
ior.

Clinically Relevant Behaviors

It is assumed that the client with complex PTSD will bring certain behavioral
patterns into the therapist–client relationship. These patterns fall into three
types and are referred to as clinically relevant behaviors (CRBs).

CRB1: Client Problems That Occur in Session

CRB1s are related to the client’s presenting problems and should decrease
in frequency during therapy. For example, a client who suffers from com-
plex PTSD and avoids relationships because they have been hurtful may
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exhibit these CRB1s: avoids eye contact, answers questions curtly, demands
to be taken care of and then fails to come to scheduled appointments, gets
angry at the therapist for not having all the answers, cancels several appoint-
ments in a row after an making an intimate disclosure.

Patient problems can also involve the thinking, perceiving, feeling, see-
ing, and remembering that occur during the session. For example, problems
known as “disturbances of the self” (see Kohlenberg & Tsai, 1991, for an
extensive discussion on how such disturbances are acquired and treated),
such as “not knowing who the real me is” and dissociative identity disorder,
are translated into behavioral terms (e.g., problems with stimulus control of
the response “I”) and conceptualized as CRB1. Clients with complex PTSD
may be unable to describe how they feel or may not recall an emotional epi-
sode that occurred in the session. They may fail to perceive an aspect of the
therapist that is associated with past trauma, such as denying the obvious fact
that the therapist is pregnant.

CRB2: Client Improvements That Occur in Session

In the early stages of treatment, these behaviors typically are not observed or
are minimally discernible. For example, consider a male sexual abuse survi-
vor who feels withdrawn and worthless and has minimized discussion of his
abuse. Consider too that he has avoided any direct discussion with the thera-
pist about the therapist’s tendency to request that his appointment time be
adjusted within a particular day, even though this request made him feel
extremely devalued and worthless. Possible CRB2s for him would include
expressing his feelings about his abuse, talking about what the therapist does
that brings up his feelings of worthlessness, and asking directly for what he
needs.

CRB3: Client Interpretations of Behavior

CRB3s consist of client discussions of their own behavior and what seems to
cause it; “reason giving” (Hayes, 1987; Zettle & Hayes, 1986) and “interpreta-
tions” may be part of this behavior. The best CRB3s include observation and
description of self behavior and its associated reinforcing, discriminative,
and eliciting stimuli. Learning to describe functional connections helps cli-
ents increase their ability to elicit reinforcement in daily life. CRB3s include
descriptions of “functional equivalence”—that is, descriptions of similarities
between what happens in session and what happens in daily life. Consider a
client named Carol who, in response to ongoing childhood abuse, had
learned to associate her emotional dependence and self-expression with
being physically degraded by caregivers. This person had spent her adult life
withholding her deepest feelings in relationships, and for the last few years,
had struggled with the issue in therapy. After a course of FAP, in which the
expression of deeply held feelings was valued and respected, Carol began
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taking risks in her relationships and began revealing more of these feelings.
Her CRB3 was:

“The reason I’m talking more openly to people in my life is because I
have learned that with you, in our therapy, when I express my vulnera-
bility you will not hurt me, and that you will in fact respond to me in a
loving, kind way. Over the years I have learned that my vulnerabilities
and deepest desires are respected by you. Even when I expressed to you
that you have failed me in certain respects, and even when I was angry
that you would not be friends with me outside of therapy, you were
respectful and treated me as if what I wanted mattered. Because of these
experiences with you, I really feel that I am able to be a whole person
with others, handle disappointment appropriately, and not protect my
deepest feelings with such vigilance.”

Rules of Therapy

For a complete description of the rules of therapy, see Kohlenberg and Tsai,
(1991). The FAP therapist is encouraged to follow five strategic rules of ther-
apeutic technique: watch for CRBs, evoke CRBs, reinforce CRB2s, observe
the potentially reinforcing effects of therapist behavior in relation to client
CRBs, and give interpretations of variables that affect client CRB. Each rule
is described below.

Rule 1: Watch for CRBs

This rule forms the core of FAP. The better the therapist is at observing
CRBs, the better the outcome. That is, when the therapist can discriminate
instances of the problem behavior, chances for shaping improvements
will increase. It is also hypothesized that following Rule 1 will lead to
increased intensity—stronger emotional reactions—between therapist and
client.

From a theoretical viewpoint, the importance of Rule 1 cannot be over-
emphasized. If this were the only rule that a therapist followed, it alone
would likely promote a positive outcome. In other words, a therapist who is
skilled at observing instances of CRBs as they occur also is more likely to
react naturally to these instances. Thus a therapist following Rule 1 is more
likely to naturally reinforce, punish, and extinguish client behaviors in ways
that foster the development of behavior that is useful in daily life. Any tech-
nique that helps the therapist in the detection of a CRB1 has a place in FAP.
Techniques can range from directly asking, “Is the problem that you have
with your friends happening here, with us, right now?”, to interpretations of
in-session behaviors, such as, “I wonder if bringing me a gift today might, in
fact, reflect your fear that I do not value you for being you, and that you are
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doing what you have done for years with your family, which is to give gifts in
order to feel accepted, even when it never really works and that you always
feel not known by your family.”

Rule 2: Evoke CRBs

The ideal client–therapist relationship evokes CRB1s and provides for the
development of CRB2s. This kind of relationship usually exists for the client
with complex PTSD because the effects of complex PTSD produce problems
with intimate relating, and the FAP therapist encourages trust, closeness,
and the open expression of feelings in the context of the therapy relation-
ship—which is a structure that involves a power differential. Such a structure
often evokes clients’ conflicts about, and difficulties in, forming and sustain-
ing intimate relationships. FAP guidelines, at times, can lead therapists to
disclose their own private feelings to the client (see Rule 3). These disclo-
sures often consist of presentations that constitute the evocative stimuli that
are avoided by clients as a result of complex PTSD. For example, the thera-
pist who says, “I really care about you,” might evoke CRB1s (e.g., fear, anxi-
ety, avoidance, feelings of worthlessness) in the client.

Clients’ descriptions of what they want from therapy point to the impor-
tance of an evocative relationship. As one client stated:

“I have learned a lot about love from you—that love is not about perfec-
tion, that it is about accepting some of the barriers and not always get-
ting what you want. I have learned to love you, even though you make
me pay for sessions. Our sessions end when you say they are over, not
when I want to leave. Allowing myself to love, even when it is not always
perfect, has taught me that I can love even when disappointed. And I
feel your love for me, even with clear boundaries. Because of these
experiences, I am building a more realistic love relationship with my
[significant other].”

Rule 3: Reinforce CRB2s

It is generally advisable to avoid procedures that attempt to specify the form
of therapist reaction in advance. Such specification occurs when the thera-
pist attempts to conjure up a reinforcing reaction (e.g., phrases such as
“that’s terrific” or “great”) without referencing the specific client–therapist
history.

Therapists can be more naturally reinforcing in many ways (Kohlenberg
& Tsai, 1991). One such way is for therapists to observe their spontaneous
private reactions to client behavior. Such private reactions are accompanied
by dispositions to act in ways that are naturally reinforcing.

To illustrate, consider a client with complex PTSD whose problems
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partly result from avoidance, which has interfered with the acquisition of
intimacy skills. That is, the repetitive early trauma precluded any healthy
experiences of intimacy in which the child was reinforced for learning rele-
vant skills. Suppose that at some point in therapy this client behaves in a way
that evokes the following private, spontaneous reactions in the therapist: (1)
dispositions to act in intimate and caring ways, and (2) private reactions that
correspond to “feeling close.” Because these responses probably are not
apparent to the client, the therapist could describe the private reactions by
saying, “I feel especially close to you right now.” Without such amplification,
these important basic reactions would have little or no reinforcing effects on
the client’s behavior that evoked them (CRB2).

Rule 4: Observe the Potentially Reinforcing Effects of Therapist Behavior
in Relation to Client CRBs

If therapists have been emitting behavior that they think is reinforcing, it
would be important for them to actually observe whether they are, in fact,
increasing, decreasing, or having no effect on a particular client behavior.
Feedback of this type is needed to increase therapist effectiveness. Thera-
pists must become sensitive to the actual (observed) effect of their behavior
in session, not what they think it should produce.

Rule 5: Give Interpretations of Variables That Affect Client Behavior

As is the case with most other therapies, interpretations are an important
part of FAP. As a general strategy, FAP therapists interpret client behavior in
terms of learning histories and functional relationships. For example, a cli-
ent who stated that she never could be herself and felt like she was always on
stage was offered the interpretation that perhaps one reason she felt this way
was because, in fact, she was only attended to as a child when she was “per-
forming,” and that for various reasons her caregivers were unresponsive and
inattentive to her nontheatrical expressions of her needs and desires.

FAP and Empirical Support

FAP involves the application of known behavioral principles to the interac-
tions that occur during the course of psychotherapy. The behavioral princi-
ples that FAP draws upon are the same principles that are the cornerstone of
all behavioral interventions that characterize applied behavior analysis or
behavior therapy.

Research findings suggest that FAP can improve interpersonal function-
ing (Callahan, Summers, & Weidman, 2003; Kohlenberg, Kanter, Bolling,
Parker, & Tsai, 2002). Kohlenberg et al. (2002) compared FAP-enhanced
cognitive therapy (FECT) with cognitive therapy (CT) for the treatment of
depression. Their findings suggested that FECT was more effective than CT
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alone in reducing depression, and that FECT was more effective than CT
alone in helping patients perform well on measures of interpersonal func-
tioning. Client ratings, interviewer ratings, and blind observers determined
that clients who had participated in FECT spontaneously described signifi-
cantly more relationship improvements than did CT clients at the end of
therapy.

Callahan et al. (2003) used FAP in a single-case design to treat a client
with features of histrionic and narcissistic personality disorders. According
to FAP principles, in-session instances of client problematic behavior and
improvements were responded to in a contingent manner. This single case
study demonstrated both in-session and daily life improvements in interper-
sonal functioning. Specifically, behaviors defined as narcissistic and histri-
onic decreased over treatment, and behaviors in the areas of emotional
responding, noticing one’s impact on others, and being able to assert one’s
needs improved. Both of these studies provide evidence that FAP can be an
efficacious treatment for interpersonal difficulties, even when these behav-
iors are part of a constellation of other treatment considerations.

Although the strength of the therapeutic relationship has been appre-
ciated as an important predictor of therapy outcome (Horvath & Symonds,
1991) and has been regarded as a critical factor in therapy for abuse survi-
vors (Briere, 2002; Herman, 1992b), only recently have studies empirically
examined the role that the therapeutic alliance plays in trauma therapy
with adults abused as children (e.g., Cloitre, Chase Stovall-McClough,
Miranda, & Chemtob, 2004; Paivio, Holowaty, & Hall 2004). Paivio et al.
(2004) demonstrated that, in a population of adults abused as children,
therapist relationship skills independently contributed to outcome, and
both therapeutic relationship and emotional processing were identified as
being important mechanisms of change. Cloitre, Stovall-McClough,
Miranda, and Chemtob (2004) noted that the strength of the therapeutic
alliance predicted improvement in symptoms at the end of treatment, and
that the effect size of this relationship was much larger (0.47) than what
has traditionally been found in previous meta-analyses. Cloitre et al. (2004)
further suggests:

The potent role that the positive therapeutic alliance plays in treatment suc-
cess may reflect a reversal or reparation of interpersonal disturbances, which
undermine success in a variety of tasks including psychotherapy. The results
underscore the idea that the therapeutic relationship may be an especially
“active” ingredient in the remediation of childhood abuse-related PTSD and
a component of treatment that should be highlighted, better understood,
and carefully developed for this population. (p. 414)

These findings provide compelling support for the rationale offered by FAP
that there is particular value in addressing the interpersonal struggles of
trauma survivors, as they occur, in session.
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COMPLICATIONS AND OBSTACLES FOR FAP
THERAPISTS IN TREATING COMPLEX PTSD

Trauma-focused treatments can be emotionally difficult for therapists of any
theoretical orientation, leading to the potential for vicarious traumatization
(Brady, Guy, Poelstra, & Fletcher-Brokaw, 1999) and secondary traumatic
stress disorder and compassion fatigue (Figley, 1995). Histories of trauma
are also found among mental health professionals, with studies suggesting
that about 30% report a history of trauma during childhood (Follette,
Polusny, & Milbeck, 1994; Pope & Feldman-Summers, 1992). Although many
mental health professionals can be deeply affected by the traumatic material
that their clients introduce, therapists are more likely to feel compassion
fatigue in their trauma-related clinical work if they themselves have trauma
histories (Jenkins & Baird, 2002; Pearlman & Mac Ian, 1995). Such histories,
however, do not appear to predict therapist functioning as much as more
proximal variables such as consulting with colleagues, getting support and
assistance from others, and the use of humor (Follette et al., 1994).

Efforts to understand therapists’ and caregivers’ reactions to traumatic
material and to provide help for them are underway (Cadell, Regehr, &
Hemsworth, 2003; Figley, 2002; Follette et al., 1994; Jenkins & Baird, 2002;
Holmqvist & Anderson, 2003; Pearlman & Mac Ian, 1995). This new effort is
not surprising, given that over 50% or professionals who work with trauma
report feeling distressed and 27% report experiencing extreme distress
(Meldrum, King, & Spooner, 2002). Working with traumatized clients can be
emotionally draining for the therapist. Given that about 30% of therapists
also report having experienced trauma during childhood, the questions of if
and how these histories contribute to therapeutic process and outcome are
frequently explored (Follette et al., 1994; Jenkins & Baird, 2002).

FAP therapists are likely to encounter difficulties and emotional barriers
similar to therapists of any other orientation when treating clients with com-
plex PTSD. However, because FAP invites consideration of intense emo-
tional experience that is actually focused on interactions that occur in the
here and now of the session, both client and therapist may have stronger
reactions than in other types of therapy. Because FAP typically leads to more
intense connections between therapists and clients, we will discuss common
pitfalls and complications may also arise; these we discuss below.

FAP calls for therapists to notice and at times to facilitate client expres-
sions of feelings, such as love, hate, fear, vulnerability, closeness, and the
desire to be physically intimate. Such expressions may evoke strong emo-
tions in the therapist, ranging from discomfort and fear all the way to attrac-
tion, intimacy, and love. As therapists work toward reinforcing client
improvements, they need to aspire to act in ways that benefit the client; they
need to make every effort not to punish, exploit, traumatize or invalidate a
client’s emotional perspective. Because therapists are also part of the general
culture and thus may inadvertently behave in ways that reflect exploitive
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biases, it is important that they discuss their work with colleagues and (ide-
ally) make audiotapes or videotapes of their sessions for consultation or
supervision.

It may be the case that similar issues, perhaps on a different scale, affect
both client and therapist. For example, consider the client who has had a his-
tory of being overpowered and hurt in interpersonal relationships. Now this
client is engaging in behaviors (e.g., relentless phone calls, expressions of
anger toward the therapist) that result in the therapist feeling overpowered
and hurt. In such a situation, it would be helpful for the therapist to obtain
support in order to maintain a therapeutic stance. The therapist might say
something to a colleague, such as, “I am feeling very upset, hopeless, and
helpless right now. I don’t seem to be enough for my client. I feel inade-
quate, angry, and upset. Will you help me understand my feelings better and
develop a perspective that will be helpful to my client?” Thus the therapist
risks appearing vulnerable, frightened, and desirous of respect and valida-
tion. Ideally, the therapist would emerge with new perceptions that would
facilitate continued and effective therapeutic work. These behaviors,
engaged by the therapist in the service of maintaining equilibrium and not
reacting in a vindictive or unilaterally self-protective manner (such as by
withdrawing or terminating therapy), might also be the very same behaviors
that would be helpful for this client to generate.

In general, because FAP is so demanding and because it is difficult to
take clients further than therapists have gone themselves, FAP therapists
need to have done, and to continue to do, their own personal work in terms
of healing and growth. In seeking personal support, the following questions
may be helpful to focus on:

What are your own issues—the therapist versions of CRB1s and CRB2s—
and how do these play out in your therapeutic work?

How do you find the balance between caring too much and caring too lit-
tle?

How do you handle the situation when what is in the best interest of the cli-
ent clashes with what is in your own best interest?

How can you keep growing as a therapist and as a person while working
with your clients?

When a therapist is clear about his or her own issues, it is easier to focus
on the client’s needs. For example, while exposure and extinction are an
important part of the treatment process, a therapist who proceeds too
quickly with a client into the experiencing of traumatic material, while block-
ing avoidance behaviors, can potentially worsen a client’s symptoms. This is
because the needs of a client prior to approaching traumatic material may
include learning how to handle intense feelings, having good self-care and
self-soothing skills, and having a support network in place in the earlier
stages of therapy. These skills require knowing how to ask for and receive
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help, both from the therapist and from others in their lives. Therapists’ self-
awareness of their own issues, as they pertain to creating loving, caring, and
supportive relationships with their clients, is essential to this process. A lack
of such awareness in the therapist could result in their own avoidance of the
difficulty inherent in building a helping relationship, which could then atten-
uate the positive effects of therapy. Ultimately, the therapy relationship is a
place for clients to learn how to ask for and receive support as they work on
therapy goals, which can usually be subsumed under the broader categories
of having loving relationships and doing gratifying work in personal develop-
ment.

Often clients learn what it is like to be in a healthy relationship for the
first time in FAP by dealing with issues such as honesty, needs, fears, trust,
caring, commitment, acceptance, and boundaries. Client dependence and
attachment to the therapist can be a concern. As with any other client behav-
ior, dependence needs to be understood in the context of a client’s history.
When is dependence healthy, and when does it interfere with the client’s
daily life? For clients who have never allowed themselves to be dependent on
anyone, facilitating their expression of a need for more contact (whether in
the form of additional sessions or phone or e-mail interactions) with the
therapist is a CRB2. When their needs clash with the therapist’s (e.g., to limit
work hours), the issue needs to be explored with honesty and caring. Per-
haps a compromise can be worked out, perhaps not, but discussing the prob-
lem directly models for clients what to do when their needs (invariably) clash
with someone else’s needs. Therapists should get support (through supervi-
sion, consultation, or informal contact with colleagues for setting their own
boundaries with kindness and honesty. In general, the boundaries of the
therapy relationship (relative inaccessibility of the therapist, the power dif-
ferential, fee for service) serve to foster clients’ investment in daily life rela-
tionships. As clients heal, the understanding that the therapeutic relation-
ship is a means to an end, not an end in itself, becomes more of a focus.
Ideally, as FAP draws to a close, clients have the skills to form other healthy
emotionally close relationships.

In sum, the practice of FAP necessitates much more than a solid theo-
retical understanding of the interventions used. Because FAP is interperson-
ally focused, therapists need to be willing to use their own emotional experi-
ences of their clients as data. Some therapists prefer to keep an emotional
distance from their clients, and whereas such therapists might be extremely
effective in providing other modalities of therapy, they are not likely to be
effective (or happy) FAP therapists. The proper implementation of FAP
requires that therapists work outside of their comfort zones—that they bring
to the therapeutic relationship honesty, courage, clarity, self-knowledge, a
capacity for intimacy, an acceptance of both positive and negative affect, and
the ability to take emotional risks. Thus FAP therapists need to take active
steps to get consultation, supervision, and/or personal therapy as needed.
Below we describe an example of how FAP clinical supervision can be used
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as an opportunity to create resilient, meaningful, and effective client–thera-
pist relationships.

FAP Clinical Supervision: Case Example

Clients with complex PTSD have particular difficulties with interpersonal
intimacy, as previously described. For example, these clients may struggle
with discomfort because of the power differential between client and thera-
pist, worrying that they may be further traumatized or devalued. Conversely,
the power differential may actually feel very secure to them; it is seeing the
therapist’s vulnerability and fallibility that causes difficulty, perhaps working
avoidant behavior in response. It may be very difficult for clients to develop
trust, to learn to ask for help, to display vulnerabilities as well as strengths,
and to develop perspective about emotional turmoil experienced within the
relationship.

Therapists may have problems similar to their clients, albeit to a lesser
degree, in the presence of the supervisor or consultant. In any supervisory
relationship there is a power differential; it can therefore be a challenge to
display vulnerabilities as well as strengths, and therapists also may struggle
with how to place their emotional reactions to supervision in perspective.

The same framework that facilitates treatment of complex PTSD can also
facilitate the development of therapist repertoires that serve to promote effec-
tive FAP. Being aware, open, vulnerable, honest, and present are aspects of
intimate behavior that we wish to shape in both our clients and our supervisees.
Explorations of how these behaviors emerge in supervision and serve to
impact psychotherapy would be the focus of clinical supervision.

Supervision can serve to model the kinds of FAP principles and behav-
iors that occur in session. Typical questions asked of the supervisee may
include focusing directly on how the supervisee feels toward the supervisor,
asking about the similarities between the client’s issues and the therapist’s
issues, noting and blocking emotional avoidance that is noticed in the psy-
chotherapy as well as that which occurs in the supervisory session. Power dif-
ferential, being evaluated, wanting to avoid punishment, and wanting more
(or less) from the supervisor are all features of supervision that are also fea-
tures of the therapeutic encounter.

The following description of a supervision session serves to illustrate
these principles:

SUPERVISOR: I notice that although we are working well together, I feel that
there is a distance between us that may be blocking our work from
becoming truly meaningful. I notice that just as your client glossed over
what had happened with that flashback, you might have glossed over
how you felt when I was late to supervision today.

SUPERVISEE: I know. I look forward to our supervision, and I really want you
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to see me as a great therapist. I worry that if I expressed my upset to
you, you would be uncomfortable—and I mainly want to impress you
with my skills.

SUPERVISOR: Can you describe more about how you felt when I was late?

SUPERVISEE: I felt kind of devalued, like you didn’t want to be in this supervi-
sion, that there were a million things more important than me. And I
didn’t want to say anything because I worried you would like me even
less.

SUPERVISOR: Wow, I didn’t know. Can you tell me more about these feel-
ings?

SUPERVISEE: I was really jazzed when you and I started working together. I
was hopeful about growing immensely as a therapist. I wanted you to
see me as really great, and I wanted there to be great feelings between
us. Then I got this very difficult client, and I was afraid that I wouldn’t
be able to handle the degree of emotion that the client has beneath the
surface. I didn’t want to reach out to you about my fear. I thought you
would think I was a bad therapist. So I thought I would just let it
alone—not an unfamiliar pattern for me. I have gotten feedback in the
past that I tend to avoid getting into my own fears. It extends way back
in my life, and I see that it is interfering with our work and my work
with my client.

SUPERVISOR: Right now I feel that we are more connected than usual and
that this feels very meaningful. Being late might have reflected some of
my feelings of disconnection with you, I am not sure. I also struggle at
times with uncomfortable affect, so my own discomfort might have
contributed to my not bringing up these problems earlier. I want you
to know that I value working with you, and that I also wonder a lot
about what is preventing our supervision from growing from good to
great supervision. I think that when you express your vulnerabilities
and fears, as you just did, I feel so much more connected with you, and
I am just pulled to invest more.

SUPERVISEE: So what do we do?

SUPERVISOR: I think we continue to notice that for both of us, a proclivity to
avoid discomfort can work to really sabotage our supervision. Let’s
work on noticing how our level of connection waxes and wanes, and
let’s address more quickly the emotional avoidance on both of our
parts that might contribute to gaps occurring.

SUPERVISEE: OK, and I am aware that this same process can help me while in
session with my client.

As this example demonstrates, the principles of FAP can be applied in super-
vision, just as they can be applied in psychotherapy. A common thread
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involves the kinds of difficulties that occur in any relationship, particularly
when there is a power differential and the potential for hurt, along with the
potential for tremendous growth and positive connection.

CONCLUSIONS

Repeated traumatic experiences in childhood typically lead to incredible
emotional pain and often profoundly disrupt interpersonal functioning.
Unlike discrete trauma, for which exposure therapies are relatively simple to
design and administer, complex trauma tends not to link back to a clear set
of stimuli that are amenable to traditional exposure procedures. Given that
complex trauma can present in the form of being unable to develop and sus-
tain intimate relationships, however, the therapeutic encounter itself may
provide the perfect exposure exercise. Typical therapy experiences such as
being asked to reveal intimate life details, being invited to trust, having emo-
tional responses when being cared for, and so on, are all potentially evoca-
tive for the trauma survivor. These experiences can evoke client behavior in
the service of avoiding negative affect, which can also serve to disrupt the
creation of an effective, intimate, working relationship with the therapist. In
many ways, instances of client avoidance that occur in the session are perfect
therapeutic opportunities that allow the therapist to work with the patient
toward responding differently to the painful affect generated in the therapy.

FAP (Kohlenberg & Tsai, 1991) offers specific guidelines for noticing in-
session behavior that is avoidant and thus may interfere with developing a
close relationship, as well as guidelines for shaping new behaviors in the ser-
vice of promoting the creation of caring, engaged, and emotionally intense
therapeutic relationships. Providing interactions such as these can impart
both corrective experiences and verbal descriptions of how to respond more
effectively in the world, thus promoting the development of healthy relation-
ships outside of therapy as well.

In addition to the therapeutic context, FAP is well suited to guide effec-
tive clinical supervision of trauma cases. This kind of supervision would
direct the supervisor and the supervisee to be attentive to emotional avoid-
ance in the supervision session, and would promote an analysis of the practi-
cality and function of such avoidance. Parallels are drawn between the super-
vision and the therapy being supervised. Therapists are encouraged to
address emotional avoidance in supervision in the service of promoting vital-
ity both in supervision and in therapy. And, of course, the vitality of emo-
tional engagement is an important aspect of the intimate relationships that
we hope to help our clients attain.

It is our strong bias that the most powerful treatment experiences make
use of CRBs between therapist and the client. This CRB component is espe-
cially important when the client’s main emotional wounds come from child-
hood abuse involving trusted adults whose tasks were to protect and to nur-
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ture. Such betrayal is among the deepest wounds that can be endured.
Because the therapist–client relationship replicates many essential elements
of the parent–child relationship, it has great potential for both harm and
healing. We hope that our discussion of the origins and treatment of inter-
personal trauma provides a clear conceptual system to aid those who have
taken on the noble task of helping to heal the emotional scars of clients who
were violated as children.
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SPECIALIZED POPULATIONS AND DELIVERYCognitive-Behavioral Therapy for Acute Stress Disorder

CHAPTER NINE

Cognitive-Behavioral Therapy
for Acute Stress Disorder

Richard A. Bryant

The persistent distress that can be suffered by many trauma survivors has led
to unprecedented attention on creating ways to prevent this distress. Much
of this attention has focused on early interventions with people who are high
risk for developing long-term disorders. This chapter reviews recent develop-
ments in the early identification of people who are high risk for posttraumat-
ic stress disorder (PTSD). The chapter initially addresses the utility of the
acute stress disorder (ASD) diagnosis as a marker of people who require
early intervention. The review then proceeds to outline the major develop-
ments in assessment and treatment of people with ASD, and provides practi-
cal guidelines for managing people in the acute phase after trauma.

THE COURSE OF ACUTE STRESS REACTIONS

Across the literature, there are reports of high rates of emotional numbing
(Feinstein, 1989; Noyes, Hoenk, Kuperman, & Slymen, 1977), reduced
awareness of one’s environment (Berah, Jones, & Valent, 1984; Hillman,
1981), derealization (Cardeña & Spiegel, 1993; Noyes & Kletti, 1977; Sloan,
1988; Freinkel, Koopman, & Spiegel, 1994), depersonalization (Noyes et al.,
1977; Cardeña & Spiegel, 1993; Sloan, 1988; Freinkel et al., 1994), intrusive
thoughts (Feinstein, 1989; Cardeña & Spiegel, 1993; Sloan, 1988), avoidance
behaviors (Cardeña & Spiegel, 1993; North, Smith, McCool, & Lightcap,
1989; Bryant & Harvey, 1996), insomnia (Feinstein, 1989; Cardeña &
Spiegel, 1993; Sloan, 1988), concentration deficits (Cardeña & Spiegel, 1993;
North et al., 1989), irritability (Sloan, 1988), and autonomic arousal
(Feinstein, 1989; Sloan, 1988) in the weeks after a traumatic experience.

Despite the high prevalence of acute stress reactions, it appears that
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most of these stress responses are transient. For example, whereas 94% of
rape victims displayed sufficient PTSD symptoms 2 weeks posttrauma to
meet DSM-IV criteria (excluding the 1 month time requirement; American
Psychiatric Association, 1994), this rate had dropped to 47% 11 weeks later
(Rothbaum, Foa, Riggs, Murdock, & Walsh, 1992). In another study 70% of
women and 50% of men were diagnosed with PTSD at an average of 19 days
after an assault; the rate of PTSD at 4-month follow-up had dropped to 21%
for women and 0% for men (Riggs, Rothbaum, & Foa, 1995). Similarly, half
of a sample of individuals who met criteria for PTSD shortly after a motor
vehicle accident had remitted by 6 months, and two-thirds had remitted by 1-
year posttrauma (Blanchard et al., 1996). There is also evidence that most
stress responses after the terrorist attacks of September 11 may have been
temporary reactions. Galea et al. (2002) surveyed residents of New York City
to gauge their response to the terrorist attacks. Five to eight weeks after the
attacks, 7.5% of a random sample of adults living south of 110th Street in
Manhattan had developed PTSD, and of those living south of Canal Street,
20% had PTSD. In February 2002, Galea’s group did a study on another
group of adults living south of 110th Street and found that only 1.7% of the
sample had PTSD related to the attacks (Galea, Boscarino, Resnick, &
Vlahov, in press). The available evidence suggests that the normative
response to trauma is to initially experience a range of PTSD symptoms,
which remit in the following months.

ACUTE STRESS DISORDER

In 1994 the fourth edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV; American Psychiatric Association, 1994) introduced the
ASD diagnosis to describe stress reactions in the initial month following a
trauma. It was felt that because DSM-IV stipulated that PTSD could only be
recognized at least 1 month after a trauma, there was a need to describe
reactions occurring in the initial month. A second goal was to identify peo-
ple who would develop PTSD shortly after trauma exposure (Koopman,
Classen, Cardeña, & Spiegel, 1995). The DSM-IV stipulates that ASD can
occur after a fearful response to experiencing or witnessing a threatening
event (cluster A). The requisite symptoms to meet criteria for ASD include
three dissociative symptoms (cluster B), one reexperiencing symptom (clus-
ter C), marked avoidance (cluster D), marked anxiety or increased arousal
(cluster E), and evidence of significant distress or impairment (cluster F).
The disturbance must last for a minimum of 2 days and a maximum of 4
weeks (cluster G), after which time a diagnosis of PTSD should be consid-
ered. The primary difference between the criteria for ASD and PTSD is the
time frame and the former’s emphasis on dissociative reactions to the trau-
ma. ASD refers to symptoms manifested during the period from 2 days to 4
weeks posttrauma, whereas PTSD can only be diagnosed 4 weeks posttrau-
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ma. The diagnosis of ASD requires that the individual has at least three of
the following: (1) a subjective sense of numbing or detachment, (2) reduced
awareness of his or her surroundings, (3) derealization, (4) depersonaliza-
tion, or (5) dissociative amnesia.

The ASD diagnosis was largely influenced by the notion that dissociative
reactions are a crucial mechanism in posttraumatic adjustment. Expressing
this view much earlier, Janet (1907) proposed that traumatic experiences
that were incongruent with existing cognitive schemas led to dissociated
awareness. He argued that although this splitting of traumatic memories
from awareness led to a reduction in distress, there was a loss of mental func-
tioning because mental resources were not available for other processes.
This perspective has received much attention in recent years (van der Kolk &
van der Hart, 1989; Nemiah, 1989) and represents the basis for the pivotal
role of dissociation in the ASD diagnosis.

DOES ASD PREDICT PTSD?

There are now 12 prospective studies of adults that have assessed the rela-
tionship between ASD in the initial month posttrauma and development of
subsequent PTSD (Brewin, Andrews, Rose, & Kirk, 1999; Bryant & Harvey,
1998; Creamer, O’Donnell, & Pattison, 2004; Difede et al., 2002; Harvey &
Bryant, 1998a, 1999b, 2000a; Holeva, Tarrier, & Wells, 2001; Kangas, Henry,
& Bryant, 2005; Murray, Ehlers, & Mayou, 2002; Schnyder, Moergeli,
Klaghofer, & Buddeberg, 2001; Staab, Grieger, Fullerton, & Ursano, 1996).
In terms of people who meet criteria for ASD, some studies have found that
approximately three-quarters of trauma survivors who display ASD subse-
quently develop PTSD (Brewin et al., 1999; Bryant & Harvey, 1998; Difede et
al., 2002; Harvey & Bryant, 1998a, 1999b, 2000a; Holeva et al., 2001; Kangas
et al., 2005; Murray et al., 2002). Compared to the expected remission of
most people who display initial posttraumatic stress reactions, these studies
indicate that the ASD diagnosis is performing reasonably well in predicting
people who will develop PTSD. However, the utility of the ASD diagnosis is
less encouraging when we consider the proportion of people who eventually
developed PTSD and who initially displayed ASD. In most studies the minor-
ity of people who eventually developed PTSD initially met criteria for ASD.
That is, whereas the majority of people who develop ASD are at high risk for
developing subsequent PTSD, many people develop PTSD who do not ini-
tially meet ASD criteria. It appears that a major reason for this discrepancy
between high risk for PTSD and unfulfilled ASD criteria is the requirement
of three dissociative symptoms. In one study, 60% of people who met all
ASD criteria except for the dissociation cluster met PTSD criteria 6 months
later (Harvey & Bryant, 1998a), and 75% of these people still had PTSD 2
years later (Harvey & Bryant, 1999b). This pattern suggests that emphasizing
dissociation as a critical factor in predicting subsequent PTSD leads to a
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neglect of other acute stress reactions that also represent a risk for develop-
ment of chronic PTSD.

IMPLICATIONS FOR ASSESSING ASD

There have been numerous criticisms of the ASD diagnosis (see Koopman,
2000; Simeon & Guralnik, 2000; Butler, 2000; Bryant & Harvey, 2000;
Harvey & Bryant, 2002; Keane, Kaufman, & Kimble, 2001; Marshall, Spitzer,
& Liebowitz, 2000; Spiegel, Classen, Cardeña, 2000). First, the new ASD
diagnosis was introduced with very little evidence to support its inclusion.
Whereas inclusion of other diagnoses in the DSM-IV required satisfaction of
a number of standards (including literature reviews, statistical analyses of
established datasets, and field trials), the ASD diagnosis did not undergo this
rigorous scrutiny (Bryant, 2000). Second, the emphasis on dissociation as a
necessary response to trauma was criticized on the grounds that there was
insufficient evidence to warrant assigning such a pivotal role in acute trauma
response to this construct (Bryant & Harvey, 1997; Keane et al., 2001; Mar-
shall et al., 2000). As noted above, the available evidence suggests that the
requirement of dissociation leads to oversight of many high-risk people.
Third, some objected to the notion that the primary role of the ASD diagno-
sis was to predict another diagnosis (McNally, 2003). Fourth, there was con-
cern that the diagnosis may pathologize transient reactions (Marshall,
Spitzer, & Liebowitz, 1999). Fifth, it was argued that distinguishing between
two diagnoses (ASD and PTSD) that have comparable symptoms on the basis
of the duration of these symptoms is not justified (Marshall et al., 1999).
These criticisms raise questions about the utility of the ASD diagnosis to
identify people in the acute phase who are at high risk for subsequent PTSD.
Although the data are mixed at this point, it appears that people who satisfy
the ASD criteria are at high risk for PTSD and require therapeutic interven-
tion. Additionally, people who display intense acute stress reactions,
although lacking dissociative responses, are also at high risk and should be
identified as candidates for early intervention. To further increase the accu-
racy of early identification of people who are at high risk for PTSD, recent
attention has also focused on acute cognitive and biological factors that
appear to be associated with development of later PTSD.

COGNITIVE MECHANISMS OF ASD

Current models posit that psychopathological responses may be mediated by
two core cognitive factors: (1) maladaptive appraisals of the trauma and its
aftermath, and (2) disturbances in autobiographical memory that involve
impaired retrieval and strong associative memory (Ehlers & Clark, 2000).
Consistent with this approach is evidence that people with ASD exaggerate
both the probability of future negative events occurring and the adverse
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effects of these events (Warda & Bryant, 1998a). Moreover, ASD participants
display cognitive biases for events related to external harm, somatic sensa-
tions, and social concerns (Smith & Bryant, 2000). Experimental studies indi-
cate that ASD individuals respond to a hyperventilation task with more dys-
functional interpretations about their reactions than non-ASD individuals
(Nixon & Bryant, 2003). There is also evidence that catastrophic appraisals
about self in the period after trauma exposure predict subsequent PTSD
(Ehlers, Mayou, & Bryant, 1998b; Engelhard, van den Hout, Arntz, &
McNally, 2002). Relatedly, the nature of attributions about the trauma
shortly after the event apparently influences longer-term functioning. Pro-
spective studies indicate that attributing responsibility to another person
(Delahanty et al., 1997) and attributions of shame (Andrews, Brewin, Rose, &
Kirk, 2000) in the acute phase are associated with later PTSD.

There is also evidence that people with ASD may manage trauma-
related information differently from other trauma survivors. Specifically,
individuals with ASD tend to avoid aversive information. One study
employed a directed forgetting paradigm that required ASD, non-ASD, and
non-trauma-exposed control participants to read a series of trauma-related,
positive, or neutral words, after each presentation participants were
instructed to either remember or forget the word (Moulds & Bryant, 2002).
The finding that ASD participants recalled fewer trauma-related to-be-forgot-
ten words than non-ASD participants suggests that they have an aptitude for
forgetting aversive material. In a similar study that employed the list method
form of directed forgetting, which indexes retrieval patterns, ASD partici-
pants displayed poorer recall of to-be-forgotten trauma words than non-ASD
participants (Moulds & Bryant, 2005). These findings suggest that people
with ASD possess a cognitive style that avoids awareness of aversive or dis-
tressing information. This interpretation accords with findings that people
with ASD use avoidant cognitive strategies to manage their trauma memo-
ries (Guthrie & Bryant, 2000; Warda & Bryant, 1998b). Avoidance of dis-
tressing information or memories may be associated with psychopathologi-
cal responses because it may lead to impaired processing of trauma-related
memories and affect. In terms of autobiographical memory, one study has
found that ASD participants reported fewer specific positive memories than
non-ASD participants, and this deficit contributed to subsequent PTSD
severity (Harvey, Bryant, & Dang, 1998). This pattern may suggest that prob-
lems in retrieving positive memories about one’s personal past may limit
access to information that is useful in making adaptive appraisals about the
trauma and its consequences (Ehlers & Clark, 2000).

BIOLOGICAL MECHANISMS OF ASD

Biological perspectives have focused on fear conditioning and progressive
neural sensitization in the weeks after trauma as possible explanations of the
genesis of PTSD (Kolb, 1987; Pitman, Shalev, & Orr, 2000). It is possible that
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sensitization occurs as a result of repetitive activation by trauma reminders,
which elevate sensitivity of limbic networks (Post, Weiss, & Smith, 1995), and
that as time progresses these responses become increasingly conditioned to
trauma-related stimuli (LeDoux, Iwata, Cicchetti, & Reis, 1988). In support
of these proposals, there is evidence that people who eventually develop
PTSD display elevated resting heart rates in the initial week after trauma
(Bryant, Harvey, Guthrie, & Moulds, 2000b; Shalev et al., 1998; see also
Blanchard, Hickling, Gaslovski, & Veazey, 2002). There is also evidence that
lower cortisol levels shortly after trauma predict subsequent PTSD
(McFarlane, Atchison, & Yehuda, 1997; Delahanty, Raimonde, & Spoonster,
2000). Cortisol may act as an “anti-stress” hormone that restores equilib-
rium, and lower cortisol levels may reflect an incapacity to lower arousal fol-
lowing trauma (Yehuda, 1997). The importance of increased arousal in the
acute phase is also indicated by the prevalence of panic attacks in people
with ASD (Bryant & Panasetis, 2001; Nixon & Bryant, 2003). A promising
finding emerged from a pilot study that attempted to prevent PTSD by
administering propranolol (a beta-adrenergic blocker) within 6 hours of trau-
ma exposure (Pitman et al., 2002); there is evidence that propanolol abol-
ishes the epinephrine enhancement of conditioning (Cahill, Prins, Weber, &
McGaugh, 1994). Although propanolol did not result in reduced PTSD rela-
tive to a placebo condition, patients receiving propanolol displayed less reac-
tivity to trauma reminders 3 months later. A subsequent study has found
that propanolol administered immediately after trauma does reduce PTSD
severity 2 months later (Vaiva et al., 2003). This outcome suggests that
propanolol administration shortly after trauma exposure may limit the fear
conditioning that may contribute to subsequent PTSD development.

Measurement Tools for ASD

There are currently three structured measures specifically designed to assess
for ASD. The first measure to be developed was the Stanford Acute Stress
Reaction Questionnaire (SASRQ). The original version of the SASRQ
(Cardeña, Classen, & Spiegel, 1991) was a self-report inventory that indexed
dissociative (33 items), intrusive (11 items), somatic anxiety (17 items),
hyperarousal (2 items), attention disturbance (3 items), and sleep distur-
bance (1 item) symptoms, and different versions of this measure have been
employed by the authors across a range of studies (Cardeña & Spiegel, 1993;
Classen, Koopman, Hales, & Spiegel, 1998; Freinkel et al., 1994; Koopman,
Classen, & Spiegel, 1994). Each item asks respondents to indicate the fre-
quency of each symptom on a 6-point Likert scale (0 = “not experienced”; 5 =
“very often experienced”) that may occur during and immediately following
a trauma. The SASRQ possesses high internal consistency (Cronbachs alpha
= .90 and .91 for dissociative and anxiety symptoms, respectively) and con-
current validity with scores on the IES (r = .52–.69; Koopman et al., 1994).
Different versions of the SASRQ have been employed in a number of studies
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conducted by the authors (Cardeña & Spiegel, 1989; Classen et al., 1998;
Freinkel et al., 1994; Koopman et al., 1994). The current version of the
SASRQ (Cardeña, Koopman, Classen, Waelde, & Spiegel, 2000) is a 30-item
self-report inventory that encompasses each of the ASD symptoms. At this
stage, the SASRQ has not been validated against independent clinician-diag-
nosed ASD diagnosis. Although SASRQ scores are predictive of subsequent
posttraumatic stress symptomatology, there is limited data concerning
SASRQ scores and subsequent PTSD diagnostic status.

The Acute Stress Disorder Interview (ASDI; Bryant, Harvey, Dang, &
Sackville, 1998a) is a structured clinical interview that is based on DSM-IV
criteria. The ASDI contains 19 dichotomously scored items that relate to the
dissociative (cluster B, five items), reexperiencing (cluster C, four items),
avoidance (cluster D, four items), and arousal (cluster E, six items) symptoms
of ASD. Summing the affirmative responses to each symptom provides a
total score indicative of acute stress severity (range, 1–19). The ASDI pos-
sesses good internal consistency (r = .90), test–retest reliability (r = .88), sensi-
tivity (91%), and specificity (93%) relative to independent clinician diagnosis
of ASD. The ASDI has also been used in prospective studies that have identi-
fied recently trauma-exposed people who subsequently develop PTSD
(Bryant & Harvey, 1998; Harvey & Bryant, 1998a, 1999b, 2000a).

The Acute Stress Disorder Scale (ASDS; Bryant, Moulds, & Guthrie,
2000a) is a self-report inventory that is based on the same items described in
the ASDI. Each item on the ASDS is scored on a 5-point Likert scale that
reflects degrees of severity. It was validated against the ASDI on 99 civilian
trauma survivors assessed between 2 and 10 days posttrauma. Using a for-
mula to identify ASD cases, the ASDS possessed good sensitivity (95%) and
specificity (83%). Test–retest reliability was evaluated on 107 bushfire survi-
vors 3 weeks posttrauma, with a re-administration interval of 2 to 7 days.
Test–retest reliability of the ASDS scores was strong (r = 0.94). Predictive
ability of the ASDS was investigated in 82 trauma survivors who completed
the ASDS and were subsequently assessed for PTSD 6 months posttrauma. A
cutoff score of 56 on the ASDS predicted 91% of those who developed PTSD
and 93% of those who did not. The major limitation of the ASDS in predict-
ing PTSD, however, was that one-third of people who scored above the cut-
off did not develop PTSD.

It needs to be noted that these measures of ASD suffer from the same
limitations of the ASD diagnosis. That is, requiring dissociation to be present
will probably result in the oversight of many high-risk individuals, possibly
preventing them from receiving treatment from which they could benefit.
One way to increase the likelihood of accurately identifying people who will
develop PTSD is to delay the assessment for several weeks after trauma expo-
sure. It is very probable that the sooner a clinician diagnoses ASD after trau-
ma exposure, the more likely he or she will confuse a psychopathological
response with a transient stress reaction. There is some evidence from a
study of civilians involved in the Gulf War that many people experience
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immediate posttraumatic stress reactions in the initial days after trauma
exposure but that these reactions subsequently remit (Solomon, Laor, &
McFarlane, 1996). One study found that whereas 77% of people who were
diagnosed with ASD at 4 weeks posttrauma subsequently developed PTSD,
only 32% of those diagnosed with ASD 1 week posttrauma subsequently met
criteria for PTSD (Murray et al., 2002).

WHAT IS THE EVIDENCE
FOR CBT’S EFFECTIVENESS?

Cognitive-behavioral therapy (CBT) typically comprises psychoeducation,
anxiety management, stress inoculation, cognitive restructuring, imaginal
and in vivo exposure, and relapse prevention. Although there is considerable
evidence for the efficacy of CBT in reducing PTSD symptoms in people with
chronic PTSD (for reviews, see Bryant & Friedman, 2001; Foa & Meadows,
1997; Foa, 2001; Harvey, Bryant, & Tarrier, 2002), there is a limited evidence
base for early interventions using CBT. Apart from uncontrolled studies of
early interventions that employed some CBT approaches (Brom, Kleber, &
Hofman, 1993; Viney, Clark, Bunn, & Benjamin, 1985), the first attempts at
controlled study of early intervention applied behavioral approaches. Kilpat-
rick and Veronen (1984) randomly allocated 15 recent rape victims to either
repeated assessments, delayed assessment, or a brief behavioral intervention
that comprised a 4- to 6-hour program that involved imaginal reliving of the
trauma, education about psychological responses to trauma, cognitive
restructuring, and anxiety management. The brief intervention was no more
effective than the repeated assessments. This study was limited, however, by
small sample sizes, the lack of rigorous application of exposure, and ambigu-
ity about the degree of psychopathology experienced after the rape (Kilpat-
rick & Calhoun, 1988).

Foa and colleagues conducted a more rigorous study by providing brief
CBT to victims of sexual and nonsexual assault shortly after the trauma (Foa,
Hearst-Ikeda, & Perry, 1995). This study compared participants who received
CBT (including exposure, anxiety management, in vivo exposure, and cogni-
tive restructuring) to matched participants who received repeated assess-
ments. Each participant received four treatment sessions and then received
assessment by blind assessors at 2 months posttreatment and at 5-month fol-
low-up. Whereas 10% of the CBT group met criteria for PTSD at 2 months,
70% of the control group met criteria; there were no differences between
groups at 5 months, although the CBT group was less depressed. This study
suggests that CBT may accelerate natural recovery from trauma. Inferences
from this study were limited, however, by the lack of random assignment. In
a subsequent study, Foa, Zoellner, and Feeny (2002) randomly allocated sur-
vivors of assault who met criteria for PTSD in the initial weeks after the
assault to four weekly sessions of CBT, repeated assessment, or supportive
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counseling (SC). At posttreatment, patients in the CBT and repeated-assess-
ment conditions showed comparable improvements. SC was associated with
greater PTSD severity and greater general anxiety than the CBT group. At 9-
month follow-up, approximately 30% of participants in each group met crite-
ria for PTSD.

A potential limitation of these studies is that the inclusion of all recently
distressed trauma survivors raises the possibility that treatment effects may
overlap with natural recovery in the initial months after trauma exposure. In
an attempt to overcome this problem, other studies have focused on people
who meet criteria for ASD because of evidence that most people who do dis-
play ASD are at high risk for subsequent PTSD (Bryant, 2003). In an initial
study of ASD participants, Bryant and colleagues randomly allocated motor
vehicle accident or nonsexual assault survivors with ASD to either CBT or
SC (Bryant, Harvey, Dang, Sackville, & Basten, 1998b). Both interventions
consisted of five 1.5-hour weekly individual therapy sessions. CBT included
education about posttraumatic reactions, relaxation training, cognitive
restructuring, and imaginal and in vivo exposure to the traumatic event. The
SC condition included trauma education and more general problem-solving
skills training in the context of an unconditionally supportive relationship.
At the 6-month follow-up, fewer participants in the CBT group (20%) met
diagnostic criteria for PTSD, compared to SC control participants (67%). In
a subsequent study that dismantled the components of CBT, 45 civilian trau-
ma survivors with ASD were randomly allocated to five sessions of either (1)
prolonged exposure, cognitive therapy, anxiety management; (2) prolonged
exposure and cognitive therapy; or (3) SC (Bryant, Sackville, Dang, Moulds,
& Guthrie, 1999). This study found that at the 6-month follow-up, PTSD was
observed in approximately 20% of both active treatment groups compared
to 67% of those receiving SC. A follow-up of participants who completed
these two treatment studies indicated that the treatment gains of those who
received CBT were maintained 4 years after treatment (Bryant, Moulds, &
Nixon, 2003b).

Two recent studies by the same research group have supported the util-
ity of CBT for people with ASD. One study randomly allocated civilian trau-
ma survivors (N = 89) with ASD to either CBT, CBT associated with hypno-
sis, or SC (Bryant, Moulds, Guthrie, & Nixon, 2005). This study added
hypnosis to CBT because some commentators have argued that hypnosis
may breach dissociative symptoms that characterize ASD (Spiegel, 1996). To
this end, the hypnosis component was provided immediately prior to
imaginal exposure in an attempt to facilitate emotional processing of the
trauma memories. In terms of treatment completers, more participants in
the SC condition (57%) met PTSD criteria at 6-month follow-up than those
in the CBT (21%) or CBT + hypnosis (22%) condition. Interestingly, partici-
pants in the CBT + hypnosis condition reported greater reduction of
reexperiencing symptoms at posttreatment than those in the CBT condition.
This finding suggests that hypnosis may facilitate treatment gains in ASD
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participants. Finally, a recent study replicated the original Bryant et al.
(1998b) study with a sample of ASD participants (N = 24) who had sustained
mild traumatic brain injury following motor vehicle accidents (Bryant et al.,
2003a). This study investigated the efficacy of CBT in people who lost con-
sciousness during the trauma as result of their injury. Consistent with the
previous studies, fewer participants receiving CBT (8%) met criteria for
PTSD at 6-month follow-up than those receiving SC (58%).

Gidron et al. (2001) provided a two-session CBT intervention that was
intended to promote memory reconstruction in 17 survivors of accidents.
This approach was based on the premise that facilitating people’s organiza-
tion of trauma memories would assist processing of these memories and
thereby assist recovery. Using an entry criterion of a heart rate higher than
94 beats per minute at admission to the emergency room (see Bryant et al.,
2000a; Shalev et al., 1998), participants in this study received a telephone-
administered protocol 1–3 days after the accident. Patients who received this
intervention had greater reductions in severity of PTSD symptoms 3–4
months after the trauma than did those who received two sessions of sup-
portive listening over the telephone.

DELIVERING CBT SHORTLY AFTER TRAUMA

Prior to commencing therapy, it is imperative to make important decisions
about treatment delivery. These decisions include (1) when should therapy
begin?, (2) how long should therapy continue? (3) how often should therapy
be provided?, and (4) to whom should therapy be delivered? In terms of the
commencement of therapy, some commentators have proposed that treating
the person with ASD should occur “as soon after the trauma as possible”
(Spiegel & Classen, 1995, p. 1526). However, it may be better to delay active
CBT for a week or several weeks after trauma exposure, if doing so would
allow the individual to accrue more resources to allocate to therapy. Treating
people several weeks after trauma (1) allows them additional time to muster
the resources that they can allocate to therapy, (2) decreases the likelihood
that presenting symptoms will prove to be transient reactions to the trauma,
and (3) increases the opportunity to resolve the immediate problems associ-
ated with the traumatic event.

Duration of therapy should be determined by therapy response and fac-
tors occurring in the period following trauma. Although most published treat-
ment studies have employed five or six therapy sessions of 1½–2 hours, addi-
tional sessions may be required if the individual displays some clinical gains
from the therapy but has not achieved adequate recovery, or ongoing stresses
are impeding recovery and the individual would benefit from additional work.
Therapy typically occurs on a weekly basis, but this format may be modified for
a number of reasons. Hospital patients who may be discharged or military per-
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sonnel who will be deployed in the near future and cannot attend therapy may
be given massed (i.e., perhaps daily) therapy sessions. Some individuals may
display excessive avoidance that precludes effective therapy; these patients can
also benefit from daily sessions to minimize the avoidance that may accumu-
late when a week separates each therapy session.

Perhaps the most important decision that needs to be made is whether
an individual is suitable for CBT shortly after trauma. Although there is no
uniform rule that precludes any individual from early intervention, there are
several clinical factors that need to be considered carefully and that may lead
to the clinical decision to delay active CBT for some individuals.

Excessive Avoidance

Although strong avoidance tendencies are present in nearly all cases of ASD,
degree of avoidance in a proportion of individuals impedes any form of
exposure-based therapy. For example, some patients may not attend therapy
sessions, be late for sessions, refuse to comply with exposure homework, or
perform exposure in a superficial manner. This level of avoidance can
reduce therapy efficacy and can lead patients to believe that they are not
responsive to CBT. In cases of extreme avoidance, the therapist should con-
sider the functional significance of this behavior. Some individuals employ
extreme avoidance in the acute phase as a means of warding off distress that
they cannot tolerate. For instance, a patient who had a hand traumatically
amputated in an industrial accident was not able to look at his hand during
the initial interview. Even when the interviewer requested that he glance at
his hand, he refused because of an inability to tolerate the resulting distress.
It is often better not to use exposure-based therapies with these individuals
because treatment in the acute phase may exacerbate, rather than alleviate,
their distress.

Dissociation

The emotional detachment associated with dissociative responses can
impede engagement with traumatic memories and thereby limit the utility of
any therapy approach that requires emotional processing (Foa & Hearst-
Ikeda, 1996). This problem can occur in ASD because of the prevalence of
dissociation in this condition. Therapists should be sensitive to the presenta-
tion of marked dissociation because it may indicate a defense against over-
whelming distress that the person may not be able to manage in the acute
phase. Marked dissociation may include the absence of any apparent affect
in a patient whom one would expect to be distressed, staring into space dur-
ing discussion of the trauma, or persistent periods of thinking about other
matters when asked to focus on the trauma. It is important to distinguish
between distractibility associated with hyperarousal and dissociation. Many
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patients display poor attentional focus, but they can be directed back to their
trauma narrative by simple requests. In contrast, dissociation tends to reflect
a more pervasive and repetitive inability to focus on trauma memories.
Breaching dissociative responses in the acute phase may be detrimental
because it may reduce the individual’s control over his or her distress. Thera-
pists should be sensitive to the potentially protective role that dissociative
and avoidant responses can play in the acute phase. Respecting this function
of dissociation, therapists should consider patients’ psychological resources
and their capacity to tolerate their distress. Those individuals who display
signs of psychological instability may fare better with supportive therapy,
which would allow them to stabilize their acute reaction prior to more direct
therapeutic intervention.

Anger

Anger is a very common response following a traumatic experience (Hyer et
al., 1986; Riggs, Dancu, Gershuny, Greenberg, & Foa, 1992). It has been pro-
posed that anger may serve to inhibit anxiety following a trauma, especially
when effortful avoidance is unsuccessful (Riggs et al., 1995). Indeed, patients
who display anger during the initial narrative tend not to respond positively
to exposure therapy (Foa et al., 1995; Jaycox, Perry, Freshman, Stafford, &
Foa, 1995). People who present with anger as the primary emotional
response may benefit more from anger management strategies, including
anxiety management and cognitive therapy techniques (Chemtob, Novaco,
Hamada, & Gross, 1997).

Grief

Grief also is a very common reaction following a traumatic experience
(Raphael & Martinek, 1997). Moreover, posttraumatic stress and grief can
interact to compound the clinical presentation (Goenjian et al., 1995;
Horowitz, Weiss, & Marmar, 1987). It is important to recognize that the
bereavement process requires time, and it may not be appropriate to provide
acutely grieving patients with exposure when they are coming to terms with
their loss. One woman was referred to a PTSD unit after a road accident in
which her young baby had died. She had been trapped in the car for several
hours with her dead child lying on her lap. This scene represented the primary
content of her intrusive memories. The referral document expressly requested
exposure therapy to reduce this woman’s intrusive images of her dead child
lying in her lap. In the context of considerable grief and guilt issues that
needed to be addressed, providing this woman with exposure therapy only
weeks after the accident would most probably have been harmful. Therapists
need to help people deal with their grief reactions and ensure that active inter-
ventions for ASD do not interfere with the natural grief process (see Fleming &
Robinson, 2001).
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Extreme Anxiety

Some individuals present with very extreme anxiety that often may reflect
pretrauma anxiety states. Moreover, many people present with panic attacks
following trauma (Nixon & Bryant, 2003). Employing exposure therapy with
these individuals in the acute phase can compound their anxiety state and
their posttraumatic difficulties. Instead, these individuals may require con-
tainment, support, and anxiety reduction strategies. Some individuals bene-
fit from techniques that limit panic attacks, including interoceptive exposure
and cognitive restructuring (Craske & Barlow, 1993). Many people in the
acute phase also require assistance in learning how to tolerate distress and in
developing skills in reducing their anxiety states (see Cloitre & Rosenberg,
Chapter 13, this volume).

Catastrophic Beliefs

Individuals who present with strong ruminations or catastrophic appraisals
of their experience and their capacity to cope may not benefit from expo-
sure. One study found that exposure was not successful if the individual’s
narrative of the trauma was characterized by mental defeat or lack of mas-
tery over the situation (Ehlers et al., 1998a). These individuals require care-
ful cognitive restructuring, and exposure should be considered only when
their tendency to ruminate has been modified.

Prior Trauma

It is common for people who have suffered unresolved traumatic experi-
ences prior to the recent trauma to be distressed by memories of both the
recent stressor and the earlier experience. A police officer who attended our
PTSD unit denied any earlier traumatic experience but during exposure was
very distressed by memories of childhood abuse that he had avoided for
many years. Many people find it difficult to deal with developmental or pre-
vious traumatic experiences when they are in an emotionally fragile state
because of the recent traumatic experience. Allowing the posttraumatic
upheaval to settle before addressing longer-term traumatic memories can
sometimes lead to a better outcome.

Comorbidity

Therapists need to be aware of comorbid (and often preexisting) disorders
that may be exacerbated by the distress elicited by exposure. Some of the
more problematic preexisting disorders include borderline personality disor-
der and people with psychotic histories. People with these problems can
experience marked deterioration, including psychotic episodes, severe disso-
ciative states, and self-destructive tendencies, when confronted with expo-
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sure to traumatic memories. Caution is required; it is often wiser to offer
support for containing their preexisting disorder than to resolve their trau-
matic experience in the acute phase. Managing the complexity of comorbid
disorders often involves integration of other techniques (see Wagner &
Linehan, Chapter 6, this volume),

Substance Abuse

Substance abuse is a common comorbidity following trauma (Kulka et al.,
1990). Intake of abusing substances needs to be monitored carefully because
it can limit the capacity of an individual to engage the anxiety response dur-
ing exposure. Further, people who have a tendency toward substance abuse
may increase their reliance on the substance as a means of coping with the
distress associated with exposure. Moreover, reliance on substances in the
acute phase may indicate a tendency to utilize avoidant coping mechanisms.
If an individual presents with marked substance abuse in the acute phase, it
is may be wiser to delay exposure-based therapy for some time. The prob-
lems arising from increased substance abuse may outweigh the benefits of
exposure (see Naajavits, Chapter 10, this volume).

Depression and Suicide Risk

Individuals who are considered a suicide risk in the acute phase require sup-
port, containment, and possibly antidepressant medication or hospitaliza-
tion. The risk of providing suicidal individuals with exposure is that it may
enhance their attention toward the negative aspects of their experience.
There is considerable evidence that depressed people have poor retrieval of
specific positive memories (Williams, 1996), so depressed individuals may
have difficulty reinterpreting their traumatic memories following exposure.
In contrast, they may focus on pessimistic views of their trauma and engage
in ruminative thoughts that can compound suicidal ideation. These possibili-
ties indicate that depression and suicide should first be managed in seriously
suicidal people; acute stress reactions can be addressed after these immedi-
ate problems are contained.

Ongoing Stressors

Many trauma survivors experience marked stressors in the initial period
after trauma exposure. Severe pain, surgery, financial loss, criminal investi-
gations, property loss, interpersonal breakdown, and media attention are
some of the stressors that may make further demands on the acutely trauma-
tized individual. Providing active therapy can represent an additional burden
and compound the adjustment difficulties of some individuals in the context
of ongoing stressors. Moreover, these individuals may not have sufficient
resources to allocate to therapy if they have other excessive demands on
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them. For example, a burn patient who is attempting to cope with the severe
pain of daily debridements and physiotherapy may require psychological
support to assist him of her through these procedures. Attempting exposure
may burden this patient with additional distress at a time when he or she
requires all available energy for managing his or her medical condition.

It is important to note that there are important limitations to the cur-
rent evidence for the effective use of CBT shortly after trauma exposure.
First, although CBT does lead to significant reductions in recently trauma-
tized people who complete treatment, a significant proportion of partici-
pants do drop out of treatment. For example, 20% of participants dropped
out of both the Bryant et al. (1999) and Bryant et al. (2005) studies. That is,
intent-to-treat analyses in these studies indicate modest benefits of CBT
(Bryant et al., 1999, in press). This pattern clearly points to the need for
interventions that are efficacious and manageable for more recently trauma-
tized people. For example, providing nonexposure-based therapies (such as
cognitive therapy) may be better tolerated by some patients. Alternately,
teaching coping skills prior to exposure may help some patients cope with
the exposure more effectively (Cloitre, Koenen, Cohen, Han, 2002). Second,
most early intervention treatment studies for ASD have emerged from a
handful of treatment centers, and there is a need for replication across sites
to validate the generalizability of these findings. The available studies have
also been conducted with survivors of assault or accident; we currently have
no data pertaining to the utility of CBT approaches applied shortly after
mass violence, disaster, or terrorism. Third, we have no evidence indicating
that early provision of CBT is actually superior to later provision of CBT.
There is evidence that CBT provided approximately 4 months posttrauma is
beneficial (Ehlers et al., 2003; Öst, Paunovic, & Gillow, 2002). Moreover,
there is overwhelming evidence of the efficacy of CBT for chronic PTSD (for
reviews, see Foa & Meadows, 1997; Harvey et al., 2003). It has yet to be dem-
onstrated that there are tangible benefits in providing CBT shortly after trau-
ma exposure, apart from the obvious benefit of reducing distress sooner
rather than later.

COMPONENTS OF CBT FOR ASD

Education

Therapy commences with education about stress reactions and the rationale
for treatment, including a discussion of the specific treatment strategies. The
aims of this education are to give the patient a framework in which they can
understand their current symptoms, develop some mastery over their reac-
tions, and acquire the foundations for participating in CBT. It is important
to illustrate each point with examples from the individual’s own experience.
After explaining the rationale of treatment to the patient, it is useful to ask
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the patient to explain his or her understanding of the problematic response
and why he or she thinks treatment may work. This exercise encourages the
individual to process the information that has been provided and gives the
therapist an opportunity to correct any misunderstandings that the patient
may have.

Anxiety Management Skills

It can be useful to provide anxiety management strategies early in therapy
because (1) they can give patients a degree of control over their distress, and
(2) these techniques are relatively simple to use. Be aware that most patients
experience considerable distress during the initial sessions because they are
confronting and expressing upsetting memories. The utility of reducing
arousal in the acute posttrauma phase is also indicated by evidence that
acute arousal is associated with chronic PTSD (Shalev et al., 1998). Giving
the patient some tools to assist mastery over the acute anxiety can provide
both a sense of relief and a motivation to comply with more demanding ther-
apy tasks. Anxiety management often involves progressive muscle relaxation
(Öst, 1987) and breathing retraining, which aims to achieve 10 breaths a
minute. Although these techniques are simple, therapists need to be aware
that focusing on bodily sensation or on breathing can trigger reminders of
the trauma. First, individuals who experienced panic, suffocation, or choking
need to be approached with caution because muscle relaxation or breathing
exercises can elicit flashbacks. Second, requesting recently traumatized peo-
ple to close their eyes can be a threatening experience if they have concerns
about losing control. Therefore, it may be better to conduct these exercises
with eyes open.

Cognitive Therapy

Cognitive therapy is based on the notion that emotional dysfunction results
from maladaptive or catastrophic interpretations of events (Beck, Rush,
Shaw, & Emery, 1979). The relevance of cognitive therapy to ASD and PTSD
is underscored by increasing evidence that catastrophic thoughts in the acute
phase are predictive of subsequent PTSD (Ehlers et al., 1998b; Engelhard et
al., 2002). Although it is beyond the scope of this chapter to provide an ade-
quate outline of cognitive therapy (see Beck et al., 1979), it is important to
note several points in relation to providing cognitive therapy to individuals
with ASD.

First, it can be useful to provide cognitive therapy prior to employing
exposure because it can be difficult to learn the cognitive therapy techniques
if an individual is overly distressed by focusing on traumatic memories. Sec-
ond, many beliefs that acutely traumatized patients report are based on
recent and threatening experiences. Accordingly, their beliefs that they are
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not safe or that the world is inherently dangerous appear valid to them in the
context of their recent trauma. Therapists need to emphasize to these indi-
viduals that their beliefs are understandable in the aftermath of their recent
trauma, although they may be modified with consideration of other evi-
dence. Third, it is important to recognize that cognitive therapy is not posi-
tive thinking. Whereas therapists should encourage individuals to consider
alternative explanations in the light of all available evidence, there is a need
to acknowledge that negative events can still persist following trauma. This
approach is particularly important when treating people who are at high risk
for ongoing trauma, including military personnel, police officers,
firefighters, and paramedics. Fourth, clinicians should note that teaching
cognitive therapy in the acute phase commences a learning process that will
continue for months (hopefully) after therapy is complete. Therapists should
not expect recently traumatized individuals to alter beliefs rapidly or easily,
because the level of threat they may have experienced could be severe, and a
period of time is often required for these individuals to learn through expe-
rience that their immediate beliefs are not evidence-based. Below is an exam-
ple of cognitive therapy with a patient who has ASD.

THERAPIST: You mentioned that you feel that you can never feel safe again.
How strongly do you feel this?

PATIENT: I know that for a fact. I will never feel safe again.

THERAPIST: OK. On a scale of 0–100, how sure are you of that?

PATIENT: Very sure. I’d say about 90.

THERAPIST: OK, now I wonder if you can tell me about other times in your
life when you’ve felt strongly about something. What has happened to
that feeling? Tell me about some of the worst things that have hap-
pened to you.

PATIENT: Well, about 4 years ago my mother died. That was pretty tough.
We were close.

THERAPIST: How did you feel at the time?

PATIENT: Really bad. My life fell apart.

THERAPIST: At the time did you feel you would get over it?

PATIENT: Not at the beginning. It got better after a while.

THERAPIST: What other bad things have happened to you?

PATIENT: A friend of mime killed herself a few years ago. That was really
bad.

THERAPIST: When you think back to these things, do you still feel as bad
today about those losses as you did when they happened?

PATIENT: No. Things got better eventually.
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THERAPIST: Have you ever had feelings about anything that have stayed as
strong as they were initially?

PATIENT: Well, I guess if you put it that way, everything changes eventually.

THERAPIST: What about that feeling that you can’t feel safe? Do you really
feel that there is no place where you feel safe?

PATIENT: None.

THERAPIST: So you don’t feel safe here right now?

PATIENT: No, that’s different. I know you are not going to hurt me.

THERAPIST: So you do feel safe here? What about when you are with your
wife at home?

PATIENT: No, I am safe there. Home is OK.

THERAPIST: OK. Now I want you to consider these points. You’re saying that
you feel safe here, and you fee safe at home. You are also saying that
you realize that even strong feelings that you’ve had in the past usually
change after a while. I want you to hold all those thoughts in your mind
for a minute and then think again about how strongly you believe that
you will never feel safe again. How strongly do you feel that on a scale
of 0–100?

PATIENT: I guess it’s only about 50.

THERAPIST: Why only 50?

PATIENT: When you point out that other stuff, I guess I’ll probably feel
better soon.

THERAPIST: The major point to note here is that when you let your mind
accept all the evidence available, you can often come to a conclusion
that is different from the one you often think of automatically. I don’t
expect you to really believe this right now. The real point is that the
more you can think of all the evidence, the more you’ll start to believe
these more realistic conclusions. And they will probably help you feel a
bit better. The belief that you will never feel safe leaves you feeling
rather helpless about things. I think we need to start working on the
evidence that you can feel better in the future, but it’s probably a bit
soon to expect yourself to be feeling great. Remember, it’s only been a
few weeks since you were assaulted.

In this excerpt the therapist does not insist that the patient alter his
belief about his likelihood for change. The goal of the interaction is to (1)
teach the patient the basic rationale of cognitive therapy, and (2) to assist
him in recognizing that there is evidence that he can change how he feels—or
that how he feels changes somehow. It may be premature to try to alter fun-
damental beliefs about feeling safe at this point. Instead, commencing cogni-
tive therapy discussions about changes in feelings of safety is more likely to
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be successful and allow the patient to work within a cognitive therapy frame-
work for some time before addressing more central issues.

Prolonged Exposure

Prolonged imaginal exposure requires the individual to vividly imagine the
trauma for prolonged periods in a way that emphasizes all relevant details,
including sensory cues and affective responses. To achieve this victimization,
the patient is often asked to provide the narrative in the present tense, speak
in the first person, and focus on the most distressing aspects. Prolonged
exposure typically occurs for at least 50 minutes and is usually supplemented
by daily homework exercises. Variants of imaginal exposure involve requir-
ing patients to write down detailed descriptions of the experience repeatedly
(Resick & Schnicke, 1993) and implementing exposure with the assistance of
virtual reality paradigms produced via computer-generated imagery
(Rothbaum, Hodges, Ready, Graap, & Alarcon, 2001). Most imaginal expo-
sure treatments supplement this exercise with in vivo exposure that involves
live graded exposure to the feared trauma-related stimuli. There is much
debate concerning the change mechanisms operating in exposure; proposed
mechanisms include habitation of anxiety, correction of the belief that avoid-
ance is required to control anxiety, incorporation of corrective information,
and self-mastery (Jaycox & Foa, 1996; Rothbaum & Mellman, 2001;
Rothbaum & Schwartz, 2002).

In general, exposure for ASD utilizes the same exposure protocols as
those described for chronic PTSD (see Riggs, Cahill, & Foa, Chapter 4, this
volume; Foa & Rothbaum, 1997). The first stage in considering exposure is
determining the patient’s suitability for this procedure. As mentioned above
in the context of assessment, caution should be exercised in providing expo-
sure to any recently traumatized individual who displays signs of being at risk
for an adverse reaction to the distress that will be elicited by exposure. When
commencing exposure, some patients will skip over the most distressing
aspects of the experience because they cannot tolerate the affective
response. This self-editing can be permitted initially, but it is important that
as therapy proceeds, these “hot spots” receive close attention. Once a patient
demonstrates in therapy that he or she can tolerate the exposure, daily
homework exercises should be initiated. It is also especially useful to inte-
grate cognitive therapy immediately after each exposure exercise, because
there is typically much cognitive material elicited during exposure that can
be addressed in cognitive therapy.

In vivo exposure should be implemented in parallel with, or soon after,
other treatment components. The initial step in in vivo exposure is to
develop a hierarchy of feared or avoided situations. This procedure involves
having the patient determine a graded series of situations that elicit varying
degrees of anxiety. After the hierarchy is complete, the therapist should ask
the patient to commence with the situation that is lowest on the hierarchy. It
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is advisable to start with a situation in which the patient can cope relatively
easily to facilitate confidence in his or her ability and enhance compliance
with more demanding items. It is useful to require the patient to remain in
the situation until his or her distress has reduced by 50%. Once a situation is
mastered, the therapist then requires the patient to undertake the next step
on the hierarchy. In the acute phase, it is important to recognize that many
avoidance behaviors are understandable and do not necessarily reflect mal-
adaptive avoidance. For example, a man who was the victim of a home inva-
sion was reluctant to return to his house several weeks posttrauma because
his home was still stained with blood from the vicious attack. In a case such
as this, it is reasonable to allow a degree of avoidance. Overall, it is useful to
check that the person is engaging fully with the exposure to the feared stimu-
lus and not engaging in safety behaviors that may minimize distress. For
example, an assault victim may agree to remain in the shopping mall where
the attack took place, but will carry a knife in his pocket as a means of pro-
tection. Such safety behaviors serve to minimize full exposure to the situa-
tion and should be removed from the exposure exercise.

SUMMARY

Treating ASD has significant benefits because it can limit posttraumatic
stress reactions that can otherwise lead to a debilitating and long-term disor-
der. It should be noted, however, that early intervention should not be
offered to all recent trauma survivors who are distressed. Available evidence
suggests that treatment effects are comparable when we treat people in the
initial month after trauma or several years later. Accordingly, clinicians
should not assume that early intervention is an imperative. Indeed, in cases
of mass violence or disaster, it is often impossible to allocate sufficient
resources in the initial month to provide therapy to hundreds or thousands
of trauma survivors. In these situations it is important to ensure that all high-
risk people are identified and therapy provided within a reasonable period
of time. Although our evidence for early intervention is growing, we require
further research to develop better evidence-based approaches that can be
utilized by a broader array of acutely traumatized people. In the context of
terrorism, war, and natural disasters, developing strategies that can be deliv-
ered to many people who require it remains one of our highest priorities.
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CHAPTER TEN

Seeking Safety
Therapy for Posttraumatic Stress Disorder

and Substance Use Disorder

Lisa M. Najavits

“I just felt so ugly, hateful and evil. I hated myself. There was nothing
good in me. I didn’t know I was someone. I would always look down.
But when I drank, it made me feel confident, secure and happy. It made
me feel all the things I was not.” (quoted in Stamm, 2002)

This client put into words what many live day to day: the use of sub-
stances to escape the emotional pain of trauma. Having suffered childhood
physical and sexual abuse by multiple family members, the client began
using substances at a young age. Despite attending self-help groups such as
Alcoholics Anonymous (AA) and numerous treatment programs, she was
unable to stop. Eventually she found a therapist who helped her explore the
connection between her trauma and her substance use disorder (SUD). She
views therapy as her foundation and has achieved 8 years of sobriety
(Stamm, 2002).

There are many different client stories, types of trauma, substances, and
treatment methods. However, research over the past decade has established
the basic and important point that trauma and SUD frequently co-occur. For
example, posttraumatic stress disorder (PTSD), the psychiatric disorder most
directly related to trauma, is highly associated with SUD (for reviews, see
Brady, 2001; Jacobsen, Southwick, & Kosten, 2001; Najavits, Weiss, & Shaw,
1997; Ouimette & Brown, 2002; Ruzek, Polusny, & Abueg, 1998; Triffleman,
1998). In community samples, men with PTSD have a 51.9% lifetime rate of
alcohol use disorder, and 34.5% have drug use disorder; the respective rates
for women are 27.9% and 26.9% (Kessler, Sonnega, Bromet, Hughes, & Nel-
son, 1995). In treatment settings, the rates are higher. For example, 33–59% of
women in substance abuse treatment have current PTSD, and 55–99% report
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one or more lifetime traumas (Najavits et al., 1997). The most common trau-
mas associated with SUD for males are combat and crime victimization,
whereas for females they are childhood physical and sexual abuse (Najavits et
al., 1997). Large-scale traumatic disasters such as 9/11 attacks, the Oklahoma
City bombing, and Hurricane Hugo, are also associated with increased sub-
stance use (Clark, 2002; North et al., 1999). Substances are also used by trauma
perpetrators, who may be under the influence at the time of assault or sedate
the victim through use of a substance (Bureau of Justice, 1992). Various sub-
groups tend to have especially high rates of trauma and SUD, including
women, veterans, the homeless, adolescents, prisoners, gays and lesbians, res-
cue workers such as firefighters and police, prostitutes, and victims of domes-
tic violence (Davis & Wood, 1999; North et al., 2002; Smith, North, &
Spitznagel, 1993; Substance Abuse and Mental Health Services Administra-
tion, 2001; Tarter & Kirisci, 1999; Teplin, Abram, & McClelland, 1996).

The clinical needs of this population are serious and urgent. A variety of
studies indicates that those with the dual diagnosis of PTSD and SUD have
worse outcomes than those with either disorder alone; higher rates of subse-
quent trauma; and greater impairment, including other Axis I and Axis II
disorders, self-harm and suicidality, medical and legal problems, HIV risk,
and lower work functioning (Brady, Killeen, Saladin, Dansky, & Becker,
1994; Grice, Brady, Dustan, Malcolm, & Kilpatrick, 1995; Hien, Nunes,
Levin, & Fraser, 2000; Najavits et al., 1998a; Najavits et al., 1997; Najavits,
Weiss, & Shaw, 1999b; Ouimette, Finney, & Moos, 1999). Abuse of sub-
stances itself is often construed as a reenactment of trauma. Substance use
may represent harm to the body that symbolizes familiar traumatic experi-
ences; living the role of the marginalized; or not caring about oneself after
violation by others (Najavits, 2002d; Teusch, 2001). Notably, one of the
major predictors of both trauma and SUD is a family history of these—the
repeated generational cycles of this seemingly inexorable combination
(Kendler, Davis, & Kessler, 1997; Yehuda, Schmeidler, Wainberg, Binder-
Brynes, & Duvdevani, 1998).

Treatment of the dual diagnosis has historically been marked by a sepa-
ration that only lately has begun to improve. A culture of “other” predomi-
nated in which many mental health clinicians believed that they could not
adequately assess or treat SUD, and many SUD clinicians believed that they
could not assess or treat PTSD (Najavits, 2002d; Najavits, Weiss, & Liese,
1996; Read, Bollinger, & Sharansky, 2002). There is now increasing aware-
ness that a no-wrong-door approach is likely to be the most helpful (Clark,
2002). Regardless of how they enter treatment, clients need attention to both
disorders. Split systems, wherein a client who uses substances is rejected
from mental health treatment until abstinent, or the client with mental
health problems is rejected from SUD treatment until stabilized, are believed
less effective than concurrent or integrated treatment (Brady, 2001;
Ouimette & Brown, 2002). Yet older messages abound, such as “Just get
clean and sober first,” “Go to Alcoholics Anonymous or I won’t treat you,”
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or “You’re defocusing from your addiction if you talk about the past.” Clini-
cians in a variety of settings may fail to assess routinely for trauma, PTSD,
and SUD. Indeed, underdiagnosis or misdiagnosis of both PTSD and SUD
are common (Davidson, 2001; Najavits, 2004b), and most SUD clients are nei-
ther assessed for PTSD nor given treatment for it (Brown, Stout, & Gannon-
Rowley, 1998; Dansky, Roitzsch, Brady, & Saladin, 1997; Hyer, Leach,
Boudewyns, & Davis, 1991; Najavits, Sullivan, Schmitz, Weiss, & Lee, 2004).
Clients too tend to minimize both SUD and PTSD. Shame, guilt, denial, and
lying are more common in these disorders than in many other psychiatric
conditions. A client may say, “I drink alone so no one will see how much I’m
using,” or “I shouldn’t feel bad about the trauma; I’m just being weak.” In
treatment, some clinicians may take too harsh a stance, such as threat of ter-
mination if the client relapses on substances. Newer approaches to SUD,
including harm reduction (reinforcing any decrease in use rather than
requiring full abstinence), an emphasis on choices, and support rather than
confrontation may be unfamiliar (Fletcher, 2001; Marlatt, Tucker, Donovan,
& Vuchinich, 1997). Yet these modifications of standard treatment may be
especially helpful for clients with dual diagnosis, in general, and those with
PTSD, specifically, who often suffer from demoralization and hopelessness
(Marlatt et al., 1997; Najavits, 2002d). The 12-step approach of AA, one of
the mainstays of addiction recovery, has been helpful for many (Fletcher,
2001). However, for PTSD clients, abstinence may be more difficult, and
such methods may not work as well (Ruzek et al., 1998; Solomon, Gerrity, &
Muff, 1992). PTSD symptoms may worsen with abstinence, for example,
leading the client back to a cycle of using substances to cope with over-
whelming emotion (Brady et al., 1994; Kofoed, Friedman, & Peck, 1993).

A major clinical effort of the past several years has been the develop-
ment of integrated therapies for PTSD and SUD. Working on both disorders
at the same time from the start of treatment is now widely encouraged
(Brady, 2001; Najavits et al., 1996; Ouimette & Brown, 2002). Clients too
report a clear preference to include treatment of PTSD in SUD treatment
(Brown et al., 1998; Najavits et al., 2004). Most of all, evidence thus far indi-
cates that integrated approaches to PTSD and SUD result in positive out-
comes in both domains as well as related areas. Contrary to older views,
treating PTSD and SUD simultaneously appears to help clients with addic-
tion recovery, rather than derailing them from attaining abstinence (Brady,
Dansky, Back, Foa, & Caroll, 2001; Donovan, Padin-Rivera, & Kowaliw, 2001;
Hien, Cohen, Litt, Miele, & Capstick, 2004; Najavits, Schmitz, Gotthardt, &
Weiss, in press-a; Najavits, Weiss, Shaw, & Muenz, 1998b; Triffleman, 2000;
Zlotnick, Najavits, & Rohsenow, 2003).

Treatment for trauma offers a depth to SUD treatment that many clients
and clinicians find helpful. It honors what clients have lived through, encour-
ages empathy and self-understanding, and may increase motivation for absti-
nence. It can be reassuring for clients to realize that they may have used sub-
stances to cope with overwhelming emotional pain, and to recognize that this
pattern is common. Such understanding can move them beyond the revolving
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door of just more treatment, into different treatment. Rather than cycling back
through standard treatment, the client can go down a new path. One client
said, “I was relieved to find I had something with a name. I thought it was just
me—I’m crazy. But I can deal with this now. Now I can put down the cocaine
and work on what’s behind it” (Najavits, 2002e, p. 81).

Integrated models that have been empirically studied (i.e., one or more
published outcome trials) are Seeking Safety (Najavits, 2002d); Concurrent
Treatment of PTSD and Cocaine Dependence (Back, Dansky, Carroll, Foa, &
Brady, 2001; Brady et al., 2001); Substance Dependence PTSD Therapy, later
relabeled Assisted Recovery from Trauma and Substances (ARTS, Triffleman,
2000; Triffleman, Carroll, & Kellogg, 1999); and Transcend (Donovan et al.,
2001). Other models include the Addictions and Trauma Recovery Integrated
Model (Miller & Guidry, 2001); Helping Women Recover (Covington, 1999;
Covington, 2000); Trauma Adaptive Recovery Group Education and Therapy
(Ford, Kasimer, MacDonald, & Savill, 2000); Trauma-Relevant Relapse Preven-
tion Training (Abueg & Fairbank, 1991; Abueg et al., 1994); Treating Addicted
Survivors of Trauma (Evans & Sullivan, 1995); Double Bind (Trotter, 1992); an
unnamed group model (Meisler, 1999); and an inpatient model (Bollerud,
1990). The various models differ in their emphases. Some focus more on the
present and others more on the past, some address both disorders throughout
the therapy, whereas others attend more to one than the other at different
times, some are fully manualized, with handouts and published materials,
whereas others are briefer or not yet published. Models for PTSD alone or
SUD alone also abound but are beyond the scope of this chapter.

DESCRIPTION OF SEEKING SAFETY

In this chapter the Seeking Safety model is described; it is the most stud-
ied treatment, thus far, for clients with PTSD and SUD (see the section,
Empirical Results). It has also been implemented broadly with clients who
do not necessarily meet diagnostic criteria for these disorders, such as
those with trauma-related symptoms but not formal PTSD. The complete
treatment manual is provided in book form (Najavits, 2002d), and the
website—www.seekingsafety.org—provides materials that can be freely
downloaded, including sample topics, a description of each empirical
study, upcoming trainings, assessment tools, and journal articles (such as
how to train clinicians in the model [Najavits, 2000] and implementation
strategies [Najavits, 2004a]). Prior descriptions of the model are provided
in book chapters and articles (Najavits, 2002b, 2002c; Najavits et al., 1996).

Overview

The title of the treatment, Seeking Safety, expresses a central idea: When a
person has both active substance abuse and PTSD, the most urgent clinical
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need is to establish safety. “Safety” is an umbrella term that signifies various
elements: safety from substances, safety from dangerous relationships
(including domestic violence and drug-using friends), and safety from
extreme symptoms, such as dissociation and self-harm. Many of these self-
destructive behaviors reenact trauma—having been harmed through trauma,
clients now harm themselves. “Seeking safety” refers to helping clients free
themselves from such negative behaviors and, in so doing, to move toward
freeing themselves from trauma at a deep emotional level.

Seeking Safety is an integrated treatment for SUD and trauma/PTSD
that can be used from early recovery onward. It was designed to help explore
the link between them, but without delving into details about the past that
may destabilize clients during early recovery. Its goal is a present-focused,
empathic approach that helps clients “own” and name the trauma experi-
ence, validates the connection to substance use, provides psychoeducation,
and offers specific “safe coping skills” to manage the often overwhelming
impulses and emotions of this dual diagnosis. The model focuses equally on
both disorders, at the same time, from the start of treatment, but in a way
that is designed to be as safe, supportive, and containing as possible.

The treatment provides 25 topics to help clients attain safety. Topics are
evenly divided among cognitive, behavioral, and interpersonal domains, with
a clinician guide and extensive client handouts. Each topic addresses both
trauma/PTSD and SUD. The seven interpersonal topics are:

• Asking for help
• Honesty
• Setting boundaries in relationships
• Healthy relationships
• Community resources
• Healing from anger, and
• Getting others to support your recovery

The seven behavioral topics are:

• Detaching from emotional pain: Grounding
• Taking good care of yourself
• Red and green flags
• Commitment
• Coping with triggers
• Respecting your time, and
• Self-nurturing

The seven cognitive topics are:

• PTSD: Taking back your power
• Compassion
• When substances control you
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• Recovery thinking
• Integrating the split self
• Creating meaning
• Discovery

In addition, the four combination topics are:

• Introduction to treatment/case management
• Safety
• The Life Choices Game (review), and
• Termination

See Table 10.1 for a brief description of all topics. The treatment manual
provides a summary for each topic, a therapist orientation with background
and clinical strategies for conducting the session, a quotation to read aloud
at the start of each session to engage clients emotionally, client handouts,
and examples of “tough cases” that the therapist can rehearse to prepare for
the topic. Background chapters on the dual diagnosis and how to conduct
the treatment are also provided.

The topics are written in simple language and designed to be emotionally
compelling, with a respectful tone that honors clients’ courage in fighting the
disorders. The topics address new ways of coping and convey the idea that no
matter what happens, clients can learn to cope in safe ways—without sub-
stances and other destructive behavior. Special emphasis is placed on the clini-
cian’s role, such as countertransference and self-care, given the often difficult
nature of working with this dual-diagnosis population.

The treatment was developed to be broadly applicable in a wide variety
of settings. It has been used for clients with formal diagnoses of both PTSD
and SUD, those with one disorder but not the other, and those who do not
meet diagnostic criteria (e.g., a trauma history but no PTSD, and/or a SUD
history that is not current). For simplicity, the terms PTSD and SUD are used
below, although clients do not have to meet formal criteria for these disor-
ders. Topics can be conducted in any order, with the order selected by cli-
ents, clinicians, or both. Extensive handouts are available from which clients
and clinicians can select those that are most relevant. Each topic is indepen-
dent of the others and can be conducted as a single session or over multiple
sessions, depending on the client’s length of stay. Suggestions for how to
select the order of topics are provided in the manual.

Session Structure

The session structure includes a check-in, a quotation (to emotionally engage
clients), handouts, and a check-out (see Table 10.2). The structure is
designed to model good use of time, appropriate containment, and achieve-
ment of goals. For clients with SUD and PTSD, who are often impulsive and
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TABLE 10.1. Seeking Safety Topics

1. Introduction to treatment/Case Management
This topic covers (a) introduction to the treatment, (b) getting to know the
client, and (c) assessment of case management needs.

2. Safety (combination)
Safety is described as the first stage of healing from both PTSD and substance
abuse, and the key focus of the treatment. A list of over 80 Safe Coping Skills
is provided and clients explore what safety means to them.

3. PTSD: Taking Back Your Power (cognitive)
Four handouts are offered: (a) What is PTSD?; (b) The Link between PTSD
and Substance Abuse; (c) Using Compassion to Take Back Your Power; and
(d) Long-Term PTSD Problems. The goal is to provide information as well as
a compassionate understanding of the disorder.

4. Detaching from Emotional Pain: Grounding (behavioral)
A powerful strategy, “grounding,” is offered to help clients detach from
emotional pain. Three types of grounding are presented (mental, physical,
and soothing), with an experiential exercise to demonstrate the techniques.
The goal is to shift attention toward the external world, away from negative
feelings.

5. When Substances Control You (cognitive)
Eight handouts are provided, which can be combined or used separately: (a)
Do You Have a Substance Abuse Problem? (b) How Substance Abuse
Prevents Healing from PTSD; (c) Choose a Way to Give Up Substances; (d)
Climbing Mount Recovery, an imaginative exercise to prepare for giving up
substances; (e) Mixed Feelings; (f) Self-Understanding of Substance Use; (g)
Self-Help Groups; and (h) Substance Abuse and PTSD: Common Questions.

6. Asking for Help (interpersonal)
Both PTSD and substance abuse lead to problems in asking for help. This
topic encourages clients to become aware of their need for help and provides
guidance on how to obtain it.

7. Taking Good Care of Yourself (behavioral)
Clients explore how well they take care of themselves using a questionnaire
that lists specific behaviors (e.g., “Do you get regular medical checkups?”).
They are asked to take immediate action to improve at least one self-care
problem.

8. Compassion (cognitive)
This topic encourages the use of compassion when trying to overcome
problems. Compassion is the opposite of “beating oneself up,” a common
tendency for people with PTSD and substance abuse. Clients are taught that
only a loving stance toward the self produces lasting change.

Note. Each topic represents a safe coping skill relevant to both SUD and trauma/PTSD, and can
be conducted over one or more sessions. After the first topic, the rest can be conducted in any
order based on clinician and client preference. Domains are listed in parentheses (cognitive,
behavioral, interpersonal, or a combination).

Adapted from (Najavits, 2002c). Copyright 2002 by the American Psychological Association
Press. Reprinted by permission.
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9. Red and Green Flags (behavioral)
Clients explore the up-and-down nature of recovery in both PTSD and
substance abuse through discussion of “red and green flags” (signs of danger
and safety). A Safety Plan is developed to identify what to do in situations of
mild, moderate, and severe relapse danger.

10. Honesty (interpersonal)
Clients discuss the role of honesty in recovery and role-play specific situations.
Related issues include: What is the cost of dishonesty? When is it safe to be
honest? What if the other person does not accept honesty?

11. Recovery Thinking (cognitive)
Thoughts associated with PTSD and substance abuse are contrasted with
healthier recovery thinking. Clients are guided to change their thinking using
rethinking tools such as List Your Options, Create a New Story, Make a
Decision, and Imagine. The power of rethinking is demonstrated through
think-aloud exercises.

12. Integrating the Split Self (cognitive)
Splitting is identified as a major psychic defense in both PTSD and substance
abuse. Clients are guided to notice splits (e.g., different sides of the self,
ambivalence, denial) and to strive for integration as a means to overcome
these.

13. Commitment (behavioral)
The concept of keeping promises, both to self and others, is explored. Clients
are offered creative strategies for keeping commitments, as well as the
opportunity to identify feelings that can get in the way.

14. Creating Meaning (cognitive)
Meaning systems are discussed with a focus on assumptions specific to PTSD
and substance abuse, such as Deprivation Reasoning, Actions Speak Louder
Than Words, and Time Warp. Meanings that are harmful versus healing in
recovery are contrasted.

15. Community Resources (interpersonal)
A lengthy list of national nonprofit resources is offered to aid clients’
recovery (including advocacy organizations, self-help, and newsletters). Also,
guidelines are offered to help clients take a consumer approach in evaluating
treatments.

16. Setting Boundaries in Relationships (interpersonal)
Boundary problems are described either in terms of too much closeness
(difficulty saying no in relationships) or too much distance (difficulty saying
yes in relationships). Ways to set healthy boundaries are explored, and
domestic violence information is provided.

17. Discovery (cognitive)
Discovery is offered as a tool to reduce the cognitive rigidity common to
PTSD and substance abuse (called “staying stuck”). Discovery is a way to stay
open to experience and new knowledge, using strategies such as Ask Others,
Try It and See, Predict, and Act As If. Suggestions for coping with negative
feedback are provided.

cont.
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TABLE 10.1. cont.

18. Getting Others to Support Your Recovery (interpersonal)
Clients are encouraged to identify which people in their lives are supportive,
neutral, or destructive toward their recovery. Suggestions for eliciting support
are provided, as is a letter that they can give to others to promote
understanding of PTSD and substance abuse. A safe family member or friend
can be invited to attend the session.

19. Coping with Triggers (behavioral)
Clients are encouraged to actively fight triggers of PTSD and substance abuse. A
simple three-step model is offered: change who you are with, what you are doing,
and where you are (similar to AA’s “change people, places, and things”).

20. Respecting Your Time (behavioral)
Time is explored as a major resource in recovery. Clients may have lost years
to their disorders, but they can still make the future better than the past.
They are asked to fill in schedule blanks to explore issues, such as the
following: Do they use their time well? Is recovery their highest priority? Also
addressed is how to balance structure versus spontaneity; work versus play;
and time alone versus time in relationships.

21. Healthy Relationships (interpersonal)
Healthy and unhealthy relationship beliefs are contrasted. For example, the
unhealthy belief, “Bad relationships are all I can get,” is contrasted with the
healthy belief, “Creating good relationships is a skill I can learn.” Clients are
guided to notice how PTSD and substance abuse can lead to unhealthy
relationships.

22. Self-Nurturing (behavioral)
Safe self-nurturing is distinguished from unsafe self-nurturing (e.g., substances
and other “cheap thrills”). Clients are asked to create a gift to the self by
increasing safe self-nurturing and decreasing unsafe self-nurturing. Pleasure is
explored as a complex issue in PTSD/substance abuse.

23. Healing from Anger (interpersonal)
Anger is explored as a valid feeling that is inevitable in recovery from PTSD
and substance abuse. Anger can be used constructively (as a source of
knowledge and healing) or destructively (when acted out against self or
others). Guidelines for working with both types of anger are offered.

24. The Life Choices Game (combination)
As part of termination, clients are invited to play a game as a way to review
the material covered in the treatment. Clients pull from a box slips of paper
that list challenging life events (e.g., “You find out your partner is having an
affair”). They respond with how they would cope, using game rules that focus
on constructive coping.

25. Termination
Clients express their feelings about the ending of treatment, discuss what they
liked and disliked about it, and finalize aftercare plans. An optional
termination letter can be read aloud to clients to validate the work they have
done.



overwhelmed, the predictable session structure helps them know what to
expect. It offers, in its process, a mirror of the focus and careful planning
that are needed for recovery from the disorders. Most of the session is
devoted to the topic selected for the session (per Table 10.1), relating it to
current and specific problems in clients’ lives. Priority is on any unsafe
behavior the client reported during the check-in. The tone of the treatment,
when conducted well, feels like deep therapy rather than just psychoeduca-
tion or school. There is strong emphasis on rehearsal of the skills during ses-
sions, using any of a number of methods (e.g., role play, experiential exer-
cises, think-alouds, discussion, question–answer, replaying a scene of poor
coping, and processing obstacles). There are no particular coping skills or
topics clients must master; rather, they are offered a wide variety from which
to choose. The goal is to “go where the action is”—to use the materials in a
way that adapts to the client, the clinician, and the program.
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TABLE 10.2. Session Format

1. Check-In
The goal of the check-in is to find out how clients are doing (up to 5 minutes
per patient). Clients report on five questions: Since the last session (a) How
are you feeling? (b) What good coping have you done? (c) Describe your
substance use and any other unsafe behavior; (d) Did you complete your
Commitment? and (e) Community Resource update.

2. Quotation
The quotation is a brief device to help emotionally engage clients in the
session (up to 2 minutes). A client reads the quotation out loud. The clinician
asks What is the main idea in the quotation? and links it to the topic of the
session.

3. Relate the Topic to Clients’ Lives
The clinician and/or client select any of the 25 treatment topics (see Table 1)
that feels most relevant. This is the heart of the session, with the goal of
meaningfully connecting the topic to clients’ experience (30–40 minutes).
Clients look through the handout for a few minutes, which may be
accompanied by the clinician summarizing key points (especially for clients
who are cognitively impaired). Clients are asked what they most relate to in
the material, and the rest of the time is devoted to addressing the topic in
relation to specific and current examples from clients’ lives. As each topic
represents a safe coping skill, intensive rehearsal of the skill is strongly
emphasized.

4. Check-Out
The goal is to reinforce clients’ progress and give the clinician feedback (a
few minutes per client). Clients answer two questions: (a) Name one thing
you got out of today’s session (and any problems with it) and (b) What is
your new commitment?

Note. From Najavits (2002d). Copyright 2002 by The Guilford Press. Reprinted by permission.



At the end of each session clients are asked to select a commitment to try
before the next session. Commitments are very much like cognitive-behavioral
therapy (CBT) homework, but the language is changed to emphasize that cli-
ents are making a promise—to themselves, to the therapist, and, in group treat-
ment, to the group—to promote their recovery by taking at least one action step
forward. Commitments do not have to be written, because clinical experience
with this population suggests that some clients do not like written assignments.
Examples of commitments include “Ask your partner not to offer you any
more cocaine,” “Read a book on parenting,” and “Write a supportive letter to
the young side of you that feels scared.” Ideas for commitments are offered at
the end of each handout, but therapists are encouraged to customize them to
best fit each client (see also Najavits, in press).

The treatment is thus both highly structured yet also extremely flexible—
characteristics that may be particularly important when working with severe
populations. The multiple needs, impulsivity, and intense affect of such popu-
lations can lead to derailed sessions if the clinician does not impose clear struc-
ture. Yet the treatment is also highly flexible to allow clients’ most important
concerns to be kept primary, to allow adaptation to a variety of settings, to
respect clinicians’ clinical judgment, and to encourage clinicians to remain
inspired and interested in the work. These considerations are believed to be
paramount when working with a population such as this, where the risks of cli-
ent dropout and clinician burnout are high (Najavits, 2001). Moreover, the
model was designed to adapt to the managed care era, in which many clients
have limited access to treatment. Thus the treatment can be extremely short-
term (e.g., one or a few sessions, such as on a brief inpatient stay), or can be
extended to long-term treatment. The therapy is also designed to be integrated
with other treatments. Although it can be conducted as a stand-alone interven-
tion, the severity of clients’ needs usually suggests that they be in several treat-
ments at the same time (e.g., 12-step groups, pharmacotherapy, individual
therapy, group therapy). Thus, not only was the treatment designed to be used
in conjunction with other treatments, but it also includes an intensive case
management component to help engage clients in other treatments.

Seeking Safety has been conducted in a variety of formats, including
group and individual; open and closed groups; sessions of varying lengths
(50 minutes, 1 hour, 90 minutes, and 2 hours); sessions of varying pacing
(weekly, twice weekly, and daily); singly and co-led; outpatient, inpatient, and
residential; integrated with other treatments or as a stand-alone therapy; and
single gender or mixed gender. Some programs have covered all 25 topics,
others created two blocks of 12 sessions each, and others allowed clients to
cycle through the entire treatment multiple times. In some programs partic-
ular topics were added to ongoing treatments (e.g., Healing from Anger was
added to an existing anger management group), or only selected topics were
covered. In general, however, it is recommended to first try conducting the
treatment as planned, in terms of both the topics and the session format,
before adapting it. Empirical studies of the treatment thus far, however,
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were conducted under constrained conditions to evaluate gains within the
typical limits of managed care treatment. The treatments were time-limited
(typically twice per week for 3 months), with one session per topic. A recent
article (Brown et al., 2005) describes adaptations of Seeking Safety in three
community programs, with a summary of satisfaction and feedback from
both clients and clinicians.

The treatment was first described in an early paper (Najavits et al.,
1996), although the treatment evolved considerably after that: from a focus
on women to both genders, from group modality to individual as well, and
from outpatient to diverse settings. The therapy was developed over 10
years, beginning in the early 1990s, under grants from the National Institute
on Drug Abuse. An iterative process was used, such that clinical experience
with this dual-diagnosis population led to various versions of the manual
over time, with the final version published in 2002. The treatment also drew
on educational innovation and research (i.e., how to convey concepts in a
way clients can understand). In the rest of this chapter, the treatment is
described in more detail, and implementation and assessment consider-
ations are offered.

KEY PRINCIPLES

Seeking Safety is based on five principles.1

Safety as the Priority of This First-Stage Treatment

The treatment fits what has been described as first-stage therapy for both
PTSD and SUD. Experts within both fields have independently described an
extremely similar first stage of treatment, termed “safety” or “stabilization,”
that prioritizes psychoeducation, coping skills, and reducing the most
destructive symptoms (Herman, 1992; Kaufman & Reoux, 1988). Later
stages, again quite similar for the two disorders, are conceptualized as
“mourning” (facing one’s past by exploring the impact of trauma and sub-
stance abuse) and “reconnection” (attaining a healthy engagement with the
world through work and relationships), to use the language of Herman
(Herman, 1992). The first stage, safety, is an enormous therapeutic task for
some clients, and thus the Seeking Safety treatment addresses only that
stage. Throughout the treatment, safety is addressed over and over, includ-
ing the use of the topic Safety; a list of safe coping skills; a Safe Coping Sheet
to explore recent unsafe incidents; a Safety Plan to identify stages of danger
and how to address them; a Safety Contract; and a report of unsafe behav-
iors at each session’s check-in. The concepts of safety and first-stage treat-
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ment are designed to protect the clinician as well as the client. By helping cli-
ents move toward safety, clinicians are protecting themselves from the
sequelae of treatment that could move too fast without a solid foundation,
resulting in vicarious traumatization, medicolegal liability, and/or danger-
ous transference dilemmas (Chu, 1988; Pearlman & Saakvitne, 1995). In par-
ticular, eliciting trauma memories too early in treatment when safety has not
been established may have harmful consequences (Chu, 1988; Ruzek et al.,
1998). Increased substance use and suicidality are of particular concern in
this vulnerable dual-diagnosis population. Thus, seeking safety is, hopefully,
both the client’s and the clinician’s goal.

Note that although clients do not delve into the past in the Seeking
Safety model, the treatment can be combined with trauma-processing meth-
ods such as Exposure Therapy (Foa & Rothbaum, 1998), Eye Movement
Desensitization and Reprocessing (Shapiro, 1995), and other models of trau-
ma exploration. One pilot study on men, for example, combined Seeking
Safety with a revised version of Exposure Therapy (Najavits et al., in press-a).
At this stage, however, there has been little research on which SUD clients
are best suited for trauma exploration and at what point in treatment.
Indeed, within the mental health field, in general, it remains unclear whether
all PTSD clients need to engage in trauma exposure therapy, whether some
may benefit from both present- and past-focused PTSD treatment (and, if so,
whether to combine the two treatments sequentially or concurrently),
whether some may need just one or just the other type of treatment, and
how to decide. Thus far, studies that directly compared present-focused ver-
sus past-focused PTSD approaches have found both to produce positive out-
comes, without significant differences between them (e.g., Marks, Lovell,
Noshirvani, Livanou, & Thrasher, 1998; Schnurr et al., 2003). In teaching cli-
nicians about a present-focused treatment such as Seeking Safety, it is impor-
tant for these issues to be raised. It is sometimes a surprise that treatment of
PTSD does not necessarily have to involve exploration of trauma memories.
Many assume that present-focused PTSD treatment is always a precursor to
eventually doing the “real” treatment of trauma exposure. But more
research is needed both in SUD and other samples to better understand
when and under what conditions present- and past-focused PTSD methods
are needed. See Coffey et al. (Coffey, Dansky, & Brady, 2002; Coffey,
Schumacher, Brimo, & Brady, 2005) and Najavits et al. (Najavits et al., in
press-a) for more on this issue.

Integrated Treatment of PTSD and Substance Abuse

Seeking Safety is designed to continually integrate attention to both disor-
ders; that is, both are treated at the same time by the same clinician. This
integrated model contrasts with a sequential model, in which the client is
treated for one disorder, then the other; a parallel model, in which the client
receives treatment for both disorders but by different treaters; or a single
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model, in which the client receives only one type of treatment (Weiss &
Najavits, 1997). An integrated model is consistently recommended as the
treatment of choice for this dual diagnosis population (Abueg & Fairbank,
1991; Brady et al., 1994; Brown, Recupero, & Stout, 1995; Evans & Sullivan,
1995; Kofoed et al., 1993; Najavits et al., 1996; Ruzek et al., 1998). Further-
more, a survey of clients with this dual diagnosis found that clients also pre-
ferred simultaneous treatment of both disorders (Brown et al., 1998).

In practice, however, the two disorders are not usually treated simulta-
neously. Indeed, it is still the norm for clients to be told that they need to
become abstinent from substances before working on PTSD—a mandate that
does not work for many clients. In many settings clinical staff are reluctant to
even assess for the other disorder; and clients’ own shame and secrecy about
trauma and substance abuse can further reinforce treatment splits (Brown et
al., 1995). Integration is thus, ultimately, an intrapsychic goal for clients as
well as a systems goal: to “own” both disorders, to recognize their interrela-
tionship, and to fall prey less often to the vulnerability of each disorder trig-
gering the other. Seeking Safety provides opportunities for clients to dis-
cover connections in their lives between the two disorders: in what order the
disorders arose and why, how each affects healing from the other, and the
origins of both disorders in other life problems (e.g., poverty). The clinician,
too, is guided to use each disorder as leverage to help clients overcome the
other disorder, because clients often have stronger motivation initially to
work on one rather than the other. Finally, integration also occurs at the
intervention level. Each safe coping skill in the treatment can be applied to
both PTSD and substance abuse. For example, setting boundaries in rela-
tionships can apply to PTSD (e.g., leaving an abusive relationship) and to
substance abuse (e.g., asking a friend to stop offering drugs). In sum,
Seeking Safety was designed to attend equally strongly to both disorders. It
was not originally a SUD treatment that later added a focus on PTSD, nor
vice versa. Also, it directly targets improvements in both domains, although
more empirical work is needed to evaluate whether, in fact, the treatment
consistently has equal impact on both.

A Focus on Ideals

It is difficult to imagine two mental disorders that each individually, and
especially in combination, lead to such demoralization and loss of ideals.
This loss of ideals in PTSD has been written about, for example, in work on
“shattered assumptions” (Janoff-Bulman, 1992) and the “search for mean-
ing” (Frankl, 1963). Some research has found that trauma survivors who are
able to create positive meanings from their suffering fare better than those
who do not (Janoff-Bulman, 1997). There is also a loss of ideals in substance
abuse—life narrows in focus, and, in its severe form, the person “hits bot-
tom.” It is notable that the primary treatment for substance abuse for most
of this century, AA, is the only treatment for a mental disorder that has a

Posttraumatic Stress Disorder and Substance Use Disorder 241



heavily spiritual component. The AA goal of living a life of moral integrity is
an antidote to the deterioration of ideals inherent in substance abuse.

Seeking Safety explicitly seeks to restore ideals that have been lost. The
title of each topic is framed as a positive ideal, one that is the opposite of some
pathological characteristic of PTSD and substance abuse. For example, the
topic Honesty combats denial, lying, and the false self. Commitment is the
opposite of irresponsibility and impulsivity. Taking Good Care of Yourself is a
solution for bodily self-neglect. Throughout, the language of the treatment
emphasizes values such as respect, care, integration, protection, and healing.
By aiming for what can be, the hope is that clients can summon the motivation
for the incredibly hard work of recovery from two difficult disorders.

Four Content Areas: Cognitive, Behavioral, Interpersonal,
and Case Management

CBT is the basis for this treatment, because it so directly meets the needs of
first-stage treatment through its high degree of structure, focus on problem
solving in the present, educational emphasis, and time-limited framework.
Moreover, in outcome studies CBT has been found to be one of the most
promising approaches for the treatment of each of the disorders (PTSD and
substance abuse) when treated separately (Najavits et al., 1996). The cogni-
tive domain of Seeking Safety addresses beliefs and meanings associated
with PTSD and SUD and explores how to rethink these in an adaptive way.
The behavioral domain addresses how to take concrete actions in one’s life,
such as taking good care of one’s body. The interpersonal domain is an area
of special need because most PTSD arises from trauma inflicted by others
(e.g., in contrast to natural disasters or accidents; Kessler et al., 1995).
Whether the trauma involved childhood physical or sexual abuse, combat, or
crime victimization, all have an interpersonal valence that may evoke distrust
of others, confusion over what can be expected in relationships, and concern
over reenactments of abusive power (Herman, 1992). Similarly, substance
abuse is often associated with relationships. It is typically initiated in interac-
tion with others and is frequently used to cope with interpersonal conflicts
and anxiety in social situations (Marlatt & Gordon, 1985). The case manage-
ment component arose because data in the first Seeking Safety pilot study
showed that many clients were engaged in few treatment services (Najavits,
Dierberger, & Weiss, 1999a). Most participants required significant assis-
tance getting the care they needed, such as psychopharmacology, job coun-
seling, and housing. Thus, case management (termed “community
resources”) is heavily emphasized, based on the idea that psychological inter-
ventions can work only if clients have an adequate treatment base.

Attention to Clinician Processes

Research shows that for substance abuse clients, in particular (and psycho-
therapy, in general), the effectiveness of treatment is determined as much
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or more by the clinician as by any particular theoretical orientation or cli-
ent characteristics (Najavits, Crits-Christoph, & Dierberger, 2003; Najavits
& Weiss, 1994). With dual-diagnosis clients, who are often considered diffi-
cult, severe, or extreme (Kofoed et al., 1993), providing effective therapy is
a major challenge. Moreover, in conducting workshops for clinicians and
listening to hundreds of therapy tapes using the model, it has become
clear that some of the most frequent dilemmas that emerge are about pro-
cess: for example, how to calm agitated clients and how to confront clients
who have lied about substance abuse. Clinician processes emphasized in
Seeking Safety include compassion for clients’ experience, using the treat-
ment’s coping skills in one’s own life (not asking the client to do things
that one cannot do oneself), giving clients control whenever possible
(because loss of control is inherent in trauma and substance abuse), mod-
eling what it means to try hard by meeting the client more than halfway
(e.g., heroically doing anything possible within professional bounds to help
the client get better), “listening” to clients’ behavior more than their
words, learning to give both positive and negative feedback, and obtaining
feedback from clients about their reactions to the treatment. The flip side
of such positive clinician processes is negative countertransference, includ-
ing harsh confrontation, sadism, inability to hold clients accountable
because of misguided sympathy, becoming victim to clients’ abusiveness;
power struggles; and, in group treatment, allowing a client to be scape-
goated. As Herman (1992) suggested, clinicians may unwittingly repeat the
trauma roles of victim, perpetrator, or bystander. Attention is also directed
to what I call the “paradox of countertransference” in PTSD and substance
abuse; that is, each disorder appears to evoke opposite countertransfer-
ence reactions that are difficult for clinicians to balance. PTSD tends to
evoke identification with clients’ vulnerability, which, if taken too far, may
lead to excessive support at the expense of growth. Substance abuse tends
to evoke anxiety about the client’s substance use, which, if extreme, can
become harsh judgment and control (e.g., “I won’t treat you if you keep
using”). The goal is thus for the clinician to integrate support and account-
ability, which are viewed as the two central processes in the treatment. Cli-
nicians are encouraged to help clients seek explanations, but not excuses,
for their unsafe behavior.

Training methods for the treatment (Najavits, 2000, 2004a) emphasize
these various process issues as well as observation of he clinician in action
(e.g., taped sessions) and intensive training experiences (e.g., watching vid-
eotapes of good vs. poor sessions; peer supervision, role plays, knowledge
tests; identifying key themes; and think-aloud modeling). For every topic in
the manual, “tough case” clinical scenarios are provided that also empha-
size challenging statements clients may say. For example, when covering
the topic Safety, the client may say, “I don’t want to stay safe; I want to
die.” The clinician is encouraged to rehearse possible responses to such
statements.
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WHAT IS NOT PART OF THE TREATMENT

There are two main areas that this treatment explicitly omits, particularly
when it is offered in group format: exploration of past trauma, and interpre-
tive psychodynamic work.

Exploration of past trauma is, in and of itself, a major treatment inter-
vention for PTSD. As noted above, it is conceptualized as the second stage of
treatment, after the client has attained a foundation of safety (Herman,
1992; Kaufman & Reoux, 1988). A variety of PTSD treatment methods have
as their central goal the evocation of traumatic memories as a means to pro-
cess them. These include mourning (Herman, 1992), exposure therapy (e.g.,
Foa & Rothbaum, 1998), and eye movement desensitization and reprocess-
ing (Shapiro, 1995). By directly processing trauma memories, they no longer
hold such emotional power over the client.

Despite the known importance and efficacy of such treatments for
PTSD (e.g., Marks et al., 1998), various experts have recommended the delay
of such work for substance abusers until they have achieved a period of sta-
ble functioning and abstinence (Chu, 1988; Keane, 1995; Ruzek et al., 1998;
Solomon et al., 1992). Until then, trauma processing may be too emotionally
upsetting for clients who do not yet have adequate coping skills to control
their impulses. Concerns repeatedly expressed in the literature are increased
substance use, relapse (if already abstinent), or an increase in dangerous
behaviors such as self-harm or suicidality (Keane, 1995; Ruzek et al., 1998;
Solomon et al., 1992). Opening up the “Pandora’s box” of trauma memories
may destabilize clients when they are most in need of stabilization. Clients
themselves may not feel ready for trauma processing early in SUD recovery;
others may want to talk about the past but may underestimate the intense
emotions and new disturbing memories.

Thus far, only a few studies of clients with PTSD and substance abuse
have used exploration of past trauma as a key intervention. In one study
(Brady et al., 2001) results indicated that the 39% of their sample who was
able to complete at least 10 of the 16 sessions showed positive outcomes in
PTSD symptoms and cocaine use (as well as other symptoms), which were
maintained at the 6-month follow-up. However, most clients were
noncompleters; and the researchers excluded clients with suicidal ideation,
and thus likely selected a less impaired sample. In a study that combined
Seeking Safety plus Exposure Therapy–Revised (Najavits et al., in press-a),
positive outcomes were found in various domains, including psychiatric and
substance abuse symptoms. However, a large number of modifications to
standard exposure therapy was created, the treatment was conducted indi-
vidually, and various “safety parameters” were put in place to maximize cli-
ents’ ability to safely tolerate the work. For a description of the safety param-
eters and elaboration of how Seeking Safety was combined with exposure,
see Najavits et al. (in press-a) and also Chapter 2 of the Seeking Safety man-
ual (Najavits, 2002d). Finally, another study (Triffleman, Wong, Monnette, &
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Bostrum, 2002) also reported positive outcomes for exposure therapy in
opioid-dependent clients.

Thus, until further research explores the use of exposure techniques
with this dual-diagnosis population, it is not included as part of Seeking
Safety. Also, Seeking Safety was initially tested in a time-limited group for-
mat, which did not appear to be an appropriate context in which to conduct
exposure methods for victims of repeated early trauma, who represent a
large number of clients with this dual diagnosis (Najavits et al., 1997). Even
the mention of trauma experiences has been found to trigger other clients,
and in a short-term group treatment format, there may be insufficient ability
to process the material fully. If a client brings up details of trauma during a
Seeking Safety session, the clinician empathically validates the importance of
such material but reminds the client that the treatment is present-focused
and that description of trauma details may be overly upsetting for him or her
(and to others, if it is a group therapy). The clinician gently refocuses the cli-
ent on the present and how to cope with whatever is coming up. However, at
any point in the treatment, clients can share in a brief phrase the type of
trauma they experienced (such as child sexual abuse, rape, combat) if they
choose to, which can help them feel understood and bond with others in a
group without being overly destabilized.

Interpretive psychodynamic work is also specifically avoided in Seeking
Safety. There is little, if any, transference-based exploration of the client’s
relationship with the clinician or, in group treatment, of members with each
other. There is also no interpretation of intrapsychic motives or dynamic
insights. Although these powerful interventions can be helpful in later stages
of treatment, they are believed to be potentially too upsetting for clients at
this stage. There is a lot of interaction and discussion in Seeking Safety, but
the model primarily focuses on support, problem solving, and coping. The
heavily confrontational style of some SUD group therapies is also avoided to
maintain the safety of a trauma-focused treatment. Accountability, but not
harsh confrontation, is emphasized.

CLIENT AND CLINICIAN SELECTION

In selecting clients, in general, the goal is to be as inclusive as possible, with a
plan to monitor clients over time and evaluate whether the model appears
helpful to them. As noted earlier, although most of the empirical studies on
Seeking Safety were conducted on clients formally and currently diagnosed
with both disorders, in clinical practice the range has been much broader. It
has included clients with a history of trauma and/or SUD, clients with seri-
ous and persistent mental illness, clients with just one or the other disorder,
and clients with other disorders (e.g., eating disorders). An important con-
sideration is clients’ own preference. Given the powerlessness inherent in
both PTSD and SUD, empowerment is key. It appears best to describe the
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treatment and then give clients a choice in whether to participate. Letting
them explore the treatment by attending a few sessions, without obligation
to continue, is another helpful process. Thus far, there do not appear to be
any particular readiness characteristics or contraindications that are easily
identified. Because the treatment is designed for safety, coping, and stabiliza-
tion, it is not likely to destabilize clients and thus has been implemented
quite broadly. Similarly, clients do not need to attain stabilization before
starting; Seeking Safety was designed for use from the beginning of treat-
ment. Clients who have addictive or impulsive behavior in addition to sub-
stance abuse (e.g., binge eating, self-mutilation, gambling) are encouraged to
apply the safe coping skills taught in Seeking Safety to those behaviors, while
also participating in specialized treatment for such problems as part of the
case management component. Clients are not discontinued from the treat-
ment unless they evidence a direct threat to staff or other clients (e.g.,
assault, selling drugs). An open-door policy prevails; clients are welcome
back at any time—a position advocated in early recovery (Herman, 1992).

The key criteria for selecting clinicians to conduct Seeking Safety are
positive attitudes toward clients with PTSD and SUD, a willingness to use a
treatment manual, a high degree of empathy, a willingness to cross-train (i.e.,
for mental health clinicians to learn about substance abuse, and vice versa),
and a strong ability to hold clients accountable and work with aggression
(Najavits, 2000). In early use of Seeking Safety, various professional charac-
teristics were sought, such as a mental health degree and particular types of
training (e.g., CBT, substance abuse). It became clear over time that far
more important than any such credentials were the more subtle criteria men-
tioned above (Najavits, 2000). Clinicians who genuinely enjoy these clients,
often perceiving the work as a mission or calling, bring a level of commit-
ment that no degree, per se, can provide. Similarly, clinicians who are open
to the value of a treatment manual, viewing it as a resource to help improve
the quality of the work, can make the best use of the material. Because there
are no strict criteria for selecting clinicians (such as degree or training), the
treatment may be widely applicable. Many substance abuse programs, for
example, do not have staff with advanced degrees or formal CBT training.
Because the treatment focuses on stabilization rather than trauma process-
ing, it is comparable to relapse prevention models and thus does not appear
to exceed the training, licensure, or ethical limits of substance abuse counsel-
ors. However, they are guided to refer clients out for specialized professional
mental health treatment if clients’ problems exceed the parameters of their
work (e.g., dissociative identity disorder). Per the manual, it is also important
that if a clinician does not have any prior background in trauma work, PTSD,
substance abuse, or CBT, some training and/or supervision in these areas
should be sought.

Additional suggestions for selecting a Seeking Safety clinician are
described in a protocol that can be downloaded from www.seekingsafety.org
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(see Clinician Selection). Briefly, it suggests a try-out to determine whether
the clinician might be a good match. The clinician conducts one or more
audiotaped sessions using Seeking Safety with a real client, and the sessions
are rated by the client as well as evaluated on the Seeking Safety adherence
scale. Methods for training and implementation are described in the manual
as well as related articles (Najavits, 2000, 2004). A study exploring clinicians’
views on treating these clients with dual diagnoses may also be relevant
(Najavits, 2002a).

EMPIRICAL RESULTS

Seeking Safety is the most studied treatment thus far for the dual-diagnosis
of PTSD and SUD, with seven completed outcome trials: outpatient women,
in a group modality (Najavits et al., 1998b); women in prison, in group
modality (Zlotnick et al., 2003); women in a community mental health set-
ting, in group format and combined with other manual-based treatments
(Holdcraft & Comtois, 2002); low-income urban women, in individual for-
mat (Hien et al., 2004); adolescent girls, in individual format (Najavits, Gal-
lop, & Weiss, 2005); men and women veterans, in group format (Cook,
Walser, Kane, Ruzek, & Woody, in press); and outpatient men traumatized
as children, in individual format (Najavits et al., in press-a). In all of the stud-
ies the clients were severe. That is, they had the disorders for many years and
the majority of cases involved substance dependence. Most clients had a his-
tory of multiple traumas, often in childhood, and typically had additional co-
occurring Axis I and/or Axis II disorders.

Participants in all seven studies of Seeking Safety evidenced positive out-
comes. In the six studies that reported on substance use, improvements were
found in that domain. The six studies that assessed PTSD and/or trauma-
related symptoms found improvements in those areas. Improvements were
also found in various other areas, including social adjustment, general psy-
chiatric symptoms, suicidal plans and thoughts, problem solving, sense of
meaning, depression, and quality of life. Treatment satisfaction and atten-
dance were reported to be high. Four studies had follow-ups after treatment
ended and found that some key gains were maintained (Hien et al., 2004;
Najavits et al., 2005; Najavits et al., in press-a; Najavits et al., 1996; Zlotnick et
al., 2003). Five studies were pilots, and two were randomized controlled tri-
als (Hien et al., 2004; Najavits et al., 2005). In the study by Hien et al., both
Seeking Safety and relapse prevention treatments showed positive effects
with no significant difference between them, and both outperformed a
nonrandomized treatment-as-usual control (unspecified and unlimited treat-
ment in the community). In Najavits et al. (2005), Seeking Safety outper-
formed treatment-as-usual for adolescent outpatient girls. It can also be
noted that two studies combined Seeking Safety with other manual-based
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therapies. The study of men (Najavits et al., in press-a) combined Seeking
Safety with exposure therapy—revised (ETR), an adaptation for substance
abuse clients of Foa and Rothbaum’s exposure therapy for PTSD (Foa &
Rothbaum, 1998). Clients were allowed to choose the number of sessions of
each type and chose an average of 21 Seeking Safety sessions and 9 ETR ses-
sions. The study of women in a community mental health center (Holdcraft
& Comtois, 2002) combined Seeking Safety with Linehan’s (1993) dialectical
behavior therapy.

Future directions for empirical work on Seeking Safety include the need
for more randomized controlled trials, more studies comparing the model to
other manualized treatments (e.g., to PTSD treatment alone), exploration of
mechanisms of action, evaluation of clinician selection and training, and fur-
ther studies in community-based settings. A brief 12-session version is cur-
rently being evaluated in the National Institute on Drug Abuse Clinical Trials
Network; Seeking Safety was also used by four sites in the Substance Abuse
and Mental Health Services Administration study, Women, Co-Occurring
Disorders and Violence (Cocozza et al., 2005).

ASSESSMENT

A recent book chapter describes, in detail, practical considerations in assess-
ing SUD and PTSD (Najavits, 2004b). It includes a list of specific domains
within each disorder to consider for assessment and provides websites from
which free assessment measures for both disorders can be downloaded (see
also www.seekingsafety.org, section Assessment, for links to key sites). Spe-
cific suggestions for assessment are provided, including the therapeutic ben-
efit of clients’ receiving information about each of their diagnoses; the
importance of routinely assessing for both trauma and PTSD even in the
context of clients’ substance use or withdrawal; the use of brief screenings to
address the resource limitations of many programs; the goal of collecting
only minimal information on trauma early in treatment to avoid triggering
the client; and the need to delay assessment if the client is intoxicated. Also
discussed are issues of diagnostic overlap between the two disorders, miscon-
ceptions of SUD criteria, age-appropriate measures, secondary gain in PTSD
and SUD, common misdiagnoses, memory issues, countertransference by
assessors, and clinical versus research instruments.

Implementation2

Several key considerations in implementing the treatment are explored in
this section. Additional implementation suggestions are provided elsewhere.
These include (1) how to integrate trauma processing therapy with Seeking
Safety (see Chapter 2 of the manual [Najavits, 2002d], and Najavits et al., in
press-a); (2) emergency procedures (see Chapter 2 of the manual); (3) pro-
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cess and training issues (see Chapter 2 of the manual and related articles by
Najavits, 2000, 2004a); and (4) a detailed description of the Seeking Safety
format (see Chapter 2 of the manual). See also Brown et al. (2005) for exam-
ples of how community programs adapted Seeking Safety.

Diversity (Ethnicity, Race, Gender)

Before the manual was published, Seeking Safety was conducted with diverse
clients, including two studies with diverse racial/ethnic samples (Hien et al.,
2000; Zlotnick et al., 2003), women and men, and clients with various trauma
histories (e.g., child abuse, crime victimization, combat). The examples and
language in the book were written to reflect these experiences and to men-
tion sexism, racism, poverty, and both female and male issues. Thus far, the
treatment has obtained high client satisfaction ratings in these subgroups.
However, clinicians working with particular populations may benefit from
adding more examples from their lives, including cultural elements relevant
to them, and addressing their particular context and burdens. In treating
men, for example, exploring how certain traumas violate the masculine role
may be helpful (e.g., themes of “weakness” and vulnerability). In treating
Latinos, using the Spanish-language version of Seeking Safety (see
www.seekingsafety.org, the section Spanish-Language Version) and provid-
ing cultural context may be useful (e.g., acculturation stress and concepts
such as familismo and marianismo). In treating gay, lesbian, bisexual and
transgendered clients, homophobia concerns may be central. If clients can-
not read written materials or have very low intelligence, summarizing the
material briefly or having other clients read small sections out loud in group
may help.

Group Modality

Several issues are notable when conducting the treatment in a group format.
First, the name of the group can make a difference. One program initially
called their group “Trauma Group,” and few clients wanted to attend. When
they renamed it “Seeking Safety Group,” the attendance improved consider-
ably. If the group title includes the term “trauma” or “PTSD,” clients may
fear that they will be asked to describe their traumas or will have to listen to
others do so, and may not feel ready for that step. If it has a more upbeat
title, they may feel more reassured. Thus thr group might be called Safety
Group, Seeking Safety, or Coping Skills, for example. Second, the number of
group members should be planned carefully. Keeping in mind that the
check-in allows up to 5 minutes per client (although it often goes more
quickly) and that the average group is 1 hour in length, a group of five cli-
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ents is workable to allow up to 25 minutes of check-in. For longer sessions,
such as 1.5 hours, more clients can be added. However, adaptability is impor-
tant here too. One residential program, for example, decided to conduct
very large groups with 30 clients and to make the treatment psychoeduca-
tional rather than therapy-oriented (thus leaving out the check-in and check-
out), because clients already participated in small groups where they
received more personal attention. Third, because Seeking Safety focuses on
trauma, the tone of the group may be different from typical substance abuse
groups. In the latter, confrontation may be accepted (e.g., a client may tell
another that he or she is “in denial” or “being too self-pitying”). In the
Seeking Safety model such statements would be seen as detracting from the
emotional safety of the group. The clinician is asked to train clients to focus
on their own recovery work and to interact primarily in supportive and prob-
lem-solving ways rather than confrontational ways. Fourth, single-gender
groups are the most common way of implementing the treatment, because
trauma is often sexual or physical in nature, and clients are likely to feel
more comfortable with others of the same gender. However, Seeking Safety
has been implemented with mixed-gender groups as well, but only when
none of the clients had a major history as a perpetrator (which could be too
triggering), and only when clients agreed to join a mixed-gender group. The
clinicians, too, have typically been the same gender as the group, although it
could be argued that having a group leader of the opposite gender can cre-
ate positive new experiences that may be healing for trauma survivors (Chu,
personal communication). Finally, as noted earlier, the treatment has shown
positive outcomes both in open and closed group formats, and when both
singly-led and co-led. If clients miss a session, they are offered the handouts,
if desired, as a way to keep up with the group. If clients plan to join an open
group once it has begun, it is suggested that they review the topic “PTSD:
Taking Back Your Power” prior to attending their first session, to learn
about trauma and PTSD.

Typical Difficulties

One of the most common difficulties is talking too much or lecturing clients.
In keeping with the goal of deep-level learning, an 80/20 rule is suggested;
that is, clients talk 80% of the session, and clinicians 20%. This ratio pre-
serves the feeling that the session is more like therapy than school, and it
promotes success by having the clinician listen closely enough to clients to
help solve their problems in a realistic way. When the clinician does not lis-
ten sufficiently, interventions tend to be less effective and more simplistic.
Clinicians are encouraged to use the treatment’s coping skills in their own
lives, to give them a personal understanding of how the skills may (or may
not) work.

A second major difficulty is not following the structure of the treatment.
Although Seeking Safety is highly adaptable and flexible, it nonetheless asks
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clinicians to follow a structured format. This format was based on empirical
testing conducted over many years with diverse populations. Even the word-
ing of check-in questions, for example, was tested in different versions to
identify ones that worked best. Thus clinicians are asked to start by using the
structure as planned, only adapting it if clients provide negative feedback
about it. In the projects that have used Seeking Safety thus far, clients have
reported liking the structure and they learned it quickly with minimal in-
struction. Clinicians, however, particularly those who are not used to using a
treatment manual, have needed more time and effort to adjust to it.

Finally, a third issue is staying “real.” Because the treatment emphasizes
validation, support, and empathy for clients’ difficult trauma histories, clini-
cians sometimes overemphasize these processes at the expense of construc-
tive feedback and setting limits. For example, when a client does a role play,
clinicians sometimes offer only praise, rather than giving feedback on both
strengths and weaknesses. Yet growth-oriented feedback is essential for cli-
ents to improve. Another example is owning anger, both seeing it in clients
and in oneself. In the topic “Healing from Anger,” it is suggested that clients’
anger is inevitable in recovery from PTSD and substance abuse, and that it is
a common countertransference reaction in clinicians as well. Yet in an
attempt to be sympathetic, clinicians sometimes ignore or repress anger to a
degree that is unhelpful. For example, a client may continually reject every
suggestion offered, but the clinician keeps offering additional ideas to pla-
cate the client. It would be more helpful to process the dynamic of anger
that typically underlies this help-rejecting client stance.

CONCLUSIONS AND RECOMMENDATIONS

Integrated therapies for dual diagnosis have become prominent in the past
decade to help clients better overcome SUD and co-occurring mental disor-
ders. A variety of integrated therapies has emerged for SUD and trauma/
PTSD, with positive outcomes evidenced thus far in empirical trials. Seeking
Safety is the most studied therapy to date for this particular dual diagnosis. It
is described in detail in this chapter, including assessment and implementa-
tion considerations.

Despite advances in this area of work, there is a tremendous need for
more research. Few randomized controlled therapy trials have been con-
ducted, and no trials comparing integrated models versus other models have
been published (e.g., sequential or parallel treatment). Studies of mecha-
nisms of treatment have not yet occurred. Innovative methods for training
clinicians to work with such clients who have severe and complex conditions
also need research. Clinically, there remains significant concern that assess-
ment and treatment of PTSD in SUD settings is not widespread, and simi-
larly, in mental health settings both PTSD and SUD may not be adequately
addressed. Rigorous and large-scale studies are relatively rare, as are studies
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of long-term outcomes (1 year or more). Given the often chronic course of
both PTSD and SUD through the lifespan (e.g., Port, 2001), more research
and clinical help may be necessary than are reflected in the largely short-
term outcome studies conducted thus far. If, how, and when to use trauma-
processing models in SUD clients is a particular question in the literature,
and more studies on this issue are needed. More generally, how best to com-
bine treatments for this dual diagnosis has rarely been studied. Hopefully
over time, further insights from both the clinical and research domains can
help improve services for a population that is greatly in need.
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CHAPTER ELEVEN

Cognitive Therapy
for Trauma-Related Guilt

Edward S. Kubany
Tyler C. Ralston

There is considerable evidence that cognitions play an important role in the
maintenance or chronicity of posttraumatic stress (e.g., Brewin, Dalgleish, &
Joseph, 1996; Ehlers & Clark, 2000; Foa, Ehlers, Clark, Tolin, & Orsillo,
1999; Kubany et al., 1996; Kubany & Watson, 2002, 2003a). This research
has emphasized survivors’ phenomenology, much of which involves guilt and
shame (see Kubany, 1998, for a brief review).

Research reviewed elsewhere shows that trauma-related guilt is a com-
mon problem for survivors of many different kinds of traumatic events—
including survivors of combat, physical and sexual abuse, technological
disasters, and surviving family members of victims of accidents, suicide,
homicide, and sudden illness (Kubany et al., 1995; Kubany & Manke,
1995). Our own research documents that trauma-related guilt is pervasive
both within and across survivor groups (Kubany et al., 1996, 2000). In a
mixed sample of treatment- and non-treatment-seeking Vietnam veterans,
nearly two-thirds (65%) reported experiencing at least moderate guilt, and
almost one-third (32%) reported guilt in the considerable-to-extreme range
(Kubany et al., 1996). Among 168 women participating in support groups
for battered women, almost half (49%) reported moderate or greater guilt
related to their abuse (Kubany et al., 1996). Only six of these women had
no abuse-related guilt. Among 212 physically and/or sexually abused
women with diagnoses of posttraumatic stress disorder (PTSD) (based on
structured interviews), 75% reported moderate or greater abuse-related
guilt (Kubany, 2000).

Guilt is positively and significantly related to the severity of PTSD. In
three separate samples of Vietnam combat veterans, combat-related guilt was
correlated between .67 and .81 with combat-related PTSD (Kubany, Abueg,
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Kilauano, Manke, & Kaplan, 1997; Kubany et al., 1995, 1996). In a sample of
50 women in support groups for battered women, an index of partner-abuse-
related guilt was correlated .51 with PTSD (Kubany et al., 1995). Similarly, in
a sample of 68 women in support groups for battered women, the Global
Guilt and Guilt Cognitions scales of the Trauma-Related Guilt Inventory
(TRGI) were both correlated .55 with partner-abuse-related PTSD (Kubany
et al., 1996).

In our conceptualization of chronic PTSD, guilt-associated beliefs and
guilt-associated language repertoires contribute significantly to the persis-
tence or chronicity of trauma-related distress and depression (Kubany &
Watson, 2002, 2003a). An important reason why memories of trauma may
not lose their capacity to evoke emotional pain over time may be due to
higher order language conditioning (Kubany & Watson, 2002)—whereby
guilt-associated appraisals that have acquired the ability to evoke negative
affect (e.g., “I never should have . . . I could have prevented it”)—function as
conditioned language stimuli in pairings with images or thoughts of the trau-
ma (Staats, 1972, 1996). Such appraisals may also control or lead to shame-
related statements, such as, “There’s something wrong with me . . . so stupid
. . . I’m a bad mother.” If habitually paired with recollections of trauma, such
affect-evoking appraisals may repeatedly recondition memories of the trau-
ma with distress. Affect-evoking cognitions of guilt may also function as a
form of self-punishment that contributes to depression (e.g., Pitman et al.,
1991), and tendencies to suppress or avoid trauma-related memories that
evoke guilt may interfere, due to insufficient exposure duration, with the
process of spontaneous recovery or natural extinction (Rohrbaugh, Riccio, &
Arthur, 1972).

A GUIDING CONCEPTUALIZATION OF GUILT

We have conceptualized and obtained empirical support for guilt as a mul-
tidimensional construct comprised of negative affect and four guilt-related
beliefs or cognitions: (1) perceived responsibility, (2) perceived insufficient
justification for actions taken, (3) perceived violation of values, and (4) per-
ceived foreseeability and preventability of negative outcomes (which are
often distorted by hindsight bias; Fischhoff, 1975; Kubany & Watson,
2003a). In a two-factor analysis of the TRGI, all negative affect items
loaded on a Distress factor, and all cognitive items loaded on a Cognitions
factor (Kubany et al., 1996). Guilt is defined phenomenologically as an
unpleasant feeling accompanied by a belief (or beliefs) that one should have
thought, felt, or acted differently (Kubany & Watson, 2003a). This definition
has guided our theoretical work on guilt (e.g., Kubany & Watson, 2003b;
Kubany et al., 1995), our guilt assessment research (e.g., Kubany et al.,
1996), and our development of a cognitive therapy model, which is the
topic of this chapter.
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Shame and Its Relationship with Guilt

Many trauma survivors experience both guilt and shame (e.g., Dutton, 1992;
Hogland & Nicholas, 1995; Lisak, 1994). Guilt and shame tend to be yoked
in trauma, because when survivors implicate themselves as playing a signifi-
cant role in a tragic, irreparable outcome, they are also prone to conclude
that the outcome reflects on their entire self, personality, or character
(Kubany & Watson, 2003b). For example, one woman concluded that she
was “evil” and a “monster” because she believed there were things she “could
have done” to prevent her mother’s death from cancer (Lindsay-Hartz et al.,
1995, p. 277). As another example, Kubany and Watson (2005) cite a survi-
vor of acquaintance rape who concluded that there was “something wrong
with me” for not preventing the assault, in light of the fact that she, herself,
was a sex abuse counselor and “should have seen the signs.” Thus, guilt and
shame often seem to go together in the experience of trauma survivors
because distress and guilt cognitions of high magnitude would often lead to
shame cognitions and shame.

It is important, though, to differentiate shame from guilt, precisely
because shame is an emotional experience so closely associated with guilt
and elicited by the same kinds of events or situations as guilt (Harder, 1995;
Johnson et al., 1987; Tangney & Fischer, 1995). Perhaps the essential distinc-
tion between guilt and shame is that guilt involves depreciation of specific
actions or behaviors, whereas shame involves depreciation of the entire self
(Barrett, 1995; Ferguson & Stegge, 1995; Harder, 1995; Lewis, 1971;
Tangney, 1997). In line with this distinction, shame can be defined as an
unpleasant feeling plus a negative evaluation of one’s entire self, personality, intelli-
gence, or character (e.g., “I feel inadequate”; Kubany & Watson, 2003b; cf. Foa
et al.’s [1999] construct of “negative cognition about the self”). Shame is
associated with a negative evaluation about one’s entire self, whereas guilt is
associated with a negative evaluation of one’s specific actions in specific situ-
ations.

ERRONEOUS THINKING AMONG TRAUMA SURVIVORS

Because many trauma survivors exaggerate or distort the importance of their
roles in traumatic events, they experience guilt and shame that have little or
no rational basis (see Kubany & Manke, 1995). Kubany and Manke (1995)
observed that trauma survivors tend to draw four kinds of faulty conclusions
concerning their roles in the trauma, each of which involves distortion of a
cognitive component of guilt. First, many survivors believe, in retrospect,
that trauma-related outcomes were foreseeable, hence preventable; that is,
they may believe falsely that they “knew” what was going to happen before it
was possible to know, or that they dismissed or overlooked clues that “sig-
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naled” what was going to occur (foreseeability and preventability distortion). Sec-
ond, many survivors accept an inordinate share of responsibility for causing
the trauma or related negative outcomes (responsibility distortion). Third,
many survivors believe that their trauma-related actions were less justified
than would be concluded on the basis of an objective analysis of the facts
(justification distortion). Fourth, many survivors believe they violated personal
or moral convictions, even though their intentions and actions were consis-
tent with their convictions (wrongdoing distortion).

OVERVIEW OF COGNITIVE THERAPY
FOR TRAUMA-RELATED GUILT

The goal of cognitive therapy for trauma-related guilt (CT-TRG) is to help
clients achieve an objective and accurate appraisal of their roles in trauma.
CT-TRG focuses on correcting thinking errors that can lead trauma survi-
vors to draw faulty conclusions about the importance of the roles they played
in traumatic events. We have identified 18 such thinking errors, which are
shown in Table 11.1 (Kubany, McCaig, & Laconsay, 2004b).

There are three phases in CT-TRG: (1) assessment, (2) guilt incident
debriefings, and (3) CT proper, which involves separate, semistructured pro-
cedures for correcting thinking errors that lead to faulty conclusions associ-
ated with guilt. The main procedures used in CT-TRG are briefly discussed
below. These procedures are described and illustrated in greater detail else-
where (Kubany, 1997, 1998; Kubany & Manke, 1995), and clinicians who are
interested in using CT-TRG are encouraged to examine these other sources.

Guilt Assessment

Assessment is an integral part of the CT-TRG model. We use a structured
interview and specially designed questionnaires (1) to identify idiosyncratic
sources of trauma-related guilt, (2) to assess clients’ faulty thinking patterns,
and (3) to evaluate treatment efficacy.

Structured Guilt Assessment Interview

We use a structured interview to identify important issues across five
domains of guilt (Kubany & Manke, 1995). This interview (which also
includes follow-up probes) consists of five core questions about the trauma
that ask whether respondents feel guilty about (1) anything they did, (2) any-
thing they did not do, (3) feelings they had, (4) feelings they did not have, and
(5) thoughts or beliefs they had. For example, clients may be asked, “Do you
feel guilty about anything you did related to the trauma? . . . Tell me about
that.”
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TABLE 11.1. Thinking Errors That Lead to Faulty Conclusions
and Trauma-Related Guilt

Thinking error that contributes to faulty conclusions about knowledge possessed
before outcome was known (regarding the foreseeability and preventability of
negative outcomes)

HB Hindsight-biased thinking

Thinking errors that contribute to faulty conclusions about justification or
goodness of reasons for acting as one did

J#1: Weighing the merits of actions taken against idealized actions that
did not exist

J#2: Weighing the merits of actions taken against options that only came
to mind later

J#3: Focusing only on “good” things that might have happened had an
alternative action been taken

J#4: Tendency to overlook “benefits” associated with actions taken
J#5: Failure to compare available options in terms of their perceived

probabilities of success before outcomes were known
J#6: Failure to realize that (a) acting on speculative hunches rarely pays

off, and (b) occurrence of a low-probability event is not evidence that
one should have “bet” on this outcome before it occurred

J#7: Failure to recognize that different decision-making “rules” apply when
time is precious than in situations that allow extended contemplation
of options

J#8: Failure to recognize that in heightened states of negative arousal,
one’s ability to think clearly and make logical decisions is impaired

Thinking errors that contribute to faulty conclusions about degree of responsibility
for causing negative outcomes

R#1: Hindsight-biased thinking
R#2: Obliviousness to totality of forces that cause traumatic events
R#3: Equating a belief that one could have done something to prevent the

traumatic event with a belief that one caused the event
R#4: Confusion between responsibility as accountability (e.g., “my job”)

and responsibility as having the power to cause or control outcomes
R#5: Existential beliefs about accountability and the need to accept the

consequences of one’s actions—which fail to take into account the
causal power of situational forces

Thinking errors that contribute to faulty conclusions about wrongdoing or violation
of values

W#1: Tendency to conclude wrongdoing on the basis of outcome rather
than on the basis of one’s intentions before the outcome was known

W#2: Failure to realize that strong emotional reactions are not under
voluntary control (i.e., not a matter of choice or willpower)

W#3 The tendency to “inflate” the seriousness of a minor moral violation—
from “misdemeanor” to “felony” status—when the minor violation
leads unforeseeably to a traumatic outcome



Attitudes About Guilt Survey

The Attitudes About Guilt Survey (AAGS) is a brief questionnaire that is
used to assess the presence and magnitude of guilt components with regard
to highly specific guilt issues (Kubany et al., 1995; Kubany & Manke, 1995;
Kubany et al., 2004b). The AAGS, which is reproduced at the end of this
chapter in Appendix 11.1, assesses the magnitudes of four guilt-related
beliefs and the magnitudes of distress and guilt related to specified guilt
issues. Clients are asked to fill out a separate AAGS for each guilt issue tar-
geted for intervention, and before each guilt issue is analyzed, they are asked
to explain their responses to the guilt-cognition items (items 1–4). In addi-
tion to its value for initial assessment, the AAGS can be readministered as
therapy proceeds to assess progress, lack of progress, or “slippage” (i.e.,
reversion to faulty logic that seemed to have been corrected) and the need
for additional work.

Trauma-Related Guilt Inventory

The TRGI (Kubany et al., 1996; Western Psychological Services, 2004) was
constructed to assess guilt and cognitive and emotional aspects of guilt asso-
ciated with specified traumatic events (e.g., combat, physical or sexual
abuse). The TRGI includes three scales and three subscales. The scales
include a Global Guilt Scale, a Distress Scale, and a Guilt Cognitions Scale,
which includes items that comprise the three subscales—Hindsight-Bias/
Responsibility, Wrongdoing, and Lack of Justification. The TRGI is meant to
be used as a molar measure of trauma-related guilt (e.g., combat-related
guilt, incest-related guilt) rather than as a measure of more specific guilt
issues occurring within the context of the trauma (e.g., guilt about having
been afraid or trading places with someone who got killed). The TRGI,
which assesses 22 specific trauma-related beliefs, may have considerable util-
ity as a treatment-outcome measure in CT-TRG and other cognitive-behav-
ioral interventions aimed at modifying trauma survivors’ beliefs about their
role in trauma.

Guilt Incident Debriefings

Prior to CT proper (with each targeted guilt issue), a guilt incident debriefing
is conducted. Clients are asked to give a detailed description of what hap-
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W#4: Failure to recognize that when all available options have negative
outcomes, the least bad option is a sound and moral choice

Thinking error that contributes to all of the faulty conclusions
ALL1: Belief that an emotional reaction to an idea provides evidence for the

idea’s validity—also called emotional reasoning



pened during and immediately preceding the event in question (e.g., “Tell
me in three-dimensional living color what happened, leading up the exact
day and time when you think you should have left your abusive boyfriend”).
Clients are asked, “What did you see, hear, feel, and smell? Who did what,
who said what, what thoughts were going through your mind?” We have
found that detailed retelling of exactly what happened—as opposed to super-
ficial retelling—is more likely to facilitate tearful grieving, and is also more
likely to yield useful assessment information about distortions in logic (see
Kubany, 1998, pp. 150–151). After clients have described what happened,
they are asked, “What was the worst part of what happened?” “What were
your feelings during the worst part?” and “What were your thoughts during
the worst part?”

CT Proper

After the initial guilt incident debriefing, the therapist discusses the meaning
of guilt, its conceptualization as a multidimensional construct, and its various
components. Clients are then given an overview of CT-TRG procedures and
goals. They are told that they will be involved in an “intellectual analysis,” the
goal of which is “to achieve an accurate and objective appraisal of your role
in the trauma.”

The process of correcting thinking errors associated with faulty conclu-
sions is conducted in the context of four semistructured procedures. These
four procedures were designed to teach clients to distinguish what they knew
then (i.e., at the time of the trauma) from what they know now and as a
means to analyze and reappraise perceptions of justification, responsibility,
and wrongdoing—in light of knowledge possessed when the trauma
occurred.

The CT component of CT-TRG is a “successive approximations”
approach in which guilt issues are addressed one at a time. With each issue,
guilt is broken into its component parts, which are also treated one at a
time—in isolation from the other components. The therapist and client
actively engage in assessing the client’s beliefs and considering alternative
explanations. Much of this process is characterized by a Socratic line of
inquiry, during which clients are asked many questions that challenge their
logic and noncritical thinking.

Correcting Faulty Beliefs about Outcome Foreseeability
and Preventability (Hindsight Bias)

Because of a common thinking error called “hindsight bias,bias,” trauma sur-
vivors commonly believe that unforeseeable traumatic outcomes were fore-
seeable and preventable. Hindsight bias is the human tendency to allow
knowledge of an event’s outcome to bias recollection of knowledge pos-
sessed before the outcome was known (Fischhoff, 1975; Hawkins & Hastie,
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1990). The first step in correcting faulty beliefs about outcome foreseeability
and preventability is to identify what clients falsely believe they “knew”
before outcomes were known, which would have enabled them to prevent or
avoid the trauma-related outcome. The second step is to help clients realize
that it is impossible for knowledge obtained after making a decision to guide
the earlier decision-making process. Clients are then taught about hindsight
bias and told anecdotes about trauma survivors who engaged in hindsight-
biased thinking. Clients are helped to realize that if they had known in
advance what outcome was going occur, they would not have acted as they
did, and that an outcome which is not foreseeable is not preventable.

Justification Analysis: Were the Reasons for the Actions Taken Good Ones?

The “most justified” course of action in a situation is the best course of
action among those that were actually considered at the time. A person’s jus-
tification for acting as he or she did cannot be weighed against ideal or fan-
tasy choices that never existed, or against options that only came to mind
later. When all contemplated courses of action have adverse consequences,
the course of action with the least negative consequences is the best course
of action—and completely justified.

In the justification analysis, clients are asked to describe their reasons
for acting as they did. Then they are asked what other courses of action they
considered but ruled out and to describe what they thought at the time would
have happened, had these courses been selected. Finally, clients are asked
which choice—of options actually considered—was the most justified choice
(knowing only what they knew and believed then); when this line of thinking
is pursued, the course of action that was taken is almost always selected as
completely justified.

Causal Responsibility Analysis

Almost all events have multiple contributing causes. In the responsibility
analysis, we identify a list of contributing causes outside of self, and we
assign a percentage of causation to each. Then we reappraise the client’s
share of responsibility in light of the total percentage of contributing causes.

Wrongdoing Analysis

Clients learn that a value judgment of wrongdoing is usually assigned when
someone intentionally or deliberately causes foreseeable harm. Clients are
asked whether they knew a negative outcome (which is the source of guilt)
was going to occur when they acted as they did and whether they wanted the
negative outcome to occur. The answers to these questions are almost always
no, to which the therapist might then say that a judgment of wrongdoing
does not apply. When clients experience guilt that stems from situations in
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which all courses of action had negative consequences, they are helped to
realize that the least bad choice is a sound and moral choice.

CT-TRG as a Treatment for Shame as Well as Guilt

CT-TRG is considered to be a treatment for shame as well as guilt because
the procedures that impact guilt-related beliefs and guilt also impact
shame-related beliefs and shame. That is, guilt-related beliefs (e.g., “I
blame myself”) often contribute directly to shame-related beliefs (“I was
stupid”; see Kubany & Watson, 2003b), and when guilt-related beliefs are
corrected (e.g., “It wasn’t my fault”), the reason for a shame-related nega-
tive evaluation ceases to exist. When irrational guilt cognitions are cor-
rected, shame often dissipates without any direct intervention. We give
one example to illustrate.

CT-TRG was the sole intervention employed in treating a Vietnam vet-
eran who was troubled by multiple sources of combat-related guilt (Kubany,
1997). The veteran’s scores on a guilt index—averaged for six targeted guilt
issues—went from 5.8 (on a scale of 0–6) before therapy to 1.5 after therapy,
gains that were maintained for almost 2 years. Even though the intervention
focused exclusively on the veteran’s guilt-related beliefs about his role in Viet-
nam trauma, his perceptions of the degree to which he considered himself to
be a bad person for what he had done changed from “a very bad person”
(mean = 2.83 on a 5-point scale from 0 to 4) to “not a bad person” (mean = 0)
after therapy.

Later in this chapter we describe two case studies that illustrate CT-
TRG, primarily the procedures for correcting faulty beliefs about
foreseeability and preventability. Correcting foreseeability/preventability
beliefs often represent a formidable challenge for therapists new to CT-TRG,
especially when clients persist in maintaining that they “knew” in advance
what was going to happen and could have prevented the trauma-related out-
comes.

MODIFYING GUILT- AND SHAME-RELATED SELF-TALK

Guilt- and shame-related beliefs can have a devastating effect on a person’s
mood or state of mind when these beliefs are manifested in conscious
thoughts and speech (e.g., “I never should have done that! I am so stupid”).
In the early stages of therapy, many clients are extremely self-critical and
repeatedly drag themselves down by the way they talk to themselves in their
public and private speech.

Using procedures that complement CT-TRG, we teach clients to break
negative self-talk habits. Early in therapy, we may draw clients’ attention to
negative self-talk immediately after it occurs in the session. We may say,
“There are certain words and phrases that if you never use again, you will be

266 SPECIALIZED POPULATIONS AND DELIVERY



a happier person. Are you aware of what you just said?” Clients learn that
awareness precedes change, and if they are not aware of the negative things
that they say to themselves, they are out of control and cannot regulate how
they feel.

Considerable research has shown that self-monitoring can aid in modify-
ing a variety of habits, including ruminative thinking (e.g., Korotitsch & Nel-
son-Gray, 1999; Frederiksen, 1975). Clients are given an ongoing homework
assignment to monitor three categories of maladaptive self-talk (thoughts
and speech). These three categories are (1) the word “should,” the phrases
“should have” and “could have,” and “why” questions; (2) global, shame-
related put-downs of self (e.g., “I’m stupid . . . I’m a coward”); and (3) saying
“I feel . . . ” in sentences that end with words that are not emotions (e.g., “I
feel obligated . . . stuck . . . overwhelmed . . . responsible . . . unsafe”). Clients
are taught to keep track of these words and phrases during all waking hours
for the remainder of therapy, using a Self-Monitoring Recording Form,
shown in Figure 11.1. On the form, days are broken into 4-hour blocks, and
clients are instructed to record (in code, with numbers 1, 2, or 3) only the first
occurrence of each type of statement in the interval in which it is observed to
occur (e.g., between 4 P.M. and 8 P.M.). If a type of statement does not occur
in an interval, nothing is recorded. The total number of observations (for
each type of statement) for each day is the total number out of six daily 4-
hour time intervals in which the statement was observed to occur. Requiring
individuals to document only the first occurrence of a behavior in each
observation interval is easier and elicits greater compliance than procedures
that require clients to record every occurrence of a behavior being moni-
tored.

The therapist emphasizes that heightened awareness of mental activity is
a necessary precursor to breaking any self-talk habit, and conscientious per-
formance of the self-talk monitoring homework is a means toward that end.
Clients are instructed to carry the self-monitoring form with them at all
times and to record instances of negative self-talk as soon as they occur. They
may be told:

“Waiting until later defeats the purpose of the exercise. It may be incon-
venient or mildly punishing to write it down at the time. But that’s the
idea. Mild punishment may help break the negative self-talk habit.”

Clients learn that the first goal of the self-monitoring homework is to
increase their awareness of their mental life, and that awareness precedes
change. Clients may learn:

“After a while you will start catching yourself when you start to think or
say these words, and this may interrupt a chain of negative self-talk,
which in the past may have had a life of its own—of which you may not
even have been aware.”
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If clients express pessimism about being able to modify the way that
they talk to themselves, we ask them if they ever played sports. If they did,
and if they had a bad habit, such as a slice in golf or a faulty serve in tennis,
we ask them if they would be able to break the habit if they had a good coach
and practiced diligently. Clients usually agree that they could break such a
habit, and then we may say, “Changing the way that you talk to yourself is
exactly the same thing. It simply involves breaking a bad habit.”
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We ask clients if they would want to go to a therapist who treated them
with disrespect—someone who called them stupid and said that they could
have and should have prevented trauma-related negative outcomes. Of
course, clients say they would not want to go to such a therapist, and then we
may say:

“If I’m treating you with respect, and you’re treating yourself with disre-
spect, we’re canceling each other out. We need to be working together,
“on the same side of the ball.” And you need to start giving yourself the
same respect you want to get—and deserve to get—from others.”

EMPIRICAL OUTCOMES OF CT-TRG

CT-TRG is a central feature of cognitive trauma therapy (CTT), a highly psy-
choeducational intervention for the treatment of PTSD, depression, and
guilt. The efficacy of CTT has been evaluated in two treatment-outcome
studies with samples of PTSD-suffering battered women (Kubany et al.,
2003, 2004). In both studies, CT-TRG (which was conducted in the larger
context of CTT) resulted in quite significant reductions in guilt, as assessed
by the TRGI. The studies also found that these reductions in guilt were asso-
ciated with significant reductions in PTSD and depression and quite signifi-
cant increases in self-esteem. For example, in the first treatment-outcome
study (Kubany et al., 2003), 30 of 32 women who completed CTT (94%) were
PTSD negative at the end of treatment, and 29 of these women (88%) had
scores on the Beck Depression Inventory (BDI) of 10 or less—showing an
absence of depression.

There is also some case-study-based evidence for the efficacy of CT-
TRG. For example, as described in Kubany (1997), I conducted CT-TRG in a
single 7-hour session with a Vietnam combat veteran suffering from multiple
sources of Vietnam-related guilt. After therapy, the veteran reported dra-
matic reductions in guilt, which were accompanied by the aforementioned
reductions in PTSD and depression and increases in self-esteem.

In the studies of CT-TRG efficacy conducted thus far, we have not been
able to evaluate what precisely about CT-TRG is causing these reductions in
PTSD and depression symptomatology, but we believe the CT-TRG is clearly
causal effects. Definitive studies have yet to be conducted.

SPECIAL ISSUES IN CT-TRG

Client Resistance

Occasionally, clients resist or are skeptical of therapists’ overtures to treat
their guilt, perhaps because they think they “deserve” to feel guilty; or
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because only someone cold and callous wouldn’t feel guilty about what they
did; or because mentally “tricking” oneself into reducing guilt might be
thought of as avoiding taking responsibility for what happened, thus a “cop-
out”; or because it might be thought of as dishonoring those who didn’t sur-
vive or who who suffered more than they did (Kubany & Manke, 1995, pp.
56–57). For example, in the case of a man who accidentally shot and killed a
close friend—described later in this chapter—it was inconceivable to this man
at the beginning of therapy that he could be taught to experience less guilt—
because he believed he “deserved” to feel guilty.

Thus, at the beginning of therapy, we do not make direct attempts to
get clients to endorse or “buy into” our model of guilt therapy, which gener-
ally assumes that survivors tend to experience guilt that has little or no ratio-
nal basis. Early on, we might tell clients about the high prevalence of trauma-
related guilt and findings that trauma survivors tend to distort or exaggerate
the importance of their roles in trauma (see Kubany & Manke, 1995). We
also share anecdotes of survivors who experienced guilt, which had abso-
lutely no rational basis, and may tell clients, “You probably don’t believe me
now, but I am going to show you that your guilt is just as irrational as the
guilt of the people in the stories I just told you.” As the psychoeducation in
CT-TRG proceeds, clients learn about the thinking errors that lead to guilt
(e.g., hindsight-biased thinking) and how these thinking errors may apply to
them. Typically, “resistance” that clients have had dissolves as they see and
beging to understand how the thinking errors apply to them too.

Educational Level Clients

Some readers may wonder whether CT-TRG works as well with clients who
are less educated or less verbal as it does with more highly educated clients.
CT-TRG appears to work equally well regardless of clients’ educational level.
For example, in the two-treatment outcome studies of CTT mentioned ear-
lier, approximately half of the 162 enrolled women had nor more than a
high school education, some, less than that; yet, almost 90% of the women
who completed treatment no longer had PTSD at the end of the therapy,
and almost all reported substantial reductions in guilt.

Principles taught to clients in CT-TRG are easy to grasp and understand
because they are relatively simple and straightforward, and are presented in
plain language. The emphasis on using survivor anecdotes to illustrate prin-
ciples in CT-TRG helps less well-educated clients comprehend the principles.
With more well-educated clients, knowledge of the principles tends to
remind them of their own anecdotes.

The Didactic Nature of CT-TRG

CT-TRG tends to have an educational quality, because it involves the trans-
mission of large amounts of information. Therapists who are more comfort-

270 SPECIALIZED POPULATIONS AND DELIVERY



able with passive therapy approaches, such as listening or being reflective,
than with the kind of active teaching CT-TRG entails may find some diffi-
culty getting used to imparting large amounts of information and playing a
role that is more didactic or education-oriented.

Applications of CT-TRG to Those Who
Have Perpetrated Suffering

Some readers may be interested in knowing whether CT-TRG is applicable
for socially deviant individuals who have intentionally committed acts of vio-
lence, such as physical or sexual abuse. Such individuals, often referred to as
perpetrators, include murderers, rapists, child molesters, and individuals who
abuse or batter their wives and girlfriends. Many such individuals are psycho-
paths—with diagnoses of antisocial personality disorder—who exhibit perva-
sive empathy deficits, and who may rarely or never experience guilt. As char-
acterized in the DSM-IV, they “frequently lack empathy and tend to be
callous, cynical, and contemptuous of the feelings, rights, and sufferings of
others” (American Psychiatric Association, 1994, p. 647). Since distress is a
component of guilt, and without distress there can be no guilt, CT-TRG
would not be expected to work with perpetrators/psychopathic individuals
of this type who do not experience distress or unpleasant feelings when they
think about what happened and what they did.

However, there are many people who would be considered perpetrators
in a sense who do experience genuine guilt about their previous aggressive
or antisocial actions. Included in this group are combat veterans who
engaged in deliberate brutality or used excessive force in the war zone (e.g.,
“atrocities”) but who feel bad when they think about what happened. They
may even be tormented by guilt. CT-TRG is definitely applicable for such
individuals; however, for CT-TRG to be effective, it is crucial for the individ-
uals to be able to accurately recall how they felt at the time, and what they
knew and believed when they engaged in the brutality or used the excessive
force. An example of such a case is a Vietnam War combat veteran I treated,
discribed in Kubany (1997). He experienced severe guilt over having muti-
lated enemy dead and taking a body part as a war souvenir. He said, “What
bothers me so much is . . . that I took a knife and cut off a human ear and
wore it on a bracelet around my wrist as a war souvenir. At the time I was
proud of it” (p. 235). This veteran was helped to realize that many American
troops in Vietnam were impaired in their capacity to experience compas-
sion, empathetic distress, and guilt because they had become numbed by the
trauma of war. In combination with a certain degree of a social consensus
that extreme or brutal behavior mibht be excusable or necessary, the lower-
ing of empathy in response to human suffering certainly raised the probabil-
ity that extreme or brutal behavior would occur. Similarly, many Americans
in Vietnam came to hold the belief about life, death, and human nature that
it “don’t mean nothing”—that life (and death) is of little value or importance.
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One can see how extreme or inhumane behavior may be perceived as justifi-
able, once one comes to believe that life has little or no value. In addition,
research on cue-controlled aggression has shown that aggressive cues in the
environment can “release” impulsive aggressive behavior in individuals who
are negatively aroused (e.g., Berkowitz & LePage, 1967; Kubany, Bauer,
Pangilinan, Muraoka, & Emiquez, 1995). Circumstances of horror and rage
over the gruesome deaths of fellow Americans triggered impulsively hostile
behavior, which in retrospect would be considered brutal or overly aggres-
sive.

TWO CASE STUDIES

Man Who Accidentally Shot a Friend When He Was 12 Years Old

When Peter was 12 years old, he and one of his closest friends, Tom, were
planning to play basketball. When Tom called that morning, Peter suggested
that, before they go to play basketball, Tom come to his house briefly to
shoot at birds with a 22-gauge rifle his uncle had loaned to his father. Peter’s
father had been using the gun to teach Peter about gun safety. No one else
was home that day, and Peter knew he was only supposed to use the gun
under his father’s supervision; however, he was confident in his ability to use
the gun safely.

When Tom came over, they crawled out of an upstairs window onto the
roof to shoot at birds in the trees. They waited for about 10 minutes but
there were no birds, so they crawled back into the house. Peter emptied out
the bullets and was about to put the gun away. Then they saw a bird land in a
nearby tree, and Peter decided to give it one more chance. Peter put one bul-
let back in the chamber, but by the time he turned around, the bird was
gone. So he took the bullet out. He had the gun over his shoulder when all
of a sudden the gun went off inexplicably. When Peter turned, he saw Tom
slumped down in the corner of the room, with blood trickling down his face.
Tom never regained consciousness and 2 days later he died.

As Peter discovered later, the gun was defective and a bullet remained
lodged in the chamber after the rifle was presumably emptied. Unfortu-
nately, this fact provided little consolation to Peter. Although many years
had passed since the incident, Peter was still tormented by guilt. In fact, his
responses on the AAGS reflected extreme distress, extreme guilt, and
extreme guilt cognitions. For example, Peter indicated on the AAGS that he
“absolutely should have known better” than to play with the gun, was “not
justified in any way,” was “completely responsible” for the death of his friend
(“100%”), and was “extremely wrong” to have used the gun. Peter was also
deeply ashamed about the shooting accident—so much so that it influenced
his choice of friends. For years, Peter had associated with a very unsavory cir-
cle of friends—high school dropouts and heavy users of alcohol and drugs.
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Peter thought that he “didn’t deserve” to have friends “with class”—those
who were well-educated, sophisticated, and successful.

Foreseeability and Preventability Analysis

Here we will provide highlights of the CT-TRG foreseeability and prevent-
ability analysis conducted with Peter. This analysis was critical in getting
Peter to realize that he had played only a minimal role in the death of his
friend. We present the analysis as dialogue between Peter and his thera-
pist.

THERAPIST: What should you have known better?

PETER: I should have known better than to play with a firearm. I’m not the
first person that that happened to. Happens all the time in the news. I
should have known, if you play with guns, somebody is bound to get
hurt, or worse.

THERAPIST: And what should you have done differently?

PETER: Made a better decision. I knew it was stupid and reckless; but I did it
anyway, even though part of me was telling me it’s not the right thing
to do. Too easy to screw up—way too easy.

THERAPIST: And exactly what is it you should have done differently?

PETER: I shouldn’t have played with the gun, period, without my dad there.

THERAPIST: Exactly what should you have done then?

PETER: When Tom called me to go play basketball, I should have gone.

THERAPIST: You shouldn’t have suggested he come over?

PETER: Right. Because . . . the thought just occurred to me that morning—it’s
not as if I planned for him to come over. It was just a secondary
thought. An impulse. We knew we were going to the basketball court
the night before, so he was just calling me to say, “Let’s go,” and I said,
“Hey, before we go . . . ”

THERAPIST: When did you first realize or learn that you weren’t supposed to
say, “Hey, before we go, why don’t you come over here?”?

PETER: I knew it even before I said anything—that it was wrong when the idea
[for Tom to come over] occurred to me.

THERAPIST: We were talking about what negative outcomes were foresee-
able. Did you know that Tom was going to die when you invited him
over?

PETER: No.

THERAPIST: OK. So that outcome wasn’t foreseeable.

PETER: No, not his death . . . I guess.
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THERAPIST: What you did know is that you were breaking a rule.

PETER: Yeah.

THERAPIST: Mischief. A misdemeanor. So that was foreseeable. That’s what
you knew.

PETER: I had to have known the potential was there because we weren’t play-
ing with a basketball; we were playing with a weapon.

THERAPIST: Well . . . When did it first occur to you that inviting him over
had the potential to cause his death?

PETER: Not till I saw blood dripping down into his ear.

THERAPIST: That’s exactly right . . . Do you see what’s happening here? What
you are doing is remembering yourself knowing something—when you
talked to Tom on the telephone—that you didn’t learn until you saw
blood dripping down his face. You can’t use knowledge acquired after
making a decision to help you make that earlier decision. You can’t use
information you acquire on Wednesday to help you with a decision you
had to make 2 days earlier on Monday. You can’t use knowledge that the
stock market went up 500 points today to help you with an investment
decision you made 2 days ago. Did you ever see the TV program Early Edi-
tion?

PETER: Yes.

THERAPIST: The star of the show gets tomorrow’s newspaper today. And
because he knows what’s going to happen tomorrow, tomorrow is pre-
ventable. And that’s the story line. He spends all day today preventing
some bad thing that is going to occur tomorrow, because tomorrow is
foreseeable. It’s like having a crystal ball. But we don’t have crystal balls
to guide us. Still, we think we do when we engage in hindsight bias.
Read the paragraph in your workbook in the middle of the page.

PETER: “Hindsight bias occurs when knowledge of an event’s outcome (e.g.,
‘who won’) distorts or biases a person’s memory of what (s)he knew
before the outcome was known. Hindsight biased thinking is similar to
‘Monday morning quarterbacking’ and is implied by statements such as
‘I should have known better . . . I should have done something differ-
ently . . . I saw it coming . . . I knew what was going to happen (before
outcomes were known)’ and ‘I could have prevented it.’ As applied to
trauma, many survivors falsely believe that the events were foresee-
able—hence preventable.”

THERAPIST: It’s like having a crystal ball. It’s remembering yourself as being
smarter than you were capable of being, as if you knew something you
did not find out until later. It’s something that trauma survivors do, but
everyone has a tendency to do it; and it has been demonstrated over
and over again in studies with college students and other populations.
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There was even a big review article published about hindsight bias
[Hawkins & Hastie, 1990].

Peter’s therapist then illustrated the concept by telling Peter about the
type of study that is conducted to demonstrate hindsight bias.

THERAPIST: Imagine you’re taking a class in psychology, and everyone in
the class volunteers to participate in a research project for extra
credit. Your professor then divides the class into three groups and
says, “Your task is to predict who is going to win the big game
tomorrow. I am going to give you lots of information about the two
teams—for example, their win–loss records—and you are to use this
information to help you make your predictions. But I’m not going to
let you watch the game. Instead, I am going to put you up in three
hotel rooms.” On the day after the game, the professor goes into the
first room and says, “The red team won. Oops! I wasn’t supposed to
tell you that. Disregard what I just said. Just tell me who you think
won, based on the information I gave you in class.” Then he goes
into the second room and says, “The black team won. Oops! I wasn’t
supposed to tell you, so disregard this information. Tell me who won
based on the information I gave you.” In the third room the profes-
sor simply asks who won without giving the group any information
about the game’s outcome. What do you think the predictions were
of the three different groups?

PETER: The first group would probably choose the red team. The second
group would probably choose the black team, and the third would
probably be split down the middle.

THERAPIST: Right. That’s what most people say. And that’s not too surpris-
ing. But what is surprising is what the students say when they are asked,
“Did you know my telling you the outcome biased your recollection of
who won?” They are unaware that the outcome knowledge affected
their recollection of their preoutcome knowledge and may even deny
it. If good things happen, there is no problem and the individual can
take credit for his or her retrospective wisdom. But if bad things hap-
pen, and you’re recalling bad things as foreseeable and preventable,
then it’s trouble, and you know exactly where that goes.

PETER: Yeah.

To further illustrate how hindsight bias works, Peter’s therapist
described anecdotes of trauma survivors who engaged in hindsight biased-
thinking. In one story he told Peter about three women who had the same
guilt issue related to being molested when they were between the ages of 4
and 7 years old by someone who was older but who did not scare them—two
father figures, and an older cousin.
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THERAPIST: When asked, “What is it you should have known better?”, the
women all claimed they should have known better than to permit
molestation (e.g., “I should have known that a daughter isn’t supposed
to have sex with her father”). When asked what she should have done
differently, each woman said, “I should have said ‘no’ and not let him
do that.” When asked when they first learned or realized they were sup-
posed to say “no,” one of the girls laughed nervously and said, “Much
later.” One of the other women became confused by this question and
started to cry. When asked again, the woman replied that it did not
occur to her that she was supposed to say “no” until 4 years later, in sex
education class.

Peter’s therapist concluded her discussion of foreseeability and prevent-
ability with an anecdote about President Harry Truman that illustrates the
kind of clear thinking that can inoculate a person from falling into the trap
of hindsight-biased thinking in regard to any potential guilt issue.

THERAPIST: President Truman was asked by a reporter about 3 years after
the end of World War II whether he had made the right decision in
ordering the atomic bomb to be dropped on two Japanese cities. If
President Truman had been a “should have/could have” kind of guy,
do you think he might experience some guilt?

PETER: Yeah.

THERAPIST: But he seemed to be doing fine, and his clear thinking was
reflected in the way he answered the reporter’s question. President
Truman purportedly said something to the effect that, “Knowing in
1945 what I know today, maybe I would have, and maybe I wouldn’t
have ordered the bomb to be dropped. But I would have to give that
a lot of additional thought. However, knowing today only what I
knew in 1945, I would do exactly what I did back then.” President
Truman could separate what he knew from what he subsequently
learned, and he did not allow subsequent knowledge to filter back
into his memory of what he knew before he ordered the bombs to be
dropped.

THERAPIST: I would suggest that there is no possible way you could have
known Tom was going to die. Otherwise, you wouldn’t have invited
Tom to come to your house. If you knew with certainty, or even
thought that there was a remote chance he might die, would you have
taken that kind of chance with a close friend’s life?

PETER: No way.

THERAPIST: No way. No way. You didn’t know what was going to happen.
Otherwise, you wouldn’t have done what you did.
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To reassess Peter’s beliefs about the foreseeability and preventability of
Tom’s death, his therapist asked him to reanswer item #1 on the AAGS.

THERAPIST: What’s the correct answer, the answer that reality would dictate?

PETER: Reality dictates “a” (“There is no possible way I could have known
better”). But I still believe I should have known better.

THERAPIST: Let’s not confuse bad feelings, the sadness, the grieving—with
guilt. By saying “I should have known better,” you’re saying that you
were obligated to know something you didn’t know.

PETER: I didn’t know that Tom was going to die, but I had to know there was
a potential . . .

THERAPIST: You had to know? You can only know something if you knew it. If
you believed it was going to be dangerous to play with that gun—that you
were putting Tom’s life at risk—would you have played with the gun?

PETER: No, I wouldn’t have.

THERAPIST: Then you can’t say, “I should have. . . . ” We have to analyze the
facts. You can only be obligated to do something that you know how to
do. You can have an obligation to prevent something only if you know
it is going to happen. That was the obligation of the star in the TV
series Early Edition, which I told you about earlier. We’re going to
come at this from several different directions. Next time, we are going
to analyze your beliefs about justification, and your responsibility, and
your wrongdoing. But before we end our discussion today, I want to
mention one more point about hindsight bias, and why it is so harmful.
Hindsight bias not only goes straight to guilt; it also contributes to dis-
tortions in the other three guilt-related beliefs. For example, if you
think you could have prevented Tom’s death, it’s just a few small steps
to, “Therefore, to some extent, I caused his death.” This is a thinking
error because to say, “I could have prevented something” is not the
same thing as “I caused it.” As one battered woman realized when she
said, “You’re right. I didn’t pull his fist into my face.”

With respect to wrongdoing, the faulty logic is that wrongdoing is
often concluded on the basis of a tragic outcome—even though it was
unforeseeable. An example that comes to mind is the case of a man
whose 16-year-old daughter died from alcohol poisoning after he put
her to bed. This man said, “For the rest of my life, I’m going to have to
live with the fact that I murdered my daughter.” That’s condemning him-
self to an unforgivable sin when, in fact, he was just being a loving and
caring father who put his intoxicated daughter to bed instead of scold-
ing her. When do you think he found out he should have walked his
daughter around until she sobered up a little? Not till after she was
dead, at the very earliest, maybe not until after the autopsy.
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What are some of the things that you learned today?

PETER: We talked about the hindsight bias, which I apparently have a lot of.

THERAPIST: You are not alone.

PETER: Basically, that I thought I could have prevented something that I did-
n’t know was going to happen.

THERAPIST: All your answers [on the AAGS] are going to change—based on
an analysis of the facts, not based on some kind of subliminal hidden
persuasion.

PETER: It’s not like I never thought about this. I didn’t know what the out-
come was going to be, and I didn’t know the rifle was defective, and
Tom didn’t have to say “yes” and come over. But like the woman you
told me about who had a stranglehold on guilt, and it took you three
sessions to help her get rid of it—I feel like I have a stranglehold. I’ve
thought about it a lot, and logically . . .

THERAPIST: We can’t do it all at once.

PETER: When you tell me stories of other people, I can immediately see their
thinking errors—there’s no way they could have foreseen what hap-
pened. I can understand feeling bad, but not that bad. But when it’s my
story, I feel so incredibly bad.

THERAPIST: It goes back to emotional reasoning. The horrible feeling leads
to the conclusion that you could have prevented the accident. By the
way, you have been engaging in another common thinking error: the
tendency to “inflate” the seriousness of a minor moral violation—from
“misdemeanor” to “felony” status—when the minor violation leads
unforseeably to a traumatic outcome. When someone knew they were
breaking a rule, but they didn’t know a tragedy was going to occur, they
often consider themselves to have violated a huge value—because of the
tragedy. A woman, as a teen, played hooky from school to go to the
beach with a much older boyfriend. And he raped her. She said, “I
knew I shouldn’t have played hooky. I wouldn’t have been raped if I
hadn’t played hooky.” If that relationship had worked out and she had
married that guy, do you think that day when she played hooky would
have had any significance in her life whatsoever? If nothing bad had
happened and she had a great time at the beach, do you think she
would feel any guilt about playing hooky that day?

PETER: Now that story is a lot closer to my story.

THERAPIST: Yeah. Gives you something to think about. I’ve got other stories
like that too.

Two more sessions were needed to complete the analysis of Peter’s guilt
about the shooting accident. Peter’s view of himself changed greatly, as is
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illustrated by his response to the following statements that he was asked to
write at the start and then again at the end of therapy: “I am an innocent sur-
vivor and am likable and lovable. I also deserve to be happy!!” At the start of
therapy, Peter wrote: “I have a hard time believing this.” Before his last ther-
apy session, Peter wrote, “This is the first time since I was a boy that I have
believed these statements.”

Woman with Guilt and Shame about Not Disclosing
Childhood Sexual Abuse

Mary, who was in her mid-30s, had a longstanding history of drug abuse and
had been in two relationships with boyfriends who were abusive. She had
had almost 2 years of “sobriety” when she volunteered to receive cognitive
trauma therapy (CTT).

Mary was tormented by guilt. First we analyzed her guilt about not
breaking off her relationship with an abusive boyfriend sooner. Even though
she achieved considerable relief in resolving this issue, the reduction in guilt
did not generalize or transfer to her guilt about not disclosing the molesta-
tion by her uncle, which occurred the first time when Mary was 7 or 8 years
old. This incident occurred when her father, uncle, and other relatives were
drinking on the back porch. She was running by when her uncle took her
aside, away from the others, and made her sit on his lap. Then he started to
touch her inappropriately. Mary said:

“I was surprised. It was like, ‘Wow! Why is he doing this?’ And all the
while, in the back of my mind, I was thinking, ‘You know, I know this
isn’t right, and maybe I should say something to somebody.’ But then I
was thinking, ‘Oh, maybe it would be my fault.’ ”

Foreseeability and Preventability Analysis

Like many trauma survivors, Mary believed that negative outcomes that
occurred after her molestation—in Mary’s case, long after her molestation—
were foreseeable and preventable when she was a young girl. Following are
portions of the foreseeability and preventability analysis conducted with Mary.

THERAPIST: What is it that you should have known better?

MARY: I should have known better than to let my uncle fool around with me,
as far as sex is concerned.

THERAPIST: What were some of the negative outcomes that could have been
prevented had you disclosed the abuse?

MARY: I could have prevented 5 years of molestation and all the guilt and
shame that came with it. . . . Looking back, I should have told my
mother the first time it happened. And then there was the time when

Cognitive Therapy for Trauma-Related Guilt 279



my sister came home, and my uncle and I were in the house, and I
wanted to tell her. I wanted to tell her, but when I looked at him, all
pathetic-looking, I said, “Screw it. Just ride it out.” I wanted to say
something, but this had gone on for so long. I got myself into this, and
hopefully I can get myself out of it, not realizing that today I feel partly
responsible for what happened. I know he had a big part of it, but I
feel, I also had a part because I let it go on.”

THERAPIST: You looked at him, and he looked pathetic? . . . What were your
feelings when your sister came in?

MARY: Uh, scared. I felt like I didn’t belong. I was different. I was less
than. . . . If anybody knew, they wouldn’t like me. I must be bad. Who
else is as low as this? . . . If you murder somebody you can go to jail,
you know. What are they going to do with me now?

THERAPIST: Worse than stealing. You put it in the same sentence as murder!

MARY: (Laughs.)

THERAPIST: Who is the victim here?

MARY: Uh . . . me.

THERAPIST: And what is it you should have done differently?

MARY: I should have said something the first time it happened.

THERAPIST: Well, when did you first realize or learn that you were supposed
to tell your mother that he was molesting you?

MARY: I knew then! I knew the first time it occurred. I knew every time it
came up.

At this point, Mary’s therapist shifted the focus from what Mary knew, to
what she didn’t know back then—the outcomes that were unforeseeable when
she chose to “ride it out” and keep the molestation a secret.

THERAPIST: Many things were completely unforeseeable when you decided
to keep the abuse to yourself. Was it foreseeable that it was going to go
on for 5 years when you kept it to yourself?

MARY: No.

THERAPIST: Was it even foreseeable that it was going to happen a second
time when you chose not to tell your mother after the first time?

MARY: No. I didn’t think he would molest me again.

THERAPIST: Was it foreseeable that your opinion of yourself was going to go
as low as it could go?

MARY: No.

THERAPIST: If you had known that it was going to lead to your dropping out

280 SPECIALIZED POPULATIONS AND DELIVERY



of school and getting into drugs when he did it the first time, would
you have kept it to yourself?

MARY: No, I wouldn’t have. No.

THERAPIST: If you had known that each time you didn’t tell your mother,
after that first time, that it was going to make you look even guiltier
and more implicated, would you have kept it to yourself after the first
time?

MARY: No. I would have told her.

THERAPIST: All right. Now, I want you to answer this question on the Atti-
tudes About Guilt Survey again: “To what extent do you think that you
should have known better and could have prevented or avoided the
outcome?”

MARY: The answer is “a”: “There is no possible way I could have known
better.” There’s no possible way I could have known all those things
were going to happen.

THERAPIST: Before we move on, let’s take a look at how false beliefs about
foreseeability and preventability not only contribute directly to guilt
but also contribute to faulty beliefs about responsibility. If you believe
that you “could have prevented” a negative outcome, can you see how
easily it would be to then conclude that, to some extent, you caused the
outcome?

MARY: I understand.

Justification Analysis

The most justified course of action in any situation is the best course of
action among the courses of action actually considered at the time. A per-
son’s justification for acting as he or she did cannot be weighed against ideal
or fantasy choices which never existed or against options that only came to
mind later. When all contemplated courses of action have adverse conse-
quences, the course of action with the least negative consequences is the best
course of action, and it is completely justified.

THERAPIST: What were your reasons for not telling your mom?

MARY: I thought she wouldn’t believe me—and then she would tell everyone,
and then there would be a big blowout with the family, and then the
finger would be pointed toward me.

THERAPIST: So here we have a situation in which all courses of action have
some negative consequences. There are no unequivocally good
choices. When we have a situation in which all courses of action have
negative consequences, the best course of action is the one with the
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least bad consequences—the least negative fallout. Why did you rule
out telling your mother?

MARY: By keeping it to myself, I thought that the whole incident would blow
over, and we would just forget about it.

THERAPIST: You made the least bad choice. Do you agree?

MARY: I do now.

Responsibility Analysis

Almost all events have multiple contributing causes. In the responsibility
analysis, we identify a list of contributing causes outside of self, and we
assign a percentage of causation to each. Then we reappraise the client’s
share of responsibility in light of the total percentage of contributing causes.

THERAPIST: You indicated that you were 60% responsible for keeping it to
yourself. What people, factors, forces—outside of yourself—contributed
to your keeping the molestation to yourself? I’ll help you get started.
There were a lot of fears.

MARY: Fears?

THERAPIST: Fear of you being blamed?

MARY: Yeah.

THERAPIST: And fear of being rejected?

MARY: Yeah.

THERAPIST: And your fear that everything would explode and your belief
that the family would go into turmoil. And your belief that other peo-
ple would not only blame you; they would think you were a bad person.

MARY: Hmm.

THERAPIST: You were taught to believe that if something bad happened, it’s
your fault.

MARY: I always got blamed if something went wrong.

THERAPIST: And you already had a low opinion of yourself.

MARY: I wanted to play sports—baseball, track—but my mother wouldn’t let
me. She wanted me to be a ballerina. I felt like I wasn’t getting atten-
tion from my mother because I didn’t dance.

THERAPIST: The withdrawal of attention of your mother . . . all right, here
you are. You’re a little child who’s told to go out and play, and
nobody’s protecting you or watching after you to be sure no harm
comes to you. How much—from 0% to 100%—did your fear of being
blamed contribute to your not telling?
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MARY: I would say 100%. I was really scared.

THERAPIST: How about your fear that the family would be thrown into tur-
moil?

MARY: 100%.

THERAPIST: And what about your learning experiences that caused you to
have such low self-esteem?

MARY: I would say that would be 100% too.

THERAPIST: And what about your mother’s disapproval of you and with-
drawal of all that attention for not being interested in ballet?

MARY: 100%.

THERAPIST: We could go on, but let’s add this up. All outside sources of cau-
sation add up to—let’see—400%. But it all has to fit into 100%, including
the 60% that you said belonged to you. An event cannot be more than
100% caused. How responsible were you for not telling?

MARY: Not any.

THERAPIST: Let’s say there was a lion outside this room. Do you think that
lion would have anything to do with your decision to stay in here?

MARY: Oh, yeah.

THERAPIST: The lion would be the source of the fear that would keep you in
here. You were like a little twig in a 150-mile-per-hour hurricane wind
who thinks she’s responsible for all the destruction on the ground. You
were like the beautiful oak tree in that storm who thinks she murdered
all her leaves.

MARY: Yeah.

Wrongdoing Analysis

Clients learn that a person is ordinarily judged to have committed a wrong-
ful act if he or she deliberately causes harm or damage that was foreseeable—
for example, intentionally stealing something of value belonging to someone
else. In analyzing Mary’s degree of wrongdoing, it became immediately clear
that she had had good intentions, and that the terrible consequences of her
actions were unforeseeable.

THERAPIST: You indicated that what you did was “extremely wrong.” Did you
want to cause harm to yourself?

MARY: No way.

THERAPIST: Was all the harm that ensued foreseeable?

MARY: No.
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THERAPIST: OK. What is the answer to the wrongdoing item on the Attitudes
About Guilt Survey?

MARY: “A.” “What I did was not wrong in any way.”

THERAPIST: Not in any way. You were in a cornered situation—you were
trapped. “Terrible things are going to happen if I do this. Terrible
things are going to happen if I don’t do this! But which terrible things
will I choose?” Somehow, you were fantasizing an ideal choice that
would keep everyone happy and stop the abuse. Did that option exist?

MARY: No, it didn’t.

THERAPIST: It was a fantasy. You were comparing what you did against fan-
tasy choices. What are some of the things you learned today?

MARY: I learned that I can use what I learned with every guilt issue I have
ever had.

THERAPIST: That’s right.

MARY: And I think I am going to be OK. I am OK.

Commentary and Conclusions

To correct hindsight-biased thinking, it is critical to identify negative out-
comes that were unforeseeable. Recalling unforeseeable outcomes as fore-
seeable reflects hindsight-biased thinking, and if outcomes were not foresee-
able, they were not preventable. Mary’s therapist established that many
important outcomes were not foreseeable when Mary “chose” to keep the
molestation a secret after it first happened. Mary did not know that her
uncle was going to molest her again, that the abuse was going to continue for
5 years, and that it was going to result in her dropping out of school and
engaging in years of drug addiction. In addition, she did not know that,
when she was molested on subsequent occasions, it was going to make her
appear more implicated and responsible because she didn’t tell her mother
after the first time. Mary “knew” that the molestation was “wrong” and that
she was “supposed” to tell her mother when it first occurred, but she did not
know any of the long-term negative sequelae associated with not telling her
mother.

In Peter’s case, he did not know the gun was defective when he and
Tom tried to shoot at birds. When he decided to use the gun without his par-
ents around, he did not know that his friend would die. To say that Peter
“should have known” the risk involved does not alter the fact that he did not
know the risk. It never occurred to Peter—indeed, it was unthinkable—that
Tom would be shot and die when they used the gun that morning.

Both Peter and Mary engaged in the thinking error of elevating a rela-
tively minor transgression to “felony status” when the minor transgression
was followed by a tragic but unforeseeeable outcome. Peter knew that he was
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breaking a family gun-safety rule when he invited Tom to shoot at birds. He
considered this transgression to be a grievous violation of values after Tom
was shot and died. In Mary’s case, not telling her mother about the molesta-
tion violated a “supposed to” rule. Mary viewed this violation as reflecting a
serious character flaw after she became aware of the unforeseeable long-term
negative effects of the abuse.

The “bottom line” to the successful resolution of guilt is the develop-
ment of a full recognition of what one knew and believed at the time of the
event. When Mary came to appreciate what she knew and believed as an 8-
year-old girl—that disclosing the abuse to her mother would be fraught with
negative consequences, whereas if she just kept quiet, the matter would
“blow over” and go away—her actions at that time made complete sense.
When Peter realized how naïve he was as a 13-year-old boy who believed that
he and his close friend were impervious to serious harm—the actions of “that
boy” who was Peter seemed reasonable, after all. This conclusion came into
clear perspective when Peter was visited by two young nephews who were
about the same age as Peter was when the shooting incident had occurred.
Peter observed how naïve and carefree his nephews were. He realized that
he was not capable, as a 13-year-old boy, of knowing or even imagining
beforehand the horrible outcome of that fateful day.

In closing, our continuing work with trauma survivors has reinforced
our belief that how we think is an important determinant of how we feel, and
that how trauma survivors view their role in trauma-related events has a
major effect on their recovery from posttraumatic stress. We believe that
widespread availability of CT-TRG may enable therapists to help trauma sur-
vivors achieve a peace of mind about their role in trauma to a degree that
was previously believed unattainable.
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APPENDIX: Attitudes About Guilt Survey (AAGS)

Individuals who have experienced traumatic events often experience guilt which is
related to these events. They may feel guilty about something they did (or did not
do), about beliefs or thoughts that they had (that they now believe to be untrue), or
about having had certain feelings (or lack of feelings). The purpose of this question-
naire is evaluate how you feel about ONE (and only one) guilt issue.

Please take a moment to think about your experience. Briefly describe what hap-
pened:

I should have / shouldn’t have (circle one):

In answering each of the following questions, please circle ONE answer that best
describes your view of what happened.

1. To what extent do you think that you should have known better and could have
prevented or avoided the outcome?
a. There is no possible way that I could have known better.
b. I believe slightly that I should have known better.
c. I believe moderately that I should have known better.
d. For the most part I believe that I should have known better.
e. I absolutely should have known better.

2. How justified was what you did? (i.e., How good were your reasons for what you
did?)
a. What I did was completely justified (excellent reasons).
b. What I did was mostly justified.
c. What I did was moderately justified.
d. What I did was slightly justified.
e. What I did was not justified in any way (very poor reasons).

3. How personally responsible were you for causing what happened?
a. I was in no way responsible for causing what happened.
b. I was slightly responsible for causing what happened.
c. I was moderately responsible for causing what happened.
d. I was largely responsible for causing what happened.
e. I was completely responsible for causing what happened.

Your percentage of responsibility _____ percent

4. Did you do something wrong? (i.e., Did you violate personal standards of right
and wrong by what you did?)
a. What I did was not wrong in any way.
b. What I did was slightly wrong.
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c. What I did was moderately wrong
d. What I did was very wrong.
e. What I did was extremely wrong.

5. How distressed do you feel when you think about what happened?
a. I feel no distress when I think about what happened.
b. I feel slightly distressed when I think about what happened.
c. I feel moderately distressed when I think about what happened.
d. I feel very distressed when I think about what happened.
e. I feel extremely distressed when I think about what happened.

6. Circle the answer which indicates how often you experience guilt that relates to
what happened.

Never Seldom Occasionally Often Always

7. Circle the answer which indicates the intensity or severity of guilt that you typi-
cally experience about what happened.

None Slight Moderate Considerable Extreme



SPECIALIZED POPULATIONS AND DELIVERYWhat Is Complicated Grief?

CHAPTER TWELVE

Treatment of Complicated Grief
Integrating Cognitive-Behavioral Methods

with Other Treatment Approaches

Katherine Shear
Ellen Frank

WHAT IS COMPLICATED GRIEF?

Bereavement and grief are universal experiences. Many features of acute
grief resemble symptoms of major depression. Consequently, there is a long
history of linking grief and depression in psychiatric thinking. Bereavement
triggers an episode of major depression in about 20% of individuals who lose
a loved one. However, not all grief-related problems meet criteria for major
depressive disorder. There is a rich clinical literature describing pathological
grief reactions, under various designations, including abnormal grief, unre-
solved grief, and complicated grief (CG). However, the absence of a reliable
method of identifying the condition and/or for evaluating its severity has
obstructed the development and testing of treatments. This problem was
addressed when Prigerson et al. developed a simple 19-item questionnaire
that reliably identifies bereaved individuals who have persistent, intense grief
and poor long-term outcomes (Prigerson et al., 1995a, 1995b). The condi-
tion so described, called either “complicated grief” or “traumatic grief,” is a
chronic debilitating condition characterized by symptoms of separation dis-
tress, traumatic distress, sadness and other dysphoric affects, and social with-
drawal. Armed with a reliable and valid assessment instrument, we embarked
on a project to find an efficacious treatment for this condition.

CG involves such as involves symptoms that are similar to those of post-
traumatic stress disorder (PTSD), intrusive thoughts and images and avoid-
ance behaviors. Additionally, the presence of separation distress differenti-
ates CG from major depression and PTSD, as well as other existing DSM-IV
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diagnoses. Unique to this grief-based syndrome, separation distress is charac-
terized by intense yearning and longing, a tendency to engage in reveries
about the deceased, and the desire to remain close to, or seek proximity to,
items belonging to the deceased. Thus, given that CG includes symptoms
not targeted by other approaches, and given disappointing results in most
intervention studies, we concluded that we needed to develop a targeted
approach.

A significant portion of the literature related to abnormal grief consists
of clinical reports and conjectures. Although clinical observations can be
very valuable, little emphasis is placed on the ability to systematically repli-
cate findings, and little attention is paid to standardizing terminology. As a
result, terms such as “bereavement,” “grief,” and “mourning” are used incon-
sistently and sometimes interchangeably. In this chapter we follow sugges-
tions of Stroebe (1997) in defining “bereavement” as the state of having lost
someone close. We use the term “grief” to designate the response to
bereavement that generally consists of a distressing state of unease, with
yearning and longing for the person who died, preoccupation with thoughts
and images of the deceased, pangs of sadness, especially upon contact with
reminders of the deceased, and transient social withdrawal. Consistent with
existing data, we view natural grief as varying in intensity and characteristics,
depending upon the circumstances of the death, the nature of the relation-
ship to the deceased, and the life context of the bereaved person. We further
consider grief to be an enduring reaction to loss that is initially preoccupying
and later recedes in importance, as it becomes integrated as a “background”
state. Notwithstanding variability in early manifestations, most bereaved indi-
viduals eventually experience a diminution in grief intensity and reengage in
a satisfying life without the deceased. For an unfortunate minority, grief
remains the primary focus and becomes a chronic condition, associated with
high levels of distress and serious functional impairment. Accumulating evi-
dence suggests that the state of the bereaved at 6 months after the loss pre-
dicts the long-term outcome.

Until the past few decades, ideas about grief were dominated by psycho-
analytic thinking that included several basic assumptions. Effective grief was
considered to require a period of emotionally intense “grief work” that pro-
gressed to resolution. If grief work was not done, a delayed grief reaction
could be expected. If grief work was not effective, the bereaved individual
would experience unresolved, incomplete, or pathological grief. There was a
belief that one could not “move on” until the attachment to the deceased
was relinquished, a process often referred to as “letting go.” The origin of a
pathological grief reaction was considered to reside in an ambivalent rela-
tionship to the deceased. Data were not available when these ideas were for-
mulated. Now that empirical evidence is accumulating, many of the findings
challenge these basic assumptions.

Evidence indicates that intense negative emotion in early bereavement
is associated with a higher rather than a lower likelihood of persistent grief
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intensity (Bonanno, Keltner, Holen, & Horowitz, 1995), and the corollary,
the experience of positive emotions early in bereavement predicts better out-
come (Bonanno & Keltner, 1997). Studies of the trajectory of grief over as
long as 5 years have failed to document the occurrence of delayed grief
(Bonanno & Field, 2001). This finding suggests that a substantial number of
mourners experience a relatively brief period of dysphoric emotions and
that these individuals generally have a benign course. Thus there is little evi-
dence for the need for “grief work” in order to come to terms with the death
of a loved one.

Other data challenge the idea that detachment from the deceased (i.e.,
“letting go”) is the optimal outcome (Field, Nichols, Holen, & Horowitz,
1999; Reisman, 2001; Russac, Steighner, & Canto, 2001). Instead, the rela-
tionship to the loved one is often a permanent, ongoing one, in which the
deceased person continues to influence the life and the thinking of the
bereaved. The relationship being characterized by an ambivalent, avoidant
attachment style is associated with a better, not a worse, grief outcome
(Bonanno, Notarius, Gunzerath, Keltner, & Horowitz, 1998), whereas closer,
more satisfying relationships often produce more grief. The syndrome of
complicated grief, therefore, is more likely to happen when there has been a
very positive relationship to the deceased, rather than a troubled or ambiva-
lent relationship (Prigerson et al. 1997b; van Doorn, Kasl, Beery, Jacobs, &
Prigerson, 1998). These findings have important implications for under-
standing risk and for designing a treatment approach for CG.

The field has been slow to specify criteria for abnormal grief reactions,
in spite of the fact that pathological grief is well described in the clinical liter-
ature (Bowlby, 1973; Lindemann, 1944; Parkes, 1998; Raphael & Martinek,
1997). Additionally, lack of consensus regarding the best name for a patho-
logical grief reaction is a problem in both the clinical and research literature.
In this chapter, we utilize the term “Complicated Grief” to refer to the syn-
drome described by Horowitz (Horowitz et al., 1997) and Prigerson
(Prigerson et al. 1999). Analogous to the situation that existed for a trauma-
related syndrome a few decades ago, clinical descriptions abound, but diag-
nostic criteria have not been agreed upon. This means that CG is not widely
recognized and no proven efficacious treatment yet exists for this condition.
As several authors have noted (Middleton & Raphael, 1987; Sireling, Cohen,
& Marks, 1988), the absence of criteria is an important obstacle to the devel-
opment and testing of efficacious treatment. There is a growing movement
to redress this problem.

The ability to identify reliably those bereaved individuals with clinically
significant grief-related symptoms was made possible by the creation of the
Inventory of Complicated Grief (ICG; Prigerson et al., 1995b). A score exceed-
ing 25 on the ICG 6 months after a loss predicts poor mental and physical out-
comes at 18 months (Prigerson et al., 1997a). Diagnostic criteria for a clinically
significant grief syndrome of complicated grief were proposed by Horowitz et
al. (1997) and later by Prigerson et al. (1999). Prigerson et al. designated the
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syndrome “complicated grief” because of the similarity of symptoms to PTSD.
Symptoms on the ICG, listed in Table 12.1, include an inability to accept the
death, intense yearning and longing for the deceased, bitterness and anger
about the death, intrusive images of the dying person, avoidance of reminders
of the loss, and a general inability to function effectively.

WHAT IS CG TREATMENT?

CGT treatment (CGT) is a 16-session psychotherapy model that is delivered
in three phases consisting of a beginning, middle, and termination; see Fig-
ure 12.1). In the beginning phase the therapist provides an introduction to
the treatment model, in which grief is understood to be a natural inborn,
biopsychosocial pathway to adjustment to a painful loss. Characteristic fea-
tures of grief are reflections of separation distress and traumatic distress,
manifested in various ways that can be influenced by cultural practice. The
trajectory of natural grief is to move from an engrossing primary state in
which grief exerts a psychological and emotional preeminence to an integrat-
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TABLE 12.1. Items Rated on the Inventory of Complicated Grief

1. I think about this person so much that it’s hard for me to do the things I
normally do.

2. Memories of the person who died upset me.
3. I feel I cannot accept the death of the person who died.
4. I feel myself longing for the person who died.
5. I feel drawn to places and things associated with the person who died.
6. I can’t help feeling angry about his/her death.
7. I feel disbelief over what happened.
8. I feel stunned or dazed over what happened.
9. Ever since he/she died it is hard for me to trust people.

10. Ever since he/she died I feel like I have lost the ability to care about other
people or I feel distant from people I care about.

11. I have pain in the same area of my body or have some of the same symptoms
as the person who died.

12. I go out of my way to avoid reminders of the person who died.
13. I feel that life is empty without the person who died.
14. I hear the voice of the person who died speak to me.
15. I see the person who died stand before me.
16. I feel that it is unfair that I should live when this person died.
17. I feel bitter over this person’s death.
18. I feel envious of others who have not lost someone close.
19. I feel lonely a great deal of the time ever since he/she died.



ed state of subdued background grief, that continues to evolve and change.
The process by which this transition is achieved has been usefully described
as the “dual process model” of coping (Stroebe & Schut, 2000). Bereaved
individuals are seen as entering an oscillating state of loss-focused and resto-
ration-focused coping. Such oscillation is seen as the optimal way for treat-
ment to proceed in CGT. The goal of CGT is to help a person create a state
of integrated grief.

Integrated grief is a part of the life of the bereaved individual. Many
people experience a sense of disbelief in the immediate aftermath of the
death of someone to whom they were very close. Even if the death is
expected, loss of a loved one can be an intense experience for the bereaved
family and friends. Often there is a period (variable in length) of intense
emotions, primarily sadness, and sometimes guilt, anger and/or fear.
Thoughts and images of the deceased typically flood the mind of those left
behind. For most people, there is a period of turning inward, away from the
hustle and bustle of everyday life. Many cultures support this period of with-
drawal, which may provide an optimal context from which progression of
grief can occur. In most people this progression happens naturally, eventuat-
ing in a muted, integrated form of grief. There is some indication that move-
ment out of a primary grief state is facilitated by meaning-making experi-
ences or activities and by positive emotions (optimism, compassion,
acceptance, and forgiveness).
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Beginning Phase Introduction and rapport building
History of relationship, loss, and grief
Introduction to the treatment model and procedures
Introduction to personal goals work

Middle Phase LOSS FOCUS
Grief monitoring
Imaginal revisiting
Cognitive work
Situational revisiting
Memories work
Imaginal conversation with

the deceased

RESTORATION FOCUS
Goals work
Situational revisiting
Interpersonal work

Termination phase Discussion of treatment progress
Plans for reinforcing and continuing progress
Feelings about termination of treatment

FIGURE 12.1. Overview of the structure of CGT.



Once achieved, integrated grief can be a positive force in a person’s life,
providing a meaningful lifelong link to an important relationship. Rather
than promoting detachment from the deceased, integrated grief is accompa-
nied by a reconfigured relationship to the loved one. Grief contains within it
personal implications of the death of the loved one for the bereaved individ-
ual, and these typically change over time. As an example of this, a leading
author in the field, Robert Neimeyer (a prominent thanatology researcher
and editor of the journal Death Studies), wrote the following:

Many of the subsequent emotional, relational and occupational choices
made by my mother, my brother, my little sister, and me can be read as
responses to my father’s fateful decision [to commit suicide], although their
meaning continues to be clarified, ambiguated, and reformulated across the
years. (2001, p. xi)

CG is a maladaptive grief reaction that can be conceptualized as a state
of being “stuck” in primary grief. Rather than taking its place in the back-
ground, integrated into the life of the bereaved person, CG remains “center
stage.” Instead of providing a link to a positive, nurturing relationship, this
form of grief is focused on reminders of a terrible loss. Consequently, the
person experiencing CG continually feels as if the death happened very
recently, even though many months or even years have passed since its
actual occurrence. CG interferes with the natural ability to feel a positive
connection to the deceased, because attention is focused on the magnitude
and pain of the loss. People experiencing CG typically feel estranged from
others and unable to feel satisfaction or interest in daily activities.

CGT is conceptualized as an intervention that seeks to remove impedi-
ments to the progression of primary grief and facilitate integration of loss-
related thoughts and feelings into the mental and emotional life of the
bereaved. Impediments include dysphoric emotions and problematic atti-
tudes or beliefs about the death. CGT targets blocked positive as well as neg-
ative emotions and seeks to relieve guilt about positive as well as negative
emotions. For the person with CG, the event of the death was a psychologi-
cal trauma that has led to a PTSD-like reaction. Thus techniques to relieve
traumatic distress are a key augmentation component of CGT. Difficulty
feeling a positive connection to the deceased and yearning and longing for
the lost relationship are forms of separation distress. Several components of
CGT target this problem. In addition, given that positive emotions of opti-
mism, compassion, acceptance, and forgiveness contribute to a favorable
outcome in natural grief, we seek to develop and enhance these. As noted
above, reports in the literature support the idea that a deficiency of positive
emotions is associated with prolonged, intense grief (Bonanno, 2001;
Lindstrom, 2002), as is an excess of negative emotions. CGT identifies puta-
tive sources of enhanced negative emotions and diminished positive ones as
treatment targets.
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The CGT model considers that adjustment to a loss requires a vision of
the world that includes a potential for gratification even without the physi-
cal presence of the deceased. However, we do not consider psychological
detachment as the goal of successful grief. Instead, the CGT therapist works
to facilitate integration of the relationship to the deceased into current and
future life, while encouraging development of satisfying personal goals and
relationships. The therapist helps the patient reestablish interests and rela-
tionships, taking the position that the relationship to the deceased is ongo-
ing in memory, and that memory is not a static entity but rather a living,
dynamic process. As eloquently described by Buechner (1991) and Neimeyer
(2001), a person we love continues to live with us, even after he or she dies,
and to influence our lives forever. Thus the emphasis in CGT is on helping
the bereaved person to live fully again, “accompanied” by the deceased per-
son alive in memory.

A novel component of CGT entails a focus on long-term personal goals
and discussion of ways to achieve them. This segment is a component of the
restoration-focus strategy in CGT. Motivation to go on living can be a prob-
lem for individuals with CG. We have documented suicidal ideation in more
than half of the individuals with CG whom we have treated, and nearly a
third have either made a suicide attempt or engaged in indirect self-destruc-
tive behavior. In addition, a kind of reluctance to give up grieving is often
seen in CG. The person with CG often fears that grief is all that is left of the
relationship to the deceased and if he or she has less grief, then he or she
risks losing the deceased forever. Survivor guilt about still being alive and
free to enjoy the world may also be present. There may be reticence to
develop a close relationship because of fear of being hurt again by its loss.
Some people are convinced that no one can understand them, or they feel
resentment because they experience others as pushing them to relinquish
guilty or angry or sad feelings before they are ready. Still others are very
afraid or ashamed of their own emotions. Thus we have learned that it is a
good idea to address ambivalence about changing right from the beginning.
To do this, we draw upon motivational enhancement strategies.

The primary motivational enhancement strategy we use is that of per-
sonal goals work. CGT uses a modified motivational interviewing approach
to elicit, discuss, and monitor progress of personal goals, beyond grief. The
therapist helps the patient consider things that he or she would like to be
doing if he or she were no longer grieving. This exercise conveys to the
patient that the therapist (1) believes it is possible for this person to feel less
pain from grief, (2) finds less painful grief perfectly acceptable, even desir-
able, and (3) considers the life of the bereaved person to be important, com-
pletely apart from his or her grief and loss. The procedure used encourages
patients to identify their own life goals. Sometimes it is surprising how ready
patients are to do this. Other times, several sessions are required before
goals are elicited. Once identified, the therapist invites patients to identify
specific ways they would know if a given goal were accomplished, how com-
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mitted they are to their goal, what stands in their way (other than grief), and
who can help them achieve their goal. Goals work is introduced early in the
treatment, usually at the second session. Thereafter, the therapist monitors
progress toward goals and discusses strategies and achievements with
patients. In implementing this component we were surprised to find that
many people with CG do harbor such goals. Even in early sessions, an indi-
vidual’s affect becomes noticeably more positive as he or she focuses full
attention on the discussion of personal goals and dreams.

CGT includes a structured procedure for revisiting the death and sur-
rounding events, using a procedure similar to that developed by Foa and col-
leagues (Foa, 1995) for the treatment of PTSD following rape and other
types of trauma. This technique was initially based upon research document-
ing anxiety reduction during prolonged exposure to fear cues. It is clear how
this procedure can be useful in PTSD; it is somewhat less clear in compli-
cated grief, because grief comprises a more complex emotional reaction in
which fear is not predominant. However, many people struggling with grief
are very frightened of talking about the death. The imaginal revisiting exer-
cise helps ameliorate this fear. Moreover, Foa has found that prolonged
exposure is a powerful way to facilitate the evolution of new ways of thinking
about the trauma. We have observed this improvement as well in grief treat-
ments. Most striking is the way in which this exercise seems to enhance the
patient’s nonjudgmental acceptance of the death. By using Foa’s technique
of tape recording and relistening to the story, the patient sees clearly how
the story evolves and often notices aspects of his or her own story that he or
she has not attended to previously. For example, some patients come to the
realization that there were many very supportive people present at the time
of the death. Others notice how helpful they really were in comforting or
taking care of the deceased. Still others find that they are reassured about
how little the person they loved suffered at the time of the death. Thus a key
procedure in CGT is modified use of the procedure that Foa and her col-
leagues referred to as “prolonged exposure.” For grief treatment we call this
procedure “revisiting.” We chose this name deliberately, as described below.

The revisiting procedure entails asking the patient to tell and retell the
story of the death, eventually focusing on the most painful moments. The
therapist gradually encourages disclosure of all emotionally relevant details.
For bereaved individuals, the initial exercises of imaginal revisiting are often
very frightening as well as intensely painful, but with repetition we have
found that the fear diminishes noticeably and this diminishment reduces the
pain of other emotions as well. Later revisiting exercises can then focus on
the most intensely emotional thoughts and memories. Accompanying reduc-
tion in emotional intensity achieved through successful revisiting, a more sat-
isfactory narrative of the death usually emerges. There is also a decrease in
the sense of confusion and disbelief. The process of repeated revisiting facili-
tates acceptance of the death and clarification of problematic expectations
and beliefs underlying associated emotions. The death becomes “thinkable”
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and looms less large on the landscape of the overall relationship to the
deceased.

There are several reasons why we chose the term “revisiting” for this
procedure. We wanted to change the terminology because we found that the
idea of reliving the death is very frightening to most bereaved people. More-
over, we believe the exercise is not accurately described as “reliving” or
“reexperiencing” because it really entails repeatedly activating (“revisiting”) a
memory. The goal is to work on solving a problem related to the death.
Often in solving problems it is helpful to think about the problem, leave it
for a while, and then revisit it. In this sense we are revisiting the problem of
the death in CGT. “Visitation” is also a term we use when referring to a time
to honor the person who died and a time to comfort the bereaved. Revisiting
is meant to provide another opportunity to honor the dead and to be com-
forted, now by the therapist.

During revisiting exercises, specific beliefs that trigger guilt, anger,
shame, and fear emerge and are reevaluated. Beliefs such as “I will fall
apart,” “I will start to cry and never stop,” or “I will be shunned and ostra-
cized when I confront the strong emotions of my grief” are proved errone-
ous when these feared outcomes do not occur. The belief that negative feel-
ings will continue at unbearably high levels, unabated and intolerable, unless
the patient avoids talking about the death, is also proven wrong. The overall
experience of being able to face painful emotions helps to correct these fears
and to reduce denigration of self as weak or “wimpy.” Thus imaginal revisit-
ing of the loved one’s death is a highly effective and useful technique.

Also important is an extensive debriefing period following each revisit-
ing exercise, during which the therapist guides the patient in techniques to
reduce emotional distress and refocus on the present. Unlike interpersonal
psychotherapy (IPT), in which the therapist is instructed to simply listen
when the patient is experiencing very intense emotion, in CGT the therapist
is instructed to work with the patient on active techniques to reduce the
emotion. The CGT therapist is interested in helping the patient see that he
or she has the control to think about the death and also to set it aside. For
example, the patient is asked to imagine that the story he or she has told is
on a video cassette, and that he or she is rewinding the cassette and putting it
away. The therapist then guides the patient in refocusing attention else-
where. The conversation moves to the topic of plans for the rest of the day
or the week, and to a discussion of other people in the patient’s life. The
therapist explains that part of the effectiveness of revisiting as a problem-
solving strategy is to leave the problem for a while. In addition, because the
person has been willing to undergo tremendous pain in order to revisit the
death in the spirit of honoring the deceased, it is important to acknowledge
this effort and make plans to take proper care of him- or herself.

Another component of CGT is situational revisiting exercises. This
intervention bears some resemblance to the in vivo exposure technique used
in PTSD and other anxiety disorder treatments. Situational revisiting focuses

298 SPECIALIZED POPULATIONS AND DELIVERY



on identifying and confronting situations and people that have been actively
avoided, neglected, or shunned since the death. Often avoidance behaviors
in bereavement are subtle and not immediately recognized. Still, they can
contribute substantially to impairment and to the sense of incompetence
and isolation. Avoidance can also interfere with resolution of emotions.
Major treatment goals are to reduce intensity of grief-related emotions and
to decrease isolation. Thus, the therapist uses situational revisiting to help
the bereaved person identify interesting activities and again form satisfying
relationships, including reestablishing relationships that have been
neglected. However, it is important to be aware that shunning situations that
evoke painful emotions is common and can be adaptive. Oscillation between
avoidance and confrontation is often very helpful in coming to terms with an
unthinkable reality and/or solving a difficult problem. To be effective, how-
ever, this oscillation requires a delicate balance, because the relief that
ensues from turning away from the evocative situation can serve to reinforce
avoidance, particularly if repeated confrontation does not result in lessening
of emotion or movement toward problem solving. In this situation the rein-
forcing relief gradually renders avoidance an ingrained habit.

For individuals with CG, avoidance of activities and places can interfere
considerably with adaptive adjustment to the loss and can lead to negative
consequences such as a self-concept of incompetence and/or a view of the
world as hostile. Avoidance also interferes with the task of resolving the emo-
tional pain in order to find comfort in memories of the deceased. At the
same time, avoidance can be helpful in allowing people to focus attention on
their current lives and begin to derive life-sustaining pleasure and satisfac-
tion despite the absence of the loved one. Therefore, the therapist needs to
find a workable balance between fostering needed contact with evocative
stimuli and focusing elsewhere. CGT incorporates exercises focused specifi-
cally on revisiting activities, places, and people that the patient has
eschewed. Revisiting focuses primarily on situations that the patient would
like to do but finds too painful. This exercise helps to reinstate the normal
oscillatory process, and the therapist intervenes to facilitate the consequent
reduction in affect and problem-solving increase in effectiveness.
Revisiting ,in and of itself, can enhance feelings of competence, especially
for places patients want to be free to visit, activities they wish to engage in,
and people they want to see. Situational revisiting that focuses on enjoyable
activities can be a powerful antidote to thoughts of never again being able to
experience joy or satisfaction without the loved one.

It is worth noting that many individuals with CG have a problem with
preoccupation with the deceased. At first blush, preoccupation with the
deceased may seem to be the antithesis of avoidance. However, in reality this
is not the case. Preoccupation often this takes the form of lengthy, dreamy
reveries that focus on idealized moments in the relationship with the
deceased. Such behaviors actually resemble avoidance in that they tempo-
rarily protect the bereaved person from feelings of loss, and they also pre-
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vent the person from engaging in satisfying activities and forming new rela-
tionships.

CGT seeks to enhance patients’ ability to access positive, comforting
memories of the deceased. It is helpful to be at ease with negative memories
as well. For individuals with CG, intrusive memories or images of the death
are usually dominant, to the exclusion of a wider access to long-term memo-
ries. Sometimes good memories become easily available once grief intensity
is reduced through imaginal and in vivo revisiting exercises. However, spe-
cific work on memories is also done in CGT. The CGT therapist uses a set of
simple forms to facilitate accessibility of memories. Administered over a 5- to
6-week period, beginning after two imaginal revisiting sessions, these forms
focus initially on positive, comforting memories. Later, the patient is invited
to review “least favorite” memories and things that were annoying about the
person who died. Some patients tell us these memory forms were the most
helpful component of the treatment. Of note, we have found that memory
forms are difficult to use before several sessions of the imaginal revisiting
exercises have been completed. The positive memories evoke too much sad-
ness if used early.

Imaginal conversation is a technique used in the second half of CGT.
The exercise is structured in a manner similar to imaginal revisiting. How-
ever, instead of reporting the memory of events related to the death, we
invite patients to imagine that they are with the deceased after the death. If
they were present at a natural illness-related death, the conversation is held
immediately after the person died. Very often, distressed, bereaved patients
comment that they very much wish they could have had one last conversa-
tion with the deceased. Usually they have questions they would like answered
and/or things they wanted to say but did not have the opportunity to
express. We have found that such questions can be answered very effectively
in an imaginal conversation with the deceased.

The therapist is instructed to invite patients to talk with the deceased.
Patients are instructed to close their eyes and imagine they are with the
deceased after the death, telling the loved one anything they wish, including
asking any questions. Then patients are instructed to imagine (pretend) that
the deceased can actually hear them and respond. Then patients are invited
to take the role of the person who died, and to answer.

This exercise helps bereaved individuals feel a sense of connection with
the deceased—which, in turn, provides experiential evidence for the idea that
a strong sense of the loved one is internalized. In successfully undertaking
this exercise, patients report that it seems much clearer to them how the
loved one still resides within them. Patients frequently report that having
this “conversation” is very powerful—that it makes them feel a sense of deep
attachment to the person who died.

This exercise further facilitates a connection with the loving side of the
deceased because the questions are usually ones that cause the bereaved per-
son pain, and the responses are invariably comforting. For example, “Did
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you feel I abandoned you because I was not there when you died?” The
response might be, “Of course, not. I never doubted for a minute that you
love me very much and that you would have been there if you could have.”
Although this may be the response the patient most wants to hear, it is also
very convincing that the loved one would have, in fact, responded in this
way. The relationship to the deceased for CG patients is virtually always a
very positive and loving one. Even when there were difficulties in the rela-
tionship, the strength of its constructive, loving side is clear. Recall that CGT
seeks to enhance this positive connection rather than encourage disengage-
ment. The imaginal conversation serves this purpose very well. This tech-
nique has proven to be extremely powerful when administered at the right
time in the treatment.

IPT: THE MATRIX FOR CGT

Our initial treatment approach was standard IPT, a proven efficacious treat-
ment for depression that includes abnormal grief as a possible problem area.
Complicated grief resembles major depression in symptoms of dysphoric
affect, guilty ruminations, suicidality, and social withdrawal so it seemed rea-
sonable that IPT would be an efficacious treatment. Surprisingly, though, we
found that standard IPT did not appear to sufficiently reduce CG symptoms
in many patients. Consistent with this observation, CG appears to be only
minimally responsive to antidepressant medication. Lack of efficacy of stan-
dard treatments for depression fit with a growing body of data indicating
that CG is a separate condition, distinct from major depression (Prentice &
Brown, 1989; Prigerson, Frank, et al., 1995). One difference in CG is the
presence of symptoms resembling PTSD (Jacobs, Mazure, & Prigerson,
2000). CGT thus includes techniques to target the separation and traumatic
distress symptoms related primarily to the loss-oriented coping process. For
the restoration-orientation phase, IPT plays a significant role.

In several large studies IPT has been shown to be an excellent treatment
for major depressive disorder (MDD; DiMascio et al., 1979; Frank, 1991;
Frank et al., 2000; Prusoff, Weissman, Klerman, & Rounsaville, 1980;
Weissman et al. 1979). IPT was devised by Dr. Gerald Klerman and his col-
leagues during the 1970s. It is a practical, innovative approach that is rela-
tively easy for most practicing therapists to learn. IPT fosters a strong thera-
peutic alliance, and dropout rates are generally low. The review provided
here is derived from Klerman, Weissman, Rounsaville, and Chevron (1984,
1996) and Weissman, Markowitz, and Klerman (2000). The interested reader
is referred to these seminal texts for a more detailed explication of IPT.

The original version of IPT rests on a foundation of social–relational
research that was available in the early 1970s. This literature includes the
work of sociologists, anthropologists, and the interpersonal school of psy-
chotherapy. Particularly influential were observations that marital discord
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was a frequent harbinger of depression onset (Paykel et al., 1969).
Researchers further observed that “exit events” that included various kinds
of losses were also observed in depressed individuals more often than con-
trols (Paykel et al., 1969). These findings led to the idea that IPT might target
interpersonal conflict and/or significant losses. The importance of support-
ive relationships was repeatedly confirmed. Studies in the 1970s defined and
emphasized the importance of strong social relationships in protecting
against neurosis (Overholser & Adams, 1997; Pearlin & Johnson, 1977).
Investigators discovered that although they reported spending time with oth-
ers, individuals with neurosis, especially depression, also reported that this
time was often unpleasant (Henderson, 1991, 1977). This work reaffirmed
the logic of a treatment that would improve existing relationships. Brown
and Harris’s work extended these observations to include the importance of
an intimate confidant (Brown, Harris, & Copeland, 1977). Other studies elu-
cidated interpersonal communication problems in depressed individuals
that could contribute to disruption of social relationships (Bloom, Asher, &
White, 1978; Ilfeld, 1977; Pearlin & Lieberman, 1977). From this body of
empirical data, the developers of IPT concluded that depressed patients
were suffering from interpersonal problems that might be amenable to inter-
vention. To this end, they devised a novel and highly innovative interper-
sonal treatment approach.

The treatment was developed specifically to target the episodic occur-
rence of major depression, which was seen as arising from three interacting
domains: (1) symptoms of depression, thought to have both biological and
psychological underpinnings; (2) social and interpersonal relations that have
both trait- and state-like features; and (3) pathogenic personality traits. IPT
targets symptoms and interpersonal functioning. Personality traits are not a
focus of the treatment, but therapists are encouraged to be cognizant of
existing personality problems. IPT is typically provided in approximately 16
sessions. The initial first through third sessions, called the initial phase, focus
on assessment and presentation of the treatment model. The middle phase
of approximately 10 sessions focuses on the chosen problem area(s). The
final phase of one to three sessions focuses on termination of the treatment.
Goals are outlined for each of these phases, and strategies and techniques
are provided. Unlike most cognitive-behavioral treatments, the IPT manual
(Weissmann, Markowitz, & Klerman, 2000) does not prescribe specific inter-
ventions in a detailed manner. Instead, treatment objectives are outlined and
suggestions for ways to meet these objectives are provided. Goals of the ini-
tial phase of IPT are common to all four of the problem areas and include
(1) dealing with the depression, (2) relating the onset of depression to the
patient’s interpersonal context, (3) identifying a problem area, and (4)
explaining IPT concepts and developing a contract for treatment.

The therapist first addresses the depressive episode by reviewing the
symptoms, naming the syndrome, and giving patients the “sick role.” This
procedure helps patients to see their symptoms in a somewhat detached,
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nonblaming way, similar to how people might see themselves when diag-
nosed with diabetes or pneumonia. In this way, the model of depression in
IPT is similar to that used in medication treatments. Depression is consid-
ered to be the product of malfunctioning brain mechanisms that is not
related to personal or moral weakness and need not be intrinsic to the per-
son’s sense of self. The therapist helps patients to see that self-blame and low
self-esteem are symptoms of the depression. Naming symptoms in this man-
ner can be a powerful intervention in itself. Furthermore, such a practice
supports a discussion of the possible use of medication—also a charge to the
therapist in the initial phase of IPT. Cognitive-behavioral therapy (CBT)
practitioners also name symptoms and provide a nonblaming way to think
about the symptoms.

Next, the IPT therapist conducts an in-depth review of the patient’s
interpersonal relationships, attending especially to any changes or problems
related to the onset of depression. Links between depression and the
patient’s interpersonal functioning are examined by discussing important
current and past relationships, including the nature of the interactions,
mutual expectations of the patient and important others, aspects of relation-
ships that are satisfying and unsatisfying, and changes the patient would like
to make in his or her important relationships. From this thorough discussion
of current and past relationships, the therapist and patient identify one of
the four IPT problem areas on which they will focus their work. These
include grief, interpersonal role dispute, role transition, and interpersonal
deficits. The final task of the initial phase is to explain IPT concepts and
develop a contract for treatment. The remainder of our discussion focuses
on the problem area of grief. We highlight instances in the IPT manual
(Weissmann et al., 2000) that needed revision because they did not fit with
existing data about CG.

The basis for the IPT focus on grief is the assumption that bereavement-
related depression is a result of inadequate grieving. Depression that results
from inadequate grieving can occur immediately following a loss or at a later
time, when the patient is reminded of the loss. According to the IPT manual,
evidence suggestive of “pathological mourning” includes multiple losses,
inadequate grief in the bereavement period, avoidance behavior in relation
to the death, symptoms around a significant date, fear of the illness that
caused the death, history of preserving the environment as it was at the time
of the death, and absence of social supports during the bereavement period.
Patients with grief as a problem are expected to evidence low self-esteem and
to idealize the deceased.

Goals of grief-focused IPT are twofold: (1) to facilitate dealing with the
loss, and (2) to help the patient reestablish relationships to substitute for
what was lost. In conducting the treatment, regardless of the focus, the IPT
therapist reviews depressive symptoms and relates symptom onset to the
problem area. For a grief-focused treatment, the problem area is the death of
a loved one. Other strategies used in grief-focused IPT include reconstruct-
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ing the relationship with the deceased, discussing events at the time of the
death, exploring feelings, and considering possible ways of becoming
involved with others. The therapist is instructed to assume that there was an
insufficient social network to provide support at the time of the death, to act
as a substitute for the deficient support, and to gently encourage the identifi-
cation of negative emotions related to the deceased. Using Horowitz’s (1976)
model of reaction to stress, the IPT manual identifies seven typical stress
reactions, encouraging the therapist to be alert to these. The seven problem-
atic responses include (1) fear of repetition of the event, (2) shame at help-
lessness to prevent the death, (3) rage at the person who died, (4) guilt about
aggressive impulses or fantasies, (5) survivor guilt, (6) fear of identification
or merger with the deceased, and (7) sadness about the loss. The therapist is
further instructed to anticipate these types of emotional responses by inquir-
ing about them before the patient mentions them.

The IPT therapist works to reconstruct the relationship to the deceased,
suggesting strategies such as reviewing old pictures or reminiscing with
friends and family who knew the deceased. An important idea is that ambiva-
lent feelings toward the deceased are assumed to underlie the development
of depression. Patients are thought to idealize the deceased. Thus a special
emphasis is placed on negative feelings toward the deceased. The therapist is
warned to elicit such feelings very gently, and to reassure the patient that
positive and comforting feelings will follow the exploration of negative ones.
Providing this reassurance also averts the possibility that negative feelings
toward the deceased would be transferred to the therapist, causing the
patient to discontinue treatment. Thus the goal to develop a more balanced
awareness in the patient of his or her positive and negative feelings toward
the deceased is focused mostly on the long-ignored negative feelings.

Catharsis is considered important in IPT work with grief. “Catharsis”
generally refers to the therapeutic effect of emotional release or expression.
The idea is that once released, the affective intensity diminishes. The thera-
pist is instructed to encourage the patient to contact and express painful
emotions of grief and then, when they surface, to respond with attentive lis-
tening. A pitfall for the therapist to avoid is the impulse to intervene in an
attempt to help the patient with this affect; intervening could convey the
message that the patient’s feelings are dangerous or intolerable. Through
catharsis, the patient is expected to lose a (presumed) investment in main-
taining abnormal grief. After release has been accomplished, the IPT thera-
pist is instructed to actively help the patient develop new relationships to “fill
the ‘empty space’ left by the lost loved one” (Weissmann et al., 2000, p. 67).
The technique of revisiting, similar to imaginal exposure for PTSD, also
includes evocation of intense emotion. However, the experience is tape
recorded and the patient is asked to listen to the tape. The effectiveness of
this technique is thought to stem from the opportunity to observe self and
rethink the experience, rather than simply to release pent-up emotion.

Weissman et al. (2000) acknowledge that bereavement-related depres-
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sion is different from complicated grief. They further note that use of IPT
with complicated grief has not been studied. Around the time of the IPT
manual’s publication in 2000, our group reported that only a small reduction
in grief symptoms occurs in bereaved depressed patients treated with IPT
(Reynolds et al., 1999). We have now replicated this finding of minimal
improvement in a larger group of individuals who participated in a random-
ized controlled trial comparing IPT to CGT (Shear et al., XXXX, NIMH
Grant No. MH 60783). The IPT approach is a useful one, in that it focuses
the therapist’s attention on the dual goals of successful grief: addressing feel-
ings about the loss and reengaging in satisfying life. However, it is clear that
the strategies described in the published manuals require modification and
enhancement in order to effectively treat CG.

Some modification is needed in order to be consistent with data about
the course of grief, the relationship context in which CG occurs, and the
impediments to making progress in a natural grief process. CG is a condition
in which an intense, primary grief reaction persists. This point is important
because there is no evidence of insufficient negative emotions, as is assumed
in the delayed or distorted grief model. Instead, CG symptoms are better
explained as unresolved traumatic and separation distress. CGT targets these
problems. The IPT focus on grief does not provide a clear description of the
syndrome of CG because the focus is on depression. Although there is some
overlap in symptoms, it is not clear that CG is a distinct disorder. There is a
need to provide a clear definition of this syndrome for the purpose of
patient psychoeducation and therapist clarity.

An important aspect of the distinction is that CG patients rarely idealize
the deceased. Instead, they describe a relationship that was very close and
identity-defining. In part for this reason, the therapeutic goal in CG is not to
assist patients to “emancipate themselves from a crippling attachment to the
dead person, thus becoming free to cultivate new interests” (Weissmann et
al., 2000, p. 64). Instead, the therapist seeks to help the patient gain a trans-
formed relationship to the deceased that can be comfortably integrated into
ongoing life without the lost loved one. A corollary of this idea is that as
CGT therapists work to help patients reengage in life, they do not see this
reengagement as filling a gap but as pursuing meaningful personal goals that
have been set aside because of traumatic and separation distress.

IPT therapists typically work with patients to enrich their current and
future interpersonal life. Important people are identified and personal goals
are often discussed. However, in grief-focused IPT the therapist is told that
this work is best done after the pathological “crippling” attachment to the
deceased has been relinquished. By contrast, the CGT therapist frames this
work as one of two simultaneous tracks that characterize successful grief.
Rather than encouraging the patient to relinquish a crippling attachment,
the CGT therapist helps the patient to solidify a more comforting, ongoing
“relationship” to the deceased, taking the position that this relationship
remains a living, changing one, even though it has a different quality because

What Is Complicated Grief? 305



the loved one has died. Finding a satisfying way to live without the person
who died is considered an important aid to the transformation in the rela-
tionship, rather than a way to “fill the gap” left by the deceased. Thus the
CGT therapist begins work on personal goals at the beginning of the treat-
ment

In working with loss, the therapeutic focus in CGT is on increasing the
range of accessible memories and reducing the pain associated with these
memories. Rather than focusing on suppressed or denied rage at the person
who died, guilt about aggressive impulses or fantasies, or other evidence of
underlying ambivalence, the therapist encourages a comfortable, realistic
view of the deceased. Instead of placing a special emphasis on negative feel-
ings toward the deceased, the emphasis is on the ability to take comfort in
positive feelings. The impediment to effective grief is seen as the presence of
too much negative emotion and too little positive, whereas in IPT it is the
opposite—the negative emotion is seen as trauma related in an important
way. Thus, whereas catharsis is considered important in IPT work with grief,
emotional processing—a cognitive process—is considered essential to resolu-
tion in CGT. As noted, the IPT therapist is instructed to encourage the
expression of painful emotions of grief and then, when they surface, to
respond with listening. The role of the CGT therapist is more active; he or
she encourages active cognitive work on the part of the patient. In our expe-
rience, most patients need assistance in making needed cognitive changes to
reduce problematic emotions. Most require tools with which to manage high
levels of affect, and the therapist provides these as a part of the work with
the intensely painful emotions related to the death. Thus CGT differs from
IPT with regard to its (1) underlying model of grief, which is presented to
the patient, (2) structuring of the therapist’s stance toward the patient, and
(3) decisions about when and how to provide support.

INTEGRATING CBT AND IPT IN CGT

Because IPT already has a grief focus with goals that are consistent with
treating CG, and our group has extensive experience using IPT effectively,
we decided to base our targeted CGT in an IPT framework. Goals for treat-
ing CG were similar to IPT grief-focus goals, and we included the core three-
phase IPT method as an organizing framework. We integrated CBT strate-
gies for treatment of PTSD as well as cognitive strategies for dealing with
separation distress into this framework. We found that these additional com-
plicated grief-specific components could be easily blended in an IPT grief-
focused treatment that is time-limited and present-oriented.

Both CBT and IPT are short-term, focused treatments that are present-
oriented and practical. Both are very different from psychodynamic psycho-
therapy. Neither attempts to ameliorate psychological symptoms through
addressing intrapsychic problems, such as conflict or defense, nor is an
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attempt made to interpret transference. IPT differs from CBT in placing
interpersonal relationships at the center of the therapeutic work, and in
eschewing formal structure (e.g., systematic homework) as a means to
uncover distorted thoughts. Whereas it is usual for the IPT therapist to pro-
vide suggestions that the patient try new behaviors or pay attention to feel-
ings between sessions, the CBT therapist assigns “homework.” Nevertheless,
as documented in a recent report (Ablon & Jones, 2002), striking similarities
exist between IPT and CBT when the nature of the interaction between the
patient and therapist is the focus of comparison. As Ablon and Jones (2002)
point out:

In both treatments, the therapist assumes an authoritative role and coaches
patients to think or conduct themselves differently and encourages them to
test out these new ways of thinking and behavior in everyday life. . . . Taken
together, the results of our two studies suggest that what was shared between
the two forms of therapy in the NIMH Treatment of Depression Collabora-
tive Research Program was more salient and defining of the treatments than
what was different. (p. 781)

This similarity in therapist behavior supports the feasibility of a merged
intervention. We have successfully integrated behavioral and cognitive tech-
niques in two other IPT projects, one targeting bipolar disorder (Frank,
Swartz, & Kupfer, 2000) and one that addresses comorbid panic and depres-
sion (Cyranowski et al., 2004). Thus, in developing CGT, we began with stan-
dard grief-focused IPT and developed some CBT-informed modifications,
drawing especially upon Foa’s approach to PTSD (Jaycox, Zoellner, & Foa,
2002; Zoellner, Fitzgibbons, & Foa, 2001).

The CGT therapist does utilize IPT facilitative, supportive, cognitive,
and behavioral techniques. These core IPT therapeutic techniques, as out-
lined in the Weissman et al. (2000) manual, include nondirective explora-
tion, encouragement and acceptance of affect, helping the patient generate
suppressed and/or avoided affect, and clarification and communication
analysis. Directive behavioral change techniques are also outlined and
include education, advice and suggestions, modeling and direct help. Into
this matrix CGT inserts techniques drawn from CBT for PTSD. Daily symp-
tom monitoring is encouraged. The CGT revisiting procedures are modified
versions of prolonged imaginal and in vivo exposure techniques. Two cogni-
tive therapy techniques that are used are (1) “memories forms,” in which the
client is asked to recall specific types of memories of the deceased, and (2)
for the client to have an imaginal conversation with the deceased. A segment
on personal goals is adapted from motivational interviewing.

The use of these CBT-informed techniques entails more structured
plans for continuing therapeutic activities between sessions. The CGT thera-
pist uses a less rigorous approach than CBT, but a more structured one than
IPT. The CGT therapist offers a simple monitoring form to track the ups
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and downs of the patient’s grief, and asks the patient to complete this form
daily. Taped revisiting and imaginal conversation exercises are sent home
with the encouragement to listen to them. Memories forms are provided to
guide the patient’s reminiscences during a part of the treatment. Weekly
plans are discussed with the patient at the end of each session, and these
plans are recorded and given to the patient to serve as reminders of the dis-
cussion. CGT utilizes assessment forms to examine the kinds of beliefs about
grief the person might harbor and to begin to identify what is being avoided.
These are completed prior to some sessions, in the waiting room. A mid-
treatment assessment of progress is conducted. These procedures are easily
integrated because they are similar to the weekly depression ratings often
used in IPT In general, IPT therapists are encouraged to track symptoms sys-
tematically and to use assessment tools to do so. In the section that follows
we describe the five key augmentation strategies used in CGT, explaining
their rationale and providing a general description of procedures.

CASE EXAMPLE

Angela was a 45-year-old married woman who entered treatment 4 years
after her mother died at the end of a 2-year bout with an aggressive form of
cancer. Angela knew her mother was very ill, but felt convinced that the doc-
tors would find a cure somehow. She reacted to the news of her mother’s
death with hysterical screaming and crying. Attempts made by the nurses to
soothe her were met with angry rebuffs. She said she just couldn’t believe
that her mother really had died. She cried almost continually over the ensu-
ing period, including the visitation, and was unable to participate in prepara-
tions for the funeral. Her younger sisters took over and organized these
events, as well as the selection of a casket and decisions about the burial. She
found respite only by falling into an exhausted dreamless sleep, assisted by
hypnotic medication prescribed by her concerned physician. She sobbed
throughout the funeral service.

Angela was inconsolable for weeks after her mother’s death. She alter-
nated between periods of intense emotion and a kind of dulled emptiness
when she felt numb. She experienced a strange sense of alienation from her
family and friends, almost like she was living in a dream. She forgot to eat
and hardly left the house. She got almost no physical exercise and engaged
in only minimal social interaction. She looked forward to the night when she
could go to bed, and assisted by the pills from her doctor, escape from the
nightmarish reality of her days.

During the first few months after her mother’s death, Angela’s friends
and family were warm and comforting and did their best to help take care of
her and her family. They made needed school pick-up and transportation
arrangements for her two children, ages 7 and 12. Her sisters and best friend
either arranged to cook dinner or made sure that they provided food that
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could be stored in the freezer and easily heated. At least one of them called
Angela on a daily basis and expressed her sympathy, while also gently trying
to distract her from the pain of the loss. After about 6 months of this, the
three women started to become impatient. They talked among themselves
about how tiresome this was getting and shared the observation that Angela
still seemed to be in the frame of mind that emerged in the early days after
her mother’s death. They became concerned that their sympathy and sup-
port were impeding her progress and decided together that they would need
to take a different tack.

Maria, Angela’s closest friend, called her to tell Angela that she and her sis-
ters felt that it was time to move on. She gently urged Angela to push herself to
do more and reminded her that her children and husband needed her. She
said that the three women would no longer arrange for after-school manage-
ment of the children and would stop providing dinners. She said that she
would call later in the week to see how things were going, and she invited
Angela to go shopping with her. Angela heard all this as though it were being
said across a deep chasm. She felt several pangs of guilt as Maria talked, and
started wondering what was wrong with her. She agreed with everything Maria
said and accepted the invitation to go shopping. However, she felt dead inside
and wondered how she was going to manage. In recalling this period, she
reported that she “went on auto-pilot.” She began to take care of things that
were necessary, as her sisters and friends hoped she would do. However, her
sense of estrangement from them increased as she realized they had no under-
standing of how she was feeling. Moreover, because they were her closest com-
panions with whom she had always shared everything, she now decided that
she was “damaged goods” to feel so estranged.

She told herself that she could have prevented her mother’s death if she
had only taken her to a different doctor. At the same time, she also felt that
she was wrong to be so devastated by the death. She thought that her sisters
and friend were right. She should be over it by now. She began to wonder if
others would be better off without her and stopped using her asthma medi-
cation. She occasionally ran a red light when driving—something very
uncharacteristic for her. Although she was seriously angry with God, she had
always been a religious person and she feared that taking her own life might
mean that she would never see her mother again.

Angela had returned to her work as an assistant store manager at a local
pharmacy after just a week of bereavement leave. Her job hours allowed her
to be home by 3:30 to meet her children when they arrived home from
school. After her mother died, her boss was sympathetic but refused to allow
more time off. Angela went through the motions at work, but found herself
escaping to the ladies room to cry several times a day. She made mistakes at
work, though she was usually a careful employee. Her boss was understand-
ing at first, but after several months of persistent, obvious reduction in her
job quality, had given her a verbal warning. This occurred around the same
time that Maria was telling her that she should “move on.”
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Angela’s was a close-knit family. Her parents had lived two blocks away
(her father was still there) and two of her four sisters lived in the neighbor-
hood as well. Her oldest brother had married a woman that the sisters did
not like, and he lived in another part of town. Angela was the oldest of the
five children and was especially close to her mother. She saw her mother
almost every day and talked to her on the telephone at least daily. She
secretly felt that she was her mother’s favorite, and this feeling of specialness
meant everything to her. A quiet, conscientious person, Angela had been
plagued for most of her life with mild but persistent feelings of insecurity.
These feelings evaporated when she was with her mother. She felt the glow
of her mother’s admiration and valued her advice and counsel. Angela rarely
made a decision without first discussing it with her mother. Once, about 10
years before her mother’s death, her parents had rented a cabin for 2 weeks
over the summer. Angela recalled that she had felt lost during that time with-
out her mother and thereafter persuaded her husband and her parents that
it would be more fun to take vacations together.

Angela presented for treatment of CG after her daughter, now 16, was
caught drinking with her friends and taken to a local police station. Angela
was devastated. She decided that she had ruined her daughter’s life, and the
daughter was on the road to being an alcoholic or even a drug addict. She
said she knew that she could not raise her children without her mother.
When she began telling her sister that she would be better off dead, her sis-
ter brought her for psychiatric treatment.

On admission to the clinic, Angela told the clinician that she had not
been the same since her mother had died. She described persistent, intense
yearning and longing for her mother and a feeling of disbelief about her
death. She reported frequently having the feeling that she would round a
corner and her mother would be there. When she was alone, she would
often daydream about the times she had shared with her mother, and hours
would pass before she realized that she had not accomplished something she
had set out to do. At the same time, she often had recurrent intrusive images
of her mother’s face just before she died. Her mother had lost considerable
weight in the final months of her illness, and her wasted, exhausted body
and tired eyes would appear as a frightful image in Angela’s mind.

Angela refused to go anywhere that she had regularly gone with her
mother, or anyplace where they had shared a particularly special time. How-
ever, she also did not want to do anything new, because she felt that taking
steps in a new direction would distance her from her mother. Thus her activ-
ities were markedly constricted, and she engaged in only those pursuits that
were necessary to care for her family. Additionally, she was plagued with self-
doubt about her relationship with her mother, especially the period of her
mother’s illness. Angela was preoccupied with thoughts about how she might
have taken better care of her mother and/or made her death easier. Some-
times, when she focused on the fact that her mother had died, she experi-
enced a panicky feeling and thought she was going crazy.
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Angela felt reassured when she was told by the therapist that her experi-
ences were typical of the syndrome of CG. The therapist explained the concept
of primary and integrated grief and suggested that Angela had gotten stuck,
through no fault of her own, in primary grief. Because most people experience
the progress of grief differently from this, it was understandable that her family
and friends did not understand. One of the things the therapist suggested was
that Angela invite one of her sisters or her friend Maria to come to a session, so
that she could hear our view of the situation and (hopefully) become an ally in
the treatment. Angela reluctantly agreed to this idea. The therapist told Angela
that he could provide a treatment approach that has been successful with this
problem, and that, with some work, it would be very possible for her to feel a
good deal better. She was relieved to hear this view.

Angela learned how to recognize her feelings of grief and to rate her
grief intensity on a scale of 0–10. She began keeping a grief diary and notic-
ing when her feelings were highest and lowest. The therapist explained that
both are important because getting the grief process moving entails both
engaging with the higher levels of emotions and also learning how to set the
grief aside. The situations associated with lower levels of grief during the
week would begin to provide clues about what she could do that would make
it easier to set her grief aside for a time. At the same time, the cues for
higher intensity grief would help in deciding how to work best with the pain-
ful emotions.

In the second session the therapist encouraged Angela to think about
her personal goals. He asked the question, “If you were feeling much better
and your grief was not so preoccupying, what do you think you would like to
be doing with your life?” Angela thought for a minute and said she would
like to be more engaged with her children and her husband and take better
care of them. The therapist accepted this statement and then encouraged
her to think of something she would also like for herself. At this point
Angela smiled broadly for the first time since he had met her. She said that
she had an “old dream” of becoming a physician’s assistant. She shyly told
the therapist that she had been a pretty good student in high school and also
had done pretty well in community college. She had dreamed of being a
nurse or a physician’s assistant because she found herself very attracted to
medicine. However, when she met her husband-to-be after her second year
of college and they decided to get married, her mother encouraged her to
quit school and get a job so that they could save up to buy a house. At that
point, Angela got her job at the pharmacy. She said she had been thinking a
lot lately about going back to school, but she wasn’t sure if her mother would
approve. Her mom always thought a woman’s place was in the home, and
her younger child was still 11 years old. Still, she had gone as far as looking
on the Internet to see if there were any physician assistant programs in the
area. It turned out that her own community college offered such a program.
She had begun daydreaming guiltily about what it would be like to go there
again. She asked the therapist if he thought this was wrong.
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The therapist reassured her that he definitely did not think it was
wrong, and in fact, told her it was very interesting to him to see how much
her mood brightened when she talked about this topic. She said that it made
her happy to think that she could possibly get more education that would
help her to do something very useful in the world. She said she had always
felt it would be important to make a contribution to the community, but her
mother did not agree, so she felt uncertain about her own feelings in this
area. She longed for a feeling of independence that she could not seem to
get in her family. However, since her mother’s death, she had been feeling
guilty about these wishes, even sometimes thinking that her disagreement
with her mother about this issue had so troubled her mother that it had
somehow caused her illness. Angela knew this line of thinking was irrational,
but still she had this thought and it troubled her.

The therapist told her that he was quite certain that this wish on
Angela’s part did not cause her mother’s illness, and he also said that he
thought it would be very important to pursue her desire to enlarge this area
of her life. He asked her what she would need to do in order to know that
she was moving forward on this possibility. He also asked her to consider
who could help her with her goal and what might stand in the way of her
achieving it. The therapist explained that dealing with the loss of a very
important person can really only proceed naturally if the bereaved person
deals with the emotional side of the loss—the sadness and the guilt and anxi-
ety, and even with anger about the death—at the same time he or she is
rebuilding own life. He said that if you try to do one of these coping tasks
without the other, it tends to hold both back. Imagine two little toy trains
tied together with a string, he said. If you shoot one of them forward, it will
go for a while but then the other one will stop it and pull it back a little. So to
move them forward, you need to push them both at once. Angela smiled.
She said it made sense.

The ensuing session included imaginal revisiting and situational revisit-
ing exercises. Angela agreed to participate in the revisiting exercise but
expressed concerns that it might be very upsetting and that she honestly
didn’t see how it would help her. The therapist explained that in telling and
retelling this story, and in listening to herself do this, she would likely come
to see some of the most troubling elements in a new way. He assured her
that he would help her as she moved through this process.

Angela then closed her eyes and told the story of her mother’s death.
She was alone with her mother, sitting with her in the hospital, and her
mother was very weak and tired. She had not eaten for several days and
spent most of her time sleeping. The sisters were taking turns being at her
bedside. Usually there were two of them, but at this time Angela happened
to be alone. She walked out of the room to use the bathroom and when she
returned, she noticed that her mother did not seem to be breathing. She
shook her mother’s arm, and her mother opened her eyes and looked at
Angela. “I’ll never forget that look,” Angela said. “It was like she was angry
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with me. It was like she was saying, ‘How did you let this happen? Why didn’t
you help me?’” Then she said her mother smiled and opened her hand “like
she wanted me to hold it. I took her hand and she gently squeezed. She whis-
pered, ‘I love you, Angela.’ And then she took a strange-sounding deep
breath and looked distant. She didn’t breathe again for about a minute, and
it really scared me. I was going to run for the nurse when she did that again.
This time she closed her eyes and didn’t breathe again. I kept waiting for
another breath, and then it suddenly occurred to me that she was gone. I
started to scream at her, ‘Breathe!! Breathe, Mom! You can’t go away! You
can’t leave me!’ I don’t know what else I said because I started to cry hysteri-
cally, and a nurse rushed into the room and took my arm. She tried to calm
me down, but she just made me mad. She seemed to be saying that my
mother was at peace, but I did not want to hear it. After a while my sisters
came and then the rest of the family. Everyone was crying. We were all hys-
terical. Honestly, I don’t remember much about what happened after that.
The next thing I remember was being at my parents’ home with my father
and all of the family and lots of friends and other people around. Our family
doctor came over to talk to me, and he gave me a sedative. Eventually I fell
asleep.”

Telling this story took about 10 minutes, and the therapist provided
periodic encouragement and asked for subjective units of distress (SUDs)
levels every 2–3 minutes. Angela started the story at a 70, on a scale of 1–
100, and quickly increased to a 100. She stayed at a 100 for most of the story.
She began crying soon after starting to tell this story and was sobbing by the
end. This exercise was tape recorded. After Angela said she fell asleep, the
therapist asked her to open her eyes and again asked her SUDs level. She
said it was 80. The therapist asked what this experience was like for her.
Angela said that it seemed very real, and that she had not told anyone this
part of the story. She reported feeling very guilty about the part when she
almost went to get the nurse, but then her mother breathed again so she did-
n’t. Angela said she should have gone to get the nurse—that maybe her
mother would still be alive if she had done that. The therapist asked her if
she really thought that was true. She said “yes and no.” Part of her, she said,
knew that her mother had a terminal illness. The doctors told her that there
was no more they could do to cure the cancer, but somehow she still felt that
this was not true and that if she had taken better care of her mother, she
would have lived.

Angela was crying again, saying, “I really didn’t want her to die.” The
therapist said that he understood this and that he knew it had been very diffi-
cult for her to lose her mother. He then said that she had done an outstand-
ing job with this exercise and that he wanted her to do another brief exercise
in order to set this story aside. He suggested that she close her eyes and
imagine that the story she just told was on a videotape. He suggested she
rewind the tape and put it away. He asked her to describe this process, which
she did, and the therapist then asked her SUDs level. She said it was 40. She
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opened her eyes, and the therapist asked if she were willing to listen to the
tape during the week. She said she would try. He then asked how she
planned to spend the rest of the day.

The remainder of the session was spent (1) discussing how she would
take care of herself and reward herself for this hard work, (2) planning situa-
tional revisiting exercises, (3) planning when she would listen to the tape,
and (4) discussing where she stood on her progress toward finding a way to
enter the physician’s assistant program or something similar. At the end of
the session her SUDs level was a 20.

Angela listened to the imaginal revisiting exercise four times during the
week. She found it too hard to do this every day, as suggested by the thera-
pist, but she did learn that by the end of the week her SUDs had come down
to 70–80 for most of the tape. When she described her mother’s eyes, the
SUDs went to 100 and stayed there until she reported being at home with
her family. This story was repeated during the subsequent four sessions, and
more details were filled in. During the fourth of these, the therapist focused
on the last part, where the SUDs were still high. They repeated this part of
the story three times sequentially in the seventh session.

Angela noticed several things as she repeatedly told the story. First, she
commented on how well the sisters had worked together during their
mother’s illness and how supportive they had been of each other. She said
she had forgotten all about that. As she came to this realization, she decided
to go out with her sisters and discuss this period with them. Their lunch
together went very well, and Angela reported that she felt very close to them
again, for the first time since her mother had died. During the “hot spot”
repetition of the scene regarding her mother’s “angry” look, Angela began
to consider the possibility that the look she recalled might have been one of
confusion upon being awakened. She began to think that her mother was
disoriented and did not recognize her at first. Then, when she realized
Angela was with her, she smiled and took her hand and said she loved her.
Angela began to cry with relief. She said that she was sure this was what hap-
pened and was amazed at her own distortion of this over all these months.

As Angela worked on the imaginal and situational revisiting exercises,
she also began to complete memory forms. Over therapy weeks 5–9 she
listed (1) things she liked about her mother, (2) more things she liked
about her mother, (3) her favorite things about her mother, (4) things she
didn’t like so well, and (5) things she liked and didn’t like. During this
time, the therapist asked her to bring in pictures of her mother and to talk
about her and her relationship with her mother, telling stories related to
the pictures.

By the eighth session the SUDs levels in the imaginal revisiting story had
come down to 50–60 throughout the story, and a revisiting story of the
funeral produced SUDs levels of 50–70. At the ninth session the therapist
suggested that Angela might want to have an imaginal conversation with her
mother. He described this procedure as one in which Angela would again
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close her eyes and imagine herself at the bedside of her mother. However,
this time it would be after her mother had died. She could imagine that
everyone else had left the room and she had a few minutes alone with her
mother, who had now died. The therapist invited Angela to imagine that she
could actually talk with her mother at this time and suggested she tell her
mother anything she would like and/or ask her any questions that she would
like to have answered. After Angela spoke to her mother, the therapist
would ask her to imagine that she was her mother and to respond. This “con-
versation” could go back and forth several times. Angela agreed to do this
exercise.

During the imaginal conversation, Angela first told her mother how
much she loved her and missed her. Her mother “responded” by saying that
she loved Angela very much too. Angela then asked her mother if she
thought that she could have done more to make her comfortable or prevent
her death. Her mother then “said” that it was a great comfort to her that
Angela was with her when she died. She said that she knew she had fright-
ened Angela and she was sorry about that. However, she was ready to go.
She said that the last few months of her life had been very painful. She knew
her family would miss her, so she tried very hard to hang on, but it was
exhausting. No one could have prevented her death. She said it was a great
relief to let go and that she was at peace. She added that she very much
wanted her daughter to be at peace too. She said that death is a natural thing
and that she knew her daughter could accept that. She “told” Angela that
God was looking after her and that her spirit would always be with her family
on earth. Angela ended this conversation feeling greatly relieved. She said it
was hard to do this exercise, but it also made her feel closer to her mother
than she had since her mother had died.

In the 10th session the therapist conducted a brief review of their prog-
ress to date. Both agreed that it was very dramatic. Angela was feeling much
better. Her relationships with her friends and family had improved dramati-
cally. She had stopped having intrusive images of her mother dying and she
was able to really have fun with her 11-year-old son. She was still avoiding the
hospital where her mother had died, and she still had three large boxes of
her mother’s clothes and possessions that she had not opened since she and
her sisters had packed them in the weeks after the death. She wanted to give
some of the things away, and she wanted to decide what to keep. In addition,
she had not yet gone back to the restaurant that her family’s favorite place to
eat with their mother. She had decided that she wanted to try taking a course
in the physician’s assistant curriculum during the next semester, and the
school had agreed that she could do that. She thought that embarking seri-
ously on this route would require some changes in her relationship with her
husband and children, and she was unsure how to negotiate these changes.
The therapist suggested that in the remaining sessions they focus on continu-
ing the situational revisiting exercises, the work on goals, and this new work
on role transition. In addition, he suggested that Angela have another
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imaginal conversation with her mother to “discuss” her plans to go to school.
Angela was agreeable to this suggestion.

Over the course of the next five sessions Angela worked with the thera-
pist, using IPT techniques to elucidate and discuss her feelings about the
planned transition to studying and then work as a physician’s assistant. She
became aware of feeling anxiety about her ability to succeed, guilt about her
wish to do so, and sadness that her mother was not there to share this new
plan with her. She and the therapist discussed her guilt about doing some-
thing that would affect the lives her husband and children, especially given
her fear that her mother would not approve. She began to talk first with her
husband and later with her children about her plans and was able to be asser-
tive in the face of their doubts and reluctance. In the end her family agreed
to do what was needed to support her. During this period she realized that
her husband had his own insecurities, and the therapist helped her provide
support for him as they progressed in this work. Angela held another “con-
versation” with her mother, in which she told her mother of her feelings
about becoming a physician’s assistant and her mother responded
supportively. In the course of this work, the families went to dinner at the
previously avoided restaurant, and she and her sisters went through her
mother’s belongings and disposed of them in ways to which they all agreed.

The final sessions of the treatment focused on termination. The thera-
pist asked Angela to think about what had helped her and what she thought
had changed through the treatment. Angela said the revisiting exercises
were clearly the turning point for her. Additionally, she said that talking
about her wish to work in medicine and then taking steps toward achieving
this goal were very important. She said that, quite honestly, she felt like a dif-
ferent person from when she began the treatment, and really a different per-
son than she had been even before her mother had died. The therapist
encouraged her to plan activities she would continue when therapy ended.
They discussed her feelings, including her fears and happiness, about ending
the sessions.

CONCLUSIONS

CGT is an IPT-based psychotherapy that targets the specific occurrence of a
dysfunctional primary grief reaction. Underlying the CGT model is the idea
that grief itself can go awry, and that this is different from the onset or wors-
ening of a DSM-IV disorder that might be triggered by the stress of a loss.
Grief is a problem primarily because of the strength of the lost attachment
relationship and the perceived internal psychological ramifications of its
loss. Thus, whereas IPT is a highly effective treatment for mood disorders, its
model of grief does not fit our conception of CG, nor does it necessarily
describe the process of natural grief as elucidated by empirical data. IPT
strategies focus on the hypothesized therapeutic value of cathartic expres-

316 SPECIALIZED POPULATIONS AND DELIVERY



sion of negative emotion, articulation of ambivalent attitudes toward the
deceased, and encouragement to loosen the attachment, which is considered
to be “crippling” and essentially pathological. CGT focuses on the need to
address simultaneously the loss and restoration of functioning. Dealing with
the loss entails reducing the traumatic and separation distress related to the
death. Decreasing separation distress is achieved through improving
patients’ ability to reconfigure their mental models of the deceased in such a
way as to enhance a sense of connection to the person who died. Amelio-
rating traumatic distress is achieved through cognitive change in the experi-
ence of the death. Restoration coping is targeted with work on personal
goals and improving satisfaction in ongoing relationships and daily activities.

To construct CGT, we modified IPT and added CBT-based enhance-
ments. These include (1) revisiting of the time of the death, (2) revisiting
activities, people, and objects that the patient is avoiding, (3) directed work
with memories, and (4) an imaginal conversation with the deceased. CBT is
procedurally compatible with IPT. Memories work, imaginal revisiting, and
engagement with avoided objects are similar to stated procedures in the stan-
dard IPT manual, though specifics of the techniques are somewhat different
in CGT. IPT instructs therapists to discuss the relationship to the person
who died and the events prior to, during, and after the death, and encour-
ages the patient to look through belongings or pictures of the deceased. The
use of imaginal conversation and the development of personal goals are not
mentioned in the standard manual, but are also very consistent with the pro-
cedures used in standard grief-focused IPT. Pilot work with CGT showed it
to be very promising, with large reductions in scores on the ICG. A follow-up
randomized controlled trial (N = 95) has just been completed, and initial
analyses show greater improvement with CGT than IPT, with the same per-
centage of treatment dropouts (26%) in each treatment.
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CHAPTER THIRTEEN

Sexual Revictimization
Risk Factors and Prevention

Marylene Cloitre
Anna Rosenberg

Sexual assault is one of the most frequent types of trauma associated with
the development of posttraumatic stress disorder (PTSD; Norris, 1992) and
is a highly prevalent event, with one out of every eight women experiencing
a sexual assault some time in her life (National Victim Center and Crime Vic-
tims Research and Treatment Center, 1992). Of note however, sexual assault
in adulthood is not evenly distributed across the female population. Rather,
certain subgroups of women are more at risk than others. One of the most
robust risk factors for sexual assault is a history of childhood abuse. Among
clinical samples, women who have experienced childhood sexual abuse are
2.3–3.7 times more likely to experience a sexual assault in adulthood than
those without an abuse history (Cloitre, Tardiff, Marzuk, Leon, & Potera,
1996). In community samples, risk is also heightened. For example, college
women with a history of childhood sexual abuse are 1.4–2.1 times more
likely to experience adult sexual assault than their nonabused counterparts
(Roodman & Clum, 2001). A review of epidemiological data collected on the
prevalence and types of sexual assault and abuse in a community sample has
revealed that among women reporting a history of sexual assault, the major-
ity (59%) reported having been assaulted in both childhood and adulthood,
with much smaller numbers reporting only one or the other form of assault
(Wyatt, Guthrie, & Notgrass, 1992).

These data indicate that retraumatized women make up the largest sub-
group of sexually assaulted women. Given this fact, sexual assault research
should prioritize identifying the psychological characteristics of women with
a history of childhood sexual abuse that put them at risk for adult sexual
assault. It is also important to begin developing prevention programs for at-
risk women and adolescent girls that target and reduce these risk factors.
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This chapter reviews the available data on the potential intrapersonal
and interpersonal assault risk factors among women with a history of child-
hood abuse. It also presents a developing model of retraumatization and an
intervention designed to reduce risk for repeated sexual assaults.

CHARACTERISTICS OF CHILDHOOD VICTIMIZATION

Victimization during childhood varies dramatically in its content, context,
and consequences. Specific aspects of childhood abuse increase the risk of
revictimization. Women who experience other types of abuse in childhood
in addition to sexual abuse are at greater risk for adult victimization. In addi-
tion, severity of the abuse and the relationship to the perpetrator also influ-
ence the likelihood of future interpersonal violence.

Co-Occurrence of Child Sexual and Physical Abuse

Physical abuse frequently co-occurs with sexual abuse and is an independent
and additional contributor to adult revictimization. It has sometimes been
found to have even greater predictive weight than sexual abuse, depending
on the severity and complexity of the adult trauma. Merrill and colleagues
(1999) found that childhood sexual abuse was a stronger determinant than
physical abuse in predicting adult rape. In contrast, a similar study found
that both sexual and physical abuse independently contributed to adult sex-
ual revictimization, but physical abuse was a stronger predictor (Arata &
Lindman, 2002). In addition, Schaaf and McCane (1998) found that women
with the highest rate of adult sexual and/or physical victimization reported
experiencing both child physical and sexual abuse. Women with childhood
physical abuse only had the second highest rates of adult victimization, fol-
lowed by women with only child sexual abuse. The results suggest that physi-
cal abuse is a stronger predictor of adult victimization when defined to
include a wide range of outcomes (i.e., rape, domestic violence, sexual and
physical assault), and there is some ambiguity in regard to the relative role of
childhood sexual versus physical abuse when the outcome is limited to adult
rape.

Cumulative Effects of Childhood Maltreatment

Apart from child sexual and physical abuse, other forms of childhood mal-
treatment increase the risk of adult victimization. A dose–response effect
exists such that experiencing more types of victimization in childhood results
in a stronger likelihood of adult victimization (Sanders & Moore, 1999;
Irwin, 1999; Clemmons, DiLillo, Martinez, DeGue, & Jeffcott, 2003). A study
of college women found that those who experienced date rape in adoles-
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cence/young adulthood had greater total childhood traumatic experiences
than women who had not been raped (Sanders & Moore, 1999). Childhood
traumatic experiences were measured by combining the three subscales of
the Child Abuse and Trauma Scale: Negative Home Environment/Neglect,
Punishment, and Child Sexual Abuse. When women were compared on indi-
vidual subscales, the difference between the raped and nonraped groups
remained on the Negative Home Environment/Neglect subscale but was not
apparent on the Child Sexual Abuse and Punishment subscales. In a commu-
nity sample of 155 Australian women, individual types of childhood mal-
treatment were not predictive of adult physical and/or sexual assault,
although the total number of traumatic experiences was related to adult
assault (Irwin, 1999). Similarly, in a sample of Latina undergraduates,
Clemmons et al. found no differences in level of trauma symptomatology
between women who experienced a single form of child maltreatment and
those who experienced no maltreatment; however, those who experienced
two or more types of maltreatment (29% of the sample) had greater symp-
tomatology than those with a single type of maltreatment or none at all.
Types of maltreatments included sexual abuse, physical abuse, emotional
abuse, and witnessing violence. The authors also noted, however, that the
number of types of maltreatment was positively related to severity of mal-
treatment. In summary, traumatic events typically do not occur in isolation
during childhood. When researchers assess for only a specific type of abuse,
they risk drawing inadequate conclusions about which kinds of abuse are
driving the consequences.

Severity of Childhood Sexual Abuse and Type of Perpetrator

Severity of abuse has a great impact on future interpersonal violence (Fer-
guson, Horwood, & Lynskey, 1997; Kessler & Bieschke, 1999; Irwin, 1999;
Clemmons et al., 2003). In a meta-analysis of 19 empirical studies
Roodman and Clum (2001) found that defining child sexual abuse as con-
tact yielded a greater effect size for predicting revictimization than a
broader definition of childhood abuse. These findings also indicate the
importance of providing a precise definition of childhood sexual abuse,
suggesting that variation in measurement contributes to the noted varia-
tion in sexual abuse prevalence rates and revictimization rates. Studies
with carefully operationalized definitions of sexual abuse have produced
more coherent relationships with revictimization. For example, a study of
520 New Zealand 18-year-olds showed a linear increase in odds of
revictimization with increasing severity of childhood sexual abuse (Fergu-
son et al., 1997). Odds of rape/attempted rape were 11:1 for those whose
childhood sexual abuse involved intercourse, as compared to the
nonabused group, whereas they were 2:1 for those who had experienced
noncontact childhood sexual assault.
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In addition, there are some data indicating that the relationship of the
perpetrator to the victim plays an important role. Kessler and Bieschke
(1999) found that women who were abused incestuously had higher odds of
revictimization than those abused by a nonfamily member adult or peer. Fur-
thermore, women abused by a peer were more likely to experience
revictimization than those abused by a nonfamily member adult.

THEORETICAL ORIENTATION: A SOCIAL–
DEVELOPMENTAL PERSPECTIVE

Whether an assault occurred in childhood or adulthood matters because the
impact of interpersonal violence first occurring in childhood may be qualita-
tively different from that occurring in adulthood. The preponderance of
data indicates that women who were sexually abused in childhood experi-
ence more severe and more diverse negative effects than women who were
victimized only in adulthood (Follette, Polusny, Bechtle, & Naugle, 1996;
Messman-Moore & Long, 2000). Furthermore, it has been suggested that
understanding the sequelae of childhood sexual violence in terms of a PTSD
model alone underestimates the range of deleterious consequences, which
have been found to include significant problems in the emotional and
social–developmental and domains of functioning.

Contemporary developmental theorists posit that abuse that takes place
in childhood profoundly interferes with developmental tasks of that period,
among which are included the critical development of affect regulation and
interpersonal relatedness. There is substantial research in the developmental
and community psychology literature indicating that childhood abuse has a
negative impact on the acquisition of appropriate emotion regulation and
interpersonal skills (e.g., Cicchetti & White, 1990; Shields & Cicchetti, 1998),
a prerequisite to effective functioning in later life. For instance, early mal-
treatment, including both sexual and physical abuse, is associated with high
levels of negativity and anger in toddlers and lack of self-control in pre-
schoolers (Erickson, Egeland, & Pianta, 1989). Hostility and difficulty with
peers (bullying or experiencing victimization) are seen in older children with
histories of abuse (e.g., Hennessy, Rabideau, Cicchetti, & Cummings, 1994;
Howes & Eldredge, 1985; Shields, Ryan, & Cicchetti, 1994). Sexual abuse, in
particular, is associated with a variety of symptoms in childhood, including
oppositional behaviors, sexualized behaviors, anxiety, and depression (Kend-
all-Tackett, Williams, & Finkelhor, 1993).

The disruption of affect regulation and interpersonal relatedness skills
is hypothesized to create risk for subsequent assault in various ways. Below
are descriptions of developmental processes associated with affect regulation
and interpersonal relatedness, how these processes may be disrupted as a
result of abuse, and the way in which these disruptions may create risk for
future assaults.
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AFFECT REGULATION

The capacity to regulate internal states and behavioral responses to external
stressors is a skill facilitated by caretakers. For example, children’s excite-
ment about, and/or fear of, the new and unknown is moderated by the pro-
vision of parental soothing and guidance concerning appropriate approach
and avoidance behaviors. In general, effective caretakers engage in behaviors
that modulate the child’s physiological state, providing a balance between
reassurance and stimulation (Bowlby, 1984; van der Kolk, 1987). Under
these circumstances, children learn how to take care of themselves effectively
and, alternatively, how to get help when they are distressed (van der Kolk,
1996).

Sexual abuse can interfere with affect regulation development in two
ways. First, the abuse itself directly contributes to affect regulation problems
because it promotes chronic arousal. Second, the family environments of
children who experience abuse provide little learning opportunity to
develop affect regulation skills. Caregivers in such families often have affect
regulation and impulse control problems themselves, such as mood disor-
ders, domestic violence, and substance abuse problems (Shearer, Peters,
Quaytman, & Ogden, 1990; Kellogg & Hoffman, 1997).

Risk Factors Related to Affect Dysregulation

Evidence is accumulating that certain problems associated with affect regula-
tion, such as alexithymia and dissociation, are risk factors for sexual assault
(Cloitre, Scarvalone, & Difede, 1997). In addition, there is anecdotal evi-
dence that affect dysregulation, defined as a state of alternating experiences
of emotional flooding and numbing, may also be a contributing risk factor.
Lastly, use of alcohol and drugs, often reported as coping mechanisms
intended to blunt painful or overwhelming affect, has been repeatedly dem-
onstrated as a risk factor for sexual assault.

Alexithymia

“Alexithymia” refers to difficulties in identifying and labeling feeling states.
This difficulty may have its source in chronic hyperarousal experiences in
which the intensity of arousal may make it difficult to discriminate among
feelings such as anger, fear, and anxiety. It is also possible that problems in
appropriately labeling feelings are the result of poor or inaccurate instruc-
tion from caretakers, who themselves have limited abilities in this regard, or
who are motivated to mislabel a child’s emotional states to normalize or
deny abuse. Differentiation among feeling states is a skill that develops in
childhood, and recent data suggest that childhood abuse may subvert this
skill (Cicchetti & White, 1990). One study found that women whose first sex-
ual assault occurred in childhood were more likely to be alexithymic than
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women who had been assaulted for the first time in adulthood, even when
other additional traumatic events in adulthood, such as domestic violence,
were taken into account (Cloitre et al., 1997).

Alexithymia may especially be associated with acquaintance assaults. Dif-
ficulty identifying and labeling feeling states results in a diminished emo-
tional vocabulary and an affectively out-of-sync self-presentation, which may
lead others to more easily minimize or actively disregard an alexithymic indi-
vidual’s “no.” Perhaps equally important, such individuals may be less able to
accurately read others’ emotional cues (e.g., to distinguish anger that is
appropriate vs. dangerous), thus diminishing their capacity to respond effec-
tively in interpersonally threatening situations.

Dissociation

Dissociation has also been suggested as a risk factor for subsequent assault
among individuals with childhood abuse. Although there has been some con-
troversy about the definition of dissociation, it is typically understood as an
experience in which the individual is cognitively and emotionally removed
from the current circumstance and has reduced or no available memory of
it. The high level of dissociation among retraumatized women may make
them frequently unaware of their environment and insensitive to potential
risks. In addition, being in a dissociative state may make them look confused
or distracted, marking them as “easy targets” to sexual and other predators.
Lastly, poor recall of experiences and events occurring during a dissociative
state may make an assaulted woman less likely to reach out for help and/or
to be believed, thus decreasing the chances of employing any psychological,
social, or legal intervention that can reduce risk for future events.

Cross-sectional studies have found that dissociation is higher among
revictimized women than women victimized once (Cloitre et al., 1997; Wil-
son, Calhoun, & Bernat, 1999). In the study described earlier, women with
both adult and childhood sexual assaults were found to report more fre-
quent dissociative experiences than women who had been assaulted for the
first time in adulthood and those who had never been assaulted (Cloitre et
al., 1997). In a retrospective study of 51 childhood sexual abuse survivors,
Field et al. (2001) reported that those revictimized in the 6 months prior to
assessment had more somatic and psychological symptoms, including disso-
ciation, than those who had not been revictimized during that period. These
cross-sectional and retrospective study designs, however, cannot determine
whether dissociation is a risk for revictimization, a consequence of it, or
both.

Prospective and mediational studies suggest that recent revictimization
is associated with dissociation (Sandberg, Matorin, & Lynn, 1999; Irwin,
1999; Kessler & Bieschke, 1999). The only prospective study of revictim-
ization, which had a 10-week time frame, found dissociation to be associated
with childhood sexual abuse, and even more strongly with childhood abuse

326 SPECIALIZED POPULATIONS AND DELIVERY



and adult victimization combined. It was not, however, associated with
revictimization during the 10-week period. The study provides evidence for
dissociation as a consequence of victimization that develops in a cumulative
fashion over multiple traumatic events. However, because the time period
for the study was relatively short, and the number of women who experi-
enced victimization during that period were few, further testing is necessary
to determine whether or not dissociation is a risk for future revictimization
as well as a consequence of it.

Further research might also explore whether other characteristics asso-
ciated with dissociation, such as poor problem-solving strategies, may affect
risk for revictimization. One study found that women with a history of child
or adolescent sexual abuse were more likely to use disengagement coping
methods to deal with an adult sexual assault than women without such a his-
tory (Gibson & Leitenberg, 2001). Disengagement coping was also associated
with more general distress (r = .27, p = .007) and more PTSD symptoms
(r = .50, p < .001).

Emotional Flooding and Numbing

Emotional flooding and numbing have been anecdotally reported as poten-
tial risk factors for assault. A “flood” of fearful feelings, or the absence of
such feelings in the face of threat triggers can derail appropriate fight-or-
flight responses. Women who have been repeatedly assaulted report overre-
action to low-level threats and, alternatively, a lack of reaction or appropriate
response to an event or trigger that indicates risk of assault. High-level trig-
gers such as trespassing of physical boundaries (e.g., being touched at work,
being approached on the street) or the presence of a weapon may not gener-
ate a fear response strong enough or early enough to initiate protective
action.

Risk Recognition

Because affect regulation problems may lead an individual to high-risk situa-
tions and may hinder proper response in these situations, recent studies
have attempted to assess the relationship between a history of repeated trau-
ma and the capacity for accurate, subjective experiences of threat. For exam-
ple, Meadows and colleagues (Meadows, Jaycox, Webb, & Foa, 1996)
reported that the number of danger cues identified by objective raters in a
single-event rape narrative was negatively correlated with the number of sex-
ual assaults the victim had experienced, suggesting a relationship between
poor risk recognition and a history of multiple assaults. A client at our clinic
remarked that her feelings of fear alternated so wildly that she could never
trust them to function as a guide for action. She said she had been physically
abused so often as a child that her “danger sensor was smashed.”

Several studies have used an audiotaped vignette of a date rape scenario
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that progresses from verbal appeals to coercion (Marx & Gross, 1995) to
examine when female subjects thought the man had gone “too far” (which
they indicated by pressing a button). In a study by Wilson et al. (1999)
women who had been revictimized waited significantly longer, until a more
coercive section of the tape, to press the button, as compared to
nonvictimized women and to women victimized once in adolescence/adult-
hood, suggesting that revictimized women recognized threat only at more
coercive circumstances. A relationship was not found between decision
latency (i.e., the length of time to recognize the risk of the situation) and
trauma symptoms for the entire sample. However, for the revictimized
women decision latency was negatively related to (MPSS-SR; Modified PTSD
Symptom Scale: Self-Report) scores, suggesting that revictimized women
who waited until higher risk segments of the tape reported less PTSD symp-
toms than the revictimized women who pressed the button at an earlier
point in the tape. Further examination of subscales showed that women with
higher decision latency had lower reported arousal, whereas they did not dif-
fer on reexperiencing or avoidance scores.

In a later prospective study using the same tape scenario, Marx,
Calhoun, Wilson, and Meyerson (2001) found a difference in decision
latency between victimized college women (victimization age < 14) who
reported being raped between the time of assessment and at 2 months fol-
low-up and those who had not been raped during this time. However, when
a broader definition of sexual victimization was used, ranging from any
unwanted sexual contact to rape, no difference was found in decision latency
between women who had experienced some form of sexual revictimization
during this time and those who had not.

Lastly, in a variation of the risk recognition paradigm described above,
participants watched a videotaped dating situation that highlighted the risk
of sexual assault and then wrote down anything that would make them
uncomfortable in the same situation (Breitenbecher, 1999). Perception of
threat cues was unrelated to both prior sexual abuse and revictimization at a
5 month follow-up. The open response and broad definition of victimization,
which included any type of unwanted sexual contact, may explain the dis-
crepancy between these two studies.

Alcohol and Drug Use

Alcohol and drug use are well-known risk factors for sexual assault, espe-
cially among adolescents (Gidycz, Hanson, & Layman, 1995; Koss & Dinero,
1989; Greene, Navarro, & Gidycz, 1995; Muelenhard & Linton, 1987). In
addition, drug and alcohol abuse are highly prevalent among individuals
with childhood sexual abuse (Browne & Finkelhor, 1986; Polusny & Follette,
1995). Recent data suggest that alcohol consumption is a risk factor for sex-
ual assault as well as a consequence of childhood abuse. However, it seems
that although alcohol consumption is a consequence of childhood sexual
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abuse, it becomes an independent and additional risk factor for later assault.
In a study of navy recruits, Merrill et al. (1999) found that childhood sexual
abuse, alcohol problems, and number of sexual partners were distinct and
independent predictors of adult rape. Similarly, Messman-Moore and Long
(2002) found that childhood sexual abuse, alcohol-related diagnoses, and
substance-related diagnoses each predicted rape and coerced intercourse.
However, no significant interaction was found between child sexual abuse
and either diagnostic status in predicting rape or coerced intercourse.

INTERPERSONAL AND SELF-APPRAISAL

A developmentally sensitive assessment of potential risk factors among child-
hood abuse survivors cannot overlook the temporal context in which the
abuse occurs. During this time a child is organizing views of the self and tem-
plates or schemas for relating to others. Bowlby (1969) and others have sug-
gested that there is a biologically wired-in propensity for maintaining close-
ness to the available caretaker. This biological imperative has its basis in the
enormous dependency of the young on the caretaker for basic survival-rele-
vant activity, such as provision of safety and sustenance. One way in which
this attachment is organized and maintained is through the development of
interpersonal schemas that provide information to the child about the condi-
tions and circumstances under which relatedness occurs, so that the child
may utilize this information to facilitate attachment to the caretaker and thus
maximize survival. Typically, simple behaviors such as proximity and vocal
calls elicit protection from caretakers, and caretakers, in turn, receive intrin-
sic satisfaction from the provision of protection and safety to their offspring.

Interpersonal Schemas Associated with Childhood Abuse

The interpersonal schema for attachment that emerges in an abusive caretak-
ing setting deviates from the format proposed above. For example, in a phys-
ically assaultive home, proximity, a condition for care, may also elicit physi-
cal assault. Thus care and physical assault become paired. In sexually abusive
homes, proximity may elicit sexual activity. Such contingency experiences
might lead to templates of interpersonal relatedness that, whatever their par-
ticulars, suggest that to be interpersonally engaged means to be abused, and
that abuse is a way to be connected.

Because these schemas are assumed to be the templates for future
behaviors, and because they are automatically activated, it is easy to see how
negative patterns set down in childhood can guide the adult toward repeat-
ing activities that are maladaptive in adulthood. For example, a young
woman from an abusive family who has developed the understanding that
interpersonal relatedness is contingent on sexual behavior is more likely to
accept sexual activity as a way of emotionally connecting to others, whether
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or not she is interested in sex. Women from abusive homes are relatively
unlikely to recognize the negative aspects of exchanging sex for human con-
nection, because the pattern was established and accepted in early key rela-
tionships.

Interpersonal schema theory is valuable because it provides a non-vic-
tim-blaming way to understand repeated abusive relationships and assaults
experienced by childhood abuse victims. The theory suggests that there is a
predisposition to form attitudes and actions based on past experience and
that the interpersonal belief system that emerges from these experiences has
its origins in efforts to adapt effectively to the given environment for satisfac-
tion of relational and survival needs. For those whose lives have been com-
prised of positive experiences and loving interpersonal relationships, the
automatic activation of interpersonal schemas does them no harm and, in
fact, probably enhances the probability of positive relationships (e.g., “Hav-
ing my needs recognized/recognizing those of others is a way to attach”). In
contrast, those whose lives have been comprised of trauma and negative rela-
tionships are at risk for continued or repeated negative relationships, a form
of “self-fulfilling prophecy.” Clinicians should note that such individuals
carry a burden from their childhood experiences: namely, ways of thinking
about themselves and others that are automatic and maladaptive. The chal-
lenge for client and therapist is to identify and change the automatic
schemas in order to protect the individual from the negative consequences
of inadvertently repeating his or her own history.

A recent study suggested that the tendency to “repeat” one’s history via
automatic application of interpersonal schemas is a behavior that is typical of
both abused and nonabused individuals; the difference is found in the con-
tents and consequences of the schemas. In a recent study based in the
circumplex model of interpersonal functioning, we assessed the interper-
sonal schemas of several groups of women with differing trauma histories
(Cloitre, Cohen, & Scarvalone, 2002a). The interpersonal beliefs of the
revictimized women (incest survivors with adult sexual assault experiences)
were strongly negative and reflected the expectation for others to respond to
them in cold and controlling ways, for all the “others” they were asked to
consider (i.e., mother, father, or friend) and across a variety of situations
(e.g., competitive, cooperative). In contrast, never-assaulted women gener-
ally expected responses of warmth and low control (i.e., respect for auton-
omy) from the various people and circumstances they were asked to imag-
ine. Thus both groups showed relatively “rigid” interpersonal expectations
that differed only in valence (positive vs. negative) but not in range or flexi-
bility. Notably, incest survivors who had not been assaulted in adulthood dif-
fered from both of these groups. Whereas women in this group held some-
what negative interpersonal beliefs, they showed more variable expectations
of others, depending on the person and situation. Thus the non-revictimized
women showed a greater range of interpersonal expectations, which suggests
the presence of greater flexibility in their approach to interpersonal events.
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Although the data are cross-sectional and causal inferences must be
made with caution, we surmise that the characteristic of relatively high inter-
personal flexibility among the subgroup of incest survivors may make them
less at risk for abusive relationships or assaults, because they may be sensitive
to opportunities for more positive relating and/or reworking of negative cir-
cumstances. Research is under way to identify the experiential factors that
may contribute to interpersonal flexibility, such as the presence of role mod-
els outside of the abusive family system (e.g., teachers, strong peer friend-
ships, aunts or uncles), positive therapy experiences, or the good fortune of
having developed and sustained healthy intimate relationships in early adult-
hood.

Self-Appraisal: Shame

From a biosocial perspective, shame may result from physical and sexual
assaults through the experience of submission and defeat. Andrews,
Brown, Rose, and Kirk (2000) assessed individuals 1 month after they had
experienced a violent crime, and again 6 months after initial assessment.
The researchers found that feelings of shame at initial assessment were
predictive of PTSD symptoms at time 1 and PTSD development at time 2.
Of the respondents reporting high shame, the most common reason for
feeling shame was that they had not taken effective action to prevent the
victimization or trauma. This type of appraisal may also occur in children
in abusive homes, despite their relative dependency and limited cognitive,
physical, and social resources. One study noted that women with moderate
or severe levels of child sexual abuse had significant levels of internalized
shame (Playter, 1990). In addition to risk for PTSD, there is some evidence
that shame is associated with risk for revictimization. In a large retrospec-
tive study of 548 college women, Kessler and Bieschke (1999) determined
that shame mediated the relationship between childhood sexual abuse and
adult victimization. Results also indicated that childhood sexual abuse sur-
vivors with higher levels of shame were more likely to be revictimized than
both nonabused women and abused women with lower levels of internal-
ized shame.

Shame appears to represent a sense of failure via experiences of defeat
or submission. Beliefs that one is not competent to defend or protect oneself
or others may create risk for successful revictimization via a self-fulfilling
prophecy: “Given that I failed to protect myself then, I can’t protect myself
or don’t deserve to protect myself now.” Some data indicate that women
who suffer from shame tend to become socially isolated and thus more vul-
nerable to future assaults (Kessler & Bieschke, 1999). It may be that a woman
with high shame appraisal in a high-risk situation may quickly feel defeated
or undeserving of escape and thus incapable of responding appropriately.
Prospective studies are necessary to learn more about shame as a mediator
between childhood sexual abuse and adult victimization.
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PTSD AS A RISK FACTOR FOR RETRAUMATIZATION

Several epidemiological studies have found that after an individual has expe-
rienced one high-magnitude stressor, he or she is at risk for experiencing
additional traumatic events over the lifespan (Breslau, Davis, Andreski, &
Peterson, 1991; Kilpatrick, Saunders, Veronen, Best, & Von, 1987). Of even
greater significance is the report that, at least among rape victims, the pres-
ence of PTSD, in and of itself, contributes to risk for repeated
traumatization (National Victim Center and Crime Victims Research and
Treatment Center, 1992). Given these findings, it becomes critical to deter-
mine whether individuals abused as children have PTSD related to the child-
hood abuse and/or assault.

There has been less than a complete consensus concerning the existence
of a diagnostic category that adequately captures the range of symptoms
associated with a history of childhood abuse. However, the accumulation of
data indicates that PTSD is a salient, if not core, component of the complex
of symptoms related to childhood sexual abuse (CSA). Accumulating evi-
dence indicates that PTSD is a central and significantly debilitating outcome
of childhood abuse. The DSM-IV field trials for PTSD identified the preva-
lence of CSA-related PTSD as 68% in a combined community and clinical
sample (Roth, Newman, Pelcovitz, van der Kolk, & Newman, 1997). A study
assessing a clinical sample of 47 women with CSA found that 69% had PTSD
(Rowan, Foy, Rodriquez, & Ryan, 1994). In another clinical study of 26
women with a history of CSA, 73% were diagnosed with PTSD (O’Neill &
Gupta, 1991). In our own clinical sample of 98 women with CSA, Structured
Clinical Interview for DSM-III-R (SCID-III-R) assessments revealed that 73%
had DSM-III-R PTSD and that PTSD was the most prevalent Axis I disorder.

In a prospective study Sandberg et al. (1999) found that posttraumatic
symptomatology moderated the relationship between child/adolescent sex-
ual abuse and adult sexual abuse. Previous sexual victimization became more
strongly associated with subsequent sexual victimization when posttraumatic
symptomatology was taken into account. A limitation to the study was the
length of the design, 10 weeks. Thirty percent (n = 98) of the sample had
been sexually victimized during childhood and/or adolescence, and 8%
(n = 27) had been victimized over the 10-week period. However, the study
did not specify the number of women revictimized. The investigators did not
find a mediating effect for posttraumatic symptomatology between child-
hood/adolescent sexual abuse and revictimization during said period.

Given that PTSD has been identified as a risk factor for additional sex-
ual assaults among rape victims, it is possible that PTSD associated with CSA
may be associated with even greater risk for subsequent assault than PTSD
related to adulthood rape. This is because individuals who have PTSD deriv-
ing from childhood abuse are at risk for a greater portion of their lifespan,
and the risk includes a period of life (childhood/adolescence) in which cop-
ing strategies for responding effectively to risk may be underdeveloped.
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REVICTIMIZATION IN DIVERSE POPULATIONS

Much of the data on revictimization have focused on white and female sam-
ples. Evidence suggests that there is little difference across different ethnic
groups of females. In addition, we consider the risk of revictimization among
men, who are typically researched only in terms of their risk as perpetrators
of violence rather than as victims of it.

Minority Samples

Prevalence rates of CSA are uniformly high across ethnicities. In a study of
1,093 women, Merrill et al. (1999) found similar rates across Hispanic (14%),
black (13%) and white (19%) women in the sample. In addition, predictors of
adult rape did not differ significantly between Hispanic, black, and white
women. Similarly, Wyatt (1985) reported no differences in CSA prevalence
rates between black and white women. A decade later, however, she assessed
18- to 36-year-old black and white women, comparable to the first sample
(Wyatt, Burns Loeb, Solis, Vargas Carmona, & Romero, 1999). This time the
difference in prevalence of sexual abuse was marginally significant: 29% of
black compared to 39% of white women reported CSA, the result of
increased reporting of abuse among white women as compared to the earlier
sample. This difference may be due to either actual increased rates of abuse
in white families or cultural differences in changes across time in labeling,
defining, or willingness to report CSA, or some combination of both.

In contrast with childhood abuse, rates of reported revictimization
appear to vary significantly by ethnicity. A study of 243 community college
females found rates of revicimization higher for black women than white
women (Urquiza & Goodlin-Jones, 1994). Among women reporting CSA,
rates of later sexual assault (i.e., rape) were 44% of white women, 62% of
black women, 40% of Hispanic women, and 25% of Asian American women.
It seems that although prevalence rates of CSA do not vary significantly,
revictimization rates might. Identifying the reasons for this disparity would
potentially provide further insight into the relationship between childhood
abuse and revictimization.

Male Samples

Sexual abuse occurs among boys about one-third as often as among girls.
Community sample studies have found rates of sexual abuse among boys to
range from 2.5 to 17%, depending on the definition of sexual abuse
(Urquiza & Keating, 1990). A recent study of 17,337 adult health plan mem-
bers found a prevalence of CSA to be 25% for women and 16% for men,
using a contact definition for sexual abuse (Dong, Anda, Dube, Giles, &
Felitti, 2003). A study of 7,850 male navy recruits found prevalence rates of
11–12% for CSA (Merrill, Thomsen, Gold, & Milner, 2001). A similar sample
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of female navy recruits found prevalence rates of 39% for CSA (Merrill et al.,
1999). These data are consistent with the overall 1:3 sex ratio for CSA. In
contrast, however, it should be noted that boys experience physical abuse
more frequently than girls, particularly during the younger years (ages 1–11;
National Center on Child Abuse and Neglect [NCCAN], 1994, 1995; Raiha &
Soma, 1997).

Community studies have determined that one of the more disturbing
consequences of childhood sexual and physical abuse in boys is increased
risk of violent behavior in adulthood (see Finkelhor & Dziuba-Leatherman,
1994; Malinosky-Rummell & Hansen, 1993; Widom, 1989, for reviews).
These studies have led to the general notion that, among men, “violence
breeds violence.” However, the evidence supporting this relationship is rela-
tively weak and hampered by methodological limitations, such as failure to
include appropriate comparison groups and disregard of confounding fac-
tors of childhood abuse, such as poverty and low educational attainment.

A large study that included a control group and attention to demo-
graphic variables (Merrill et al., 2001) found that men who had experienced
only childhood physical abuse or only CSA were about twice as likely to com-
mit rape than nonabused men, whereas men who had experienced both
types of abuse were four to six times more likely to commit rape than
nonabused men. However, like other research (e.g., Widom, 1989), this
study limited the examination of consequences of childhood abuse among
men to adult aggressive behaviors and did not investigate the potential rela-
tionship between a history of childhood abuse and an increased risk for
adult victimization.

One study examined risk for both victimization and perpetration in a
large sample of male psychiatric patients (Cloitre, Tardiff, Marzuk, Leon, &
Potera, 2001). Prevalence rates of childhood abuse were 20% for physical
abuse only, 7% sexual abuse only, and 10% both. This study investigated the
relationship between childhood abuse and three violent adult outcomes:
becoming (1) a perpetrator of interpersonal violence, (2) a victim of interper-
sonal violence, and (3) both perpetrator and victim of adult interpersonal
violence. Controlling for diagnostic and demographic variables, men abused
as children were two and a half times as likely as nonabused men to be vic-
tims of interpersonal violence and five times as likely to be both victims and
perpetrators in adulthood. No relationship was found between childhood
abuse and the perpetrator-only group. These data suggest that the relation-
ship between childhood abuse and adulthood violence among men is more
complex than was originally considered. The most common consequence of
childhood abuse, at least among psychiatrically impaired men, is becoming
both a victim and a perpetrator. Cloitre et al. reanalyzed the data to parallel
previous studies, defining the adult outcome variable as perpetration of vio-
lence regardless of victimization status. They obtained results consistent with
the other studies: Men who had been abused as children were nearly twice as
likely to be perpetrators of violence in adulthood. These data demonstrate
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that neglect to examine male adult revictimization may generate results that
provide only a partial picture and underestimate the impact of childhood
abuse. These data have implications for the development of intervention and
prevention programs for men with adulthood violence, focusing on the iden-
tification of past abuse and the relationship between acts of violence as per-
petrator and as victim.

IMPLICATIONS FOR A TREATMENT MODEL

The model from which the treatment intervention described here is derived
assumes that there are three categories of psychological risk factors for
revictimization: (1) problems in affect regulation, (2) problems in interper-
sonal relatedness and self-appraisal, and (3) PTSD symptoms. The model
also identifies two related sources of these problems. One derives from the
abuse itself and its direct psychological sequelae, such as disrupted thresh-
olds for arousal and posttraumatic stress symptoms. The other is the familial
or caretaking situation, which is frequently limited or highly maladaptive in
providing a learning environment for the development of basic affect regula-
tion skills, adaptive beliefs about self and others, and associated interper-
sonal behaviors. This assessment suggests that the reduction of risk for
future assault will require a two-component intervention: one focused on
skills training related to the development of affect regulation and adaptive
interpersonal beliefs and abilities, and the second on the amelioration of the
direct psychological sequelae of trauma, such as PTSD.

Prevention programs to reduce risk of sexual assault have proven suc-
cessful for women who did not have sexual assault histories, but not for
women with histories of revictimization (Breitenbecher & Gidycz, 1998;
Hanson & Gidycz, 1993). The most intensive prevention program designed
to date, developed specifically for sexual abuse survivors to prevent
revictimization, has shown success (Marx et al., 2001). The protocol com-
bined the psychoeducational program developed by Hanson and Gidycz
(1993) with a modified relapse prevention approach, including identification
of high-risk situations, problem solving, coping skills training, assertiveness
training, and development of communication skills. The intervention con-
sisted of two 2-hour group sessions of 5–10 participants, held at a maximum
of 2 days a part. Sixty-six undergraduate women with a history of sexual vic-
timization (defined as any unwanted sexual contact) from the age of 14 were
randomly assigned to either an intervention or a control group. Rates of
overall revictimization during the 2 months prior to follow-up did not differ
between the control group and the intervention group. However, a signifi-
cant difference was found between the two groups for experiencing com-
pleted rape: 30% (20) of control group participants versus 12% (8) of inter-
vention group participants reported being raped during the 2-month follow-
up period (X2 = 2.45, p = .05, one-tailed). These types of programs are useful
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because they take a prevention approach to a young and highly at-risk popu-
lation and cast a wide net in a nonstigmatizing environment. The following
model serves a clinical population in which many have experienced multiple
traumas and have developed PTSD. Both models share a common assump-
tion about the need for interventions that enhance or rehabilitate interper-
sonal and coping skills to protect the individual and reduce the risk of con-
tinued victimization.

A PROPOSED TREATMENT MODEL: SKILLS TRAINING
IN AFFECT AND INTERPERSONAL REGULATION/

MODIFIED PROLONGED EXPOSURE

The treatment model recommended for retraumatized women is a two-
phase model in which the first phase of treatment focuses on skills training
in affect and interpersonal regulation (STAIR). Training includes skills devel-
opment in (1) identifying and labeling feeling states (especially feelings of
threat), (2) tolerating distress and modulating negative affect, and (3) identi-
fying abuse-related interpersonal schemas that initiate and shape negative
interpersonal situations and developing alternative, more adaptive schemas,
(4) developing an expanded interpersonal behavioral repertoire, and (5)
practicing and testing it in the “real world.” Cognitive-behavioral techniques
used to meet these goals include monitoring and rating feeling states, use of
positive imagery and self-statements, identifying and challenging maladap-
tive cognitions, and role plays that emphasize context-sensitive and flexible
interpersonal responses. Treatment is organized into eight sessions,
although the treatment can be lengthened depending on the client’s needs.

The second phase of treatment is an eight-session modified prolonged
exposure (MPE) treatment adapted from Foa’s treatment for rape-related
PTSD (Foa, Rothbaum, Riggs, & Murdock, 1991). The goal of this phase is to
help the patient engage in exposure to the trauma memory in order to
resolve posttraumatic stress symptoms such as fearfulness, nightmares, and
irritability.

In the two-module approach, the STAIR phase takes place first. STAIR
provides the client and therapist with a stabilization phase in which the ther-
apeutic relationship can develop, and in which the client can acquire and
practice skills that are intended to improve functioning in day-to-day life
and, accordingly, that provide a sense of success and competence. Further-
more, skills training precedes exposure so that the increased ability to regu-
late feeling states obtained from phase 1 can be utilized to enhance the effec-
tiveness of the PTSD-related exposure work of phase 2. However, the
modules can be used separately. In particular, the STAIR module can be
used alone as a skills training/prevention program for individuals at risk for
assault who do not suffer from significant PTSD symptoms. Table 13.1 sum-
marizes the sessions included in STAIR and MPE intervention approaches.
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TABLE 13.1. Summary of STAIR/MPE Sessions

Session Focus and content

STAIR
Session 1 Introduction to treatment: Psychoeducation on effects of childhood abuse

on three problem domains: emotion regulation, interpersonal
functioning, and PTSD symptoms; treatment overview and goals;
psychoeducation and practice of focused breathing

Session 2 Identification and labeling of feelings: Psychoeducation on impact of
childhood abuse on experiencing emotions; introduction and practice
of self-monitoring of feelings, triggers, intensity, and coping/reaction

Session 3 Emotion regulation: Psychoeducation on connection between feelings,
thoughts, and behaviors; identification of strengths and weaknesses in
emotion regulation skill (cognitive, behavioral, social network
domains); practicing new coping skills

Session 4 Distress tolerance: Psychoeducation on acceptance of feelings/distress
tolerance; assessment of pros and cons of tolerating distress;
identification and practice of pleasurable activities

Session 5 Distinguishing between past trauma schemas and current goals:
Psychoeducation on interpersonal schemas related to childhood
traumatic events as self-fulfilling prophecies; distinguishing between
trauma-related schemas and “here-and-now” interpersonal goals;
identification of schemas in a current problematic situation

Session 6 Alternative interpersonal schemas: Psychoeducation on role playing;
identification of relevant interpersonal situations and enactment via
role plays; generation of alternative schemas

Session 7 Assertivenesss and control schemas: Psychoeducation on assertiveness;
discussion of alternative schemas and behavioral responses;
implementation of role plays requiring assertiveness; generation of
alternative schemas

Session 8 Flexibility in schema application: Psychoeducation on flexibility in
interpersonal relationships; implementation of role plays requiring
flexibility; generation of alternative schemas; discussion of transition
from phase 1 to phase 2 of treatment

MPE
Session 9 Introduction to imaginal exposure: Psychoeducation on rationale and

technique; development of a narrative; creation of trauma memory
hierarchy

Session 10 Imaginal exposure to first memory: Implementation of prolonged imaginal
exposure; postexposure implementation of stabilization exercise;
identification and labeling of feelings narratives identification of
schemas embedded in narrative; contrast of trauma schemas with
current developing schemas

Sessions Continued work on imaginal exposure: Working through memory
11–15 hierarchy with probes, clarifications, and greater evocative details;

continuation of feeling and schema analysis of narrative
Session 16 Wrapping up: Identification of progress, risk for relapse, relapse

prevention strategies



ASSESSMENT

There is growing evidence that the psychological effects of trauma are cumu-
lative (Follette et al., 1996; Nishith, Mechanic, & Resick, 1997). Thus it is
important to obtain a thorough history of trauma across the lifespan, rang-
ing from childhood physical, sexual, and emotional abuse to adult events,
including exposures to natural or human-made disasters.

Assessment of PTSD can be accomplished effectively by using the Clini-
cian Administered PTSD Scale (CAPS), which includes separate frequency
and intensity scales for PTSD symptoms and items that assess social and
occupational functioning (Blake et al., 1995). In addition, the Structured
Clinical Interview for DSM-IV (SCID; Spitzer, Williams, Gibbon, & First,
1994) is useful in assessing the entire range of Axis I and Axis II disorders.
Of special diagnostic interest in this population is the presence of complex
PTSD, which can be assessed using the Structured Interview for Disorders of
Extreme Stress (SIDES; Pelcovitz et al., 1997). This clinician-administered
instrument systematically assesses typical problems in affect regulation, so-
matization, dissociation, and problems in meaning systems concerning self
and the world.

A comprehensive history of physical health status should be obtained
because women with multiple traumas tend to have a relatively large num-
ber of health problems, some of which (e.g., sexually transmitted diseases)
may impact psychological and interpersonal issues that emerge during
treatment. Self-report questionnaires, which may not be typical in general
treatment settings but are useful for assessment of trauma-related prob-
lems and symptoms and can be used by both client and therapist during
the course of treatment, include assessment of alexithymia (Toronto
Alexithymia Scale; Taylor, Bagby, Ryan, Parker, & Doody, 1988), anger
expression (State–Trait Anger Expression Inventory; Spielberger, 1988),
Negative Mood Regulation (Catanzaro & Mearns, 1990), and dissociative
experiences (Dissociative Experiences Scale; Bernstein & Putnam, 1986).
Last, use of self-report measures that evaluate social support (e.g., Social
Adjustment Scale; Weissman & Bothell, 1976), interpersonal skills (e.g.,
Inventory of Interpersonal Problems; Horowitz, Rosenberg, Baer, Ureno,
& Villasenor, 1988) and coping skills (e.g., Coping Orientation to Prob-
lems Experienced; Scheier & Carver, 1985) will help identify strengths and
characteristic responses to stressors—all of which will help shape treatment
goals and activities.

A complete evaluation of a multiply traumatized woman is a lengthy and
emotionally draining experience for the client. The client may be providing
information about her history that she has never revealed and aspects of her
functioning about which she is embarrassed. Although this self-revelation
can be painful, it is often a relief for the client to be given a coherent under-
standing of her symptom picture and to engage in a collaborative and sup-
portive effort in organizing a plan for treatment.
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GUIDELINES FOR SELECTION

Any individual who has experienced CSA and additional assaults in child-
hood or adulthood may be considered for this treatment. Assessment of role
functioning, dissociation, alexithymia, interpersonal schemas, and posttrau-
matic stress symptomatology will help determine where the emphases in
treatment should be placed. There are certain problems for which this treat-
ment is not ideally suited and which require referral to alternative programs.
These include substance dependence, moderate to severe self-mutilation,
high risk for suicide, and presence of a dissociative disorder. We have been
successful in treating individuals with substance abuse, mild self-mutilation,
and chronic suicidal ideation. The judgment remains with the clinician to
determine the degree of coping skills available to the patient to manage
states of high distress as well as the degree of his or her motivation to learn
new skills. Individuals in domestic violence situations or battering relation-
ships also need direct and immediate help from programs developed specifi-
cally for these problems. Last, it should be noted that women who have
chronic mental illnesses, such as schizophrenia or schizoaffective disorder,
are among the group of women most at risk for retraumatization (Cloitre et
al., 1996). Often, these women have expressed concerns that traditional cog-
nitive-behavioral programs are not geared toward them: They do not under-
stand the material, nor do they share the same perspective. There are pro-
grams currently being developed for people with chronic mentally illness
with these issues in mind, and referral such a program would be ideal
(Jonikas & Cook, 1994).

CLINICAL APPLICATION

The following case describes the situation of a multiply traumatized woman
whose most significant symptom was avoidance of cognitive, emotional, and
behavioral difficulties associated with her many traumas. Underlying her
avoidant style in all of these domains was a sense of helplessness–hopeless-
ness regarding her recovery and, more particularly, her ability to protect her-
self from future traumas. As treatment progressed, it became clear that she
viewed herself as having one source of strength from which she derived great
pride, and that was her ability to withstand the abuse of others. The client
not only believed that she was “fated” for a life of trauma, but also she
embraced it as a guiding principle in her life. This perspective had multiple
functions: It provided (1) a source of personal identity and stability in an oth-
erwise chaotic life, (2) a sense of control and mastery over herself and others,
and (3) a sense of meaning and purposefulness for herself. Her core inter-
personal schema was “If I am abused, then I am worthwhile,” and her self-
appraisal involved pride about, rather than shame in, her experiences of
“defeat and submission.” In her self-appraisal, wrought of desperation, she
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reversed the typical beliefs about consequences of chronic abuse to psycho-
logically buoy herself up: In submission, she had found her strength.

The treatment focused on (1) identifying and counteracting her trauma-
related emotional, cognitive, and behavioral avoidance activities; (2) identify-
ing existing coping skills, which would provide evidence that she was not as
helpless– hopeless as she felt herself to be; (3) providing motivation for her
to “give up” her identity as a victim by identifying alternative interpersonal
schemas and behaviors that would support connection to others and the
development of healthy, nonabusive relationships; and (4) further motivat-
ing “letting go” of her identify as victim via realistic appraisals of success and
competence in day-to-day life rather than only in traumatic circumstances.

Once these tasks were set in motion, the emotional processing of the
trauma via prolonged exposure to the trauma memories was initiated and
successfully completed.

Case Description

Ms. F came for evaluation of PTSD under the recommendation of her
psychopharmacologist, whom she had been seeing for treatment of moder-
ate to severe depression. Ms. F, 48 years old, spoke in a soft voice with a faint
Hungarian accent and revealed herself to be a gentle and well-educated indi-
vidual. Approximately 1 year earlier, Ms. F had been raped by an intruder
into her fiancé’s apartment while he was away. Her recollection of the rape
and the accompanying violent physical assault was vivid, although she had no
memory of the several hours after the rape, which she had spent in a local
emergency room. Following the rape, she had not been able to shake a grow-
ing conviction that the world was a dangerous place and that she was consti-
tutionally unable to protect herself.

She had quit her job as a manager of a small art gallery because the pres-
ence of men alone in the store with her made her feel vulnerable and elicited
frightening images of being attacked, raped, and tortured. She began feeling
highly anxious and avoided situations that reminded her of the rape and in
which she felt she might be attacked, particularly elevators, taxis, and empty
streets. She retreated to the comfort and safety of her apartment but in the
process lost connection with some of her friends, who, over the year, lost
sympathy with her situation. She had also broken off her engagement
because she believed her fiancé blamed her for the rape and had lost desire
for her. She maintained her income by translating art history books, but her
concentration had deteriorated to the point that she was unable to translate
more than a paragraph a day. She had begun sleeping a lot to escape her pre-
occupation with her fears and from exhaustion derived from the anxiety
symptoms she experienced when she did venture out. Her sleep was fitful
and punctuated with nightmares of violence.

Upon questioning, Ms. F revealed a history of having been emotionally
and physically abused by her mother throughout her childhood. Also, she
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was born in Hungary at the outset of World War II, and thus spent the first 5
years of her life exposed to “bombs, fire, deaths, and hysterical adults.” At
ages 5–8, she was sexually abused by a neighborhood man. The abuse ended
when her family relocated. In her late teens she came to the United States
and began a successful career as a model, followed by graduate training and
employment as an art historian, which she enjoyed very much. She had had a
few long-term and passionate romances but had left those relationships
when discord or conflict developed and had never married or had children.
She had experienced a rape previous to the rape for which she had come
into treatment. The man had been a stranger who had assaulted her in the
vestibule of her home. He was eventually identified as a serial rapist in the
neighborhood and was convicted of rape and imprisoned. She had also expe-
rienced a mugging and a significant accident in which she broke her arm and
leg, and for which she required extensive physical rehabilitation.

The second and most recent rape seemed to have crystallized trauma-
based beliefs about herself and the world that had otherwise lain dormant.
She viewed the world as a dangerous place, believed that there was some-
thing about herself that attracted violence, and was convinced that she was
entirely responsible for the traumas and problems she had experienced,
from the rapes to the failed relationships. She felt fated to a life of accumu-
lated traumas and expected that she would die a horrible, violent death. She
had never been in individual psychotherapy. Shortly after the second rape,
she had entered a rape survivor group but had become extremely upset lis-
tening to the experiences of other rape victims and had left the group after
the second session.

Treatment Overview: The Therapeutic Alliance

Regardless of the form of intervention applied in the treatment of the multi-
ply traumatized woman, there is one unifying aspect of treatment, and that is
the therapist–client alliance. Because clients with a history of childhood
abuse may have negative responses to perceived authority figures, a first and
perhaps continuing challenge throughout the treatment is managing issues
of power, control, and trust in the treatment process. The therapist must be
aware that the client has little reason to expect good to come from those in
positions of authority and that he or she is likely to react negatively to
strongly didactic approaches to treatment. It is easy for client and therapist
to “lock horns” on issues that threaten the client’s sense of safety, such as
changing comfortable but maladaptive behaviors. The therapist can step out
of power struggles by simply presenting the alternatives to the client and let-
ting the client select the treatment activity for him- or herself. Usually, the
ultimate choice is between continuing in patterns of behavior that the client
has already decided to reject and taking risks in doing new and frightening
things. The client will need to decide for him- or herself what he or she
wishes to do.
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Early in the treatment the therapist and client should identify goals and
the means by which they will be achieved. The therapy thereby becomes a
partnership in which the client and therapist identify problems, the therapist
proposes interventions, and both therapist and client tailor the interventions
as needed to the specific situation. In the case of Ms. F, it seemed wiser to
encourage her take a strong lead in the treatment and use her keen intelli-
gence to work through some of the conflicting issues for herself and take
responsibility for solving the problems at hand. For example, although Ms.
F’s avoidance behaviors made her feel somewhat safe, she realized they
never made her feel free or happy. It was her choice to decide between feel-
ing “safe” in the short run versus “free” in the long run. This process pro-
vided a more thorough analysis of the pros and cons of a choice point in
treatment than the therapist might otherwise have obtained. It also instilled
a sense of responsibility and mastery in the client and increased motivation
for follow-through on behavioral plans.

Phase 1: Skills Training
in Affective and Interpersonal Regulation

Affective Regulation

Skills training in affective regulation involves (1) enhancing emotional aware-
ness and (2) developing greater ability in modulating negative feelings and
tolerating distress. In the first sessions clients are introduced to the activity
of self-monitoring of feelings of distress, including identifying triggering situ-
ations and the intensity and frequency of the distress. Clients are also taught
how to label and identify different feeling states (e.g., happy, sad, mad).
Although this exercise appears quite simple, it can be a revolutionary experi-
ence for individuals who, from early life, have avoided or have never been
guided in differentiating and labeling their own feeling states. Often these
exercises provide validation of feelings that were previously ignored or
unrecognized. Such exercises can also produce experiences of self-expansion
in clients: a “filling out” of their emotional self that is validated by the thera-
pist’s interest in the client reports, thoughts, and concerns.

Clients are also quickly introduced to self-soothing and affect-regulation
activities, so that as feelings emerge they have some ability to moderate or
control them. These coping strategies include deep breathing, utilization of
time-outs (which can vary from 3 minutes to a weekend), and cognitive exer-
cises such as thought stopping, shifting of attention, and positive imagery
and self-statements. In addition, the concept of identifying and countering
maladaptive cognitions is introduced in the context of inquiring about cli-
ents’ fears around experiencing and expressing their feelings. Frequent
beliefs that emerge are “I’ll get out of control,” “I’ll hit someone,” and “I’ll
become my abuser.” Elaborating on and countering these beliefs helps cli-
ents engage more readily and confidently in emotional experiencing. New
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coping techniques are introduced every session with demonstration and
practice and followed by “between-session” daily practice of each skill. Each
session also includes review of the between-session work and additional prac-
tice focused on trouble spots.

In the fourth session, after clients have begun to develop some affect
regulation skills, they or are introduced to the concept of allowing and
accepting the experience of distress. Significant psychoeducation takes place
on this point, because many find the concept of accepting pain somewhat
counterintuitive. However, the goal is for clients to understand that some
distress in life is unavoidable. This truism is particularly relevant for clients
who will ultimately need to confront and assimilate the pain of their trauma
histories. Other psychoeducational aspects of distress tolerance include the
notions that distress is a part of the process of changing oneself, that in
order to experience positive feelings, one must allow for negative feelings,
and that the inability to accept unavoidable distress leads to increased pain
and suffering.

Client and therapist review situations that the client finds distressing
and review the pros and cons of tolerating each situation. For example, Ms. F
and her therapist reviewed the distress Ms. F experienced with even the
smallest of physical intimacies with her boyfriend. Being embraced by him
made her feel nauseous and disgusted. Her sole desire in these moments was
to jump out of the embrace. Client and therapist reviewed reasons why she
might want to tolerate this experience, which included her desire to connect
with someone who seemed to understand her history and genuinely liked
her, and, more generally, to be able to have positive reactions to touch and
physical contact.

Client and therapist should, in addition, identify and practice coping
techniques to assist in distress tolerance. These can include titrating the
duration of the experience, deep-breathing exercises, self-statements such as
“I can bear this for a little while,” or temporarily leaving the upsetting situa-
tion and finding a soothing alternative activity (e.g., resting, taking a walk,
washing hands and face).

Interventions for Affective Regulation Treatment Obstacles

The program described thus far is composed of relatively standard cognitive-
behavioral techniques. The demonstration and practice of these techniques
will pose little difficulty for the therapist. More challenging is coping with cli-
ents’ desires to avoid feelings and their lack of confidence and sense of mas-
tery in the process. These difficulties are often bound up with clients’ history
of abuse and their family–social learning experiences. The therapist will
need to find ways to maintain clients’ motivation and to introduce coping
skills in ways that have value and meaning to individuals with chronic and
early life trauma. Listed below are four interventions for coping with avoid-
ance and sense-of-mastery problems.
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1. Provide a historical frame for avoidant behaviors. Retraumatized individ-
uals may believe that by using avoidance strategies they are behaving in ways
that will protect them physically and emotionally. This belief may stem from
the fact that the coping strategies they use, such as emotional numbing,
denial, and acceptance of abuse, were actually adaptive under the circum-
stances of inescapable and chronic abuse. Because such strategies have
worked in the past, their current application may give clients some sense of
mastery, whereas the application of new strategies may engender anxiety. In
addition, these avoidant strategies may be deeply entrenched because their
use may extend as far back as childhood, and clients may believe that they
are the best and only coping strategies available to them.

One way to reduce anxiety and rigidity about coping strategies is to first
point out the effectiveness of clients’ coping strategies as they applied to past
situations. Clients have, after all, managed to survive through a series of trau-
mas or escape from a chronically traumatizing environment. Pointing out cli-
ents’ basic success establishes the fact that they have the capacity and
resources to cope with difficult situations. With this reassurance in mind,
they may be better able to begin contemplating both the frightening and
wonderful view that they are no longer in the chronically abusive situation
and that they need to change their coping strategies to adapt to a changed or
changing life context.

2. Provide psychoeducation about the negative consequences of avoidance. Cli-
ents with trauma histories who avoid their feelings also often avoid thinking
about their avoidance. It is useful to draw out explicitly the burdens of avoid-
ance—a consideration to which clients may have given little focused atten-
tion. It is useful to review the fact that although avoidance appears to give a
person control in the short run (e.g., immediate reduction in symptoms), he
or she is really out of control with regard to long-term goals. For example,
Ms. F avoided many situations—cars, elevators, downtown areas, and certain
park areas. Although this activity provided her with immediate relief from
her anxiety, her life began faltering, especially her search for a job, because
there were so many places to which she would not travel for interviews. Fur-
thermore, avoidance limited her life experience, including pleasurable activi-
ties and feelings. Despite the fact that avoidance seemed to provide Ms. F
with brief emotional respites, she experienced almost chronic anxiety and
fear, with little room for other feelings. She had few experiences with which
to counter the powerful images and feelings that were associated with her
catastrophic predictions of what would happen if she ventured out. Her
form of emotional experiencing—a rather exhausting blend of fear, anxiety,
and depression—became her uniform. For many individuals abused as chil-
dren, avoiding feelings and engaging in a limited set of prescribed behaviors
were among the few coping strategies available in their chronically abusive
homes. Therapist and client need to review ways in which these behaviors
ultimately create a prison in adulthood.

3. Assess coping skills. In order to help clients leave behind familiar but
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maladaptive coping strategies, it is extremely useful to identify coping skills
that are currently effective and others that, with some adaptation, can be put
to good use. Client and therapist should systematically review the coping
strategies the client currently uses to deal with difficult feelings and situa-
tions. The Negative Mood Regulation self-report instrument (Cantanzaro &
Mearns, 1990) is one measure that can be used to assess baseline coping
skills. This measure rates how strongly a client believes him- or herself capa-
ble of engaging in a particular coping strategy (e.g., “Telling myself it will
pass will help calm me down”).

Sometimes clients cannot report any coping strategies that they view
positively. Often, however, the client does have some good coping skills—
they are simply not discernible from within a negative or abusive life context.
The therapist can help the client “translate” skills used in negative life cir-
cumstances for healthier purposes. For example, a recovered heroin addict
was reminded that she had always been able to “hustle” enough money
together to satisfy her addiction. She did, in fact, have a very good “sales per-
son” personality and was very likable. Her therapist was able to help her view
these behaviors as skills that could aid her in finding satisfactory employ-
ment in a people-oriented setting. Successful transition of behaviors from
one life circumstance to another can provide a sense of continuity in self-
identity and speed the process of skills enhancement. In the case of Ms. F, it
was noted that she was well able to identify and monitor the mood of a
potentially threatening person. This was an activity she had practiced exten-
sively in childhood in order to manage and subdue her mother’s irritability
and reduce the risk of getting a beating. This interpersonal sensitivity was
identified as a skill ready for “translation” to current circumstances. Her abil-
ity to detect the pleasure–displeasure of others was keen. The reorganization
of this skill required disconnecting her monitoring skills from the automatic
behavior of acquiescing to the source of threat. Client and therapist were
able to identify a few alternative behaviors that would better protect her
from danger.

4. Give recognition to realistic fears and risks of relapse. Standard cognitive-
behavioral interventions, such as identifying and correcting faulty thinking
patterns (e.g., exaggerating the probabilities of a negative emotional event),
are a valuable component in reducing avoidance. The countering of mal-
adaptive beliefs, however, must be framed realistically in the context of a life
history of abuse. For example, Ms. F identified the following: “There is some-
thing vulnerable about me. My anxiety might attract someone to harm me.
I’ve been assaulted before. That means I am likely to be assaulted again.” Ms.
F’s thinking had some basis in facts. Her history did indicate increased risk
for future assaults. She might have been correct that her anxiety was one of
several cues that indicated that she was an “easy target” to potential perpetra-
tors. Nevertheless, as treatment progressed, she learned to accept accurate
and effective alternative thoughts, including “I am not as easy a target as I
was a few months ago” and “I am in better control of my anxiety.” These
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types of statements should be reinforced with evidence. For example, Ms. F’s
treatment work led to improvement in her ability to assess more versus less
dangerous situations. A decrease in hypervigilance led to a better sense of
reality and better apportioning of her attention to actual threats.

Interpersonal Schemas and Interpersonal Skills Training

The second part of the treatment flows directly from the skills training in
affect regulation, which serves as a foundation for the development of more
adaptive interpersonal behaviors. One “transition session” is devoted to a
discussion about the tendency for individuals with affect regulation prob-
lems to engage in excessively confrontational and/or avoidant behaviors
when dealing with interpersonal conflict (see Linehan, 1993). In addition, cli-
ents are invited to consider ways in which the feelings they experience in
some settings have little to do with the interpersonal demands and goals of
the situation and more to do with the presence of emotional triggers associ-
ated with their abuse. The client is asked to describe various relationship dif-
ficulties. The goal for the client and therapist is to extract the core interper-
sonal schema from these situations. Typical core schemas include “If I
express feelings, then I will be punished” or “If I ask for my needs to be met,
I will be abandoned.” Stripped down to caricature, the schemas often
express the relationship between self and other in black-and-white terms,
particularly in regard to themes of power and control: someone is a victim
(powerless and with no control), and the other is a perpetrator (with unmiti-
gated power and control).

Identification of interpersonal schemas is the foundation for all other interven-
tion efforts. Identification of the core schema provides a guide for the analysis
of future or ongoing interpersonal situations, with rapid detection of the key
difficulties followed by corrective intervention. The identification of the core
schema also provides a (foil?) with which to contrast alternative schemas
(e.g., “Some of my friends welcome me to express my feelings”). The new
schema is treated as a hypothesis that is tested in the “real world,” with the
use of appropriate interpersonal skills that are developing or being rein-
forced in the treatment. Furthermore, the notion of the interpersonal
schema is the conceptual bridge between the phase 1 skills and phase 2 expo-
sure components of the treatment. During phase 1, established schemas are
identified, and new, more adaptive schemas are formulated and tested. Dur-
ing phase 2, the client is asked, after every new exposure, to identify the
interpersonal schemas within the trauma narrative. The goal is to contrast
the “old” schema with the “new” one and, by doing so, facilitate an aware-
ness of the passage of time and the occurence of change since the non-dis-
tant trauma. Placing distance between the past and present allows the client
to consider that the old schema, once justified and perhaps necessary, is now
obsolete. The schemas emerging from more recent experience ideally take
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on more relevance and influence. These ideas are reinforced during phase 2
exposure exercises.

Self-Appraisal and Shame

The notion of interpersonal schema has its basis in attachment theory and
accordingly assumes that sense of self develops inextricably in the context of
relationship to others. Self-definition is shaped and informed by the content
and character of interpersonal experiences. For this reason, work on self-
appraisals follows work on interpersonal schemas. Identification of self-
appraisals often emerges from, or is highly consistent with, identified inter-
personal schemas. Clients’ schemas and negative beliefs about self are often
derived from experiences with, and feedback from, abusive caretakers. Cli-
ents frequently assume that they were treated badly because they were bad.
Ms. F, for example, believed that she was bad for letting herself be abused as
a child. This belief was maintained because of the distorted, unrealistic
expectations she currently held concerning her own autonomy and mastery
as a child. In addition, Ms. F’s belief in “self as bad” stemmed from being
told that she was bad by her mother and other family members. This label
organized her experience: It created consistency between what was happen-
ing to her (how she was treated) and who she was.

Ms. F’s feelings of shame alternated between the belief that she “let the
abuse happen to her” (experiences of submission and defeat) and that she
must have deserved the abuse (experience of self as bad). Sometimes these
beliefs were toxically combined: She felt shamed that she let the abuse hap-
pen. In considering the possibility that she had not deserved the abuse (i.e.,
she was not a “bad child”), she then became bad for letting the abuse hap-
pen. In her adulthood Ms. F tired of the burden of such shame but could not
extend her repertoire of behaviors beyond those defined by a victim role.
This limitation resulted in her reorganization of a core schema to support
the belief that victim behaviors were reasons to be proud. Ms. F desperately
wanted to think well of herself. She simply could not imagine behaviors and
ways of relating to others that did not include victimization. Ms. F concluded
that “my only strength is in understanding and accepting people whose inner
turmoil leads them to be abusive.” More problematic was the firm belief that
she could not create relationships based in schemas other than variants of
the victim–abuser dyad. She was convinced that “if I try to be with others
who don’t abuse me, they don’t want me or don’t accept me.”

Various interventions were implemented to help change these beliefs.
We first addressed her belief that she was bad because she had “let the abuse
happen.” Review of the dependence of children on adults for basic survival
needs, as well as their relatively underdeveloped resources in cognitive and
emotional domains, was helpful in revising this distorted perspective. Of
greatest impact, however, was engaging in “homework” to watch neighbor-
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hood children approximately the same age as she was (between 5 and 8
years) when she was abused. Watching them play and interact with adults
provided very concrete and realistic information about the significant levels
of dependency and trust children exhibit toward adults. Next we addressed
the belief that she deserved the abuse because she was a bad person. This
belief was challenged in a straightforward way by asking Ms. F to assess the
quality and soundness of her mother’s judgment, whom she had described in
ways that suggested her mother’s functioning was globally impaired. We also
searched for alternative sources of information: What bad things had she
done lately? Had she ever done anything good? Positive responses in this
area provided a small but accumulating foundation of “evidence” for the cre-
ation of positive self-regard, which was reinforced by the therapist. These
more positive views of herself were explored and tested frequently in well-
considered interpersonal exchanges in the “real world,” as described below.

Obstacles in Identifying and Changing
Interpersonal Schemas and Self-Appraisal

Those abused as children often “protect” or avoid designating any blame to
their perpetrators, even into adulthood. This behavior is often related to the
fact that the perpetrator of the assault was a caretaker and expected to pro-
vide love, concern for, and protection of the child. Recognition of the care-
taker’s failure in this regard often engenders a great sense of loss and
betrayal. In the language of interpersonal schema theory, the survivor of
childhood abuse is confronted with the fact that the ordinary contingencies
for obtaining protection from a care-figure, which are considered a biologi-
cal given or “birthright,” did not occur for him or her. This realization leads
to more and sometimes new negative feelings of anger, hurt, and confusion.

Still, identifying and exploring the responsibility of the care-figure for
the abuse is an important component of the treatment. The survivor’s
assumption of blame often functions to protect the past and current rela-
tionship with the abusive caretaker. However, it also keeps intact a maladap-
tive schema. This, in turn, places the client at risk for using such a schema in
the development of future relationships. For example, if the victim does not
recognize that it was wrong for his or her caretaker to provide care contin-
gent upon sexual favors, then he or she is at risk for finding this contingency
acceptable in future relationships. The person will have reasons “at the
ready” for finding such behavior acceptable (e.g., “He [or she] can’t help
himself [herself]”).

Interpersonal Skills Training

Problems with assertiveness and conflict resolution are often related to poor
skills in these areas. The client has extensive experience interacting with abu-
sive care-figures. Thus it is likely that the client’s behavioral repertoire is
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heavily based on internalized interpersonal schemas related to victim–abuser
roles. The victim role tends to present the self as unquestioning, undeserv-
ing, fearful, and groveling. The abuser role tends to present the self as bully-
ing, inconsiderate of the needs of others, and operating from ultimatums.
Neither of these roles is an appropriate or effective starting point for suc-
cessful assertive behavior or conflict resolution. Client and therapist can
role-play specific scenarios to provide “practice” experiences in doing things
differently. Such scenarios may include interviewing for a job, asking for a
raise, or expressing preferences for what to do on a Friday night out with a
friend. The goal is to identify the client’s goals and feelings and practice how
they can be expressed in words and actions. Often the therapist can help the
client find the right language, explore with the client the feelings he or she
experienced in the role play (e.g., feeling scared, strange, or “fake”), and
identify and challenge the activation of maladaptive cognitions during the
role play (e.g., “I don’t deserve a raise”).

Ms. F, for example, really did not want to go to a party given by a friend
because he had been bullying her. Client and therapist role-played a phone
conversation with this friend, in which the client stated she would not be
attending the party. The client role-played herself and the therapist role-
played the bullying friend. The client’s initial role play immediately placed
her in a position in which she was overly apologetic, defensive, and whining
in tone. The therapist reversed this role play, explaining to the friend in a
sensitive but unapologetic manner that she would not be able to attend the
party but would want to meet with the friend at another time when they
could spend some private time together. The client oriented herself to this
language and tone and practiced in an effective way. The role play was also
useful because it facilitated identification and processing of Ms. F’s conflict-
ing beliefs about herself (e.g., “I am being selfish; although he is a bully, he
really needs me” vs. “I have a right to be treated well by my friend and
should be able to talk with him about this”).

Obstacles in Interpersonal Skills Training

1. Staying focused on the here-and-now goal. Often the client’s feelings
from the past contradict (or oppose) and overwhelm current interpersonal
goals. The client with an abuse history is typically easily distressed or angered
by interpersonal conflict. Through general coaching and role play, the client
can learn how to allow interpersonal situations to be guided by the goals of
the interaction (e.g., obtaining a preferred vacation time from boss) rather
than an emerging feeling state (e.g., anger at boss for exploiting and over-
working client). Frequently, intensive work is required in this area, and skills
training in affect regulation is critical to moving forward. Clients need to
learn how to use self-soothing skills and appropriate cognitive reframing
skills in order to maintain focus on, and achieve, an interpersonal goal.
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2. Creating context sensitivity and flexibility in interpersonal roles and reac-
tions. Clients with an abuse history often have difficulty trusting their judg-
ments and evaluating the appropriate level of assertiveness in a situation.
Because they tend to have limited and rigid schemas, they may assess a situa-
tion in such a way that results in their taking on a stance that is either too
passive (the victim role) or too controlling (the abuser role), and in which the
particulars of the situation are not well addressed. It is useful for the client
and therapist to review situations in which the client may have been either
too controlling or too assertive and identify ways to modify his or her behav-
ior. This review highlights the importance of context: Who, what, and where
determine the appropriate action and reaction. Next the client is asked to
engage in multiple role plays involving particular types of interpersonal con-
flict in which the therapist plays a different significant other each time (e.g.,
client’s boss, spouse, child, mother). These role plays provide material for
discussion of the fact that different assumptions, attitudes, language, and
behavior occur with different people, even when the goals are quite similar.
The role plays are also intended to (a) contribute to the construction of a
variety of new interpersonal schemas, especially as they relate to person- and
situation-specific differences, and (b) provide clients with an opportunity to
enhance their self-experience (i.e., understand themselves as persons who
can be flexible in behaviors and attitudes).

3. Pacing behavioral change and risk of relapse. The skills training module
includes a substantial amount of role playing involving difficult interpersonal
situations. This training is intended to help clients create or expand a behav-
ioral repertoire that will support them in avoiding high-risk situations and
foster the development of successful interactions and relationships. How-
ever, many therapists note that individuals with repeated traumas have diffi-
culty entering and staying in nonabusive relationships and that progress in
treatment is often followed by relapse into abusive relationships and behav-
iors. One reason for this difficulty is the large number of behavioral and cog-
nitive changes required by individuals as they move out of abuse schemas
and begin identifying and experimenting with healthier interpersonal behav-
iors. These changes entail a reorganization of their sense of self, and in this
reorganizational period, clients are in an emotionally fragile state. Unex-
pected stressors that occur when clients enter a new relationship or job situa-
tion may overwhelm them. They may literally not know what to say, do, or
feel in these new situations. Some clients report losing sight of what they
want and who they think they are. In this state, it is easy for clients to fall
back into abusive relationships and behaviors, not because they feel good,
but because they are familiar, predictable, and controllable, all of which
brings relief from what is nothing less than an existential crisis.

In order to reduce the anxiety associated with the transition to healthier
functioning, the therapist and client should slowly titrate and carefully target
specific changes in behaviors and lifestyle. It is important for the client to
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experiment with new situations and new people, but this experimentation
should be done in a way that maximizes success in these ventures: Task
demands should match the client’s abilities and readiness. Lastly, relapses
are likely to occur. The therapist and client should think ahead about when
and under what types of situations relapses are most likely to occur and have
a relapse response plan ready.

Phase 2: Emotional Processing of Trauma Memories

Once the eight sessions of skills training are completed, the client moves
directly to the second phase of treatment: the processing of the trauma
memories. Although a therapist may wish to add a few more skills training
sessions for clients who seem to need further training, and despite clients’
trepidation about being “ready” for the work, it is best to move on to the
memory-processing phase. Delay in moving to the second phase of treatment
reinforces avoidance behaviors as well as clients’ generally unfounded belief
that they are not capable of mastering their affect-laden memories. Skills
may not seem completely solidified, and that is to be expected. Review and
practice of skills are included in every session of the processing phase. Cli-
ents’ difficulties in processing their memories can be titrated by the depth
and detail of the memories. It is expected that the narrative work will involve
increased elaboration more negatively valenced material across time.

We have adapted Foa’s prolonged exposure treatment for rape-related
PTSD (Foa et al., 1991) for use with women who have a history of childhood
abuse. This exposure treatment complements the skills training work of
phase 1 with very little redundancy in tasks. It should be noted, however,
that current data indicate that at least two forms of treatment for rape-
related PTSD (Foa et al., 1991; Resick & Schnicke, 1992) are of equal effec-
tiveness in the resolution of the PTSD diagnosis (Resick, Nishith, & Astin,
1996). It remains to be seen whether one form of treatment is more effective
than the other in the resolution of PTSD symptoms experienced by women
with chronic trauma histories.

Phase 2 of the treatment begins with the development of a hierarchy of
abuse-related trauma memories ranked by the level of distress they induce.
The sessions involve 45 minutes of imaginal exposure work, followed by
practice of coping skills, including refining those used in association with the
exposure completed during the session. The therapist begins imaginal expo-
sure using the most distressing sexual-abuse memory the client feels is tolera-
ble. The client describes the episode of abuse in the present tense, including
visual and somatosensory detail. The goal is to elicit a significant level of dis-
tress and to sustain the exposure for the allotted time or until reported dis-
tress level declines. The therapist makes encouraging and directive remarks
during this effort (e.g., “You are doing fine, stay with the image”). A tape is
made of the narrative, and the client is encouraged to listen to the tape at
least once a day. As the client habituates to the initial memory, she is asked
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to describe the events in greater detail and to focus more on her emotional
response to the image. As the habituation process continues, additional
memories are incorporated into the exposure exercises, and new exposures
are constructed. The therapist and client may also include exercises that
focus on fostering habituation to emotional “hot spots” in the client’s mem-
ory.

The second narrative clearly includes not only greater details of the cli-
ent’s subjective experience but also an array of feelings, including fear,
shame, anger, and aggression. These feelings, especially fear and anger, were
emotions that Ms. F feared would overwhelm her (via a panic attack, crying
jag, sense of disintegration, or assaulting someone) if she were to get close to
them. Repeated exposure to these emotions in the sessions was followed by
discussions of how it felt to experience them and the skills she had acquired
with which to moderate them. The realization that she could handle these
feelings significantly improved her day-to-day functioning by allowing her to
engage in activities and situations that had the potential to elicit such feel-
ings. She traveled more and she was less frightened of confronting situations
that might involve interpersonal discord.

Modification of Prolonged Exposure: Identification of Interpersonal
Schemas in the Trauma Narrative

After every exposure is completed, the client is asked to identify the inter-
personal schemas embedded in the narrative. Often these are variants of the
schemas with which they came into treatment: for example, “I am not able to
take care of myself” or “If I don’t ask for anything, I will not be hurt.” Iden-
tifying the origins of the client’s established schema as rooted in the child-
hood abuse trauma is often validating for him or her, providing a context
and reason for beliefs that have been criticized by adulthood acquaintances.
This exercise often demonstrates the logic or adaptive value of the schema
under circumstances of chronic abuse. However, the client is also asked to
compare the schema within the trauma narrative with the new schema, for
which experiential evidence has accumulated during phase 1. This compari-
son helps organize and relate the schemas from the past with those of the
present into a narrative of changing self. During skills training, “old” and
“new” schemas can often be viewed as conflicting principles of action. Dur-
ing phase 2, the schemas can be understood from a historical perspective, as
coexisting in the context of different life experiences in a developing life nar-
rative.

Completion of Prolonged Exposure: Obstacles and Interventions

Typical obstacles encountered in processing trauma memories are avoidance
of narrative work (e.g., not doing out-of-session narrative activity) and the
absence of emotional engagement during trauma-processing activity. The
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introduction of the STAIR component of treatment is intended to amelio-
rate these difficulties. Skills training helps the client to be more emotionally
engaged and aware during the processing work and to have greater ability to
tolerate the distress associated with trauma processing.

During the actual processing work, the therapist should provide encour-
agement and validation of the client’s skill and ability in processing the trau-
ma. The goal of this treatment component is to reduce PTSD symptoms. Per-
haps equally important is the sense of personal mastery and control the
client will gain through successful processing of the trauma. The traumatic
memory and associated feelings are likely to have dominated the emotional
life of the client with PTSD. The review and controlled experiencing of these
memories reverses this relationship: The individual takes ownership of the
traumatic memory, rather than the memory driving the life decisions of the
individual.

Termination and Follow-Up Care

Termination of treatment can be difficult because it is often clear to both
therapist and client that more work could be done. However, significant
gains often have been made in PTSD symptoms, depression, and role func-
tioning. The final session is devoted to reviewing the client’s experience with
the treatment and identifying progress and future goals, including referrals
appropriate to those goals. In addition, the client should be encouraged to
call the therapist, as needed. Such situations may include experiences in
which there are new stressors exacerbating symptoms or when the client is
presented with a “choice point” or life decision. These phone calls can be
viewed as “booster” sessions that reinforce established skills, guide the appli-
cation of established skills to new circumstances, or provide support for
tough decisions and emotional transitions. The client’s awareness of the
availability of continued care is reassuring and is likely to keep him or her
from panicking into a relapse of maladaptive behaviors (e.g., substance
abuse). Often a single session can prevent derailment into a spiral of
decreased functioning and the need for reentering an extended therapy.
The availability of follow-up care also sends the message that both therapist
and client are aware that the recovery from trauma is a journey that will not
be completed when therapy ends but continues for an unspecified time.

Ms. F wrote a summary of her progress a couple of weeks after her treat-
ment ended, identifying where changes had been made and where she
thought work remained to be done. She remained in contact with our clinic
as she set about keeping her home, providing employment for herself, and
making new relationships.

“Before I came to treatment, the violent incidences of my life were very
present in mind, body, and soul. Those incidences are now a less inte-
gral part of who I am. I hope it stays that way. I still feel ‘danger every-
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where,’ but it is less intense. I feel safer. Emotions are steadier. The
fears of fear feelings have vanished! It is a tremendous relief.

“It is wonderful to have new guidelines for relationships. I’ve
learned how to protect myself in knowing how to assess others’ trust-
worthiness, their negative judgments of me, and their reactions to my
requests. These guidelines give me a sense of control and help me feel
less vulnerable. Unfortunately, I can hold these standards to new people
but cannot yet apply them to my [past abusers].

“I still have self-doubt on all fronts and criticize myself excessively. I
have thought about my past relationships and found, to my great sur-
prise, that I was not entirely responsible for their failure. I am relieved
to know that it is a human responsibility not to hurt someone, and that
everyone is accountable for their actions. I have learned that I am more
than other people’s reactions to me.

“The ever-intrusive thought of meeting death by violence has
moved farther to the background, being replaced by hope for the
future. There actually appear thoughts of the possibility of nice things
happening—a mere glimpse but a revelation nonetheless.

“I realize that I will have to continue to work on all this, so that my
fears continue to diminish. Unfortunately, I have a problem trusting
myself with accomplishing anything. Maybe this is the next thing I need
to work on.”

EFFICACY OF STAIR/MPE

The two-phase STAIR/MPE treatment has been evaluated in a randomized
control trial (Cloitre, Koenen, Cohen, & Han, 2002b). Compared to a wait-
ing-list control group, women who completed the treatment showed signifi-
cant decreases in PTSD symptoms, affect regulation problems, and interper-
sonal problems. At the end of treatment, 75% of the sample no longer
maintained the diagnosis of PTSD. Affect regulation skills were significantly
improved, as were affect-related problems of alexithymia, dissociation, and
anger expression. Interpersonal problems were significantly reduced in all
areas measured, including assertiveness, control, and trust. In addition,
reports of perceived social support and functional status in home, work and
social domains were also improved. These gains were all maintained at both
3- and 9-month follow-up. Indeed, PTSD symptoms and interpersonal prob-
lems continued to show further and significant resolution. Clients’ contin-
ued improvement after the end of treatment may result from their contin-
ued practice of interpersonal and affect regulation skills, allowing for the
strengthening of skills and the accumulation of a positive experiential base
by which to observe their effectiveness and value. The data suggest that the
treatment is effective in resolving many of the hypothesized risk factors for
revictimization. The impact of this treatment on rates of revictimization will
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require a larger sample and longer follow-up periods. Observation data, how-
ever, are encouraging. Of the 22 women who completed treatment, 12%
experienced some form of revictimization (rape, attempted rape, domestic
violence, or physical abuse) during the 9 months following treatment, as
compared to a rate of 25% before treatment for the same sample and
approximately same duration.

FUTURE DIRECTIONS

This chapter proposed several risk factors for revictimization. A careful
review of the data, however, indicate that only two factors, PTSD and sub-
stance abuse, have significant empirical support from well-designed, large-
sample, prospective studies. Many of the other proposed risk factors have
some support, but conclusions are limited by small sample sizes, selective
samples (i.e., college students), retrospective reporting, and the potential
presence of unidentified and confounding risk factors. The public and per-
sonal cost of revictimizaton is significant and indicates the importance of
undertaking large, prospective studies in which multiple risk factors can be
tracked over time, with careful attention to the potential specificity of risk–
outcome relationships. In addition, interventions should be developed in
tandem with risk-factor identification, which may vary by population. Treat-
ment programs such as STAIR/MPE serve women who are significantly
impaired: They have full PTSD, and the majority has already experienced
repeated victimizations beyond the childhood abuse. Lastly, and most impor-
tantly, intervention and prevention programming is needed for larger com-
munity-based populations, such as college and high school students, whom
we can hope to characterize as predominantly carrying the risk, rather than
the burdensome reality, of revictimization.
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Over the years researchers have presented the individual sequela as well as
the interpersonal consequences of trauma (Beitchman et al., 1992; Browne
& Finkelhor, 1986; Polusny & Follette, 1995; Resick, 1993; Resick & Nishith,
1997; Riggs, Byrne, Weathers, & Litz, 1998). In order to address the various
impacts of a trauma history, both individual (Foa & Rothbaum, 1998;
Krupnick, 2002; Resick & Calhoun, 2001) and couple-based treatments
(Buttenheim & Levendosky, 1994; Compton & Follette, 1998; Johnson,
2002; Miller & Sutherland, 1999) for trauma have been developed. Exam-
ining the clinical experiences of trauma survivors who have coped more suc-
cessfully with their trauma, we see that positive, intimate relationships with
their partners is frequently how they account for much of their success.
Given these accounts and our clinical and research experiences, it is our
belief that traumatic experiences have a detrimental impact on close inter-
personal relationships and that the formation of a safe and intimate relation-
ship provides many survivors with an enhanced capability for recovery.

In this chapter we present a couple-based approach that we have found
useful when working with trauma survivors. The intervention described is
intended for couples for whom traumatic experiences are a relevant histori-
cal factor for one or both partners. Our model focuses on a principle-based
intervention for survivor couples and is applicable to couples who have expe-
rienced a wide range of interpersonal traumatic experiences, including trau-
ma arising from childhood sexual abuse (CSA), childhood physical abuse,
war and combat, rape, and domestic violence. Although each type of trauma
can and does bring different dynamics to be considered, all forms share the
potential to elicit intense fear for one’s life and helplessness.
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Throughout this chapter we refer to trauma survivors and their partners
as survivor couples, trauma couples, couples affected by trauma, or couples
with a history of trauma. We use all of these terms interchangeably. Given
the heterogeneity of this population and the use of all of these terms in the
literature, we found it applicable to utilize all of these descriptors to capture
the varying phenomenological experiences of these couples. Moreover, our
use of the term “couple” is intended to encompass married, cohabitating,
dating, and same-sex individuals.

We begin the chapter with a review of the literature on some of the
interpersonal difficulties faced by survivor couples as well as a brief summary
of the many individual difficulties trauma survivors experience that cannot
help but to impact their intimate relationships. Finally, we present a detailed
account of a comprehensive, principle-based intervention for survivor cou-
ples, grounded in functional contextual philosophy and behavioral theory.

COUPLE FUNCTIONING AMONG TRAUMA SURVIVORS

Relationship distress and dissatisfaction are common complaints among sur-
vivor couples. In her early work on incest survivors, Hermann (1981) noted
clinical examples of the types of relationship problems that can occur.
Research shows that relationships of incest survivors tend to be character-
ized by distress and marital discord, dissatisfaction, difficulties with trust and
communication, and violence (DiLillo & Long, 1999; Jehu, 1988; Mullen,
Martin, Anderson, Romans, & Herbison 1994; Savarese, Suvak, King, &
King, 2001). There is consistent evidence of elevated rates of separation and
divorce among trauma couples (Mullen et al. 1994; Riggs et al., 1998; Rus-
sell, 1986). In particular, women with a history of CSA are at greater risk of
physical mistreatment committed by male partners than are women without
such histories (Briere & Runtz, 1987, 1988).

Couples in which one member is a survivor of some type of trauma are
vulnerable to a variety of dysfunctional patterns of interacting. The
overfunctioning of one partner coupled with the underfunctioning of the
other is common. The often well-meaning overfunctioning spouse takes on
the additional responsibilities in the relationship (e.g., financial, emotional,
practical day-to-day tasks) as a way to decrease the demands on the trauma
survivor and avoid or reduce the conflict in the relationship (Rabin & Nardi,
1991). This pattern can eventually lead the overfunctioning partner to feel
resentful of his or her spouse and depleted because his or her own wants
and needs have not been met (Nelson & Wright, 1996).

Emotional Engagement

A common finding across traumatic experiences in couples in which one or
both partners are trauma survivors is a lack of emotional engagement. Emo-
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tional withdrawal has been consistently associated with relationship prob-
lems. Numbing, which involves restricted affect and detachment from oth-
ers, has been identified as more difficult to treat than other symptoms of
trauma and predicts distress in a survivor’s relationships (Riggs et al., 1998).
Emotional numbing was found to be significantly related to relationship dif-
ficulties, independent of the severity of posttraumatic stress disorder (PTSD)
in World War II ex-POWs (Cook, Riggs, Thompson, Coyne, & Sheikh, 2004).
Solomon et al. (1992) highlighted the alienation that emotional withdrawal
can cause and suggested that combat veterans’ withdrawal in their relation-
ships leaves their partners lonely and vulnerable to a wide variety of psycho-
logical problems. For couples that have survived a sexual assault, Miller, Wil-
liams, and Bernstein (1982) found that partners have difficulties with
emotional support and communication. In addition, survivors of CSA and
their partners experience decreased emotional expressiveness as well as diffi-
culties in feeling connected (Waltz, 1993).

Sexual Concerns

Individuals who have experienced sexual assault or CSA frequently report
problems with sexual functioning and sexual satisfaction (e.g., see Browne &
Finkelhor, 1986; Leonard & Follette, 2002; Resick, 1993, for reviews). Many
individuals experience a relationship between childhood sexual abuse and
later sexual problems, which has been supported by numerous empirical
studies and case reports. CSA survivors are reported to have significantly
more sexual problems (Becker, Skinner, Abel, Axelrod, & Cichon, 1984;
Sarwer & Durlak, 1996; Wenninger & Heiman, 1998), more negative sexual
symptoms (Gold, 1986), to be less satisfied with their sexual functioning
(Jackson, Calhoun, Amick, Maddever, & Habif, 1990), and to be less satisfied
with their present sexual relationship (Gold, 1986) than nonabused women
in the control group.

Researchers have investigated the various types of sexual problems experi-
enced by CSA and sexual assault survivors. According to the DSM-IV, there are
four types of sexual dysfunctions related to desire, arousal, orgasm, and pain
(American Psychiatric Association, 1994). In addition to these areas, a lack of
sexual satisfaction is also considered a frequently experienced problem by sur-
vivors. Within these parameters, researchers have consistently found that CSA
survivors are likely to experience problems with sexual desire and/or sexual
arousal (Becker et al., 1984; Jackson et al., 1990; Kirschner, Kirschner, &
Rappaport, 1993; Westerlund, 1992). Fear of sexual contact (sexual aversion)
is a dysfunction of desire and is also frequently reported by CSA survivors.
Clinical experience suggests that women presenting with sexual aversion disor-
der have almost always been victims of a sexual trauma in childhood and/or as
an adult (Wincze & Carey, 1991). Women who were victims of adult sexual
assault frequently report decreased sexual satisfaction (Ellis, Calhoun, &
Atkeson, 1980), as do CSA survivors (Gold, 1986; Jehu, 1988).

364 SPECIALIZED POPULATIONS AND DELIVERY



It is difficult to imagine a more open and vulnerable experience than to
allow oneself to be close, emotionally and physically, to a spouse or partner.
To embrace this degree of vulnerability can be a challenge for anyone. It is a
natural tendency to guard oneself from such vulnerability because this is pre-
cisely when one can be rejected or hurt the most. The inherent vulnerability
associated with sexual intimacy presents individuals with situations that
require trust and acceptance of emotional uncertainty. Experiences such as
these can be emotionally overwhelming for many trauma survivors.

INDIVIDUAL FACTORS

In addition to the interpersonal correlates of trauma are a host of sequelae
associated with a trauma history, including depression and substance abuse
(Briere, 1988; Resick, 1993). Although these factors are initially associated
with individuals, frequently they will impact survivors’ intimate relationships,
thus adding to the already complex impact trauma can have on relationships.
Increased rates of major depression, suicidal ideation, and suicide attempts
have all been consistently associated with traumatic experiences (Keane &
Wolf, 1990; Polusny & Follette, 1995; Resick, 1993). In addition to the obvi-
ous individual impact, evidence suggests that depression may negatively
impact relationship satisfaction (e.g., Coyne, 1976). Like depression, sub-
stance abuse occurs at high rates among survivors of trauma (Briere, 1988;
Kilpatrick, Edmunds, & Seymour, 1992; Lacoursiere et al., 1980) and may
also be a common problem for their partners (Serafin & Follette, 1996). Sub-
stance abuse may have several detrimental effects on couples affected by
trauma, including use of the substance to maintain a level of emotional dis-
tance in the relationship.

Revictimization

It is well known among trauma researchers that revictimization is common
among individuals who have already experienced a sexual assault. A sexual
assault in childhood has been identified as a risk factor for experiencing a
sexual assault in adulthood (Wyatt, Guthrie, & Notgrass, 1992). In addition,
research suggests that women who have had more than one sexual assault
experience are likely to experience more severe psychological distress. In
other words, evidence is mounting that the psychological effects of trauma
may be cumulative (Follette, Polusny, Bechtle, & Naugle, 1996). The identifi-
cation of a sexual assault history as a risk factor, coupled with the cumulative
effects of trauma, make the likelihood of revictimization a vital concern in
the prevention and treatment of sexual assault. Although a discussion of the
abundant literature on revictimization is outside the scope of this chapter, it
is imperative that clinicians are aware of revictimization and assess for it (see
Cloitre & Rosenberg, Chapter 13, this volume).
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INTEGRATIVE BEHAVIORAL COUPLE THERAPY

An important development in behavioral couple treatment has been the
development of integrative behavioral couple therapy (IBCT; Christensen,
Jacobson, & Babcock, 1995). This approach to the treatment of couple dis-
tress is consistent in many ways with the principle-based intervention that we
present in this chapter. IBCT is an empirically validated intervention that
combines the change-oriented strategies of traditional behavioral couple
therapy (TBCT; Jacobson, & Margolin, 1979), including behavioral exchange
and communication/problem-solving skills, with newer strategies focused on
acceptance.

Christensen and Jacobson developed IBCT in response to a desire to
enhance therapy outcomes for couples (Christensen et al., 1995). Although
research on TBCT showed couples improving quickly, the percentage of
couples that showed reliable improvement directly after treatment was lower
than hoped, and there was evidence of deterioration over time (Christensen
et al., 2004). IBCT differs from TBCT in that an acceptance component has
been added to the change-oriented approach. Three major strategies are
used to promote emotional acceptance in IBCT: (1) empathetic joining
around the problem, (2) unified detachment from the problem, and (3)
building tolerance to some of the responses that the problem can trigger
(Christensen et al., 1995).

IBCT incorporates many of the same behavioral principles we use in
our approach. Although IBCT is well suited for survivor couples in many
ways, it was not developed specifically for use with this population and has
not been evaluated as a treatment for trauma.

A PRINCIPLE-BASED INTERVENTION
FOR SURVIVOR COUPLES

Although it is often seen as useful to have a structured treatment package, our
experience with these couples suggests that a predetermined structure may
interfere with addressing problems as the ongoing functional analysis reveals
the underlying dimensions of the situation. We are not suggesting that the
therapist should approach the session on a spur-of-the-moment basis, without
thoughtful preparation for the general therapeutic approach. Rather, we are
advising reliance on principles and not on technique or structure.

It is our firm belief that in the midst of therapy, it is principles derived
from personal philosophy and preferred theory that keep therapists from
losing a sense of purpose and direction. For clinicians operating from a
behavioral orientation, we present an intervention informed by our appreci-
ation of the impact trauma can have on individuals and couples. One of the
key functions of a principle-based intervention is flexibility. Although at first
it may seem appealing to have a packaged protocol with session-by-session
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plans, there are two major potential problems in delivering manualized, pre-
packaged treatment techniques to survivor couples.

The first problem is that manualized treatment techniques may not pro-
vide therapists with guidance when confronted with a new problem outside
the scope of the treatment manual. Unfortunately, the norm for treating sur-
vivor couples is that things will deviate from the norm. A therapist can find
him- or herself off protocol within the first session. When faced with these
situations, there are a few likely scenarios. First, a therapist may attempt to
press on with the protocol, ignoring the new concern. Second, he or she may
attempt to apply different techniques of the treatment haphazardly in an
attempt to fix the problem. Finally, he or she may abandon the manual and
address the problem in whatever means he or she normally uses in therapy.
Whichever scenario occurs, protocols are of little use when novel situations
or concerns emerge in treatment.

The second problem, which is related to the first, is that utilizing treat-
ment manuals or prepackaged treatment techniques increases the risk that
therapists will cease to remain responsive to new concerns that may become
apparent through an ongoing assessment process. The goal in the moment
can become getting the couple back on protocol as opposed to listening to
and understanding the couple’s dynamic in the moment. Treatment manuals
can lull therapists into an often-false conviction that they understand the
issues, based on initial presentation, and therefore they fail to continually
assess throughout treatment. With packaged agendas and session limitations
there is often no time or inherent flexibility for continual assessment and
possible alterations to the trajectory of treatment.

We are asserting that in order to meet the needs of each individual as
well as the couple, a principle-driven intervention is necessary because it pro-
vides clinicians with needed flexibility and grounding. Such an approach
allows the therapist to handle in-the-moment crises and to listen to and
understand the unique presentation of each couple. Advocacy of this
approach is in no way an argument for eclecticism. It is about being flexible
while simultaneously guided by principles grounded in philosophy and the-
ory. Thus this approach is characterized by philosophical and theoretical
consistency, not eclecticism.

Before we introduce the principles on which we rely when conducting
therapy, we outline the philosophy and theory from which these principles
are derived.

PHILOSOPHY AND THEORY:
FUNCTIONAL CONTEXTUALISM, RADICAL

BEHAVIORISM, AND EXPERIENTIAL AVOIDANCE

In order to have a coherent and consistent approach to treatment, it must be
grounded in an underlying philosophy or worldview. Our principles evolve
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from a contextual paradigm, which has four core components: (1) focusing
on the whole event as the unit of analysis; (2) understanding the fundamen-
tal role of context in shaping the nature and function of an event; (3) apply-
ing the truth criterion of successful working; and (4) utilizing the goals of
prediction and influence (Pepper, 1942). We address each one of these in
greater detail.

The unit of analysis in contextualism is the whole event—that is, an event
in context that cannot be broken into pieces. This whole event can be any-
thing that a researcher or clinician is interested in, so long as it is an ongoing
act in context. For example, a clinician might choose the act of a client sit-
ting in the chair during a therapy session, or the act of a client crying while
discussing a recent fight with a friend. In the case of survivor couples, a clini-
cian might choose the act of a trauma survivor saying no to her partner’s
request for sex, or the act of a partner withdrawing when the trauma survi-
vor begins crying. Each one of these represents an appropriate unit of analy-
sis for contextualism; they all represent ongoing acts in context.

Behavior, for a contextualist, can only be understood in the context in
which it occurs; behavior viewed in isolation from its context is meaningless.
Thus, in understanding any behavior, we must look to the context. The con-
text can incorporate proximal as well as distal variables. Distal variables can
include events that occurred early in an individual’s learning history. For
trauma survivors this learning history includes experiences involving trauma,
such as sexual abuse, that can negatively influence relationships. Proximal
variables can include such factors as current stressors, current relationship
variables, and other stimuli in the more immediate environment. For exam-
ple, we can analyze the behavior of a CSA survivor crying in session with her
husband in a number of ways. The immediate environment is the therapy
session where, just prior to her crying, she and her husband were talking
with the therapist about a fight they had had the previous evening concern-
ing sex. Her husband had just expressed a desire to explore ways in which
they could be intimate other than sex. Current stressors for the CSA survivor
include an upcoming visit from her parents as well as a major presentation
she must make at work. She and her husband’s most frequent fights concern
his request for sex and her withdrawal. Her history, which includes early
experiences of forced sex with her stepfather, is negatively influencing her
current sexual relationship with her husband. After incorporating the range
of variables impacting the client, the therapist can begin to understand and
form hypotheses about the meaning of this behavior.

The truth criterion of contextualism is based on outcome: “successful
working” or “effective action.” Analyses are true only in terms of the accom-
plishment of particular goals. In other words, you cannot say whether or not
you have achieved successful working in a relationship without stating the
specific purpose or goal that has been achieved. In the therapy with this cou-
ple, for example, it might not be clear whether the goal is to keep the part-
ners together or to support the dissolution of the relationship. If the primary
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goal is the psychological well-being of the individual, the course of therapy
may differ from one in which sustaining the relationship is the primary goal.
Ideally these two goals would be congruent. Unfortunately, that is not always
the case, and the dilemmas that this kind of discrepancy can produce in
treatment is frequently an issue in treating couples in which one member has
a significant trauma history. To restate: The therapist must establish a goal in
order to ascertain the success of the intervention.

As detailed above, specifying goals are necessary in a contextualist
framework because goals are what allow a clinician or researcher to apply
the truth criterion of successful working. In order to answer the question
“Was this successful?”, a researcher or clinician must first answer the ques-
tion “Successful for what goals?” Couples often want to know why their rela-
tionship is not working (prediction) and what they can do about it (influ-
ence). Understanding behavior in terms of its function—the purpose it
serves—rather than just its form provides a more useful way of understand-
ing the types of problems couples face. For instance, in the example men-
tioned earlier of a CSA survivor crying in session with her husband, it is
important not to assume the meaning of this behavior. Rather, it is necessary
to understand what purpose the crying serves for the survivor and how this
behavior functions in the relationship. Is the purpose to communicate an
emotion? What emotion is being expressed (e.g., sadness, frustration, happi-
ness, confusion, or fear)? Is the survivor attempting to communicate this
emotion to herself (self-validate), her partner, or the therapist? Is the pur-
pose to distance herself from her partner or draw her partner closer? Is the
purpose to facilitate communication about the topic at hand or to halt com-
munication (e.g., stop her husband from pushing the topic of sex)? Of
course, it is possible that the behavior has multiple functions. In addition,
the therapist would want to pay particular attention to the outcome of this
behavior: Does crying elicit compassion and understanding from her part-
ner, create distance in the relationship, facilitate or block the communica-
tion process? Understanding the function of this behavior allows the thera-
pist to accurately conceptualize the issue and intervene according to the
goals of prediction and influence.

Given that numerous behaviors can serve the same function, it is often
helpful and more efficient to think of certain behaviors in terms of belong-
ing to functional classes. Although behaviors can have various forms, they
can be understood to belong to a particular response class. Response classes
are hypothetical groupings of individual behaviors that all share the same
function, even though the form (topography) of these behaviors may be
quite different (Haynes & O’Brien, 2000). To use our same example, the
wife’s behavior of crying in session may be in the same response class as
drinking alcohol, working excessive hours, binge eating, or missing a couple
therapy session if each of these behaviors serves the function of avoiding
uncomfortable thoughts and feelings (such as those that might arise when
the topic is sex). Understanding behaviors in terms of their function and
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response classes can help therapists working with survivor couples to avoid
being swept away by the flood of weekly topics and content that are pre-
sented in therapy. Rather than discussing topics that are tangential, thera-
pists can use a functional analysis (see Follette & Naugle, Chapter 2, this vol-
ume, for more information on functional analysis) to focus each session
around the core interaction patterns that maintain the couple’s difficulties.
Identifying response classes can also aid therapists in understanding each
new behavior that couples enact throughout the course of treatment.

Along with these functional contextual roots we draw from a radical
behavioral theory (Skinner, 1974) of human behavior. Contrary to classic
conceptualizations or stereotypes of behavioral theory, this approach
acknowledges unobservable events such as thoughts and feelings as impor-
tant forms of behavior. Radical behaviorists seek to identify and understand
the variables perceived to be functionally related to the problem behavior in
some way.

We use the construct of experiential avoidance in understanding a wide
variety of responses in human behavior (Hayes, Wilson, Gifford, Follette, &
Strosahl, 1996; see also Walser & Hayes, Chapter 7, this volume). Experien-
tial avoidance occurs when an individual is unwilling to experience painful
private events (e.g., bodily sensations, thoughts, feelings, memories) and
takes steps to alter the form or frequency of these (Hayes, Strosahl, & Wil-
son, 1999). This perspective is extremely useful in understanding the experi-
ences of individuals who have undergone a trauma. The diverse outcomes
associated with a trauma history can be understood as behaviors employed
to minimize, alter, or eliminate the experience of unpleasant internal events.
Using the concept of avoidance in understanding reactions to trauma is not
unique to behaviorists. A number of researchers and clinicians has noted the
importance of avoidance in treating survivors (cf. Briere, 1991; van der Kolk,
xxxx; Pearlman, xxxx).

Here we present principles we have found useful in guiding treatment
with survivor couples; by no means do they constitute a comprehensive list
of functional contextual behavior principles.

Effectiveness

Perhaps the most ubiquitous principle we rely on is effectiveness or
workability. As noted earlier in this chapter, successful working is the truth cri-
terion for a contextual-oriented therapist. It is also a principle that guides
the in-the-moment decisions made during sessions with survivor couples.
During any given session, clients may disclose a whole host of issues and will
emit many emotions and overt behaviors that are potential targets for treat-
ment. The principle of effectiveness serves as a filter, a way to identify what
to focus on in the moment, what to save for later sessions, and what to set
aside because it is unclear how the content or behavior fits into our under-
standing of the survivor couple or because it is unclear how it is functioning
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for the couple or individual. There are two necessary questions that must be
answered in relation to effectiveness.

The first question is: Is this intervention effective, given our goals? At the
outset of treatment the couple and the therapist agree upon a set of goals to
address during the course of therapy. For example, many couples describe a
desire to be more emotionally connected and physically intimate, to communi-
cate better, and to remove the survivor’s abuse history as a barrier between
them. These might be the agreed-upon goals between therapist and couple. In
addition, as clinicians working with survivor couples, we have several underly-
ing goals that are consistent across couples. These goals include (but are not
limited to) developing and maintaining a strong therapeutic relationship with
each individual and the couple; managing the therapy process during sessions
so that the couple’s communication does not become caustic or vengeful,
while simultaneously encouraging the couple to be in contact with, but not
overwhelmed by, emotion; and continually listening and searching for a more
complete understanding of their lives in the service of accurate empathy, con-
tinual assessment, and possible alterations to the trajectory of treatment. We
are mindful of these goals as therapists and rely on them to help guide our in-
the-moment decisions with regard to effectiveness.

The second question involves the current context: Is this intervention
effective, given the current context? The current context has many facets,
and the therapist must balance each one when making this assessment. Skills
that each individual possesses represent part of the context. These skills
include an individual’s ability to regulate emotions in the moment, to vali-
date his or her partner, to identify and ask for what he or she needs from the
partner, and to be emotionally present and willing to hear what his or her
partner is saying or requesting. The context also varies from session to ses-
sion and may involve the presence of vulnerability factors such as lack of
sleep or food, level of individual emotional arousal, and how engaged or dis-
tant partners are feeling in the relationship. Other important contextual con-
siderations include the amount of time remaining in the session and what
each individual must do immediately after session. For example, if the trau-
ma survivor is scheduled to go back to work immediately after the session
and does not possess emotion regulation skills, it might not be effective to
have him or her disclose abuse-related material to the partner at this time. In
fact, it might be effective for the therapist to request that the appointment
time be changed so that the context would be more conducive to emotion-
ally charged work. As is the case with treatment goals, the current context
involves multiple facets that must be considered when making an in-the-
moment decision based on the principle of effectiveness.

Consistency

The second principle we rely on is the importance of consistency, or predict-
ability, in the therapeutic relationship and environment. This principle is the
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basis for developing therapy as a safe environment. Trauma survivors share
an experience in which an environment was not safe, whether it be the home
environment in which incest occurred; their adult home, office, or neighbor-
hood in which a rape occurred; or the war zone where the potential for com-
bat was omnipresent. In addition to unsafe historical environments, it is also
possible that survivors may feel unsafe in a current relationship or work envi-
ronment. In this event, the degree of danger and the possibility for
revictimization should always be assessed. Even when there is little risk of
physical or sexual harm, many survivors and their partners describe their
relationships as lacking a foundation of trust necessary for emotional disclo-
sure and intimacy. Thus, in order to effectively discuss trauma-related issues
or other problems in the relationship, it is essential to establish and maintain
a safe therapy environment. Consistency and predictability of the therapist
and therapy environment can provide the foundation for this safety.

Trust can be thought of as predictability of behavior. An individual can
trust an environment or individual when he or she can predict what this indi-
vidual (or individuals) within the environment will do and how he or she will
respond. For example, a child who is being abused by her father does not
feel safe with him because she cannot predict how he will respond: protec-
tively, as a father, or abusively, as a molestor. There is no consistency in her
environment. At certain times her father may respond to her in kind ways
and with words of support; at other times, however, he may act sexually abu-
sive toward her. Men and women in combat situations also cannot predict
the behavior of certain individuals in their environment. They can be
ambushed at any time and essentially cannot trust (i.e., predict) the safety of
their environment from one moment to the next. The environment of indi-
viduals whose partners are trauma survivors might also lack predictability
and consistency, and therefore trust and safety. A partner may not be able to
predict when something will trigger a flashback for his or her spouse, or how
his or her spouse will respond to a request for intimacy.

When working with survivor couples we strive for consistency and pre-
dictability as a way of creating and maintaining a safe and trustworthy envi-
ronment. There are many ways to demonstrate consistency and predictabil-
ity, ranging from the basic structure of the therapy environment to
maintaining a “peacekeeper” stance to control potentially damaging behav-
ior in session. Maintaining consistency in some of the more basic areas can
be extremely beneficial in providing a safe environment (a guideline that is
common to most therapeutic orientations). Finding and maintaining a par-
ticular day and time for sessions that works for both the therapist and the
couple, starting and ending sessions on time, and beginning and ending ses-
sions in a predictable way (e.g., with a mindfulness exercise; by checking in
with the couple on thoughts about their previous or current session) are all
structural ways of providing consistency.

It is also important that the therapist present as behavior predictable as
possible. In couples in which one of the partners is a trauma survivor, it is
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quite likely that one or both partners may have difficulty with emotion regu-
lation. This deficit may be manifested in session by withdrawal, the picking
of fights, verbal attacks, dissociation, or topic changes. The therapist must be
able to maintain a peacekeeper stance and stop verbal attacks from one or
both partners, reengage a withdrawing partner, and otherwise control and
extinguish harmful interactions between partners. This amount of predict-
ability in the therapist’s behavior will establish the therapy environment as a
place where emotions can be expressed and experienced, concerns can be
voiced, and skills can be acquired—all without ineffective or punishing
responses from either partner. At the same time, the therapist needs to pro-
vide an environment that allows the processing of painful material. Thus a
delicate balancing between opening communication and maintaining safety
is required.

Contingent Responding

Contingent responding is our third principle. In order to talk about contin-
gent responding effectively, we need to discuss it in relation to the concepts
of reinforcement, punishment, and shaping. The premise behind our princi-
ples is that behaviors may or may not continue to be part of an individual’s
or couple’s repertoire of behavior. Given this premise, we as therapists work
to strengthen and/or introduce behaviors in each individual’s or couple’s
repertoire that are effective (given client goals and the goals of therapy, as
described in the first principle). We also work to weaken and/or eliminate
behaviors that are ineffective. Reinforcement, punishment, and shaping are
the tools we use to accomplish these changes.

Reinforcing stimuli are those stimuli that follow a particular behavior
and increase the probability that this behavior will occur in the future. If a
male veteran reported feeling vulnerable in the session, the therapist would
likely praise him for his self-disclosure, given that self-disclosure of feelings is
a behavior that we want to strengthen in his repertoire. Negative reinforce-
ment is also used at times to increase the probability of a behavior recurring.
However, as noted by Jacobson and Margolin (1979) in their seminal work
on behavioral marital therapy, the use of positive control strategies (vs. aver-
sive control) is highly preferable. Punishment is used, though rarely, to
decrease the probability of a behavior occurring through the delivery of an
adverse stimulus. If a partner became verbally abusive in session, the thera-
pist would intervene by stopping the behavior and discussing its impact. This
discussion would function as a punishment (i.e., given that the partner stops
the abusive behavior). The therapist’s intervention in this context is some-
times called “traffic-copping”; however, we prefer the term “peacekeeping.”
Basically, the role of the therapist is to address and punish ineffective behav-
ior immediately. At times we may use traffic-cop-like hand signals to gain the
attention of the partner and to achieve the desired effect of decreasing or
stopping the behavior. We inform the couple about this technique as a part
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of our orientation to treatment and informed consent regarding our style
and approach. We also process each individual’s experience of this traffic-
cop behavior when it is used for the first time. The feedback we have
received is that by orienting couples to our style and approach, they feel
informed and are willing to agree to the rules; furthermore, they find traffic-
copping to be an effective way to decrease their ineffective behavior pat-
terns. The goal is to convey the value of therapy as a safe place where verbal
abuse is not tolerated. In addition to stopping damaging behavior, it is cru-
cial to provide positive alternatives to the problem behaviors, thereby
enhancing the relationship.

Shaping is used by the therapist to identify and reinforce approxima-
tions of an effective target behavior toward the goal of gradually strengthen-
ing and widening the individual’s repertoire. In other words, shaping
rewards improvement rather than a preestablished absolute level of perfor-
mance (Masters, Burish, Hollon, & Rimm, 1987). Shaping is an essential part
of therapy with survivor couples. It is our experience that many of these cou-
ples lack skills that are necessary for communication and validation; it is not
so much an issue of not wanting to communicate with or validate a partner,
it is more an issue of not having the skills to do so. Self-disclosure of feelings
is often a behavior we want to shape in survivors of trauma. For example, we
might reinforce a survivor’s disclosure that she is not sure what she is feeling
as a beginning step in the process of sharing emotions. The behavior of dis-
closing uncertainty is closer to the desired behavior of sharing her feelings
than the previous behavior of claiming that nothing is wrong. In the future
we would cease reinforcing disclosures of uncertainty and reinforce any dis-
closures involving specific feelings. Typically it is easier for individuals to dis-
close positive feelings than negative ones; thus we might reinforce all disclo-
sures involving positive feelings, with the knowledge that once the survivor is
reinforced for disclosing these types of feelings, he or she will more likely
begin to disclose negative feelings over time. It is also imperative that the
therapist shape the behavior of the partner. In some cases partners punish
their partners self-disclosure unintentionally or intentionally. It is vital to
identify this pattern and facilitate a safe environment for this type of disclo-
sure.

Contingent responding, using the principles described above, is a daunt-
ing task for any couple therapist; however it is potentially even more difficult
when working with survivor couples. Given the complexities of many survi-
vors’ histories, it is likely that behaviors considered to be ineffective in their
current relationships (and therefore a target for change in session), have
been reinforced and even effective in other relationships and contexts. For
example, some CSA survivors may have been punished (e.g., yelled at,
blamed, ignored by the family) for disclosing that the abuse occurred and
expressing feelings about it. Conversely, remaining quiet, pretending that
nothing was wrong, and keeping feelings such as sadness, fear, and anger to
oneself may have been encouraged and supported by the family. Thus the
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same behaviors that were praised by the survivor’s family now function to
create distance in the survivor’s intimate relationship and are ineffective.
Therefore, it is important for the therapist to be sensitive to small changes in
behaviors related to emotions, in order to be able to reinforce the client for
gradual changes in being more open and vulnerable, with the goal of
enhancing the emotional intimacy between partners.

Modeling

Modeling is frequently used in conjunction with the previous principles.
While we were reviewing the principle of contingent responding in relation
to couple therapy, we noted that there are a number of clinically relevant
behaviors emitted by both partners that represent potential opportunity for
intervention by the therapist. Similarly, the therapist’s interactions with the
couple provide multiple opportunities for modeling new forms of behavior.
Again, a thorough and ongoing functional analysis of the couple’s problems
will serve to make the therapist more mindful of potential opportunities for
learning through modeling. At times this modeling will be done explicitly for
the couple; however, more important opportunities may occur using a sub-
tler approach. One of the most important forms of behavior that the thera-
pist will work to model consistently is validating behavior. During the first
few sessions, the therapist would not draw attention to his or her validating
behavior. Orienting the couple to the therapist’s approach and style as well
as assessing the couple’s skills, deficits, and therapy goals is more effective
during initial sessions. When an effective time arises for introducing a skill
and working toward its incorporation into the couple’s repertoire, we dis-
cuss the skill, model it directly, and give the partners opportunities to prac-
tice it. At times the level of conflict in the couple is too high for partners to
engage in this behavior with each other, and the therapist may need to prac-
tice with each client. Our approach to and use of validation is adopted from
the work of Linehan (see Wagner and Linehan, Chapter 6, this volume).

It is important to be aware that the therapist serves as a model for the
couple at all times. Conflict between partners, the raising of difficult ques-
tions, expression of intense emotions, and the provision of feedback are all
potential opportunities for the therapist to model effective behavior. One
important opportunity that should not be overlooked occurs when either
one or both of the clients have an issue with the therapist. The ability of the
therapist to remain present, validate clients’ experience, and work to resolve
the issue can be far more important that long tutorials on a topic. The cou-
ple’s opportunity not only to see the therapist engage in effective behavior
but also to experience the feelings associated with being treated in this way
can have both short- and long-term benefits. In the short term, the thera-
pist’s affective behavior may serve to deescalate a tense clinical situation and
clarify any misunderstandings that may be occurring. In the longer term, this
behavior can enhance the therapeutic relationship, setting the stage for the
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difficult work to come. Of course, it is also our hope that the occurrence of
this type of interaction in session will help the couple to engage in similar
behavior in their private interactions. Thus the therapist’s consistent and
supportive behavior throughout the couple’s time in therapy can provide a
powerful modeling experience of a stable, dependable relationship. How-
ever, therapist errors can also be useful in this context. For example, when
the therapist has missed a session or been inattentive in some way, he or she
can use the perceived breach to engage in work to repair the relationship.
Responding in this way not only demonstrates the vulnerability of all rela-
tionships to difficulties, but also shows clients that the therapist is willing to
practice the principles that he or she teaches.

One of the most important opportunities for modeling in therapy with
couples in which one member is a survivor involves situations in which a
partner is disclosing his or her traumatic experience and/or feelings sur-
rounding the experience. Many survivor couples experience a great deal of
difficulty in communicating about the trauma(s). The therapist not only can
offer the survivor a safe and validating context within which to disclose his or
her feelings and thoughts about the traumatic experience, her or she can
also provide the partner with a model of how to listen effectively and validate
the survivors feelings. After the survivor has talked about his or her experi-
ence and any feelings and thoughts about it, the therapist can ask the survi-
vor what was helpful about the therapist’s responses and what he or she
would have wanted to be different. By processing this experience, both ther-
apist and partner can gain a greater understanding about what functionally
validates the survivor, without putting the partner in the familiar position of
ineffectively communicating with his or her partner about the trauma. This
interaction also models for the couple the pattern of eliciting feedback from
each other regarding what is helpful in their communication and what could
be improved. A key factor in this process is acceptance. Being open to the
survivor’s disclosures and being willing to experience the feelings associated
with hearing about these painful events can be critical for both members of
the couple. Frequently, partners of survivors can be so overwhelmed with
their own pain on hearing about the experience that they try to minimize the
event, saying things such as, “It was so long ago, it’s over now, can’t you let it
go?” Of course, this is precisely the type of invalidation that may have
occurred in other settings, with the survivor feeling shamed or weak for not
having handled the problem. Conversely, the survivor may not want to be
seen as fragile and incompetent. Thus a balance of empathic listening, sup-
port, and reflection by the therapist can often give the partner guidance on
how to respond.

Tacting and Manding

“Tacting” can be thought of as labeling and describing events, feelings, or
objects: for example, “I yelled at my husband last night—I’m mad at him,”
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and “That is a pencil.” “Manding” refers to the speech involved in requests,
commands, and threats: for example, “Stop yelling at me,” “If you don’t
leave me alone, I’ll hit you,” and “I would like a pencil.” The ability to tact
and mand effectively is an essential aspect of interpersonal interactions. Cou-
ples coming for therapy frequently have deficits in this area. Of course, most
people generally have an effective repertoire for dealing with basic instru-
mental activities. However, we often observe significant difficulties in the
area of dealing with complex thoughts and feelings. An inability to label feel-
ings and needs and make requests and demands from a partner will seriously
compromise the effectiveness of, and satisfaction with, the relationship. Sur-
vivor couples frequently present with deficits in this area. Of course, they do
not describe their situation in these terms. Common complaints include, “I
never know what she is feeling,” “Why can’t he just tell me what he wants
instead of making me guess all the time?”, and “I don’t know what I am feel-
ing, so how can I tell him?”

The ability to tact and mand is ideally learned at a young age and effec-
tively shaped by one’s environment. When learning to tact (label/describe)
an object, a parent or important other in the child’s life can point to the
object, such as a dog, pronounce the name, and reinforce a response from
the child that is “dog” or a close approximation of “dog.” After several expe-
riences with the object labeled “dog,” sight of the dog elicits the response of
“dog.” Notice that this activity of teaching tacting involves the principles of
reinforcement, shaping, and contingent responding (all discussed under the
third principle of contingent responding).

Teaching a child (or anyone, for that matter) to tact an emotion is more
complicated. The stimuli to be described are private somatic experiences to
which other people do not have access. As a result, a parent or other impor-
tant person in the child’s life looks to the environment and makes a guess as
to what the child is experiencing, pronounces the name, and reinforces the
name or a close approximation of it. For example, if a young child is crying,
the parent may look to the environment and see that the child’s knee is
scraped and bleeding; perhaps the parent even saw the child fall. At this
point the parent guesses that the child is hurt and encourages him or her to
say “hurt.” Eventually, if the parent was effective, the private experience of
pain would be tacted as “I’m hurt.” A number of parental difficulties can
impact the acquisition of these basic skills. Parents suffering from substance
abuse, depression, or other psychological problems may not be sufficiently
aware of and responsive to cues from the child that would lead to developing
a repertoire for noticing and labeling feelings.

In families where abuse occurs during early developmental periods
rather than later in life, tacting and manding can be inappropriately shaped
or punished, leaving the individual ineffective at one or both and therefore
vulnerable to all kinds of relationship difficulties. Exposure to an abusive
environment can lead to confusing and conflicting messages related to
tacting and thereby shape the trauma survivor to mistrust his or her own pri-
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vate experiences. For example, a perpetrator might try to convince the child
that he or she is enjoying the experience when, in fact, the child is feeling
pain, fear, anger, or confusion. The child is then left unsure of how to label
his or her private experience. In addition, manding is often punished in an
abusive environment. The child requesting (mand) that the abuser stop may
be met with threats, ignored, or punished outright. These experiences serve
to teach the survivor that manding is ineffective; therefore, this behavior has
a high probability of being extinguished from his or her repertoire.

Therapy sessions offer rich opportunities to teach effective tacting and
manding. As therapists working with couples, it is important to remain mind-
ful of situations that might induce certain feelings in either or both partners.
For example, any conversation that is related to the survivor’s abuse experi-
ence might evoke feelings of fear, anger, sadness, or confusion. As these situ-
ations arise, we have found it effective to highlight the emotions that the sur-
vivor and/or partner might be feeling by utilizing environmental cues (e.g.,
the topic of trauma, body language of the individual) to make educated
guesses. It is useful to differentiate between clients who readily identify the
emotions and have been punished for expressing them, versus those who
cannot label emotions effectively. Teaching emotion labeling skills, as
described by Linehan (1993b), is frequently an important part of treatment
for any couple. However, it then becomes important to create an environ-
ment in which these emotions can be safely discussed. In addition, several of
the interpersonal effectiveness skills involve helping clients to ask effectively
for what they need and want from their partner (manding) while maintain-
ing the relationship and their own self-respect. The list in Table 14.1 includes
several tacts and associated mands that we have found to be difficult for sur-
vivors and/or their partners. This list is simply a compilation of our experi-
ence with this population and is meant as only a starting point for therapists.
An individual assessment of each couple’s skills and deficits will allow thera-
pists to generate their own list with each couple and remain mindful of in-
session opportunities to work on them.

Exposure

From our perspective, exposure is not only a technique but also a principle
that we incorporate and acknowledge throughout therapy. Exposure, as a
technique, is frequently used in behavior therapies and is especially relevant
in the treatment of trauma (see Riggs, Cahill, & Foa, Chapter 4, this volume;
Shiperd, Street, & Resick, Chapter 5, this volume). Exposure, as a principle,
relies on the explanations offered by both classical and operant conditioning
theories, and suggests that by gradually and continually exposing the individ-
ual to the feared feelings, topics, objects, and/or thoughts, the learned fear
will be extinguished over time. The principle of exposure can be incorpo-
rated in a wide variety of ways and perhaps in forms not commonly thought
of as exposure. In fact, many of the interventions we incorporate into treat-
ment with couples serve several functions, and one of them is often expo-
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sure. We include exposure to any topic, thought, feeling, or content that has
been avoided. We believe that the avoidance of thoughts and feelings associ-
ated with vulnerability are an important factor in a lack of intimacy that
many couples in therapy report as a problem.

Psychoeducation about trauma and its potential impact on individuals
and couples, emotion regulation skills, and interpersonal effectiveness skills
all involves exposure as one of the elements influencing their inclusion in
treatment. As we know from generalization and second-order operant condi-
tioning, certain words, phrases, or experiences can come to elicit a fear
response even if they were never originally part of the traumatic experience.
Including psychoeducation into treatment for survivor couples can function
as a low-level form of exposure in addition to its use as a way to assess part-
ners’ knowledge about trauma and its impact and their reactivity to trauma-
related material. The subject of trauma and its impact can become taboo in
relationships, frequently because it has led to arguments, misunderstand-
ings, one or both partner’s withdrawing physically or emotionally, and myr-
iad consequences experienced as undesirable. Among other things,
psychoeduation exposes the couple to material about the trauma in a con-
tained, safe environment, thus serving at least two functions simultaneously.
First, psychoeducation frequently reduces blame, shame, and stigmatization
about the trauma and its impact. The survivor and the partner need to know
that neither of them is responsible for the trauma or any symptoms that have
developed as a result. Second, it also functions to expose the couple to the
trauma (e.g., words, phrases, experiences) they may have avoided and there-
fore begins to reduce their reactivity and avoidance.

When working with trauma survivors and their partners, we often
include some skills training, depending on our assessment of the needs of
each couple. We select from many of the dialectical behavior therapy skills
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TABLE 14.1.

Tact Mands

“I am feeling vulnerable.” “Please sit with me,” “Please give me a few minutes
by myself,” or “Please hold me while I cry.”

“I am feeling angry.” “Listen to what I am telling you,” “Let me tell you
about what is bothering me,” or “You do not have to
fix this situation—all I want is for you to let me talk
about it.”

“I am feeling scared.” “Please sit with me,” “Please let me tell you what I am
afraid of,” or “”

“I am feeling happy (excited).” “Let me tell you about why I am excited,” “Celebrate
with me,” or “Let me be happy.”

“I’m not sure what I am
feeling.”

“Please be patient with me, I am trying,” “Help me
try and identify what I am feeling,” or “Please given
me some time to myself.”



developed by Marsha Linehan (1993b; see Wagner & Linehan, Chapter 5,
this volume). The rationale for including skills training in treatment is based
on more than exposure, of course. Skills training is effective for many cou-
ples, given their specific treatment goals. Exposure, however, is more influ-
ential than perhaps we might think. Emotion regulation skills, interpersonal
effectiveness skills, and mindfulness are the most common sets of skills we
find useful for survivor couples. Mindfulness can be thought of as a focusing
of attention or awareness. As noted earlier, trauma survivors often have diffi-
culty noticing and identifying their emotions; mindfulness is a way to expose
clients to emotions and to help them become more aware of them. Learning
emotion regulation skills can help survivors and their partners become
better at identifying emotions and discriminating between them (as dis-
cussed in the section on tacting and manding). Inherent in noticing and
identifying emotions is exposure to these emotions. Interpersonal effective-
ness skills can also be invaluable for trauma survivors. We have found that
acquiring these skills can meaningfully enhance survivor couple’s relation-
ships by providing the partners with more effective ways to communicate as
well as continually exposing them to situations, topics, and feelings that they
have previously avoided. Over time exposure to these situations, topics, and
emotions, coupled with a more skillful way of communicating about them,
reduces their negative impact while increasing partners’ sense of mastery.

Acceptance

Acceptance, the functional alternative to experiential avoidance, is our final
principle. Incorporated into numerous treatments (Jacobson, Christensen,
Prince, Cordova, & Eldridge, 2000; Orsillo, Roemer, & Barlow, 2003; Wil-
son, 1996), acceptance continues to be a popular topic for both researchers
and clinicians (Hayes, Follette, & Linehan, 2004). Our reliance on accep-
tance in our work with survivor couples is grounded in acceptance as a treat-
ment principle. Hayes et al. (1999) define acceptance as “an active taking in
of an event or situation . . . acceptance involves an abandonment of dysfunc-
tional change agendas and an active process of feeling feelings as feelings,
thinking thoughts as thoughts, remembering memories as memories” (p.
77). The principle of acceptance, like all of our other principles, does not
operate in isolation; in fact, acceptance is always part of a triad, including
effectiveness and exposure. Of course, there are times when acceptance is
not even an appropriate strategy. For example, asking a woman in an abusive
relationship to accept the beatings she is receiving is not appropriate or ethi-
cal. However, being in contact with the feelings associated with the abuse,
including her fears associated with leaving a relationship, can lead to more
effective behavior—that is, leaving a relationship that continues to be abusive.
Given that we are not able to change or alter history, acceptance of a trauma
history is an ultimate goal for any survivor. However, survivors or their part-
ners may be ready to be exposed to this principle in the early phases of treat-
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ment. Acceptance of our history, whether it be traumatic or not, by defini-
tion involves exposure to that experience. A thorough assessment of the
couple’s strengths and weaknesses will assist the therapist in knowing when
to bring the trauma history into the therapy room.

To clarify the role of acceptance in treatment with survivor couples, it
may be useful to specify the different domains in which we apply this princi-
ple. There is acceptance of internal events, such as thoughts, feelings, or
memories; acceptance of one’s history; acceptance of self; and acceptance of
others (Follette & Pistorello, 1995). We consider each of these domains
briefly as it relates to the treatment of survivor couples.

Acceptance of internal events such as thoughts, feelings, or memories is
always applicable. The speed, movement, and flow with which we introduce
and help survivor couples incorporate acceptance of internal events depends
on each couple’s ability to tolerate this exposure. For one or both partners in
some survivor couples, avoidance of painful thoughts, feelings, and memo-
ries is the only tool they posses to keep them emotionally regulated. In these
cases it would not be effective to focus on acceptance before first working on
emotion regulation skills (as discussed in relation to our fifth and sixth prin-
ciples) to provide one or both partners with alternative ways of coping. As
therapy progresses, we gradually introduce the topic and ask clients to
“check their experience” for how effective it is for them to avoid or try to
change their thoughts, feelings, and emotions. To illustrate this point, we
often incorporate metaphors and exercises outlined in acceptance and com-
mitment therapy (Walser & Hayes, Chapter 7, this volume; Hayes et al.,
1999). These metaphors and exercises help clients experience how ineffec-
tive attempted control of private events has been in their lives, and the possi-
bility that acceptance may be an effective alternative.

Acceptance of one’s history can be most challenging when working with
clients who have a trauma history. Survivors frequently want to get rid of or
forget their abuse history, and their nonacceptance of the abuse may lead to
a range of behaviors aimed at eliminating any thoughts, feelings, or behav-
iors that serve as reminders of the abuse (Follette & Pistorello, 1995). In the
case of CSA survivors, for whom the abuse was of a sexual nature, sexual sit-
uations and behaviors with the current partner would serve as reminders of
the abuse and therefore would be targeted for avoidance. This could lead
the survivor to avoid (through dissociation, substance abuse, or physical
avoidance) all sexual intimacy. Enhancing intimacy, both emotional and
physical, is at the core of couple therapy and thus this can become a key fac-
tor in treatment. In this case, acceptance would be coupled with some tradi-
tional sex therapy techniques that are based in behavioral principles. It is
important to address not only the survivor’s feelings in this regard, but also
difficulties the partner may have in dealing with the partner’s reactions to
sexual intimacy. (For a more complete discussion of modifying sexual dys-
function treatments for CSA survivor couples, see Leonard & Follette, 2002.)

Acceptance of self involves our taking the perspective of the self as an
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observer of not only external events but also our own thoughts and feelings;
seeing ourselves as distinct from our roles, behaviors, emotions, and history
(Hayes et al., 1999). By acting from a perspective of self-acceptance, the cli-
ent can experience events related to the trauma, such as a flashback, without
having to engage in familiar patterns of experiential avoidance, such as disso-
ciation (Follette & Pistorello, 1995). Acting from an acceptance of self while
experiencing a flashback when touched by his or her partner allows the sur-
vivor to break the experiential avoidance pattern and do something differ-
ently. The survivor can notice that he or she is having a flashback and choose
to talk to his or her partner about it, thus increasing the emotional intimacy
between them. Experiencing themselves as more than their thoughts, experi-
ences, and emotions can function to provide distance for survivors between
themselves as people and their experiences, thereby allowing them to
respond differently.

The acceptance of others entails those private experiences (thoughts
and feelings) that at a content level refer to other individuals (Follette &
Pistorello, 1995). A piece of this area of acceptance includes the partner’s
acceptance of the survivor’s abuse history. Often the partner is not able to
accept his or her own thoughts and feeling about his or her partner’s abuse
history. This does not mean that the client nonabused partner should con-
done any behavior that the abused partner emits, but rather that there is an
acceptance of the thoughts and feelings that the abused partner brings to the
relationship.

Table 14.2 outlines each of the principles as well as examples of tech-
niques that can be useful when implementing these principles.

The principles described in Table 14.2 are the backbone of our inter-
vention with survivor couples. We incorporate various techniques depending
on the needs of each couple, but the principles remain constant. Conducting
therapy from this stance allows us to be effective and engaged while appreci-
ating the individuality of each couple and tailoring a treatment specific to
partners’ needs and abilities.

INDIVIDUAL VERSUS COUPLE TREATMENT AND THE
RECOVERY FROM TRAUMA

The impact of trauma, though predicable to some degree, also remains
idiographic. As Naugle and Follette (1998) note, “There is no pathognomon-
ic symptom or symptom constellation that always results from a trauma his-
tory” (p. 48). We would also argue that the recovery from trauma can be just
as idiographic. Although we as clinicians and researchers have learned a
great deal from our research and experience with trauma survivors and cou-
ples, we must always be mindful of all that we do not yet know and have not
yet considered. Recovery from trauma is more of a journey than a destina-
tion, and as such, it is likely that both individual and couple treatment will
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TABLE 14.2.

Principle Technique Reference

1. Effectiveness Mindfulness practice is the intentional process of
observing, describing, and participating in the
moment nonjudgmentally and with effectiveness. To
focus attention (be mindful) increases self-knowledge
that can manifest in skillful, effective behavior.

Linehan
(1993a)

Chain analyses of problem situations between the
couple, or problem behaviors of each partner,
involve a step-by-step description of the events
leading up to and following a problem situation or
behavior; the goal is to identify important
antecedents and consequences, which, in turn, guide
the therapist’s choice of the most effective way to
intervene on these problematic behavior patterns.

Linehan
(1993b)

2. Consistency Validation is the communication of understanding
and acknowledgment of another person’s thoughts,
emotions, wants, goals, or behavior. This type of
communication builds trust and a sense of safety for
clients that their experiences and emotions will be
acknowledged, understood, and taken seriously.

Fruzzetti &
Iverson (2004)

3. Contingent
responding

In behavior exchange each partner identifies behaviors
that he or she would like his or her partner to do
more. Each partner then increases the frequency of
these desired behaviors and acknowledges the
behaviors that the other has done for him or her.

Christensen,
Jacobson, &
Babcock
(1995)

4. Modeling In-session role playing can be used to demonstrate
(model) appropriate communication and
interpersonal interaction by recreating problematic
situations the couple experiences. The therapist
enacts the role of one of the partners and
demonstrates effective behavior for the given
situation.

Masters,
Burish,
Hollon, &
Rimm (1987)

5. Tacting and
manding

Interpersonal effectiveness skills involve making requests
and refusing unwanted requests (manding) skillfully.

Linehan
(1993a)

Emotion regulation skills involve identifying and
labeling emotions (tacting) accurately.

6. Exposure Exposure, in its most structured form involves
constructing a hierarchy of feared situations or
experiences and then systematically confronting
them.

Foa &
Rothbaum
(1998)

Emotional exposure is much less structured and
involves encouraging and facilitating each partner to
experience and tolerate his or her emotions in
session, thereby creating experiential awareness of
emotions as impermanent and tolerable.

cont.



occur on many trauma survivors’ journeys. The decision about when each is
appropriate or useful remains more of an art than a science, more a prefer-
ence than a mandate. We are not arguing for a couple approach as a panacea
for all that ails the trauma survivor; quite the contrary. Consistent with the
loosely structured principle-based approach we presented, we believe that
what is most effective will depend on each client and the individual context
he or she presents. No matter what the context for treatment, we as clini-
cians and researchers must remain mindful that our collective journey is in
the service of improving the lives of trauma survivors.

REFERENCES

American Psychiatric Association. (1994). The diagnostic and statistical manual of men-
tal disorders (4th ed.). Washington, DC: Author.

Baucom, D. H., Shoham, V., Mueser, K. T., Daiuto, A. D., & Stickle, T. R. (1998).
Empirically supported couple and family interventions for marital distress and adult
mental health problems. Journal of Consulting and Clinical Psychology, 66, 53–88.

Becker, J. V., Skinner, L. J., Abel, G. G., Axelrod, R., & Cichon, J. (1984). Sexual
problems of sexual assault survivors. Women and Health, 9, 5–20.

Beitchman, J. H., Zucker, K. J., Hood, J. E., DaCosta, G. A., Akman, D., & Cassavia, E.
(1992). A review of the long-term effects of child sexual abuse. Child Abuse and
Neglect, 16, 101–118.

Briere, J. (1988). The long-term clinical correlates of childhood sexual victimization.
Annals of the New York Academy of Sciences, 528, 327–334.

Briere, J., & Runtz, M. (1987). Post-sexual abuse trauma: Data and implications for
clinical practice. Journal of Interpersonal Violence, 2, 367–397.

Briere, J., & Runtz, M. (1988). Post sexual abuse trauma. In G. E. Wyatt & G. J. Powell
(Eds.), Lasting effects of child sexual abuse (pp.85–99). Newbury Park, CA: Sage.

Browne, A., & Finkelhor, D. (1986). Impact of child sexual abuse: A review of the
research. Psychological Bulletin, 99, 66–77.

Buttenheim, M., & Levendosky, A. (1994). Couples treatment for incest survivors.
Psychotherapy: Theory, Research, Practice, Training, 31, 407–414.

Chambless, D. L., & Hollon, S. D. (1998). Defining empirically supported therapies.
Journal of Consulting and Clinical Psychology, 66, 7–18.

384 SPECIALIZED POPULATIONS AND DELIVERY

TABLE 14.2. cont.

Principle Technique Reference

7. Acceptance Identify controlling strategies as problematic for internal
experiences or private events (i.e., thoughts and
feelings) by utilizing metaphors (e.g., Polygraph) and
exercises (e.g., Clean vs. Dirty Discomfort Diary)
outlined in acceptance and commitment therapy to
increase willingness and acceptance.

Hayes,
Strosahl, &
Wilson (1999);
Walser &
Hayes,
Chapter 7, this
volume



Christensen, A., Atkins, D. C., Berns, S., Wheeler, J., Baucom, D. H., & Simpson, L.
E. (2004). Traditional versus integrative behavioral couple therapy for signifi-
cantly and chronically distressed married couples. Journal of Consulting and Clini-
cal Psychology, 72, 176–191.

Christensen, A., Jacobson, N. S., & Babcock, J. C. (1995). Integrative behavioral cou-
ple therapy. In N. S. Jacobson & A. S. Gurman (Eds.), Clinical handbook of couple
therapy (pp. 31–64). New York: Guilford Press.

Compton, J. S., & Follette, V. M. (1998). Couples surviving trauma: Issues and inter-
ventions. In V. M. Follette, J. I. Ruzek, & F. R. Abueg (Eds.), Cognitive-behavioral
therapies for trauma (pp. 321–352). New York: Guilford Press.

Cook, J. M., Riggs, D. S., Thompson, R., Coyne, J. C., & Sheikh, J. I. (2004). Posttrau-
matic stress disorder and current relationship functioning among World War II
ex-prisoners of war. Journal of Family Psychology, 18, 36–45.

Coyne, J. C. (1976). Towards an interactional description of depression. Psychiatry,
39, 28–40.

DiLillo, D., & Long, P. J. (1999). Perceptions of couple functioning among female
survivors of child sexual abuse. Journal of Child Sexual Abuse, 7, 59–76.

Ellis, E. M., Calhoun, K. S., & Atkeson, B. M. (1980). Sexual dysfunctions in victims of
rape: Victims may experience a loss of sexual arousal and frightening flashbacks
even one year after the assault. Women and Health, 5, 39–47.

Foa, E. B., & Rothbaum, B. O. (1998). Treating the trauma of rape. New York: Guilford
Press.

Follette, V. M., & Pistorello, J. (1995). Couples therapy. In C. Classen & I. D. Yalom
(Eds.), Treating women molested in childhood (pp. 129–161). San Francisco: Jossey-
Bass.

Follette, V. M., Polusny, M. M., Bechtle, A. E., & Naugle, A. E. (1996). Cumulative
trauma effects: The impact of child sexual abuse, adult sexual assault, and
spouse abuse. Journal of Traumatic Stress, 9, 15–25.

Fruzzetti, A. E., & Iverson, K. M., (2004). Mindfulness, acceptance, validation, and
“individual” psychopathology in couples. In S. C. Hayes, V. M. Follette, & M. M.
Linehan (Eds.), Mindfulness and acceptance: Expanding the cognitive-behavioral tra-
dition (pp. 168–191). New York: Guilford Press.

Gold, E. R. (1986). Long-term effects of sexual victimization in childhood: An
attributional approach. Journal of Consulting and Clinical Psychology, 54(4), 471–
475.

Hayes, S. C., Follette, V. M., & Linehan, M. M. (Eds.). (2004). Mindfulness and accep-
tance: Expanding the cognitive-behavioral tradition. New York: Guilford Press.

Hayes, S. C., Strosahl, K. D., & Wilson, K. G. (1999). Acceptance and commitment ther-
apy: An experiential approach to behavior change. New York: Guilford Press.

Hayes, S. C., Wilson, K., Gifford, E., Follette, V. M., & Strosahl, K. (1996). Experien-
tial avoidance and behavioral disorders: A functional dimensional approach to
diagnosis and treatment. Journal of Consulting and Clinical Psychology, 64, 1152–
1168.

Haynes, S. N., & O’Brien, W. H. (2000). Principles and practice of behavioral assessment.
New York: Kluwer Academic/Plenum.

Jackson, J. L., Calhoun, K. S., Amick, A. E., Maddever, H. M., & Habif, V. L. (1990).
Young adult women who report childhood intrafamilial sexual abuse: Subse-
quent adjustment. Archives of Sexual Behavior, 19(3), 211–221.

Jacobson, N. S., Christensen, A., Prince, S. E., Cordova, J., & Eldridge, K. (2000).

A Principle-Based Intervention for Couples 385



Integrative behavioral couple therapy: An acceptance-based, promising new
treatment for couple discord. Journal of Consulting and Clinical Psychology, 68,
351–355.

Jacobson, N. S., & Margolin, G. (1979). Marital therapy: Strategies based on social learn-
ing and behavior exchange principles. New York: Brunner/Mazel.

Jehu, D. (1988). Beyond sexual abuse: Therapy with women who were childhood victims.
New York: Wiley.

Johnson, S. M. (2002). Emotionally focused couple therapy with trauma survivors:
Strengthening attachment bonds. New York: Guilford Press.

Keane, T. M., & Wolfe, J. (1990). Comorbidity in post-traumatic stress disorder: An
analysis of community and clinical studies. Journal of Applied Social Psychology, 20,
1776–1788.

Kilpatrick, D. G., Edmunds, C. N., & Seymour, A. K. (1992). Rape in America: A report
to the nation. Arlington, VA: National Victim Center.

Kirschner, S., Kirschner, D. A., Rappaport, R. L. (1993). Working with adult incest sur-
vivors: The healing journey. New York: Brunner/Mazel.

Krupnick, J. L. (2002). Brief psychodynamic treatment of PTSD. Journal of Clinical
Psychology, 58, 919–932.

Lacoursiere, R. B., Godfrey, K. E., & Ruby, L. M. (1980). Traumatic neurosis in the
etiology of alcoholism: Vietnam combat and other trauma. American Journal of
Psychiatry, 137(8), 966–968.

Leonard, L. M., & Follette, V. M. (2002). Sexual functioning in women reporting a
history of child sexual abuse: Review of the empirical literature and clinical
implications. Annual Review of Sex Research, 13, 346–389.

Linehan, M. M. (1993b). Skills training manual for treating borderline personality disorder.
New York: Guilford Press.

Linehan, M. M. (1993a). Cognitive-behavioral treatment of borderline personality disorder.
New York: Guilford Press.

Masters, J. C., Burish, T. G., Hollon, S. D., & Rimm, D. C. (1987). Behavior therapy:
Techniques and empirical findings (3rd ed.). New York: Harcourt Brace
Jovanovich.

Miller, M. M., & Sutherland, K. J. (1999). Partners in healing: Systemic therapy with
survivors of sexual abuse and their partners. Journal of Family Studies, 5(1), 97–
111.

Miller, W. R., Williams, M., & Bernstein, M. H. (1982). The effect of rape on marital
and sexual adjustment. American Journal of Family Therapy, 10, 51–58.

Mullen, P. E., Martin, J. L., Anderson, J. C., Romans, S. E., & Herbison, G. P. (1994).
The effect of child sexual abuse on social, interpersonal, and sexual functioning
in adult life. British Journal of Psychiatry, 165, 35–47.

Naugle, A. E., & Follette, W. C. (1998). A functional analysis of trauma symptoms. In
V. M. Follette, J. I. Ruzek, & F. R. Abueg (Eds.), Cognitive-behavioral therapies for
trauma (pp. 48–73). New York: Guilford Press.

Nelson, B. S., & Wright, D. W. (1996). Understanding and treating post-traumatic
stress disorder symptoms in female partners of veterans with PTSD. Journal of
Marital and Family Therapy, 22(4), 455–467.

Orsillo, S. M., Roemer, L., & Barlow, D. H. (2003). Integrating acceptance and mind-
fulness into existing cognitive-behavioral treatment for GAD: A case study. Cog-
nitive and Behavioral Practice, 10, 222–230.

386 SPECIALIZED POPULATIONS AND DELIVERY



Pepper, S. C. (1942). World hypotheses: A study in evidence. Berkeley: University of Cali-
fornia Press.

Polusny, M. A., & Follette, V. M. (1995). Long-term correlates of child sexual abuse:
Theory and review of the empirical literature. Applied and Preventive Psychology,
4, 143–166.

Rabin, C., & Nardi, C. (1991. Treating post-traumatic stress disorder couples: A psy-
choeducational program. Community Mental Health Journal, 27, 209–223.

Resick, P. A. (1993). The psychological impact of rape. Journal of Interpersonal Vio-
lence, 8, 223–255.

Resick, P. A., & Calhoun, K. S. (2001). Posttraumatic stress disorder. In D. H. Barlow
(Ed.), Clinical handbook for psychological disorders: A step-by-step treatment manual
(3rd ed., pp. 60–113). New York: Guilford Press.

Resick, P. A., & Nishith, P. (1997). Sexual assault. In R. C. Davis, A. J. Lurigio, & W.
G. Skogan (Eds.), Victims of crime (2nd ed., pp. 27–52). Thousand Oaks, CA:
Sage.

Riggs, D. S., Byrne, C., Weathers, F., & Litz, B. (1998). The quality of intimate rela-
tionships of male Vietnam veterans: Problems associated with posttraumatic
stress disorder. Journal of Traumatic Stress, 11, 87–101.

Russell, D. E. H. (1986). The secret trauma: Incest in the lives of girls and women. New
York: Basic Books.

Sarwer, D. B., & Durlak, J. A. (1996). Childhood sexual abuse as a predictor of adult
female sexual dysfunction: A study of couples seeking sex therapy. Child Abuse
and Neglect, 20(10), 963–972.

Savarese, V. W., Suvak, M. K., King, L. A., & King, D. W. (2001). Relationships
among alcohol use, hyperarousal, and marital abuse and violence in Vietnam
veterans. Journal of Traumatic Stress, 14, 717–732.

Serafin, J. M., & Follette, V. M. (1996, November). Female survivors of sexual trauma
and their partners: Issues in couple functioning. Paper presented at the annual meet-
ing of the International Society for Traumatic Stress Studies, San Francisco.

Skinner, B. F. (1957). Verbal behavior. New York: Appleton-Century-Crofts.
Skinner, B. F. (1974). About behaviorism. New York: Random House.
Solomon, Z., Waysman, M., Levy, G., Fried, B., Mikulincer, M., Benbenishty, R.,

Florian, V., & Bleich, A. (1992). From front line to home front: A study of tem-
porary traumatization. Family Process, 31, 289–302.

Waltz, J. (1993). The long-term effects of childhood sexual abuse on women’s relationships
with partners. Unpublished doctoral dissertation, University of Washington, Seat-
tle.

Wenninger, K., & Heiman, J. R. (1998). Relating body image to psychological and
sexual functioning in child sexual abuse survivors. Journal of Traumatic Stress,
11(3), 543–562.

Westerlund, E. (1992). Women’s sexuality after childhood incest. New York: Norton.
Wilson, G. T. (1996). Acceptance and change in the treatment of eating disorders

and obesity. Behavior Therapy, 27, 417–439.
Wincze, J. P., & Carey, M. P. (1991). Sexual dysfunction: A guide for assessment and treat-

ment. New York: Guilford Press.
Wyatt, G., Guthrie, D., & Notgrass, C. M. (1992). Differential effects of women’s child

sexual abuse and subsequent sexual revictimization. Journal of Consulting and
Clinical Psychology, 60, 167–173.

A Principle-Based Intervention for Couples 387



SPECIALIZED POPULATIONS AND DELIVERYGroup Therapies for Trauma

CHAPTER FIFTEEN

Group Therapies
for Trauma Using

Cognitive-Behavioral Therapy

David W. Foy
Linnea C. Larson

OVERVIEW AND BRIEF HISTORY
OF COGNITIVE-BEHAVIORAL GROUP THERAPY

FOR TRAUMA SURVIVORS

The purpose of this chapter is to present cognitive-behavioral (CB) group
therapy methods for use with children, adolescents, and adult survivors of
traumatic experiences. We begin by presenting a brief history of the develop-
ment of group therapy for trauma survivors, followed by reviews of current
influential theories and published studies on CB group therapy outcomes.
Next we update the current status of our knowledge about CB group psycho-
therapy for trauma survivors; clinical issues are identified and specific rec-
ommendations for addressing these issues are made. Finally, we discuss cur-
rent limitations in our knowledge of CB group interventions and identify
areas that require further investigation and development.

Published reports of group therapy for combat-related trauma date back
60 years to World War II (Dynes, 1945). Two events in the late 1970s greatly
accelerated the development of trauma-related group therapy. First, a
nationwide network of community-based Vet Centers was established to
serve the readjustment needs of Vietnam veterans. “Rap groups,” led by
counselors who themselves were Vietnam veterans, were featured in these
centers (Sipprelle, 1992). Secondly, posttraumatic stress disorder (PTSD) was
introduced into the psychiatric diagnostic system in 1980, and was followed
by many studies that soon established commonalities in symptom manifesta-
tions and pathogenesis across survivors of different traumatic experiences.
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Group therapy methods were applied to a variety of trauma populations,
ranging from survivors of child sexual abuse to female adults exposed to
domestic violence.

The rationale for using group therapy as a treatment for trauma is based
on the survivor-acknowledged need for, and advantage of, joining with oth-
ers in therapeutic work when coping with victimization consequences such
as isolation, alienation, shame, and restricted or diminished feelings. Group
therapy is especially appropriate because many survivors may feel ostracized
from the larger society, or even judged and blamed for their predicament.
Bonding with others who have similar histories in the context of a supportive
environment can be a critical step toward regaining trust. Beyond its obvious
cost advantage, group therapy may be particularly useful for those individu-
als who fail to hold the common assumptions (e.g., the value of psychological
mindedness; responsibility for life choices and outcomes) thought necessary
for individual psychotherapy (Klein & Schermer, 2000).

Group therapy methods may differ in their theoretical models of symp-
tom development and therapeutic intervention, but they share a set of key
features that builds a therapeutic, safe, and respectful environment. These
features include (1) group membership determined by shared type of trau-
ma (e.g., combat veterans or adult survivors of child abuse); (2) disclosure
and validation of the traumatic experience; (3) normalization of trauma-
related responses; (4) validation of behaviors required for survival during the
time of the trauma; and (5) the idea that the nontraumatized therapist can-
not be helpful is challenged, because he or she will rely on expert fellow sur-
vivors in the group.

INFLUENTIAL THEORIES THAT RELATE
TO CB GROUP THERAPY FOR TRAUMA

Mowrer’s (1960) two-factor theory is often used to explain the origin and
persistence of symptoms of PTSD; that is, the initial trauma reaction
becomes a conditioned emotional response (classical conditioning), and sub-
sequent avoidance responses are motivated by fear and reinforced by fear
reduction (operant conditioning). Additionally, our CB conceptualization of
PTSD (Foy, 1992) is an interactional model that is used to account for the
interplay of trauma characteristics, personal factors, and other posttrauma
factors in the development of acute or chronic PTSD. Such a model allows
for individual differences on other important factors, such as prior trauma
exposure, social support, or cognitive attributions about the cause and
meaning of the trauma, to be incorporated in case conceptualization.

Currently there are three dominant CB models, effectively summarized
and compared by Brewin and Holmes (2003), which are relevant to group
therapy for PTSD. These models are Foa and Rothbaum’s (1998) emotional
processing theory; Brewin, Dalgleish, and Joseph’s (1996) dual representa-
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tion theory; and Ehlers and Clark’s (2000) cognitive theory. Although there
is a significant amount of common ground among the three models, each
also supplies unique nuances that add to the overall understanding of PTSD
and its treatment.

All three theories conceptualize memory for traumatic events as being
distinctly different from other types of memories. Foa and Rothbaum (1998)
conceptualize a single associative network for traumatic events that consists
of informational links regarding external stimuli, emotional/physiological
responses, and meaning. This “fear network” differs from ordinary memo-
ries in that there are increased associations with fear and behavioral/physio-
logical responses. With regard to meaning, Foa and Rothbaum assert that
rigid pretrauma views (either positive or negative) increase the likelihood of
PTSD, and negative appraisals of one’s peritraumatic responses also play an
important role. The treatment connected with this model is prolonged expo-
sure therapy; its goal is to activate the fear network and integrate new infor-
mation into it in order to weaken the associations (Brewin & Holmes, 2003).

Brewin et al. (1996), in contrast, posit that traumatic memory is stored
in two different types of systems, verbally accessible memory (or VAM; with
regard to trauma, represented by oral or written narratives of the event and
accompanying conscious evaluations, including negative appraisals) and
situationally accessible memory (or SAM; containing data about the trauma
from lower-level perceptual processes that are not under conscious control,
are not easily expressed verbally, and are the source of flashbacks). Accord-
ing to Brewin et al., treatment for PTSD must involve two processes: (1) dis-
tinctly addressing and modifying negative appraisals in the VAM system; and
(2) helping clients to focus conscious attention on memories in the SAM sys-
tem, so that they can also be encoded in the VAM system. Then, when a per-
son is subsequently exposed to traumatic reminders, the VAM memories
compete with the SAM memories and inhibit the fear associated with the
SAM memories (Brewin & Holmes, 2003).

Ehlers and Clark’s (2000) model emphasizes how the trauma is pro-
cessed and how that processing impacts traumatic memory. They posit that
PTSD occurs when a person’s processing of the trauma results in a sense of
either internal or external threat. Factors that contribute to a person devel-
oping this ongoing sense of threat include negative appraisals during and
after the trauma (the likelihood of which are increased by a sense of mental
defeat, a pretrauma state of mind in which the person feels unable to affect
his or her fate), and the poorly integrated nature of traumatic memory. They
distinguish between two types of processing that occur during a trauma and
impact the resulting traumatic memory: conceptual processing (centered on
meaning, organizing, and contexualizing) and data-driven processing (cen-
tered on sensory information). Data-driven processing is considered a risk
factor for PTSD due to the difficulty of intentionally retrieving the memories
and the difficulty of integrating these memories into the person’s autobio-
graphical narrative. In addition to identifying a variety of negative appraisals
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that contribute to a sense of threat, Ehlers and Clark also identified several
maladaptive behavioral strategies that contribute to the maintenance of
PTSD (Brewin & Holmes, 2003).

Common treatment elements among the three models include the need
to (1) construct a verbal trauma narrative, (2) modify negative appraisals,
and (3) activate the sensory or situationally accessible memories associated
with the trauma in order to lessen their strength and bring them under con-
scious control (Brewin & Holmes, 2003). Group therapy lends itself well to
the completion of these goals.

In addition to these models concerning the nature of traumatic memo-
ries, the theoretical contributions of Yalom’s (1995) principles of group pro-
cess to the conduct of trauma-related group therapy have often been
acknowledged. Nevertheless, it is important to note that CB group therapy
approaches are not “process-oriented,” in that the critical therapeutic ingre-
dient is not thought to be the corrective recapitulation of the primary family
group nor expression of intense affect between members about their rela-
tionship.

EMPIRICAL STUDIES
OF CB GROUP THERAPY FOR TRAUMA

To date, the literature on group therapy for trauma survivors contains more
than 35 empirical studies, nearly equally divided between adult (Foy,
Schnurr, Glynn, et al. 2000) and child/adolescent samples (Reeker, Ensing,
& Elliott, 1997). Among these studies, 23 are reports of CB-based or “inte-
grated” model group therapy outcomes. By far, the most widely studied pop-
ulation is that of female sexual assault survivors, both for adult and youth
age groups.

Among the 23 studies listed in Table 15.1, there are 15 single-group,
pre–post designs, 2 control-group designs, and 6 randomized controlled tri-
als (RCTs). There is an expanding representation of studies with both adult
survivors (7 studies) and children/adolescents (16 studies). Within the set of
youth studies, 11 were conducted with preteenage children, whereas adoles-
cents were sampled exclusively in 3 studies. Two studies featured “mixed”
samples that included both latency-age children and teenagers. In terms of
gender representation, most studies featured same-sex samples (females, 9
studies; males, 1 study), but 6 studies reported, primarily with preschool chil-
dren, included both genders in the group therapies. It is notable that there
have been no studies of mixed gender groups with adult survivors.

Each of the studies in Table 15.1 examining the efficacy of CB or “inte-
grated” group treatment demonstrated improvements in group members’
distress at the end of treatment. The groups represented a variety of trauma
populations (e.g., sexually abused children and adolescents, adult survivors
of sexual assault, adult survivors of childhood sexual abuse, and combat vet-
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TABLE 15.1. Overview of Current CB Group Therapy for Trauma Studies

Study Trauma population
Developmental

stage (age in years) Gender (N)
Type of therapy
(No. of sessions) Design rigor

Ashby et al. (1987) CSA Teens (13–17) F (10) Integrated (10) Pre–post
Bradley & Follingstad (2003) CSA/CPA

(incarcerated)
Adult F (49) CBT/DBT RCT

Chemtob et al. (2002) Disaster Grades 2–6 F/M (248) CBT individual, group (4) RCT
Deblinger et al. (2001) CSA Children/mothers F/M (44 pairs) CBT, supportive (11) RCT
De Luca et al. (1993) CSA Latency (10–11) F (7) Integrated (10) Pre–post
Frueh et al. (1996) Combat Adult M (11) CBT (10) Pre–post
Hack et al. (1994) CSA Latency (8–11) M (7) Integrated (12) Pre–post
Hall-Marley & Damon (1993) CSA (4–7) F/M (13) Integrated (13) Pre–post
Hiebert-Murphy et al. (1992) CSA (7–9) F (5) Integrated (9) Pre–post
Hoier et al. (1988) CSA (5–15) F/M (18) CBT Pre–post
Kitchur & Bell (1989) CSA (11–12) F (7) Integrated (16) Pre–post
Lubin et al. (1998) Multiple Adult F (29) CBT, trauma focus (16) Pre–post
McGain & McKinzey (1995) CSA (9–12) F (30) Integrated (25) Pre–post
Nelki & Watters (1989) CSA (4–8) F (7) Integrated (9) Pre–post
Resick & Schnicke (1992) SA Adult F (39) CBT, waiting list (12) CT
Resick et al. (1988) SA Adult F (50) CBT, supportive (6) CT
Rust & Troupe (1991) CSA (9–18) F (25) Integrated (24) Pre–post
Schnurr et al. (2003) Combat Adult M (360) CBT, trauma focus,

present-centered
RCT

Sinclair et al. (1995) CSA Teens F (43) CBT (20) Pre–post
Stauffer & Deblinger (1996) CSA (2–6) F/M (19) CBT (11) Pre–post
Stein et al. (2003) CV Grade 6 F/M (126) CBT (10) RCT
Verleur et al. (1986) CSA (13–17) F (15) Integrated (24) Pre–post
Zlotnick et al. (1997) CSA Adult F (43) CBT affect management (15) RCT

Note. Trauma populations: CPA, childhood physical abuse; CSA, childhood sexual abuse; CV, community violence; SA, sexual abuse. Therapy type: CBT, cognitive-
behavioral therapy; DBT, dialectical behavior therapy. Design type: CT, controlled trial; RCT, randomized controlled trial.



erans). The variety of CB techniques used in these groups included the fol-
lowing: exposure therapy, cognitive processing or restructuring, assertive-
ness training, stress inoculation, affect management, and coping skills. The
groups met for a range of 6 to 24 weeks, usually weekly.

Compared to our earlier review (Foy et al., 2000), CB methods have
been much more frequently used in recent group studies. Recent RCTs have
also addressed the issue of relative effectiveness among the types of trauma
group therapies (Deblinger, Stauffer, & Steer, 2001; Schnurr et al., 2003). In
these studies, CB trauma focus groups were compared directly to present-
centered or supportive groups. Although the Deblinger et al. study found
the CB group to be superior, findings were more complex in the Schnurr et
al. study, such that there was a significant treatment condition by cohort
interaction favoring present-centered therapy in the first cohort. Conversely,
the CB trauma focus condition was found to be superior in the second and
third cohorts. These findings suggest that there may be a lengthier learning
curve for CB trauma group therapists, especially those without previous
experience and skills in the CB methods incorporated in the groups. On a
positive note, findings from follow-up assessments showed that treatment
effects were durable for as long as 1 year posttreatment (e.g., Schnurr et al.,
2003).

CLINICAL APPLICATIONS

Evaluation and Assessment

Broadly construed, there are three sets of prerequisites for the intensive
trauma work that is outlined in this chapter: psychological symptoms related
to the traumatic event, stable living circumstances, and willingness/ability to
tolerate intense affect. Thus, to determine if it is the appropriate time for an
individual to participate in CB group therapy, these three domains must first
be assessed. Typically, this assessment can be conducted in a single meeting
with the client; the clinician provides a rationale for the items being assessed
and then conducts a clinical interview. For this pregroup screening with
adult clients, a brief standard assessment instrument may be useful to deter-
mine the severity of trauma-related symptoms. For example, the Impact of
Event Scale—Revised (IES-R; Weiss & Marmar, 1996) is a paper-and-pencil
measure that can be quickly administered and scored.

As a minimum assessment strategy for CB therapy groups, therapists
should collect pre- and posttreatment data from each member that include
basic demographic information and a measure of the primary intended
outcome of the group. The applicability of findings from the current
group to those from other studies is dependent upon similarities in demo-
graphics such as age, gender, ethnicity, educational level, and income level.
For assessment of intended outcome, the use of a general measure of trau-
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ma-related distress, such as the IES-R (Weiss & Marmar, 1996), is encour-
aged.

Should more extensive documentation of PTSD be required, the Clini-
cian Administered PTSD Scale (CAPS; Blake, Weathers, Nagy, & Kaloupek,
1995) is recommended. Because interview-based and self-report instruments
for PTSD usually have a high rate of concordance, many clinicians prefer to
utilize a brief self-report tool as part of the documentation of the presence of
PTSD and as a foundation for ongoing symptom assessment. The Los
Angeles Symptom Checklist (King, King, Leskin, & Foy, 1995) is an example
of a useful self-report instrument that gives severity scores for PTSD and
more general distress. Other similar scales include the Trauma Symptom
Inventory (TSI: Briere, Elliott, Harris, & Cotman, 1995) and the Posttraumat-
ic Stress Diagnostic Scale (PDS; Foa, Cashman, Jaycox, & Perry, 1995).

Guidelines for Client Selection

To date, CB therapy groups for adults have been comprised of same-sex sur-
vivors of the same type of traumatic experience. Thus there is no precedent
in the literature for selecting adult survivor members on the basis of mixed
gender or mixed traumas. As noted, Table 15.1 shows several studies that
feature mixed genders for groups with adolescents and younger children.
Individuals must, of course, be agreeable to participation in a group; and
they must have the capacity to participate in treatment objectives and to
interact appropriately with other members. Some group members may
require a referral for additional supportive services during participation in
the group. In groups with cultural/ethnic diversity, cross-cultural factors
must be considered as relevant to group participants; the inclusion of a co-
facilitator familiar with these differences is recommended. Table 15.2 sum-
marizes inclusion and exclusion factors to consider. Pending litigation and
the activities related to it may compete for the individual’s time and atten-
tion to the extent that it may be incompatible with full participation in group
therapy for trauma.

Overview of Treatment Approach

As applied to chronic PTSD in adults, CB therapy groups are intended to
reduce members’ current trauma-related distress and provide them with
additional skills with which to cope successfully with future exacerbations of
their symptoms. CB group therapy uses systematic prolonged exposure and
cognitive restructuring techniques to process each group member’s trauma
experience. In the format we developed for male combat veterans (Foy,
Ruzek, Glynn, Riney, & Gusman, 2002; Schnurr et al., 2003), each group
member has the opportunity to recount his story as others listen. Group
members thereby take part in trauma processing through both direct experi-
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ence of their own trauma event as well as through the vicarious experiences
of others. CB group models emphasize both the strength of personal narra-
tive and the power of group support; members “stand together” and hear
each other’s experiences without judgment (Foy et al., 2002). Personal narra-
tive involves putting into words the actual sequence of events and reactions
in the traumatic experience so that it can be communicated to others and
considered therapeutically by the individual.

The use of psychoeducational material regarding relapse prevention
and coping skills bolsters group members’ resources for responding to cur-
rent and future PTSD symptoms (Foy et al., 2002). For example, acknowledg-
ing the need for support with states of chronic distress takes into account the
frequently intractable nature of chronic PTSD, because symptom exacerba-
tion (or “relapse”) remains an ongoing challenge for group members.

The rationale for using group therapy methods with children and ado-
lescents is much the same as for adults: It offers advantages over individual
therapy in providing a safe, shared therapeutic environment in which chil-
dren who have survived terrible experiences can normalize their reactions
and provide support for each other while processing their traumas. Integrat-
ed group therapy for children and adolescents usually involves a collection
of techniques (e.g., exploration of feelings, art therapy, play therapy, puppet
work, psychoeducation to prevent future sexual abuse) drawn from several
theoretical traditions, including CB. Conversely, CB group therapy (e.g.,
Stauffer & Deblinger, 1996) includes the familiar elements of psychoeduca-
tion, coping skills training, exposure therapy, and cognitive restructuring.
Groups of both types typically include a series of 8–24 weekly sessions; their
composition typically involved children within the same developmental
stage, although a few studies included members whose ages ranged across
the developmental spectrum from early childhood through late adolescence
(Reeker et al., 1997).
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TABLE 15.2. Guidelines for Client Selection

Inclusion criteria Exclusion criteria

Agreeable to participation in a group Acute psychosis

Can participate in treatment objectives
and interact appropriately in a group

Homicidal or suicidal tendencies

Can tolerate high distress and anxiety Heart disease or severe angina

Accepts rationale for exposure-based
therapy

Language difficulties

Willing to share traumatic experiences Possible: seeking compensation/pending
litigation

Stable living arrangements Consider cross-cultural issues



Session Design and Clinical Sequence

The format we describe here, termed “trauma focus group therapy” (TFGT),
is based upon our work with male veterans receiving outpatient treatment
for combat-related trauma (Foy et al., 2002; Schnurr et al., 2003). Group
rules are explained to each prospective member in a preliminary individual
session. Rules cover expectations in three critical areas: (1) the need for con-
sistent attendance, with prior notice for planned absence; (2) use of positive
tone in giving feedback during group participation; and (3) the ability to
exercise confidentiality regarding members’ identities and the information
discussed in group sessions. There are six group members and two group
facilitators in each CB trauma group. Each session is organized to include
five core elements, listed in Table 15.3.

Homework is considered a crucial part of the treatment described here.
In each weekly session, homework tasks are assigned to bridge the gap
between group therapy sessions and the challenge of coping with their
PTSD-related issues in their home environments.

As outlined in Table 15.4, the group meets weekly for 30 sessions, or
about 7 months, then monthly for another 5 months. Trauma focus sessions
are planned for 2 hours’ duration; other meetings last 90 minutes. Sessions
are planned according to the following schedule presented in Table 15.4.

There are three different types of sessions: introductory, trauma
focused, and relapse prevention and termination. Introductory sessions have
several goals: (1) to provide education about PTSD and the treatment pro-
cess, (2) to teach and reinforce basic coping skills, (3) to prepare members
for their upcoming task of trauma processing by recounting their selected
traumatic experiences, and (4) to provide group facilitators and other mem-
bers with additional background information about each participant. Prepa-
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TABLE 15.3. Core Elements: Trauma Focus Group Therapy (TFGT)

Element Description

Check-in Members express feelings, concerns, and readiness to engage in
group.

Review of
homework

Members report on weekly tasks and outcomes; leaders collect
homework, shape homework compliance and performance, and
problem-solve obstacles to its completion.

Specific topics Follows session schedule outlined in Table 15.4—majority of group
time.

Assignment of
homework

Leaders explain homework task and rationale, answer questions, and
explore obstacles to completion.

Check-out Members express reactions to the session; leaders calm distressed
members, help plan for the next week, or reinforce individual
change.



ration for therapeutic exposure is accomplished by setting clear group rules
and structure, building member cohesion, discussing realistic expectations
for outcome, presenting a clear rationale for exposure treatment, and teach-
ing and supporting coping skills to be consciously employed during the trau-
ma focus section of treatment.

Trauma focus sessions begin with identification of the trauma scene and
proceed to systematic exposure to key aspects of the traumatic memories.
These sessions are intended to (1) reduce fears of memories of traumatic
experiences, (2) improve perceived self-control of memories and accompany-
ing negative emotions, and (3) strengthen adaptive coping responses under
conditions of distress. Finally, relapse prevention and termination sessions
focus on (1) planning for anticipated difficulties in postdischarge living, (2)
identifying individual risk scenarios and positive responses, (3) continued
practicing of coping skills, (4) providing a period for consolidation of experi-
ences during exposure, and (5) preparing members for group termination.

Specific content for each session follows these goals. “PTSD education”
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TABLE 15.4. Session Titles

Introductory sessions

Session 1 Introductions, structure, and group rules

Session 2 PTSD education

Session 3 Coping resources

Session 4 Negative and positive coping

Session 5 PTSD symptoms and self-control

Sessions 6–7 Premilitary autobiographies

Session 8 Pre-warzone military autobiographies

Trauma focus sessions

Sessions 9–10 Trauma scene identification/coping review

Sessions 11–22 Trauma exposure and cognitive
restructuring

Relapse prevention and termination

Session 23 Integrating trauma: The three-way mirror

Sessions 24 Improving social support

Sessions 25–26 Anger management

Session 27–28 Risk situations and coping strategies

Sessions 29 Behavioral contracting

Session 30 Transitioning to monthly sessions

Booster sessions
(5 )

Integration of traumatic experience and
relapse prevention



provides members with a chance to describe their own trauma symptoms
and the personal impact of those symptoms. Group facilitators provide
didactic education and clarify misperceptions about PTSD. “Coping
resources” introduces the concept of coping by having members conduct a
personal inventory of their current coping resources, identifying personal
strengths, and noting areas in need of development. “Negative and positive
coping” continues this theme by examining negative coping behaviors used
in the past (e.g., alcohol consumption, social isolation, anger, and violence)
and their consequences, and positive alternatives (e.g., finding support from
significant others, practicing relaxation). “PTSD symptoms and self-control”
emphasizes the importance of responding positively to symptoms; for
instance, taking action to manage arousal, control attention, and enlist social
support.

“Premilitary autobiographies” provide members with a chance to briefly
explore, in a structured way, their childhood and adolescence to help estab-
lish their identities before experiencing combat trauma. Key developmental
themes are reviewed that are related to early life coping style and response
to trauma, including relationships with family members and peers, religious
and cultural background, and pre-war traumatic experiences. “Pre-warzone
military autobiographies” presents members with a similar opportunity to
examine early attitudes toward military life and war, as well as ways in which
basic military training affected their responses to war traumas.

“Trauma scene identification/coping review” is designed to help each
member select the trauma scene that he will review during his personal trau-
ma focus work. Members are encouraged to select scenes that are especially
distressing, related to current symptomatology or vivid imagery, and associ-
ated with fear as the predominant affect. “Trauma exposure and cognitive
restructuring” sessions are conducted by focusing upon one member at a
time to ensure a minimum of 30 minutes of exposure to important trauma-
related reminders and to prevent cognitive avoidance. In their narratives of
their trauma scenes, members emphasize the sensory perceptions, thoughts,
and emotional reactions that occurred during the incident. During recount-
ing of the traumatic experience, minimal prompts are given by the facilita-
tors, because the therapeutic objective is to encourage the member to
assume responsibility for “self-exposure.” Overall, the task might best be con-
ceptualized as “supported remembering.”

After the member describes his traumatic experience, cognitive distor-
tions are identified and challenged, usually by other group members who
have also experienced similar traumas. In turn, each member is allocated
one session for this work; after each has had a turn, the process is repeated
so that members are exposed to the material a second time in group. Follow-
ing the initial in-session exposure, the member is asked to begin an self-expo-
sure process outside of group as homework. The purpose of the exposure
homework is to increase the number of times trauma scenes are
reexperienced (exposure “dose”) to ensure that fears are effectively reduced.
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The member is given a cassette recording of his trauma narrative and the
related cognitive restructuring, asked to listen to the recording at least once
during the next week, note distress levels, and report on coping skills he
used to manage any related distress.

Originally, traumatic events may have been so intense that they over-
whelmed the member’s capacity to comprehend them accurately. Often the
simple sequence of events in the scene is not even clear to the survivor. Thus
many survivors draw inaccurate inferences from the events that often involve
misperceptions about culpability for the tragic outcome. Accordingly, the
goal of the self-exposure process is to access painful memories but to prevent
overwhelming negative emotion. Facilitators focus attention on key trauma
reminders, help prevent avoidance, and assist with management of distress,
as necessary. In the cognitive restructuring phase following the member’s
narrative account of his scene, facilitators and other group members assist
the member by carefully and systematically evaluating the “data” supporting
the inferences and beliefs the member holds about his scene.

“Integrating trauma: The three-way mirror” is designed to aid the transi-
tion of the group from trauma focus work to a current-day perspective, in
which integration of traumatic experiences and relapse prevention are
emphasized. The mirror metaphor is used to represent each member’s life in
developmental perspective: premilitary, military, and postmilitary/current
time frames.

“Improving social support” focuses on helping veterans recognize the
importance of receiving support from significant others to (1) help them
achieve relapse prevention, (2) review current key relationships, (3) identify
problems in these relationships, and (4) develop (and implement as home-
work) action plans for improving them.

“Anger management,” as the name indicates, directs members’ atten-
tion to the links between their past traumatic experiences and current anger,
and the negative consequences of anger in their present lives. It is intended
to help members (1) identify positive anger control strategies, (2) generate
individualized plans, and (3) practice some of these strategies in session and
as homework. In “risk situations and coping strategies” members complete
structured exercises to identify personal high-risk situations and specify steps
for constructive coping. They also prepare personalized “emergency cards,”
which they carry with them to prompt themselves toward more effective cop-
ing in emergencies. “Behavioral contracting” further addresses this process
of relapse prevention planning by formalizing each member’s commitment
to coping in a written contract. In “transitioning to monthly sessions” mem-
bers (1) review lessons learned, (2) develop specific plans for maintaining
their treatment gains in the future, and (3) discuss their feelings about mov-
ing from weekly to monthly meetings. The five booster sessions are designed
to continue the work of trauma integration and relapse prevention within
the group while members are weaned gradually from their dependence
upon the group. Trouble-shooting the difficulties members encounter in
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keeping their rehabilitation contracts is the primary focus within these ses-
sions (Foy et al., 2002).

To summarize: The primary treatment elements employed in CB trau-
ma group therapy include PTSD education, prolonged exposure, cognitive
restructuring, coping skills training, and relapse prevention training. Groups
are structured so that leaders follow a detailed treatment manual, and group
members follow instructions in their workbooks for completing weekly
homework assignments. Additionally, co-therapists need to plan their roles
in advance for each session, and they need to debrief each other after the
session.

Common Treatment Obstacles and Possible Solutions

Trauma work often exposes the clinician to profoundly disturbing stories of
human suffering and aggression. Much has been written about the necessity
of clinician self-care and the need to prevent secondary or vicarious
traumatization in view of this ongoing stress. The presence of a co-leader in
CB trauma groups is extremely useful concerning the resolution of issues.
The co-leaders must work as a team, providing peer supervision and con-
structive feedback to each other throughout the treatment protocol.

Group members frequently have present-day stressors and crises affect-
ing their lives. The presence of such stressors may interfere with the individ-
ual’s ability to focus on the content of the group. These issues can be identi-
fied during the check-in and a referral for additional services outside the
group, if necessary. The identification of these potential distractions remains
critical in order for progress to be made during the group, because their
presence may elicit avoidance and hamper scheduled work.

As treatment advances to the stage of exposure to traumatic memories,
some members may experience exacerbation of PTSD symptoms. Members
will need to use the positive coping skills presented during the group to man-
age their symptoms. It will be important for the group to prepare a plan for
symptom flair-ups. It is also useful to review the goals of treatment and the
work to be done with members.

Homework is an important element of CB group therapy, and a ratio-
nale for implementing treatment at home may be critical to ensure adequate
compliance. It is important to explain to group members that progress in
treatment may require some of the hardest therapy work that they have ever
done. It should be made clear that what they are likely to get out of therapy
will be directly related to the work they put into it.

Premature terminations may occur for many reasons. Group members
may encounter/experience significant life events such as a death in the fam-
ily, an unexpected illness, or some other unpredictable circumstance. A
group member may also terminate because he or she no longer wishes to
continue with the trauma-focused group. A member may be asked to perma-
nently leave when any of the following occur: He or she (1) becomes actively
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suicidal and cannot be readily stabilized; (2) engages in uncontrolled alcohol
or drug use; (3) experiences a psychotic break; or (4) misses more than three
consecutive group meetings. Following the member’s departure, the group
leaders should use the check-in time at the start of each session to review the
reactions of the remaining group members to the departure.

CONCLUSION AND RECOMMENDATIONS

There are several unresolved issues in the use of CB group therapy that need
empirical attention. For one, future studies should compare the effectiveness
of mixed gender groups to single gender groups for adults, especially for
types of trauma, such as community disasters, where specific gender issues in
the experience are not apparent.

Future studies should extend the posttreatment follow-up period to 6–
12 months. In the clinical domain, there is a need to monitor members’
progress after weekly sessions are completed, extending the possibility of
booster treatment for this period as well. Studies are needed that compare
varying lengths of group treatment—for example, brief (< 10 sessions) to
extended (> 15 sessions)—so that the design of future groups can be made
more efficient.

There is also a need for studies that address matching participants to
competing treatments to identify individual factors associated with differen-
tial treatment outcomes. One possible matching factor involves assessing the
stage of recovery (Herman, 1992) for group prospects. Clients in stage 1
(immediate recovery phase tasks: establishing safety and self-care; reducing
intrusion and hyperarousal) or 3 (final recovery phase tasks: giving up survi-
vor identity; repair of relationships with others) may be more appropriate
for present-centered groups, whereas clients in stage 2 (intermediate recov-
ery tasks: integration of traumatic memories into general life narrative) may
better fit a CB trauma focus approach.

Three of the recent RCTs have been conducted in field settings such as
schools (Chemtob, Nakashima, & Hamada, 2002; Stein, et al., 2003) and cor-
rectional facilities (Bradley & Follingstad, 2003), all with positive results.
These findings give empirical support for future efforts that venture out
from traditional clinical research settings and samples when providing CB
trauma group therapy.

In regard to dissemination and training, identification of essential thera-
pist competencies for standard delivery of treatment and positive treatment
outcomes remains a critical unresolved issue. What are the requisite thera-
pist skills for conducting CB trauma groups? Under ideal circumstances,
therapists would have skills in both group therapy and the specialty of trau-
ma assessment and treatment. Additionally, therapists need skills in using
common CB techniques (e.g., exposure therapy, cognitive restructuring,
SUDs monitoring, thought stopping) used in these groups. When group
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therapists lack requisite skills and experience in conducting CB trauma
groups, they should seek training, ongoing consultation and supervision
from a more experienced trauma therapist. They should also obtain and use
the empirically tested treatment manuals for group therapists and work-
books for group members. These resources are available for the CB trauma
focus approach featured in this chapter (see Authors’ Note).
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CHAPTER SIXTEEN

Trauma in Childhood

Esther Deblinger
Reena Thakkar-Kolar

Erika Ryan

The term “childhood trauma” encompasses a wide range of traumatic expe-
riences, including exposure to community and domestic violence as well as
natural disasters, automobile accidents, neglect, emotional abuse, physical
abuse, and sexual abuse. Most of the literature on childhood trauma has
focused on the impact and treatment of child sexual abuse and, to a lesser
extent, on child physical abuse (Everett & Gallop, 2001). However, child
abuse incidence and prevalence rates are difficult to determine due to state-
by-state differences in reporting mechanisms and definitions. Furthermore,
most abuse remains unreported, and many cases are never investigated.
Because of these difficulties, the trend in the literature is to rely on retro-
spective surveys of adults reporting on their own childhood experiences. In a
review of retrospective studies, Finkelhor (1994) found that approximately
20–25% of women and 5–15% of men in North America experienced some
form of contact sexual abuse as children. These alarming rates of child sex-
ual abuse may actually underestimate the occurrence of abuse, given the
results of research Widom and Morris (1997) and Williams (1994), which
demonstrated that over 30% of adults with documented sexual abuse histo-
ries failed to report those experiences when questioned. The U.S. Depart-
ment of Health and Human Services provides prevalence data on child mal-
treatment collected from child protective service agencies in each state. Out
of 2.8 million reports of suspected abuse made to child protective service
agencies across the country, 53.5% were related to neglect, 22.7% to physical
abuse, 11.5% sexual abuse, and 6.0% to emotional abuse (U.S. Department
of Health and Human Services, 2000). Once again, these figures are likely an
underestimate of the prevalence of abuse, given that the rates are based on
only those cases reported to child protective service agencies (Kolko, 2002).
Furthermore, estimates suggest that 3.3 million children and 10 million
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teens witness violence in their homes each year, and these children tend to
be at high risk for suffering child maltreatment (Carlson, 1998; Straus &
Gelles, 1996).

In general, the adverse psychosocial impact of childhood trauma, partic-
ularly the experience and/or witnessing of sexual or physical violence in
childhood, has been well documented. The findings of numerous investiga-
tions suggest that children who have suffered these types of traumas are at
increased risk for experiencing posttraumatic stress disorder (PTSD),
depression, substance abuse, academic difficulties, delinquency, and teenage
pregnancy as well as violent revictimization (American Academy of Child
and Adolescent Psychiatry [AACAP], 1998; Hill, 2003; Finkelhor, 1995;
Kelley, Thornberry, & Smith, 1997). Moreover, recent research suggests that
the developing brain may be deleteriously affected by chronic PTSD suffered
in childhood (DeBellis et al., 1999). Research also has documented strong
long-term associations between adverse childhood experiences and a host of
adult emotional and physical health problems (Felitti et al., 1998). Thus, it is
imperative to provide early, effective interventions to ameliorate and/or pre-
vent the highly disruptive effects traumatic stress can have on children’s
emotional, cognitive, behavioral, and psychobiological development.

THEORETICAL ORIENTATION

The trauma-focused cognitive-behavioral therapy approach described in this
chapter, is based on principles drawn from social learning and cognitive the-
ories. It is a model that can be applied to children and parents who have suf-
fered a wide array of traumatic experiences, including sexual abuse, physical
abuse, traumatic loss, and exposure to domestic violence (Deblinger &
Heflin, 1996; Cohen, Mannarino, Berliner & Deblinger, 2000c; Cohen,
Mannarino, & Deblinger, 2001). Because the overall approach incorporates
several treatment components, including psychoeducation, coping skills
training, gradual exposure and processing, and parent training, it should be
noted that different psychological theories may explain the effectiveness of
these distinct interventions. However, the overall model is based on the
notion that behavioral, affective, cognitive, and physiological processes are
highly interrelated such that any change in one of these areas of functioning
will likely produce change in the other areas as well.

The most direct learning mechanisms—psychoeducation, for example—
not only targets misconceptions and faulty thinking, but also often offers
new information that may produce change in affective and behavioral pat-
terns. More specifically, when children learn that child sexual abuse happens
to many children, they may feel less alone and stigmatized and possibly
reduce their tendency to isolate themselves socially, a common behavioral
reaction for children who have been sexually abused. Similarly, when parents
learn that the vast majority of child sexual abuse survivors do not disclose
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their abuse in childhood, they may feel less distressed about the fact that
their child did not tell immediately.

The mechanisms of learning that lead to the acquisition of stress man-
agement skills such as relaxation, regulated emotional expression, and cogni-
tive coping skills include behavior rehearsal and modeling. These skills are
taught to both children and parents because parents are usually their chil-
dren’s most influential role models. Thus, not only is it important for thera-
pists to model and practice coping skills with children, but it may be even
more important to model them for parents so that they can practice and
reinforce these skills in their children.

Interestingly, coping skills training may not only enhance clients’ feel-
ings of control and competence in responding to threatening internal and
external cues, but also may improve the effectiveness of exposure-based
treatments. When children and parents learn how to identify and express
their feelings and thoughts regarding everyday events, they are more likely
to be able to access and effectively process trauma-related thoughts and feel-
ings during the course of exposure exercises.

Researchers have proposed several different theories to explain the ben-
efits of exposure-based interventions. Mowrer’s (1939, 1960) two-factor the-
ory suggests that both classical and operant conditioning underlie the devel-
opment of fear and anxiety symptoms, and, in turn, these learning
mechanisms may explain the effectiveness of exposure. For example, in the
case of child sexual or physical abuse, the assaults are unconditioned stimuli
that naturally produce unconditioned fear responses in children who are vic-
timized. Conditioned stimuli (CS) may take the form of stimuli present at
the time of the assaults (e.g., certain body odors, blood, darkness) as well as
abuse-related thoughts and memories. In children suffering PTSD, these
conditioned stimuli continue to produce conditioned responses (CR) of anx-
iety and fear long after the assaultive experiences have ended. Thus, to avoid
the distress associated with such reminders, children may avoid stimuli both
cognitively (by trying not to think about the abuse experiences) and behav-
iorally (by avoiding people, places, and things associated with the abuse).
Operant conditioning comes into play as avoidant behavior is negatively
reinforced by a reduction in anxiety each time the child successfully avoids
reminders. In addition, well-meaning parents and others who think it is
better for children to “forget” such experiences may model and positively
reinforce children’s efforts to avoid reminders and/discussion of the trau-
matic experience(s).

The effectiveness of exposure-based treatment has been traditionally
explained by the extinction process. Through the process of extinction, anxi-
ety decreases as a result of repeated exposures to conditioned anxiety-pro-
voking stimuli that ultimately produce less and less distress over time. It has
been suggested that exposure ultimately changes clients’ expectancies
regarding the aversive consequences they anticipate when confronting trau-
ma-related conditioned stimuli (Mackintosh, 1983). For example, a child may
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be highly avoidant of any attempts to help him or her process the abuse,
until discovering through exposure that talking about or writing about trau-
matic experiences is not nearly as frightening or upsetting as expected—in
fact, doing so may even bring relief.

Beyond these more fundamental learning mechanisms, exposure
based interventions may provide opportunities for higher-level learning
processes by reducing avoidance and encouraging self-confidence. These
changes often help children feel more willing to access and confront
increasingly anxiety-provoking memories, which, in turn, provide increased
opportunities to elicit dysfunctional thoughts and faulty developing beliefs.
For example, in describing her exposure to domestic violence, a little girl
said that she was scared, thinking, “Daddy hit Mommy because she was
bad.” Eliciting and correcting this type of faulty thinking may not only be
critical for this child and mother, but also may help to prevent the inter-
generational transmission of belief systems that justify violence in intimate
relationships. Depending on the age of the child, children can be assisted
in thinking through these kinds of assumptions with a series of simple
questions such as, “What did Mommy do that was bad? Is it OK to make
mistakes? Should anyone get beat up because he or she makes a mistake?
Is it OK for Daddy to hit Mommy?”

It is important to acknowledge that operant, respondent, and observa-
tional learning theories all underlie the effectiveness of the behavior man-
agement skills taught to assist parents in learning how to optimally respond
to their children’s difficulties. For example, parents learn to praise their chil-
dren for their efforts to confront and address trauma-related issues, thereby
reducing the often natural tendency toward avoidance. An individually tai-
lored behavior management plan is generally developed to ameliorate chil-
dren’s behavioral difficulties and/or minimize their risk of developing act-
ing-out behavior problems. Lastly, although this treatment approach is
theory driven and structured, therapeutic flexibility, creativity, and a trusting
and collaborative therapist–client relationship are central to its successful
implementation.

EMPIRICAL RESEARCH

As other chapters in this book demonstrate, the majority of trauma literature
focuses on adults. Despite the high prevalence and seriousness of childhood
traumatic experiences, the literature on childhood trauma and its sequelae
and treatment is somewhat limited. Although adult-focused work has
informed and assisted the understanding, assessment, and treatment of
childhood trauma (Foa, Rothbaum, Riggs, & Murdock, 1992), it is not suffi-
cient for professionals to extrapolate information from the adult trauma lit-
erature to their work with children.

Research with regard to the treatment of various types of childhood
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trauma is still very much in its infancy. To date, there are only a handful of
studies examining the treatment efficacy of treating a range of childhood
traumas, such as exposure to community violence, witnessing domestic vio-
lence, physical abuse, and traumatic grief. One study, conducted by March,
Amaya-Jackson, Murray, and Schulte (1998), found that an intervention
based on cognitive-behavioral therapy (CBT) significantly reduced PTSD
symptoms in a small group of children exposed to community violence. In a
review of treatment for childhood trauma, Cohen, Berliner, and Mannarino
(2000a) reported that the available literature addressing domestic violence
focused almost exclusively on the battered women or the offenders. Clinical
descriptions and reports addressing children’s reactions and possible treat-
ment goals are available, but no empirical treatment outcome investigations
have been published.

With regard to child physical abuse, several studies have documented
significant reductions in PTSD symptoms using a variety of CBT programs.
Swenson and Brown (1999) followed children in a 16-week CBT group
focused on exposure, social skills, anger management, and relaxation train-
ing. Results from this project demonstrated a reduction in the children’s
level of anxiety, dissociation, anger, and PTSD. In a well-controlled design
examining treatment for physically abusive parents, Kolko (1996) demon-
strated that individual CBT treatment was superior to family therapy and
standard community care in reducing parental anger and use of physical
punishment. Both CBT and family therapy led to significant improvements
in child behavior problems, parental distress, risk for future abuse, and fam-
ily conflict. It appears that an integrated child and parent CBT treatment
model would lead to greater gains in child and parent functioning (Runyon,
Deblinger, Ryan, & Thakkar-Kolar, 2004).

A recent pilot study documents the successful use of CBT-based inter-
ventions for treating childhood traumatic grief. Cohen, Mannarino, and
Knudsen (2004) examined the efficacy of a 16-week CBT-based program
with sequential trauma and grief-focused interventions. Children in the
study showed significant improvements in symptoms of depression, anxiety,
PTSD, and behavioral problems. The caretakers, who were also included in
the treatment program, also showed significant improvement in symptoms
of PTSD and depression. In sum, although there are a few empirically based
treatment outcome studies focused on a range of childhood traumas,
research in the field needs to be expanded.

The treatment outcome literature specifically in regard to the treatment
of children who have suffered sexual abuse has grown significantly in the last
decade. Empirical treatment outcome data for children who have suffered
sexual abuse experiences have received the most attention (Cohen et al.,
2000a). Recent reviews of treatment outcome research in this area suggest
that trauma-focused CBT has the strongest empirical support for the effec-
tive treatment of PTSD and related difficulties with this population of chil-
dren (AACAP, 1998; Cohen, Berliner, & March 2000b; Saunders, Berliner, &
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Hanson, 2003). This chapter offers a description of a trauma-focused treat-
ment model that is rooted in, and supported by, empirical research.

Our trauma-focused CBT treatment model emerged from the assess-
ment research documenting the wide array of difficulties faced by children
who have suffered sexual abuse, with the most common diagnosis being
PTSD (Finkelhor, 1995; McLeer, Deblinger, Henry, & Orvaschel, 1992).
Thus a broad-based approach that could be tailored to children’s individual
needs and could address difficulties in behavioral, cognitive, affective, and
physiological domains was warranted. In addition, research in the field had
established the potentially significant influence of nonoffending parents on
a child’s recovery from the experience of sexual abuse (Conte & Schuerman,
1987; Deblinger, Steer, & Lippmann, 1999). Thus this model was designed to
ameliorate the wide array of posttrauma difficulties experienced by children
and also assist nonoffending parents in coping with their own distress and
optimally responding to their children’s difficulties. Toward these goals, this
treatment approach involves the participation of the child and nonoffending
caregiver in individual therapy sessions that ultimately build toward joint
caregiver–child sessions as well as family sessions when appropriate.

Over the past 15 years studies have been conducted that examined the
efficacy of trauma-focused CBT models in individual and group contexts
with children who have suffered sexual abuse. Deblinger, McLeer, and
Henry (1990) first reported the findings of a pilot investigation examining
the effectiveness of individual CBT designed for children who had suffered
sexual abuse and who met DSM-III-R criteria for PTSD. The results revealed
no significant improvement during a 2- to 3-week pretreatment baseline
period, but significant improvements on standardized measures of PTSD,
anxiety, depression, and behavior problems at posttreatment. However, it
was noted that at posttreatment, a significant proportion of the treated chil-
dren continued to exhibit mild depressive symptoms. This finding led the
investigators to combine exposure-based interventions with cognitive ther-
apy techniques that might more effectively target depressive symptoms.

Building on the above preliminary data, a 5-year randomized controlled
trial was conducted to evaluate the relative efficacy of the parent and child
components of the CBT model with therapy offered in the community
(Deblinger, Lippmann, & Steer, 1996). Children between 7 and 13 years of
age were randomly assigned to standard community care or one of the fol-
lowing three CBT conditions: (1) a child-only intervention, (2) a parent-only
intervention, or (3) a combined child and parent intervention. In the parent-
only condition, therapists did not work directly with the children, but rather
worked with the nonoffending parents to help them develop skills to serve as
their children’s therapeutic agents. In the combined parent–child condition,
therapists used the same CBT interventions working initially with children
and parents individually and later in joint parent–child sessions. The
posttreatment results demonstrated significantly greater improvements in
parenting practices, children’s externalizing behavior problems, and chil-
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dren’s self-reported depressive symptoms when nonoffending parents partic-
ipated in the CBT interventions (i.e., parent-only and parent–child condi-
tions). On the other hand, children’s PTSD symptoms were significantly
more likely to improve when children received treatment directly from the
CBT therapist (i.e., child-only or parent–child condition). Finally, the signifi-
cant improvements children made in PTSD symptoms, depression, and
externalizing behavior problems following treatment were maintained
throughout a 2-year follow-up period (Deblinger et al., 1999).

Several investigations have documented the efficacy of this CBT model
in group therapy settings as well (Stauffer & Deblinger, 1996; Deblinger,
Stauffer, & Steer, 2001). Most recently, the findings of a group treatment
investigation, examining the comparative efficacies of supportive and CBT
groups designed for very young survivors of sexual abuse (ages 2–8) and
their nonoffending mothers, demonstrated that children assigned to the
CBT group exhibited greater improvements in body safety skills compared
to those in the support group (Deblinger et al., 2001). That no differences
were found in children’s PTSD symptoms across conditions may be due to
the fact that gradual exposure and processing interventions were not utilized
in the CBT group with the children because of their young age and the
group format. On the other hand, mothers assigned to the CBT group did
participate in exposure and processing exercises, and they did demonstrate
significantly greater reductions in intrusive, abuse-related thoughts and nega-
tive parental emotional reactions compared to mothers assigned to the sup-
port groups.

Simultaneous with the work of Deblinger and her colleagues, Cohen
and Mannarino developed and tested a very similar CBT approach that also
included an individual parent component. Cohen and Mannarino (1996a,
1997) first evaluated the efficacy of this trauma-focused CBT model in com-
parison to nondirective supportive therapy, another well-defined alternative
treatment, with preschool children and their nonoffending parents. The
results of this investigation demonstrated the superior effectiveness of the
CBT model over the nondirective model with regard to general behavior
problems, sexual behavior problems and trauma-related emotional difficul-
ties. These differences were sustained over a 1-year follow-up.

Cohen and Mannarino (1998) used a similar randomized controlled
design to evaluate the efficacy of CBT versus nondirective supportive ther-
apy with school-age children. This study also demonstrated the superior
effectiveness of CBT over the nondirective approach in reducing self-
reported depressive symptoms and improving social competence. The 1-year
follow-up findings revealed superior improvement in PTSD and dissociative
symptoms for those children who had completed trauma-focused CBT com-
pared to nondirective therapy. In addition, the findings of intent-to-treat
analyses indicated superior response in depression, state and trait anxiety,
and in sexual concerns among children assigned to CBT from pretreatment
to 12-month follow-up (Cohen, Mannarino, & Knudsen, 2003).
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A recent study conducted in Australia with children who had been sexu-
ally abused utilized the above described CBT model and documented its
replicability: Superior outcomes were reported for children randomly
assigned to the CBT as opposed to the waiting-list control condition (King et
al., 2000). These investigators also compared children who received CBT
with or without caregiver involvement (i.e., family CBT vs. child CBT) and
found no differences at posttreatment, but one important difference
emerged at follow-up: 3 months after completing treatment, children who
had participated in family CBT reported significantly less fear related to the
sexual abuse as compared to those who received child-only CBT.

Recognizing the similarities of their treatment models, Cohen and
Mannarino collaborated with Deblinger and her colleagues (Cohen,
Deblinger, & Mannarino, 2005; Cohen, Deblinger, Mannarino, & Steer,
2004) in conducting the largest and first two-site randomized treatment out-
come trial in the field. In this investigation, children 8–14 years of age and
their nonoffending parents were randomly assigned to receive CBT or client-
centered treatment. The results of posttreatment analyses demonstrated that
children assigned to trauma-focused CBT, as compared to client-centered
treatment, showed significantly greater reductions in PTSD, depression,
behavior problems, abuse-related attributions, and shame. Similarly, parents
who received CBT, as compared to client-centered treatment, exhibited sig-
nificantly greater improvement in depression, abuse-specific emotional dis-
tress, support of the child, and positive parenting practices. Thus these find-
ings seem to replicate and expand on the results of earlier investigations that
have supported the superior efficacy of the CBT model over less-focused
approaches to treatment. The case study described later in the chapter
focuses on the application of trauma-focused CBT with a child who has suf-
fered sexual abuse.

CLINICAL APPLICATIONS

Client Selection

Before initiating abuse-specific treatment, the therapist should have clarity
regarding the sexual abuse allegations. Investigation of a child’s allegations
of sexual abuse by child protective services and/or law enforcement agencies
is a prerequisite for initiating this trauma-focused treatment model. Credible
evidence of the alleged sexual abuse can also originate from a medical evalu-
ation or a forensic psychological evaluation. Although many components of
the treatment model are appropriate for a variety of clients, gradual expo-
sure and processing should not be used if it is unclear whether the child has
experienced abuse.

The treatment model described below is not intended to treat signifi-
cant psychological problems that predate the trauma, such as psychosis or
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active suicidality. The model was developed to assist children with a history
of sexual abuse and their nonoffending caregivers; therefore, it includes
components aimed at targeting common presenting problems among this
population. The model focuses, in part, on alleviating symptoms such as
avoidance, increased arousal, and distress regarding reminders of the abuse,
commonly experienced symptoms of PTSD, as well as other problems often
present in children with a history of sexual abuse, including depressive symp-
toms, generalized anxiety, and externalizing behavior problems.

Research with children who have a history of sexual abuse suggests that
support from a nonoffending caregiver is associated with less severe symp-
tomatology, compared to children who do not receive support from a care-
giver. Furthermore, research studies have demonstrated that the way the
nonoffending caregiver copes with the sexual abuse is related to the child’s
adjustment following the abuse (Conte, & Schuerman, 1987; Deblinger,
Steer, & Lippmann, 1999; Everson, Hunter, Runyon, Edelson, & Coulter,
1989). Based on these findings, a caregiver’s active participation in the
child’s treatment is highly beneficial. However, individual child treatment is
an option when the nonoffending caregiver is not available or is not support-
ive of the child’s disclosure.

Assessment

Prior to beginning therapy, therapists should conduct a thorough pretreat-
ment assessment to develop an individualized treatment plan. This type of
assessment is not intended to serve as an investigative sexual abuse evalua-
tion. An investigative evaluation is warranted prior to beginning therapy in
the following situations: (1) Sexual abuse is suspected but has not been sub-
stantiated by child protection, law enforcement agencies, or medical profes-
sionals; (2) children are unable to provide a clear disclosure, or they provide
an ambiguous disclosure; (3) allegations emerge in the context of a custody
dispute; or (4) allegations are recanted after the original disclosure
(Lippmann, 2002). The reader is referred to “Psychological Issues” in Medi-
cal Evaluation of Child Sexual Abuse: A Practical Guide (Lippmann, 2002) for
an overview of the unique and specialized aspects of forensic sexual abuse
evaluations.

The pretreatment assessment process is designed to assess for PTSD-
related symptoms, sexually reactive behaviors, depression, anxiety, and
behavior problems in the child. Several standardized measures used to assess
symptomatology specific to the effects of sexual abuse are available. The cur-
rent standard for diagnosing PTSD in children is to use a structured inter-
view format such as the Kiddie Schedule for Affective Disorders and Schizo-
phrenia (K-SADS) (Kaufman, Birmaher, & Brent, 1996). The K-SADS should
be administered separately to the child and parent, with a consensus
response obtained for each item. The Children’s Attributions and Percep-
tions Scale (CAPS; Mannarino, Cohen, & Berman, 1994) is a structured
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interview that can be used to assess abuse-specific attributions and percep-
tions in children. This measure is comprised of four subscales, including
Feeling Different from Peers, Interpersonal Trust, Personal Attributions for
Negative Events, and Perceived Credibility.

Feiring, Taska, and Lewis (1999) developed a brief self-report measure
for children to tap feelings of shame related to sexual abuse. This shame
measure includes items such as “What happened to me makes me feel dirty”
and “I’m ashamed because I think that people can tell from looking at me
what happened.” The Children’s Depression Inventory (CDI; Kovacs, 1985)
is a widely used self-report measure to assess depressive symptomatology in
children between 7 and 17 years of age. This measure assesses the affective,
cognitive, and behavioral symptoms associated with depression in children.
A useful measure to assess anxiety in children is the Multidimensional Anxi-
ety Scale for Children (MASC; March, 1997). The MASC is a self-report
instrument that taps the dimensions of anxiety in individuals ages 8–19 years
old. It is also important to assess for the presence and frequency of sexual
behaviors in the child. Friedrich et al. (1992) developed the Child Sexual
Behavior Inventory (CSBI), a standardized caregiver report questionnaire
that measures normative as well as problematic sexual behaviors in children
(ages 2–12 years old). Internalizing and externalizing behavior problems in
children can be assessed by having the caregiver complete the Child Behav-
ior Checklist (CBCL; Achenbach & Edelbrock, 1991), a widely used, well-
established measure that provides normative data by age and gender.

An equally important part of the pretreatment assessment process
involves evaluating the caregiver’s level of emotional distress in relation to
the sexual abuse. The Impact of Event Scale—Revised (IES-R; Weiss &
Marmar, 1997) can be utilized to measure PTSD-related symptoms in care-
givers. The IES-R taps responses to traumatic experiences, such as intrusive
thoughts, avoidance, and hyperarousal. The caregiver’s level of depression
should also be assessed. The Beck Depression Inventory–2 (BDI-2; Beck,
Steer, & Brown, 1996) is a revised version of the BDI, the most widely used
self-report measure of depressive symptomatology in adults. Additional
instruments that are useful in assessing the caregiver’s emotional reactions
and behaviors in response to the sexual abuse are the Parent Emotional
Reaction Questionnaire (PERQ; Cohen & Mannarino, 1996b) and the Paren-
tal Support Questionnaire (PSQ; Cohen & Mannarino, 1996b). The PERQ
taps into caregiver reactions of fear, guilt, anger, and embarrassment. The
PSQ was developed to assess caregivers thoughts and perceptions regarding
their own behavior in reaction to their child’s experience of sexual abuse.
The PSQ also measures caregivers’ perceptions of the support they provided
to the child as well as their attributions regarding responsibility for the sex-
ual abuse. Based on the results of these pretreatment assessment measures,
combined with information gathered from child and caregiver interviews, an
individually tailored treatment plan should be developed to address the cli-
ents’ specific needs and symptoms.
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Treatment Model

For a more thorough explanation of the following treatment model, as it is
applied to children who have suffered sexual abuse, the reader is referred to
Treating Sexually Abused Children and Their Nonoffending Parents: A Cognitive
Behavioral Approach (Deblinger & Heflin, 1996) as well as to other descriptive
articles regarding children who have suffered a wide array of traumatic expe-
riences, such as physical abuse, traumatic loss, and exposure to domestic and
community violence (Cohen & Mannarino, 1993; Cohen et al., 2005, in
press).

In general, the approach described here is based on a short-term model
that generally involves 12–18 sessions subsequent to a pretreatment assess-
ment. However, depending on the needs of the family (e.g., multiple diagno-
ses, legal complexity, reunification with the perpetrator), treatment may be
extended. Treatment begins by dividing session time into two separate 30- to
45-minute individual sessions for the child and the participating
nonoffending caregiver. These initial individual sessions are important for
children because therapists may be more effective than caregivers in helping
them overcome their avoidance and take those initial steps toward talking
about the abuse (Deblinger et al., 1996). Individual sessions for caregivers
are designed to help them cope with their own distress so that when joint
sessions begin, they can be more effective coping models for their children.
Generally, after four to six sessions, a portion of the session time is devoted
to joint caregiver–child work. Joint sessions provide a forum for caregivers
and children to rehearse skills (e.g., giving/receiving praise, practicing per-
sonal safety skills) and to participate in activities that are designed to facili-
tate positive interactions and open communication, particularly with regard
to the traumatic experiences and related issues. These session lay the
groundwork on which caregivers and children can continue to discuss and
process the traumatic experiences outside of the therapeutic environment
and beyond the termination of therapy. Therapists may choose to assign
homework to caregivers that involves rehearsal of skills learned in treatment.
In this homework the caregiver is generally asked to apply a behavior man-
agement technique; the caregiver practices his or her skills at home and
receives corrective feedback later from the therapist. Additionally, home-
work designed to facilitate more open communication between the child and
caregiver is also recommended. Caregivers can be referred to books, videos,
games, and other aids that are often useful in assisting children to engage in
discussions about sexual abuse as well as healthy sexuality (e.g., Mayle, 1977;
Cole, 1988; Staufler & Deblinger, 2003).

The treatment model consists of three broad intervention components
that can be viewed as distinct treatment goals; coping skills training, gradual
exposure and processing, and psychoeducation about child sexual abuse,
healthy sexuality, and body safety skills (see Figure 16.1). Although the com-
ponents are presented in a specific order and discussed as such, in practice a
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therapist can adjust the focus and timing of each component to best meet
the needs of a particular client. Parents are also offered behavior manage-
ment skills training to assist them in responding optimally to their children’s
difficulties.

The initial goals of treatment may be focused on helping children and
caregivers acquire effective coping skills, including emotional expression,
cognitive coping, and relaxation. Emotional expression skills training
involves assisting caregivers and children in accurately identifying, labeling,
and communicating their feelings. For example, children may benefit from
the use of posters that depict feelings, charade games, and role plays to facili-
tate their ability to identify emotions in themselves and others, and to more
effectively communicate their emotions. Cognitive coping skills training
begins with teaching the interrelationships among thoughts, feelings, and
behaviors. The goal of cognitive coping exercises is to help clients under-
stand that they can change their thoughts and, in turn, change their feelings.
Additionally, cognitive coping skills include the ability to dispute dysfunc-
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tional abuse-related thoughts and replace them with more accurate and pro-
ductive thoughts. For example, a caregiver may be experiencing distress
related to thoughts that she should have known that her child was being sex-
ually abused. Using cognitive coping skills, the therapist would assist the
caregiver in disputing her thoughts through educational material and discus-
sion related to the dysfunctional thoughts. In this example, the therapist
could point out that there are no specific characteristics of sexual offenders
and that even experts cannot identify sexual offenders; therefore, the care-
giver had no way of knowing about the sexual abuse. Relaxation skills train-
ing is particularly helpful with those clients (both children and adults) who
experience physical tension or high levels of anxiety surrounding the sexual
abuse. Relaxation training needs to be aimed at children’s developmental
levels and should include imagery (e.g., “Pretend you are a tin soldier/a wet
noodle”) to facilitate progressive muscle relaxation (Deblinger & Heflin,
1996).

Gradual exposure and trauma processing are the foundation of this
treatment model. The skills discussed above help prepare children for this
phase of therapy, in which they are gradually exposed to their own thoughts,
feelings, memories, and reminders of their abuse until they can tolerate all
of these without significant distress. This component of treatment may be
anxiety-provoking for children, caregivers, and therapists alike, perhaps mak-
ing it difficult for therapists to implement. However, it may be a critical skill
for children to learn to tolerate and cope with trauma-related distress, as
opposed to avoiding or suppressing negative emotions, in general. A ratio-
nale for why gradual exposure is important should be given to both child
and caregiver. A useful analogy is to compare gradually talking about sexual
abuse to easing oneself into a cold swimming pool (Deblinger & Heflin,
1996):

“When you first put your foot in the water, it might feel really cold and
uncomfortable, but if you get in the water a little bit at a time, it starts to
feel better. Once you’re fully in the pool, you can swim around, and the
water starts to feel good.”

Over time, the child’s experience of discomfort with talking about the sexual
abuse will diminish and become disconnected from the abuse-related cues.
The overall goal of gradual exposure for both child and caregiver is to help
them confront and become comfortable with abuse-related reminders and
memories. It is important for the therapist to be creative in providing materi-
als and options for the child to use in the process of gradual exposure. There
are a variety of therapeutic games and books about child sexual abuse that
may help the child engage in general discussions about topic, which then can
be related to his or her specific experiences. The gradual exposure process
often takes the form of helping the child create a book with chapters describ-
ing the abuse, the disclosure, and the repercussions in detail. However,
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sometimes children prefer to engage in the exposure process by writing a
poem or song, drawing a picture, or visualizing and reporting their abusive
experiences.

Following the process of gradual exposure, therapists should engage the
child and caregiver in cognitive and affective processing of the abuse experi-
ences. This processing provides an opportunity for child and caregiver to
further explore the experience of abuse as well as to clarify and correct any
remaining dysfunctional abuse-related beliefs by applying the cognitive cop-
ing skills and general knowledge learned earlier in treatment. One useful
tool with which to engage clients in cognitive and affective processing is role
playing. For example, the child can play a therapist who is helping another
child deal with sexual abuse. The therapist plays the child and makes state-
ments related to concerns this particular child raised earlier, during the
gradual exposure. This role reversal allows the child to rehearse positive
statements and to dispute problematic thoughts while simultaneously allow-
ing the therapist to assess progress.

The third component of treatment involves psychoeducation about a
variety of issues, including general information about child sexual abuse,
healthy sexuality, personal safety skills, and behavior management princi-
ples. Education with regard to child sexual abuse is generally offered early in
treatment because it may help to dispute dysfunctional thoughts that may be
expressed during gradual exposure and processing. The therapist may pro-
vide information about what child sexual abuse is, who abuses children, how
children might feel when they are sexually abused, and some reasons why
most children do not reveal the sexual abuse. Personal safety skills training is
incorporated later in treatment, in an effort to reduce the child’s risk of
revictimization. Children should acquire skills that enable them (1) to suc-
cessfully differentiate between acceptable and unacceptable types of touch-
ing, (2) to say “no” to unwanted touches, and (3) to seek assistance from a
trusted adult if unwanted touching occurs. Given that children who experi-
ence sexual abuse may have many questions and misconceptions about sexu-
ality, age-appropriate sex education may be provided by both the therapist
and the caregiver during joint parent–child sessions.

Education regarding principles of behavior management and their
application to parenting situations is often an essential component of treat-
ment for nonoffending caregivers. Children who have experienced sexual
abuse are at increased risk of developing emotional and/or behavioral prob-
lems. To prevent and/or ameliorate such problems, caregivers are taught to
increase their focus on positive behaviors through the use of praise. Both
global and specific forms of praise are used not only as a behavioral tool but
also to improve the relationship between child and caregiver. Additionally,
caregivers are also taught to handle maladaptive behaviors such as opposi-
tion, whininess, tantrums, and sleep problems by applying principles of dif-
ferential attention, effective instructions, and negative consequences.

It should be noted that the therapist–client relationship in the context
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of CBT is critical and intended to be collaborative. The cognitive-behavioral
therapist listens and educates, sharing specific rationales underlying cogni-
tive-behavioral interventions and encouraging collaboration in the imple-
mentation of treatment. This type of empathic and empowering therapist–
client relationship may be healing and restorative, in and of itself, for chil-
dren and caregivers who not only have been betrayed by the perpetrator of
the abuse, but also may feel they have limited influence over child protection
and legal decisions that are being made on their behalf.

CASE EXAMPLE

Presenting Problem

The client, Danielle, was a 10-year-old girl who lived with her 28-year-old sin-
gle mother, Ms. Williams, and her 6-year-old sister, Charlene. Danielle’s bio-
logical father, Jack, had little contact with the family, with the exception of
providing child support payments. Maternal grandparents lived nearby and
were involved in the daily care of the children.

Danielle began displaying behavioral problems at home, such as temper
tantrums, talking back, and frequent mood changes, that resulted in prob-
lematic interactions with her family members. Ms. Williams was concerned
about the changes in Danielle’s behavior and repeatedly asked Danielle if
something were wrong. Eventually, Danielle disclosed having experienced
inappropriate sexual contact from a 17-year-old named Jon. Ms. Williams
was shocked and became highly distraught; she immediately contacted the
local police, who notified the prosecutor’s office. At the time of the referral,
the prosecutor’s office was pursuing prosecution of the perpetrator. The
prosecutor’s office initially referred Danielle for a medical evaluation to
diagnose and treat any potential medical concerns related to the sexual
abuse.

According to the medical report, Danielle disclosed that the abuse
included fondling of her breasts and vagina and penile vaginal penetration.
The abuse allegedly occurred during several overnight visits at the home of
the perpetrator, who was the older brother of Danielle’s best friend. Consis-
tent with recommendations from the medical examination, Danielle was
referred for sexual-abuse-specific treatment to address the psychological
impact of the trauma. Ms. Williams agreed to accompany Danielle to the ses-
sions and to actively participate in her daughter’s treatment.

Assessment and Case Formulation

A pretreatment assessment was conducted over the course of two sessions.
The therapist gathered information regarding Danielle’s current emotional
and behavioral functioning as well as details regarding her experience of sex-
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ual abuse in order to formulate a treatment plan. This information was gath-
ered through the administration of semistructured diagnostic and back-
ground interviews as well as standardized measures tapping symptoms of
PTSD, depression, anxiety, and behavior problems. Ms. Williams also com-
pleted various self-report measures to assess her emotional distress related to
her daughter’s sexual abuse.

Results of the pretreatment assessment indicated that Danielle met full
diagnostic criteria for PTSD, characterized primarily by symptoms of avoid-
ance and intrusive thoughts related to the sexual abuse. Danielle was also
exhibiting moderate levels of anxiety, including fear of men, difficulty falling
asleep, and difficulty separating from her mother and grandparents. Simi-
larly, Ms. Williams’s responses to standardized measures revealed that she
was experiencing moderate symptoms of depression, such as excessive guilt
and self-blame, PTSD-related symptoms such as intrusive thoughts and
avoidance of topics related to the sexual abuse, and excessive anger about
the sexual abuse.

Based on these results, the following plan was developed for Danielle
and her mother. Both Danielle and Ms. Williams met individually with the
therapist for approximately 30–45 minutes on a weekly basis for the first five
treatment sessions. During the remaining seven sessions, briefer individual
sessions with Danielle and Ms. Williams were followed by joint parent–child
sessions. Treatment goals for Danielle included (1) assisting her in the devel-
opment of emotional expression and cognitive coping skills and (2) provid-
ing gradual exposure to, and processing of, abuse-related thoughts and feel-
ings; and (3) learning about child sexual abuse, personal safety skills, and
healthy sexuality. Treatment goals for Ms. Williams included (1) assisted pro-
cessing of, and coping with, her own feelings about the abuse; (2) increasing
her ability to support Danielle, through open communication, as she dealt
with the sexual abuse; and (3) aiding her in the utilization of behavior man-
agement skills to address Danielle’s problematic behavior at home.

Course of Treatment

Initial sessions with Danielle focused on establishing rapport, building a
trusting relationship, and obtaining a baseline for her ability to discuss
abuse-related information. Danielle was specifically asked to talk about why
she was coming to therapy. She stated, “Because of what happened with
Jon.” During this statement, she did not make eye contact with the therapist
and appeared more withdrawn, revealing her avoidance of the topic of sex-
ual abuse. The therapist acknowledged Danielle’s response and informed
her that another reason she was coming to therapy was to learn more about
expressing feelings and coping with experiences like “what happened with
Jon.” The therapist used a variety of techniques to engage Danielle in emo-
tional expression skills, such as playing feeling-oriented charades and read-
ing a book about feelings (Curtis, 1998).
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To assess Danielle’s ability to provide a detailed narrative, she was asked
to talk about a recent positive event, including details of what had occurred
as well as her thoughts and feelings about the experience. Sternberg and col-
leagues (1997; Sternberg, Lamb, Esplin, & Baradaran, 1999) suggested that
using open-ended questions and encouraging spontaneous narratives about
neutral events facilitates rapport building and sets an expectation for the
child to provide detailed information when describing traumatic experi-
ences.

During the first session, Danielle had mentioned that she recently went
to the toy store with her grandmother. The therapist used this opportunity
to ask Danielle to describe everything that occurred during her trip to the
store, starting with what happened when she first arrived and ending with
what happened when she left. Danielle was encouraged to share as many
details as possible. The therapist prompted additional information by using
statements such as, “Tell me what happened next. . . . Then what happened?
. . . and I wasn’t there, so tell me more about that.” Additionally, Danielle
was asked to talk about her thoughts and feelings during various points in
the story. She was able to provide many details about her trip to the store,
including the toys she saw, what she and her grandmother had talked about,
the other children she saw, and the clerks with whom she interacted. She
reported feeling happy upon entering the store and feeling sad when she
was not able to buy the toy she wanted. However, she did not understand
how to describe what she was thinking.

Based on this narrative, the therapist was able to determine that
Danielle had an extensive ability to recall and describe events from her past.
In addition, though she seemed to have an adequate understanding of emo-
tions, she had a limited vocabulary with which to describe feelings. Thus the
therapist was made aware that Danielle would require additional skills
related to identifying thoughts and more complex emotions. The therapist
was very enthusiastic about Danielle’s ability to talk about her feelings, and
she praised Danielle for providing detail in her story. The therapist provided
feedback to Danielle with comments such as, “You did such a good job
describing the toy store that I felt like I was there” and “I really liked that you
told me how you felt sad when you couldn’t buy that toy.” The therapist then
asked Danielle to provide a disclosure of the abuse, using Danielle’s own
words, by saying, “Now, tell me everything you can about what happened with
Jon, just like you told me everything about going to the toy store.” This segue
from a neutral topic to the abuse topic set an example for how the abuse
would be discussed in future sessions, and Danielle’s response provided the
therapist with an understanding of Danielle’s level of comfort when discuss-
ing the abuse.

In contrast to Danielle’s detail-filled story about going to the toy store,
her narrative about the sexual abuse was limited. She initially stated that she
did not remember. The therapist responded by praising Danielle for doing
such a good job when telling all about the toy store. She then encouraged
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Danielle to do the same thing about all that happened with Jon. Danielle
reluctantly began talking about a time when she was at her friend’s house for
a sleep-over. She talked about her friend, shared some feelings, then ended
by stating, “My friend’s brother, Jon, did something bad. That’s pretty much
it.” Given that this was an initial baseline assessment, the therapist did not
push for further details but simply reflected back what Danielle had man-
aged to share and appreciatively acknowledged her effort.

Over the course of the next few sessions, Danielle and the therapist
reviewed emotional expression skills and practiced identifying and discuss-
ing abuse-related feelings. For example, Danielle reported feeling guilty,
embarrassed, and scared about the sexual abuse. Cognitive coping was intro-
duced to help Danielle learn to monitor and share her thoughts. The thera-
pist taught Danielle that her thoughts, feelings, and behaviors are all related,
emphasizing that by changing her thoughts she could change her feelings
and behaviors. To help Danielle understand the concept of thoughts and
self-talk, the therapist asked her to say out loud the things she says to herself
inside her head. The therapist began with neutral examples, such as, “What
did you say to yourself when you first woke up this morning?” This process
was continued until Danielle could spontaneously provide her own exam-
ples. Danielle was then asked to describe the thoughts behind her abuse-
related feelings. For example, Danielle reported feeling guilty because she
had not told her mother about the abuse right away. This disclosure pro-
vided the therapist with an opportunity to dispute Danielle’s thoughts in this
area by introducing education about child sexual abuse, such as the fact that
most children never tell about sexual abuse. Danielle was praised for being
brave and smart for having told her mother about the abuse when she did.
Additionally, Danielle was also taught that by using positive or helpful self-
talk, she could replace her negative or hurtful thought that she should have
told her mother sooner by stating, “I’m brave that I told—most kids never
tell.”

After Danielle learned about emotional expression and cognitive coping
skills, she was introduced to the treatment rationale for talking about sexual
abuse. The therapist explained that even though Danielle might initially feel
upset talking about it, doing so would gradually become easier. Danielle
stated, “I just want to forget about it.” The therapist used an analogy about
how “the first time you see a scary movie, it can be really scary, but if you
keep watching the same movie over and over again it isn’t that scary any-
more.” To further prepare her for the process, the therapist read Danielle a
story about a little girl who had been sexually abused (Jesse, 1991). The ther-
apist then suggested that it might be helpful for Danielle to write and/or
illustrate her own book about sexual abuse. She offered Danielle a choice
between starting with a page about the day when she told her mother about
the abuse or the day when the abuse first occurred. By providing a choice,
Danielle was given some control over the content of the session, but she was
not given the option to avoid the topic of sexual abuse all together. Danielle
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opted to draw a picture about the day “Jon did something bad at a sleep-
over.” Although this was an unusual choice, in that many children prefer to
share the experience of disclosing the abuse first, for Danielle, it made sense
because she had reported a great deal of distress related to her mother’s
reaction to her disclosure.

After Danielle had drawn a picture, the therapist told her to imagine
that she was back at the sleep-over and to talk about everything that had hap-
pened, including the thoughts, feelings, and sensations she experienced dur-
ing the sexual abuse. To facilitate a detailed description, the therapist waited
for lengthy pauses in Danielle’s narrative and then used prompts such as,
“Tell me more about that. . . . What happened next? . . . Tell me what you
said. . . . Tell me what he said. . . . How were you feeling? . . . What were you
thinking?” While Danielle provided a narrative, the therapist wrote down
everything she said. This procedure allowed the therapist to keep a record
for future processing exercises without interrupting Danielle’s experience of
exposure.

In future sessions Danielle’s work on the book progressed as she was
given options of drawing pictures depicting additional episodes of sexual
abuse, the investigation by the prosecutor’s office, the medical examination,
her disclosure to her mother, and her experience of coming to therapy. At
the beginning of each session, Danielle’s work from the previous session was
reviewed. Reviewing her book provided another opportunity for exposure
and allowed the therapist to assist Danielle in processing her abuse-related
thoughts and feelings further. For example, Danielle’s narratives repeatedly
included statements such as “I let him touch my private parts.” The therapist
used Socratic questioning to help dispute the belief that Danielle “let him”
abuse her. Additionally, the therapist continued to provide education about
sexual abuse, including the fact that it is never the child’s fault, and that just
because Danielle did not say “no,” she did not give Jon permission to touch
her.

Throughout these sessions, Danielle became more comfortable discuss-
ing specific details of the sexual abuse, but she remained very avoidant about
discussing how and when she disclosed the abuse to her mother. When
Danielle did complete her narrative about the disclosure to her mother, it
became evident that she felt very guilty about her mother’s extremely strong
emotional reaction. Danielle reported that her mother was very angry with
her for not telling her about the abuse after the first time it had happened,
and that her mother made her feel bad for continuing to go over to her
friend’s house for sleep-overs and “allowing” Jon to sexually abuse her
repeatedly.

In conjunction with Danielle’s individual sessions, the therapist also met
individually with Danielle’s mother, Ms. Williams. The focus of Ms. Wil-
liams’s sessions paralleled those of her daughter’s sessions and included the
same therapeutic strategies. The therapist helped Ms. Williams identify and
process her abuse-related feelings and thoughts and provided education
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about child sexual abuse to help dispute her dysfunctional thoughts. For
example, Ms. Williams felt guilty for letting her daughter go to the sleep-
overs. The therapist engaged Ms. Williams in a role play to help her under-
stand that sleep-overs are a normal part of childhood, and that she had no
way of knowing that the sexual abuse would take place during the sleep-over.
Ms. Williams realized that she had many reasons to trust that her daughter
would be safe in this home, because she was friends with the mother and
knew the children in the home.

Ms. Williams also participated in gradual exposure exercises as the ther-
apist, with Danielle’s permission, shared Danielle’s pictures and narratives
about the abuse. In these private sessions the therapist helped Ms. Williams
process her own reactions to Danielle’s experiences and also prepared her to
provide supportive responses in their joint sessions to allay Danielle’s fears
and concerns. Specifically, the therapist worked with Ms. Williams about her
anger toward her daughter for not disclosing the abuse sooner. Reading
Danielle’s narrative about the disclosure helped Ms. Williams realize that her
own reactions were negatively impacting Danielle. The therapist also edu-
cated Ms. Williams about the many reasons children may not disclose abuse
ever (e.g., threats, fear, embarrassment, trying to forget about it) and how a
parent’s responses can influence the child’s recovery.

After the process of gradual exposure began, the therapist also initiated
joint sessions with Danielle and her mother. Initially focusing on strengthen-
ing the relationship between Ms. Williams and Danielle, the therapist guided
them in learning to exchange specific and global praise and engage in open
communication about neutral topics. Eventually, joint sessions focused on
abuse-related material, beginning with general information about child sex-
ual abuse and then gradually moving toward the process of having Danielle
share pages from her book with her mother. One very important component
for Ms. Williams and Danielle was to address Danielle’s belief that the abuse
was her fault because she did not tell her mother immediately and because
she enjoyed sleeping over at her friend’s house. The therapist helped Ms.
Williams prepare praise for her daughter for telling her about the abuse. Ms.
Williams was also encouraged to emphasize that it is never too late to tell
about sexual abuse and that the abuse was not Danielle’s fault. Toward the
end of treatment, joint parent–child sessions were focused on the topic of
healthy sexuality and the practice of personal safety skills. For homework,
the therapist encouraged mother and daughter to read an age-appropriate
sex education book and an interactive personal safety skills book together
(Mayle, 1977; Stauffer & Deblinger, 2003). As they prepared for termination,
the therapist reviewed the skills they had learned and encouraged them to
continue to their practice and to maintain their openness, particularly with
regard to talking about difficult subjects such as sexual abuse, sexuality, peer
pressure, bullying, etc.

When asked what she had gained from treatment, Danielle immediately
responded that it was a lot easier to talk about the sexual abuse, especially

424 SPECIALIZED POPULATIONS AND DELIVERY



with her mom. Similarly, Ms. Williams indicated that she had become closer
to her daughter and felt more confident as a parent. However, she was still
not sure she would have the courage to let her daughter go to sleep-overs
again. The therapist pointed out that sleep-overs are a common activity for
children and reminded Ms. Williams of the many times Danielle had slept
over at friends’ homes and nothing bad happened.

Ms. Williams was then asked to share her feelings about the strengths
and skills that her daughter had demonstrated during the course of ther-
apy. Danielle was similarly encouraged to express that the efforts her mom
had made to help her cope with the sexual abuse had been so helpful to
her. To further mark the end of therapy as a graduation celebration, the
therapist presented certificates of achievement to both mother and daugh-
ter.

COMMON TREATMENT OBSTACLES
AND POSSIBLE SOLUTIONS

It is not uncommon for children to display some level of avoidance or anxi-
ety in response to the gradual exposure process. Therapists are encouraged
to be creative in their selection of gradual exposure exercises that may
appeal to children’s particular interests and preferences. For example, flexi-
bility can always be offered in terms of giving the child a choice of activities,
such as drawing, writing, or reading about sexual abuse. The choice allows
the child some control over the session but does not allow him or her to
avoid the topic completely. In many cases, a general discussion about child
sexual abuse can be used as a low-level gradual exposure exercise until the
child can tolerate discussing specific details of his or her own experience.
Parents should also be forewarned that children may begin to complain
about treatment as therapy focuses increasingly on their traumatic experi-
ences. If and when this happens, parents should be reminded of this fore-
warning and encouraged to maintain a firm commitment to attending ses-
sions on a weekly basis. Not surprisingly, more consistent attendance greatly
facilitates children’s abilities to work through their trauma-related avoidance
and/or anxiety.

Another common obstacle may stem from the therapist’s own level of
avoidance. For example, if a child displays anxiety or distress during session,
a natural empathic response for the therapist would be to take a break from
discussing the abuse for some time. However, this response may reinforce
the child’s avoidance and is counterproductive to the gradual exposure pro-
cess. Another obstacle of using a model that encourages detailed descrip-
tions of abuse is the risk of the therapist experiencing vicarious trauma. For
this reason, it is important for therapists to be aware of their own feelings
and reactions to hearing about trauma and the inadvertent impact of their
responses on the child’s progress. Supervision, case consultation, continuing

Trauma in Childhood 425



education, and a balance between professional and personal endeavors can
alleviate some of the stress a therapist may experience.

Supportive caregiver involvement is the ideal for the model described
above; however, this involvement may not always be possible. Although the
model can be applied to children individually, it is best to find some outside
source of adult support. If a caregiver is not available, other adults in the
child’s life, such as a caseworker, relative, or family friend, may be able to
participate in some aspects of treatment. In cases where a caregiver is pres-
ent but does not believe the child’s allegations of abuse and is clearly stand-
ing by the perpetrator, it may be best to recommend individual therapy for
the caregiver. A long-term goal could be to reunite the child and caregiver
for joint sessions, once the caregiver is able to provide more appropriate lev-
els of support to the child. On the other hand, nonoffending parents who
are trying to be supportive but are struggling with initial feelings of shock,
disbelief, and/or ongoing feelings for the perpetrator may respond well to
this treatment model, though extended sessions may be necessary.

Children often present with complex problems, demonstrate a broad
constellation of symptoms, and have histories that include multiple traumas.
Although the treatment model outlined in this chapter focuses primarily on
reducing PTSD symptoms resulting from child sexual abuse, it can be modi-
fied to treat PTSD symptoms resulting from other types of traumas, includ-
ing exposure to domestic violence, physical abuse, traumatic bereavement,
and community violence. A critical step in addressing each of these traumas
is that of providing education to both children and parents about the identi-
fied trauma in terms of its prevalence, characteristics, psychosocial impact,
etc. For example, it is important for mothers to be made aware of the dra-
matic behavioral impact that exposure to domestic violence can have on chil-
dren, despite the fact that the children may have never been physically
harmed by the batterer. Educational information can be shared and
explored with children, using question-and-answer games as well as educa-
tional books. There are, in fact, quite a few books available that can help chil-
dren cope with exposure to family and/or community violence. Similarly,
psychoeducation in treatment of traumatic grief might involve reading a
book about death and discussing the family’s beliefs about death and dying.

The other components of this treatment model can also be applied to
children who have suffered a wide array of traumatic experiences. Coping
skills training, for example, can help reduce anxiety and distress surround-
ing any traumatic experience. Coping skills exercises for a child who has wit-
nessed community violence might focus on facilitating the child’s affective
reactions to the crime witnessed and its aftermath. The gradual exposure
and cognitive processing component for children who have experienced vio-
lence or a traumatic loss would follow the same procedure outlined above,
with a focus on encouraging children to recount the traumatic experiences
as well as their associated thoughts and feelings. It is important to note that
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different traumas may produce highly distinct emotional reactions that are
likely to be driven by unique developing beliefs that may be dysfunctional.
For example, therapists may find that children who have lost a loved one
may experience guilt because they are inappropriately making a connection
between the loved one’s death and something they said or did. During expo-
sure and processing exercises, children exposed to domestic violence may
also reveal that they believe that they were the cause of their parents’ fight-
ing, perhaps describing ongoing feelings of guilt and sadness long after the
exposure to the violence has ended.

Education and cognitive coping exercises can help children develop
more accurate conclusions about “why” the traumas happened. It is impor-
tant to note, however, that additional treatment components may need to be
added to the model described in this chapter, depending on the nature of
the trauma. For example, in cases of domestic violence and physical abuse,
the development and rehearsal of a personal safety plan is essential (Runyon,
Basilio, Van Hasselt, & Hersen, 1998) to reduce the risk of future harm.
Children should role-play and rehearse responses to potentially dangerous
situations, such as a caregiver coming home intoxicated, and identify con-
crete steps to help ensure their safety (e.g., go to a neighbor’s home, call 911,
go to a safe place in their home). The treatment of childhood traumatic grief
should help children incorporate components of the normal grieving pro-
cess, such as accepting the reality of the loss, expressing pain associated with
the death, adjusting to daily life without the presence of the individual, hon-
oring the memory of the individual, and developing new relationships
(Worden, 1996; Wolfelt, 1996; Cohen et al., in press).

Ultimately, regardless of the type of trauma, this treatment model is
designed to help children and parents cope more effectively. The education,
skill building, and exposure/processing exercises are all designed to help
children make sense of their experience(s) in ways that allow them to feel
empowered rather than victimized. Thus it is important for children to
develop narratives that incorporate cognitive corrections as well as positive
experiences that help them place their traumatic experience(s) in a context
that encourages realism as well as optimism about the future.

CONCLUSIONS AND RECOMMENDATIONS

There is increasing evidence supporting the efficacy of the trauma-focused
CBT treatment model described in this chapter. Based on the treatment
comparisons made thus far, the findings suggest at least two important
general guidelines for working with children who have suffered trauma.
First, findings across several of the treatment outcome investigations high-
light the value of involving a nonoffending parent-figure in treatment. This
person may be a supportive mother, father, grandparent, foster parent, or
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other individual serving in a guardian role. Helping a caregiver to function
as a supportive resource for a child has value that may exceed what a ther-
apist can offer in weekly sessions and may produce therapeutic benefits
that last long after therapy has terminated. Thus, when possible, it
behooves therapists to engage both nonoffending maternal and paternal
figures in the therapy process. Second, it appears that the structure and
directive nature of the CBT model enables parents and children to focus
effectively on skills and/or information relevant to overcoming the trau-
matic experience(s). The results from several studies in which nondirective
and/or client-centered approaches were utilized indicate that children are
not likely to focus on the abuse without the structured and directive guid-
ance of a skilled therapist.

Given the mounting evidence that the aftereffects of abuse may not only
disrupt children’s emotional, behavioral, and social development but also
may negatively impact brain development, it is critical that effective treat-
ment models, such as the one described here, be identified and utilized as
early as possible. However, there is much work to be done in terms of
enhancing the availability and utilization of evidence-based treatment mod-
els in community settings. Most children who have suffered abuse either
never receive treatment or receive services at agencies where up-to-date
training is limited. Recently, however, several organizations, including the
Kauffman Foundation, the National Child Traumatic Stress Network, and
the U.S. Department of Health and Human Services Substance Abuse and
Mental Health Services Administration, have recognized the efficacy and/or
supported efforts to further training and dissemination of this evidence-
based treatment model. Additionally, as noted, this model has been modi-
fied and expanded for use with children who have suffered traumatic loss,
children exposed to domestic violence, and children who have experienced
physical abuse (Cohen et al., in press; Runyon et al., 2004; Cohen et al.,
2004).

Although these developments are exciting, much remains to be learned
about the effective treatment of children who have suffered abuse and/or
other traumas. For example, current treatment practices may be enhanced
by research efforts aimed at identifying important underlying psychological
processes as well as “critical therapy ingredients.” In addition, research may
help us better understand differential treatment responses as a function of
cultural background, gender, developmental stage, coping style, and other
child and family characteristics. Finally, there is a critical need for continued
development of innovative treatment approaches for less responsive young-
sters as well as high-risk adolescents, such as those engaging in self-destruc-
tive behaviors. Continued research efforts in these areas will not only help to
improve general practice, but most importantly, may help us to individually
tailor treatment approaches to achieve optimal outcomes for all children and
families who have suffered traumatic experiences.
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CHAPTER SEVENTEEN

Bringing Cognitive-Behavioral
Psychology to Bear

on Early Intervention
with Trauma Survivors
Accident, Assault, War, Disaster,

Mass Violence, and Terrorism

Josef I. Ruzek

Increasing recognition of the potential impact of trauma exposure, coupled
with humanitarian concern about responding to victims, has led to wide-
spread implementation of trauma-related services in recent years. In particu-
lar, interest in working with trauma survivors in the first weeks and months
following their traumatic experiences has grown, with goals that include
reducing acute distress, limiting suffering, maintaining functioning, and
reducing rates of chronic problems. Several systems of early posttrauma
intervention have evolved, relatively independently, to serve survivors of
diverse traumas, including physical and sexual assault, natural and techno-
logical disaster, terrorism and mass violence, war, and the exposure to life
threat, human suffering, and loss often associated with emergency response
work and peacekeeping operations. Scrutiny of existing early intervention
efforts has increased as the field of traumatic stress studies has developed,
and has gained greater urgency due to recent terrorist attacks (e.g., Septem-
ber 11, 2001), the Iraq war, and widespread ethnic conflicts. In parallel with
an increasing availability of posttrauma services, researchers are beginning
to test the efficacy and effectiveness of existing interventions and to design
and test new ones. In this context, studying cognitive-behavioral interven-
tions designed to reduce problems associated with traumatic stress has
become of increased importance.
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In this chapter I look at the trauma resulting from these sources in
order to (1) describe the potential for cognitive-behavioral psychology to
inform the efforts to help survivors in established domains of post-trauma
care; (2) explore the implications of cognitive-behavioral theory and research
in relation to the goals and practices embodied in conventional early inter-
vention efforts; (3) outline several key issues that must be confronted during
the development of new approaches; and (4) draw attention to the need to
plan, at the outset in hwat is a developing field, for the dissemination of new
concepts and methods to the real-world settings where professionals work
with trauma survivors.

DOMAINS OF EARLY POSTTRAUMA CARE

Established domains of early trauma care include efforts to serve individuals
seeking emergency medical care (e.g., as a result of motor vehicle accidents
or violent assault), survivors of disaster and terrorist attacks, survivors of sex-
ual assault, and those traumatized during military deployment (e.g., combat,
peacekeeping). In the past, cognitive-behavioral theory and intervention
methods have had relatively little impact on development of these response
services. More recently, however, cognitive-behavioral practitioners have
become increasingly active in these settings, cognitive-behavioral interven-
tions are being applied, and demonstration projects are being developed
and evaluated.

Hospital Trauma Care: Accident and Assault Survivors

A primary environment for the early application of cognitive-behavioral
interventions is the hospital, where a major opportunity to reach trauma sur-
vivors soon after their traumatic experience can be found (Ruzek &
Cordova, 2003). Very large numbers of individuals who have experienced
life-threatening motor vehicle and industrial accidents, physical and sexual
assaults, unexpected losses of loved ones, and traumatic life-threatening ill-
ness present in hospital trauma centers and other medical settings. Also, in
circumstances of mass violence and disasters that affect larger numbers of
people, hospitals constitute a primary element of community response
(Ruzek, Young, Cordova, & Flynn, 2004). To date, hospitals do not routinely
provide preventive services that address the mental health consequences of
traumatic events.

At the present time, the best-developed cognitive-behavioral approach
to secondary prevention of posttraumatic stress disorder (PTSD) has been
applied and tested with accident and assault survivors. Foa, Hearst-Ikeda,
and Perry (1995) delivered a four-session intervention that used, in abbrevi-
ated form, the same helping procedures—education, breathing/relaxation,
training, imaginal and in vivo exposure, and cognitive restructuring—that
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have been used successfully in the treatment of chronic PTSD to help female
victims of sexual and nonsexual assault. Subjects were assessed within 3
weeks of the assault, and treatment was begun immediately following assess-
ment. Compared with a matched control group, individuals receiving the
cognitive-behavioral intervention were significantly less depressed and
reported fewer reexperiencing symptoms 5 months postassault. None of the
treated participants showed depression or more than six PTSD symptoms;
56% of the control group reported moderate-to-severe depression, and 33%
had more than six PTSD symptoms.

Bryant and colleagues developed and validated a procedurally similar
four-to-five session cognitive-behavioral approach to intervention with acci-
dent and nonsexual assault survivors diagnosed with acute stress disorder. In
two randomized controlled trials (Bryant, Harvey, Dang, Sackville, & Basten,
1998; Bryant, Sackville, Dang, Moulds, & Guthrie, 1999), this approach has
been shown to reduce posttraumatic stress symptoms and prevent develop-
ment of PTSD (see Bryant, Chapter 9, this volume, for a more detailed
account of this work). Furthermore, Bryant, Moulds, and Nixon (2003)
reported that, four years after being helped, participants who had received
the intervention showed a lower intensity of PTSD symptoms than those
receiving education and support.

Demonstration projects have shown the feasibility of mounting traumat-
ic stress services that include similar interventions in emergency medical set-
tings (e.g., Shepherd & Bisson, 2004). Bisson, Shepherd, Joy, Probert, and
Newcombe (2004) examined an intervention similar to that employed by
Bryant with patients who attended an accident and emergency department
following a physical injury that resulted in psychological distress. Patients
receiving the cognitive-behavioral intervention showed significantly greater
decrease in PTSD symptoms at 13-month follow-up, but did not differ on
measures of anxiety or depression. Symptoms in both groups decreased sig-
nificantly over time. It is notable that this study differed from those of
Bryant in several respects. Bryant and colleagues intervened with individuals
diagnosed with acute stress disorder, whereas this study focused on those
with high initial levels of posttraumatic stress symptoms. The intervention
procedure was similar but was somewhat less intensive (i.e., four hour-long
sessions compared with four-to-five 1.5 hour sessions), and it was initiated
later after a greater lapse of time from the traumatic event (5–10 weeks after
injury, as opposed to approximately 2 weeks). The treatment providers may
also have been less experienced with the intervention methods.

Zatzick and colleagues have developed and tested a model of stepped
collaborative care for acutely injured trauma survivors (Zatzick et al., 2001b).
Collaborative care aims to integrate mental health care into general medical
care, and here consisted of ongoing postinjury case management, motiva-
tional interviewing targeted at alcohol abuse or dependence, and evidence-
based pharmacotherapy or cognitive-behavioral therapy for those with PTSD
at the 3-month period. Zatzick et al. (2004) recruited injured surgical inpa-
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tients who indicated clinically significant levels of posttraumatic stress symp-
toms or depression. Compared with a usual care control, patients who
received the collaborative care intervention showed significantly less alcohol
abuse/dependence at 6 and 12 months after the injury. At 12-month follow-
up, a significantly lower percentage receiving collaborative care met criteria
for PTSD. Collaborative care patients showed little change in PTSD symp-
toms over the year, whereas usual care patients showed significant worsen-
ing. The authors speculated that the relatively weak impact on PTSD may
have been due to the fact that some patients with minimal PTSD symptoms
were recruited into the study. Importantly, cognitive-behavioral methods
were integrated into this effort, modeled after those developed by Bryant
and colleagues to treat persons diagnosed with PTSD (Wagner, 2003). Early
evaluation and supportive care were not associated with a reduction in
PTSD, which was only observed at the 3-month period when pharmaco-
therapy or cognitive-behavioral treatments were implemented.

A different cognitive-behavioral intervention embedded in emergency
medical care was described by Cordova, Ruzek, Benoit, and Brunet (2003).
This one- or two-session intervention is delivered by hospital personnel to
both the patient and a significant other. The approach includes elements of
coping skills training and motivational interviewing and targets communica-
tion between the patient and significant other, aiming to facilitate support,
promote disclosure by the patient, reduce disclosure-constraining behavior
by the other, and improve coping.

Although work on early delivery of cognitive-behavioral interventions to
accident and assault survivors is promising, the Bisson et al. (2004) and
Zatzick et al. (2004) findings highlight the need for delineation of the condi-
tions under which the interventions may be effective as well as replication in
multiple laboratories.

Mental Health Response to Terrorism and Disaster

As disaster response systems have matured, they have increasingly included
explicit attention to the mental health consequences of exposure to natural
and technological disaster and terrorist attack. This development has acceler-
ated as a result of the terrorist attacks of September 11, 2001 and heightened
concern about future attacks. Historically, disaster mental health response
has not included services explicitly informed by a cognitive-behavioral per-
spective. This state is now beginning to change (e.g., Walser et al., 2004),
driven by increased interest in delivery of evidence-based interventions on
the part of organizations charged with disaster mental health response (Gib-
son et al., in press).

An important initial demonstration of the utility of cognitive-behavioral
treatment for those with PTSD associated with terrorist attack and disaster
was provided in efforts to help survivors of a 1998 terrorist bombing in
Omagh, Northern Ireland. Gillespie, Duffy, Hackmann, and Clark (2002)
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conducted an open trial of a cognitive-behavioral therapy delivered between
1 and 34 months (median 10 months) postattack with survivors who had
developed PTSD. Ninety-one patients who met criteria for PTSD resulting
from the bombing received 2–78 sessions (with a mean of 8) of a treatment
that combined imaginal exposure with cognitive therapy; 37% of survivors
were treated in five or less sessions. Seventy-eight patients demonstrated sig-
nificant pre–post improvement on standardized measures of symptoms, with
an effect size for improvement in PTSD symptoms of 2.47, a magnitude of
change comparable to, or larger than, controlled trials of cognitive-behavior-
al therapy for PTSD.

The terrorist attacks on the World Trade Center and Pentagon set into
motion a number of initiatives to apply cognitive-behavioral methods of care
for survivors (Neria, Suh, & Marshall, 2003; Levitt, Davis, Martin, & Cloitre,
2003). A cognitive-behavioral intervention (Hamblen et al., 2003) was deliv-
ered to some survivors of the World Trade Center attacks, beginning
approximately 18 months after 9/11, as part of an “enhanced” service
offered under the auspices of Project Liberty crisis counseling programs.
Comprised of psychoeducation, coping skills training, and cognitive restruc-
turing, the treatment was delivered in 9–12 sessions to users of crisis coun-
seling services who had screened positive on a paper-and-pencil selection
tool. Clinicians reported that this intervention was well received by clients
(Norris et al., in press), but no formal outcome assessment has been con-
ducted, to date. Cognitive-behavioral interventions have also been delivered
to emergency workers who responded to the 9/11 attacks (Difede, Roberts,
Jayasinghe, & Leck, in press).

Fear of terrorism often is the fear of traumatic events that may happen
in the future; thus, a cognitive-behavioral approach has been tested that
helps those who fear potential attacks. Somer, Tamir, Maguen, and Litz
(2005) found that a 15-minute cognitive-behavioral telephone-administered
anxiety management intervention was more effective than standard hotline
counseling in reducing distress, anxiety, and worry about missile attack
among Israeli citizens (see below).

Rape Crisis Services

Rape crisis centers are now established in many communities and provide a
range of services, including telephone hotline counseling, hospital-based sex-
ual assault nurse examiner programs (that link with individuals in the hospi-
tal setting where they come immediately following the assault), individual
counseling, and group support. Although these services have largely not
been informed by research in cognitive-behavioral psychology, cognitive-
behavioral perspectives may have much to offer in these contexts. As noted
above, the possibility that PTSD can be prevented was signaled by cognitive-
behavioral work with survivors of sexual assault (Foa et al., 1995). More gen-
erally, cognitive-behavioral treatments set the standard for evidence-based
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care for individuals with rape-related PTSD (for detailed accounts of these
treatments, see Riggs, Cahill, Foa, Chapter 4, this volume, and Shipherd,
Street, & Resick, Chapter 5, this volume). Foa and colleagues (Foa, Cahill, &
Hembree, 2001) demonstrated that exposure therapy for PTSD, shown to be
effective in efficacy trials, could be similarly effective when delivered by rape
crisis counselors who received systematic training and supervision.

In a rather different demonstration, Resnick, Acierno, Holmes, Kilpat-
rick, and Jager (1999) showed that simple education, informed by a cogni-
tive-behavioral conceptual framework, is capable of producing some impor-
tant benefits for sexual assault survivors. They showed a 17-minute
educational videotape to women survivors of recent assault, to prepare them
for forensic rape examinations. The video, which included information
about and modeling of examination procedures, advice about ways of engag-
ing in self-exposure to rape-related cues, information about cognitive and
physiological reactions to rape, and ways of managing mood, resulted in sig-
nificant decreases in postexamination distress ratings and anxiety symptoms.

The Military

For much of the 20th century, there have been efforts to reduce emotional
breakdown during combat, to prevent decreased troop capability. These
approaches are variously known as “frontline psychiatry,” “combat and oper-
ational stress control,” and so on. They emphasize the need to deliver ser-
vices as close as possible to the front lines, as soon as possible after
traumatization, in the context of a strong expectation that personnel will be
able to return to functioning and their military role; and that this will take
place as simply as possible—hence the well-known acronym PIES (proximity,
immediacy, expectancy, simplicity). A recent report provided some support
for the impact of these principles (Solomon, Shklar, & Mikulincer, 2004).
Because there have been few methodologically sound studies of the impact
of these services, however, the evidence as a whole does not demonstrate, at
present, their utility in preventing mental health problems (Jones & Wessely,
2003).

Although these efforts have developed largely independent of cognitive-
behavioral psychology, combat stress control and, more generally, Depart-
ment of Defense (DoD) mental health care are beginning to include prac-
tices that have been informed by cognitive-behavioral intervention methods.
For example, the U.S. Army Combat Stress Control Handbook (Department of
the Army, 2003) includes reference to stress-control methods such as abdom-
inal breathing, visual imagery relaxation techniques, positive self-talk, and
progressive muscular relaxation. The recently constructed and approved
joint VA–DoD Clinical Practice Guideline for the Management of Traumatic Stress
(VA–Department of Defense Clinical Practice Guideline Working Group,
2003) includes significant reference to cognitive-behavioral practices. Some
military mental health providers, searching for effective ways of intervening
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with affected personnel returning from the Iraq and Afghanistan Wars, have
been delivering cognitive-behavioral treatments for PTSD (e.g., cognitive
processing therapy; Resick & Schnicke, 1993), and cognitive-behavioral treat-
ments figure prominently in the Iraq War Clinician Guide designed to help
prepare the Veterans Administration Health Care System for returning ser-
vice men and women (Ruzek et al., 2003).

Comment

Broad concern about the effectiveness of early posttrauma services and a
desire to move toward evidence-based care are leading to increased adapta-
tion of cognitive-behavioral interventions with varying populations of trauma
survivors. As is evident above, most such adaptation is in its infancy. Cogni-
tive-behavioral approaches to early intervention require conceptual develop-
ment, practical formulation and “packaging,” and empirical study in a range
of settings with varying trauma survivor populations. In the next section,
components of cognitive-behavioral intervention that may be brought to
bear are outlined.

COGNITIVE-BEHAVIORAL INTERVENTIONS:
IMPLICATIONS FOR CURRENT PRACTICES

IN EARLY INTERVENTION

Cognitive-behavioral psychology includes an extensive array of behavior
change principles and intervention methods that are relevant to the care of
trauma survivors. To date, they have not been extensively adapted for early
delivery to the major trauma populations and have not seen wide application
within the delivery systems considered above. Because of the randomized
controlled trials conducted by Bryant and colleagues as well as the larger
body of evidence supporting cognitive-behavioral therapy as a treatment for
chronic PTSD, there is much interest in early interventions based on cogni-
tive-behavioral priciples. But the Bryant package has not yet been adequately
replicated, and it is not clear how easily and effectively the approach can be
generalized across types of trauma and delivery contexts. Bryant (Chapter 9,
this volume) has described a range of circumstances in which the treatment
may require modification or not be appropriate. There is also a widespread
reluctance to employ exposure therapy methods soon after traumatization
out of a concern, not yet systematically tested, that such methods may exac-
erbate symptoms or be used ineffectively by inexperienced providers. But
cognitive-behavioral early intervention should not be equated with this appli-
cation, which represents one possible approach. In fact, early intervention
incorporates a broad range of activities that have received relatively little
attention by cognitive-behavioral psychologists but that require conceptual
development, practical formulation, and empirical study.
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Survivor Education

Education is a primary component of all efforts to provide early mental
health response, including cognitive-behavioral interventions. It is provided
via verbal interactions between helper and survivor, individually and in
groups, and via written or media communications. It is intended to change
beliefs by “normalizing” the experience of the survivor and making stress
reactions seem more predictable and less frightening. It is intended to
change behavior by instigating and reinforcing adaptive coping, reducing
negative forms of coping (e.g., alcohol or drug use, social withdrawal,
extreme emotional avoidance), and instructing survivors about when to seek
additional counseling.

Early trauma-related education is often provided in single contacts
between survivor and practitioner, although evidence does not support the
efficacy of single-session interventions with trauma survivors (Bisson, 2003).
The limitations of brief information giving or verbal instruction are well
known. Most of the methodology of behavior change relies on more inten-
sive multisession interventions that harness known learning processes (e.g.,
reinforcement contingencies, classical conditioning, modeling). In fact, the
utility of early educational activities in changing trauma-related beliefs and
behaviors has received almost no research attention. The only study of a self-
help manual treatment for PTSD was reported by Ehlers et al. (2003), who
found that an educational manual was ineffective in reducing PTSD symp-
toms, possibly because of difficulties in inducing self-managed exposure to
feared situations. In studies reported by Bryant and colleagues, even
multisession education and support were insufficient to significantly reduce
risk of development of PTSD in accident and assault survivors diagnosed
with acute stress disorder (e.g., Bryant et al., 1998, 1999).

Despite the problems with simple instruction, there are reasons to con-
tinue exploring the utility of brief advice in posttrauma situations. First, brief
advice is easily disseminated and currently represents perhaps the primary
means of reaching trauma survivors in some types of events (e.g., mass vio-
lence). Second, it is possible that even if such approaches are relatively inef-
fective in changing the behavior of significant percentages of those impacted
by trauma, a brief intervention that helps only 5% of recipients might none-
theless effect significant results if it could be delivered easily to thousands of
people. Finally, if brief advice interventions are shown to be ineffective, then
such a finding might precipitate a change in current practices to incorporate
more robust behavior change methods.

In some behavioral domains, however, research has suggested that brief
advice may sometimes be as effective as more intensive interventions. For
example, research on alcohol problems has shown that relatively brief treat-
ments can reduce consumption (e.g., Moyer, Finney, Swearingen, & Vergun,
2002). This work is important in the context of traumatic stress because
many trauma survivors have preexisting alcohol problems and/or increase
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their consumption to problem levels following traumatization. Some
research does suggest that trauma survivors will respond to brief interven-
tions targeting their drinking. Working with patients admitted to a hospital
trauma center for treatment of injury, who screened positive for excessive
alcohol use, Gentilello et al. (1999) demonstrated that a single 30-minute
interview can reduce alcohol consumption in those with existing alcohol
problems. Another study, of an intervention based on motivational enhance-
ment (Miller & Rollnick, 1992), which addressed substance use problems in
patients seeking emergency medical care, suggested that more than one con-
tact may be important. Longabaugh et al. (2001) found that a 40- to 60-min-
ute intervention, plus booster session, reduced consumption and was more
effective in reducing alcohol-related negative consequences than standard
care or a single-session intervention. In addition to these brief one-to-one
interventions, it is possible that education to reduce consumption by trauma
survivors can be supplied by media. Acierno, Resnick, Flood, and Holmes
(2003) reported that their 17-minute educational video reduced likelihood of
marijuana abuse at 6 weeks, and there was a trend for the video to be associ-
ated with less alcohol abuse among women with a prior history of alcohol or
marijuana use.

In addition to indicating the potential of brief educational interven-
tions, such studies also suggest that cognitive-behavioral methods may be
used to increase their effectiveness. The Gentilello et al. (1999) intervention
included individualized feedback about drinking habits, comparison to
national norms, discussion of personal negative consequences of alcohol,
consideration of a menu of strategies for change, and other motivational
enhancement tools. Additional ways of magnifying the impact of brief advice
include use of written self-help materials, instruction in self-monitoring activ-
ities, telephone follow-up, and supplementing face-to-face care using
Internet services.

Normalization

An important goal of early intervention, as practiced in most settings, is
“normalization” of stress reactions. According to the thinking underlying
this practice, negative interpretation of acute stress responses (e.g., “I’m
going crazy,” “There’s something wrong with me,” “I must be weak”) may
lead survivors to pathologize their own common responses and increase
their anxiety associated with these reactions. There has been little effort to
investigate this hypothesis, but an emphasis on reducing misinterpretation
and fear of acute stress responses is consistent with some current theories of
PTSD (e.g., Ehlers & Clark, 2003). It is also consistent with research that sug-
gests that attributing dysfunctional meanings to posttraumatic intrusions is a
determinant of PTSD severity (e.g., Steil & Ehlers, 2000) and findings of high
levels of anxiety sensitivity among trauma survivors with PTSD (Taylor,
2003). At present, it is not clear whether individuals who interpret their
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acute stress reactions in negative ways will be at risk for posttrauma prob-
lems or whether intervention can change those interpretations and thereby
improve outcomes. In most posttrauma care, helpers try to normalize acute
stress reactions by simply telling survivors that these are common, normal,
and not dangerous. But among those at risk for development of PTSD, such
simple instruction may be insufficient. Again, cognitive-behavioral methods
might be used profitably to accomplish normalization; cognitive therapy
methods might be used to address negative interpretations of reactions,
breathing training methods might help reduce the intensity of hyperarousal
symptoms or increase their controllability, and interoceptive exposure might
be used to reduce fear of anxiety sensations.

Ensuring Utilization of Services

Concepts of normalization should also include normalization of help-seeking
behavior, because research suggests that many individuals with significant
levels of posttraumatic stress symptoms do not use mental health services,
even when they are available. For example, following terrorist attacks, this
nonutilization of services appears to be the case with direct survivors (Delisi
et al., 2003), family members who lose loved ones (Smith, Kilpatrick, Falsetti,
& Best, 2002), emergency workers (e.g., North et al., 2002), and medical staff
(e.g., Luce & Firth-Cozens, 2002). Indeed, 3–6 months after the World Trade
Center attacks in New York City, only 27% of those reporting severe psychi-
atric symptoms had obtained mental health treatment (Delisi et al., 2003).
This reluctance to use services may characterize many trauma populations.
Hoge et al. (2004) found that only 23–40% of those recently returned from
combat duty in Iraq or Afghanistan, who met screening criteria for a mental
disorder (PTSD, major depression, or general anxiety), sought professional
help, and only 38–45% indicated an interest in receiving help. Jaycox, Mar-
shall, and Schell (2004) showed low use of mental health services despite
high need among men injured through community violence. Weisaeth
(2001) reported significant levels of nonacceptance of early intervention in
industrial accident survivors.

Identifying the reasons for reluctance to utilize available services
requires more investigation, but we do know that many factors may contrib-
ute. Lack of help-seeking behavior may sometimes reflect an awareness that
some stress symptoms are to be expected, an acceptance of posttrauma dis-
tress, and an intention to “get on with life” nonetheless. Some individuals
who endorse high levels of PTSD symptoms may not label themselves as sig-
nificantly distressed or disabled (Shalev, Tuval, Frenkiel, & Hadar, 2004).
Other reasons may be more problematic. Families experiencing grief follow-
ing the Lockerbie bombing reported thinking that they could handle it on
their own, with help from family, friends, and their religious faith; that
accessing mental health counseling would be a sign of weakness or stigma;
that they could not afford it financially; or that they could not admit to hav-
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ing a problem (Smith et al., 2002). In the Hoge et al. (2004) study of Iraq or
Afghanistan War returnees, concern about stigma as a result of seeking help
was greatest among those most in need of help. Although most of those
screening positive for a mental health problem acknowledged having a prob-
lem (78%), many indicated that they “don’t trust mental health profession-
als,” that “mental health care doesn’t work,” that they would be “seen as
weak” if they sought help (65%), that participation in mental health services
would harm their career, or that seeking help would be “too embarrassing”
(41%). Difede et al. (in press) reported that, among emergency services work-
ers who responded to the World Trade Center collapse, distress at trauma
reminders was seen as a normal reaction to the events and not a reason to
seek treatment. Rather, anger, irritability, and sleep problems were seen as
reasons to seek help. Zatzick et al. (2001a) conducted an open-ended assess-
ment of the concerns expressed by hospitalized survivors of motor vehicle
accidents and assaults, who were most concerned with physical health (73%),
psychological concerns (58%), work and financial issues (53%), social con-
cerns (40%), and legal and medical concerns (10% each). Generally, a failure
to assess and address the concerns of survivors will affect use of services and
intervention compliance (Zatzick & Wagner, 2004). More research that sys-
tematically explores the perspectives of the potential users of early interven-
tion services is clearly needed.

Pragmatic approaches to increasing the accessibility of services have
been developed for various survivor populations, but these approaches
have not been evaluated. Relatively little is known about how survivors
make decisions about self-referral, how to encourage use of services, or
how to increase the acceptance of referral for more intensive counseling.
It is possible that a cognitive-behavioral framework might be usefully
applied to these issues. For example, the motivational interviewing meth-
ods (Miller & Rollnick, 1992) that have become widely accepted might be
adapted to the contexts of disaster outreach (in which helpers make con-
tact with survivors at places where they congregate, such as emergency
shelters, shopping malls, on doorsteps, in workplaces, at religious gather-
ings), and peer counseling programs, now very common in professions
with expectable trauma exposure (e.g., police, military, emergency
response). It may be especially important to regard environments in which
recently traumatized individuals naturally present as “capture” sites that
can be used to initiate processes that reduce the likelihood of disappear-
ance from the system of care.

Finally, in some trauma populations, development of posttrauma prob-
lems may be associated with a dysfunctional withdrawal from family and
other social interaction, increased irritability and anger, or increased use of
alcohol or drugs. In such circumstances, trauma survivors may be unlikely to
avail themselves of care opportunities at the same time that they create sig-
nificant problems for those close to them. This pattern of behavior was com-
monly observed among Vietnam veterans and may be a possible pattern
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among some returning Iraq or Afghanistan war veterans. One useful
response may be to develop and test a cognitive-behavioral intervention simi-
lar to that developed by Smith and Meyers (2004) that works with family
members of substance abusers to increase likelihood of treatment entry.

Return to Functional Roles and Reinforcing Activities

One piece of coping advice that is often given to survivors of disaster/terror-
ism is to, at the appropriate time, resume involvement in important personal
work, school, and family roles. Similarly, combat and operational stress-con-
trol doctrine emphasizes the importance of preventing military personnel
from adopting a sick role and instead keeping them actively engaged in work
activities. Wagner (2003) has described an ongoing project that uses a cogni-
tive-behavioral approach to achieving similar goals. In this work, behavioral
activation, a component of cognitive-behavioral treatments for depression,
has been modified to be used in the prevention of PTSD and depression in
injured trauma survivors. Behavioral activation includes a review of daily
activities, identification of personal values and goals, selection of personally
meaningful and enjoyable activities, and activity scheduling. It focuses on
blocking avoidance and withdrawal in trauma survivors and increasing
involvement in reinforcing activities. This approach to “guided activity” is
supplemented with ongoing self-monitoring of the relationship between
activity and mood. Factors related to avoidance are identified to initiate
problem solving. Because behavioral activation is a relatively simple, time-
limited intervention, it is conceptualized as an initial service in a stepped-
care approach, such that those who do not improve can be referred for more
intensive evidence-based treatments.

Coping Support

The recognition that most trauma survivors cope relatively well with trauma
and do not develop PTSD or other problems has led those providing early
care to seek to support the natural coping efforts of survivors. Helpers dis-
cuss coping with survivors, encourage adaptive efforts, and seek to provide
additional instrumental support. These actions are consistent with models
that emphasize perceived coping self-efficacy (Benight & Bandura, in press).
However, although coping styles have been found to be related to develop-
ment of chronic PTSD, there has been little investigation of how survivors
cope with acute stress reactions and the various other challenges of the early
posttrauma period. That early interventions affect coping behaviors and that
these behaviors are related to outcome have not been demonstrated.

Skills training involves a set of systematic methods used by cognitive-
behavioral practitioners to develop new repertoires of behavior in patients.
There are many skills that might conceivably benefit survivors of recent trau-
ma, including those related to problem solving, social support seeking and
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giving, assertion, and parenting. A prime example of a skills set relevant to
survivors of recent trauma is that of anxiety management. Stress inoculation
training has been found effective in treating people with chronic PTSD (Foa
et al., 1999), and anxiety management skills (e.g., breathing retraining, relax-
ation) are part of the intervention package used by Bryant and colleagues to
successfully treat acute stress disorder. Although the addition of anxiety
management training to exposure and cognitive therapy as an early treat-
ment for acute stress disorder did not result in improved outcomes over and
above the effects of cognitive therapy and exposure (Bryant et al., 1999), anx-
iety management was not tested as an intervention in its own right in this
study. Echeburua, de Corral, Sarasua, & Zubizarreta (1996) randomly
assigned 20 treatment-seeking female survivors of recent (< 90 days) sexual
assault to either a cognitive-behavioral package intervention or to progres-
sive muscular relaxation training alone. Results indicated that both groups
improved in global severity of PTSD and other areas (anxiety, depression,
daily life functioning).

In another demonstration of the utility of anxiety management skills, a
single session of telephone-delivered anxiety management training was
shown to decrease anxiety among Israeli citizens worried about the possibil-
ity of a SCUD missile attack (Somer et al., 2005). When citizens called a hot-
line due to SCUD-related distress, they were randomized to either cognitive-
behavioral intervention or a standard hotline counseling (unconditional pos-
itive regard, empathic listening, validation, social support) control group.
The intervention lasted around 15 minutes and included normalization of
stress responses, instruction in diaphragmatic breathing and cognitive
restructuring, phone practice of the latter techniques, and assignments to
practice at home. Compared with standard hotline practice, the experimen-
tal intervention was associated with significantly less distress, anxiety, and
worry about missile attack three days after the intervention. More research is
needed to evaluate the impact of anxiety management skills training as an
early posttrauma intervention, and also to establish the effects of training in
skills for managing intense acute anxiety. For example, “grounding” tech-
niques (e.g., Najavits, 2002) in which survivors are taught coping responses
(e.g., washing face and hands, verbally describing their environment, feeling
the chair on which they are sitting) that are intended to help them remain
aware of their surroundings may reduce overwhelming anxiety, limit panic,
and prevent dissociation. Such techniques should be examined to determine
their impact on control of acute stress reactions.

Social Support

“Social support” is an umbrella term that is used to describe a multitude of
helping activities (e.g., practical help with problems, emotional understand-
ing and acceptance, normalization of reactions and experiences, mutual in-
struction about coping). Perceived lack of social support posttrauma is a risk
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factor for PTSD (Brewin, Andrews, & Valentine, 2000), and negative reac-
tions from others have been found to predict PTSD symptomatology among
several groups of survivors, including those exposed to physical assault, sex-
ual assault, and military peacekeeping duties (e.g., Zoellner, Foa, & Brigidi,
1999; Ullman & Filipas, 2001; Bolton, Glenn, Orsillo, Roemer, & Litz, 2003).
Declines in social support among disaster survivors have been associated
with declines in mental health (Norris et al., 2002).

Little is known about naturally occurring support behaviors that take
place during the first weeks and months following traumatization. Little is
known, as well, about the impact of efforts to promote posttrauma social
support on perceptions of support, actual support behaviors/interactions,
or subsequent outcomes. The possibility exists that support can be influ-
enced and that individuals may be trained to better support one another
more effectively. The work of Lepore and colleagues (e.g., Lepore, Silver,
Wortman, & Wayment, 1996) on the social constraints on disclosure—that
the reactions of other persons may impede or “constrain” efforts to talk
about a traumatic experience—suggests one direction for such intervention.
Following this idea, Cordova et al. (2003) recently described the develop-
ment of a one- or two-session cognitive-behavioral intervention that works
with trauma survivors and a significant other to increase supportive commu-
nication and disclosure and reduce constraints on disclosure within the
dyad. Goals of the intervention include (1) to improve patient and family
knowledge of the process of adjustment to stressful experiences, such as ill-
ness/injury; (2) to increase tolerance for negative emotions (e.g., anxiety,
fear, anger); (3) to increase rates of initiation of talking about the illness/
injury; and (4) to decrease social constraint behaviors (e.g., changing the sub-
ject, criticizing, ignoring) by both patients and families in response to others’
disclosure of thoughts and feelings.

Social support research suggests another important conceptual and
practical dimension of early help for trauma survivors. Early interventions
have focused largely on the individual trauma survivor. It may be useful,
however, to conceptualize trauma as affecting a dyad or family group, and to
encourage the development of interventions that target the evolving reac-
tions among the group itself. Obviously, the family represents, for many sur-
vivors, an important environment in which recovery must occur and which
can be expected to affect the trajectory of that recovery in many ways. More-
over, the traumatization of a family member is a family stressor that poten-
tially has great impact on the well-being of the other family members. For
more chronic posttrauma problems, cognitive-behavioral interventions
focusing on parent–child (e.g., Deblinger, Thakkar-Kolar, & Ryan, Chapter
16, this volume) and adult couple dyads (Leonard, Follette, & Compton,
Chapter 14, this volume; Monson, Schnurr, Guthrie, & Stevens, 2004) have
been developed. Similarly conceived early interventions for trauma survivors
require development.
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Assessment

Most forms of help for trauma survivors involve some kind of assessment,
and the assessment process itself may sometimes influence behavior. Assess-
ment involves validation of concerns and may provide education about stress
reactions, direct attention to reactions, reduce emotional avoidance, and so
on. Some research with trauma survivors has suggested that assessment and
self-monitoring may engender sustained reduction in PTSD symptoms in
some trauma survivors (Tarrier, Sommerfield, Reynolds, & Pilgrim, 1999;
Ehlers et al., 2003). Self-monitoring is, of course, a behavior change proce-
dure that is used as a component of many cognitive-behavioral treatments.
However, little is known about the effect of formal self-monitoring on acute
traumatic stress reactions, coping responses, posttrauma alcohol consump-
tion, or other trauma-related behaviors.

Assessment also represents an opportunity for a helper to present the
survivor with individualized feedback on his or her behavior and reactions.
With regard to alcohol problems, assessment results are sometimes provided
to the drinker as part of motivational enhancement to reduce drinking
(Gentilello et al., 1999) or seek treatment. It is possible that such an exercise
may also increase motivation to change trauma-related behaviors or accept
referral for treatment.

Group Interventions

In many posttrauma environments, group-administered early intervention
activities are a staple element of care. This is especially true when (1) large
numbers of persons are exposed to the same traumatic event (e.g., terrorist
attacks, industrial accidents, mass violence, community disasters), (2) preex-
isting groups are exposed to trauma (e.g., a workplace exposed to a violent
assault), and (3) workgroups are exposed to trauma as part of their job duties
(e.g., military personnel, emergency response workers, police, forensic inves-
tigators). Groups would appear to be well-suited to challenging common dis-
tressing perceptions of survivors (e.g., feeling alone, different, misunder-
stood by those around them), reducing social isolation, and providing social
support and may also be useful in helping survivors address the worries asso-
ciated with traumas that are particularly difficult to talk about with family
and friends (e.g., sexual assault), due to perceived social stigma, embarrass-
ment or shame, guilt, or fear of negative reactions from others. In the case of
work-related trauma exposure, work groups can continue to function as a
unit so that group interventions will potentially affect the ongoing recovery
environment.

Although little is known about the effectiveness of early group services
in preventing PTSD and other trauma-related problems, we do know that
group treatment is beneficial for those with chronic PTSD (Foy et al., 2000;
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Foy & Larsen, Chapter 15, this volume). The primary current model of early
group intervention to reduce the impact of trauma is group stress debriefing
(Raphael & Wilson, 2000). There are several variations of group debriefing,
but in all, groups of persons affected by a common event are gathered
together and led through a structured protocol intended to provide educa-
tion to help normalize stress reactions, give advice about coping, facilitate
the verbal sharing of experiences, mobilize mutual support, and give infor-
mation about available services. Most debriefings start with a focus on factual
information and move toward discussion of feelings associated with the trau-
ma. Outcome studies have indicated that individual stress debriefing does
not prevent development of PTSD, and these findings, together with a rela-
tive absence of methodologically sound studies of group debriefing, have led
to widespread questioning of the effectiveness of this procedure (e.g.,
McNally, Bryant, & Ehlers, 2003). From a cognitive-behavioral perspective,
the lack of support for debriefing is not unexpected. Debriefing, like brief
psychoeducation more generally, employs few powerful behavior change
procedures, and relies instead on a one-time combination of simple advice
and group discussion to change complex behaviors.

Groups, however, will remain important in posttrauma care, albeit with
a need to rethink their design. Debriefing remains a common practice at the
current time, in part, because no viable alternative group interventions have
been developed and tested. New cognitive-behavioral models of structured
early interventions with groups that better harness effective change technol-
ogies are required (e.g., skills training with instruction, practice, and coach-
ing; modeling; self-monitoring or recording of key behaviors; use of task
assignments). When verbal presentation of information is expanded to
include opportunities to observe and practice coping behaviors, likelihood
of behavior change may increase. Wherever possible, groups should involve
multisession contact so that key messages can be repeated, supportive rela-
tionships among members can be developed, skills can be learned, and
recovery behaviors can be shaped and reinforced.

ISSUES IN EARLY INTERVENTION

Posttrauma Screening

Fundamental to early posttrauma care are effective systems of matching sur-
vivor to intervention. Most survivors will improve without help, and given
resource constraints and concerns about “pathologization,” more formal
interventions should be delivered only to those likely to need them.
Screening and assessment to identify those at risk for chronic problems can,
in principle, be used to help accomplish this objective. Wessely (2003) has
argued that such screening should meet a variety of conditions, including
the following:
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• Spontaneous recovery is unlikely.
• Those who are screened would not have presented for care in the

absence of screening efforts.
• There is a proven intervention for those detected.
• The anticipated benefits of screening outweigh the negative conse-

quences.
• Screening and treatment are acceptable to those screened.
• A validated screening tool is available.
• Evidence indicates that early treatment will lead to better outcomes

than late treatment.

At the current time, most of these conditions are not met. We are not yet
able to identify with adequate precision those who will go on to develop sig-
nificant problems. Bryant (2003) suggested that it may be premature to iden-
tify individuals for intervention before 2 weeks posttrauma, that active cogni-
tive-behavioral intervention should not be offered earlier than 2 weeks, and
that survivors will need to deal with practical problems before seeking care.
However, counselors may have more confidence in initiating intervention
after a few months because remission rates decline with the passage of time.
For example, motor vehicle accident survivors who continue to have PTSD at
6 months following their crash are relatively unlikely to remit without treat-
ment (Blanchard & Hickling, 2004). More of Wessely’s conditions are met
when screening is implemented after several months following the trauma;
for example, validated screening tools and evidence-based treatment for
PTSD are available.

Screening for PTSD and other posttrauma difficulties is beginning to be
used routinely for returning military personnel and has been tried as well in
the context of disaster and hospital trauma care. Following the World Trade
Center attacks in New York, Project Liberty created a range of services
intended to help the community, and in its second year of operation, a
paper-and-pencil screening tool was used to identify those who might benefit
from a referral for more specialized cognitive-behavioral care. Also in New
York, Difede et al. (in press) developed a screening program for emergency
relief workers responding to the attacks. With regard to screening for exces-
sive alcohol consumption, screening tools exist and brief interventions are
effective, but there is a need to implement screening protocols more widely
with recently traumatized persons.

Selected Follow-Up with Survivors

Some of the potential limitations of early screening efforts are no longer evi-
dent if positive screens are used to initiate, routine telephone follow-up mon-
itoring, not treatment, of survivors judged to be at elevated risk for continu-
ing posttrauma problems (cf. Brewin, 2003). Screening can be used to
identify those who should be monitored, not those who require early inter-
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vention. This process may be less likely to be associated with stigmatization,
and those who do not wish to be followed up can simply deny permission. In
the hospital trauma center, most victims of assault will indicate, if asked, an
interest in receiving counseling (Roy-Byrne, Berliner, Russo, Zatzick, &
Pitman, 2003) and are receptive to case management (Zatzick et al., 2004).
Because individuals may be expected to differ in their receptivity to offers of
counseling at different points in time, this approach may provide the survi-
vor with multiple opportunities to seek services.

Early Intervention Contexts Involving Continued Threat

Interventions designed for the treatment of PTSD are almost always applied
under conditions of relative safety, in which threat of continued harm is min-
imal. In some environments (e.g., war zones, terrorist threat situations), how-
ever, these conditions do not apply. Realistic threats of ongoing exposure to
continued attacks may form part of the environment in which traumatic
stress reactions must be managed. Shalev et al. (2003) described modifica-
tions in delivery of cognitive-behavioral treatment for terrorism-related
PTSD in Israel, designed to reflect these changed circumstances. During in
vivo exposure assignments, survivors were encouraged to expose themselves
to situations that were clearly safe, but not to those widely considered dan-
gerous and avoided by most of the populace (e.g., city centers where
repeated bombings had occurred). Their appropriate avoidance was charac-
terized as “positive safety behaviors” and their goal as achieving “normal
fear.” Cognitive therapy was applied to help the PTSD group modify their
beliefs, but differences between cognitions underlying avoidance by the gen-
eral population and those related to avoidance by those with PTSD were
noted. The latter group was thinking, “If I go there will definitely be another
attack, and this time I will definitely die,” whereas individuals without PTSD
were thinking, “The risk is very small, but I really don’t need to go and buy a
book—it is not worth the risk” (Shalev et al., 2003, p. 182).

Cost-Effective Delivery

In most posttrauma environments, resource limitations inhibit the delivery
of individual assessment and intervention to all survivors who might benefit.
This limitation is especially apparent in situations involving large numbers of
affected persons (e.g., terrorist attacks, large-scale disaster). It is also true in
countries or communities with few available mental health resources. But it
is also a limitation in hospital emergency medicine, in which staffing levels
do not encourage routine screening and brief intervention with those show-
ing high levels of acute traumatic stress (Zatzick et al., 2000).

Ways of delivering cost-effective cognitive-behavioral services require
more development. One possibility is increased use of bibliotherapy. Written

450 SPECIALIZED POPULATIONS AND DELIVERY



materials are routinely provided to trauma survivors, but their impact is not
known. Certainly, cognitive-behavioral self-help interventions have been
demonstrated to be effective for treatment of anxiety problems in a number
of controlled treatment outcome studies (e.g., Lidren et al., 1994; Gould &
Clum, 1995) and require more investigation with survivors of recent trauma.

Telephone delivery represents another potential way of reaching early
trauma survivors. In New York after the 9/11 attacks, a LifeNet hotline
established as part of Project Liberty received heavy use; it provided 24-hour
mental health counseling, information, and referral, offering assistance in
multiple languages. A study by Gidron et al. (2001) reported on an innova-
tive effort to use the telephone to intervene with motor vehicle accident sur-
vivors soon after discharge from emergency room care. Survivors were called
twice (24 and 48 hours following discharge), using either a two-session tele-
phone-based memory structuring intervention (MSI) or a control interven-
tion consisting of supportive listening by a counselor who also provided
information about available treatment services. In the first session of MSI,
the therapist listened to and clarified the details of the accident, repeated
back the narrative in an organized manner, and then asked the survivor to
do a subsequent retelling. As a between-session task, the patient was
instructed to practice telling friends and family the structured account. In
the second session with the therapist, the survivor was asked to once again
disclose the details in a structured manner. Greater reductions in PTSD
symptoms at 3- to 4-month follow-up were noted in the MSI group. And as
noted earlier, the telephone has also been used to reduce anxiety levels
among individuals fearing future terrorist attacks (Somer et al., 2005).

Finally, the Internet represents a delivery system with significant poten-
tial that has yet to be effectively harnessed to meet the needs of trauma survi-
vors. Websites were a significant information resource after the terrorist
attacks of 9/11. They have also been used to provide information to return-
ing military personnel and their families, and to rape survivors. Hypothetical
advantages of Internet-facilitated services include (1) an ability to reach large
numbers of people in a cost-effective manner; (2) potential delivery in hospi-
tal and home settings; (3) an ability to reach people who might not otherwise
have any mental health contact (e.g., those affected by perceived stigma or
concerned about confidentiality concerns; those unable to travel to face-to-
face services due to distance, acute injury, ongoing environmental risk, or
quarantine); and (4) an ability to place survivors in contact with one another
to facilitate mutual aid and support. From a cognitive-behavioral perspective,
Web-delivered care has significant potential, because it can include task
assignments, self-monitoring, interactive individualized content, and skills in-
struction such as modeling, personalized assessment, and feedback.

There has been little systematic effort to use the Internet as a medium
through which to help trauma survivors. A writing-based cognitive-behav-
ioral protocol delivered to students over the Internet—“Interapy”—was asso-
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ciated with significantly lower intrusion and avoidance symptoms, lower
general psychopathology scores, and more improvement in mood, com-
pared to a waiting-list control, and gains were maintained or improved
upon at a 6-week follow-up (Lange, van den Ven, Schrieken, &
Emmelkamp, 2001). Lange et al. (2003) provided the 5-week Web-delivered
writing treatment to a sample of Dutch Internet users with significant post-
traumatic stress symptoms, and found greater reduction among treated
subjects in PTSD symptoms, anxiety, depression, somatization, and sleep
problems than among those assigned to a waiting-list control condition.
These studies provide an early demonstration of the feasibility of deliver-
ing Web-based interventions to traumatized populations. Litz, Williams,
Wang, Bryant, and Engel (2004) have described a cognitive-behavioral ther-
apist-assisted Internet-based self-help intervention designed to enable the
treatment of large numbers of traumatized individuals, that uses a form of
stress inoculation training for both secondary prevention of PTSD and
treatment of the chronic disorder.

Related to this issue of cost-effectiveness is a question about the
“boundary conditions” of cognitive-behavioral interventions. The work of
Bryant and colleagues together with research on treatment of patients with
chronic PTSD suggests that cognitive therapy and exposure therapy meth-
ods are effective in reducing traumatic stress symptomatology. However, in
research studies these procedures are usually delivered by relatively expert,
well-trained and supervised practitioners in ways that will maximize inter-
vention impact (e.g., 5–12+ individual sessions). Although there have been
some early demonstrations that indigenous helpers can deliver effective
care for survivors who have developed PTSD as a result of terrorist attack
(Gillespie et al., 2002; Levitt et al., 2003) or sexual assault (Foa et al.,
2001), it is also important to determine the degree to which cognitive-
behavioral interventions may be “degraded” and still affect outcome. Will
abbreviated versions of interventions have measurable impact on behaviors
of importance?

My colleague and I (Prins & Ruzek, 1999) worked with rape crisis cen-
ters to identify a means of applying principles derived from cognitive-behav-
ioral evidence-based interventions in ways that would “fit” the existing rape
crisis counseling service delivery context. We designed a set of “counseling
tools” to be used by rape crisis counselors as appropriate to the situation.
Although it may take 10–30 minutes to deliver all of the modular tools,
pieces of any module can be “dropped into” the conversation, as needed.
These mini-tools can be delivered in 2–5 minutes, even if the conversation is
largely concerned with other matters. Examples of such brief tools include
ways of explaining the relationship between beliefs and distress, identifying
negative trauma-related beliefs and encouraging alternative beliefs, identify-
ing sources of social support, assessing past disclosure experiences, and
encouraging participation in follow-up (e.g., provide a rationale for partici-
pating, make a plan for how this can happen).
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“Psychopathology” versus “Resilience” Perspectives

It could be argued that much current thinking in the field of early interven-
tion has been shaped by research grounded in concepts of posttrauma psy-
chopathology. Research on development of PTSD informs secondary pre-
vention efforts, and methods of intervention have been adapted from
treatments designed to treat chronic PTSD. Bonanno (2004) has suggested
that most research on coping with trauma has focused on treatment seekers
and those experiencing psychological problems and argued that it is impor-
tant to distinguished between “resilience” (characterized by low initial and
continuing levels of trauma reactions) and “recovery,” in which individuals
show PTSD or subclinical stress reactions that remit over the course of sev-
eral months. In practice, those working with recent trauma survivors have
been concerned to avoid defining acute stress reactions as abnormal or
reflective of psychopathology. In most settings that provide services for com-
bat stress, disaster mental health, and rape crisis, there is active avoidance of
the language of “disorder” and little application of diagnostic labels, along
with a corresponding effort to acknowledge the strength and resilience of
survivors. Certainly, those showing Bonnano’s pattern of resilient response
require more systematic study, and the implications of a resilience perspec-
tive require more exploration. Such work might lead to different ideas about
helping, as when Shalev and Ursano (2003) suggested conceptualizing the
task of the helper as that of helping the survivor identify and manage obsta-
cles to self-regulation.

It is not yet clear how best to integrate the strengths of these somewhat
different approaches to early trauma response. There is some concern that
provision of “mental health” services or associated activities (e.g., screening
for problems, education about mental health consequences of trauma)
might have potential for worsening the outcome of some survivors, perhaps
by increasing their expectancies of developing psychological symptoms or
increasing their awareness of psychological distress (Rose, Bisson, &
Wessely, 2003). Against this concern must be weighed the problems associ-
ated with failing to ensure that individuals with clinically significant prob-
lems require adequate, evidence-supported care. In some ways, cognitive-
behavioral psychology is well placed to draw upon research into the etiology
and treatment of PTSD and, at the same time, avoid some of the pitfalls of
an emphasis on psychopathology. In addition to its strong theoretical and
empirical grounding, cognitive-behavioral psychology has a tradition of view-
ing problem behaviors as adaptive responses to the environment, emphasiz-
ing the training of skills for coping with specific problem situations, viewing
the client–therapist relationship as one of collaboration, and embracing a
model of care in which therapists act as teachers and coaches for their cli-
ents. These and other elements of the cognitive-behavioral orientation are
good “fits” with the resilience perspective and with the environments in
which recent trauma survivors may be offered support.
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DISSEMINATION

Most mental health providers have not been trained in evidence-based treat-
ments for PTSD and other trauma-related problems. Consequently, as cogni-
tive-behavioral early interventions are developed, it will be a challenge to dis-
seminate them to those who serve the various populations of trauma
survivors, many of whom are volunteers, paraprofessionals, or professionals
who are unfamiliar with cognitive-behavioral interventions. Recent evidence
and experience does suggest, however, that mental health professionals can
be rapidly trained in the delivery of these treatments. As noted previously,
rape crisis counselors trained to deliver an evidence-based treatment for
chronic PTSD (exposure therapy) demonstrated a clinical impact similar to
that shown in efficacy trials (Foa et al., 2001). In their successful open trial of
cognitive therapy with survivors of the 1998 Omagh terrorist bombing,
Gillespie et al. (2002) provided an important initial demonstration of the fea-
sibility of training indigenous mental health providers in evidence-based
treatments for traumatic stress problems. Therapists were National Health
Service mental health providers with no previous experience in treating trau-
ma.

Following 9/11, several efforts to train mental health providers in evi-
dence-based treatments were undertaken. Neria et al. (2003) described their
efforts to provide New York City trauma therapists with systematic training
and supervision in prolonged exposure treatment for people with PTSD
(Foa & Rothbaum, 1998). Training was initiated approximately 2 months
after the attacks, and over a 12-month period, more than 500 local clinicians
were trained. Levitt et al. (2003) reported on an effort to train community-
based counselors to deliver the skills training in affective and interpersonal
regulation/narrative trauma processing intervention (see Cloitre &
Rosenberg, Chapter 13, this volume) to New York City survivors who were
experiencing psychological distress as a result of 9/11 and reported some
symptoms of PTSD (not necessarily fulfilling a diagnosis of PTSD). Treat-
ment was provided 1 year after the attack and consisted of a mean of 18 indi-
vidual sessions that targeted emotion management skills (e.g., self-monitor-
ing, distress tolerance), interpersonal skills (e.g., communicating feelings
with others, enlisting social support), and imaginal exposure. Seven provid-
ers (including master’s level social workers and clinical psychologists) were
trained in the intervention in a 2-day workshop, followed by weekly group
supervision. Data indicated that the treatment was effective in reducing
symptoms of PTSD and depression, hostility, interpersonal sensitivity, and
use of alcohol/drugs to cope, and in improving overall social–occupational
functioning; effect sizes were comparable to those obtained in an earlier effi-
cacy study with child abuse survivors with PTSD (Cloitre, personal communi-
cation, September 15, 2004).

This work is especially significant for its demonstration that evidence-
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based treatments may be applied in flexible ways that allow providers to
adapt treatments to their own delivery preferences and situational con-
straints. Providers were permitted to “adjust the dose” by repeating protocol
sessions, as needed, to eliminate sessions perceived as inappropriate, and to
spend time attending to issues that were not the focus of the manualized
intervention. In Israel, also in a terrorism context, Somer et al. (2005) dem-
onstrated the feasibility of training paraprofessional hotline counselors in a
telephone-administered anxiety reduction intervention via a single 5-hour
training workshop.

Planning for Dissemination

Those engaged in development and testing of early intervention approaches
might benefit from consideration of the exigencies of eventual dissemina-
tion. Current community standards of care do not reflect the evidence from
treatment outcome research in too many domains of behavioral problems.
There are many reasons for this state of affairs, but it is possible that design
of interventions might benefit from incorporating dissemination consider-
ations early in the development process.

Therapeutic interventions must be acceptable to the groups expected
to use them. Too often, interventions are developed by psychologists and
other researchers who then attempt to persuade established communities
of providers to adopt their approaches. As an alternative, the intervention
development process could include early collaboration partnerships with
likely providers. This kind of teamwork would help ensure that interven-
tions are designed in ways that can be easily integrated into existing struc-
tures and repertoires. Further, these partners might facilitate eventual
efforts to disseminate the methods to other similar settings. Collaborative
design will be important if innovative services are to be adopted by the
practitioners who must deliver them within prevailing cultures of care. In
addition, helping approaches must be acceptable to another major con-
sumer group: survivors and their families. And given the general reluc-
tance to seek help, successful interventions will be ones that have been
designed to be attractive to consumers by addressing their perceived needs
and preferences.

Another consideration that may affect rates of utilization by practition-
ers is choice of intervention target. Much of the research related to posttrau-
ma problems has a disorder-specific focus (e.g., PTSD), which may represent
an impediment to adoption of methods. In fact, there are many appropriate,
and sometimes necessary, targets of early posttrauma intervention, including
posttraumatic stress reactions, alcohol and drug consumption, anxiety and
panic, depression, family problems, and difficulties with returning to work
or other functional roles. Often, these difficulties are co-occurring. For
example, among traumatic injury survivors, 23% screened positive for high
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levels of posttraumatic stress reactions and/or depression and alcohol/stim-
ulant intoxication at the time of hospital acute care admission (Zatzick et al.,
2002). Methods of prevention of PTSD must be developed that are compati-
ble with the need in most settings to also intervene with other psychosocial
problems and to address interacting problem behaviors efficiently. Given the
heterogeneity of presentations and multiple problems faced by survivors of
recent trauma, Wagner (2003) has suggested that ways of promoting behav-
ioral assessment/functional analysis leading to individualized case formula-
tion should be explored.

CONCLUSION

Historically, there have been relatively few settings in which cognitive-behav-
ioral practitioners and researchers worked with recent trauma survivors.
This past reality is changing as cognitive-behavioral practitioners and scien-
tists become more active in military mental health, rape crisis centers, hospi-
tal behavioral medicine settings, and disaster relief settings, and as these set-
tings become increasingly more concerned about the evidence base for their
services. Very important in this regard is hospital emergency medicine. The
fact that trauma centers and other hospital settings serve large numbers of
trauma survivors contains several important implications. First, it is in such
settings that methodologically strong outcome research can most readily be
conducted. Second, the lack of existing services, coupled with increasing rec-
ognition by medical staffs that their trauma patients will experience mental
health difficulties, means that practitioners may be welcomed if they propose
delivery of services to a population in need. Finally, these settings may serve
as training environments for those who wish to develop skills in working
with recent trauma survivors.

The application of cognitive-behavioral perspectives to early posttrauma
intervention has much to offer. The best supported psychosocial treatments
for PTSD have emerged from cognitive-behavioral psychology, and many
aspects of cognitive-behavioral intervention, including anxiety management,
skills training, therapeutic exposure, cognitive therapy, functional assess-
ment, self-monitoring, and goal setting, might be of value to patients in the
first weeks and months posttrauma. Methods developed to change a variety
of behaviors—to reduce alcohol and drug consumption, manage depression,
reduce social anxiety, increase participation in rewarding activities, treat
panic disorder, manage anger problems, improve assertion and conflict reso-
lution, and manage pain, among others—may have useful application in the
aftermath of trauma. Significant challenges include the development of cog-
nitive-behavioral group- and family-administered early interventions, brief
but effective forms of helping, and, in the context of multiple posttrauma
problems, systems for matching survivors to brief cognitive-behavioral inter-
ventions.
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