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Counseling trauma victims:
4 brief therapies meet the test

Focused cognitive-behavioral interventions
can provide lasting benefits
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-I herapists once believed trauma survivors

required years of treatment, yet we now
know that relatively brief cognitive-behavioral
interventions can yield long-term gains in psycho-
social and psychological function." Many psychi-
atric patients meet diagnostic criteria for posttrau-
matic stress disorder (PTSD), including:
* 33% of women experiencing sexual assault’
* 30% of male war veterans’
* 30% of the 5 million U.S. children exposed
to trauma each year* (Box, page 56).°
We offer recommendations on how to prepare
traumatized adults and children for cognitive-

continued on page 55






'\-‘|.1-|1|'|.“.I|—E| a1 .-Ili'l-lm nll‘r\:lll |1ll o lisl -l!l.-ﬂ-lull ||III W upl‘l:ﬂl
riffrran Inomiinge rreciee ackiess S oy doer of ol abwespdiee G PR TS e RSN
nepl] el pEcdn e e s g reEp o ok 53S0 sl (R
Al it szare- 221 In e e Tl only ahich ceants | sporfancsesly moarisd COSTART
here sdims anl Ieprbres| dewal 8 ddedsnally cund cadp ipeda shvss -waly nprsns
wih e & Higher dec oF chropte Fon o @ xeba. T e Eevca of poferis rporting ey
rriarpm ek el wesEpnlan iy preaes e pkasis ady i e ieieal dess ol od
wirmpine |12 Mgl In cermied Sinkl Tk o Inmmusaul sespine tor inpechen. Der
w1 Arbdodp sgeicad diksona o pleads moaomacod ary Bodeead sampail
wripyraTedl oy e rorered oy aithe oty coaet iaddee or cpartreaedy o

B O

e ik | i pvenE v e psing S ham a ciegl
Wl wavelening T oo vl fepe iaipc o wilh et The Tdleeang sl sl
Lol g e | worf ek e, oy reprh, -nw T Frn. barm

Wi o CAanaes ST s R A DTk R o Eciranda i

tima ok FisanETaE sn w0 Es EEe] W IER TR, WOk S
mn:rmm;nw%ﬂn
Wem il Howsr—t w ek woke i ek n.-.. T il e e . oy el e B
ool olaneapie paliems fracE 28 b pain] pampascd tnda3%s o placeh e favesape B4 6]
[ e o S ] ] ;HHh.;.lHI'n.'I.- r\-IHlInliH i mmyes] e Pl piasda
etz Dwring csvdnucion Mgy 238 L ot e ok
|u|-.--_|-\,.-n- el N h.--ri-r-_j ._p- -'..--_.m_,-ﬂ-mu-..-q- 1]
Dampi: & o kis .rE Zoyrrorar meezsrs I SEFT, 1]
T30 sl ol mervaeae: o e wn (enied w0 o TUICRI N RES b mlrawEm ol
cesnaghls Ras epered In 1.2% of ciemgin: In [pemarketing el Thore ez o Infetica
1R IEE B e SR EE | R A O WD S § O PH L D B RS
I dinka TRk unong Janapinereaicd pierts wth 3xeine meon Figkoakke inek ol
STl anEd (RS DES - sae- Dnyer s vk of o530 gl agine ooy s = n
e ANE T lert (W30 had 2 mean brighserice ineree o I7 mgrdl
lien 4 neEn poane o T Pl b pawscalalk bEi t:IE.:.-pllc h-l-'|-d|lbl|'1|3ll
by myrdam choketrm lewds o 200 I L (M= 1EE) copesimred chnksierol s of
-'.5'«-I1||-|A| srdne: thorg Il Inas sgmimeaity oo ke Hwn pax'sn Deded pamak: [0 350
!illl‘a etz P20 by 3 mema
|l:m 1 |||.-I llli:h b3l nan 8 pEsa H agiil , wheh o xypuEsnlly
drierl corvpred o plaosto-breied bty =] 120 wif 2 mean 2o of 1 il Toma
e bzl NS gl

ml..'un:l.lm:l hmm num%'ns pmrcm:.,

W1 Qi and PR mlenca: Dgneymns . omasd wih p e nonspe o heard cda ol
e W e g an g Bl jariers.
rIIrMMIHkﬂwnllllllnlql.'M Il 12 el e e - i e
oz nopuoried wiith el danzepler @ neehipe doeacs 4 mg'd bn eindcal vl J3EEA pafiones,
AT po e s 1l aggnamre] | e iy rl ons st presaesy lmded ﬁnhe-llh‘rhl_;
thooe z'.u:fl:'h“ll:? 24rp came was semate, thost e, which wone s jeseal 2ot be
B R Ll P s -|.i-||.-|-|.l.r\.| s wlrh Al ied Faw a“ll-“-nn'h.lrni-.hﬂl
of Being acemsy M tveaening. Sropveal Bats accurmes In el D0 peflerts istoquest canis
nsured m T TN m e e o s e e mned o 21100 ehenila Aaly o r nde—
Frquest dortd gala, Te sndons efouee docnan oriaged, Silks, foc siema, inorkaa
gy irak s maskess sah pas rwr gl pebe g ploesara bady resdsn earca
gk, R ohllls I ey, MRRg aver i, saciden ceatn Rt
hirspead el bilkis Inefpsdes 1 Faraasitas saakbl aege-dre bl s Eeal
oot FEnDTiage, MEREEE, el galpiaey, vasadEErdan, verrnukr pdunsinis foe
sniaim lwed by pudreway il el e D Frongony lnbdinms ows el wdracdes Sanl
Intrquest drspiepl, eomhapi. il ImEEdn. nal ool e, qest i, Eoirgatartds,
e, el o nedens ineeln woad in peces Al vl egg e aeevkocs, paisia b
e, rectl Imr'm TEAEs. longue sdama. ool cries S slareths,
uniu e setarwrasnd ks .iu.-ui.- T, wahaedoned cdmiy ey Bra fuly dage sl Bonpas
iorzhan. Brdvedae—rnenuet dubeies melRE: A dabekc asdads. gl Hawis
hll'pﬂ.ll‘lt' Fifrcgasin ol £ i, Oysnas s, Muoeplicn, loisgen, hpigbadsangily,

fira i 1N 'J'rl:lTI:I-:I-%':Ilnu il JoT Mo rree—
Infezana il s opieoer Ipansal Wil incmie, dd wiva e, lepa caicacaiby

= yperipena, rr,pr.rwu TagaghuEns. . '|:l:l'l7:|lll'l=l -rall
e T e M
:Il'lm.x fafrhng m

.lumh.. hu.ll:., meed ek, Mawe e i, I.l|.l:.l:..|lﬂ.|..lr1 nl.: S| ETRT ]
AN N Fpeiee—i ey :I,ll,n:llnun-s rrlulr.l ez, wmboal by,
capiierl, nark reaction, pareisd, sehimpheie e, Wevagaeer ddness, ookl

:nll:l::lluhn lllu.-\.lj_'i dumiidnm 13 1 glis rerm e b-nlll ﬁunln-t-llll
DRSITIN, TEa nm:%

IErEEFE -ﬂH.-l-\.!!.'! :-urr,llhu- wpnplrane pivfiac amaiclom lllllbll'rull.ll |-J||r\-|
sirfering tedve delinesa ll'l'm'_ AthErzad yErone AIT Cimamacl sl ooy
wraickpdi sardgs e k anarinnd lEnrnioes lazaxa
= mFm:lr:: intagueRt e, 2sthag, cplsids, enntsk,
Iesesnhann I'ﬂl:ll ErpEpk: wws dednr ke ddates lion bpasibdom g
o, shidor. fdo rof Sppeadaes — Rroet mecddng ivreaactd dopeds, oo derradtds
iy s aecuRgika 1 pondes S bae S frcocden sdun ol E rlcas
vescalobulioes rsh; S birutsr, priubr nsh. Epedll Sasrss—Freguers ooajuncivibs;
it alvnnecadily ol smanmmpewnn kgtaic sbeed bmb s dphys Sy Ao wmn
Erlm'rrm. =ye inlammation, 52 pin, sodr mesce dnomadlly. 2oE preersin, derke;

& anies e dksanes bavinoeisefat nwols IncoseasatdEn. pecae nmd i
pigment deposis bt Feapamiai—frequens vagli i abmgent abnonedd Sacebean.”
menmled” oed pae cElie Gressal sk - feank ok beddog’ hamaam
PrEcrEEin. PR inpre " ineeesd merstenhion.” renanhage” meb g
petmeia | perimreilind wra bive e ¢ gy eiid eduads fitgeeaey et g it U T e sty v ey
wrration ITEars. uierme hrads sarped " agind B S akuinuie. el
CHRETI, rt'ﬂ'i:. oL | Mﬂfﬂ[ﬁ- -'I.[l

w5 iy relvEran FF"FI'FWMI-‘I" g i gbag e |5 mackea
0 B el e, 5 R gtimatand b alinied] winke, [T porienns). Thar Boy aray e Skakads Cetati.
premndy i shoratees n halng hmplkuﬂﬂ}m;;uulwmhlw TR
R R S il i D Ui TS A, i oS¢ G Ry anly s O Evie: WS 4
il P @ vadsianky prikatolly o Beng azuey he-Probaer) By ac o Ee— v
Bcton chn poi, Sofoouert sbriomieall pain, Sneor, Condimocmaber  Wrrequoee AN Imh.rr

hiad "wml renie care e re §papirie— braass’ AEm
au ETA0CE Il ﬁ'tﬁ-cl'l:i:l’.‘.’..l‘l:rm_ SEwWEnn, RpcraEml
Ay it laved faizany Bamam S it abeoned gl ekdSom
efoukabics Fresirme rl, covioics., crrrdanel iy, ool dpprndepes it ot sweddg
Fralninicdon lgurs—iarial cane neced mbadedamn o b psah sl Ececay
casdy) rokied o plerspine thiemps: abapic machon (8. 2saayooaid i,
e i el Sslsbc come, pemass e jrspan tlsflzmpetpes aml venme
Draslvee b eyl Svafedh g pdnrses s onbed B ol deza vovees DeusDoetd. Maordom
v bl bt ol A gl o e g o B e il S T000 k) | o b ety el

DE AS1EE IND DEPERDENLE: Doreopine b oot 2 corrmled

SEAN TR o samcborad Dakenad ol | b Dilly sl Cnegpmrg S 0w |-.F.'I.l-.l et ol

Cardral Heals: Inc. & oie o s cabssiade.
I ieed niE m] Agal 11 ATE

PR AME
EILI1-
% =
wwn TFFACEL sam
TrreEAs (TR pine: Tabbers |
Iy vl e sty | Td ]

AP e imiEeerés | Enmpes or e

Cuyyrent

YCHIATRY

continued from page 50

behavioral therapy (CBT) and discuss four tested
models—prolonged exposure (PE), cognitive
processing therapy (CPT), eye movement desen-
sitization and reprocessing (EMDR), and stress
inoculation training (SIT)—that psychiatrists
may find effective when treating PTSD.

PREPARING TRAUMA PATIENTS FOR CBT
Before starting CBT, evaluate patients thorough-
ly to determine if they meet DSM-IV-TR full or
subthreshold criteria (<3 “C” symptoms or <2
“D” symptoms) for PT'SD. Look for other psychi-
atric conditions (such as bipolar disorder) and
address contraindications to PTSD treatment.

Not all patients are ready to confront their
traumas when they arrive for psychiatric evalua-
tion. For example:

* For a domestic violence victim, the thera-
pist’s priority is to help begin safety plan-
ning and to address trauma after the patient
is out of danger.

* Patients with poor coping skills and little
social support often find it difficult to begin
trauma treatment. For them, focus on build-
ing skills to offset the distress that accompa-
nies trauma therapy.

* Patients with PTSD and substance abuse
may benefit more from CBT if the thera-
pist first addresses the substance depen-
dence.

Seeking Safety® is a recent cognitive therapy
designed to treat PTSD and substance depen-
dence concurrently. Initial applications appear
promising, but its efficacy with various trauma
groups needs further evaluation.

CBT CORE CONCEPTS

CBT therapists typically help patients identify
and evaluate disruptive cognitions, which helps
them challenge and modify emotions, thoughts,
and behaviors related to traumatic experience(s).
Other CBT components include:

continued
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| Adapting CBT trauma interventions
for children and adolescents

Exposure therapy with children is usually more gradual
than with adults, and the child is first taught relaxation

techniques to use while recalling traumatic experiences.
Although re-exposing children to traumatic events may
seem harsh, exposure-based cognitive-behavioral
therapy (CBT) appears to be most effective when trauma

memories or reminders are most distressing to the child.

As with adults, CBT with children typically includes:
* exposure
« identifying and challenging unhealthy or distorted
trauma-related thoughts
» teaching anxiety management techniques such as
relaxation or assertiveness training.

In initial studies, CBT has been found safe and effective
for treating posttraumatic stress disorder (PTSD) in
children and adolescents.” Through therapy, they can
learn not to be afraid of their memories and can develop
healthier, more-appropriate thoughts about the trauma.
Children with uncomplicated PTSD—without severe,
long-term physical injury—typically receive 12 to 20 CBT
sessions. More sessions are needed for complex cases,
such as when the trauma perpetrator was an integral
family member.

Comorbid conditions—such as conduct disorder,
attention-deficit/hyperactivity disorder, or depression—
may need to be treated before PTSD or concurrently,
using medication or other interventions.

Studies (ISTSS) practice guidelines for
PTSD? include assessment and treat-
ment suggestions (see Related resources,
page 64). Whatever the model, CBT
appears help patients manage their dis-
tress, not only during treatment but up to
5 years after completing therapy.’

Which CBT? Comparison studies have
shown all four CBT interventions to be
effective in treating PTSD, although ini-
tial trend data suggest that patients with:

* fear-based PTSD may do better

with PE or EMDR

* PTSD-related guilt, anger, or

other cognitive distortions may
benefit more from CPT.

Because CPT’s written worksheets
could be difficult for illiterate patients, an
exposure-based treatment may work bet-
ter in those cases. SIT can reduce some
PTSD symptoms but has not performed
as well as other therapies in comparison
studies. It is most useful to help patients
build coping skills before starting other
treatments.

If you refer a patient, make sure the
therapist is trained in CBT interventions
and in working with trauma patients. To be
effective, the therapist must be skilled in
handling trauma processing work, suicidal

* educating patients about PTSD

* cxposing them to the traumatic material

* challenging and modifying their disrup-

tive thoughts.

Some CBT outcome studies’ suggest that
linking exposure with direct cognitive challeng-
ing may not be necessary. Patients who are
exposed to the traumatic experience through
mental imagery but are not challenged on their
cognitive distortions still report more-adaptive
thought patterns after treatment.

International Society for Traumatic Stress
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thoughts/intent, and comorbid personality disorders.

PROLONGED EXPOSURE
PE (Table 1) is typically conducted in 9 to 12 ses-
sions lasting 90 minutes each and has been used
to treat PTSD after sexual assault, combat, sexual
abuse, and natural disasters. Although frequently
offered in individual sessions, group PE has also
been found to be effective.”

After educating the patient about PTSD and
the treatment rationale, the therapist repeatedly
asks the patient to describe the traumatic event as



if it were occurring. During 45 to 60
minutes of this exposure, the thera-
pist frequently asks the patient to rate
his or her distress. This identifies “hot
spots” in the account that need to be
repeated. The therapist does not nec- 1
essarily challenge distorted cognitions
about the event (such as “I am to
blame for the rape” or “No one can be
trusted”). 2
Researchers hypothesize that
exposing a PTSD patient to traumat-
ic memories engages his or her brain’s 3
pathologic “fear network,” which trig-
gers an excessive fear response to non-
threatening stimuli. Continued expo-

Session
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| Using prolonged exposure therapy

to treat PTSD, session by session

Content

Education

Treatment rationale

Review of PTSD symptom response
Introduce breathing retraining

Review handout, ‘Common reactions to trauma’
Introduce Subjective Units of Distress
Create fear hierarchy for in vivo exposures

Provide rationale for imaginal exposure
Conduct imaginal exposure
Assign in vivo exposure homework

] i 4to 8 Conduct imaginal exposure
sure allows the patient to habituate to Discuss in vivo exposures
this network, with subsequent ex- —

90r9to 12 Conduct imaginal exposure

tinction of fear and anxiety reactions.
Foa et al" found that mentally re-
experiencing a traumatic event helps
patients organize memory cues about
it, which
restructuring of the trauma.

, encourages cognitive

PE has been shown to enhance the trauma
survivor’s self-control and personal competence
and to decrease generalization of fear to non-
assault stimuli.” For example, many combat vet-
erans report fear of situations—
such as going to the beach or into
the woods—that bring back
memories of traumatic events.
Their fears may keep them from
enjoying a walk in the park or
family vacations.

Through in vivo exposure,
these patients can face associa-
tions between environmental cues and their
trauma. As they learn to modify the fears associ-
ated with these cues, their personal and social
functioning improves.

PE can be successful for those who complete

Building patients’
coping skills may
cut prolonged
exposure’s relatively
high drop-out rate

Suggest continued in vivo exercises
Termination

Source: Foa EB, Rothbaum BO. Treating the trauma of rape: cognitive behavioral
therapy for PTSD. New York: Guilford Press, 1998.

therapy, but it has a relatively high drop-out rate,
reported as 8%" to 41%." The pain of continual-
ly reliving a traumatic event probably causes
many patients to quit. To
reduce drop-out rates, many
therapists combine PE with cogni-
tive restructuring or other techniques
that help build patients’ coping skills.

COGNITIVE PROCESSING THERAPY

CPT (Table 2, page 58) was created as a

protocol to treat PTSD and related symp-
toms in rape survivors.” Sessions can be

group,
depending on the

individual, or combined,
needs and
resources of the patients and clinic.

Originally, CPT contained 12 weekly ses-

sions, although versions up to 17 weeks have been

VOL. 4, NO. 8 / AUGUST 2005 57
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| Using cognitive processing therapy
to treat PTSD, session by session

Session

1

10

11

12

Content

Education

Review of symptoms

Introduce ‘stuck points’/rules

Write impact of event statement (IES)

Review IES
Identify stuck points
Introduce A-B-C sheets

Review A-B-C sheets
Assign writing of traumatic account

Read traumatic account
Identify stuck points
Rewrite the account

Read rewritten account

Identify stuck points

Introduce challenging questions sheet (CQS)
Assign writing of next-most traumatic incident
and CQS

Review CQS
Assign review of faulty thinking patterns (FTP)

Review FTP
Assign safety module and challenging beliefs
worksheets (CBW) on safety

Review CBWs on safety
Assign module on trust

Review CBWs on trust
Assign module on power/control

Review CBWs on power/control
Assign module on esteem

Review CBWs on esteem
Assign module on intimacy
Rewrite IES

Review CBWs on intimacy

Read both impact statements
Address remaining areas of concern
Termination

Source: Resick PA, Schnicke MK Cognitive processing therapy for rape victims:
a treatment manual. Newbury Park, CA: Sage, 1993.
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developed for adult survivors of child
sexual abuse, domestic violence sur-
vivors, and war veterans.” Sessions can
be added or adapted to address each pop-
ulation’s type of traumatic experience
(such as developmental impairment of
sexual abuse survivors).

CPT is based on information pro-
cessing theory, which suggests that as
people access a traumatic memory, they
experience and extinguish emotions
attached to the event. Guided by the
therapist, the patient identifies and
challenges distortions the trauma creat-
ed in three cognition domains: the self,
others, and the world. Patients learn to
change or replace these cognitive dis-
tortions—which therapists often call
“stuck points” or “rules”—with more-
adaptive, healthier beliefs.

Common byproducts of trauma are
feeling out of control or hopeless. Thus,
CPT focuses on personal safety, trust,
power/control, esteem, and intimacy
within each of the three domains.
Modules on assertiveness, communica-
tion, and social support can also be added.

Although CPT is being adapted for
populations other than rape survivors,
comparison studies are needed to deter-
mine if it is as effective as other CBT
therapies for these groups.

EYE MOVEMENT DESENSITIZATION
AND REPROCESSING

Like other PT'SD treatments, EMDR is
based on an “accelerated information-
processing” model." Because it also
incorporates dissociation and nonverbal
representation of traumas (such as visu-
al memories), EMDR is often classified
as a cognitive treatment, although

continued on page 61
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| Where to learn more about cognitive therapies for PTSD

CBT model PTSD related to...

Prolonged exposure Combat experience,
sexual assault,

childhood abuse,

motor vehicle accidents

Sexual assault,
childhood abuse,
incarceration

(of adolescents)

Cognitive processing

EMDR Combat experience,
sexual assault,
civilian disasters (for

children or adults)

Stress inoculation
training

Sexual and physical
assault, motor vehicle
accidents

EMDR: Eye movement desensitization and reprocessing

ISTSS practice guidelines® present it as a separate
category.

EMDR protocols call for the trauma patient
to watch rapid, rhythmic movements of the ther-
apist’s hand or a set of lights to distract attention
from the stress he or she feels when visualizing
the traumatic event. The original technique—
developed by Francine Shapiro, PhD—is based
on the observation that persons with PTSD often
have disrupted rapid eye-movement sleep. In the-
ory, inducing eye movements inhibits stress,
allowing patients to more freely access their
memory networks and process disturbances.
Subsequently, Dr. Shapiro has suggested that

Resources

Foa EB, Rothbaum BO. Treating the trauma
of rape: Cognitive-behavioral therapy for
PTSD. New York: Guilford Press; 1998

Resick P, Schnicke M. Cognitive
processing therapy for rape victims:

a treatment manual. Newbury Park, CA:
Sage Publications; 1996

Shapiro F. Eye movement desensitization
and reprocessing: basic principles, protocols,
and procedures (2nd ed). New York: Guilford
Press; 2001

EMDR Institute, Inc. Available at:
http://www.emdr.com

Meichenbaum D. Stress inoculation
training for coping with stressors.
Available at: http://www.apa.org/divisions/
divi12/rev_est/sit_stress.html

using other auditory cues or hand taps may be as
effective as eye movements.'®
EMDR is often conducted in 12 to 15 sessions,
although some studies report positive changes
after 3 to 6 sessions. After obtaining a patient his-
tory, establishing rapport, and explaining the treat-
ment, the therapist asks the patient to identify:
* visual images of the trauma
* his or her affective and physiologic
responses to the trauma
* negative self-representations the trauma
created
* positive, alternate self-representations.
The therapist then asks the patient to focus
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on an image most proximal to the trauma and
associated aftective and biological reactions. While
the patient is thinking, the therapist introduces the
distraction stimulation. After a set number of stim-
ulations—such as 20 bilateral eye movements—
the therapist asks the patient to “let go” of the
memory and discusses any new reactions to the
trauma. As patients become less dis-
tressed in response to the trauma,
they are asked to focus increasingly
on alternate positive cognitions
while they imagine the trauma.
EMDR has been effective in
treating male war veterans, rape vic-
tims, and other trauma groups.”
Initial dismantling studies suggest
that eye movements (or other distracting cues)
might not be essential for trauma reprocessing, call-
ing into question the mechanisms thought to create
change in EMDR. Studies with larger samples com-
paring EMDR with other CBT models are needed

to assess EMDRs efficacy for trauma survivors."”

STRESS INOCULATION TRAINING

SIT was designed by Meichenbaum® (Table 3,
page 61) to treat anxiety and stress and was adapt-
ed for use with trauma survivors. It appears most
effective in relieving fear, anxiety, and depressive
symptoms associated with traumatic experiences.
SIT includes education, muscle relaxation train-

IE—

Relatively short-term CBT interventions

can produce life-altering symptom
iImprovements in trauma patients.

These changes can endure and even
continue to improve over time. Four

tested models are helpful for adults

and can be adapted for use in children. c

Bottom_
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EMDR is effective,
but eye movements
might not be what
helps patients
reprocess trauma

ing, breathing retraining, covert modeling, role-
playing, guided self-dialog, and thought stop-
ping. Therapists often teach these skills to
patients in modules that build on each other.

For example, a patient might receive relax-
ation training while role-playing a difficult sce-

nario she may face in the
future. This helps her learn to
remain calm in anxiety-provok-
1ng situations.

Unlike PE, SIT does not directly ask
patients to recount their traumatic mem-
ories, although exposure may be indirect
(such as during role-playing exercises).
Its purpose is to give patients new skills

to manage their anxiety, which in turn

decreases PTSD symptoms.

Studies suggest that PE is more effective
than SIT alone or SIT/PE combined.” Thus,
instead of using SIT as a trauma-focused treat-
ment, some therapists find it useful to help
patients gain coping skills before beginning
other trauma treatments.
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