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(H-1) Chapter 3: Psychological Treatment for PTSD 
 

Diary of Mary T 
 
 Had my fifth session of exposure treatment today.  It’s hard 
to admit how scared I was at first.  After all Dr. Owen wanted 
me to imagine I was back in the car and to go through the whole 
accident detail by detail.  I really was terrified and sure that 
I’d fall apart.  But she was patient.  Didn’t rush me.  And 
backed off when I started to lose it.  Before I knew it, I could 
really let myself begin to remember what happened.  And the more 
I did it, the easier it got and the less upset I became. 
 I’m not there yet.  It’s still very painful to keep bringing 
back all that stuff about the accident.  But I am getting 
stronger and I have another five sessions to go. 
 
 After you have determined that a client does have PTSD and further, that s/he requests 
treatment, there are a number of clinical questions that need to be addressed.  In most respects, 
these questions are no different than with other psychiatric disorders, although the presence of 
PTSD sometimes raises unique variations on these themes. 

I. Why is Help Sought Now? 
II. Is Treating PTSD the First Order of Business? 
III. What Treatments are Available for PTSD? 
V. What General Decisions Must be Made Before Choosing a Specific Treatment Option? 
VI. What are the Major Personal Issues for Therapists? 

 
(H-2) Why is Help Sought Now? 
 When an individual complains of the recent onset of reexperiencing, avoidant/numbing or 
hyperarousal symptoms, it is usually pretty obvious why they are seeking treatment at this time 
and that PTSD is the first (and possibly only order of business).  On the other hand, if a person 
who has had chronic PTSD for many years suddenly requests treatment, it is usually because 
something has changed abruptly in their lives and that this change has disrupted the equilibrium 
they had achieved both in terms of coping with PTSD symptoms and in terms of coping with the 
demands of family, friends, work and society. 
 Sometimes the precipitant is obvious.  For example: 
• a woman who was raped many years ago and who was recently sexually harassed or 

threatened  
• a combat veteran, now working as a policeman, whose partner was seriously wounded in a 

gunfight or who thought he might be killed himself in the same encounter. 
 Sometimes the clinician must take a careful history to identify the recent precipitant.  For 
example:  
• a Red Cross disaster worker complains of traumatic nightmares about an event s/he hadn’t 

thought about for a long time.  It is likely that certain specific details of a recent disaster 
reactivated memories of a similar event that happened many years ago, about which there 
remain intense, unresolved emotional feelings. 
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• a woman who has successfully dealt with the emotional consequences of her own childhood 
sexual abuse begins having intrusive recollections of this traumatic experience when her 
adolescent daughter begins dating or becomes sexually active.  

• a military veteran may experience a reexacerbation of symptoms when new military 
offensives are initiated (e.g., Iraq, Persian Gulf, Bosnia, Somalia, etc.) that are covered 
extensively on television or when their children are deployed for potentially dangerous 
military duty.   

• for older veterans, the death of an adult child (even by natural causes such as cancer) may 
reactivate survival guilt about having outlived buddies at Normandy Beach or in Vietnam. 

 Some trauma-related stimuli can be very disguised.  For example, PTSD symptoms may 
suddenly occur in a successful business woman (with a well-encapsulated sexual trauma history 
that has never caused emotional difficulty before) who feels that her professional advancement 
has been unfairly and consistently blocked by hostile or oppressive male superiors against whom 
she feels powerless.  Although the precipitating stressor is in the workplace, her nightmares are 
inexplicably (to her) about the sexual abuse she suffered decades earlier. 
 
(H-2) Is Treating PTSD the First Order of Business? 
 In all the examples, just cited, PTSD is clearly the first order of business and the therapist 
must develop a treatment plan that addresses both the current precipitant as well as unresolved 
past traumatic issues that have become central to the current clinical problem. 
 Sometimes, however, PTSD may not be the first order of business because other clinical 
issues must take priority before PTSD treatment can be initiated.  Common reasons for delaying 
PTSD treatment, per se, are when there is a psychiatric emergency, when there is serious alcohol 
or drug abuse/ dependence, when a comorbid disorder must be attended to first, and when there 
is a marital/familial/workplace crisis that demands immediate attention. 
 (H-3) Psychiatric Emergency 
  When a client with PTSD is suicidal, homicidal, or otherwise so out of control that s/he 
needs the safety, structure and control of an inpatient hospital setting, s/he must be hospitalized 
without delay.  Although the psychiatric emergency is, of course, the major priority for the 
inpatient staff, much can be accomplished, even during a brief hospitalization to develop a 
discharge plan that will implement PTSD treatment along with other necessary measures when 
the client is ready to leave the hospital. 
 (H-3) Alcohol or Drug Abuse/Dependence 
  It is a waste of time to initiate PTSD treatment for someone who is too caught up in the 
addiction intoxication/withdrawal cycle to participate meaningfully in any psychotherapeutic 
initiative.  I tell all my clients that I cannot help them and will not work with them on their PTSD 
if they come to appointments intoxicated or if they are unable to work in psychotherapy because 
of their alcohol or drug abuse/dependency.  If the chemical abuse/dependency is severely 
disruptive, they may need to undergo inpatient detoxification and post-detoxification alcohol or 
drug rehabilitation (that often includes a commitment to attend Alcoholics Anonymous or 
Narcotics Anonymous meetings). 
  When clients agree to such a treatment approach, there are some serious potential dangers 
against which the clinician must prepare and protect his or her client.  Specifically, the fantasy 
that once sobriety has been achieved, all will be well.  This fantasy is understandable, since it 
takes a great deal of determination and discomfort to kick a habit that has dominated one’s life.  
In addition, some drug rehabilitation and peer counseling approaches, strongly reinforce this 
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erroneous belief.  Sadly, the opposite is sometimes the case with PTSD clients.  This is because 
alcohol and (prescription or illicit) drug abuse often serve to blunt or numb intolerable PTSD 
reexperiencing or hyperarousal symptoms.  Indeed, it has been shown that during the acute 
withdrawal period within the first few days of detoxification, that previously alcohol/drug-
suppressed PTSD symptoms come raging to the forefront of conscious awareness.22  More 
importantly, the PTSD client who has successfully undergone detoxification is now suddenly 
thrust into the world without this protection.  Despite the obvious importance of weaning these 
individuals from alcohol and drug misuse, the clinician must recognize that PTSD symptoms 
may become much worse after detoxification and that the client may be entirely unprepared for 
this serious change. 
  This is why it is essential to begin PTSD treatment as early in the detoxification or 
rehabilitation phase as possible to minimize the impact of this predictable exacerbation of 
reexperiencing and hyperarousal symptoms.  There are many examples, unfortunately, about 
recently detoxified clients who relapsed and resumed their previous chemical misuse when such 
preparation was not provided. 
  {S/B  The best approach is one in which the professional staff attend to both the 
alcohol/drug misuse and the PTSD simultaneously.  end S/B] 
 
 (H-3) Co-Existing Psychiatric Disorders 
 As noted in Chapter 1, 80% of people who ever have PTSD will have at least one other 
psychiatric disorder during their lives (1).  Sometimes the severity of the comorbid disorder 
demands initial attention.  For example, a severely depressed individual (with comorbid PTSD) 
who may not need hospitalization, may still need aggressive (pharmacotherapeutic and/or 
psychotherapeutic) treatment for the depression before PTSD treatment should be considered.  
The same holds true for people with an immobilizing panic disorder, individuals whose eating 
disorder has seriously compromised their health, or persons with other psychiatric problems that 
are currently more incapacitating or potentially dangerous than the PTSD.  Ideally, one would 
hope to initiate treatment simultaneously for both PTSD and the comorbid disorder (as with 
PTSD and comorbid alcohol/drug abuse/dependency) but when this is not possible, and when the 
comorbid disorder is more severe, PTSD treatment is not the first order of business. 
 
 (H-3)  Situational Factors 
 Some family, vocational, or environmental situations may require intervention before the 
PTSD is addressed. For example:  
• a women whose PTSD is the result of ongoing domestic violence, is not a good candidate for 

psychotherapy, especially cognitive-behavior-therapy, as long as she remains in an abusive 
relationship.  Here, the first order of business is providing a safe and secure living situation 
such as a battered women’s shelter or safe house.  

• a child currently living in a sexually or physically abusive situation needs a change in 
environment that will ensure safety and security before PTSD treatment can begin.  

• a marriage on the brink of collapse because of PTSD symptoms in one of the partners needs 
couples therapy before starting individual therapy for the spouse with PTSD. 

• an employee working in conditions perceived to be unsafe has PTSD symptoms continually 
stirred up by workplace conditions.  The immediate challenge is to reduce incapacitating 
anxiety.  This could be accomplished by assignment to another tour of duty, by changes in 
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the working environment, or by a medical/psychiatric leave of absence before PTSD 
treatment can begin.   

• military personnel in a warzone experiencing “battle fatigue” or acute stress reactions need to 
be removed from the immediate dangers of the warzone to the safety of a front echelon 
medical unit where s/he can receive an appropriate intervention. 

• survivors of natural or manmade disasters or refugees or internally dislocated people driven 
from their homes because of genocide or war, need safety, security, food and shelter before 
psychological concerns should be addressed. 

[S/B   See Chapter 6 for a discussion of interventions for acutely traumatized individuals end 
S/B] 
 
(H-2)  What Treatments are Available for Adults with PTSD? 
  (H-3) General Stages and Focus of Treatment 

There are a number of treatments for PTSD some of which encourage the client to 
specifically remember and focus on the experienced trauma (trauma focused treatments) and 
others which encourage the client to increase coping skills for current here-and-now stresses in 
order to improve daily functioning and decrease PTSD symptoms.  In general however, most 
therapists  who work with PTSD clients agree that therapy can be divided into three different 
stages: establishing trust and safety, trauma focus work, and reintegration (25). 

1. Safety 
 Because it is emotionally dangerous for PTSD clients to relinquish the cognitive, emotional, 

and behavioral avoidant strategies that have enabled them to cope with intolerable intrusive 
recollections and arousal symptoms, it is essential that therapists establish an atmosphere of 
trust and safety, thereby “earning the right to gain access” to carefully guarded traumatic 
material (26); p. 806).  The therapist must also help clients establish safety in their own lives 
if therapy is to progress to the trauma focus stage.  This means that clients who’s world 
remains dangerous because of physical/sexual abuse, domestic violence, war, or an otherwise 
unsafe environment cannot benefit from trauma focus work and should not be directed to do 
so.  Supportive therapy and medication treatment (see Chapter 4) may be the best options at 
this point until personal safety has been attained. 

2. Trauma Focus Therapy 
 Trauma focus therapy is the exploration of traumatic material in depth.  As described in 

subsequent sections, it can be conducted in individual or group contexts with techniques that 
vary from psychodynamic approaches  (CBT) [Def:  psychodynamic approaches – 
therapeutic approaches that focus on unconscious and conscious motivations and drives] (27) 
to cognitive-behavioral approaches  [Def: cognitive-behavioral approaches – therapeutic 
approaches that focus on patterns of reinforcement, learning and conditioning models] (28).  
The goal of trauma focus therapy is for clients to gain authority over traumatic memories in 
order to take control of their lives. 

3. Integration 
 Having obtained such authority and control, clients are now ready to disconnect from their 

preoccupation with traumatic memories in order to reconnect with family, friends, and 
society.  Indeed, when clients reach this stage they really don’t want to devote valuable 
therapy time to traumatic material. Instead, they want to concentrate on current issues 
concerning marriage, family, work, etc (25,26,29). 
(H-4) Trauma Focus vs. Supportive Therapy 
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Although trauma therapists often develop a treatment plan for PTSD clients within the context of 
the three stages just described, it is by no means certain that trauma focus treatment is beneficial 
for everyone.  Most of the research data on trauma focus treatments apply only to those clients 
who have agreed to undergo such treatment.  Although scientific evidence shows that CBT focus 
treatment has proven to be the most effective psychosocial therapy to date (see below), some 
clients have absolutely no wish to revisit traumatic material because they want to put the past 
behind them or because they fear that they will be unable to tolerate the intrusive and arousal 
symptoms exacerbated by such memories.   Although significantly less effective than CBT in 
randomized clinical trials, supportive treatments that deliberately avoid traumatic material (in 
order to promote problem solving and adaptive coping in a here-and-now context), may not only 
be beneficial but may actually be the treatment of choice for some individuals with PTSD.  The 
challenge, in this regard, is to develop better guidelines so that we know in advance which clients 
are the best candidates for trauma focus therapy and which clients are not. 
 There are a number of trauma focused  [DEF: trauma focused treatment – PTSD treatments 
in which the client is expected to explore in depth the trauma as an avenue for healing] and 
supportive  [DEF: supportive PTSD treatments – PTSD treatments that encourage skill building 
and problem solving for current issues in the client’s life as an avenue for increasing adaptive 
functioning and regaining a sense of control] PTSD treatments  from which to choose, many of 
which are used in combination.  Comprehensive reviews of the various treatments for PTSD can 
be found elsewhere (30,31).  They are: 

• Psychoeducational Approaches in which clients learn about common symptoms and 
experiences suffered by those with PTSD.  

• Individual Psychotherapy  focusing on PTSD symptoms through various methods such as 
Cognitive-Behavioral-Therapy (CBT); Eye-Movement Desensitization-Reprocessing 
(EMDR), or Psychodynamic Psychotherapy 

• Group Therapy in which trauma survivors learn about PTSD and help each other with the 
aid of a professional therapist. 

• Pharmacotherapy in which clients receive medications to help manage PTSD symptoms – 
see Chapter 4. 

• Treatments for Children that are age-appropriate interventions, often extrapolated from 
adult treatment methods. 

• Other Treatments that have not been systematically tested with PTSD clients such as: 
Couples/Family Therapy, Hypnosis, and Social Rehabilitative Therapies. 

 
 (H-3) Psychoeducation 
 The first step in any therapeutic undertaking is to make sure that clients understand the nature 
of PTSD and how it has affected them.  It is relatively easy to move from a comprehensive 
diagnostic assessment (see Chapter 2) into this phase by showing clients how their various 
reexperiencing, avoidant/numbing and arousal symptoms all fit into a coherent syndrome.  
Clients need to understand that they are not losing their minds (as many of them genuinely fear 
to be the case) that their constellation of symptoms has a specific name, and that many other 
people have suffered in a similar way after exposure to catastrophic stress.  This 
psychoeducational intervention is a very powerful and productive way to initiate any therapeutic 
activity for several reasons. 
 (H-4) Normalization 
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  Just telling people that the nature of their post-traumatic emotional disturbance is no 
different than the experience of millions of men, women, and children exposed to similar stresses 
engenders a profound sense of relief in most people.  Such information engenders hope that if 
their problem “has got a name” that there must be known treatment interventions.   Indeed, an 
important component of psychoeducation is information about effective psychosocial and 
pharmacotherapeutic interventions that really work (as described in this chapter and the next).  
Such information helps them recognize that they’re not losing their minds, that there’s no stigma 
attached to this kind of all-too-human response to an overwhelming experience that they don’t 
have to be ashamed of having PTSD symptoms and that there’s a good likelihood of a favorable 
response to treatment. 
 (H-4) Remoralization 
  Helping clients understand their PTSD can remoralize them.  Telling them that PTSD is 
fundamentally about being in the wrong place at the wrong time, and being overwhelmed by a 
stressor with which no one could have been expected to cope, is a powerful message that most 
clients can hear readily.  It is an important message to deliver very quickly because most humans 
do not face these overwhelming events as they would have wished.  There are always heroes and 
heroines who rise to extraordinary challenges with incredible courage, cunning and success (as in 
the myths and legends of every culture since the beginnings of oral history) but most of us are 
not glorified by how we may have behaved during a catastrophe.  Furthermore, even if we have 
performed beyond reasonable expectations, there is always room to blame ourselves for the 
impossible achievements we think/wish we had performed.  Therefore, psychoeducation about 
the normal human response to overwhelming stress, and more importantly, the normal human 
emotional response during the aftermath of a traumatic event serves the purpose of helping 
survivors set their actions and reactions into an appropriate context, helping them understand 
their PTSD symptoms in this context, relieving them of self-blame, helping them understand that 
they are not losing their minds, and motivating them for treatment. 
 (H-4) Correcting Misunderstandings 
  Another important benefit of psychoeducation is that the PTSD model provides a new 
way to understand disturbing behavior that had been interpreted erroneously.  For example, a 
child who is failing at school might be referred for treatment for a learning disability when the 
real problem is PTSD due to sexual or physical abuse at home.  A wife who blames herself for 
the sexual and emotional withdrawal of her spouse and is about to leave the marriage out of 
despair, will learn that this is not a personal rejection but rather the expression of her husband’s 
PTSD avoidant/numbing symptoms due to a traumatic event; such a reframing of the  problem 
can provide an appropriate focus for treatment and often can save a marriage before things 
deteriorate beyond repair.  A soldier or policeman whose overwhelming surge of anxiety (due to 
an instantaneous reactivation of PTSD symptoms) interfered with his performance at a crucial 
moment during a life-threatening encounter may now consider himself a coward, unfit for further 
duty; again, reframing the event in terms of PTSD may mean the difference between erroneous 
self-condemnation and participation in a clinical intervention that will enable him to return to 
active duty. 
 (H-4) Clinician Credibility 
  The final advantage of psychoeducation is that it quickly lets clients know that you 
understand their problem at its most fundamental level.  It is a rapid and effective 
communication that you, the clinician, are worthy of their trust and are qualified to treat them.  It 
reassures clients that you will be able to help them make sense of their disturbing and disruptive 
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symptoms and encourages them to take the risk of sharing the details of their personal trauma, 
the self-blame that remains, and the dysfunctional behavior that is currently interfering with their 
lives. 
 An impressive example of psychoeducation occurred after the Loma Prieta Earthquake in 
California in 1989.  Immediately afterward, the local mental health centers distributed a number 
of pamphlets that described the normal reactions to traumatic stress (e.g., nightmares, startle 
responses, avoidant symptoms, irritability) and encouraged people to seek help if such symptoms 
were either too disturbing or too persistent.  Classrooms in the schools provided such 
information to children and adolescents.  Information was printed in English and Spanish to 
make sure that all residents in the area would be able to understand this information.  There were 
even coloring books with English and Spanish captions for young children so that they could 
express the emotional impact that the earthquake had had on them. 
 A second example is the enormous outreach program mounted by Project Liberty in New 
York City to address widespread concern about the psychological impact of the September 11, 
2001 terrorist attacks on the World Trade Center.  Education about traumatic stress and the 
availability of mental health services were provided through 30-second television commercials, 
radio announcements, printed brochures, utilization of a cost-free “800” phone number, and 
information provided through the internet (32). 
 (H-4)  How Effective is Psychoeducational Therapy for PTSD? 
 As with a number of other interventions described in this chapter, there has not 
been any systematic evaluation of psychoeducation as a stand-alone treatment for PTSD.  
There is strong consensus among most clinicians (including me) that it is a very 
important component of any therapeutic approach.  It may be especially useful as a 
societal and community intervention to promote resilience and ameliorate distress for the 
population at large following terrorism or mass casualties (see Chapter 6). At the 
individual psychotherapy level, most cognitive-behavioral treatments have a specific 
psychoeducational component during early treatment sessions.  It is impossible, however, 
to tease out the unique contribution of psychoeducation since it is invariably combined 
with other treatment components such as biofeedback, relaxation, stress-inoculation or 
trauma focus treatment.  My own belief, is that psychoeducation may be a sufficient 
intervention for trauma survivors with acute stress reactions (see Chapter 6)  who do not 
develop ASD or PTSD (33) and that it is very useful in preparing ASD or PTSD clients 
for individual or group psychotherapy, but that it is not an effective treatment for ASD or 
PTSD on its own. 
   
  (H-2) Individual Psychotherapy 
 Three different types of individual psychotherapy are predominately used for PTSD: 
cognitive-behavioral therapy (CBT), psychodynamic psychotherapy, and eye movement 
desensitization and reprocessing (EMDR).  this section provides an overview of these and other 
therapies along with research on their effectiveness as PTSD treatments.  
  (H-3) Cognitive-Behavioral Therapy (CBT) 
  Cognitive Behavioral Therapy is based on principles of learning theory and cognitive 
psychology.  Given the fact that PTSD develops when exposure to an overwhelming stimulus 
(the Criterion A1 event) elicits a profound emotional reaction (the Criterion A2 response) it is 
understandable why learning and conditioning models have provided such a powerful conceptual 
approach to PTSD.  The sudden, intense, anxiety experienced by Mary T in response to the sight 
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or sound of a large tractor-trailer truck, is an excellent example of fear conditioning.  Here the 
traumatic stimulus (the truck) automatically evokes the post-traumatic emotional response (fear, 
helplessness and horror).  The intensity of this emotional reaction provokes avoidant behaviors 
that will reduce the emotional impact of such a stimulus.  Successful reduction of 
fear/helplessness/horror will, in turn, reinforce such avoidant behavior so that it will be repeated 
in the future in response to traumatic stimuli. 
 Thus many PTSD symptoms can be formulated in terms of standard psychological 
conditioning models.  It is a two-stage process.  The first stage is the fear conditioning in which a 
trauma-related stimulus automatically evokes intrusion and hyperarousal symptoms.  The second 
stage is the avoidant behavior that is activated by the powerful and intolerable psychological 
response in the first stage.  Successful reduction of intrusion/hyperarousal symptoms will 
increase the likelihood that avoidant behaviors will be repeated in the future because of their 
protective value. 
 The various CBT approaches are designed to counteract these conditioned responses and 
cognitive distortions with different techniques.  The ultimate goal is to normalize the abnormal 
feelings, thoughts and behaviors exhibited by individuals with PTSD.  CBT has proven to be the 
best treatment for PTSD in the current published literature 
  Cognitive-Behavioral techniques used in PTSD treatment are most often used in 
combination with each other and include (28,34,35): 
• Prolonged Exposure (PE) Therapy – techniques aimed at disconnecting the overwhelming 

sense of fear form memories of the trauma  
• Cognitive Therapy – techniques focused on relearning thoughts and beliefs generated from 

the traumatic event, which impede current coping skills. 
• Cognitive Processing Therapy (CPT) – techniques which focus on both the emotional and 

the cognitive consequences of exposure to trauma. 
• Stress Inoculation Training (SIT) – encompasses a variety of anxiety management 

techniques designed to increase coping skills for current situations. 
• Interapy – a protocol driven CBT treatment via the Internet incorporating exposure and 

cognitive restructuring. 
• Imagery Rehearsal Therapy – a brief CBT approach in which clients are instructed to 

change disturbing traumatic nightmares by rehearsing a “new dream.” 
• Dialectical Behavior Therapy – a CBT treatment developed for Borderline Personality 

Disorder, a syndrome that is often comorbid with PTSD and complex PTSD. 
• Biofeedback and Relaxation Training – anxiety management techniques used to help 

clients master overwhelming anxiety feelings elicited by a reminder of the trauma. 
 
(H-4) Prolonged Exposure Therapy 
 PE is a technique developed to separate the traumatic memory from the conditioned 
emotional response so that it no longer has the power to dominate thoughts, feelings, and 
behavior.  It usually involves systematically assisting trauma survivors to confront distressing 
trauma memories (imaginal exposure), through the use of mental imagery and confrontation with 
low risk situations that are feared and avoided because they trigger intrusive recollections (in 
vivo exposure). 
 Clients receiving PE are asked to produce a narrative about the traumatic event.  If there have 
been a number of traumatic episodes (as with survivors of recurrent child abuse, domestic 
violence, war trauma or torture) they are asked to construct a narrative about the worst event 
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about which they have a clear recollection.  During imaginal exposure, the therapist prompts the 
client to close her/his eyes and visualize/imagine) what happened while repeating the narrative 
several times during a single session.  Initially, the client will experience great anxiety as s/he 
begins to imagine her/himself back in the traumatic situation.  S/he is asked to rate her subjective 
units of distress (SUDS score) every ten minutes on a 10-100 scale where 10 is no distress and 
100 is the most fear/helplessness/horror they have ever experienced.  SUDS levels are usually in 
the 70-90 range during initial imaginal exposure sessions.  Through repeated exposure to the 
traumatic memory, however, the client experiences a progressive reduction in distress levels so 
that they may fall to the 10-20 SUDS range by the end of a single session and remain at 
negligible levels by the end of an 8-10 session exposure therapy treatment.   
 What is accomplished by such a PE approach, is abolition of the first-stage, conditioned 
emotional response, evoked by traumatic stimuli.  The client recognizes that the traumatic 
memory is just a memory and cannot harm her/him in any way.  Thus, the conditioned fear 
response has been disconnected from the traumatic memory.  Following successful exposure 
treatment, clients can confront such memories without having such recollections trigger 
intrusive/hyperarousal PTSD symptoms.  If the conditioned emotional response can be abolished 
avoidant symptoms are no longer relevant.  In short, successful exposure therapy nips the 
sequence of PTSD symptoms in the bud.  This is undoubtedly why this approach has proven to 
be the most effective treatment for PTSD so far.  
 
(H-4) Cognitive Therapy (39-42) 
 Cognitive therapy is concerned with the thoughts and beliefs that have been generated by 
the traumatic event rather than the conditioned emotional response addressed by exposure 
therapy.  It focuses on how individuals with PTSD have interpreted the traumatic event with 
respect to their appraisals about the world and themselves.  For example, those who have been 
overwhelmed by a catastrophic stressor typically perceive the world as dangerous and 
themselves as incompetent.  As a result, PTSD clients see themselves as perennial victims who 
are powerless to cope with life and to take charge of their personal destiny.  Such a belief system 
then becomes a hard-wired self-fulfilling prophecy.  For example, Mary T’s persistent inability 
to overcome her PTSD symptoms and resume her life as before has destroyed her confidence in 
herself.  She has come to think of herself as a failure, someone who is unable to cope with even 
minor stressors.  Because of this pervasive sense of personal inadequacy she is easily 
overwhelmed and unable to perform routine tasks.  It is a viscious circle since the more she fails 
to perform the more she feels inadequate and the more she finds the world overwhelming. 
 In Cognitive Therapy the first step is to identify these automatic thoughts and to 
understand that although they originally developed from the trauma, they currently hinder 
adaptive functioning.  Secondly, the focus of therapy is on correcting such erroneous thoughts 
with more accurate information.  The goal of treatment is to replace automatic, dysfunctional 
thoughts with more realistic and adaptive ones.  Successful cognitive therapy has two primary 
components:  

1. creating an accurate appraisal of situations as either safe or dangerous rather than 
automatically  believing that all external events are dangerous.  For example, Mary T 
needs to learn that there is nothing inherently dangerous about trucks or about driving 
the car.  She needs to separate the specific tragic circumstances of her personal 
trauma from the trauma-related generalizations that make her afraid to travel on the 
highway. 
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2. creating an accurate appraisal of one’s own strengths and weaknesses in different 
situations rather than an automatically believing that one is personally incompetent 
and unable to cope with life’s challenges.  For example, Mary T needs to understand 
that what happened during the accident was not due to a failure on her part.  She also 
needs to learn that her current immobility is due to PTSD and not due to personal 
inadequacies, on her part. 

 In practice, cognitive therapy is often combined with exposure therapy.  Such a combined 
approach permits work on fear structures and automatic dysfunctional thoughts to proceed 
simultaneously.  One approach for combining Cognitive and Exposure Therapy is Cognitive 
Processing Therapy (CPT). 

 
(H-4) Cognitive Processing Therapy (CPT) (43,44) 
 CPT addresses both the emotional and cognitive consequences of trauma 
exposure.  The goal is to alter erroneous beliefs about oneself and the world so that 
clients can access and process the natural emotions that have been distorted and obscured 
by their personal interpretations of the traumatic event.  According to CPT theory, the 
negative belief systems a person generates following a trauma (e.g., “I am 
powerlessness”, “I am inadequate”, “The world is a dangerous place”) make it impossible 
to process the normal emotional reactions produced by the catastrophic event such as 
sadness and fear.  This is because the trauma survivor is preoccupied with intolerable 
emotions such as guilt and shame which evolved because of the erroneous beliefs and 
interpretations about the traumatic experience.  It is only by confronting the distorted 
traumatic memory that clients can challenge/modify these erroneous beliefs, thereby 
dissipating inappropriate emotions such as guilt and shame.  For example, Mary T’s 
inappropriate feelings of guilt about the accident and shame about her current feelings of 
inadequacy have dominated her feelings about the traumatic event.  They have prevented 
her from undergoing the normal grief reaction concerning the loss of her husband, her 
marriage, her future, and the person she was before the accident.  Psychological recovery 
depends upon moving beyond trauma-engendered cognitive distortions and inappropriate 
emotions so that she will be free to process the normal emotions (e.g., sadness and fear) 
that had been inaccessible up to this point.  In other words, CPT is a technique that 
enables trauma survivors to move beyond distorted cognitions and painful affect to a 
point from which they can participate in a normal and healthy processing of traumatic 
memories. 
 Technically, CPT activates trauma-related emotions by having participants write a 
thorough account of their traumatic experiences.  This is very much like exposure therapy except 
that CPT utilizes written narratives in treatment sessions instead of the verbal narratives utilized 
in imaginal exposure.   The written format gives the CPT client more control over affect 
mobilization than is the case in exposure treatment. 

 
 (H-4) Stress Inoculation Training (SIT) (45) 
 SIT was originally adapted for treating rape victims.  The goal of SIT is to provide PTSD 
clients with a repertoire of tools and skills that they can utilize to control anxiety elicited either 
by trauma-related stimuli or during threatening situations.  It combines a variety of anxiety 
management techniques including relaxation and biofeedback training (see below).  In addition it 
utilizes:  
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• social skills training – wherein therapists help clients increase specific interpersonal skills 
necessary for positive relationships 

• role playing – wherein the therapist practices with clients how they can respond in specific 
situations 

• distraction techniques – such as teaching the client to yell “stop” to themselves each time 
certain thoughts start.  

 SIT aims to reduce avoidance behavior through anxiety reduction and to foster a 
sense of personal competence. 

 
(H-4) Biofeedback, and Relaxation Training (34) 
 Biofeedback and Relaxation Training are not effective stand alone treatments but are 
anxiety management techniques usually included as components in other CBT approaches such 
as Stress Inoculation Training (SIT) (reviewed on pages XX), and Systematic Desensitization 
(reviewed on pages XX). 

• Relaxation Training 
 A treatment in which clients learn to relax their musculature through breathing and 

meditation-like tensing and untensing exercises, often assisted by audiotapes.  
Learning to induce muscle relaxation at will is used as a technique to control anxiety, 
when it occurs. 

• Biofeedback – is a process to reduce tension and anxiety in which the client is 
given information about her/his own physiological processes.  For example, the client 
is given continuous feedback about heart rate, or muscle tension.  S/he learns to 
consciously control these processes.  Success is demonstrated by reductions in heart 
rate, muscle tension or other physiological processes. 

 (H-4) How Effective are Cognitive-Behavioral Techniques 
  There are now many studies with some type of CBT treatment.  In general, CBT has 
proven very effective and produced significant reductions in PTSD symptoms although there are 
differences between different CBT approaches, as detailed below.  CBT treatments are generally 
carefully scripted in treatment manuals and are usually 9-16 sessions in length.  It can be stated 
that there are more published well-controlled studies on CBT than on any other PTSD treatment.  
Furthermore, the magnitude of treatment effects appears greater with CBT than with any other 
treatment.  Two comprehensive reviews are recommended (34,53). 
 Prolonged Exposure (PE) Therapy.  Many studies have now been published on prolonged 
exposure therapy.  It has consistently been shown to be superior to supportive counseling or 
waiting list and equal in efficacy to other forms of CBT treatment (55-59).  Results have shown 
60-70% improvement in all three PTSD symptom clusters.  Improvements have generally been 
maintained at 6 and 12 months. 
 Cognitive Therapy.  Several studies have compared cognitive therapy with PE and found that 
both were equally effective, producing 60-70% improvement in PTSD symptoms (41,60). 
 Exposure plus Cognitive Therapy.  Given the efficacy of each treatment separately, one 
might expect that combining these two CBT treatments would produce better results.  This has 
not been the case.  Although combined exposure/cognitive treatment has performed as well as 
either treatment alone, in two published studies it has produced the same 60-70% symptom 
reduction obtained with the other treatment alone (41,55).  Improvement was maintained for six 
months as with the other approaches.  Finally, it should be noted that all three approaches 
significantly outperformed Relaxation Therapy.  It is also noteworthy that PE with or without 
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Cognitive Therapy has been tested with survivors of a greater variety of traumatic events than 
other treatments.  These include clients traumatized by sexual assault, war-zone exposure or 
childhood sexual abuse.  A final caveat is that PE may not be for everyone.  Some clients are not 
ready or not willing to confront traumatic reminders and the intense anxiety provoked by this 
technique.  This is probably much less of a problem than one might expect since most 
participants tolerate the procedure very well. 
 CPT (43,44) Studies of CPT have all been conducted with clients with female rape-related 
PTSD.  Improvement has generally been 60-70% and has been maintained for 6-12 months.  In 
one study, CPT performed as well as PE, while in another, no clients continued to meet PTSD 
diagnostic criteria at the 6 month follow-up.  A recent very large study comparing CPT with PE 
found both treatments extremely effective and no different in efficacy (61). 
 SIT (28) Four studies on women with rape-related PTSD or male and female motor vehicle 
accident survivors have tested SIT alone or in combination with PE.  In all cases, SIT was equal 
to Exposure Therapy and produced 60-70% reduction in PTSD symptom severity.  Three month 
follow-up assessments showed equal maintenance of improvement in one study and PE slightly 
better than SIT in another (45,54,55,62). 
Interapy 
 There have been two controlled trials of Interapy, one with students and one with 184 Dutch 
participants who reported mild to severe post traumatic symptoms.  A formal PTSD diagnostic 
assessment was not done in either study.  A 50% or greater improvement in PTSD, depression 
and other symptoms was observed (46,63).  More rigorous testing is obviously needed but 
Interapy is, potentially, an exciting treatment option. 
Imagery Rehearsal Therapy (IRT) 
 Four randomized trials with crime victims, sexually abused adolescent girls and women and 
Vietnam veterans have reported 50-60% reductions in nightmare frequency and overall PTSD 
symptom severity (47,64,65).  Further testing is needed, but IRT appears to be a promising, 
unique approach for PTSD clients in whom nightmares are a prominent symptom. 
Dialectical Behavior Therapy (DBT) 
 Although a number of reports describe moderate improvement for complex clients receiving 
DBT for suicidal, self-mutilating, impulsive, self-damaging and binge eating behaviors (48-51), 
there are no specific reports on DBT as a first line or adjunctive treatment for individuals with 
PTSD. 
  Biofeedback and Relaxation Therapy have performed poorly as stand-alone PTSD 
treatments.  In three studies, clients receiving one or both of these approaches have shown no 
greater improvement than comparison groups receiving no treatment.  Furthermore, Relaxation 
Therapy has consistently failed to exhibit the efficacy of exposure and cognitive Therapy, as 
mentioned earlier.  It should be noted, however, that both treatments are seen as useful and 
complementary components in combination with other CBT therapies but it is impossible to 
tease out the unique contribution that they have made to the overall CBT treatment package (34). 
 
(H-3) Eye Movement Desensitization and Reprocessing (EMDR) (66,67) 
In EMDR, the client is instructed to imagine a painful traumatic memory and an associated 
negative cognition (e.g., guilt, shame).  Then the client is asked to articulate an incompatible 
positive cognition (e.g., personal worth, self efficacy, trustworthiness).  The therapist then has 
the client contemplate the traumatic memory while visually focusing on the rapid movement of 
the therapists’ fingers.  After each set of 10-12 eye movements, the therapist asks the client to 
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rate the strength of both the distressing memory and his/her belief in the positive cognition.  
EMDR proponents believe that such saccadic eye movements reprogram brain function so that 
the emotional impact of the trauma can be finally and completely resolved. 
 It is noteworthy that EMDR is derived from and contains many elements of cognitive 
behavioral therapy, including exposure, cognitive processing, and systematic desensitization.  
This has led some to conclude that EMDR is really a variant of CBT and it should not be 
considered a unique therapeutic approach.  EMDR adherents sharply disagree insisting that any 
resemblance to CBT is superficial and that EMDR is a fundamentally new and different 
therapeutic approach. 
 Research evidence suggests that eye movements don’t appear necessary for EMDR to work 
(68).  In published studies comparing conventional EMDR to EMDR minus eye movements, 
clients who received EMDR minus eye movements did just as well as those who received 
conventional EMDR.  Therefore, it is difficult to believe that eye movements are the crucial 
ingredient in EMDR.  Furthermore, if the eye movements don’t matter, then the EMDR 
hypothesis about the mechanism by which brain processing of traumatic memories is 
programmed, also becomes doubtful. 
 EMDR appears to be an effective treatment for PTSD despite serious questions about its 
theoretical rationale.  More research is needed to understand the mechanism by which EMDR 
works.  However, some theorists believe that a number of the main components of EMDR 
account for its appeal among therapists as well as its successful treatment. Among these are (69): 

1. EMDR explicitly supports a belief that therapy will succeed 
2. the client selects the traumatic material which s/he processes in his own way and at his 

own pace — in contrast to other CBT approaches  
3. the focus on replacing negative with positive cognition has the same salutary effects as in 

cognitive therapy  
4. accessing emotions through these cognitions has the same positive impact as in cognitive 

processing therapy (CPT)  
5. EMDR bypasses the intense client-therapist interpersonal (transference) reactions in 

psychoanalytic psychotherapy 
6. the therapist has something to do (e.g., finger movements) in addition to the traditional 

role of active listening. 
 

(H-4) How Effective is EMDR in Treating PTSD? 
Clients who receive EMDR show more improvement than those who remain on a wait list.  
Several studies have shown that in comparison with wait list clients who show little 
improvement, approximately two-thirds of those receiving EMDR no longer met the PTSD 
diagnostic criteria.  Research also indicates EMDR is superior to psychodynamic, relaxation, or 
supportive therapies  Published results indicate that following treatment, 50-77% of clients 
receiving EMDR no longer meet criteria for the PTSD diagnosis in comparison to 20-50% 
receiving supportive therapy or treatment-as-usual (70-73).   
 Results are mixed regarding the relative efficacy of EMDR and CBT.  It is controversial 
whether EMDR is as effective as CBT.  Although head-to-head comparisons of the two 
treatments suggest that CBT produces better and longer lasting outcomes (74,75), other studies 
suggest that both are comparable (76).  Four meta-analyses have concluded that both are 
generally equally effective (71-73,75).  EMDR proponents argue that their treatment is not only 
as effective as CBT but that it is shorter and better tolerated by clients. 
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(H-3) Psychodynamic Psychotherapy (77) 
  Psychodynamic psychotherapy has concerned itself with treatment of post-traumatic 
disorders for over one hundred years.  Psychodynamic theory is about psychic balance [Def:  
psychic balance - is a dynamic equilibrium state between what (thoughts, feelings, memories, 
urges) the conscious mind can tolerate and what it cannot].  Sometimes, balance can only be 
achieved when intolerable thoughts and feelings are forced out of consciousness awareness 
through the process called repression [Def: repression - a hypothetical unconscious process by 
which unacceptable (often trauma-related) thoughts and feelings are kept out of conscious 
awareness].  According to psychoanalytic theory, these now  unconscious traumatic memories, 
are still powerful enough to become expressed as symptoms such as the intrusion, 
avoidant/numbing and hyperarousal symptoms of PTSD.  In short, repression is achieved at a 
cost (e.g., symptoms) and this cost may be too high for normal functioning and psychic health.   
 The goal of psychodynamic treatment is to understand not only the context of the traumatic 
memories but also the defensive processes through which the unconscious has transformed 
repressed memories into the maladaptive symptoms that are the initial focus of treatment.  
Psychoanalytic theory emphasizes that symptom reduction, alone, can achieve little that is 
beneficial as long as repressed memories remain.  Therefore, a new healthier balance must be 
achieved by confronting unconscious processes that have repressed the memories and produced 
maladaptive compromises (e.g., symptoms).  As these feelings, behaviors, and memories are 
explored, clients gain insight or understanding of how their repressed memories (along with 
associated thoughts and feelings) have been transformed into their current symptoms.  This 
awareness ideally enables clients to exercise more control over the repression defense and 
thereby achieve symptom reduction. 
   [S/B  Several experts provide detailed information on psychodynamic therapy for PTSD 
(25,78-80. end S/B]  
 Psychodynamic treatment may vary from 10-20 sessions to open-ended treatment lasting 
many years.  Longer psychodynamic treatments seek to create a fundamental change in psychic 
balance while the goal for briefer forms of treatment (12-15 sessions), is to foster improved self-
understanding and ego-strength.    
 Brief Psychodynamic Psychotherapy (BPP), conducted within 12-15 sessions focuses on the 
traumatic event itself.  Through the retelling of the trauma story to a calm, empathic, 
compassionate and non-judgmental therapist, the client achieves a greater sense of self-cohesion, 
develops more adaptive defenses and coping strategies and more successfully modulates intense 
emotions that emerge during therapy (81).  While working through the traumatic memories, the 
therapist also addresses the linkage between post-traumatic distress and current life stress.  
Clients also learn to identify current life situations and environmental triggers that set off 
traumatic memories and exacerbate PTSD symptoms.  (It should be noted that in certain respects, 
brief psychodynamic psychotherapy has similar goals as exposure/cognitive therapy although the 
conceptual underpinnings and therapeutic techniques are extremely different.) 
 (H-4) How Effective is Psychodynamic Therapy? 
 Because Psychodynamic treatment does not focus on symptom reduction there is only one 
randomized clinical trial on the efficacy of this treatment on PTSD symptoms reduction.  The 
voluminous and rich literature on psychoanalytic psychotherapy is, for the most part, derived 
from detailed case histories rather than from controlled clinical trials, as is the rule with most 
other treatments for PTSD. 
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 In the one well designed scientific study that measured PTSD symptom reduction and 
compared outcomes with hypnotherapy and systematic desensitization, it was found that 18 
sessions of Brief Psychodynamic Psychotherapy effectively reduced PTSD intrusion and 
avoidance symptoms by approximately 40%.  This improvement was sustained for 3 months, 
was comparable to results with the other two treatments and was significantly greater than a wait 
list group that received no treatment (82).  Much more research is definitely needed to 
demonstrate the efficacy of this treatment approach for PTSD. 
 
(H-3) Group Therapy (83) 
 Group therapy for members who have all survived the same type of trauma (e.g., war, rape, 
torture, terrorist bombing, etc.), are effective and popular treatments for PTSD.  As members 
share experiences, they become connected to one another by recognizing their common human 
fears, frailties, guilt, shame, and demoralization.  Through the guidance of the therapist(s), 
validation and normalization of these thoughts, feelings, and behaviors progresses to acquisition 
of more adaptive coping strategies, symptom reduction, and/or derivation of meaning from the 
traumatic experience.  There are three different types of groups, each with a different focus (83).  
These include: 
1. Psychodynamic Focus Group Therapy 
 Group members help one another understand how their assumptions about themselves (e.g., 
weak, shameful, guilty, undeserving) have been shaped and distorted by their traumatic 
experiences.  By revisiting this material in the safety of the group they are empowered to 
confront the traumatic memories, to gain new understanding (insight) about it and themselves, 
and to integrate such knowledge and meaning into their current lives.  The goal is primarily 
personal growth through improved ego strength and self-understanding.  While symptom 
reduction is not the major goal of this treatment the expectation is that resolution of trauma-
related themes will promote amelioration of PTSD, as well (84).   
[S/B  During the retelling of the trauma story, emotion is mobilized and hopefully the client 
experiences a profound catharsis or “abreaction.”  Achieving catharsis is an important mediator 
of recovery in this treatment approach. end S/B] 
[S/B  The ultimate goal for both psychodynamic and cognitive-behavioral group therapy is for 
group members to gain “authority” (25) over traumatic material so that it no longer becomes a 
dominant factor in their lives.  end S/B] 
 
(H-4) Cognitive-Behavioral Focus Group Therapy 
 Such groups are orchestrated around the concepts and approaches described earlier for 
individual cognitive-behavioral therapy. (See pages XX-XX).   One specific group approach (85) 
uses exposure and cognitive therapy.  In group sessions, one group member at a time will be 
guided by the therapist through a typical exposure session followed by cognitive restructuring.  
During the exposure session the other group members are vicariously exposed to their own 
traumatic memories through observing someone else’s treatment in the group.  Group members 
do more than provide social support.  They validate each others post-traumatic reactions, share 
their struggles to cope with PTSD-related problems, and provide honest criticism of fellow 
members’ maladaptive coping behavior based on accurate empathy and their own experiences.  
Since group time is limited, group members must carry out homework assignments in which they 
focus or expose themselves to their own traumatic material.  This homework is done through 
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writing exercises or by repeatedly listening to an audio-tape previously recorded during a group 
session in which they underwent exposure to their own traumatic material. 
 [S/B Other group approaches employing CBT have been utilized.  Most notably, cognitive-
processing therapy (CPT - see page XX) (43,86) and Stress Inoculation Training (43,86) (see 
pages XX-XX) end S/B] 
 [S/B There is also a report of group EMDR treatment for Vietnam War veterans (87) (See 
pages xx-xx) end S/B] 
 
 (H-4) Supportive Group Therapy 
 Supportive group therapy (83,84) focuses on current life issues of the members.  The goal of 
treatment is not to revisit, reframe, and master traumatic material, but to discuss current here-
and-now issues.  Traumatic consequences, as expressed by PTSD symptoms are only relevant if 
they are affecting the present day.  Indeed, group members are encouraged to develop better 
interpersonal and coping skills in order to improve the quality of their current lives.  Such group 
sessions focus on developing problem-solving skills and more adaptive responses to predictable 
challenges in order to improve emotional and interpersonal comfort and overall functioning. 
[S/B  Psychoeducation is an important component of supportive group therapy in which group 
members acquire information about the impact of PTSD symptoms on marital, familial, social, 
and vocational function (88). end S/B] 
[S/B When contrasting supportive group treatments to psychodynamic or cognitive-behavioral, 
the underlying question is whether or not every PTSD client should confront traumatic material 
or not.  See pages XX-XX for more discussion on this.  end S/B] 
[S/B next to supportive  Supportive groups, emphasize here-and-now issues and try to redirect 
discussion of past traumatic experiences to present problems or concerns. end S/B] 
  
(H-4) How Effective are Group Treatments for PTSD? 
 As with many other treatments for PTSD, there have been few rigorous tests of group 
treatments in which reduction of PTSD symptoms was measured.  Various studies have shown 
beneficial effects of most group treatments with respect to general measures of psychological 
distress, depression, anxiety and social adjustment. 
 Cognitive-behavioral focus group treatment has much empirical support.  In three studies of 
CBT group treatments on women traumatized by childhood or adult sexual abuse, PTSD 
symptoms were reduced 30-60% with reductions in all PTSD symptom clusters measured.  
Improvement was sustained for six months in all studies.  One CBT group treatment for combat 
veterans showed a 20% reduction in PTSD symptom severity (43,83,85,86).   In a recent large 
randomized trial in which 360 Vietnam combat veterans with PTSD were randomized to 30 
weekly sessions of either CBT or Supportive Therapy, results were similar for both groups.  
Thirty-eight percent of the veterans improved 43% were unchanged and 18% had worse 
symptoms after treatment (89).   
 In the one study of psychodynamic group treatment in which symptom severity was 
monitored, an 18% reduction in PTSD symptoms occurred among women with PTSD due to 
childhood sexual abuse (90).  For the most part, however, the few reported research findings on 
psychodynamic focus groups for PTSD have been equivocal (83). 
 Finally, one controlled trial of supportive group treatment for female sexual assault survivors 
showed 19-30% reduction in intrusion and avoidance symptoms that was maintained for six 
months (43). 
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(H-3) Pharmacotherapy 

 Chapter 4 (pages XX-XX), reviews the biological underpinning of PTSD along with 
corresponding treatment strategies. 

 
(H-2) What Treatments are Available for Children and Adolescents with PTSD? 

For children who develop PTSD, the impact of the trauma as well as the expression of 
symptoms may be significantly affected by the developmental stage at which the trauma 
occurred (91).  For example:  

• Abused infants and toddlers may have impaired ability to form 
attachments with significant others.  

• Traumatized pre-schoolers who lack the conceptual and communication 
capacities of older individuals, may express symptoms non-verbally such as 
aggression, withdrawal, or sleep problems.  

• Trauma in children may result in restructured emotional expression, 
social isolation, problems with impulse control, self-injurious behaviors, 
dissociation, and development of dissociative identity disorder or borderline 
personality disorder.  

• Trauma during adolescence may severely disrupt normal adult 
development by producing problems in separation from parents, personality 
evolution, symbolic thinking and moral development (92-96). 

[S/B  Treatments for children and adolescents must take these factors into account, and present in 
a context and format that is developmentally sensitive. end S/B 
 
(H-3) What Treatment Methods are Most Effective for Children and Adolescents? 
 A number of experts have written thoughtful articles on developmentally sensitive treatment 
approaches for children with PTSD.91  There is very little empirical evidence to guide us.  
Randomized trials of 10-18 sessions of CBT with children exposed to sexual trauma (97,98) 
natural disasters, and single-incident stressors such as criminal assault or an automobile accident 
(99-101) have shown this approach superior to comparison treatments.  Among these, two 
studies on CBT group interventions in the school setting have shown impressive results.  A 25-
40% reduction in all three PTSD symptom clusters for 9-10 year old survivors of the 1989 
earthquake in Armenia was observed, in comparison to a nontreatment control group of children 
who showed a worsening of PTSD symptoms over the subsequent 18 months (100).  An 
impressive 18-week school-based group CBT treatment was offered to children in grades 4-9 
who had been exposed to a single-incident stressor (e.g., criminal assault, car accident, natural 
disaster – in contrast to protracted physical or sexual abuse); significant reductions were 
observed in all PTSD symptom clusters so that by the end of treatment, 57% no longer met 
PTSD diagnostic criteria while at the 6 months follow-up, 86% no longer had PTSD (101).  A 
third school-based approach among Hawaiian children exposed to Hurricane Iniki successfully 
reduced PTSD intrusion and avoidance symptoms by 30-35% (99).  

 Other approaches such as Play Therapy, Stress Inoculation Training, and 
Psychoeducation have primarily been the subject of speculation and uncontrolled clinical trials 
but have not been tested rigorously.  

An important consideration in treatment for children concerns the inclusion of parents.  A 
number of studies have shown that the parents’ emotional reaction to the trauma and the amount 
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of family support available to the child will have a significant impact on the child’s symptoms 
(102).  The best predictor of a favorable outcome for children is if parents and other significant 
adults cope successfully with the trauma (96).  Therefore, supportive family therapy described 
earlier (see Section XX) is especially relevant to PTSD treatment for children (102). 
[S/B  There has been very little research on treatment for children with PTSD.  However, the 
strongest findings, to date, indicate that the best results are achieved when the family is included 
in treatment, and that school-based treatments may offer the most efficient and effective 
approach for many children (100-102).  end S/B]  
 
Untested Treatments 
 There are a number of treatments, found effective for other psychiatric disorders, that have 
not been tested systematically with PTSD clients.  They are listed here because they are often 
utilized in PTSD treatment despite the lack of evidence concerning their efficacy.  
 Couples/Family Therapy may focus on how relationships are disrupted by the family 
member’s PTSD (systemic treatment) or may seek to promote a better healing environment for 
the PTSD client (supportive treatment) (103).  Despite a lack of empirical evidence, clinical 
wisdom indicates that spouses and families should be included in treatment for partners, parents 
or children with PTSD.  Additional information on marital and family therapy in PTSD is 
available elsewhere (103-109). 
 Hypnosis is no longer considered a treatment although it demonstrated equal efficacy to that 
of both CBT (systematic desensitization) and psychodynamic psychotherapy in the single 
randomized trial in which it was tested (82).  Instead, hypnosis is now utilized primarily as an 
adjunctive procedure for confronting difficult traumatic memories, nightmares or dissociative 
symptoms (110). 
 Social Rehabilitative Therapies have proven their effectiveness for clients with persistent 
mental illnesses such as schizophrenia and severe affective disorders.  Clients with chronic, 
severe and incapacitating PTSD are often indistinguishable from others with persistent mental 
illness (111,112).  The seven psychosocial rehabilitation techniques recommended for severe and 
chronic PTSD are: client education services, self-care/independent living skills techniques, 
supported housing services, family support, social skills, training, supported employment 
techniques/sheltered workshops and case management (113).  There is currently no data 
supporting social rehabilitative therapies for PTSD.  It is an important area for future research. 
 
(H-2) What general issues must be considered when choosing a specific treatment option? 

When creating a treatment plan for someone with PTSD there are a number of factors to 
consider.  These include: 

• Combined Treatment  – To provide the best possible care for clients, treatments of 
different therapies are often combined such as individual therapy and medications. 

• Treatment of Comorbid Disorders  – Treatments may need to be chosen that address 
multiple disorders at the same time. 

• Treating “Complex PTSD” (19 - see Chapter 1) – For those who experienced severe 
trauma, a new clinical syndrome has been proposed. 

• Cross Cultural Considerations – Clinicians need to be sensitive to cultural differences 
in the assessment and treatment of PTSD. 

• Recovered Memories – Some aspects of the controversial issue of whether memories 
can be recovered many years after a trauma are reviewed. 
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(H- 3) Combined Treatment 

In an effort to provide the best treatment possible, treatment methods are often combined.  
This is most often the case in CBT in which PE may be combined with cognitive or stress 
innoculation therapy, pharmacotherapy is often combined with individual or group 
psychotherapy.  When this is successful, medication combined with individual psychotherapy 
treatment not only ameliorates psychobiological abnormalities associated with PTSD but also 
provides sufficient symptom reduction for clients to participate in trauma focus treatment.  
Some clients receive individual treatment plus marital, family, or group therapy while others 
may receive medication on top of that.  Marital/family treatments address the familial 
interpersonal problems associated with PTSD much more directly and effectively than 
individual psychotherapy.  When considering combined treatment, however, it is important to 
be selective and to recognize that many clients do not need more than one form of treatment 
at any one time (114). 

[S/B Unfortunately, there are no published studies in which combined therapy is 
compared with either CBT or medication alone.  Preliminary analysis of an ongoing study 
suggests that among medication partial responders, positive treatment results were greatly 
enhanced when Prolonged Exposure was combined with medication (Foa et al., personal 
communication). end S/B] 

[S/B When combining treatments, it is good clinical practice to introduce only one 
therapeutic approach at a time and to carefully gauge its effectiveness before combining such 
treatment with another. end S/B] 
 

(H-3) Treatment of Comorbid Disorders 
As noted earlier, most PTSD clients will have at least one other psychiatric disorder in 

addition to PTSD.  Therefore the chosen treatment may be one that, hopefully, will 
ameliorate both the PTSD and comorbid disorder simultaneously. 

For example, when choosing the best medication for a client with PTSD and comorbid 
depression one would select a drug with known efficacy against both disorders, rather than 
one that just acts on PTSD or depression, alone (see Chapter 4).  Or one would provide 
individual/group psychotherapy for the PTSD and antidepressant medication for the 
depression (114). 

Treatment of PTSD comorbid with alcohol/drug abuse/dependence is best when both 
problems are addressed simultaneously since each disorder exacerbates the other (115).  
Unfortunately, such treatments are generally untested and not widely available.  More 
commonly, the PTSD practitioner works collaboratively with an alcohol/drug counselor or 
insists that clients attend Alcoholics/Narcotics Anonymous Twelve-step peer counseling 
meetings on a regular basis. 

 
(H-3)“Complex PTSD” 

Many clinicians who work with victims of prolonged trauma, such as incest and torture, 
argue that such clients suffer from a clinical syndrome that is not adequately characterized by 
the PTSD construct.  It is asserted that these clients suffer a distinctive syndrome that differs 
from DSM-IV PTSD and that has been named Complex PTSD (19).  The clinically 
significant non-PTSD symptoms that comprise complex PTSD according to this formulation 
include: 
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• behavioral difficulties such as impulsivity, aggression, sexual acting out, eating disorders, 
alcohol/drug abuse, and self-destructive actions  

• emotional difficulties such as affect lability, [Def: affect lability – unstable, quickly 
changing emotions] rage, depression, and panic  

• cognitive difficulties such as fragmented thoughts,[Def: fragmented thoughts –the inability 
to sustain continuity and coherence in one’s cognitive processes] dissociation, and 
amnesia[Def: amnesia – mental syndrome characterized by partial or complete loss of 
memory].    

It should be understood that the validity of complex PTSD as a unique diagnostic entity is 
controversial.  Many PTSD experts point out that the vast majority of clients with complex 
PTSD have already met diagnostic criteria for PTSD.  They also often meet diagnostic criteria 
for Borderline Personality Disorder, Somatization Disorder and Dissociative Identity Disorder 
(19).  Therefore, they argue that complex PTSD is a superfluous diagnosis for which there is 
very little scientific support.  This is why complex PTSD was not included in the DSM-IV and 
why it remains a controversial issue at this time. 
Proponents of the complex PTSD construct suggest that treatment for Complex PTSD 
usually requires long term individual and group therapies focusing on family function, 
vocational rehabilitation, social skills training, and alcohol/drug rehabilitation (19,50).  
Dialectical Behavior Therapy (see pages xxx) has also been proposed as an effective 
treatment for complex PTSD. 
 [S/B Although complex PTSD can be a chronic, severe, and incapacitating disorder, clients 
usually have the potential to function at a very high level. end S/B] 

 
(H-3) Cross Cultural Considerations 

PTSD has been criticized from a cross-cultural perspective as a Euroamerican construct that 
fails to take into account culture-specific causes of stress that might be seen in trauma survivors 
from more traditional cultures.  For example, from Latin America “calor” [a stress-related 
syndrome observed among Salvadoran women described as a surge of intense heat that may 
rapidly spread throughout the entire body for a few moments or for several days] and “ataques de 
nervios” [a common symptom of distress among Hispanic American groups involving anxiety, 
uncontrollable shouting and crying, trembling, heart palpitations, difficulty moving limbs, 
difficulty breathing, dizziness, fainting spells, and dissociative symptoms such as amnesia and 
alteration of consciousness.] both fall outside strict DSM-IV diagnostic criteria but appear to be 
significant indicators of clinically significant post-traumatic distress in their own right (116).  It 
is important that clinicians be attuned to such culture-specific idioms of distress (such as calor, 
ataques de nervios or the psychosomatic blindness observed among Cambodian refugee women 
who survived the genocide of the Khmer Roue’s reign of terror]  so that they can identify post-
traumatic distress when appropriate.  It is also essential that, having made the diagnosis, 
clinicians initiate a culturally sensitive variant of PTSD treatment that will work.  For example, 
an egalitarian approach to family therapy is incomprehensible in some cultures where the father 
holds a position of authority that cannot be challenged.  Likewise, therapist pressure for overt 
discussion of sexual trauma by unmarried Islamic women in group therapy, fails to recognize the 
shameful and potentially socially disastrous consequences of such disclosure. 

[S/B Further discussion of culturally-sensitive treatment for trauma survivors can be found 
elsewhere (117-119). end S/B] 
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(H-3)Recovered memories 
The issue of whether a person can recover memories of trauma many years after the trauma 

occurred is controversial (120).  This controversy has been fueled by forensic (legal), rather than 
clinical activity.  Adults who had been sexually assaulted as children sometimes have no 
memories of these childhood assaults (121).  Sometimes, such missing traumatic memories later 
become accessible so that clients can recall traumatic childhood events such as father-daughter 
incest (120,122).  In some cases, there is irrefutable evidence that such childhood sexual abuse 
actually occurred.  In many other cases, there is no proof regarding the veracity of the alleged 
sexual contact (123,124).  Although there is little rigorous research on this question, it has been 
suggested that most “recovered” memories have been triggered spontaneously by later life events 
that resembled the initial trauma; contrary to assertions by some, participation in psychotherapy 
does not appear to be the major reason such memories have been “recovered (120,125,126).”  
Such a scenario is entirely consistent with a conditioning model of PTSD in which pertinent 
stimuli can evoke trauma-related feelings, or behavior.  Some clients who claim to have regained 
traumatic memories of this nature have confronted parents whom they now regard as perpetrators 
of childhood sexual trauma.  In some cases they have taken parents to court for these alleged 
abuses.  Sometimes the accused parents vehemently deny that such events ever occurred and 
maintain that these “traumatic memories” are really emblematic of a “false memory syndrome” 
that has been manufactured in the course of therapy (120,124).  Loftus (127,128) has written 
extensively about the problem of authenticating such rediscovered previously repressed 
memories.  Williams121, on the other hand, has shown that women who were sexually assaulted 
during childhood, (documented by recorded visits to hospital emergency rooms), are sometimes 
unable to recall that traumatic event.  Schacter (123) and Schooler (126) have reported that there 
is adequate proof of a few cases in which traumatic memories were forgotten and later 
“recovered” but it is not known whether this is an extremely rare or not uncommon event.  
Although comprehensive discussion of this issue is beyond the scope of this chapter, a recent 
balanced review is available (42).  In summary, there is general agreement that:  a] memory, 
especially childhood memory, is fallible but not necessarily incorrect; b] documented traumatic 
events are sometimes forgotten; and c] forgotten memories of documented traumatic events are 
sometimes “recovered.” (120-126,128-130). 

 [S/B Clinicians need to familiarize themselves with the complexity, fallibility and 
reconstructive nature of human memory.120 end S/B]  

[S/B  Clinicians should convey to clients the fallibility of memories and should avoid 
overly aggressive techniques such as suggesting to clients that they “must have had” a 
traumatic experience (based entirely on reports of symptoms) when clients have no 
recollection that such an event ever occurred. end S/B] 

“While competent therapists must provide a therapeutic environment in which recovered 
memories of childhood trauma can be addressed, they must also recognize that memory is 
fallible and that certain therapeutic approaches may increase the likelihood of distortion or 
confabulation.  Professionals agree that there is no standard procedure for establishing the 
accuracy of recovered memories in individual cases and that in clinical practice, it is up to the 
client to come to his or her own conclusions about whether or not he or she was previously 
traumatized and about the specific details of such events.  Professionals also agree that it is not 
the role of therapists to instruct or pressure clients to take a particular (legal) course of action 
with accused offenders and/or family members during the course of therapy for childhood abuse 
(120); p. 23-24). 
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Therapy Notes from the Desk of Pat Owen 
 

We’ve now completed five sessions of exposure coupled with 
cognitive therapy.  I wasn’t sure whether she would be willing 
to give it a try but thought it was worth pushing because the 
circumscribed nature of the traumatic event indicated that CBT 
could be an effective treatment if she could overcome her 
apprehension.  We’ve had to go slow because she is so skittish 
and because traumatic material really provokes intense emotional 
arousal and even some mild dissociative symptoms.  But we’re 
making progress.  Today, she was able to reduce her SUDS rating 
from 85 at the beginning to 40 by the end of the session.  We’ve 
got 5 sessions scheduled and I’ll add more, if necessary. 

Besides progress in therapy, she’s starting to function more 
effectively at home.  Driving the car for short trips.  Feels 
more like taking responsibility for housework.  Even starting to 
spend some time at the computer.  It may be time to start 
considering when she might be able to gradually return to work. 
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