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Preface

The first edition of this book, published over a decade ago, proved popular 
with readers for several reasons. The book was empirically grounded and 
amply illustrated with clinical examples concerning assessment, case con-
ceptualization, and treatment. The book was broad in its coverage of the 
many different manifestations of PTSD, including issues concerning comor-
bidity and complex clinical presentations. Yet, the book was also concisely 
written so as to efficiently convey the important points to the busy clinician. 
A further strength was that PTSD was discussed in a biopsychosocial con-
text. Although the book was written for cognitive-behavioral practitioners 
and trainees, it discussed biological aspects of PTSD, especially those per-
tinent to the assessment, case conceptualization, and cognitive-behavioral 
treatment of the disorder. The second edition of the book retains these posi-
tive features.

The second edition also discusses the changes in the diagnosis of PTSD 
arising from the publication of DSM-5 in 2013. Both DSM-IV and DSM-5 
criteria are discussed, and their similarities and differences highlighted. 
Both DSMs are discussed, in part, because some readers will have been 
trained on DSM-IV and others on DSM-5, but also for other reasons. An 
important consideration is whether the vast corpus of research on PTSD, as 
defined by DSM-IV (and DSM-III), can be generalized to PTSD as defined 
in DSM-5. For example, do treatment guidelines based on DSM-IV apply 
to DSM-5? The short answer is “yes.”

The second edition provides an updated review of the important 
research findings that have emerged over the past decade, with particular 
emphasis on findings that are relevant to the cognitive-behavioral treatment 
of PTSD. All the treatment strategies discussed in the first edition remain 
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relevant today, although the second edition also covers new developments 
in treatment.

The second edition was also revised in response to feedback from read-
ers. Some readers of the first edition wondered whether it was premature to 
include a section discussing interoceptive exposure for PTSD. In the decade 
since the publication of the first edition, research has steadily accumulated 
to support the value of interceptive exposure for PTSD, especially when the 
disorder is comorbid with other clinical conditions such as panic disorder. 
Evidence suggests that interoceptive exposure is a transdiagnostic inter-
vention, relevant to several different emotional disorders. Accordingly, the 
section on interoceptive exposure has been retained, and the supporting 
evidence is discussed.

The second edition also contains a new chapter on pharmacotherapy 
for PTSD and its relevance for the cognitive-behavioral practitioner. This 
is important because PTSD is often treated in a multidisciplinary context 
where, for example, a psychologist might administer cognitive-behavioral 
therapy and a psychiatrist or primary care physician might manage the 
patient’s psychotropic medications. The book is intended for cognitive-
behavioral practitioners, not prescribing physicians, so readers do not need 
to know details concerning drug-dosing schedules. However, the reader 
does need to know about aspects of drug treatment for PTSD that are per-
tinent to cognitive-behavioral therapy. It is important to know, for exam-
ple, whether your patient is taking a medication that might undermine the 
effects of cognitive-behavioral therapy. It is also important to know about 
adverse drug reactions because some of these can mimic certain PTSD 
symptoms, or some adverse drug reactions might be mistakenly attributed 
to adverse effects of exposure therapy.

In preparing the second edition, as with the first, I had the benefit 
of working with Jim Nageotte, Senior Editor at The Guilford Press. As 
always, Jim’s advice and encouragement were invaluable. Thanks also to 
my clinical colleagues, family, and friends for their ongoing encouragement 
and support.
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C H A P T E R  1

Clinical Features of PTSD

John was driving his three young children to the park when they were struck 
head-on by a driver attempting to overtake a truck on a sharp bend. John’s car 
was wrecked and he developed posttraumatic stress disorder (PTSD), with the 
most severe symptoms being persistent nightmares of the accident, profound 
fear and avoidance of driving, and chronic tension, irritability, and guilt about 
not being able to swerve out of the path of the oncoming vehicle. His children 
received minor cuts and bruises, from which they quickly recovered. They had 
more difficulty overcoming the psychological impact of the crash. In the weeks 
afterward, the youngest, a 4-year-old girl, frequently complained of stomach-
aches and refused to be out of sight of her father for fear that something bad 
would happen. The two older boys, ages 7 and 8, had recurrent nightmares. 
During the day, the boys often engaged in stereotypical play, in which they 
pretended to be driving cars. They would crash into one other and both fall to 
the ground. The boys would then get up and run around pretending to shoot 
one another, shouting, “You’re the bad man!” “No, you’re the bad man!” Some-
times this escalated to the point that they physically fought with one another.

John and his children provide us with examples of the wide range of 
problems people often experience in the wake of traumatic experiences. We 
see these patients frequently in our practices, sometimes presenting with 
what might look like relatively simple anxiety or depressive problems, or 
anger management issues. But as we engage with these patients and fami-
lies, a more complex pattern emerges, and we recognize the problems they 
present with as both intransigent and multilayered. How do we spot symp-
toms of PTSD and how do we differentiate it from other clinical problems? 
Furthermore, once we have a fair picture of the underlying causes of the 
patient’s problems, just how should we treat them? This book delves into 
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these very questions and provides as many answers as one can derive from 
the current scientific literature, and from the clinical experiences of the 
author and others. This book offers a perspective on how to think through 
the process of assessing and treating these patients, using cutting-edge, 
empirically informed cognitive-behavioral interventions.

DIAGNOSTIC CRITERIA: DSM-IV AND DSM-5

The criteria for PTSD were revised in 2013 with the publication of DSM-5 
(American Psychiatric Association, 2013). Some readers of this book will 
have been trained on DSM-IV (American Psychiatric Association, 1994), 
while others were trained on DSM-5. Given the recent transition from 
DSM-IV to DSM-5, both diagnostic systems are in use in clinical practice 
(e.g., Hoge, 2015) and so we will consider both here.

In DSM-5, PTSD was moved out of the chapter on anxiety disorders 
into a newly created chapter on trauma- and stress-related disorders, which 
includes disorders of social neglect in children (reactive attachment disor-
der, disinhibited social engagement disorder), acute stress disorder, adjust-
ment disorders, and other disorders. Our focus is on PTSD and commonly 
associated symptoms, although assessment issues and treatment methods 
for PTSD also apply to some of the other trauma-related disorders.

The core features for PTSD in DSM-IV and DSM-5 are similar in 
many ways, although there are some notable differences. In both DSMs 
there is a definition as to what qualifies as a traumatic stressor, followed by 
a list of symptoms that are attributable to the stressor. The definition of the 
traumatic stressor is much the same in both DSMs, with the exception that 
DSM-5 omitted the person’s emotional reaction (fear, helplessness, or hor-
ror) as a defining feature of the traumatic stressor. The emotional response 
to the stressor was dropped from the definition of a traumatic stressor 
because it did not predict PTSD beyond what could be predicted simply 
from knowing that a person had experienced a traumatic event (Pereda 
& Forero, 2012), and because people who go on to develop PTSD do not 
necessarily experience fear, helplessness, or horror at the time of trauma 
exposure (Miller, Wolf, & Keane, 2014). In DSM-5, a traumatic stressor 
is defined by either directly experiencing the trauma, personally witnessing 
the trauma, learning that close family or friends experienced the trauma, or 
experiencing details of the trauma (e.g., police officers repeatedly exposed 
to details of child abuse).

In some ways, the stressor criteria for DSM-5 are more similar to DSM-
III (American Psychiatric Association, 1980) than to DSM-IV. DSM-5 
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attempts to return to DSM-III’s definition of trauma, which emphasized 
the external event, rather than the person’s reaction to the event. But even 
in DSM-5 it has not been possible to define a traumatic stressor as an objec-
tively defined external event. Traumatic events are defined, at least in part, 
by the way a person experiences or interprets the events (e.g., whether a 
person interprets an event as one in which there is a potential for death or 
serious harm).

The reexperiencing symptoms for PTSD were essentially unchanged 
from DSM-IV to DSM-5, apart from some minor changes in wording. 
In both DSMs, a diagnosis of PTSD requires one or more reexperiencing 
symptoms: (1) memories of the trauma that are recurrent, involuntary, 
intrusive, and distressing; (2) dreams about the trauma that are recurrent 
and distressing; (3) dissociative reactions (e.g., dissociative flashbacks) in 
which the person acts or feels like the trauma was reoccurring; (4) intense 
emotional distress when exposed to reminders of the trauma; and (5) 
marked physiological reactions (e.g., accelerated heartbeat, sweating) when 
exposed to reminders of the trauma.

The avoidance and numbing cluster of symptoms in DSM-IV were split 
in DSM-5 in two. The first is a cluster of two avoidance symptoms (avoid-
ance of trauma-related memories, thoughts, or feelings; and avoidance of 
physical reminders of the trauma such as persons, places, or activities). The 
second is a cluster relabeled as negative changes in cognition and mood 
associated with trauma. This amorphous set of seven symptoms consists 
of (1) inability to recall an important aspect of the trauma; (2) markedly 
diminished interest or participation in activities; (3) feeling detached or 
estranged from others; (4) inability to experience positive emotions; (5) 
exaggerated, negative beliefs about oneself, others, or the world; (6) exces-
sive blame about the trauma, directed toward oneself or others; and (7) 
persistent negative emotions (e.g., fear, horror, anger, shame).

The DSM-IV hyperarousal cluster is much the same as the newly cre-
ated DSM-5 cluster labeled marked alterations in arousal and reactivity, 
with the exception that it includes a new symptom; reckless or self-destruc-
tive behavior. Other symptoms in this cluster include (1) sleep disturbance 
(e.g., initial or middle insomnia), (2) irritability or anger outburst, (3) 
concentration difficulties, (4) hypervigilance, and (5) exaggerated startle 
response.

In DSM-5 there has been a shift away from defining PTSD purely as 
an anxiety disorder. In DSM-5 the cardinal features of PTSD include a 
broader range of negative emotions and cognitions (e.g., blame, shame, 
guilt) and behaviors commonly associated with borderline and related per-
sonality disorders (impulsive and self-destructive behaviors). To distinguish 
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PTSD from personality disorders, the maladaptive behaviors are required 
to commence with, or be worsened by, exposure to trauma. Cognitive mod-
els of PTSD propose that particular types of dysfunctional beliefs play an 
important role in the etiology and maintenance of PTSD (see Chapter 3). 
The importance of these cognitive factors is underscored in DSM-5, where 
these beliefs are now described as diagnostic features of the disorder.

The duration (1 month) and distress/impairment criteria for PTSD are 
the same across DSM-IV and DSM-5. A person might experience a trauma 
but not develop enough symptoms to meet diagnostic criteria for full-blown 
PTSD. Clinical investigators often refer to this as “partial” or “subthresh-
old” PTSD (Kulka et al., 1990; McLaughlin et al., 2015), although such 
a condition would be diagnosed in DSM-IV or DSM-5 as an adjustment 
disorder or some residual or unspecified trauma or stress-related disorder. 
Unfortunately, the label “adjustment disorder” has a pejorative connota-
tion, especially for service personnel such as combat veterans, because it 
implies a failure to adjust or adapt (Hoge, 2015).

The DSM-5 conceptualization of PTSD emphasizes the heterogeneous 
nature of the disorder: some people primarily have fear-related symptoms 
(e.g., reexperiencing and avoidance); other people primarily have negative 
moods, difficulty experiencing positive emotions, and negative thoughts or 
beliefs; still others have predominantly dissociative symptoms; and some 
individuals have combinations of all of these symptom patterns (American 
Psychiatric Association, 2013).

Heterogeneity is further recognized by the definition of subtypes. 
DSM-5 recognizes a delayed-expression subtype of the disorder; that is, 
the full diagnostic criteria are not met until at least 6 months after the 
event, although the onset of some symptoms may be immediate. In DSM-
IV, dissociative symptoms were described as associated features of PTSD. 
In DSM-5, these features define a distinguishable subtype of the disorder, 
characterized by persistent or recurrent depersonalization or derealization. 
The following case illustrates dissociative symptoms in PTSD.

During the sexual assault, Hanna felt like she was caught in some terrible 
dream from which she could not awaken. Her body felt numb and unreal as 
the rapist pinned her down. At one point she felt as if she was floating above 
her body, watching the assault unfold as if she was a spectator. In the weeks 
after the assault, Hanna often had episodes in which she and her surround-
ings felt strange and unreal. For example, walking through a busy pedestrian 
shopping district one day, it was as if the world was draped with a gauze veil. 
Colors seemed pale and washed out, and the faces of the shoppers looked 
gray and indistinct. It was also as if her ears were plugged. Instead of hearing 
the noisy commotion of the marketplace, she felt as if the sounds were muted, 
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as if they were coming from far away. Hanna was experiencing recurrent dis-
sociative symptoms.

The merits of the dissociative subtype of PTSD remain to be fully inves-
tigated. Statistical clustering methods such as latent class analysis support 
the distinction between dissociative and nondissociative forms of PTSD, 
and the two may differ in terms of neuroimaging data (Blevins, Weath-
ers, & Witte, 2014; Friedman, 2014). However, the presence of prominent 
dissociative symptoms could simply be a marker of global PTSD severity 
rather than an indicator of a specific pattern of symptoms. Consistent with 
this idea, the dissociative subtype is characterized by greater overall PTSD 
severity and greater comorbidity (Tsai, Armour, Southwick, & Pietrzak, 
2015). Moreover, some investigators have argued that dissociation is char-
acteristic of all forms of PTSD (Dorahy & van der Hart, 2015).

PTSD is diagnostically somewhat more complex in DSM-5 than in 
DSM-IV. This raises the question of whether the revision has an impact on 
the interrater reliability for diagnosing the disorder. Data from DSM-IV 
and DSM-5 field trials suggests that the interreliability of PTSD is com-
parable across DSMs (Regier et al., 2013). However, this issue remains to 
be further investigated because DSM-IV and DSM-5 field trials differed 
to some extent in their methodologies, which might have affected the reli-
ability estimates.

Most of what we know about PTSD, in terms of research on etiol-
ogy and treatment, is based on data in which PTSD was defined according 
to DSM-IV (and DSM-III). Can these findings be generalized to PTSD as 
defined in DSM-5? A question of particular clinical importance is whether 
treatment guidelines based on DSM-IV apply to DSM-5. Further research is 
required to definitively answer this question. However, it seems likely that 
most research findings, and treatment guidelines, based on earlier DSMs, 
will generalize to PTSD as defined by DSM-5. This is because the DSMs 
describe essentially the same disorder. Preliminary evidence suggests that 
there is a minimal change in the estimates of PTSD prevalence when crite-
ria are changed from DSM-IV to DSM-5 (e.g., Gentes et al., 2014; Hoge, 
Riviere, Wilk, Herrell, & Weathers, 2014; Hafstad, Dyb, Jensen, Steinberg, 
& Pynoos, 2014; O’Donnell et al., 2014). This is not altogether unexpected 
because although the list of possible symptoms has been increased from 17 
to 24, the same number of symptoms (i.e., six) are required for a diagnosis 
of PTSD both in DSM-IV and in DSM-5.

In a preliminary study comparing the DSM-IV and DSM-5 versions of 
PTSD in combat veterans, as assessed by the PTSD Checklist for DSM-5 
(described in Chapter 6), Hoge et al. (2014) found that the two versions of 
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PTSD had nearly identical associations with functional impairment and 
with comorbid psychiatric disorders. However, some combat veterans who 
met DSM-IV criteria did not meet DSM-5 criteria, and vice versa. The most 
common reason for diagnostic discordance was not meeting the avoidance 
criteria in DSM-5. This might have been because military personnel and 
other first responders learn to override reactions such as fear, helplessness, 
or avoidance as part of their training (Hoge, 2015). It remains to be seen 
whether this finding is replicated in other samples of combat veterans and 
in other groups who have experienced trauma. It also remains to be seen 
whether the findings can be replicated with structured clinical interviews, 
which are the gold standard for assessing PTSD (see Chapter 6). In the 
remainder of this book the term “PTSD” will be used to refer to both 
DSM-IV and DSM-5 versions of the disorder.

CLINICAL COURSE

In the hours or days after a traumatic event, most people have at least some 
symptoms of PTSD (Blanchard & Hickling, 2004; Rothbaum, Foa, Riggs, 
Murdock, & Walsh, 1992) and some people meet criteria for acute stress 
disorder, in which the symptoms are similar to PTSD but last less than 1 
month. In at least half of all trauma survivors, complete recovery from 
PTSD occurs within 3 months, even in the absence of treatment (American 
Psychiatric Association, 2013). If symptoms persist longer than 3 months, 
then PTSD is likely to be chronic. Symptoms may wax and wane over time, 
often in response to life stressors. PTSD may go into partial remission and 
reemerge later on, sometimes years later. Symptom reemergence may occur 
in response to reminders of the original trauma or be triggered by addi-
tional life stressors (American Psychiatric Association, 2013).

Most cases of PTSD develop shortly after the traumatic event. How-
ever, in a minority (4–6%) of people the disorder does not develop until 
months, years, or even decades afterward (Bryant & Harvey, 2002; Gray, 
Bolton, & Litz, 2004). Research suggests that there may be two forms of 
delayed-expression PTSD, one in which the person has little or no psy-
chopathology after the trauma (i.e., truly delayed onset Gray et al., 2004), 
and another more common form consisting of posttrauma symptoms that 
gradually increase in severity (Bryant & Harvey, 2002). Stressors occur-
ring after the trauma may contribute to the development of both forms 
of delayed-onset PTSD (Ehlers, Mayou, & Bryant, 1998; Green et al., 
1990).
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Miguel had witnessed many horrors during his tour of duty in Liberia as a Red 
Cross physician. Poverty, disease, and the sight of mutilated land-mine victims 
were part of everyday life, and he was required to be in the company of military 
protection because of the risk of kidnapping. The impact of his experiences 
did not hit him until Miguel had returned home to the relative safety and luxury 
of California. He recovered from the physical exhaustion and sleep deprivation 
from the long hours working in Liberia and had also recovered from the vari-
ous ailments, such as dysentery, that he had acquired over there. But as his 
body recovered, his mind turned more and more to dwell on the horrors and 
hardships he had encountered. Many things in his California town reminded 
him of Liberia, because they were the very opposite of what he had seen. The 
enormous, brightly lit display of fresh fruit and vegetables in his neighborhood 
supermarket, for example, reminded Miguel of the starvation and lack of clean 
drinking water in Liberia. During the months following his return to Califor-
nia, Miguel’s PTSD gradually worsened in frequency and intensity, despite his 
efforts to force the tormenting memories from his mind.

PREVALENCE

The prevalence of PTSD depends, in part, on the prevalence of traumatic 
events where the person lives and works. In North America, the lifetime 
prevalence of PTSD is approximately 9% (American Psychiatric Associa-
tion, 2013), although it is higher among particular subgroups, such as peo-
ple who have risky professions (e.g., people in the military, emergency ser-
vices workers, police officers, sex-trade workers). For example, the lifetime 
prevalence of PTSD among combat veterans is 22–31% (Kulka et al., 1990; 
Prigerson, Maciejewski, & Rosenheck, 2002). The prevalence of PTSD is 
also higher in countries in which there is widespread persecution of ethnic 
groups or ongoing armed conflicts (Atwoli, Stein, Koenen, & McLaughlin, 
2015). To illustrate, one epidemiological survey found the lifetime preva-
lence of PTSD to be 37% in Algeria, 28% in Cambodia, 16% in Ethiopia, 
and 18% in Gaza (de Jong et al., 2001).

Women have a higher lifetime prevalence of PTSD than men (Kilpat-
rick et al., 2013; Luz et al., 2016; Perrin et al., 2014), even after control-
ling for frequency of exposure to traumatic events (Breslau, 2002). This 
may be due to differences in the types of trauma that men and women 
are most likely to experience. Men more often experience physical assault, 
and women more often experience sexual assault as both adults and chil-
dren (Tolin & Foa, 2006). Sexual assault, compared to physical assault, is 
more likely to cause PTSD in both genders (Kilpatrick & Acierno, 2003). 
This may be partly because rape has all kinds of stressful sequelae, such 
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as sexually transmitted disease, unwanted pregnancy, and aversive experi-
ences that may arise when reporting the assault to police or testifying in 
court.

SOCIAL AND ECONOMIC COSTS

PTSD can have devastating social costs, including profound disruptions to 
families and relationships. Family members may find themselves “walk-
ing on eggshells” to avoid upsetting the person with PTSD. They may not 
be able to walk up unannounced behind the person without him or her 
becoming startled and distressed. Numbing and withdrawal in PTSD suf-
ferers can lead their families to feel estranged from them. PTSD-related 
anger and aggression may be associated with domestic violence. Such prob-
lems, along with hyperarousal-related concentration difficulties, can also 
impair occupational functioning.

Economic costs associated with PTSD include work absenteeism and 
health care costs. People with PTSD are more likely to receive medical 
attention for emotional and general medical problems than those without 
the disorder (Ferry et al., 2015; Hunter, Yoon, Blonigen, Asch, & Zulman, 
2015; Walker et al., 2003). The latter includes medically unexplained symp-
toms (e.g., various forms of pain such as recurrent headache) and general 
medical conditions that may be associated with chronic hyperarousal (e.g., 
hypertension). When aggregated, the economic costs of PTSD are likely to 
be considerable (McCrone, Knapp, & Cawkill, 2003).

VARIETIES OF TRAUMA

What Qualifies as a Traumatic Stressor?

When PTSD was introduced in DSM-III (American Psychiatric Association, 
1980), it was said to arise only if the person had been exposed to a stressor 
that is generally outside the range of usual human experience. There were 
two problems with this definition. First, DSM-III presupposed that stress-
ors could be objectively defined as traumatic. Although some stressors are 
likely to be terrifying ordeals for virtually everyone (e.g., brutal rape or tor-
ture), the stressfulness of other events depends on how the person interprets 
them. Exposure to a natural disaster, such as a flood or hurricane, may be 
terrifying for one person, challenging but not traumatic for another, or an 
exciting adventure to yet another. Accordingly, the person’s appraisal of 
the event is integral in defining whether or not it is traumatic. The second 
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problem was that some events defined as traumatic under DSM-III are 
not outside the range of usual human experience. Epidemiological surveys 
have shown that sexual and physical assaults are unfortunately common 
in many countries, including Western countries (Breslau, 2002). In light 
of these concerns, DSM-IV and DSM-5 revised the definition so that the 
event need not be outside the usual range of experience. There is a long list 
of events that could be classified as traumatic stressors. Direct experiences 
can qualify as traumatic, such as military combat, violent personal assault 
(sexual assault, physical attack, robbery), being kidnapped, being taken 
hostage, a terrorist attack, torture, incarceration as a prisoner of war or in 
a concentration camp, natural or technological disasters, severe automo-
bile accidents, being diagnosed with a life-threatening illness, or being a 
survivor of a botched medical or surgical procedure (e.g., awareness under 
anesthesia).

Torture provides a chilling illustration of the multifaceted nature of 
directly experienced traumatic experiences. There are several elements of 
torture that may act to accentuate its impact on PTSD symptoms (Silove, 
Steel, McGorry, Miles, & Drobny, 2002). The abuse is deliberate, and 
the perpetrators use methods that maximize fear, dread, and debility of 
the victim. The trauma is inescapable, uncontrollable, and often repeti-
tive, and conditions between torture sessions (such as solitary confinement) 
undermine the recovery capacity of the victim. The torturer may attempt to 
induce feelings of guilt, shame, anger, betrayal, and humiliation, which can 
erode the victim’s sense of security, integrity, and self-worth. Head injury 
or other lasting bodily damage may also be inflicted. For example, repeated 
beatings on the soles of one’s feet can result in permanent damage (by dam-
aging the spongy, cushioning tissue in the feet), making it painful to walk 
and thereby providing lasting reminders of the trauma.

Witnessed events can be traumatic, such as observing the serious injury 
or unnatural death of another person due to violent assault, accident, war, 
or disaster, or unexpectedly witnessing a dead body or body parts after a 
flood or earthquake. For example, handling of bodies or bodily remains 
(e.g., as part of mortuary duty after airline accidents or as part of military 
graves registration duty) can be associated with PTSD (Deahl, Gillham, 
Thomas, Searle, & Srinivasan, 1994; McCarroll, Ursano, Fullerton, Liu, 
& Lundy, 2001; Ursano & McCarroll, 1990). Participation in rescue work 
after disasters such as earthquakes can be similarly traumatizing, due to 
exposure to mutilated bodies, particularly bodies of children, or because of 
the inability to rescue loved ones (Basoglu, Livanou, Salcioğlu, & Kalender, 
2003).

Learning about events experienced by others can also be traumatizing, 
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such as learning that a loved one has experienced a violent personal assault 
or serious injury. To illustrate, Bernice, a 45-year-old mother of two, 
learned of the violent gang-related death of her son. Although she obtained 
only sketchy details of the incident from the police and local newspapers, 
the information was enough for Bernice to imagine various scenarios about 
how her son was swarmed by assailants, beaten, and killed.

Criterion Bracket Creep

In terms of the DSM-IV definition of traumatic stressors, a range of other 
events could be defined as traumatic, even seemingly trivial ones. When 
the movie The Exorcist was released in 1973, there were reports of peo-
ple developing PTSD-like symptoms after seeing the film. After watching 
the movie, one person, for example, became terrified that the devil might 
possess him because of all the bad things he had done in his life. He suf-
fered from this fear for about 4 weeks, along with insomnia, irritability, 
decreased appetite, and inability to remove scenes of the film from his 
mind. Eventually, his problems resolved after he presented for treatment at 
a local hospital (Bozzuto, 1975).

Should such cases be defined as PTSD? Some have argued that dis-
tressing but relatively minor events genuinely qualify as traumatic stressors 
(Avina & O’Donohue, 2002; Weaver, 2001). McNally (2003b) referred 
to the increasingly liberal definition of the concept of traumatic stressor 
as criterion bracket creep. According to McNally, bracket creep is some-
thing that seriously imperils the credibility of the diagnosis of PTSD: “The 
more we identify noncatastrophic events as stressors deemed capable of 
producing PTSD, the less likely it is that we will ever discover any common 
mechanisms that mediate PTSD symptoms” (p. 280). Not all investigators 
share this view (e.g., Brewin, 2003). In fact, the liberal definition of a trau-
matic stressor (for diagnosing PTSD) is consistent with a diathesis–stress 
conceptualization of the disorder; the greater a person’s diathesis (predis-
position) for developing PTSD, the smaller the amount of stress required 
to precipitate the disorder. Thus, it seems unlikely that criterion bracket 
creep will threaten the credibility of the diagnosis of PTSD, nor will it 
impede our efforts to understand the basic mechanisms of the disorder. 
Consistent with this conclusion, research indicates that PTSD varies along 
a continuum of severity rather than being a categorical (present or absent) 
entity (Ruscio, Ruscio, & Keane, 2002), and studies show that even non-
traumatic stressors can give rise to PTSD-like symptoms (Horowitz, 2001; 
Mol et al., 2005).

DSM-5 attempted to deal with this contentious issue by restricting 
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the nature of stressors that were defined as traumatic. Vicarious exposure 
to horrifying events qualified as a DSM-5 trauma only under certain cir-
cumstances; for example, police officers repeatedly exposed to details of 
child abuse as part of their work. Watching horrific events on the evening 
news no longer qualifies as trauma exposure according to DSM-5, unless 
such events involve a loved one or someone that the individual personally 
knew. Superficially, this seemed to deal with the issue of criterion bracket 
creep. However, DSM-5 includes many other categories of trauma- related 
disorders, so even though some relatively minor form of vicarious exposure 
might not warrant a diagnosis of PTSD, the person could be diagnosed 
with any of several traumatic- or stress-related disorders in DSM-5, includ-
ing the residual (“not otherwise specified”) categories.

The Burden of Accumulated Adversity

Cumulative exposure to traumas increases the risk of PTSD (Fullerton, 
Ursano, & Wang, 2004). Exposure to lesser stressors before or after the 
traumatic event can also add to the burden of accumulative adversity 
(Alonzo, 1999). To illustrate, for both female and male soldiers, sexual 
harassment and racial discrimination have also been found to be incremen-
tal risk factors for PTSD (Fontana, Litz, & Rosenheck, 2000; Loo et al., 
2001). The more stressful and less supportive the soldier’s working environ-
ment, the greater the likelihood that a traumatic stressor will give rise to 
PTSD.

Stressors may be linked in a cascading fashion, where the traumatic 
event is followed by stressful sequelae. A rape survivor may believe that 
the sexual assault was the worst part of her experience but then encoun-
ter a nightmarish coda, where police, lawyers, parents, or friends accuse 
her of exaggerating or even fabricating the assault. In cases of childhood 
sexual abuse, the associated stressors can include the effects of disclosing 
the abuse, such as family disruptions (e.g., the removal of children from the 
family home by social workers) and blame from other siblings for “break-
ing up” the family. A survivor of genocide may be confronted with govern-
ment officials who deny the atrocities ever happened. An adolescent with 
third-degree burns from a house fire may be mortified to find that she is 
frequently taunted with names like “Scarface” when she returns to school. 
A survivor of an aircraft accident may discover that the worst part of the 
ordeal is the way that he is treated in the hospital emergency room, where 
he lies cold and naked on a hospital gurney, awaiting some unknown sur-
gical intervention while not knowing the nature or severity of his injuries. 
A factory worker may lose an arm in a chance industrial mishap and then 
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have to endure insurance or worker’s compensation hearings in which she 
is told it was her own fault. Such sequelae can be equally or even more dis-
turbing than the actual traumatic event.

PTSD SYMPTOMS: A CLOSER LOOK

Many of the symptoms of PTSD are self-explanatory, although some 
require further explanation and illustration in order to highlight their fea-
tures and variants.

Reexperiencing

Recurrent, Intrusive Recollections

Recurrent, intrusive recollections and dreams are the most common reexpe-
riencing symptoms (American Psychiatric Association, 2013). Some patients 
report that every time they close their eyes they are met with unwanted 
images of the trauma. Intrusive recollections may also include other sensory 
experiences, such as smells, tastes, or sounds, as well as the emotions experi-
enced at the time of the trauma, such as horror, dread, or helplessness (Foa & 
Rothbaum, 1998; van der Kolk, McFarlane, & Weisaeth, 1996; Vermetten 
& Bremner, 2003).

Some clinicians have made the controversial claim that intrusive rec-
ollections can come in the form of “body memories,” that is, episodes in 
which the person has bodily sensations resembling those experienced at 
the time of the trauma, but occurring without conscious recollection of 
the trauma (Brown, Scheflin, & Hammond, 1998; Rothschild, 2000; van 
der Kolk, 1994). The problem with this idea is the difficulty determining 
what qualifies as a body memory. A person might have palpitations dur-
ing a physical assault. Does that mean that all subsequent palpitations are 
body memories of the traumatic event? Clearly, no. Many bodily sensations 
that are purported to be body memories are simply manifestations of the 
person’s psychophysiological reactions to a trauma cue, or to any other 
stressor for that matter (McNally, 2003b). Bodily sensations experienced 
during the trauma might be triggered by later exposure to trauma cues 
(e.g., chest pain; Salomons, Osterman, Gagliese, & Katz, 2004), but these 
are typically accompanied by conscious recollections of the trauma. Here, 
the person is simply recalling intense somatosensory aspects of the trauma 
along with other details of the trauma. This is not a “body memory,” as 
the term is used.
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Nightmares

Some nightmares clearly qualify as reexperiencing symptoms. To give a 
historical example, in 1666 Samuel Pepys described what happened to him 
after surviving the Great Fire of London: “It is strange to think how to 
this very day I cannot sleep at night without great terrors of the fire; and 
this very night could not sleep to almost two in the morning through great 
terrors of the fire” (cited in Daly, 1983, p. 66). In other cases it can be 
more difficult to determine whether a patient’s nightmares qualify as reex-
periencing symptoms. As noted in DSM-IV and DSM-5, reexperiencing 
symptoms in children may take the form of anxiety-evoking dreams that 
may not appear to be directly linked to the trauma. The same is observed 
in adults. Sexual assault survivors may report recurrent dreams about the 
actual assault, as well as other recurrent, threat-related dreams (e.g., night-
mares of being chased or cornered by some malevolent character that they 
cannot clearly identify). A general rule of thumb is to classify thematically 
related dreams as reexperiencing symptoms.

Flashbacks

This is a widely used but often misunderstood term. The general public 
(and patients) typically equate flashbacks with intrusive recollections. 
Diagnostically, however, flashbacks are dissociative episodes in which the 
person believes, or behaves as if, the traumatic event were actually occur-
ring; the person is reliving, not simply recalling, the event. Flashbacks can 
range in severity from brief visual or other intrusions about the traumatic 
event, without the loss of reality orientation, to a complete loss of aware-
ness of one’s surroundings (American Psychiatric Association, 2013). They 
may involve hallucinatory phenomena, such as hearing cries of the dying or 
seeing images of the dead. Flashbacks are rare and typically last only a few 
moments (American Psychiatric Association, 2000, 2013).

Reexperiencing and Trauma Cues

To understand the clinical nature of experiencing symptoms it is important 
to consider the manner in which the symptoms naturally occur. There is 
an endless range of stimuli that might trigger reexperiencing symptoms. 
Sometimes cues are subtle and highly idiosyncratic and can be easily over-
looked by the clinician, especially for highly avoidant patients, who try to 
avoid thinking about and discussing aspects of their traumatic experiences. 
Patients might also be too embarrassed, ashamed, or disgusted to mention 
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some trauma cues. Sexual arousal, for example, can trigger trauma memo-
ries in some survivors of sexual assault, especially if they found themselves 
becoming sexually aroused during the assault.

Visual stimuli are common trauma cues. One patient, a torture sur-
vivor whose torturers had ground broken glass into his torso and face, 
became extremely distressed whenever he saw broken glass. Gustatory, 
olfactory, and tactile stimuli can also serve as trauma cues. One patient, 
who was sexually abused as a child by a neighbor, was given a candy bar 
as a “treat” after each episode of abuse. Thereafter, whenever she tasted 
candy she recalled the abuse, along with a vivid recollection of the taste of 
semen. The smell of cooked or rotting meat can trigger memories of burned 
or decaying corpses in veterans of combat or survivors of natural disasters.

Avoidance

Common Forms of Avoidance

These include the avoidance of trauma cues, as well as avoidance of things 
that resemble or symbolize the trauma. For example, PTSD clients may 
avoid watching television news coverage of wars (for combat veterans), 
avoid banks (for people who have been in hold-ups), or avoid having con-
tact with his or her parents or siblings (for survivors of childhood physical 
or sexual abuse).

Subtle Avoidance

Some forms of avoidance can be quite subtle. A survivor of domestic vio-
lence, for example, might talk in a whisper and refrain from making eye 
contact in order to avoid “provoking” men by seeming too assertive. Avoid-
ance can extend to attempts to avert the experience of trauma-related bodily 
sensations (Taylor, 2004). Bodily sensations associated with extreme hyper-
arousal, such as palpitations, shortness of breath, and dizziness, commonly 
occur during or shortly after traumatic experiences. These sensations may 
combine to take the form of peritraumatic panic attacks. Such bodily sen-
sations can subsequently become cues or reminders of the traumatic event 
(Wald & Taylor, 2008). Such patients may try to refrain from physical exer-
tion as a means of avoiding the feared bodily sensations.

Adaptive versus Maladaptive Avoidance

Not all forms of avoidance are maladaptive. Some forms of trauma-related 
avoidance can be highly adaptive, for example, avoiding dangerous parts 
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of town. These patterns of behavior should not be classified as PTSD symp-
toms. The distinction between adaptive and maladaptive avoidance is 
neglected in DSM-IV and DSM-5, although it is important when it comes 
to treatment planning. We don’t want to encourage patients to engage in 
objectively dangerous exposure exercises.

Emotional Numbing

Restricted Range of Affect and Diminished Interest in Activities

People suffering from emotional numbing may be unable to experience lov-
ing feelings toward significant people in their lives. They may have lost 
their sense of humor and enjoyment of things they formerly found enter-
taining. Their emotional palette may consist of a blend of aversive emotions 
(e.g., anxiety, anger, sadness) interspersed with periods in which they feel 
nothing at all.

Some people with severe emotional numbing describe feeling “dead 
inside,” while others report that it is as if “someone has turned down the 
volume” on their emotional resonance with the world. Phenomenologi-
cally, numbing and dissociation overlap with one another. The numbing of 
one’s emotional resonance with others, particularly with significant others, 
can be associated with a sense that the world around oneself is unreal, as if 
the person were viewing the world as a spectator rather than a participant.

Detachment and Estrangement from Others

Finding that other people cannot understand what one has been through 
can lead to a feeling of estrangement from others. One patient had recently 
returned from peacekeeping duty in a strife-torn Eastern European coun-
try. Prior to deployment he had enjoyed a full and active social life. Upon 
returning home he felt suspicious of and disconnected from people. If he 
met someone new in a local bar, he tended to see him as a potential adver-
sary—someone who could produce a weapon and might need to be “sub-
dued.” He tried to explain to his longtime friends how his military experi-
ences had led him to see a side of humanity that most civilians would never 
see, and how this had changed his worldview. His friends didn’t seem to 
understand. This compounded his sense of alienation.

Sense of a Foreshortened Future

As a result of trauma exposure, people may come to see themselves as vul-
nerable to harm and may come to regard the world as malevolent. This can 
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lead them to conclude that they are unlikely to live long enough to have a 
normal life span.

Hyperarousal

Insomnia

There are various forms of insomnia associated with PTSD, including 
initial insomnia (difficulty falling asleep) and middle insomnia (difficulty 
staying asleep; Krakow, Hollifield, et al., 2001). Middle insomnia may be 
a product of heightened arousal or it may be due to recurrent nightmares 
that awaken the person. Similarly, initial insomnia may reflect an arousal 
problem, or it may be specifically associated with worry about sleep (e.g., 
worry about having terrifying nightmares).

Hypervigilance

Here, the person is clearly watchful and may appear to be highly alert or 
vigilant. One might choose to sit in particular locations in public places—
for example, in the corner of a restaurant, with one’s back to the wall and 
facing the door—in order to scan for threat, or express an exaggerated 
concern for the safety of oneself, or of one’s home, or of significant others. 
The person might also engage in checking rituals, such as checking that the 
doors and windows are safely secured at night.

Concentration Difficulties

The person might find that special effort is required to concentrate on tele-
vision programs or to read newspapers, or might lose track of conversa-
tions. The person might fail to complete activities because he or she loses 
focus and becomes distracted. Concentration difficulties can arise because 
the person is preoccupied with intrusive thoughts of the trauma, or because 
he or she is scanning the environment for threat instead of focusing on the 
task at hand. Concentration difficulties may be compounded by excessive 
daytime sleepiness due to insomnia.

Exaggerated Startle Response

People with an exaggerated startle response may report that they often 
feel “jumpy” and that it takes them some time to calm down after being 
startled. Exaggerated startle response is important because of its potential 
interpersonal or other consequences. For example, combat veterans with 
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exaggerated startle responses may “reflexively” become physically aggres-
sive when startled. Exaggerated startle is also an important problem for 
people with PTSD arising from road traffic collisions (Fairbank, DeGood, 
& Jenkins, 1981). One patient, for example, became startled when a truck 
suddenly roared past her while she was driving on a freeway. As she startled 
she jammed her foot on the brake and her car went into a spin. Other 
vehicles were able to avoid her car and nobody was injured. Fortunately, 
such incidents are rare.

Irritability and Anger

People with trauma-related irritability or anger may find that they become 
enraged at the slightest provocation. They may become unusually irritated 
or angry about being exposed to unwanted noise, such as the sound of a 
television in a neighboring apartment, or the sound of a car alarm going off 
at night. Survivors of crime, torture, or genocide may angrily ruminate over 
fantasies of revenge or reparation (Wilson, 2001), especially if they were 
humiliated as a result of the event (Lee, Scragg, & Turner, 2001).

Trauma-Related Guilt

Guilt can be defined as an unpleasant feeling such as remorse or regret, 
accompanied by the belief that one should have thought, felt, or acted dif-
ferently, based on an internalized set of standards (Kubany & Manke, 
1995). People who have lived through traumatic events may experience 
painful feelings of guilt about the things they did or didn’t do. Trauma-
related guilt is common among various trauma populations, including 
combat veterans, survivors of spousal abuse, and rape or incest survivors 
(Glover, 1984; Kubany et al., 1996). A combat veteran, for example, may 
feel guilty about the things he or she did in order to survive, such as leaving 
wounded comrades behind as the enemy advanced. A rape survivor may 
experience guilt about not fighting back against the assailant, even though 
it might have been dangerous to do so. A survivor of domestic violence may 
feel guilty for not having left the relationship sooner.

Trauma-Related Shame

Shame and guilt are related but distinct emotions. Guilt involves a focus on 
the wrongness or badness of one’s actions, whereas shame involves a global 
labeling that one is a bad person (e.g., “I feel so dirty and ugly”; Tangey, 
1990). Thus, shame can be a painfully devastating emotion in which the 
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whole self is damned, leaving the person feeling worthless and powerless, 
along with feeling a desire to hide or escape from others (Gramzow & 
Tangey, 1992; Tangey, 1991). Trauma-related shame is an important but 
often overlooked associated feature of PTSD.

Commonly Comorbid Conditions

PTSD is commonly comorbid with many psychiatric disorders, includ-
ing other anxiety disorders, mood disorders, and substance use disorders 
(Breslau, Davis, Andreski, & Peterson, 1991; Kessler, Sonnega, Bromet, 
Hughes, & Nelson, 1995; Kilpatrick et al., 2003). To illustrate, Breslau et 
al. (1991) found that 83% of people with PTSD also had at least one other 
disorder, most commonly substance abuse or dependence (43%), major 
depression (37%), or agoraphobia (22%).

It could be argued that the high rates of depression in people with 
PTSD are a function of symptom overlap; some numbing and hyperarousal 
symptoms overlap with depressive symptoms. However, PTSD and depres-
sion are commonly comorbid even after symptom overlap has been taken 
into consideration (Blanchard, Buckley, Hickling, & Taylor, 1998).

The high co-occurrence of PTSD with substance use disorders, such 
as alcohol abuse or dependence, may reflect inappropriate, albeit intermit-
tently effective, stress reduction strategies (Kilpatrick & Acierno, 2003). 
Consistent with this theory, most studies have found that PTSD precedes 
substance abuse or dependence, although in some cases substance use 
disorders precede PTSD (Jacobsen, Southwick, & Kosten, 2001). In the 
latter situation, substance intoxication, and consequent foolhardiness or 
impaired judgment, may increase the risk of getting into a dangerous (trau-
matic) situation.

Some trauma populations are at risk for other forms of comorbidity. 
Survivors of industrial accidents or road traffic collisions are at increased 
risk for accident-related injuries (e.g., tissue and nerve damage) accompa-
nied by chronic pain (Asmundson, Coons, Taylor, & Katz, 2002). Burn 
patients are also at increased risk for chronic pain as a result of tissue dam-
age. Survivors of sexual assault may experience tissue damage and chronic 
pain as a result of forced penetration. Pain itself may be traumatizing and 
may serve as a reminder of the trauma. PTSD hyperarousal symptoms 
can be associated with heightened muscle tension or muscle spasms, and 
resulting pain. Thus, pain and PTSD can mutually exacerbate one another 
(Asmundson et al., 2002; Sharp & Harvey, 2001).

PTSD may be associated with mild traumatic brain injury (TBI). Accord-
ing to DSM-5, “Among U.S. military personnel and combat veterans who 
have been deployed to recent wars in Afghanistan and Iraq, co-occurrence 
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of PTSD and mild TBI is 48%” (American Psychiatric Association, 2013, 
p. 280). Some researchers have challenged such claims, arguing that TBI 
is overdiagnosed in combat veterans and that problems attributed to TBI 
are actually the result of psychological trauma and daily stresses (Hinton 
& Good, 2016). PTSD and TBI have many symptoms in common, which 
makes it difficult to distinguish between the two and also makes it difficult 
to determine whether both disorders are present in a given patient. Symp-
toms common to both conditions include concentration difficulties, anger 
problems, and the inability to recall important aspects of the trauma. Intru-
sive recollections, which are a cardinal feature of PTSD, are symptoms that 
best distinguish PTSD from TBI (Gill, Mullin, & Simpson, 2014).

PTSD also may be associated with features of personality disorders 
(American Psychiatric Association, 2000, 2013), particularly the features 
called “complex PTSD” or “disorders of extreme stress, not otherwise spec-
ified.” These features resemble borderline personality traits (e.g., impaired 
affect modulation, impulsive behavior, identity disturbance, impaired rela-
tionships) (American Psychiatric Association, 2000, 2013; Herman, 1997). 
Such personality pathology has been identified in PTSD patients who have 
endured various forms of chronic or repetitive traumas (Jongedijk, Carlier, 
Schreuder, & Gersons, 1996; McLean & Gallop, 2003; Roth, Newman, 
Pelcovitz, van der Kolk, & Mandel, 1997) and in some cases in which the 
person has experienced a discrete, single-episode trauma (Taylor, Carleton, 
& Asmundson, 2006). Personality pathology may predate trauma expo-
sure and PTSD, or, in other cases, personality disturbance and PTSD may 
both be consequences of traumatic events.

The controversy about whether complex PTSD is a unique, empirically 
based diagnosis in its own right has raged for decades (Friedman, 2014). 
Complex PTSD is not recognized as a distinct disorder in either DSM-IV 
or DSM-5. An advantage of the concept of complex PTSD is that it cap-
tures some of the comorbidity commonly seen in patients with a history of 
repeated interpersonal trauma. Disadvantages are the vagueness and the 
heterogeneity of traits and symptoms subsumed by the concept. Regardless 
of whether complex PTSD is a distinct diagnostic entity, researchers have 
developed treatment protocols for such clinical presentations (De Jongh et 
al., 2016; also see Chapter 5).

PTSD ACROSS THE LIFESPAN

Children

The experience of, and reactions to, traumatic events depends on the per-
son’s level of cognitive development. If children are too young to understand 
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what is happening to them (e.g., a developmentally inappropriate sexual 
experience without actual injury or perceived violence), then they may not 
experience the event as traumatic and therefore may not develop PTSD. 
However, PTSD may later emerge if they come to recognize what had hap-
pened to them (American Psychiatric Association, 2013; Foa, Steketee, & 
Rothbaum, 1989; Kilpatrick et al., 1989). For example, children who suf-
fered sexual abuse or severe neglect early in childhood may develop PTSD 
years later, in early adolescence, when knowledge related to sexual behav-
ior is acquired (Briggs, Nooner, & Amaya-Jackson, 2014).

Children old enough to interpret events as traumatic (e.g., aged 4–7 
years or older) generally have emotional responses similar to those of adults 
(Caffo & Belaise, 2003). To illustrate, Fletcher (1996) conducted a meta-
analysis of 34 samples totaling 2,697 of such children who had experienced 
trauma. Children were comparable to adults in terms of the prevalence of 
PTSD and in the frequency of PTSD symptoms. The rates of diagnosed 
PTSD did not differ markedly across developmental levels. However, there 
are some differences in the way that PTSD symptoms are manifested (Amer-
ican Psychiatric Association, 2000, 2013; Salmon & Bryant, 2002). Chil-
dren, compared to adults, may be more likely to have aggressive behavioral 
problems after trauma exposure (Briggs et al., 2014).

Young children typically do not have the sense that they are reliving 
the traumatic event. Instead, reliving may be expressed through repeti-
tive drawings or play (e.g., the reenacting of the car crash described in the 
opening case). Nightmares of the event need not be of the traumatic event 
(American Psychiatric Association, 2013) and can evolve over time into 
distressing dreams of monsters or other threats to oneself, or of rescuing 
others. There also may be “omen formation,” consisting of the belief that 
one can foretell future ominous events. Hyperarousal symptoms may be 
expressed as headaches or stomachaches. Developmental regression, such 
as loss of language in young children, may occur (American Psychiatric 
Association, 2013). Adolescents and adults may show these various fea-
tures, but they are more common in children.

Trauma-related avoidance in children can have important interper-
sonal repercussions. Many children (and adolescents) who survive trau-
matic events find it difficult to discuss their feelings with family members 
or peers and may interpret reticence on the part of peers to ask about the 
event as a form of rejection (Yule, 2001). Parents may mistakenly believe 
that the child has forgotten about the traumatic event because he or she 
doesn’t talk about it; it is common for young children to tell outsiders (e.g., 
a therapist) about the details of traumatic events while keeping them from 
their parents for fear of upsetting them (Yule, 2001).
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Disorders that are commonly comorbid in childhood PTSD include 
phobias (e.g., fear of the dark or fear of using the toilet alone; Scheer-
inga, Zeanah, Drell, & Larrieu, 1995), separation anxiety disorder, oppo-
sitional disorder, and mood disorders (American Psychiatric Association, 
2013). These may impair the growth of academic skills and friendships 
(McCloskey & Walker, 2000).

It has been claimed that very young children (e.g., 1–3 years of age) can 
develop PTSD-like syndromes (Keren & Tyano, 2000; Scheeringa, Zeanah, 
Myers, & Putnam, 2003). This theory is controversial, partly because of 
the difficulty in determining whether a given problem behavior is trauma-
related or whether it is due to other factors (e.g., the emergence of the fear of 
strangers is a normal milestone in childhood development; Cox & Taylor, 
1999). Abused infants or toddlers may exhibit developmental delays, such 
as learning disorders, language disorders, motor disorders, poor emotional 
regulation, and poor socialization skills (Streeck-Fischer & van der Kolk, 
2000). The cause of these deficits is unclear. It is possible that they could be 
a result of psychological abuse, or they could be due to more basic depriva-
tions (e.g., poor nutrition, or being raised in an unstimulating environment 
in which learning opportunities are limited, or head injury associated with 
physical abuse).

Older Adults

The greatest distinguishing feature of PTSD in older people, compared to 
younger adults, is its apparent emergence or worsening in late life, after 
decades of producing few or no symptoms (Hyer, Summers, Braswell, & 
Boyd, 1995; Peters & Kaye, 2003; van Achterberg, Rohrbaugh, & South-
wick, 2001). Among older adults, limitations in social activities (e.g., due 
to difficulty getting about), and deteriorations in health and cognitive func-
tioning can aggravate PTSD symptoms (American Psychiatric Association, 
2013).

Various explanations have been offered for the late-life delayed expres-
sion of PTSD, including job retirement with loss of daily structure and social 
contact (and increased time to dwell on past experiences) and increased 
exposure to death or other losses reminiscent of past trauma (van Achter-
berg et al., 2001). The organizational practices of long-term care facilities 
may confront the person with a variety of trauma cues that he or she had 
managed to avoid throughout much of adulthood. For survivors of child-
hood sexual abuse, for example, old-age institutions can have many fea-
tures reminiscent of childhood abusive settings. Residents may have little 
or no privacy, they may be exposed to naked bodies of other residents, and 
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they have little control over who touches them or how (e.g., being handled, 
toileted, bathed, or checked) (Peters & Kaye, 2003).

Several case studies have described the worsening or apparent emer-
gence of PTSD among trauma survivors with dementia (Johnston, 2000; 
Mittal, Torres, Abashidze, & Jimerson, 2001; van Achterberg, Rohrbaugh, 
& Southwick, 2001). To illustrate, one case involved a 95-year-old woman 
who had probable Alzheimer’s disease (van Achterberg et al., 2001). She 
had apraxia, agnosia, and was no longer able to recognize family members. 
When she was 22 years old she had survived the sinking of the Titanic. 
Throughout her life she refused to talk about her involvement in this 
famous event. Aside from long-standing avoidance, her family could not 
recall any evidence of other PTSD symptoms, such as nightmares or hyper-
arousal (although she may have had some symptoms that she avoided men-
tioning). In the nursing home, she began to have periods of extreme agita-
tion, accompanied by vivid reexperiencing: “For example, when placed in 
the day room with other residents, she would become markedly distressed, 
calling out ‘The water is coming up! Go to the lifeboats! Save the children! 
We’ll all be dead!’ ” (van Achterberg et al., 2001, p. 206).

The mechanism of dementia-related PTSD emergence or exacerbation 
remains to be elucidated, although there are several plausible possibilities. 
In some cases the person’s PTSD has been in full or partial remission until 
the onset of dementia. Neurodegeneration of memory pathways may dis-
inhibit recollections of trauma memories (Mittal et al., 2001) or disinhibit 
previously “extinguished” fears of trauma-related stimuli (see Chapter 4 on 
the role of the orbital frontal cortex in inhibiting limbic system activity). 
Another possibility is that with dementia-associated impairment in memory 
for recent events, longer-term memories such as long-standing traumatic 
memories may become more salient. With a dementia-related decline in 
reality testing, recollections of the trauma may increasingly take the form 
of dissociative reliving of the event (flashbacks).

CULTURAL CONSIDERATIONS

Is PTSD a culturally universal syndrome or it is culturally bound to con-
temporary Western society? Historical sources have identified PTSD symp-
toms in trauma survivors in various wars, including the U.S. Civil War 
and World Wars I and II (Dean, 1997; Kardiner, 1941; Lerner, 2003). 
There is also possible evidence of PTSD symptoms in antiquity, such as in 
the Epic of Gilgamesh, written between 2027 and 2003 b.c.e. (Ben-Ezra, 
2002; Birmes, Hatton, Bruner, & Schmitt, 2003). These findings are not 
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surprising because the fundamental features of PTSD symptoms—such as 
the acquisition of trauma-related fear and avoidance, and increased vigi-
lance for threat—likely arise from basic survival mechanisms.

PTSD has been identified in a range of contemporary cultures (Good, 
DelVecchio, & Grayman, 2016), including the cultures in Afghanistan, 
Cambodia, China, Colombia, Ecuador, Fiji, Japan, Mexico, Nepal, South 
Africa, Sudan, Somalia, Sri Lanka, and Vietnam (Elbert & Schauer, 2002; 
Marsella, Friedman, Gerrity, & Scurfield, 1996; Shrestna et al., 1988). 
McCall and Resick (2003) demonstrated that PTSD could be identified in a 
radically non-Western culture, that of the Kalahari Bushmen, hunter-gath-
erers from a region of southern Africa. PTSD symptoms (related to domes-
tic violence) were assessed by administering the diagnostic interviews in 
the difficult, click-laden Kalahari language. Despite this obstacle, PTSD 
symptoms could be readily identified.

After reviewing studies from a wide range of Western and non-West-
ern societies, Marsella et al. (1996) concluded that they could not find any 
ethnocultural group in which PTSD could not be identified, although the 
prevalence rates varied from one culture to another. Thus, PTSD is not 
simply a syndrome bound to Western culture.

There are, however, some ways in which the disorder or its associated 
features may differ over time and culture. Posttraumatic conversion reac-
tions, such as mutism, aphonia, or paralysis, were more common in previ-
ous wars (e.g., World Wars I and II) than they are today (Kardiner, 1941; 
Lerner, 2003). Such disorders are only occasionally seen today (Rothbaum 
& Foa, 1991; Wald, Taylor, & Scamvougeras, 2004). So there is some 
connection between historical epoch, culture, and PTSD, but this connec-
tion is mild at most, with cultural influences limited to the less common 
conversion symptoms (Ben-Ezra, 2003). This does not mean, however, 
that the treating clinician should ignore the patient’s cultural background. 
Background is important, for example, in establishing a therapeutic rela-
tionship.

Cultural factors are also important for understanding PTSD-related 
beliefs, because symptoms may be interpreted according to the local cul-
tural context. To illustrate, Cambodians may interpret nightmares as 
evidence that the dreamer’s wandering soul has encountered the dead or 
is under attack by hostile spirits (Hinton & Good, 2016). Somatic symp-
toms are also a common clinical presentation for trauma survivors in some 
cultures. To provide another Cambodian example, among trauma survi-
vors from this group, dizziness and neck soreness are common complaints 
(Hinton & Good, 2016). Other important cultural factors include the per-
son’s sociocultural context (e.g., residing among unpunished perpetrators 
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in postconflict settings) and acculturative stress in immigrants (American 
Psychiatric Association, 2013).

RISK FACTORS FOR PTSD

Estimates indicate that 40–60% of community adults have been exposed 
to trauma (Kessler et al., 1995; Yehuda & Wong, 2001), yet only a fraction 
develop PTSD (9%: American Psychiatric Association, 2013). This suggests 
that trauma alone is insufficient to cause PTSD and that other factors must 
be taken into consideration. One of the first steps in identifying vulner-
ability factors is to identify risk factors. These are variables that predict the 
development of PTSD. A risk factor need not play a causal role—it could 
simply be a correlate of a causal factor. One should not confuse risk factors 
with causal factors, although the former can provide clues about the latter.

There have been many studies of PTSD risk factors, which have been 
synthesized in narrative reviews and meta-analyses. Three classes of risk 
factors have been identified: pretraumatic, peritraumatic, and posttrau-
matic (American Psychiatric Association, 2013). Pretrauma risk factors 
include preexisting psychopathology, low intelligence, aversive social envi-
ronments (e.g., economic deprivation, family instability prior trauma expo-
sure), and family history of psychopathology (American Psychiatric Asso-
ciation, 2013; Brewin, Andrews,& Valentine, 2000; Ozer, Best, Lipsey, & 
Weiss, 2003; Xue et al., 2015). Peritrauma risk factors include the “dose” 
of trauma exposure and peritraumatic dissociation (American Psychiatric 
Association, 2013; Brewin et al., 2000; Ozer et al., 2003; Xue et al., 2015). 
Peritraumatic dissociation refers to the experience of dissociative symptoms 
during or immediately after the trauma (e.g., the sense that time has slowed 
down, perceiving one’s environment to be unreal, or feeling that one’s body 
is unfamiliar or unreal). Posttrauma risk factors include maladaptive cop-
ing (see Chapters 2 and 3) and aversive posttrauma environments (e.g., low 
social support, financial or other burdens, and new or ongoing adverse life 
events) (American Psychiatric Association, 2013; Brewin et al., 2000; Ozer 
et al., 2003; Xue et al., 2015).

Although the various predictors were statistically significant in meta-
analyses of PTSD risk factors, the effect sizes were not generally large. 
None of the risk factors was necessary or sufficient for developing PTSD 
(Ozer & Weiss, 2004). For example, although peritraumatic dissociation is 
a risk factor for PTSD, many people who dissociate do not develop PTSD, 
and many cases of PTSD arise in people who do not experience peritrau-
matic dissociation (Harvey & Bryant, 2002).
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Many of the risk factors for PTSD in children are similar to those for 
adults, including the level of exposure, extent of disruption of social sup-
port systems, and pretrauma levels of psychopathology (Caffo & Belaise, 
2003; Trickey, Siddaway, Meiser-Stedman, Serpell, & Field, 2012). Paren-
tal distress and psychopathology are also predictors of childhood PTSD 
(Davis et al., 2000). Parental modeling might play a role, especially for a 
traumatic event that has afflicted the entire family. Children who observe 
their parents becoming highly distressed by the trauma may be more likely 
to become distressed themselves. Consistent with this theory, persistent 
maternal preoccupations with her trauma and other trauma-related fam-
ily disruptions have been found to predict PTSD in children (Pynoos & 
Nader, 1993). Persistent separation from parents immediately after a natu-
ral disaster (such as a hurricane or flood), along with the loss of the child’s 
home, pets, toys, and friends, also predicts PTSD in children (Pynoos & 
Nader, 1993; Vernberg, La Greca, Silverman, & Prinstein, 1996). For chil-
dren living in families marred by severe marital conflict, PTSD symptoms 
can develop as a result of witnessing violence by one parent inflicted on the 
other (Rossman & Ho, 2000).

SUMMARY

PTSD is a complex and often chronic disorder that commonly co-occurs 
with many other disorders, including other anxiety disorders, mood dis-
orders, and substance use disorders. PTSD takes similar forms across the 
life span, although PTSD in children differs in some ways from that of 
adults. PTSD takes a similar form across diverse cultures. Many people 
are exposed to traumatic events and yet only a few develop PTSD. Various 
risk factors have been identified, such as peritraumatic dissociation and low 
social support.
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C H A P T E R  2

Cognitive and 
Behavioral Features 

of PTSD
What the Research Tells Us

Cognitive-behavioral theories and research are tightly intertwined; 
empirical findings give rise to models of PTSD, and the models influence 
the directions pursued by empirical investigations. Even so, it is expedi-
ent to review theories and research in separate chapters rather than wade 
through a dense forest of conjecture, evidence, counterconjecture, and fur-
ther evidence. We will begin by reviewing the current state of knowledge 
on the cognitive and behavioral features of PTSD, including cutting-edge 
discoveries as well as established findings. Armed with this information, 
we will then consider, in the following chapter, which models are most 
promising.

We will begin by reviewing two empirical approaches used to study 
cognitive-processing abnormalities in PTSD. The first has examined 
whether PTSD is associated with general information-processing abnor-
malities, independent of the content of the information being processed. 
The second approach has focused on content-related abnormalities, such 
as selective attention to, or biased recall of, information that is specifically 
trauma-related. Later sections of the chapter review the role of beliefs in 
PTSD and the role of behavioral and interpersonal factors.
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GENERAL INFORMATION PROCESSING

Global Intelligence and Executive Functioning

Cross-sectional studies have shown that people with PTSD tend to have 
lower IQs than people who were exposed to trauma but did not develop 
the disorder (Aupperle et al., 2013; Stricker, Keller, Castillo, & Haa-
land, 2015). Longitudinal research further shows that lower premorbid 
IQ predicts subsequent PTSD even after controlling for trauma severity 
(Aupperle et al., 2013; Macklin et al., 1998). People with PTSD typically 
have IQs in the normal range, and so the effects of global intelligence on 
the risk for PTSD are relatively subtle (Aupperle et al., 2013; Hart et al., 
2008).

The reasons for the IQ–PTSD relationship may have to do with work-
ing memory capacity (discussed in more detail later in this chapter) and 
problem-solving ability. One facet of intelligence is the ability to solve 
problems. Recovering from the effects of trauma is certainly a problem to 
be solved (McNally, 2003a). Consistent with this, research indicates that 
PTSD is associated with subtle deficits in executive functioning (EF) (Polak, 
Witteveen, Reitsma, & Olff, 2012; Scott et al., 2015; Stricker et al., 2015). 
EF is an umbrella term encompassing cognitive processes that are neces-
sary for the cognitive control of behavior. These include planning, problem 
solving, working memory capacity, response inhibition, and the ability to 
interact flexibly in response to changing environmental demands. People 
with higher IQ (and superior EF) may have better cognitive ability to cope 
with the emotional impact of traumatic experiences (Schnurr, Rosenberg, 
& Friedman, 1993). In fact, problem-focused coping is correlated with 
positive outcome following trauma (Sutker, Davis, Uddo, & Ditta, 1995; 
Wolfe, Keane, Kaloupek, Mora, & Wine, 1993). People with higher IQ 
and superior language skills also may be those most likely to impose an 
adaptive meaning on their traumatic experiences (e.g., “This happened to 
me because of x, y, and z, and armed with this knowledge I can better deal 
with or avoid such situations in the future”), thereby facilitating recovery 
(Macklin et al., 1998). Other executive problems, including those concern-
ing response inhibition, could impair the ability to block the retrieval of 
unwanted memories and the ability to inhibit emotional responses (Stricker 
et al., 2015). The source of executive functioning deficits remains to be 
determined. One possibility is that hyperarousal (and associated height-
ened noradrenergic activity) may interfere with executive functioning 
(Scott et al., 2015). Other possibilities include pre-trauma deficits in execu-
tive functioning arising from some combination of unknown genetic and 
environmental factors (Pitman et al., 2012).
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Attention and Memory

Numerous studies and a recent meta-analysis have found that people with 
PTSD, compared to various types of controls (including trauma-exposed, 
non-PTSD controls), have deficits in sustained attention (Scott et al., 2015; 
Stricker et al., 2015). PTSD is also associated with deficits in working 
memory, that is, the ability to hold and manipulate information in short-
term storage (Brewin & Holmes, 2003; Koenen et al., 2001). Individual 
differences in working memory capacity appear to be related to the abil-
ity to prevent unwanted thoughts or memories from intruding into con-
sciousness. People with greater working memory capacity are better at sup-
pressing unwanted thoughts when instructed to do so under experimental 
conditions (Brewin & Beaton, 2002; Brewin & Smart, 2005). This may 
partly explain why lower intelligence, which is strongly related to working 
memory capacity, is a risk factor for PTSD (Brewin & Holmes, 2003). The 
patterns of memory impairment suggest dysfunction of the frontal lobe 
or hippocampus (Golier & Yehuda, 2002; Koenen et al., 2001), which is 
implicated in memory encoding and retrieval (see Chapter 4).

Several studies and meta-analyses have documented subtle impair-
ments in various aspects of verbal learning and memory (Brewin, Kleiner, 
Vasterling, & Field, 2007; Scott et al., 2015; Stricker et al., 2015). The 
deficits were not attributable to age or education, or to comorbid mood, 
anxiety disorders, or substance use disorders. Poor encoding of new infor-
mation and impaired retrieval is associated with PTSD, with little evidence 
of rapid forgetting (Brewin et al., 2007; Scott et al., 2015; Stricker et al., 
2015). Such deficits have been attributed problems with executive function-
ing (Brewin et al., 2007).

Autobiographical Memory

Autobiographical memory consists of recollections of episodes from one’s 
past (e.g., “Memory of the birth of my son, Alex, at St. Paul’s Hospital 
on August 7, 2004”) and factual knowledge about oneself (e.g., “Knowl-
edge that I am a father”) (Conway, Singer, & Tagini, 2004). People with 
PTSD, compared to people exposed to traumatic events without developing 
PTSD, have “overgeneral” autobiographical memories in that their recol-
lections are vague and lacking in detail (Brown et al., 2013; Ono, Devilly, 
& Shum, 2016). To illustrate, when asked to retrieve specific memories in 
response to cue words (e.g., happy), they recall general categories of memo-
ries (“When I was kayaking”) rather than specific episodes (“The kayak-
ing trip I took to the Queen Charlotte Islands last summer”). Overgeneral 
memory retrieval is not mood-state dependent and may be a relatively sta-
ble cognitive style or trait (Brittlebank, Scott, Williams, & Ferrier, 1993; 
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Henderson, Hargreaves, Gregory, & Williams, 2002). Difficulty accessing 
one’s “autobiographical database” of nontraumatic memories may ham-
per attempts to solve problems in everyday life and may underlie difficul-
ties envisioning one’s future, which is a feature of PTSD (Kleim, Graham, 
Fihosy, Stott, & Elders, 2014; McNally, 1998a). Overgeneral autobio-
graphical memory could be due to hippocampal abnormalities associated 
with PTSD (McNally, 1998a; see Chapter 4). Preliminary evidence suggests 
that cognitive-behavioral therapy (CBT) for PTSD leads to improvements 
in the specificity of autobiographical memory, even when this is not the 
target of treatment (Akbarian et al., 2015).

THREAT-SPECIFIC PROCESSING

Fear Conditioning

PTSD is characterized, in part, by the acquisition of fears of harmless, but 
trauma-related stimuli. To illustrate, Sam was held hostage by an escaped 
convict wearing an orange jumpsuit. Thereafter, whenever he encountered 
people wearing orange clothing (e.g., road construction workers wearing 
orange reflective clothing or people in orange-colored Halloween costumes) 
he became panicky and had a powerful urge to flee from the situation. Such 
cases raise the question of whether people with PTSD differ from control 
groups in terms of fear conditioning. That is, the propensity to acquire all 
kinds of fears including conditioned fears of harmless stimuli that are unre-
lated to the person’s traumatic experiences. Many experiments (e.g., Nor-
rholm et al., 2011; Orr et al., 2000; Steiger, Nees, Wicking, Lang, & Flor, 
2015; Zuj et al., 2016) but not all (e.g., Grillon & Morgan, 1999; Peri, Ben-
Shakhar, Orr, & Shalev, 2000) show that people with PTSD, compared to 
controls, more readily acquire conditioned fears and the fear responses are 
slower to extinguish. It has been argued that the null results could have 
been due to methodological problems with those studies (Orr, Metzger, 
Miller, & Kaloupek, 2004). Heightened conditionability could be due to 
failure of cortical inhibitory control over conditioned responses (Gurvits et 
al., 2000; and see Chapter 4). This could result from abnormalities predat-
ing trauma exposure, or it could be a consequence of dysregulations arising 
from the development of PTSD.

Attentional Bias

Numerous studies have investigated whether people with PTSD, compared 
to controls, differ in their attentional biases for trauma-related information. 
The modified Stroop test is a widely used method. Here, the participant is 
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presented with a series of words, each written in a different colored ink. 
The goal is to name the color of the ink as quickly and accurately as pos-
sible, while ignoring the meaning of the word. Stroop interference is dem-
onstrated when the meaning of the word interferes with the speed with 
which the person can name the color of the ink. Using this procedure one 
can assess the degree of interference produced by different types of words, 
for example, trauma-related words, (e.g., rapist) compared to emotionally 
neutral words (e.g., apple). The degree of interference is an index of the 
degree to which the meaning of the word draws the person’s attention and 
thereby disrupts processing, even when the purpose of the task is not to 
focus on the meaning of the word. Thus, Stroop interference is a marker 
of attentional bias toward information pertaining to the person’s current 
concerns (Williams, Watts, MacLeod, & Matthews, 1997).

Studies using the modified Stroop procedure have demonstrated 
trauma-related interference in various PTSD populations, including PTSD 
survivors of combat, sexual assault, and motor vehicle accidents (e.g., 
McNally, Amir, & Lipke, 1996; Moradi, Neshat-Doost, Taghavi, Yule, & 
Dalgleish, 1999; Vrana, Roodman, & Beckham, 1995). Another experi-
mental paradigm, the dot probe method, has also demonstrated attentional 
bias in PTSD (Bryant & Harvey, 1997).

Attentional bias could be partly due to involuntary retrieval of trau-
matic memories (McNally, 1998a). Trauma-related information (e.g., 
trauma words) may serve as retrieval cues, causing traumatic memories 
to be involuntarily accessed, thereby interfering with other ongoing tasks. 
Consistent with this theory, the degree of Stroop interference increases 
with the severity of reexperiencing symptoms but not with the severity of 
numbing or avoidance symptoms (Cassiday, McNally, & Zeitlin, 1992). 
Thus, “hyperaccessibility” of traumatic memories appears to be linked to 
the attentional bias. CBT reduces this bias (Foa, Rothbaum, Riggs, & Mur-
dock, 1991).

Selective Memory Recall

Reexperiencing of traumatic events is a cardinal feature of PTSD, suggest-
ing that people with PTSD too easily and involuntarily recall traumatic 
events. Reexperiencing symptoms mainly consist of sensory impressions 
rather than thoughts. They may consist of all sensory modalities, although 
they are most often visual (Ehlers & Steil, 1995; Ehlers et al., 2002). Intru-
sive memories commonly consist of stimuli that were present immediately 
before the traumatic event happened or shortly before the moments that 
had the largest emotional impact (i.e., when the meaning of the traumatic 
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event became apparent; Ehlers et al., 2002). Ehlers and colleagues sug-
gested that intrusive memories are about stimuli that through temporal 
association with the trauma acquired the status of warning signals; that is, 
stimuli that if encountered again would indicate impending danger. This 
may explain why intrusive memories are often accompanied by a sense of 
serious current threat.

Experimental studies provide evidence of memory bias for trauma 
information. People with PTSD, compared to controls, have enhanced 
memory for trauma-related material, compared to neutral material (e.g., 
better recall of trauma-related words, such as combat, compared to neutral 
words, such as carrot) (Paunovic, Lundh, & Öst, 2002; Vrana et al., 1995). 
Persistent rumination about the trauma may undermine the retrieval of 
nontraumatic material and facilitate recall of traumatic material (McNally, 
Metzger, Lasko, Clancy, & Pitman, 1998).

Are Trauma Memories Indelible?

Animal research suggests that emotional memories are remarkably long-
lasting and may even be indelible (LeDoux, 2015). This suggests that fear 
extinction may not involve the erasure or modification of memories but 
rather involves the inhibition of old (fear) memories with new memories 
(e.g., memories that the previously feared conditioned stimulus [CS] no lon-
ger predicts danger). This hypothesis is consistent with the well-established 
finding that the return or relapse of previously extinguished fears can read-
ily occur, even by a single pairing of the conditioned and unconditioned 
stimulus (UCS) (Vermetten & Bremner, 2002b). Similarly, people who have 
recovered from PTSD are at heightened risk, compared to people who have 
never had the disorder, to develop PTSD in the future if confronted with 
new stressors (American Psychiatric Association, 2013).

Research on humans suggests that memories for traumatic experiences 
are reasonably accurate and well retained for very long periods (Koss, 
Tromp, & Tharan, 1995). However, the human research also raises the 
possibility that trauma memories may not be entirely indelible; they are 
subject to some degree of modification over time. This idea is consistent 
with the research on memory in general, which shows that recollections 
are constructive and malleable and are influenced by a variety of factors, 
including the purpose and context of retrieval (Schacter, 2002).

The malleability of trauma memories has been demonstrated in longi-
tudinal studies of military personnel, in which soldiers recalled the nature 
and frequency of their trauma exposure at Time 1 (shortly after the trauma) 
and at Time 2 (e.g., a year or more later). The most commonly reported 
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finding is an increase in the reported frequency of stressors on the sec-
ond assessment, compared with the first (King, King, et al., 2000; Roemer, 
Litz, Orsillo, Ehlich, & Friedman, 1998; Southwick, Morgan, Nicolaou, 
& Charney, 1997). Human conditioning research also suggests that the 
reevaluation of an aversive (unconditioned) stimulus can alter the memory 
representation of that stimulus (Davey, 1992); the memory representation 
of the traumatic event can be altered in light of subsequent information. 
Thus, it appears that trauma memories can be altered to some extent.

Are Trauma Memories Fragmented?

Although people with PTSD tend to show better recall of trauma-related 
than emotionally neutral material, their recollections of traumatic events 
are typically far from perfect. Clinically, their recollections sometimes 
appear to be fragmentary, with details missing and jumbled recollection 
of the exact order of events. If trauma memories are fragmented, then this 
may make it difficult for the person to impose meaning on the traumatic 
experience and to psychologically “place it in the past,” alongside other 
autobiographical memories (Horowitz, 1975).

Some studies have reported findings that purportedly provide evidence 
that trauma memories tend to be fragmented (e.g., Amir, Stafford, Fresh-
man, & Foa, 1998; Foa, Molnar, & Cashman, 1995; Jelinek, Randjbar, 
Seifert, Kellner, & Moritz, 2009; Tromp, Koss, Figueredo, & Tharan, 
1995). Other studies have failed to replicate the results (e.g., Berntsen, 
Willert, & Rubin, 2003; Reviere & Bakeman, 2001; Römisch, Leban, 
Habermas, & Döll-Hentschker, 2014). The findings said to be evidence 
of fragmented memories have been questioned on methodological grounds 
(Berntsen et al., 2003; McNally, 2003a, 2003b). As concluded in one recent 
review, “across different analytical strategies . . . little evidence exists for 
the claim that trauma memories are fragmented and poorly integrated” 
(Berntsen & Rubin, 2014, pp. 177–178).

Traumatic Amnesia

Amnesia for important parts of the traumatic event is included in DSM-
IV and DSM-5 as one of the diagnostic features of PTSD. Yet, the very 
existence of traumatic amnesia is controversial, and the preponderance of 
clinical and experimental evidence indicates that people generally encode 
and retrieve traumatic events all too well (McNally, 2003a). It has been 
suggested that traumatic amnesia could arise from deliberate attempts to 
suppress upsetting memories (Golier & Yehuda, 2002). However, research 
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suggests that attempts at suppressing upsetting thoughts can lead to a para-
doxical increase in their frequency (see below). Another speculation is that 
failure to recall elements of traumatic events is due to unconscious repres-
sion (van der Kolk et al., 1996). But this fails to explain why traumatic 
amnesia, as a PTSD symptom, is characterized by the failure to recall only 
some aspects of the trauma. The person may fail to recall important details 
of the trauma, but he or she can recall the fact that the trauma happened.

A more plausible explanation for traumatic amnesia (as a symptom of 
PTSD) concerns attentional narrowing. When a person is highly aroused, 
his or her attentional field is narrowed to focus on the central features of 
the threat, and the person thereby fails to encode peripheral features (East-
erbrook, 1959). This is illustrated by the “weapon focus” phenomenon 
(McNally, 2003b). When a bank teller is involved in an armed holdup, he 
or she may recall the weapon that was used but be unable to describe the 
assailant’s features. This is because the teller was focusing on (and thereby 
encoding into memory) the weapon but not focusing on other features, 
such as the characteristics of the assailant. This suggests that psychogenic 
amnesia as a PTSD symptom may not really be amnesia at all; it may simply 
be a failure to encode (attend to) particular aspects of the traumatic event.

Is traumatic amnesia more likely for survivors of recurrent trauma? 
Contrary to some clinical impressions (e.g., Terr, 1991), there is no scientific 
evidence that exposure to repeated trauma leads to impairments in recall-
ing the events. People may have difficulty remembering specific episodes of 
abuse, particularly if they have gone through a great many episodes, but 
they typically have no difficulty recalling that they were abused and can 
readily recall particular, unusually aversive episodes (McNally, 2003b).

Avoidance and Thought Suppression

Avoidance of trauma-related stimuli, which is a diagnostic feature of 
PTSD, prevents the person from being exposed to corrective information. 
For example, by striving to avoid social activities (despite a desire for an 
intimate relationship), a survivor of sexual assault fails to learn how to 
distinguish safe from potentially risky relationships, thereby perpetuating 
her fear of dating. Thus, the use of avoidance behaviors has been shown 
to predict the persistence of other PTSD symptoms (Dunmore, Clark, & 
Ehlers, 2001).

One form of avoidance is the deliberate attempt to suppress unwanted 
trauma-related thoughts. Research indicates that this sort of avoidance is 
correlated with PTSD symptoms (Seligowski, Lee, Bardeen, & Orcutt, 2015) 
and can produce a paradoxical increase in the frequency of trauma-related 
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thoughts and thereby perpetuate reexperiencing symptoms (e.g., Davies & 
Clark, 1998; Dunmore et al., 2001; Shipherd & Beck, 1999). This may occur 
because distraction is used as a means of thought suppression (e.g., focusing 
one’s attention on reading a book in an effort to drive unwanted memo-
ries out of consciousness). As a result, the distractors (e.g., books) become 
reminders or retrieval cues for the unwanted thoughts (Wegner, 1994).

Ruminative Thinking

Rumination consists of persistently thinking about the trauma and its 
aftermath, along with repeatedly asking oneself questions like “Why did 
this happen to me?”, “How could I have prevented it from happening?”, 
and “Was it my fault?” People who believe that they have been wronged by 
others during the trauma may also ruminate about ways of seeking justice 
or achieving retribution (e.g., revenge fantasies). Another form of trauma-
related rumination consists of counterfactual thinking, which consists of 
thoughts such as “What if . . . ?” and “If I had only . . . ” about how things 
might have turned out differently. The extent to which a person ruminates 
about a traumatic event is positively correlated with the severity of his or 
her PTSD symptoms (Elwood, Hahn, Olatungi, & Williams, 2009; Mitch-
ell, Contractor, Dranger, & Shea, 2016; Seligowski et al., 2015). After 
rumination develops, as a consequence of trauma exposure and PTSD, it 
may play a role in maintaining hyperarousal symptoms such as irritability 
or anger (Rusting & Nolen-Hoeksema, 1998).

How do rumination and thought suppression fit together? They seem 
to be mutually exclusive cognitive processes. It may be that some people 
tend to ruminate over the trauma, whereas other people tend to engage in 
thought suppression. Another possibility is that a trauma survivor might 
engage in periods of rumination interspersed with periods of thought sup-
pression and other forms of avoidance. This alternating pattern is consis-
tent with evidence that reexperiencing and avoidance symptoms alternate 
with one another (Creamer, Burgess, & Pattison, 1992; Herman, 1997; 
Horowitz, 2001). These alternating patterns may arise from mechanisms 
for processing or making sense of the traumatic experience in a controlled, 
dosed fashion.

BELIEFS ASSOCIATED WITH PTSD

Various types of beliefs have been associated with PTSD. These include 
basic assumptions about the self and the world, and assumptions about the 
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meaning or consequences of one’s PTSD symptoms. Although the beliefs 
can be highly idiosyncratic, several themes have emerged in the research 
literature.

Beliefs about the Self and World

Shattered Assumptions

Drawing on social psychology research, Janoff-Bulman (1992) argued 
that people ordinarily operate on the basis of unchallenged, unquestioned 
assumptions about themselves and the world (e.g., “My world is predict-
able, meaningful, and fundamentally just” and “Bad things don’t happen 
to good people like me”). When trauma strikes, the person’s assumptions 
about the self and the world may be shattered, thereby leading to confu-
sion, distress, and attempts to make sense of what happened. The person 
may try to fit the traumatic experience into his or her belief system (assimi-
lation) or alter his or her beliefs, sometimes dramatically, in light of the 
experience (accommodation).

Although some research supports Janoff-Bulman’s view that poor 
posttrauma adjustment and PTSD symptoms arise from events that shat-
ter the person’s assumptions, the relationship between pretrauma beliefs 
and posttrauma adjustment is much more complex. For people who have 
always held negative beliefs about themselves (e.g., “I’m not worthy of 
good things”), traumatic events may “confirm” their beliefs, rather than 
shatter them. In such cases, traumatic events can lead to psychopathology 
because they strengthen dysfunctional beliefs (Brewin & Holmes, 2003). 
Consistent with this, longitudinal research indicates that the tendency to 
hold dysfunctional beliefs prior to trauma exposure predicts the tendency 
to develop PTSD after trauma exposure (Bryant & Guthrie, 2005). Con-
versely, strongly optimistic pretrauma beliefs can serve as a buffer against 
the effects of trauma (Ali, Dunmore, Clark, & Ehlers, 2002). The factors 
that lead to shattering versus buffering of optimistic beliefs are currently 
unknown.

Beliefs about the World

PTSD is correlated with various beliefs about the dangerousness of people 
and the world (Foa, Riggs, Massie, & Yarczower, 1995). Examples include 
“The world is a dangerous place” and “People can’t be trusted.” Severity 
of PTSD is also correlated with beliefs that one is alienated from other 
people (Ehlers, Maercker, & Boos, 2000). A sense of alienation can arise 
from experiences of being blamed, mistreated, or not being believed or 
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emotionally supported after the trauma (Ehlers et al., 1998). Ehlers and 
colleagues proposed that this sense of alienation is different from PTSD 
numbing symptoms, although the two appear to overlap considerably.

Self-Related Beliefs

People with PTSD, compared to people who have been subjected to stress-
ors without developing PTSD, are characterized by negative beliefs about 
themselves (e.g., “I am incompetent,” “I can’t trust myself”). The strength 
of these beliefs is correlated with the severity of PTSD symptoms (Ehlers et 
al., 2000; Elwood et al., 2009; Foa, Riggs, et al., 1995).

PTSD, especially when it arises from interpersonal traumas such as 
rape or torture, is correlated with a sense of mental defeat (Dunmore, 
Clark, & Ehlers, 1999; Dunmore et al., 2001; Ehlers et al., 2000; Freeman 
et al., 2013). Mental defeat is a complex concept that has cognitive and 
motivational elements. It refers to “the perceived loss of all autonomy, a 
state of giving up in one’s own mind all efforts to retain one’s identity as a 
human being with a will of one’s own” (Ehlers et al., 2000, p. 45). Trauma 
survivors who experience mental defeat may describe themselves as being 
an object, as having been destroyed, or as ceasing to care whether they live 
or die. Not surprisingly, people suffering from mental defeat have difficulty 
imagining positive things happening to them in the future (Kleim et al., 
2014).

Beliefs Associated with Trauma-Related Anger, Guilt,  
or Shame

Anger

Two types of beliefs have been associated with anger. The first are beliefs 
that the trauma survivor has been wronged by others (e.g., “They had no 
right to do this to me,” “Others should be punished for what they’ve done”). 
Such beliefs are correlated with, or predict, the severity of PTSD symptoms 
(e.g., Ehlers, Mayou, & Bryant, 1998). The second type of beliefs are meta-
cognitions, that is, beliefs about the value of dwelling on anger thoughts 
(Simpson & Papageorgiou, 2003). Positive meta-cognitive beliefs include 
beliefs that dwelling on anger thoughts helps persons understand, prepare 
for, and cope with threatening situations and also helps justify their aggres-
sive behavior (e.g., “Others are not likely to take advantage of me if I have 
been dwelling on my angry thoughts,” “Dwelling on what happened pre-
vents me from blaming myself”). Negative meta-cognitive beliefs concern 
the adverse emotional impact of dwelling on anger thoughts, as well as the 
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detrimental effect on social and occupational functioning (e.g., “My anger 
builds up, last longer, and gets me into trouble when I dwell on my angry 
thoughts,” “Dwelling on my memory of the event gets me worked up and 
stops me going about my usual daily tasks”) (Simpson & Papageorgiou, 
2003). As the examples suggest, patients with anger problems are more 
likely to try to regulate their anger if they hold stronger negative than posi-
tive meta-cognitive beliefs, that is, if they believe their anger is more of a 
liability than an asset.

Guilt

Many trauma survivors exaggerate or distort the importance of their roles 
in traumatic events and experience excessive guilt as a consequence (e.g., “I 
should have realized that the situation would be dangerous,” “I should have 
fought back against the rapist”). According to Kubany and Manke (1995), 
trauma survivors tend to draw four kinds of faulty conclusions about their 
role in trauma: (1) many survivors believe they “knew” what was going 
to happen before it was possible to know, or that they dismissed or over-
looked clues that “signaled” what was going to happen (hindsight bias, i.e., 
outcome knowledge tends to bias the person’s recollections of what he or 
she actually knew before events occurred); (2) many survivors believe that 
their trauma-related actions were less justified than would be concluded on 
the basis of an objective analysis of the facts (justification distortion); (3) 
many survivors accept an inordinate share of responsibility for causing the 
trauma or related negative outcomes (responsibility distortion); (4) many 
survivors believe they violated personal or moral convictions even though 
their intentions and actions were consistent with their convictions (wrong-
doing distortion).

These faulty conclusions appear to arise from various types of reason-
ing errors (Kubany & Manke, 1995), such as the following:

•	 Failure to recognize that different decision-making “rules” apply 
when time is precious than in situations that allow extended con-
templation of options.

•	 Weighing the merits of actions taken against options that only came 
to mind later on.

•	 Weighing the merits of actions taken against ideal or fantasy options 
that did not exist.

•	 Focusing only on the “good” things that might have happened if an 
alternative action had been taken.

•	 Tendency to overlook “benefits” associated with actions taken.
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•	 Failure to compare available options in terms of their perceived 
probabilities of success before outcomes were known.

•	 Ignoring the totality of forces that cause traumatic events.
•	 Equating a belief that one could have done something to prevent a 

traumatic event with a belief that one caused the event.
•	 Confusion between responsibility as accountability (e.g., “doing 

one’s job”) and responsibility as power to cause or control outcomes 
(i.e., having been given a job or “put in charge” does not mean that 
one has complete control).

•	 Tendency to conclude wrongdoing on the basis of the outcome 
rather than on the basis of one’s intentions (before the outcome was 
known).

•	 Failure to realize that strong emotional reactions are not under vol-
untary control (i.e., not a matter of choice or willpower).

•	 Failure to recognize that when all available options have negative 
outcomes, the least bad choice is a highly moral choice.

Shame

A person can experience shame about his or her social presentation (exter-
nal shame; e.g., “I’m a hideous freak because I lost my arm in the accident”) 
or about his or her sense of self (internal shame; e.g., “I’m weak and disgust-
ing because I was raped”) (Lee et al., 2001). A person with PTSD may expe-
rience both sorts of shame, for example, “I’m weak and inadequate for not 
resisting the mugger, and other people despise me for my cowardice.” Such 
shame-related beliefs can give rise to various behavioral patterns including 
submissiveness and efforts to escape, hide, or conceal oneself (e.g., avoiding 
eye contact, hiding one’s face, or lowering one’s head; Kaufman, 1989).

The various cognitive factors linked to guilt, as described above, could 
also contribute to trauma-related shame. However, this issue has yet to be 
empirically investigated. Nor is it known whether meta-cognitive beliefs 
play an important role in shame or guilt.

Beliefs about Symptoms

The persistence of PTSD in longitudinal studies is associated with, at initial 
assessment, the tendency to regard PTSD symptoms as harmful, shame-
ful, or indications that one could go crazy (e.g., “Palpitations lead to heart 
attacks,” “Flashbacks mean I’m going crazy”; Dunmore et al., 2001; Hal-
ligan, Michael, Clark, & Ehlers, 2003; Steil & Ehlers, 2000). People with 
PTSD also tend to interpret symptoms (e.g., anxiety or intrusive thoughts) 
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as indications or predictors of danger in one’s environment (Engelhard, 
Macklin, McNally, van den Hout, & Arntz, 2001; Engelhard, van den 
Hout, Arntz, & McNally, 2002).

People with PTSD are not just frightened of the symptoms of this disor-
der. Compared to controls, they tend to be more frightened of arousal-related 
sensations in general (i.e., sensations that may be associated with anxiety, 
anger, or other emotions) because they believe the sensations are associated 
with harmful somatic, psychological, or social consequences (Taylor, 1999). 
This is known as “anxiety sensitivity,” which is a vulnerability factor asso-
ciated with anxiety disorders in general, and particularly PTSD and panic 
disorder (Taylor, 2004). The severity of anxiety sensitivity is correlated with 
the severity of PTSD symptoms in cross-sectional and longitudinal studies 
(Boffa et al., 2016; Elwood et al., 2009), and longitudinal research shows 
that reductions in anxiety sensitivity predict reductions in PTSD symptoms 
(Fedoroff, Taylor, Asmundson, & Koch, 2000). Accordingly, interventions 
that reduce anxiety sensitivity, such as interoceptive exposure (Chapter 12), 
can reduce PTSD symptoms (Wald & Taylor, 2005).

COGNITIVE FACTORS IN AVOIDANCE AND NUMBING

Avoidance and emotional numbing can be empirically distinguished from 
one another and may have different underlying mechanisms (see Chapter 
1). Some theorists suggest that avoidance is driven largely by controlled 
processing (i.e., processes under conscious control, such as expectations 
of danger), whereby beliefs about safety and danger determine what the 
person strives to avoid. In comparison, emotional numbing may arise from 
automatic (nonconscious) psychobiological mechanisms, such as those asso-
ciated with catecholamine depletion (van der Kolk, Greenberg, Boyd, & 
Krystal, 1985) or conditioned opioid-mediated analgesia (Foa, Zinbarg, & 
Rothbaum, 1992). Emotional numbing may be a variation of conditioned 
analgesia, triggered by trauma cues (Foa et al., 1992). In fact, there is evi-
dence of conditioned analgesia after exposure to trauma-related stimuli in 
PTSD (Pitman, van der Kolk, Orr, & Greenberg, 1990).

It is possible that controlled processes also play a role in numbing. 
Numbing might occur as a result of deliberate attempts to suppress hyper-
arousal symptoms. The person might attempt to deliberately suppress emo-
tional experience and expression, regardless of the valence of the emotion. 
Positive emotional experiences may be suppressed because some of these 
emotions (e.g., excitement or happiness) can be physiologically arousing. 
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As noted earlier, people with PTSD tend to be frightened of arousal-related 
bodily sensations.

Consistent with the possibility that controlled processes are involved 
in numbing, the severity of numbing symptoms is correlated with deliber-
ate attempts to suppress emotions (Litz et al., 1997; Tull & Roemer, 2003). 
Despite these findings, the causes of numbing—cognitive or otherwise—
remain poorly understood.

DO COGNITIVE FACTORS PLAY A ROLE 
IN DISSOCIATIVE SYMPTOMS?

As with numbing, there are very little empirical data on the causes of disso-
ciative symptoms such as derealization and depersonalization. It has been 
speculated that dissociative symptoms are indicative of a problem with the 
organization or structure of mental contents (Spiegel, 1996), or that dis-
sociation is a coping response to intrusive images and fears (Foa & Roth-
baum, 1998). Persistent dissociation after a trauma predicts the persistence 
of PTSD (Halligan, Clark, & Ehlers, 2002; Murray, Ehlers, & Mayou, 
2002). Such findings are consistent with the view that persistent dissocia-
tion interferes with the cognitive and emotional processing of traumatic 
events (Ehlers et al., 2003; Foa & Hearst-Ikeda, 1996). Dissociation during 
attempts to recall the trauma, for example, could interfere with the access 
of these memories. The causes of persistent dissociation and the nature of 
its possible effects in perpetuating PTSD remain to be further investigated. 
Clinically, it appears that dissociation may sometimes be automatic and 
in other cases may be a controlled (intentional) process intended to avoid 
awareness of distressing stimuli.

INTERPERSONAL FACTORS

The way that people with PTSD interact with their social environment can 
influence the nature, severity, and persistence of their symptoms. The per-
son’s social milieu is shaped by the way significant people in the person’s 
life react to the following:

	• The fact that a person has been involved in a traumatic event. The 
person may be shunned, stigmatized, blamed, or disbelieved (e.g., “You 
were asking for trouble by wearing that outfit to the nightclub”).

	• The development of PTSD symptoms (e.g., implying that the per-
son is morally weak, emotionally frail, or otherwise inferior for developing 
symptoms).
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	• The fact that the trauma survivor “looks OK” but is socially or 
occupationally impaired by PTSD (e.g., “Why don’t you stop complaining 
and just get over it?”).

Reactions such as these can be stressful in themselves, thereby adding to 
the burden of stress experienced by the trauma survivor. Also, some trauma 
survivors are persuaded to believe these unfair criticisms, which adds to 
their distress (Foa & Rothbaum, 1998).

Other interpersonal factors also can exacerbate PTSD, including 
too little social interaction and too much of particular sorts of interac-
tions. Low social support is a risk factor for PTSD (Chapter 1), perhaps 
because it is more difficult to cognitively process (i.e., come to terms with 
or extract meaning from) a traumatic event if one does not have a sup-
portive person with whom to discuss the traumatic event (Hyman, Gold, 
& Cott, 2003; Tremblay, Hebert, & Piche, 1999). Thus, social support 
can help correct dysfunctional beliefs, such as those to do with danger, 
safety, and the self.

Sometimes, significant others avoid discussing the trauma because it 
distresses them or because they believe it would greatly distress the trauma 
survivor. The trauma survivor, in turn, may misinterpret this silence as 
a sign that other people don’t care or actually blame him or her for the 
trauma, leading to beliefs like “I’m all alone,” “They don’t want to know 
what happened to me,” or “Everyone thinks it was my fault” (Foa & Roth-
baum, 1998). This can prevent the trauma survivor from disclosing his or 
her traumatic experiences to other people.

Living in an environment in which one is exposed to high expressed 
emotion also can exacerbate PTSD and can hamper the treatment of this 
disorder (Tarrier & Humphreys, 2004). High expressed emotion is char-
acterized by an environment in which family members are hostile, critical, 
and overinvolved with the patient’s day-to-day life.

PTSD is often associated with depression, mistrust of others, and 
heightened irritability or aggression (Chapter 1). These can lead to inter-
personal problems, just as interpersonal problems can exacerbate PTSD. To 
illustrate, a survivor of a bank robbery may feel hypervigilant, tense, irri-
table, and preoccupied with proper banking protocols and procedures. As a 
result, conflicts with coworkers are more likely to occur, thereby worsening 
hyperarousal symptoms. Conversely, some survivors of assault feel fragile 
and helpless and have difficulty asserting themselves or saying no to sexual 
advances, thereby increasing their risk of being involved in future abusive 
relationships (Najavits, 2002).
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SUMMARY

A number of cognitive and behavioral features distinguish people with 
PTSD from controls. These are summarized in Table 2.1. PTSD is associ-
ated with a complex array of cognitive abnormalities and behavioral prob-
lems. Cognitive deficits tend to be subtle and are not present in every person 
with PTSD. Nevertheless, people with PTSD tend to have trouble focus-
ing on daily activities, and their attention tends to be readily directed to 
trauma-related stimuli. People with PTSD tend to have significant deficits 
in recalling everyday events and yet have vivid, intrusive recollections of 
traumatic experiences. PTSD is associated with negative beliefs about one-
self and the world, and many people with PTSD believe that their symptoms 
will have harmful consequences. PTSD sufferers may try to avoid trauma 
cues, such as by trying to suppress unwanted recollections of the trauma. 
Such avoidance can perpetuate or worsen PTSD. Behavioral factors and 
PTSD can mutually influence one another; PTSD symptoms (e.g., anger 
or withdrawal) can impair interpersonal functioning, and aversive post-
trauma social environments (e.g., low social support or criticism and shun-
ning by others) can exacerbate PTSD. A challenge for any theory of PTSD 
is to explain how the various cognitive-behavioral features fit together, and 
which might be causes and which might be consequences of PTSD.
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TABLE 2.1. Cognitive-Behavioral Characteristics of PTSD

Domain Major findings

General information processing

Global intelligence Low IQ predicts risk of developing PTSD, even after controlling 
for trauma exposure.

Attention and  
memory

PTSD is associated with impairments in everyday attention and 
memory.

Autobiographical  
memory

In PTSD, memories of past events, including neutral events, tend 
to be overgeneral (vague and lacking in detail).

Trauma-related processing

Attentional bias In PTSD, attention is biased toward the detection of trauma-
related stimuli.

Fear conditioning There is some evidence that PTSD is associated with enhanced 
acquisition of conditioned fears and slower extinction.

Retrieval of trauma- 
related memories

Retrieval of trauma-related memories is enhanced in PTSD, 
particularly the sensory aspects of these memories.

Persistence of trauma 
memories

Trauma memories are fairly well retained over time, although 
some alteration in memories can occur.

Memory fragmentation There is no clear evidence that trauma memories are fragmented 
in PTSD, although this issue is controversial.

Traumatic amnesia The occurrence of traumatic amnesia in PTSD is controversial. 
Further research is required.

Ruminative thinking Persistently thinking about the trauma and its meaning (e.g., 
“Why me?”) is correlated with PTSD.

Beliefs

Shattered assumptions PTSD is associated with traumatic events that strongly refute 
positive, previously held assumptions (e.g., “My world is safe, 
predictable, and just”).

Beliefs about world PTSD is associated with strong beliefs that the world is 
dangerous. Such beliefs may be induced or strengthened by 
traumatic events.

Beliefs about self Beliefs that one is incompetent or inferior are associated with 
PTSD. Beliefs that one no longer has autonomy or a will of one’s 
own (mental defeat) is also associated with PTSD.

Trauma-related anger, 
guilt, shame

Beliefs about the trauma-related wrongdoing of oneself or others 
are associated with PTSD.

Beliefs about symptoms PTSD is associated with beliefs that one’s symptoms are 
dangerous or harbingers of catastrophe. 
                       (continued)
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TABLE 2.1. (continued)

Domain Major findings

Avoidance and numbing Avoidance appears to be a controlled (intentional) process, 
motivated by beliefs about safety and danger. Deliberate attempts 
to suppress trauma-related recollections and other forms of 
avoidance are associated with the persistence or worsening of 
various PTSD symptoms. Emotional numbing may arise from 
either automatic or deliberate attempts to dampen emotional 
arousal.

Dissociative symptoms Little is known about causes. Symptoms may be automatic 
responses to threat, or they may be deliberate coping responses.

Behavioral  
(interpersonal) factors

Posttrauma reactions by other people (e.g., low social support, 
blame, or shunning) are associated with PTSD.
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C H A P T E R  3

Cognitive-Behavioral Theories

Only a fraction of people exposed to traumatic events go on to develop 
PTSD, and, of those, only some develop chronic PTSD. To understand why 
these patterns occur, we need to consider the possible predisposing, precipi-
tating, perpetuation, and protective factors in PTSD. Predisposing factors 
are diatheses or vulnerability factors. For people with a few or no predis-
posing factors, extremely severe stress is needed to cause PTSD; for people 
with a very strong vulnerability, milder stressors can be sufficient to give 
rise to the disorder. Precipitating factors are those stimuli or circumstances 
involved in triggering PTSD. These include trauma exposure. Perpetuat-
ing factors are those that maintain the disorder. Protective factors prevent 
problems from developing, persisting, or getting worse. They may not be 
present in every case.

There are many different theories of PTSD but comparatively few that 
provide clear, detailed descriptions of the mechanisms thought to cause the 
disorder. Few theories have been subject to extensive empirical evaluation. 
Among the most established or prominent psychological approaches are 
four cognitive-behavioral approaches: the conditioning model (Keane, Fair-
bank, Caddell, Zimmering, & Bender, 1985; Lissek & van Meurs, 2015), 
the emotional processing model (Foa & McLean, 2016; Foa & Rothbaum, 
1998), the dual representation model (Brewin, 2014; Brewin, Dalgleish, & 
Joseph, 1996), and Ehlers and Clark’s cognitive model (Ehlers & Clark, 
2000; Ehlers & Wild, 2015). In evaluating each model, we will consider 
issues such as the following: Does the model offer a clear description of its 
conceptual elements, such as the processes thought to maintain PTSD? Is 
the model able to account for the various findings reviewed in Chapter 2 
or does it neglect important areas of research? Is the model parsimonious? 
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Is the model consistent with what is currently known about the treatment 
of PTSD?

CONDITIONING MODEL

A number of theorists have proposed a conditioning model of PTSD, with 
their origins in Mowrer’s (1960) two-factor theory. Mowrer proposed that 
fears are acquired by classical conditioning and maintained by operant 
conditioning. To illustrate, a life-threatening jungle attack by enemy insur-
gents is a traumatic unconditioned stimulus (UCS), which evokes an uncon-
ditioned response (UCR: fear or pain). An association is learned (classically 
conditioned) between the UCS and innocuous stimuli (CSs: e.g., humid 
weather, areas of dense undergrowth, or people from the enemy’s ethnic 
background). Once the associations are learned, each CS evokes a condi-
tioned response (CR: fear). The person learns that fear can be minimized 
by performing safety behaviors, that is, by avoiding or escaping from CSs, 
which prevents the classically conditioned fear from being extinguished. 
Safety behaviors can also involve checking and reassurance seeking as 
means of avoiding feared stimuli. Conditioning also involves learned asso-
ciations between the presence of particular stimuli and the absence of the 
fear-evoking UCS. Stimuli that predict the absence of the UCS are known 
as safety signals.

Mowrer’s theory is elegant and parsimonious but has difficulty 
accounting for several aspects of fear acquisition and maintenance, par-
ticularly the evidence that fear and avoidance are influenced by cognitive 
factors, such as expectations. Accordingly, Mowrer’s theory was refor-
mulated to propose that the CS and UCS are cognitively represented in 
long-term memory (Rescorla, 1988). According to this revision, UCS–CS 
links are acquired when CSs, present before or during the occurrence of the 
UCS, are perceived as predictors of the UCS. To illustrate, for a tsunami 
survivor who has PTSD, the beach and the sound of lapping waves (CSs) 
are cognitively represented as predictors of a destructive tidal wave (UCS). 
The strength of the conditioned fear response is determined by the strength 
of the UCS–CS link and by the aversiveness of the UCS. The strength of 
the link is influenced by the subjective probability that the CS will lead to 
a given UCS. Fear of CSs can be acquired by higher-order conditioning 
(stimulus generalization), whereby the person fears stimuli that are associ-
ated with a CS (Keane et al., 1985). Thus, recollections of the trauma can 
become higher-order CSs with fear-evoking properties. The revised con-
ditioning approach also entails a revised view of operant conditioning of 
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avoidance behavior (Seligman & Johnston, 1973). According to this view, 
avoidance is not directly determined by the experience of fear, but by the 
individual’s expectation of whether a given behavior will protect him or 
her from harm.

As applied to PTSD, the conditioning model proposes that reexperi-
encing and hyperarousal symptoms occur because trauma exposure has 
resulted in a plethora of fear-evoking CSs—both external (e.g., reminders 
of the trauma) and internal (recollections)—which activate the cognitive 
representation (memory) of the UCS. There are so many CSs that com-
plete avoidance is rarely possible. The person tries to escape the CSs, which 
means that exposure to each CS is too brief for the CR to be extinguished 
(Keane et al., 1985).

How does the conditioning model account for delayed-onset PTSD, 
in which the person may have few or no symptoms after the trauma and 
then, months or years later, develop full-blown PTSD? The concept of UCS 
reevaluation can be invoked (Davey, 1992). That is, the person acquires 
information that causes him or her to reevaluate the threat value of the 
trauma (UCS). A rear-end road traffic collision, for example, that was ini-
tially appraised as minor might be reappraised as life-threatening if the 
person learns that his or her make of car has been known to burst into 
flames from such accidents, as a result of rupturing the gas tank. Another 
example is the case of woman who was raped but did not develop PTSD 
symptoms until some months later, when she learned that her attacker had 
killed another rape victim. This led her to reinterpret the life-threatening 
nature of her own rape (Kilpatrick et al., 1989).

Comment

The conditioning model provides a plausible explanation of conditioned 
fear and avoidance of trauma-related stimuli and is associated with an 
effective treatment (imaginal and situational exposure; see Chapter 5). 
However, the model has several limitations (see Lissek & van Meurs, 2015, 
for a detailed review). The model fails to account for individual differences 
in conditionability. Why, for example, are people with PTSD more readily 
conditioned to fear stimuli than normal controls, as we saw in Chapter 2? 
The conditioning model also has difficulty accounting for emotional numb-
ing. Numbing symptoms are said to somehow arise from chronic avoid-
ance of trauma reminders and reactions (Keane et al., 1985). Keane et al. 
attempted to explain the diminished interest in social and leisure activities 
as resulting from a contrast effect; for example, combat veterans returning 
from war are less interested in civilian pursuits because these activities are 
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not as stimulating as wartime events. This explanation isn’t plausible for 
PTSD arising from other traumas (e.g., rape, torture, or accident-related 
PTSD). The conditioning model also doesn’t account for the role of dys-
functional beliefs in PTSD (see Chapter 2) or associated features of PTSD 
such as trauma-related shame, anger, and guilt. Despite these limitations, 
the concepts entailed in conditioning are important and have found their 
way into some of the other models of PTSD reviewed in this chapter.

EMOTIONAL PROCESSING MODEL

The emotional processing model (Foa & Kozak, 1986; Foa & McLean, 
2016; Foa & Rothbaum, 1998) proposes that PTSD arises from a fear 
structure in long-term memory, containing representations of feared stim-
uli (e.g., being alone at night), response information (e.g., palpitations, 
trembling, fear, safety-seeking behaviors), and meaning information (e.g., 
the concept of danger). In the network the three types of information—
stimuli, responses, and meaning elements—are interlinked. For example, 
conditioned links among stimuli (e.g., links between “adult men” and 
“weapons”) and links between stimuli and meaning elements (e.g., “sleep-
ing with the lights off” and “danger”), as well as other types of links (e.g., 
stimulus–response or response–meaning links). Links can be innate (i.e., 
UCS–UCR links) or acquired by processes such as conditioning (CS–UCS 
links and CS–CR links). In PTSD, many of these links represent errone-
ous associations (e.g., “smell of aftershave” linked with “danger”). Fear 
structures are activated by incoming information that matches information 
stored in the network (i.e., matches a stimulus, response, or meaning ele-
ment). Activation of the network evokes fear and motivates avoidance or 
escape behavior.

As with the conditioning model, the emotional processing model holds 
that traumatic events are so intense that they cause fear conditioning to 
a wide range of stimuli (e.g., sights, sounds, odors, and bodily sensations 
associated with the trauma). Thus, a multitude of stimuli and responses are 
represented in the fear structure. Trauma-related stimuli serve as reminders 
of the trauma, activating the fear structure and thereby producing hyper-
arousal and intrusive recollections of the trauma.

Avoidance and emotional numbing are said to arise from mechanisms 
for deactivating the fear structure in the short term (e.g., via conditioned 
analgesia; Foa et al., 1992). They prevent the structure from being modi-
fied and thereby contribute to the persistence of PTSD in the longer term. 
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Avoidance also prevents dysfunctional beliefs (meaning elements) from 
being corrected.

Compared to phobias, PTSD is characterized by fear structures that 
(1) contain more stimulus–danger associations, leading to the belief that 
the world is very dangerous; (2) contain stronger (more intense) physiologi-
cal and behavioral response elements; (3) contain more associations that 
represent erroneous generalizations about the self or world (e.g., associa-
tion between tattoos and knives); and (4) have a lower threshold for acti-
vation; that is, the fear structure is readily activated because of the wide 
range of triggering stimuli, thereby leading to “frequent bursts of arousal 
(e.g., startle) and reexperiencing of the events (e.g., nightmares, flashbacks), 
alternating with attempts to avoid or escape fear (e.g., numbness, behav-
ioral avoidance, depersonalization)” (Foa et al., 1989, p. 167).

Foa and Rothbaum (1998) elaborated the emotional processing model 
by including the schema concept, which is the person’s store of abstracted 
knowledge and beliefs about a given topic, such as the self. The model, in its 
current form, consists of “memory records” (fear structures) that interact 
with (e.g., influence) schemas. Chronic PTSD is said to be associated with 
strong negative schemas involving beliefs that one is totally incompetent 
and that the world is highly dangerous. Such beliefs are said to produce 
chronic hyperarousal, extreme fear, and widespread avoidance.

People with rigid pretrauma beliefs are said to be more vulnerable 
to PTSD. Such beliefs include rigid positive beliefs about the self as being 
highly competent and the world as being very safe, which become shat-
tered by the trauma. In such cases the person may radically shift his or her 
beliefs, from a self-view of competent to incompetent, and from a world-
view of safe to dangerous. Rigidly negative pretrauma beliefs (e.g., self as 
incompetent and world as dangerous) are also said to be relevant to PTSD 
because such beliefs are strengthened by the trauma. Appraisals of one’s 
reactions or behaviors during or after the trauma are also emphasized 
as important contributors to PTSD (e.g., “I’m to blame for being raped 
because I didn’t fight back”), as well as interpretations of PTSD symptoms 
(e.g., acquired fears, exaggerated startle) as indications that one is weak, 
bad, or going crazy. Beliefs about the reactions of others are also impli-
cated in the development of PTSD (e.g., “People think I’m overreacting”). 
In contrast to people who have rigid positive or negative pretrauma beliefs, 
people who make finer discriminations about degrees of competence and 
safety are said to be more resilient to trauma because they are better able to 
interpret the trauma as an unusual experience, without broad implications 
about competence or safety. As with the conditioning model, the emotional 
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processing model invokes the concept of stimulus reevaluation to account 
for delayed-onset PTSD.

In more recent modifications of the emotional processing model, the 
role of emotions other than fear has been included. Just as fear was said to 
be represented in a cognitive network, other emotions (e.g., anger, shame, 
and guilt) were represented in such networks and play a role in PTSD 
(McLean, Asnaani, & Foa, 2015).

According to Foa and colleagues, effective treatment of PTSD requires 
exposure to corrective information. This includes interventions such as (1) 
imaginal exposure to the trauma until emotional extinction occurs, thereby 
breaking, weakening, or inhibiting the link between trauma-related stimuli 
and conditioned emotional arousal; (2) situational exposure to distressing 
but harmless stimuli, which teaches the person that the stimuli are not dan-
gerous (i.e., incorporates safety information into the fear structure); and (3) 
cognitive restructuring to help the person make sense out of the traumatic 
event and to modify maladaptive beliefs.

Comment

Several investigators have proposed network models of PTSD (e.g., Chem-
tob, Roitblat, Hamada, Carlson, & Twentyman, 1988), although Foa’s 
emotional processing model is the most widely used and best-articulated 
approach, with a good deal of empirical support (Foa & McLean, 2016; 
McLean et al., 2015). The model provides a cogent account of most PTSD 
symptoms and is consistent with the goals and procedures of empiri-
cally supported cognitive-behavioral treatments for PTSD (see Chapter 
5). Despite these strengths, the model faces some challenges. The model 
emphasizes the modification of memories by the incorporation of correc-
tive information. Research suggests that the mechanism may be more one 
of memory inhibition than memory modification. Fear memories can be 
modified to some degree, as in the case of UCS reevaluation (Davey, 1992). 
However, the research suggests that, more generally, fears are extinguished 
not by altering fear memories but by overriding or inhibiting them with 
new memories (see Chapter 4), that is, the inhibition of one memory net-
work by another.

DUAL REPRESENTATION MODEL

The emotional processing model emphasizes a verbal–propositional mem-
ory system, as illustrated by the networks of propositional links between 
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stimulus, meaning, and response elements. Imagery in this model is not 
completely neglected; it could be stored in memory records. However, 
imagery is not accorded special status. In comparison, the dual representa-
tion model places a great emphasis on imagery (Brewin, 2001; Brewin et 
al., 1996). The latter model proposes that there are two memory systems—
verbally accessible memory (VAM) and situationally accessible memory 
(SAM)—which operate in parallel. The VAM system represents verbal 
information that was consciously perceived, as expressed in oral or written 
descriptions of the trauma. The amount of information contained in VAM 
is restricted because input is through limited-capacity serial processes such 
as attention. Attention is narrowed by high levels of arousal (see Chapter 
2), which further restricts the amount of information contained in VAM. 
Thus, VAM representations encode only the conscious contents of what the 
person attends to, such as conscious evaluations of the trauma and reevalu-
ations afterward, when the person considers the consequences and implica-
tions of the event. VAM representations can be deliberately retrieved and 
“edited,” and interact with the rest of the autobiographical knowledge 
base, so that the trauma is represented with a complete personal context 
comprising past, present, and future (Brewin, 2001).

SAM representations contain information that is not recorded in 
the VAM system. The SAM system contains information obtained from 
extensive, lower-level perceptual processing of information (e.g., sights and 
sounds of the traumatic event) “that was apprehended too briefly to be 
consciously recalled” (Brewin, McNally, & Taylor, 2004, p. 105), along 
with peritraumatic emotions and bodily sensations. The SAM system does 
not use a verbal code, so SAM representations are difficult to communi-
cate to others and are not necessarily integrated with autobiographical 
knowledge. Recollections of SAM representations are triggered by match-
ing stimuli in the environment, and so it can be difficult for the person to 
control the triggering of these memories because the people are not able to 
always avoid reminders. Because SAM representations are so detailed and 
emotion-laden, involuntarily triggered, and not necessarily integrated with 
autobiographical knowledge, retrieval of these memories can give the per-
son a sense of suddenly reliving an event. Thus, trauma-related flashbacks 
and dreams are said to be products of the SAM system. Other forms of 
reexperiencing symptoms—in which the person involuntarily recalls the 
trauma but retains the sense that he or she is recalling something that hap-
pened in the past—presumably could arise from SAM representations that 
are integrated to some extent with autobiographical knowledge.

The dual representation model proposes that SAM and VAM mem-
ories coexist, and that these memory systems interact with one another. 



54 CONCEPTUAL AND EMPIRICAL FOUNDATIONS 

SAM and VAM representations compete with one another; the memory 
system that is more strongly activated will win in its effects on either acti-
vating or inhibiting fear (Brewin, 2001). Activation of SAM representations 
also provides raw material for the progressive development or modification 
of VAM representations of the trauma. Conversely, intentional “editing” 
of VAM representations (e.g., by deliberately pondering the meaning of the 
trauma) can somehow enable the person to block the automatic, unwanted 
retrieval of SAM representations (Brewin, 2001).

The dual representation model was recently subject to some modifica-
tions (Brewin, 2008, 2014; Brewin & Burgess, 2014). The dual memory 
systems were retained and the concepts of S-reps and C-reps were intro-
duced. S-reps are sensation-near representations (i.e., SAM-like represen-
tations). S-reps are primarily sensory and are lacking in spatial and tem-
poral context. S-reps contain information from perceptual processes and 
autonomic/emotional and sensorimotor responses. As such, S-reps contain 
information that has not been processed by higher cognitive functions.

C-reps are contextualized representations (i.e., VAM-like representa-
tions, including episodic memories), that encode information about the 
meaning and implications of traumatic events. According to Brewin and 
Burgess (2014), “S-reps and C-reps are not primarily distinguished by the 
type of input (e.g. sensory versus verbal) but represent different aspects 
of the input that are derived from it by different types of processing” 
(p. 217).

PTSD is said to be characterized by impaired coding of C-reps, 
strongly coded S-reps, and poor integration between C-reps and S-reps. 
The model proposes that the process of reencoding S-reps into C-reps does 
not take place in PTSD, leading to persistent flashbacks. C-reps in PTSD 
are said to be fragmented and disorganized. Reminders of the trauma (i.e., 
trauma cues) are said to trigger the automatic retrieval of S-reps, “with 
vivid, decontextualized images being experiences as the event happening 
again in the present” (Brewin, 2014, p. 88).

Comment

Despite early criticisms about the notion of two distinct memory systems, 
recent studies provide more persuasive evidence for the concept (Brewin, 
2014). Less persuasive is the evidence for fragmented verbal memories in 
PTSD (see Chapter 2). Some studies have failed to support predictions 
arising from the dual representation model (Krans, Langner, Reinecke, & 
Pearson, 2013; Pearson, 2012; Pearson, Ross, & Webster, 2012), although 
the interpretation of these findings has been a matter for debate. The 
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experiments by Pearson and colleagues reportedly failed to support the 
model. Those studies were criticized by Brewin and Burgess (2014) but the 
criticisms were rebutted by Pearson (2014). Further research is required to 
fully evaluate the strengths and limitations of the original and revised ver-
sions of the dual representation model.

A more important concern is that the dual representation model, in 
both its versions, focuses largely on flashbacks, which are the rarest PTSD 
symptoms (see Chapter 1). The model provides no explanation for more 
common PTSD symptoms such as emotional numbing. It is also unclear 
how the model accounts for recurrent, trauma-related dreams. Such night-
mares are supposedly a product of SAM activation. But SAM is purport-
edly triggered by environmental cues, so it is unclear why nightmares 
should persistently occur while the person is asleep, shielded from external 
reminders of the trauma.

Another problem is the claim that SAM encodes memories that are not 
consciously attended to. If memories are not encoded (attended to), then it 
is unclear how they can be represented in memory. There is also no persua-
sive evidence that people with PTSD have memories (putative SAM repre-
sentations) that they are unable to verbally articulate. In other words, there 
is no persuasive evidence that the SAM system contains information that 
is not stored in the VAM system. Because the dual representation model 
does not explicitly include representations of abstracted knowledge such 
as schemas, “it is less convincing in its account of the transformation of 
meaning following trauma and the operation of some pretrauma risk fac-
tors such as previous psychiatric history” (Dalgleish, 2004, p. 240). The 
model has little to say about how VAM and SAM interact with one another 
(Dalgleish, 2004), and the model also fails to provide a cogent explana-
tion for delayed-onset PTSD. The interactions between S-rep and C-rep are 
similarly poorly described. In summary, the dual representation model is an 
interesting approach, but it encounters numerous difficulties, which make 
it less compelling as an explanation of PTSD than the emotional processing 
model.

EHLERS AND CLARK’S COGNITIVE MODEL

One of the most complex models, which contains elements of the other 
models reviewed in this chapter, is Ehlers and Clark’s (2000) cognitive 
model. It includes conditioning, schemas, dysfunctional beliefs, and verbal 
and situational memories as explanatory constructs. The model does not 
appear to have changed since its initial formulation. Reiterating the 2000 
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formulation, Ehlers and Wild (2015) described the essence of the model as 
follows:

PTSD develops if individuals process the traumatic experience in 
a way that produces a sense of a serious current threat. Once acti-
vated, the perception of current threat is accompanied by reexperi-
encing and arousal symptoms and strong emotions such as anxiety, 
anger, shame, or sadness. It is proposed that two key processes lead 
to a sense of current threat . . . namely, personal meanings of the 
trauma and the way traumatic experiences are laid down in memory. 
(pp. 161–162)

The emphasis of the model is on factors contributing to the mainte-
nance of PTSD. Ehlers and Clark proposed the theory that PTSD becomes 
persistent when the person processes the traumatic event in a way that leads 
to a sense of serious, current threat. This produces fear and avoidance of 
trauma-related stimuli, as well as hyperarousal. The sense of current threat 
is said to arise from various factors including, among other things, the fol-
lowing:

	• During traumatic events, people who go on to develop chronic 
PTSD tend to be those who engage in data-driven (sensory) processing of 
the event rather than conceptually driven processing (i.e., processing the 
meaning and implications of the event).

	• This is associated with a disturbance of autobiographical memory, 
characterized by poor elaboration and contextualization, strong associa-
tive memory, and strong perceptual priming. This prevents the person from 
putting the traumatic event in the past.

	• Also implicated are excessively negative appraisals, in which the 
probability or cost of further aversive events is overestimated, and the com-
petency of the self is underestimated. Such negative appraisals include par-
ticular interpretations of the trauma, its consequences, and the world, and 
appraisals of PTSD symptoms (e.g., “I’m not safe anywhere,” “I attract 
danger,” “These symptoms mean I’m losing my mind”). Such appraisals 
generate strong emotions such as anxiety, anger, shame, or guilt. They also 
motivate the person to engage in maladaptive coping strategies.

	• Maladaptive coping strategies, used to avoid sources of threat, serve 
to reduce distress in the short term, but in the longer term they perpetuate 
the sense of pervasive threat. This is because these coping strategies prevent 
the negative appraisals from being corrected. Maladaptive coping strate-
gies include avoidance of trauma stimuli, attempts to suppress unwanted, 



 Cognitive-Behavioral Theories 57

trauma-related thoughts, abuse of arousal-dampening drugs or alcohol, 
and other efforts to avoid distress and harm.

Trauma memories are said to be readily triggered (resulting in reexpe-
riencing symptoms) because these memories are not adequately integrated 
into the autobiographical memory knowledge base. The latter is purport-
edly organized by themes and personal epochs, in which memories for 
events are integrated (elaborated and contextualized) by being intercon-
nected with one another (e.g., spatial and temporal connection: event X 
was followed by event Y, and both occurred at location Z). A memory 
is highly integrated into autobiographical memory if it has a lot of inter-
connections (associations) with other memories. This facilitates intentional 
retrieval of a memory (such as searching for memories on the basis of theme 
or epoch) and inhibits retrieval that is triggered purely by sensory cues. 
Integration also gives memories, when recalled, the sense that they hap-
pened in the past, in a given epoch (i.e., the time and place of the recalled 
event is also retrieved). Trauma memories are said to lack this contextual 
information (e.g., lacking interconnections with other memories, such as 
memories of the aftermath of the event, such as “I did not die”), thereby 
giving the person the sense that he or she is reliving the trauma (flashbacks). 
The “here-and-now” quality of the memory also contributes to the person’s 
sense of current threat.

The model further implicates the role of conditioned associations 
among stimuli (S) and responses (R): “We propose that a further problem 
in persistent PTSD is that S–S and S–R associations are particularly strong 
for traumatic material. This makes triggering of memories of the event and/
or emotional responses by associated stimuli even more likely” (Ehlers & 
Clark, 2000, p. 325).

The trauma memory and threat appraisals are said to mutually influ-
ence one another; retrieval of the memory can lead to, or strengthen, 
appraisals that one is in danger, and threat-relevant appraisal can bias 
recall, such that it is easier to recall congruent (threat-relevant) memories. 
The poor elaboration of the memories is also said to make it difficult to 
integrate information that might disconfirm negative appraisals. Deliberate 
rumination to try to understand the trauma (e.g., “Why did this happen?” 
“Why me?”) is also said to perpetuate PTSD.

Comment

Ehlers and Clark’s model is consistent with many of the findings reviewed 
in the previous chapter. The fact that the model contains many of the 
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constructs included in other models means that the explanatory power 
of the Ehlers and Clark model is as good as or better than some of the 
other models. However, the Ehlers and Clark model has several important 
drawbacks. First, it is substantially less parsimonious that the other models 
reviewed in this chapter. Second, some of the explanatory mechanisms are 
highly speculative or implausible. Ehlers and Clark (2000) speculated that 
low premorbid intelligence predicts PTSD because low intellectual ability 
may be related to a less conceptual and more data-driven processing of the 
trauma. This does not seem plausible because the task of interpreting the 
meaning of a trauma is relatively straightforward. One does not need a 
high IQ to know that being shot at by the enemy is potentially bad for your 
health, or that being robbed at gunpoint is a dangerous situation. Indeed, 
as we saw in Chapter 1, children of 3 years of age (and perhaps younger) 
can interpret an event as threatening and develop PTSD.

Third, the claim that PTSD arises from a preponderance of data-driven 
processing is questionable. Although it is possible that there is a preponder-
ance of data-driven processing during quickly unfolding events, it seems 
implausible that there would be little meaning-based processing during 
traumatic events that gradually unfold over time, such as being tortured or 
held hostage. Even for rapidly occurring events, people who develop PTSD 
commonly report that during the event they knew that something terrible 
was going to happen, even though they felt confused about what to do. 
Thus, meaning-based processing commonly occurs during traumatic events 
associated with PTSD, even though the full implications of the event might 
not be apparent until later on. This is so common that the threat-related 
interpretation of the traumatic event is a cardinal feature required for the 
diagnosis of PTSD (see Chapter 1).

Fourth, the model does not offer a persuasive explanation of many 
PTSD symptoms, including emotional numbing and dissociative symp-
toms. Finally, the model fails to explain why some of the putative causal 
factors are present for some people but not for others. For example, why 
do only some people interpret stressful events as life-threatening, and why 
do only some people ruminate about the meaning of such events? Related 
to this point, Dalgleish (2004) observed that the model generally lacks the 
ability to make unique, testable empirical predictions.

Although the model emphasizes the key role of negative appraisals 
in the maintenance of PTSD, it generally does not elucidate, a priori, 
that certain appraisals would be toxic and others benign, nor how 
this might vary across individuals. Indeed, such specificity would 
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be difficult without a much fuller explication of the more generic-
meaning representations that contextualize any appraisal that an 
individual would make. (p. 244)

ETIOLOGICAL SPECIFICITY

A challenge for any model of PTSD is to explain why, after a traumatic 
event, a person develops PTSD instead of some other disorder (e.g., major 
depression), and to explain why PTSD is commonly comorbid with other 
disorders, such as other anxiety disorders and mood disorders. Such pat-
terns of comorbidity suggest that disorder-specific and nonspecific etiologi-
cal factors are necessary to fully account for PTSD and its relationship with 
other disorders.

PTSD is associated with trauma-specific processing deficits such as 
biased attention toward threat cues and superior memory for trauma-
related information. These deficits are not specific to PTSD. Such “concern-
specific” biases have been associated with a number of disorders, including 
mood disorders, panic disorder, generalized anxiety disorder, and eating 
disorders (McNally, 1998b; Williams, Watts, MacLeod, & Mathews, 
1997). People with eating disorders, for example, display attentional 
bias toward food-related information. These results raise the question of 
whether the concern-related cognitive biases in PTSD and other disorders 
are consequences rather than causes of the disorder. Once the disorder 
develops, the person may become preoccupied with the symptoms (e.g., 
preoccupation with intrusive traumatic memories) and therefore develop 
attention and memory biases for information relating to these symptoms.

Self-denigrating beliefs, including beliefs about incompetence, low 
self-worth, and self-blame, are not specific to PTSD; they are associated 
with various forms of psychopathology, such as other anxiety disorders 
and mood disorders (Beck & Emery, 1985; Beck, Rush, Shaw, & Emory, 
1979). Beliefs that arousal-related symptoms are dangerous (i.e., elevated 
anxiety sensitivity) is similarly not specific to PTSD (Taylor, 1999). The 
fact that all sorts of cognitive factors appear to play a role in various dis-
orders may partially explain why PTSD is commonly comorbid with many 
other disorders. Possibly more specific to PTSD are the various types of 
trauma-related beliefs about the dangerousness of the world, along with the 
presence of readily triggered trauma memories. The cognitive-behavioral 
models of PTSD generally fail to consider that PTSD likely arises from a 
mix of disorder-specific and disorder-nonspecific factors.
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RELATIVE STRENGTHS AND LIMITATIONS 
OF THE MODELS

The models review in this chapter all emphasize the importance of mem-
ory; traumatic events are remembered too well and too readily triggered. 
Table 3.1 summarizes the strengths and weaknesses of the models reviewed 
in this chapter. The models generally focus on precipitating and perpetuat-
ing factors, with less attention to predisposing and protective factors. Each 
model is consistent with at least some of the empirical findings reviewed in 
the previous chapter. All the models suggest that exposure therapy would 
be a useful treatment, and all but the conditioning model suggest that cog-
nitive restructuring would be beneficial.

The models differ in some important respects, including their underly-
ing assumptions. The emotional processing model emphasizes the impor-
tance of memory modification, despite evidence that fear reduction appears 
to be largely due to the process of inhibition of fear memories, with mem-
ory modification playing a more minor role. The dual representation model 
focuses on flashbacks to the neglect of other PTSD symptoms. Ehlers and 
Clark’s model is based, in part, on the questionable assumption that trauma 
memories are fragmented. The emotional processing model does include 
the possibility of disorganized autobiographical memory (Foa & Riggs, 
1993), although this is not a central feature of the model.

The dual representation model, compared to the other models, has the 
greatest difficulty accounting for delayed-onset PTSD. The other models 
account for this in terms of changes in beliefs or reevaluation of the trauma, 
based on the accrual of new information. Only the emotional processing 
model offers a cogent explanation of numbing symptoms.

It is unclear how some of the models would distinguish between “hot” 
and “cold” cognition (Dalgleish, 2004). That is, on some occasions a per-
son may become extremely distressed when recalling the trauma, but on 
other occasions he or she may be able to recall the event while experiencing 
little or no emotion. The hot–cold distinction is less of a problem for the 
emotional processing model than the other models. The emotional pro-
cessing model suggests that hot cognition corresponds to full activation of 
the fear network, whereas cold cognition represents partial activation (e.g., 
activation of some of the stimulus elements), without activation of meaning 
or response elements. Clinically, this is seen in patients who try to narrate 
“just the facts” of their trauma, as if they were reading a police report, 
while deliberately trying not to think about the meaning of the event or 
how they felt at the time.

The models also differ in whether they provide an explanation of the 
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TABLE 3.1. Strengths and Limitations of Four Leading Psychological  
Models of PTSD
 
 
 
 

 
 
 
Conditioning 
model

 
 
Emotional 
processing  
model

 
 
Dual 
representation 
model

Ehlers 
and 
Clark’s  
cognitive  
model

Ability of model to account for . . . 
Reexperiencing + + + +
Avoidance + + + +
Numbing ? + – –
Hyperarousal + + + +
Trauma-related anger, shame,  

and guilt
? + – +

Dissociative symptoms – ? ? ?
Persistence of PTSD symptoms + + + +
Delayed-onset PTSD + + – –
Comorbidity with other 

 disorders
– +/? – +/?

Consistency with empirical findings regarding . . . a

Global intelligence and PTSD – – – ?
General attention and memory 

disturbance
– – ? –

Overgeneral autobiographical 
memories

– – – +/?

Threat-focused attentional bias + + ? +
Heightened fear conditioning in 

PTSD
– – – –

Recall bias for trauma-related 
memories

– + + +

Traumatic amnesia – – – –
Ruminative thinking as a 

perpetuating factor
– + – +

Dysfunctional beliefs – + ? +
Known predisposing or risk  

factors
– +/? – ?

Known protective factors (e.g., 
social support)

– ? – ?

Interpersonal exacerbating  
factors (e.g., criticism)

– + ? +

Explanatory power: Ability to explain . . . 
Hot versus cold cognition – + – –
Fluctuating insight in PTSD – ? + ?
Anger and guilt in PTSD – + – +
Data on the efficacy of cognitive-

behavioral treatmentsb
– + + +

Model parsimony + + + –
Number of + ratings 7 18 8 14

Note. +, good; ?, uncertain or equivocal; –, poor; +/?, support in some areas but not others.
aSee Chapters 1 and 2 for a review of these findings.
bReviewed in Chapter 5.
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fact that insight fluctuates in PTSD. People with the disorder are able to 
acknowledge, at least in their calmer moments, that their fears are exces-
sive. Yet, when exposed to trauma cues, they may believe that they are in 
real danger and may even have a flashback, in which they actually believe 
that they are back in the traumatic situation. Only the dual representation 
model offers an explicit explanation of these fluctuations in insight. How-
ever, the other models could be readily amended to include an explanation. 
For example, people may have dual belief systems (Beck & Emery, 1985) or 
dual representation of a given CS (i.e., paired with danger vs. paired with 
safety; Bouton, 2002). The relative dominance of danger- versus safety-
related representations may depend, in part, on the nature of triggering 
cues in the environment (danger vs. safety cues).

The emotional processing model and Ehlers and Clark’s model, com-
pared to the other models, provide the most persuasive explanations of 
intense trauma-related anger or guilt, which is commonly associated with 
PTSD. In terms of the emotional processing model, for example, PTSD plus 
strong guilt could arise from particular constellations of beliefs, such as 
beliefs that the self is incompetent and blameworthy (e.g., “I shouldn’t be 
so inadequate; it’s my fault that I’m so weak”). Similarly, PTSD plus strong 
anger could arise from beliefs about the dangerousness and injustice in the 
world (e.g., “It’s not fair that there are so many dangerous people in the 
world; it shouldn’t be that way!”).

A major problem of the Ehlers and Clark model, compared to the other 
models, is its lack of parsimony. A limitation of all the models is that they 
were developed for adults, and they fail to consider how developmental fac-
tors such as the person’s level of cognitive development could influence the 
risk and manifestation of PTSD in children.

SUMMARY

Four leading cognitive-behavioral models of PTSD are the conditioning 
model, the emotional processing model, the dual representation model, 
and Ehlers and Clark’s cognitive model. The models overlap in various 
ways and each has some degree of supporting evidence. The models are 
broadly consistent with the efficacy of cognitive-behavioral treatments, as 
reviewed in Chapter 5, although the conditioning model would not lead 
us to expect that cognitive restructuring would be a potent intervention. 
Each model has its own set of empirical and conceptual difficulties, and 
none provides a comprehensive account of PTSD. How should we choose 
among the models reviewed in this chapter? Choosing a guiding model is 
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important for developing a case formulation and treatment plan. The most 
promising approaches are the emotional processing model and the Ehlers 
and Clark model. On balance, the former model seems to have the advan-
tage, because it is more parsimonious and associated with fewer empirical 
and conceptual problems. Accordingly, the treatment approaches described 
in the remainder of this volume are based largely on the emotional process-
ing model, modified to emphasize a wider range of dysfunctional beliefs in 
PTSD, such as beliefs about symptoms (including anxiety sensitivity) and 
beliefs associated with mental defeat. It should be noted that the treatment 
methods described in this book are also broadly consistent with the Ehlers 
and Clark model.
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C H A P T E R  4

Neurobiology for the 
Cognitive-Behavioral Therapist

There are several reasons why the cognitive-behavioral therapist should 
have a basic knowledge of the neurobiology of PTSD. First, it provides 
a more complete understanding of the underpinnings of PTSD. Second, 
such knowledge can help the therapist understand how treatments—both 
pharmacological and psychosocial—might exert their effects at a biologi-
cal level. Third, such knowledge can be used for the purposes of patient 
psychoeducation.

If the cognitive-behavioral therapist can answer the patient’s ques-
tions about the biological basis of PTSD, then the therapist is likely to have 
greater credibility in the eyes of the patient. A question like the following 
is sometimes voiced by patients: “My doctor says that PTSD is caused by 
a biochemical imbalance. If that is true then how could CBT help me?” 
The therapist can also use knowledge of the psychobiology of PTSD to 
address catastrophic thoughts about the effects of the trauma. For example, 
a patient might ask, “I saw on TV that stress can damage the brain; does 
that mean I have brain damage?”

The findings discussed in this chapter have emerged from a range of 
research paradigms, including animal studies, human pharmacological 
challenge studies (e.g., studies of the effects of drugs that stimulate par-
ticular neurotransmitter or neurohormonal systems), and functional neu-
roimaging studies (e.g., PET scans) of normal and clinical human samples. 
This chapter begins by reviewing the neurobiology of the normal stress 
and fear responses because this provides the basis for understanding how 
these processes can go awry in PTSD. This discussion will be followed by 
a review of what is currently known about the brain structures, circuits, 
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neurotransmission, and brain–behavior links that are most relevant for 
understanding PTSD and its treatment.

NEUROBIOLOGY OF FEAR AND STRESS

Overview

Although fear and stress can be conceptually distinguished, the two 
have many features in common. Phenomenologically, both are associated 
with apprehension and hyperarousal, although stress (when defined as a 
response) is a broader concept, entailing irritability and a tendency to be 
easily upset and agitated (Lovibond, 1998; Sousa, 2016). Fear and stress 
both involve the detection of threatening stimuli and the transduction of 
this information into neurobiological responses. Fear is an emotion experi-
enced in anticipation of exposure to some specific pain or danger, whereas 
stress reflects an individual’s physiological and affective responses during 
the process of coping with (e.g., adapting to or warding off) aversive stim-
uli. Given the similarities between fear and stress, it is not surprising that 
they have similar neurobiological correlates. Figure 4.1 provides a simpli-
fied schematic diagram of the major brain structures involved in fear and 
stress and how they are interrelated.

In humans and many other animals there are four distinct, biologically 
based fear responses, which often proceed in the following sequential pat-
tern: (1) freezing, (2) fleeing, (3) fighting, and (4) tonic immobility (Bracha, 
Ralston, Matsukawa, Williams, & Bracha, 2004; Gray, 1988). Freezing is 
a “stop, watch, and listen” pattern of vigilance, where the individual vol-
untarily ceases activity and scans for danger, in preparation for action. As 
danger looms, there is an attempt to flee. When this is not possible there is 
an attempt to fight. If fleeing or fighting are not viable options, then tonic 
immobility occurs. The latter is a temporary “play dead” response, which 
often occurs when entrapment is perceived or when there is direct physical 
contact with a predator (Moskowitz, 2004). Unlike the freeze response, 
tonic immobility is an involuntary state motor inhibition. Tonic immobility 
is discussed in more detail later in this chapter.

Fast and Slow Circuits

Fear and stress both involve the activation of primitive, threat-related auto-
nomic and somatic reflexes, as well as the involvement of more complex 
cortical processes (Lang, Bradley, & Cuthbert, 1998; LeDoux, 2015). There 
are two major brain circuits—a fast pathway (also known as the “low road”) 
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and a slower pathway (“high road”)—which operate in parallel to detect 
and process threat-related stimuli (Fellous, Armony, & LeDoux, 2002; 
LeDoux, 2015; see Figure 4.1). The rapid pathway is from the thalamus 
to the amygdala. It entails the rudimentary processing of stimuli (process-
ing of raw sensory features) and provides a rapid assessment of potential 
danger. The slower pathway is from the thalamus to the primary somato-
sensory cortices, the insula (part of the cerebral cortex folded deep within 
the lateral sulcus), the anterior cingulate cortex (a collar-like structure 
surrounding the frontal part of the corpus callosum), and the prefrontal 
cortex (Charney, 2004). The slower pathway involves a more elaborated 
processing (e.g., processing of whole objects and details), thereby enabling 
assignment of significance based on prior experience with complex stimuli 
(Charney, 2004).

FIGURE 4.1. Schematic diagram of circuits involved in fear and stress. CRF, 
corticotropin-releasing factor; ACTH, adrenocorticotropic hormone; ACC, ante-
rior cingulate cortex.

Prefrontal Insula, ACC
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The Amygdala

The amygdala plays an important role in processing the emotional signifi-
cance of stimuli, including the acquisition of fears of particular stimuli 
and the contexts in which the stimuli occur (Davis & Whalen, 2001; Pare, 
Quirk, & LeDoux, 2004). Such learning appears to be a result of synap-
tic plasticity in the amygdala, in which learning is reflected in structural 
changes in neurons, such as the growth of dendritic spines, which results 
in changes in the way neurons stimulate or inhibit one another (Lamprecht 
& LeDoux, 2004).

Animal research suggests that N-methyl-d-aspartate (NMDA) recep-
tors in the amygdala are important for the expression of conditioned fear 
responses (Lee et al., 2001; Walker & Davis, 2002). Because NMDA 
receptors in the amygdala are critical for fear conditioning, and because 
fear extinction, like fear conditioning, is a form of learning, researchers 
have investigated the possibility that NMDA receptors in the amygdala 
might also be involved in fear extinction. In fact, research indicates that 
NMDA receptors in the amygdala play an important role in conditioned 
fear extinction. The findings also raise the possibility that NMDA agonists, 
like D-cycloserine, might facilitate fear extinction (see Chapter 5).

The amygdala also activates the autonomic nervous system and the 
hypothalamic–pituitary–adrenal axis. The latter plays an important role in 
the stress response. The amygdala plays an important role in the expression 
of defensive behaviors, such as startle responses, fight-or-flight reactions, 
avoidance, and tonic immobility (Davis & Whalen, 2001; Fellous et al., 
2002; Yehuda, 2002a).

Amygdala–Hippocampal Interactions

The amygdala provides output to the hippocampus. There is evidence that 
the latter plays a role in contextual learning, that is, learning about the con-
texts in which threatening stimuli are likely or unlikely to occur (VanElza-
kker, Dahlgren, Davis, Dubois, & Shin, 2014). The hippocampus plays an 
important role in declarative memory, that is, memory for facts or events, 
such as conscious recollection of traumatic events. The amygdala appears 
to be involved in giving declarative memories their emotional flavor (Fel-
lous et al., 2002). Declarative memories are not stored “in” any particular 
brain region; rather, the storage of these memories involves interconnec-
tions among a number of brain structures, including regions of the amyg-
dala and hippocampus and cortical regions such as the frontal lobes (Cahill 
& McGaugh, 1998).
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Amygdala–Frontal Lobe Interactions

The amygdala receives input from the frontal cortex. Research indicates 
that fear extinction, which may be impaired in PTSD (see Chapter 2), is 
mediated by medial prefrontal cortical inhibition of amygdala activity 
(Bukalo, Pinard, & Holmes, 2014; Vermetten & Bremner, 2002b). Cortical 
involvement in fear conditioning is clinically relevant because it provides 
a mechanism by which cognitive factors influence the magnitude of fear 
responses (Charney, 2004). Input from the hippocampus, such as inputs 
relaying context-related information to the medial prefrontal cortex, may 
facilitate the control of the medial prefrontal cortex over the amygdala 
(Sotres-Bayon, Bush, & LeDoux, 2004).

The amygdala sends inputs, directly and indirectly, to the prefrontal 
cortex. Once the amygdala is activated by sensory input from the thalamus 
or cortex, it can begin to regulate the cortex and could thereby facilitate the 
processing of danger stimuli (LeDoux, 2015), such as by promoting hyper-
vigilance for threat (Davis & Whalen, 2001). Under normal circumstances, 
the prefrontal cortex and amygdala orchestrate the control of emotional 
states by regulating one another. These interactions may be compromised 
in emotional disorders such as PTSD (Sotres-Bayon et al., 2004; Pitman et 
al., 2012).

Autonomic Nervous System

One of the most immediate fear or stress responses is the activation of 
the sympathetic branch of the autonomic nervous system, which causes 
increases in heart rate and blood pressure, as well as increases in blood flow 
and glucose availability to skeletal muscles (Yehuda, 2002b). The parasym-
pathetic branch of the autonomic nervous system operates independently to 
constrain the effects of sympathetic activation.

The major hormones of the sympathetic nervous system are adrenaline 
and noradrenaline (also called epinephrine and norepinephrine, respec-
tively). The locus ceruleus, located in the brain stem, is a major site of 
noradrenergic neurons, which provide output to many regions of the brain, 
including the prefrontal cortex, hippocampus, amygdala, thalamus, and 
hypothalamus (Vermetten & Bremner, 2002a). Noradrenergic outputs 
influence a range of functions, including attention and scanning for danger 
(McFarlane, Yehuda, & Clark, 2002). Noradrenergic outputs also influ-
ence memory formation (Vermetten & Bremner, 2002a), perhaps by their 
effect on attention, which influences the encoding of stimuli into memory. 
Noradrenergic output generally facilitates memory formation in a dose-
dependent way; the higher the level of noradrenergic output, the greater 
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the facilitating effects on memory. However, at high levels of noradrenergic 
output, memory formation is impaired (Cahill & McGaugh, 1998).

Hypothalamic–Pituitary–Adrenal Axis

The sympathetic nervous system and the hypothalamic–pituitary–adrenal 
(HPA) axis are functionally interrelated. Sympathetic activation has stimu-
latory effects on the HPA axis, and the HPA axis can have stimulatory or 
inhibitory effects on the autonomic nervous system (Vermetten & Brem-
ner, 2002a). The sympathetic nervous system and the HPA axis are both 
involved in enhancing declarative memory for stressful events (Cahill & 
McGaugh, 1998), thereby helping the individual prepare to deal with (e.g., 
master or avoid) similar situations in the future.

Stress, particularly acute stress, usually activates the noradrenergic 
system (i.e., the catecholamines adrenaline and noradrenaline) and corti-
sol. The greater the severity of the stressor, the higher the resulting levels 
of catecholamines and cortisol (Yehuda, 2002b). The noradrenergic system 
appears to play a role in fear extinction, possibly involving the circuits con-
necting the medial prefrontal cortex and amygdala (Bukalo et al., 2014).

Compared to the speed of response of the amygdala and the autonomic 
nervous system, the cortisol response is slower, occurring some minutes later 
(Vermetten & Bremner, 2002a). The cortisol response ultimately dampens 
the initial stress response (Yehuda, 2002b). That is, catecholamines facili-
tate sympathetic nervous system activation, whereas cortisol dampens or 
shuts down sympathetic activation and other neuronal defensive reactions 
that have been initiated by stress (Yehuda, 2002b).

It is important for the organism that cortisol secretion is not excessive 
and sustained because this can have deleterious effects, including immuno-
suppression, insulin resistance, and cardiovascular disease (Karlamangla, 
Singer, McEwen, Rowe, & Seeman, 2002). The hippocampus regulates the 
shut-down process by negative feedback (Vermetten & Bremner, 2002b). 
Thus, as stress-activated biological reactions shut down as a result of cor-
tisol inhibition, cortisol levels also suppress the further release of cortisol 
itself. Once the acute stressor has passed, and no external threat is detected, 
this process of negative feedback leads to the restoration of basal hormone 
levels (Yehuda, 2002b).

Other Neurotransmitters and Neuromodulators

Several neurotransmitter and neurohormonal systems have been impli-
cated in fear and stress. Important neurotransmitters include glutamate 
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and gamma-aminobutyric acid (GABA). Glutamate has an excitatory effect 
on neurons, while GABA is the major inhibitory neurotransmitter in the 
nervous system. Glutamate plays a role in synaptic plasticity and memory 
formation. Stress increases glutamate outflow to the prefrontal cortex and 
hippocampus. The release of GABA is also influenced by stress and might 
serve as a mechanism of stress coping by reducing arousal (Vermetten & 
Bremner, 2002a). Fear extinction may require GABA-ergic signaling in cir-
cuits connecting the medial prefrontal cortex and amygdala (Bukalo et al., 
2014).

The serotonergic system also plays an important role in fear and stress. 
The raphe nucleus, located in the midbrain, contains serotonin neurons 
that send outputs to all areas of the cerebral cortex, amygdala, hippocam-
pus, hypothalamus, midbrain, cerebellum, and regions of the brain stem. 
Serotonin is involved in the regulation of a range of things, including fear, 
mood, arousal, vigilance, aggression, impulsivity, sleep, analgesia, and 
food intake (Vermetten & Bremner, 2002a, 2002b). Serotonin also regu-
lates stress-induced HPA activity (Stowe & Taylor, 2002). Stress-induced 
serotonin release may have either anxiogenic or anxiolytic effects, depend-
ing on the region of the brain involved and the receptor subtype activated 
(Charney, 2004). Serotonergic output to the amygdala and hippocampus 
by the dorsal section of the raphe is believed to mediate anxiogenic effects 
via 5-HT2 receptors. In contrast, the median raphe output to hippocampal 
5-HT1A receptors may facilitate the disconnection of previously learned 
associations with aversive events or suppress formation of new associa-
tions, thus providing resilience to aversive events (Vermetten & Bremner, 
2002b).

The dopaminergic system has also been implicated in fear and stress. 
The major locations of dopamine neurons are the ventral tegmental areas 
and the substantia nigra, both located in the midbrain. They provide out-
put to various brain regions, including the amygdala, hippocampus, hypo-
thalamus, basal ganglia, and prefrontal cortex. The effects of dopamine are 
broad. Dopamine is involved in the regulation of motor activity, cognition 
(e.g., attention and memory), emotion (e.g., the hedonic impact of rewards, 
which can influence learning), and neuroendocrine secretion (Vermetten & 
Bremner, 2002a). Dopamine output to the amygdala and prefrontal cortex 
may contribute to the acquisition, expression, and extinction of conditioned 
fear (Bukalo et al., 2014; Charney, 2004). Dopamine, through its output 
to the prefrontal cortex, appears to play a role in the optimal functioning 
of working memory, that is, short-term memory that stores information 
currently being used or attended to. Stress exposure increases dopamine 
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release and metabolism in the prefrontal cortex and thereby influences 
working memory. There appears to be an optimal range for stress-induced 
increases in dopamine release in the prefrontal cortex to facilitate adaptive 
behavior. Too much dopamine release in the prefrontal cortex produces 
cognitive impairment, such as impairment in working memory, while too 
little prefrontal cortical dopamine impairs the extinction of conditioned 
fear (Charney, 2004).

Other neuromodulators of fear and stress include neuropeptides. 
These are a class of protein-like molecules consisting of short chains of 
amino acids produced in the brain. Some neuropeptides function as neu-
rotransmitters while others function as hormones. The neuropeptides that 
are thought to modulate the stress response include endogenous opioids 
(e.g., beta-endorphin), cholecystokinin, neuropeptide Y, and oxytocin. For 
example, stress is associated with an increased release of beta-endorphin, 
which can lead to feelings of analgesia (Vermetten & Bremner, 2002a).

Tonic Immobility

Tonic immobility is an adaptive, evolved response to physical threat. It has 
been identified in a third to two-thirds of sexual assault cases (Burgess & 
Holmstrom, 1976; Galliano, Noble, Travis, & Puechl, 1993; Heidt, Marx, 
& Forsyth, 2005), including both adult and childhood sexual assault (Van 
Buren & Weierich, 2015). It has also been described in survivors of airline 
disasters (Gallup & Rager, 1996). Tonic immobility is an unlearned, defen-
sive reflex (Klemm, 1977). It is characterized by extreme fear and inability 
to move. Common features include reduced vocalization, intermittent eye 
closure, rigidity and paralysis, muscle tremors in the extremities, chills, 
and unresponsiveness to pain. There is no apparent loss of consciousness, 
and occasional movements of the head and legs, vocalization, and eye clo-
sure preclude it from being described as complete immobility (Moskowitz, 
2004). Tonic immobility may be associated with peritraumatic dissociation 
(Heidt et al., 2005). The duration of tonic immobility is variable, ranging 
from a few seconds to hours, depending on the species and environmental 
conditions (Olsen, Hogg, & Lapiz, 2002).

Tonic immobility may enhance survival because some predators do not 
attack immobile prey. Or if they attack, the occurrence of tonic immobility 
causes predators to loosen their grip on captured prey, thereby increasing 
the chances of escape. Some predators lose interest in seemingly dead prey 
(Moskowitz, 2004). The adaptive value of tonic immobility is not limited to 
situations of physical assault. Some rapists may become extremely violent 
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if the victim fights back (Marshall, Laws, & Barbaree, 1990), and there-
fore tonic immobility may save the life of the assault victim. In some cases 
tonic immobility may even abort the sexual assault because some rapists 
lose interest in victims who are immobile and unresponsive (Burgess & 
Holmstrom, 1976).

Various brain structures and neurotransmitter systems are involved in 
modulating tonic immobility, including the amygdala, hypothalamus, fron-
tal lobes, brain stem, and serotonergic, noradrenergic, GABA-ergic, and 
endogenous opioid systems (Moskowitz, 2004; Olsen et al., 2002; Silva, 
Gargaro, & Brandao, 2004).

NEUROBIOLOGY OF PTSD

Overview

PTSD may arise from a combination of normal and dysregulated neuro-
biological mechanisms. Not all posttraumatic stress reactions may be due 
to neurobiological abnormalities. Some PTSD symptoms may represent 
normal reactions to extreme stressors. Although the majority of people 
exposed to traumatic stressors do not develop PTSD, they may experi-
ence a period of PTSD-like symptoms over the weeks after the traumatic 
event, but these symptoms quickly subside (Flynn & Norwood, 2004; see 
also Chapter 1). The symptoms of PTSD are also similar to the symptoms 
of “ordinary” stress (e.g., sleeplessness, irritability, avoidance, intrusive 
thoughts regarding the stressor; Horowitz, 2001; Mol et al., 2005). Thus, 
most people exposed to traumatic stressors show similar symptoms and pat-
terns of remission to people exposed to lesser stressors. This suggests that 
the neurobiology underlying the response to traumatic stressors is in some 
ways similar to the neurobiology of the normal fear and stress responses, 
although there may be important differences. Moreover, the neurobiology 
of PTSD symptom subtypes (e.g., dissociative vs. nondissociative subtypes) 
may differ in ways that remain to be further explored.

Why do some people develop PTSD in response to traumatic stress-
ors, while most other people recover from trauma? To fully understand 
the neurobiology of PTSD it is necessary to understand the neurobiologi-
cal dysregulations and biological vulnerability factors associated with this 
disorder.

Taxometric statistical research indicates that PTSD, as conceptualized 
in DSM-IV and DSM-5, is not a categorically discrete entity; the sever-
ity of the symptoms of this disorder varies along a continuum (Kliem et 
al., 2016; Ruscio et al., 2002). This suggests that there may be numerous 
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neurobiological dysregulations or abnormalities involved in the disorder, 
which each additively contribute to the risk for PTSD.

Amygdala and Medial Prefrontal Cortex

Functional neuroimaging research has linked dysregulations in several brain 
regions to PTSD. This includes hyperactivity in the amygdala and hypoac-
tivity in (1) the medial prefrontal cortex, (2) the anterior cingulate cortex 
(located in the medial frontal lobe and forming a collar around the frontal 
part of the corpus callosum), and (3) the hippocampus (Holzschneider & 
Mulert, 2011; Koch et al., 2016; Milad, Rosenbaum, & Simon, 2014). In 
PTSD, the amygdala appears to be hyperreactive to trauma-related stimuli. 
Although the amygdala is hyperactivated in PTSD, compared to controls, 
it is unclear whether the source of the problem is with the amygdala or 
whether it lies elsewhere. Nevertheless, increased activity of the amygdala 
seems to play a role in PTSD symptoms such as hyperarousal (e.g., exag-
gerated startle response), hypervigilance, and persistent trauma-related fear 
and avoidance (see Figure 4.1).

In normal individuals, the suppression of declarative memories is asso-
ciated with heightened activity of the dorsolateral prefrontal cortex and 
decreased activity of the hippocampus (Anderson et al., 2004). This raises 
the possibility that dysregulations in the frontal or hippocampal systems 
may be associated with intrusive recollections (reexperiencing symptoms) 
in PTSD.

Given that amygdala inhibition by the prefrontal cortex plays a role in 
fear extinction (as discussed earlier), it has been suggested that the neuroim-
aging findings indicate that PTSD is associated with insufficient amygdala 
inhibition by the medial prefrontal cortex (Holzschneider & Mulert, 2011; 
Pare et al., 2004). This could account for the persistence of trauma-related 
fear and avoidance that characterizes PTSD. Insufficient inhibition may also 
play a role in reexperiencing symptoms such as flashbacks (Nutt & Malizia, 
2004). This could occur if heightened activity of the amygdala leads to the 
repeated stimulation of fear memories. It is unclear, however, whether this 
“inhibition insufficiency” is something that predisposes a person to develop 
PTSD or whether it is an acquired consequence of trauma exposure.

The Hippocampal Controversy: Does Stress Damage  
the Brain?

Given the role of the hippocampus in encoding the context of stimuli, 
structural or functional impairments in the hippocampus may make it 
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difficult for the person to learn to distinguish safe from dangerous con-
texts (Holzschneider & Mulert, 2011; Pitman et al., 2012). This means 
that a trauma-related stimulus (e.g., the sight of a muscular, tattooed man 
for someone who was assaulted by such an individual) would evoke a fear 
response even in safe contexts.

Animal research and experimental studies of humans have demonstrated 
that chronic stress can impair learning and memory (Sapolsky, 2000), and 
that this appears to arise from the effects of glucocorticoids (e.g., cortisol in 
humans). Glucocorticoids are important for successfully coping with stress 
because they mobilize stored energy, increase cardiovascular tone, and sup-
press energy-costly anabolism, such as growth, tissue repair, reproduction, 
digestion, and immunity. Prolonged release of glucocorticoids could damage 
the hippocampus, because this structure is rich in receptors that are heavily 
occupied by glucocorticoids during times of stress (Sapolsky, 2000).

Such findings suggested the hypothesis that exposure to traumatic 
stress and subsequent PTSD are associated with damage to the hippocam-
pus. Such findings, if borne out by research, could explain why PTSD is 
associated with various types of memory deficits (see Chapter 2) and why 
PTSD is associated with deficits in using contextual cues to identify safe 
environments. When aggregated in meta-analyses, findings from neuro-
imaging research does indeed show that people with PTSD, compared to 
controls, tend to have smaller hippocampi (O’Doherty, Chitty, Saddiqui, 
Bennett, & Lagopoulos, 2015), but there is also evidence that smaller hip-
pocampal volume may predate trauma exposure (Gilbertson et al., 2002; 
Pitman et al., 2012). These findings suggest that reduced hippocampal 
size could be either (1) a predisposing factor to PTSD, (2) a consequence 
of trauma exposure/PTSD, or (3) both a cause and a consequence (Hol-
zschneider & Mulert, 2011; Pitman et al., 2012).

The cause of smaller hippocampal volume is unclear, probably involv-
ing an interplay of unknown genetic and environmental factors (Pitman 
et al., 2012). Cortisol neurotoxicity may explain only a fraction of cases. 
Many studies suggest that cortisol levels are generally not elevated in PTSD, 
and that in many cases cortisol levels are abnormally low, although in some 
cases cortisol levels are high (see below). Thus, it is currently unclear as to 
whether traumatic stress leads to hippocampal damage in humans. We will 
return to this issue later in the chapter.

Although people with PTSD, compared to controls, tend to have 
smaller hippocampal volumes (and associated memory difficulties and 
lower intelligence), these could be pretrauma differences that could be vul-
nerability factors for PTSD (see Chapter 2 for a discussion of how memory 
and intelligence might be vulnerability factors for PTSD).
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Autonomic Nervous System

Psychophysiological studies of PTSD indicate that this disorder, compared 
to various control groups, is associated with elevated resting heart rate 
and heightened diastolic blood pressure (Buckley & Kaloupek, 2001; Pole, 
2007). People with PTSD, compared to controls, also show enhanced star-
tle response to neutral stimuli (e.g., to sudden loud tones) and to trauma-
related cues (Yehuda, 2002a; Metzger et al., 1999). Taken together, these 
findings suggest that PTSD is associated with chronically heightened activ-
ity of the sympathetic branch of the autonomic nervous system. This is con-
sistent with reports of many PTSD patients, who report that they are par-
ticularly sensitive to stressors, including mild stressors (Yehuda, 2002b).

Cortisol and the HPA Axis

Normal stress responses are associated with an increase in the secretion of 
cortisol, and yet many (but not all) studies have found that PTSD, particu-
larly chronic PTSD, is associated with low or nonelevated levels of cortisol 
(Yehuda, 2004; Young & Breslau, 2004; Pitman et al., 2012). Abnormally 
low cortisol responses to trauma are evident immediately after trauma 
exposure in people who go on to develop PTSD (Delahanty, Raimonde, & 
Spoonster, 2000; McFarlane, Atchison, & Yehuda, 1997; Yehuda, McFar-
lane, & Shalev, 1998). This suggests that in people at risk for PTSD, there 
is a failure of cortisol to shut down the stress response (e.g., a failure to shut 
down the activation of the autonomic nervous system) (Yehuda, 2002b).

According to Yehuda (2004), the absence of elevated cortisol indicates 
that PTSD in general—or perhaps a particular subtype of PTSD—is char-
acterized by heightened sensitivity of the HPA axis, where there is a strong 
negative feedback to the release of cortisol (recall that cortisol is regulated 
via negative feedback; release of cortisol leads to the subsequent inhibition 
of cortisol release). The stronger negative feedback may be due to height-
ened receptor sensitivity, perhaps due to an increased number of pituitary 
glucocorticoid receptors (Yehuda, 2002b).

Noradrenergic Dysregulation

Heightened activity of the sympathetic nervous system may be partly due 
to dysregulation (heightened response) of the noradrenergic neurotransmit-
ter system. This system plays a role in fear and arousal, so dysregulation 
could lead to the excessive fears and hyperarousal seen in PTSD. Given the 
role of the noradrenergic system in memory consolidation (McFarlane et 
al., 2002), it is also possible that heightened activation of this system, in 
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response to a traumatic stressor, could lead to “overconsolidated” or read-
ily recalled trauma memories (Pitman, 1989). In this way, noradrenergic 
dysregulation could lead to reexperiencing symptoms.

There are several lines of evidence suggesting that the noradrenergic 
system is dysregulated in PTSD (Arnsten, Raskind, Taylor, & Connor, 
2015). People with this disorder have increased levels of catecholamines 
such as noradrenaline under resting and stimulated conditions (Geracoti et 
al., 2001; Yehuda, 2002a; Young & Breslau, 2004). Pharmacological chal-
lenge research provides further evidence of noradrenergic dysregulation. 
Here, investigators administer a drug that stimulates a given neuromodula-
tory system and see whether patients differ from controls in their responses. 
If the groups differ, then this is taken to suggest that the functioning of 
the neurotransmitter system in patients differs from that of controls. Such 
research suggests noradrenergic dysregulation in PTSD (Arnsten et al., 
2015; Southwick, Krystal, et al., 1997).

Serotonergic Dysregulation

There is evidence that the serotonergic system may also be dysregulated in 
PTSD (Southwick, Krystal, et al., 1997; Bukalo et al., 2014). This system 
modulates a variety of brain structures and neurotransmitter systems. For 
example, it influences activity of the locus ceruleus, which is the major 
source of noradrenergic neurons in the brain. Therefore, dysregulated con-
trol of the noradrenergic system by the serotonergic system could lead to 
PTSD symptoms such as hyperarousal and reexperiencing symptoms. This 
could occur even in circumstances where there is nothing inherently wrong 
with the noradrenergic system. Serotonergic hypofunction could also be 
associated with symptoms commonly associated with PTSD, such as irrita-
bility, aggression, and depression (Stowe & Taylor, 2002).

Other Neuromodulators

Dysregulations in other neuromodulatory systems have also been suggested 
to play a role in PTSD, including dysregulations in the dopaminergic, GAB-
Aergic, and endogenous opioid systems (Stowe & Taylor, 2002). It has been 
speculated that reduced activity in the dopamine system, in the prefron-
tal cortex, could lead to excessive, persistent fear of trauma-related cues 
(Charney, 2004; Morrow, Elsworth, Rasmussen, & Roth, 1999).

Dysregulation in the endogenous opioid system, such as a heightened 
release of endogenous opioids in response to stress, could play a role in 
emotional numbing. In support of this conjecture, Vietnam veterans with 
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PTSD exposed to trauma videos experienced a 30% decrease in pain sen-
sitivity on subsequent exposure to heat stimuli (van der Kolk, Greenberg, 
Orr, & Pitman, 1989). This effect was reversible with naloxone administra-
tion, suggesting an opioid-mediated response (Pitman et al., 1990). This is 
consistent with the finding of elevated cerebrospinal fluid beta-endorphin 
in PTSD (Baker et al., 1997).

GENETIC FACTORS IN PTSD

Heritability of PTSD Symptoms

Studies of monozygotic and dizygotic twins have been conducted to investi-
gate the heritability of trauma exposure and the heritability of PTSD symp-
toms among those twins who have been exposed to traumatic stressors 
(e.g., Jang, Stein, Taylor, Livesley, & Asmundson, 2003; Lyons et al., 1993; 
Stein, Jang, Taylor, Vernon, & Livesley, 2002; True et al., 1993; Wolf & 
Miller, 2014). These studies suggest that PTSD symptoms are moderately 
heritable, with genetic factors accounting for 30-46% of the variance in 
PTSD symptom severity (Wolf & Miller, 2014). Little is known about the 
actual genes associated with PTSD and many initially significant finding 
are unreplicated in later studies (Skelton, Ressler, Norrholm, Jovanovic, 
& Bradley-Davino, 2012). To illustrate, a recent, very large genome-wide 
association study (consisting of over 13,000 participants in two military 
samples) was unable to identify genetic loci that were reliably associated 
with PTSD in both samples (Stein et al., 2016).

Despite the evidence suggesting the role of genetic factors in PTSD, one 
should not lose sight of the fact that the heritabilities are modest (account-
ing for about a third of the variance), and environmental factors play a 
substantial role in determining the risk for this disorder. Such factors may 
include early (pretrauma) learning experiences that influence the forma-
tion of dysfunctional beliefs or poor coping skills (see Chapter 2), or early 
exposure to unpredictable, uncontrollable stressors, which could sensitize 
the HPA axis and autonomic nervous system (Nemeroff, 2004).

Broad Genetic Influences

Numerous twin studies have shown that some psychiatric disorders (e.g., 
anxiety and mood disorders) have genetic and environmental factors in 
common with one another (Kendler & Prescott, 2006). Preliminary evi-
dence suggests that this is likely true of PTSD (Sartor et al., 2012). Just 
like other disorders, it seems likely that PTSD arises from a combination of 
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disorder-specific factors (i.e., genetic and environmental factors specific to 
PTSD) and nonspecific factors (genetic and environmental factors that play 
a role in PTSD and other disorders) (Pitman et al., 2012).

Heritability of Trauma Exposure

Twin studies indicate that genetic factors are moderately important in expo-
sure to assaultive trauma and in combat exposure (e.g., Jang et al., 2003; 
Lyons et al., 1993). Assaultive trauma refers to exposure to various forms 
of interpersonal violence, such as physical or sexual assault. Exposure to 
nonassaultive trauma (e.g., natural disasters, motor vehicle accidents) was 
not heritable. Genetic factors also are moderately important in influencing 
exposure and in PTSD symptoms.

Why would exposure to combat or assaultive trauma be heritable? 
Trauma exposure per se is unlikely to be inherited. More likely, trauma 
exposure is influenced by the genes underlying certain personality charac-
teristics, which influence the likelihood that a person will get into a poten-
tially traumatizing situation. A history of conduct disorder is a risk factor 
for PTSD (Breslau & Davis, 1992; Ozer et al., 2003); people who engage in 
impulsive or antisocial behaviors (e.g., stealing cars, frequenting dangerous 
parts of town, associating with felons) are at increased risk of being trau-
matized. Consistent with this theory, Jang et al. (2003) found that the genes 
associated with antisocial personality traits predicted the risk of exposure 
to assaultive trauma. The strength of association, however, was modest, 
with genetic factors accounting for 5–11% of the observed relationship 
between personality and trauma exposure.

Two broad genetic factors may play a role in PTSD. One factor likely 
represents the genes underlying antisocial or impulsive behavior, which 
shape the person’s risk of trauma exposure. Such genes are insufficient in 
themselves in causing PTSD, because they fail to explain why PTSD devel-
ops in only a fraction of people exposed to trauma. The second genetic 
factor that likely plays a role in PTSD is probably defined by the genes that 
contribute to negative emotionality or neuroticism, that is, genes that play 
a role in a person’s tendency to experience fear or anxiety.

IMPLICATIONS FOR DIAGNOSIS AND FOR CBT

Although a number of biological abnormalities tend to statistically dis-
tinguish PTSD from non-PTSD control groups, none of the biomarkers 
has sufficient sensitivity or specificity for diagnostic purposes (Pitman et 
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al., 2012). The structured clinical interview remains the gold standard for 
diagnosing PTSD (see Chapter 6).

The research on the neurobiology of PTSD can be shared, in a sum-
marized form, with patients to help them realize that their symptoms are 
not due to some weakness or failing on their part; the symptoms arise from 
the interaction between genetic predispositions and environmental events. 
Similarly, it can be useful to provide patients (and their significant oth-
ers) with information about the causes of particular types of posttraumatic 
stress response. Exaggerated startle response, for example, is not a sign of 
timidity or cowardice; it is an involuntary defensive reflex that is readily 
activated in people suffering from PTSD. A useful therapeutic goal is to 
ensure that patients and their significant others do not become alarmed 
about the patient’s startle response.

Unless the person is becoming startled in situations where this could 
be risky (e.g., becoming startled while driving in a manner that makes driv-
ing hazardous), an exaggerated startle reflex is no more dangerous than a 
bout of hiccups. Even in those circumstances where it might be dangerous 
(e.g., if it impairs driving), CBT can reduce or dampen the startle response 
(Fairbank et al., 1981).

Corrective information can be similarly provided for people who expe-
rienced tonic immobility at the time of the trauma. Some assault survivors 
feel guilty, ashamed, or confused because they did not fight back against the 
assailant. To illustrate, women who felt paralyzed during a sexual assault 
are likely to blame themselves and feel intense guilt and self-derogation 
(Meyer & Taylor, 1986). Guilt, self-blame, and shame can be reduced by 
educating patients about the fact that tonic immobility is an involuntary 
defensive reflex, and therefore they need not blame themselves about how 
they behaved during the assault. Assault survivors can also be assured that 
the failure to fight back against the assailant (due to tonic immobility) in no 
way implies “consent” for the assault. In some cases it may be necessary to 
convey this information to the survivor’s significant others, who may other-
wise blame the person for not fighting back (Heidt et al., 2005).

People with PTSD sometimes report that they are not as resilient to 
stress as they were before the traumatic event. They may find themselves 
to be more reactive to even minor stressors. Such patients could be edu-
cated about the nature of the stress response systems (e.g., HPA axis and 
autonomic nervous system), and how the sensitivity of these systems can 
change. Exposure to unpredictable, uncontrollable stress can sensitize these 
systems, whereas graded exposure to predictable, controllable stress (as in 
CBT exposure exercises) can reduce stress sensitivity (Dienstbier, 1989; 
Nemeroff, 2004). It is important that PTSD patients understand that their 
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stress hyperresponsiveness is not a fixed trait; CBT can help them improve 
their stress resilience. Physical exercise is also another promising means of 
improving stress resilience (Dienstbier, 1989; Fetzner & Asmundson, 2015; 
Powers et al., 2015).

Some patients (and some clinicians) may ask how CBT could possibly 
be helpful with PTSD, because this disorder has been shown to be “genetic,” 
and is a “brain disease” according to neuroimaging studies. Patients (and 
sometimes their doctors) who firmly believe that PTSD is simply a “biologi-
cal” disorder may be reluctant to try CBT, thereby unnecessarily narrowing 
their treatment options. The cognitive-behavioral therapist could inform 
the patient that neuroimaging studies of anxiety and mood disorders show 
that CBT normalizes patterns of brain activation (e.g., Baxter et al., 1992; 
Furmark et al., 2002; Goldapple et al., 2004). Similar findings have been 
reported for PTSD (Aupperle et al., 2013; Felmingham et al., 2007). In a 
sense, CBT and pharmacotherapies are both somatic interventions.

Some patients (and clinical practitioners) believe that if a disorder is 
“genetic” then it is not amenable to psychosocial interventions. If this belief 
presents a barrier to the implementation of CBT, then the patient could 
be educated that genes do not necessarily define one’s destiny. For some 
disorders that are strongly genetic, the most effective available treatment is 
an environmental intervention. To illustrate, phenylketonuria is a genetic 
disorder that results in a deficiency of the enzyme phenylalanine hydroxy-
lase (Thompson, 1995). This disorder is effectively managed by an envi-
ronmental intervention—a phenylalanine-restricted diet (Brown & Guest, 
1999). Another example is obesity, which is a substantially heritable condi-
tion (Bulik, Sullivan, & Kendler, 2003). Among the most effective treat-
ments for obesity are environment interventions, such as physical exercise 
and behavior therapy (Avenell et al., 2004). Similarly, CBT is effective for 
PTSD, even though the disorder is moderately heritable.

The finding that PTSD is associated with smaller hippocampal volume 
has been widely reported in the popular press, which has led some PTSD 
patients to despair that they have stress-induced brain damage. Patients can 
be informed that it is currently unclear whether stress damages the brain. 
Even if stress leads to hippocampal atrophy there is evidence that the hip-
pocampus can regenerate lost neurons (Bendel et al., 2005). In this regard 
the hippocampus is unusual compared to other brain structures. Evidence 
further suggests that treatment with conventional pharmacotherapies for 
PTSD—selective serotonin reuptake inhibitors—can increase hippocampal 
volume in people with PTSD (Vermetten, Vythilingam, Southwick, Char-
ney, & Bremner, 2003). The same has been reported for CBT (Levy-Gigi, 
Szabó, Kelemen, & Kéri, 2013).
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SUMMARY

PTSD probably arises from a mix of normal and dysregulated neurobio-
logical processes. The risk for developing PTSD and the subsequent severity 
and chronicity of the disorder may depend on the nature and number of 
processes that are involved in a given individual; for example, the num-
ber of risk-imparting genes a person possesses, or the type and number of 
neurotransmitter systems that become dysregulated after trauma exposure.

Knowledge of the neurobiology of PTSD can aid the cognitive-behav-
ioral therapist in several ways. It can help the therapist understand how 
the cognitive abnormalities and models of PTSD, discussed in Chapters 2 
and 3, may be related to brain structures and processes. Knowledge of the 
neurobiology of PTSD can also help the therapist provide psychoeducation 
to the patient, for instance, information that the patient is not to blame 
for defensive, reflexive reactions like tonic immobility and reassurance 
about the effects of trauma exposure on the brain. The neurobiologically 
informed clinician can help patients treated with a combination of CBT 
and pharmacotherapy understand how these treatments may be comple-
mentary, and how they may exert their therapeutic effects on similar or 
interconnected brain structures and processes. Further details of combined 
CBT and pharmacotherapy are covered in Chapters 5 and 15.
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C H A P T E R  5

Treatments
A Review of the Research

The therapist needs to choose from a wide range of options to determine 
which interventions to use with which patient. An evidence-based approach 
can help guide the process. In this chapter we focus primarily on research 
on the efficacy of different forms of CBT. This chapter reviews what is cur-
rently known about the merits of CBT in relation to other treatments, with 
particular attention to clinically important questions such as the following:

	• How does CBT compare to other interventions in terms of efficacy?

	• Are CBT methods useful for PTSD prevention or early intervention?

	• What are the most effective CBT interventions for PTSD? To opti-
mize outcome, these could be emphasized in treatment packages, while the 
less effective interventions could be deemphasized or dropped altogether.

	• What are useful guidelines for selecting, sequencing, and integrating 
cognitive-behavioral and other interventions?

	• How common are CBT side effects and other adverse outcomes?

	• Is CBT effective for special populations such as children and the 
elderly, and how should treatment be adapted to such groups?

	• What are the most promising directions for further improving the 
efficacy of CBT? This includes a discussion of the possible benefits of com-
bining CBT with experimental “cognitive enhancer” medications. The effi-
cacy of combining CBT with conventional psychotropic medications (e.g., 
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selective serotonin reuptake inhibitors [SSRIs]) is discussed in Chapter 15, 
as part of a broader discussion of what the CBT clinician should know 
about conventional pharmacotherapies for PTSD.

CBT COMPARED TO OTHER TREATMENTS

Narrative Reviews and Meta-Analyses

There are several CBT protocols, each involving some combination of one 
or more of imaginal exposure, situational exposure, cognitive restructur-
ing, and anxiety management techniques such as relaxation training and 
breathing retraining. Most CBT protocols contain some form of exposure 
therapy, typically a combination of imaginal and situational exposure.

The voluminous treatment outcome literature has been the subject of 
many narrative reviews and meta-analyses. The most consistent conclusion 
is that CBT, in its various forms, is a generally efficacious first-line treat-
ment of PTSD, with treatment gains typically maintained at follow-ups of 
a year or more (e.g., Chard, 2005; Cusack et al., 2016; Foa et al., 2005; 
Keeshin & Strawn, 2014; Smith et al., 2013). Evidence further suggests that 
CBT for PTSD is wide ranging in its therapeutic effects in that it can lead 
to reductions in trauma-related guilt, anger, negative health perceptions, 
and depression (Rauch, Efterhari, & Ruzek, 2012). There is encouraging 
evidence for the efficacy of CBT delivered via the Internet and in the form 
of virtual reality exposure therapy, although further research into both 
types of intervention is needed (Kuester, Niemeyer, & Knaevelsrud, 2016; 
Motraghi, Seim, Meyer, & Morissette, 2014).

What is less clear is the efficacy of CBT compared to other treat-
ments. Compared to other psychotherapies, the evidence for CBT is stron-
ger in that this therapy has been evaluated in more studies of high meth-
odological quality (Cusack et al., 2016). In a meta-analysis focusing only 
on combat veterans, CBT was more effective than other psychotherapies 
(Haagen, Smid, Knipscheer, & Kleber, 2015). A meta-analysis by Watts 
et al. (2013) found that CBT tended to have larger effects than other 
psychotherapies and pharmacotherapies, with no differences between the 
various forms of CBT. For pediatric PTSD, the evidence suggests that 
CBT is a first-line treatment and that pharmacotherapy should be used 
as an adjunct to CBT when prolonged and severe symptoms require addi-
tional intervention (Keeshin & Strawn, 2014). These results should not be 
misinterpreted as suggesting that CBT is a cure-all for PTSD. CBT is not 
efficacious for all patients and even those who do respond typically have 
residual symptoms (Taylor, 2004). Treatment that is specifically tailored 
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to the needs and clinical features of a given patient could improve treat-
ment outcome.

Expert Consensus Guidelines

The above-mentioned results are consistent with the conclusions drawn 
from a group of internationally recognized PTSD experts. Many expert 
consensus guidelines have been published over the past decade. Forbes et 
al. (2010) published a useful guide to these guidelines. Reviewing guide-
lines published in North America, Europe, and Australia, Forbes et al. 
(2010) concluded that all guidelines strongly support the use of CBT. All 
guidelines acknowledged some benefit of pharmacotherapy, but differed 
in whether pharmacotherapy was recommended as a first-line treatment. 
Guidelines published after the Forbes review similarly echoed the impor-
tance of CBT as a first-line treatment for CBT (e.g., Katzman et al., 2014). 
All guidelines cautioned that the implementation of treatment should be 
made within the context of sound clinical judgement and decision mak-
ing. CBT is a first-line treatment but that does not mean that it should 
be implemented indiscriminately. To illustrate, in one of our clinical tri-
als (Taylor et al., 2003) we had two patients who met diagnostic criteria 
for PTSD but were excluded because of safety concerns. One prospective 
patient was homeless. Homelessness is a risk factor for being traumatized 
and obviously something that should be addressed before commencing a 
course of CBT. The other prospective patient had PTSD as a result of a near 
fatal knife attack by her spouse, who was actively psychotic at the time of 
the assault. The spouse was still living with the prospective patient at the 
time that she sought treatment and his adherence to antipsychotic medica-
tion was in question. Again, common sense dictates that the person must 
be in safe living conditions before time is ripe for implementing treatment 
for PTSD.

There is insufficient evidence for complementary and alternative thera-
pies as treatments for PTSD (U.S. Department of Veterans Affairs/Depart-
ment of Defense, 2010), although some interventions could conceivably be 
useful adjuncts to CBT. For example, physical activity could be a useful 
adjunct (Fetzner & Asmundson, 2015; Powers et al., 2015; Rosenbaum et 
al., 2015) and, more specifically, some forms of yoga may be useful in treat-
ing hyperarousal and perhaps other PTSD symptoms (Metcalf et al., 2016). 
Yoga teaches participants to be accepting of unpleasant internal states 
(e.g., muscular discomfort during some of the more demanding exercises, 
and acceptance of unwanted intrusive thoughts). It is possible that these 
acceptance/mindfulness exercises could be helpful in reducing the distress 
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associated with reexperiencing symptoms, although this question remains 
to be investigated.

Prevention and Early Intervention

Prevention and early intervention for PTSD are important because we, as 
treating clinicians, may find ourselves in a position where we have to decide 
how best to help someone presenting with symptoms associated with a very 
recent trauma (e.g., a survivor of a holdup occurring a few days earlier). 
People who have just experienced a traumatic event could develop PTSD. 
Accordingly, programs have been developed to prevent PTSD (and other 
psychopathology) in trauma-exposed populations.

One approach is to intervene shortly after the person has been exposed 
to a trauma. Among the most widely used of these early interventions are 
the various forms of psychological debriefing, such as critical incident stress 
debriefing (Mitchell & Everly, 2000). Debriefing is implemented in a single 
session, 24–48 hours posttrauma, to all available trauma survivors, regard-
less of whether they are distressed, either individually or in groups. The 
trauma survivor is presented with information about common reactions 
to trauma (e.g., PTSD symptoms) and asked to provide the debriefer with 
a detailed description of the trauma. The debriefer encourages emotional 
expression and advises the person to discuss the trauma with others. Avoid-
ance of trauma-related stimuli is discouraged, and the person is encouraged 
to seek further help if symptoms persist.

Despite the widespread use of psychological debriefing, little informa-
tion about its effects has been available until recently. Research indicates 
that debriefing, compared to no intervention, is either ineffective or possi-
bly harmful in that it seems to perpetuate PTSD symptoms (Bisson, 2003; 
National Institute of Mental Health, 2002; van Emmerik, Kamphuis, Huls-
bosch, & Emmelkamp, 2002). Accordingly, all expert consensus guidelines 
caution against the routine use of psychological debriefing as an early 
preventive intervention for populations exposed to trauma (Forbes et al., 
2010).

A growing number of studies have investigated the pharmacological 
prevention of PTSD and related disorders. Sijbrandij, Kleiboer, Bisson, Bar-
bui, and Cuijpers (2015) conducted a systematic review and meta-analysis 
of pharmacotherapies (e.g., β blockers, hydrocortisone, SSRIs) adminis-
tered within the first month after trauma exposure, as compared to placebo 
or no pharmacotherapy. There was no firm evidence to support the role of 
early pharmacotherapy, except for preliminary support for hydrocortisone 
in reducing the risk of developing PTSD. Acute administration of morphine 
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might also reduce the risk of PTSD (Sijbrandij et al., 2015), but further 
research is needed.

There is preliminary support for the preventive benefits of CBT, con-
sisting of prolonged exposure administered within hours of trauma expo-
sure in an emergency room setting (Kearns, Ressler, Zatzick, & Rothbaum, 
2012). Another promising approach is to determine whether the patient has 
PTSD symptoms and desires treatment and, if so, to then implement a four 
to five session CBT program 2–4 weeks posttrauma. Research indicates 
that the latter is effective in reducing symptoms and reducing the risk of 
developing full-blown PTSD (e.g., Bisson, Shepherd, Joy, Probert, & New-
combe, 2004; Bryant, Sackville, Dang, Moulds, & Guthrie, 1999; Foa, 
Hearst-Ikeda, & Perry, 1995).

ADVERSE EFFECTS OF CBT

Most treatments, whether they are psychosocial or pharmacological, have 
side effects, such as transient increases in PTSD symptoms. Initial symptom 
exacerbation during CBT can be a result of increased exposure to trauma-
related stimuli; that is, patients are encouraged to become less avoidant 
(e.g., through the use of exposure exercises), so they increasingly come in 
contact with stimuli that evoke distress and trigger memories of the trau-
matic event (reexperiencing symptoms).

How frequent and severe are CBT side effects? Depending on how 
symptom worsening is defined, between 7 and 31% of patients experience 
symptom worsening during CBT (Larsen, Stirman, Smith, & Resick, 2016; 
Tarrier, Pilgrim et al., 1999; Taylor et al., 2003). Other adverse effects such 
as increases in depression and suicidal ideation are rare (Bryan et al., 2015). 
Symptom worsening, when it does occur, tends to be mild and transient. It 
does not predict treatment dropout or predict a poor response to treatment 
(Foa, Zoellner, Feeny, Hembree & Alvarez-Conrad, 2002; Larsen et al., 
2016; Taylor, 2004). Symptom worsening does not appear to differ across 
the various forms of CBT (Larsen et al., 2016).

Who is most likely to experience adverse effects? Patients who have 
substance use disorders (either currently or in recent remission) may be at 
risk for an exacerbation of these disorders during PTSD treatment. Other 
pretreatment characteristics have generally failed to identify patients who 
are at risk for symptom worsening. Therapist skill may be an important fac-
tor in limiting CBT side effects (Taylor et al., 2003). Skilled therapists may 
be better able to guide the pacing and difficulty of exposure exercises. Some 
lesser skilled therapists might push patients to attempt exposure exercises 
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that are too distressing to endure, resulting in aborted (and brief) exposures 
to intensely distressing stimuli. Such experiences of failed exposure may 
intensify the patient’s avoidance of trauma cues.

PROGNOSTIC FACTORS

Studies of prognostic factors have produced many inconsistent findings. In 
part, the inconsistencies may be due to differences in sample size, and hence 
differences in statistical power. Studies with small samples (and low power) 
will only be able to identify the most robust predictors, while studies with 
larger samples will be able to identify more subtle predictors. The research 
on prognostic factors is still in its infancy, and so the following review can 
only offer tentative conclusions.

Concerning treatment dropout, pretreatment variables, such as PTSD 
severity, severity of associated symptoms, trauma characteristics, receipt 
of disability benefits, trauma-related litigation, and demographic features, 
are unreliable predictors, significant in some studies but not in others (e.g., 
Gros, Price, Yuen, & Acierno, 2013; Tarrier, Pilgrim, et al., 1999; Taylor, 
2004; Taylor et al., 2001). Treatment credibility, assessed early in treat-
ment, is also an inconsistent predictor of attrition, being a significant pre-
dictor in some trials but not others (Tarrier, Pilgrim, et al., 1999; Taylor, 
2004; van Minnen, Arntz, & Keijsers, 2002).

With regard to predicting treatment outcome, the following are unre-
liable predictors: demographic features, trauma-related disability benefits 
and litigation, trauma characteristics, concurrent use of psychotropic 
medication, pretreatment clinical features (e.g., PTSD symptoms, duration 
of trauma, duration since trauma, depression, dissociation, guilt, shame, 
substance abuse history, comorbid Axis I disorder), and personality vari-
ables (e.g., Basoglu et al., 2003; Forbes, Creamer, Hawthorne, Allen, & 
McHugh, 2003; Haagen et al., 2015; Taylor, 2004). Pretreatment dysfunc-
tional beliefs are similarly unreliable or nonsignificant predictors of out-
come (Livanou et al., 2002). Although PTSD-related compensation seeking 
and litigation generally do not predict outcome (e.g., Brooks & McKinlay, 
1992; Grace, Green, Lindy, & Leonard, 1993; Taylor et al., 2001), there are 
occasional exceptions of patients who simulate PTSD symptoms and fail 
to adhere to treatment in the hope of receiving a large financial settlement 
(Simon, 2003).

Clinical lore suggests that the patient’s pretreatment level of anger 
(either severity of trauma-related anger or anger proneness in general) pre-
dicts the outcome of PTSD treatment. Anger has been implicated in poor 
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outcome for CBT in some studies (e.g., Foa, Riggs, et al., 1995; Forbes et 
al., 2003; Lloyd et al., 2014; Taylor et al., 2001) but not in others (e.g., 
Cahill, Rauch, Hembree, & Foa, 2003; Taylor, 2004; van Minnen & Hage-
naars, 2002). Pretreatment trauma-related guilt is similarly an unreliable 
predictor of PTSD treatment outcome (Taylor, 2004). It is possible that 
only very severe trauma-related anger or guilt predicts poor response to 
PTSD treatments, but this remains to be empirically established.

PTSD is often comorbid with chronic pain in survivors of road traffic 
collisions, industrial accidents, and other cases of traumatic injury. Studies 
examining the predictive importance of chronic pain suggest that severe 
pain (arising from, e.g., soft tissue injury) predicts poor outcome for PTSD 
treatments, even when treatments include techniques for managing pain 
such as relaxation training (Taylor et al., 2001; Wald, Taylor, & Federoff, 
2004). Such patients may be best treated in programs that integrate PTSD 
treatment with multidisciplinary pain management. When PTSD is comor-
bid with milder forms of recurrent pain (e.g., occasional tension-related 
headaches or muscle spasms), then pain and PTSD can both be managed 
by incorporating simple pain management strategies (e.g., relaxation exer-
cises) into conventional CBT for PTSD (Wald, Taylor, & Federoff, 2004).

The patient’s interpersonal environment may have important implica-
tions for PTSD treatment. Tarrier, Sommerfield, and Pilgrim (1999) found 
that poor outcome for imaginal exposure or cognitive restructuring for 
PTSD tended to occur when patients lived with angry or critical significant 
others (i.e., lived in environments with high expressed emotion). Under these 
circumstances it may be necessary to target the expressed emotion directly, 
such as by including couple or family interventions that target this problem.

In summary, to date there are few variables that reliably predict the 
outcome of CBT for cases in which PTSD is the primary presenting prob-
lem. Patients who are most likely to benefit from CBT tend to show treat-
ment-related gains within the first few sessions (van Minnen & Hagenaars, 
2002).

CBT ACTIVE INGREDIENTS

Although CBT is generally useful, it is far from universally efficacious. For 
patients treated with cognitive-behavioral protocols, 15–45% still meet 
criteria for PTSD by the end of a typical (e.g., 8–12 week) course of treat-
ment (Taylor et al., 2003; van Minnen et al., 2002). Treatment efficacy may 
be improved by better understanding the efficacy of particular cognitive-
behavioral interventions.
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A number of component studies have been conducted in order to gauge 
the efficacy of various cognitive-behavioral interventions. Component stud-
ies address two questions: (1) Is a given intervention effective, compared to 
no treatment or compared to placebo? (2) Is the efficacy of a treatment pack-
age improved, for the average patient, if a given intervention is added to the 
package? Implicit in Question 2 is the assumption that treatment duration 
is fixed; to add a treatment component means that there will be less therapy 
time available for other components. For a program of exposure, consisting 
of eight hourly treatment sessions, for example, adding cognitive restructur-
ing will mean that there is less time available for exposure. The goal behind 
Question 2 is to identify the most efficient, powerful combination of inter-
ventions for a given treatment duration. An intervention may be effective 
(compared to no treatment), even though the intervention need not find a 
place in the most efficient, powerful package of interventions.

Research addressing Question 1 has compared cognitive restructur-
ing plus imaginal exposure to supportive counseling plus imaginal expo-
sure (Bryant, Moulds, Guthrie, Dang, & Nixon, 2003). Previous studies 
have shown that supportive counseling is largely a placebo (e.g., Foa et 
al., 1991), so this intervention can be used as a “filler task.” Bryant et al.’s 
study found that the treatment package that included cognitive restructur-
ing was more effective than the package that included counseling. This sug-
gests that cognitive restructuring is better than placebo in reducing PTSD, 
although it does not show that restructuring should be included in the most 
efficient and effective treatment package.

Studies have also shown that imaginal exposure, situational exposure, 
cognitive restructuring, and their combination are more effective than no 
treatment at all and are more effective than interventions that are largely 
placebos, such as supportive counseling or some forms of relaxation train-
ing (e.g., Foa et al., 1991; Marks, Lovell, Noshirvani, Livanou, & Thrasher, 
1998; Taylor et al., 2003).

Research addressing Question 2 has shown that treatments combining 
imaginal and situational exposure tend to be more effective than treatments 
consisting of imaginal exposure alone (Devilly & Foa, 2001). Other studies 
addressing Question 2 have generally failed to show, for a fixed treatment 
duration, that a treatment package consisting of exposure (imaginal and/
or situational exposure) can be improved by adding cognitive restructuring 
or anxiety management techniques (e.g., relaxation training), at least when 
outcome is assessed in terms of reductions in PTSD or depressive symptoms 
(e.g., Foa, 2000; Foa, Dancu, et al., 1999, 2005; Paunovic & Öst, 2001). It 
is possible that combination treatments are most effective for some patients 
whereas simpler protocols (e.g., exposure alone) are most effective for other 
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patients. There is some indication that trauma-related guilt is more effec-
tively reduced by combined exposure plus cognitive restructuring, com-
pared to exposure alone (Resick, Nishith, Weaver, Astin, & Feurer, 2002). 
Cognitive restructuring may also be particularly useful for severe trauma-
related shame and mental defeat (e.g., Ehlers, Clark, et al., 1998).

A growing number of uncontrolled and controlled trials suggest that 
other interventions can be usefully added to exposure protocols for PTSD, 
depending on the nature of the presenting problems. The addition of anger 
management training (Novaco, 1975) is promising for people with PTSD 
and severe anger (Chemtob, Novaco, Hamada, & Gross, 1997). Cognitive-
behavioral interventions for panic disorder, such as interoceptive exposure 
(i.e., exposure to arousal-related bodily sensations; Taylor, 2000), are use-
ful additions for people with PTSD and comorbid panic disorder (Teng et 
al., 2015), even for PTSD patients who don’t have comorbid panic disorder 
(Wald & Taylor, 2005, 2007, 2010). This is consistent with recent findings 
suggesting that interoceptive exposure is a transdiagnostic intervention, 
useful in treating many kinds of emotional disorders (Boswell et al., 2013).

GROUP VERSUS INDIVIDUAL CBT

The comparative efficacy of group versus individual therapy for PTSD is 
currently unclear. Meta-analyses suggest group-based treatments are asso-
ciated with smaller mean effect sizes than individual treatments (Haagen 
et al., 2015; Sloan, Feinstein, Gallagher, Beck, & Keane, 2013). However, 
those studies have suffered from various methodological problems (Castillo 
et al., 2016). Despite the possibly smaller effects, group-based CBT remains 
a viable treatment option for PTSD (Castillo et al., 2016), especially in set-
tings where the ratio of patients to clinicians is too high to offer individual 
treatment. There are some potential advantages to group-based treatment, 
such as reduced social isolation and cost effectiveness in terms of being able 
to treat more patients per therapist. However, further research is needed to 
determine which patients are likely to benefit from which format.

INTERVENTION SELECTION AND SEQUENCING

A range of useful methods are currently available. How should the cogni-
tive-behavioral practitioner select among these for use in a specific case? In 
what order should the interventions be used? Should some methods be used 
sequentially, or should they be integrated so that they are administered at 
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the same time? Some interventions logically seem to precede others. Breath-
ing retraining or some other method for reducing arousal, for example, is 
typically implemented prior to exposure exercises. This is so that patients 
will be able to regulate the degree of arousal they experience, to prevent 
them from feeling emotionally overwhelmed. Similarly, training in relapse 
prevention logically occurs at the end of therapy, once the patient has 
learned skills in managing or reducing PTSD symptoms.

The ordering of other interventions is less clear. Cognitive restructur-
ing could be implemented before exposure exercises in order to facilitate 
exposure. That is, the distress associated with trauma memories can be 
lessened by restructuring maladaptive, trauma-related beliefs (e.g., “I’m in 
danger if I go to a bar”). In these circumstances exposure becomes eas-
ier to accomplish. Cognitive restructuring could also be performed dur-
ing exposure. This could be done, for example, by asking the patient to 
articulate negative thoughts during imaginal or situational exposure (the 
“think-aloud” method), which the therapist could then challenge during 
exposure. Cognitive restructuring could also be performed after exposure. 
That is, exposure exercises could be used as a means of eliciting dysfunc-
tional beliefs, which then would be targeted with cognitive restructuring.

At the present time, little is known about the best way to combine cog-
nitive restructuring with exposure. The development of a case formulation 
of the patient’s problems can also guide the selection of interventions (see 
Chapter 8).

SPECIAL POPULATIONS

Studies indicate that cognitive-behavioral interventions are efficacious 
for diverse trauma populations, such as survivors of physical and sexual 
assault (including child and adult survivors of childhood assault), survivors 
of terrorism and torture, survivors of motor vehicle accidents and natural 
disasters, refugees, torture survivors, and combat veterans (e.g., Basoglu, 
Ekblad, Baarnhielm, & Livanou, 2004; Ehlers et al., 2003; Taylor, 2004). 
Special issues arise in the treatment of particular populations, as discussed 
in the following sections.

Children and Adolescents

Research indicates that cognitive-behavioral interventions can reduce 
PTSD in children and adolescents (Cohen, 2003; Keeshin & Strawn, 2014; 
King, Tonge, et al., 2000). It is unclear whether the efficacy of CBT varies 
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with the age of the child or adolescent. In a small study of abuse-related 
PTSD in 19 girls aged 3 to16 years, Deblinger, McLeer, and Henry (1990) 
found no relationship between age and treatment response. This may have 
been because the flexibility of their treatment permitted the children to 
choose from various forms of exposure that may differ in their develop-
mental appropriateness (e.g., exposure therapy conducted by doll playing, 
drawing, or reading). These findings are consistent with the PTSD practice 
guidelines from the American Academy of Child and Adolescent Psychiatry 
(1998), which remain relevant today:

	• Interventions should include some discussion of the trauma, stress 
management techniques, exploration and correction of inaccurate attribu-
tions regarding the trauma, and inclusion of parents in treatment.

	• As in the treatment of traumatized adults, the therapist should 
not coerce the child to participate in exposure exercises. Persistent talk-
ing about traumatic memories with children who are very embarrassed or 
highly resistant may not be indicated and may in fact worsen symptoms. 
Indirect methods of addressing traumatic issues, such as art and play tech-
niques, may be helpful in these situations.

	• Stress management skills are useful because they may give the child a 
sense of control over unwanted thoughts and feelings. Such skills also allow 
the child to approach the direct discussion of the traumatic event with con-
fidence that this will not lead to uncontrollable reexperiencing of symptoms 
and fear. Stress management techniques are also useful to the child outside 
of the therapeutic context, if and when reexperiencing symptoms occur.

	• Faulty beliefs about the trauma (e.g., “It was my fault,” “I’m not safe 
anywhere”) should be explored and challenged, beyond mere assurances. 
Challenging is most often accomplished through step-by-step logical analy-
sis of the child’s cognitive distortions within therapy sessions.

	• Other issues, such as survivor guilt, should also be addressed.

	• The inclusion in treatment of significant others such as parents is 
important. Parental emotional reactions to the traumatic event and paren-
tal support of the child can influence the child’s PTSD symptoms. Including 
parents in treatment also helps the parent monitor the child’s symptoms 
and learn appropriate behavior management techniques. Helping parents 
resolve their own emotional distress related to the trauma, to which the 
parent usually has had either direct or vicarious exposure, can help the par-
ent be more perceptive of, and responsive to, the child’s emotional needs. 
Many parents benefit from direct psychoeducation about their child’s PTSD 
symptoms and how to manage them.
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	• Children exposed to a known trauma who are asymptomatic may 
not require treatment but may need monitoring for emergence of delayed 
symptoms.

Older Adults

There have been few studies of the use of CBT in treating PTSD in older 
adults (defined as people 65 years and older). Case reports suggest that it 
can be useful (Hyer & Sohnle, 2001; Weintraub & Ruskin, 1999). Imagi-
nal exposure can be included as part of a broader review of the positive and 
negative aspects of a patient’s life (Maercker, 2002). This may help place 
the traumatic events in context, that is, as events that are simply episodes 
of a long and varied series of life experiences.

Very little is known about the best way to treat PTSD in people who 
are dementing, but case studies suggest that CBT may be useful (Duax, 
Waldron-Perrine, Rauch, & Adams, 2013; Flannery, 2002). On the basis 
of clinical experience, Flannery (2002) suggested a number of interventions 
that could be implemented by long-term care staff. Ensuring the physical 
safety of demented individuals is the first consideration, including the pre-
vention of abuse by significant others (i.e., elder abuse), which could exac-
erbate preexisting PTSD. Flannery suggested that some form of exposure 
therapy may reduce PTSD, even though the patient is dementing. However, 
it is also cautioned that “long-term care staff need to decide whether the 
patient is better served by addressing the traumatic incident directly or by 
containing the memories of the event and providing symptomatic relief” 
(p. 282). Simple strategies for targeting hyperarousal symptoms are also 
suggested, such as physical exercises and other diverting activities (e.g., 
walking, gardening, aerobic exercise, music, dance, or other hobbies) or 
calming activities (e.g., relaxation exercises, meditation, or prayer). Facili-
tating mastery, within the limits of the person’s cognitive capabilities, is 
also recommended, such as allowing patients to select their own meals and 
allowing them to be responsible for personal grooming to the extent it is 
possible. Flannery also recommended grounding exercises (see Chapter 9) 
for managing flashbacks. These interventions make good clinical sense, 
although research is needed to determine whether they are truly helpful in 
managing PTSD in people who are dementing.

Refugees

Many refugees have experienced traumatic events, such as violence, torture, 
or other forms of suffering (e.g., humiliation, starvation, illness). Prelimi-
nary research indicates that CBT can successfully reduce PTSD in refugees 
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settled in other countries (e.g., Hinton et al., 2004, 2005; Paunovic & Öst, 
2001). However, many refugees are interred in camps, rather than being 
resettled in safe havens. In addition to experiencing trauma in their coun-
try of exodus, refugees may experience trauma in the refugee camps, such 
as physical and sexual assault, along with malnourishment and persecu-
tion because of religious or political beliefs. Research by Neuner, Schauer, 
Klaschic, Karunakara, and Elbert (2004) provides important information 
about the treatment of PTSD in refugees in such settings. They compared 
four sessions of either narrative exposure therapy (NET), supportive coun-
seling, or a session of psychoeducation for treating PTSD in an African 
refugee settlement. Each intervention commenced with a session of psycho-
education. Counseling involved problem solving about current concerns.

In NET, the therapist helped the patient construct a detailed chrono-
logical account of his or her biography. The biography was recorded by 
the therapist and corrected by the patient with each subsequent reading. 
A special focus of therapy was on constructing a coherent narrative report 
of the patient’s traumatic experiences. During the discussion of traumatic 
experiences, the therapist asked about current emotional, physiological, 
cognitive, and behavioral reactions. The patient was encouraged to relive 
distressing emotions while reporting the events. The discussion of the trau-
matic event proceeded in much more detail than the narrative of other 
aspects of the patient’s life and was not terminated until a reduction in 
distress had occurred (sessions were approximately 90 minutes). In the final 
session, the patient received a written report of his or her biography. An 
advantage of this method over conventional exposure therapy is that NET 
tackled multiple traumas in the course of one exposure session (via the bio-
graphical narrative), rather than trying to expose patients to one traumatic 
experience at a time. The NET approach is efficient because many refugees 
with PTSD (and many other patients with PTSD for that matter) have had 
numerous traumatic experiences.

At the beginning of treatment all refugee participants had PTSD. One 
year after treatment, PTSD rates were 29% (NET), 79% (counseling), 
and 80% (psychoeducation). The NET results are noteworthy, given that 
patients continued to live in hazardous conditions (i.e., refugee camps). NET 
appeared to be quite acceptable because most refugees were quite willing 
to enter treatment and very few dropped out (Neuner et al., 2004). Subse-
quent research provides further support for the efficacy of NET, including 
the treatment of traumatized children (Elbert, Schauer, & Neuner, 2015; 
Schauer, Neuner, & Elbert, 2005).

The NET approach may prove to be a very useful format for treat-
ing other types of multiply traumatized patients. The advantage of this 
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approach is that instead of defining a single event as the target in therapy, 
the patient constructs a narration about his or her entire life, from birth to 
the present situation, while focusing on the detailed report of the traumatic 
experiences. In this way the therapist can address multiple traumatic events 
within a single session of exposure therapy.

Combat Veterans

For trauma patients treated in the theater of combat, preliminary evidence 
supports the old clinical principle of “proximity, immediacy, and expec-
tancy” (Solomon & Benbenishty, 1986), that is, the idea that afflicted sol-
diers should be treated in close proximity to the combat zone, as soon as 
possible after the onset of symptoms, and with the expectation of a quick 
return to combat. This procedure has been adopted by several armies. 
Treatment focuses on replenishing depleted physiological needs by satis-
fying the need for sleep, food, and drink for a few days in relative safety. 
During this period minimal psychiatric intervention is carried out. Soldiers 
whose symptoms persist or worsen are evacuated for more intensive assess-
ment and treatment (Lamberg, 2004).

There are several reasons for supposing that this method is effective 
(Solomon & Benbenishty, 1986). Treatment provided in close proximity to 
the front facilitates continuing contact with comrades and commanders, 
thereby strengthening the soldier’s commitment to his or her peers and rein-
forcing his or her military identity. This is further strengthened by the fact 
that patients are required to wear their military uniforms. Frontline treat-
ment also implies that the soldier’s problem is merely a temporary crisis, 
and that he or she should be capable of resolving the problem and resuming 
military duties. Immediate treatment on or near the battlefield conveys the 
expectation that patients will maintain their role as soldiers, and that they 
are still perceived as an integral part of the unit. This presumably reduces 
the stigma associated with having PTSD. Treatment near the front also 
prevents social support from comrades from being disrupted, which would 
happen if the soldier was shipped off to a hospital.

According to a retrospective chart study by Solomon and Benbenishty 
(1986), all three treatment principles—proximity, immediacy, and expec-
tancy—were correlated with a higher rate of return to the military unit and 
lower rates of PTSD. The effects were linear; more of each principle (e.g., 
the greater the degree of expectancy) and the use of more principles were 
associated with better outcomes. Despite these promising findings, some 
clinicians have expressed skepticism, claiming that the benefits have been 
exaggerated (Jones & Wessely, 2003).
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Survivors of Intimate Partner Violence

Domestic violence typically involves chronic victimization via multiple 
types of trauma (e.g., physical or sexual assault, stalking, psychological 
abuse), and survivors may be exposed to ongoing threats of violence by the 
batterer (Kaysen, Resick, & Wise, 2003). Survivors of domestic violence 
may have complex relationships with their abusive partner, such as intense, 
ambivalent feelings (e.g., love combined with guilt or fear). It may be diffi-
cult to detach completely from an abusive spouse if the couple has children. 
Safety considerations are important before deciding whether to treat bat-
tered women with PTSD.

Kubany and Watson (2002) formulated a CBT program designed for 
treating battered women with PTSD. It involves treating PTSD and asso-
ciated features (e.g., trauma-related anger, guilt, and shame), along with 
cognitive and interpersonal interventions for dealing with encounters with 
the abusive spouse (e.g., assertiveness training). Research indicates that this 
form of CBT is effective (Kubany et al., 2004).

People Involved in Work-Related Accidents

Treatment of PTSD for people involved in work-related (e.g., industrial) 
accidents can be facilitated by integrating a return-to-work program into 
treatment. This is illustrated in a study of PTSD associated with work-
related hand injuries (Grunert et al., 1990). Hand injuries, particularly the 
loss of the hand or upper limb, tend to be more traumatizing than the loss 
of a lower limb, because hands play a vital role in self-care (e.g., eating 
and grooming), self-expression (e.g., hand gestures), communication with 
others (e.g., shaking hands), one’s occupation (e.g., operating machinery), 
and in one’s self-image and social acceptance (Cheung, Alvaro, & Colotla, 
2003; Meyer, 2003).

Grunert et al. (1990) compared the rates of return to work for four 
different forms of CBT: (1) imaginal exposure and coping skills training, 
(2) situational exposure that involved returning to the worksite, (3) graded 
work exposure that involved increasing hours of work each week, and (4) 
worksite evaluation that involved teaching the individual how to apply and 
practice learned skills “on the job.” All treatments were associated with 
reductions in PTSD symptoms. Graded work exposure produced the high-
est rate of return to work among the four approaches. At a 6-month follow-
up, 61% of the workers (74 of 122) remained successfully employed with 
their preinjury employer. More treatment studies are needed to replicate, 
extend, and improve on these promising findings.
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Complex PTSD in Adult Survivors of Childhood Abuse

Despite the controversy about whether complex PTSD should be a distinct 
diagnostic entity (see Chapter 1), clinical investigators have developed treat-
ment protocols for such clinical presentations. Recall from Chapter 1 that 
complex PTSD is characterized by PTSD with comorbid personality disor-
der traits, such as impaired affect modulation, impulsive behavior, identity 
disturbance, or impaired relationships. According to the expert consensus 
guidelines from the International Association for Traumatic Stress Stud-
ies (ISTSS; Cloitre et al., 2012), treatment for complex PTSD should be 
tailored to the specifics of the patients’ presenting problems. Treatment 
typically commences with a stabilization phase, focusing on strategies for 
dealing with interpersonal problems and emotion regulation (see Chapter 7 
for details on these interventions). Traumatic memories are the focus of the 
second phase of treatment, with treatments including prolonged exposure 
and other forms of trauma-focused CBT.

Clinically, this phase-based approach makes good sense; focusing on 
traumatic memories can be stressful for patients, and may be especially dif-
ficult for patients who experience extreme fluctuations in negative emotions 
and have difficulty controlling these emotions. Accordingly, it would be 
beneficial to stabilize these emotional problems before directing treatment 
to trauma memories. A small but encouraging body of empirical research 
supports these guidelines (Cloitre, 2016; Cloitre et al., 2012). Some clini-
cal investigators have questioned this phase-based approach, arguing that 
a stabilization phase is not always necessary and that the ISTSS guidelines 
are too conservative (De Jongh et al., 2016). The commentators on this 
issue agree that more research is needed on this approach (Cloitre, 2016; 
De Jongh et al., 2016). But if that is the case then the clinician would be 
wise to err on the side of conservatism, in the interest of patient safety 
and well-being. A stabilization phase would seem clinically prudent, espe-
cially for patients with considerably problems with emotional dysregula-
tion. Once such stabilization has been obtained, then such patients can 
be offered some form of trauma-focused care such as prolonged exposure 
or CBT, which have been shown to be efficacious for complex PTSD (De 
Jongh et al., 2016; Taylor et al., 2006).

PTSD Dissociative Subtype

DSM-5 includes a dissociative subtype of PTSD. One rationale for defin-
ing this subtype is the claim that dissociative and nondissociative PTSD 
differ in their patterns of treatment response (Lanius, Brand, Vermetten, 
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Frewen, & Spiegel, 2012). However, the research for this claim is surpris-
ingly weak. Pretreatment dissociative symptoms are unreliable (inconsis-
tent) predictors of treatment outcome (Lanius et al., 2012; Taylor, 2004). 
Moreover, CBT for PTSD reduces dissociative symptoms (Lanius et al., 
2012). The available evidence indicates that dissociative versus nondis-
sociative subtypes of PTSD do not require radically different treatments. 
If dissociation is a prominent feature of the patients presenting problems, 
then CBT for PTSD could be augmented with interventions for dissocia-
tion (see Chapter 9).

PTSD with Comorbid Traumatic Brain Injury

Rehabilitation for traumatic brain injury (TBI), which may include psycho-
social interventions (e.g., skills training) and medication (e.g., methylphe-
nidate), is sometimes combined with CBT for PTSD (Jeffreys, Capehart, 
& Friedman, 2012; Williams, Evans, & Wilson, 2003). CBT for PTSD 
appears to be acceptable for people with mild TBI, based on preliminary 
data suggesting that mild TBI does not predict dropout from CBT for 
PTSD (Davis, Walter, Chard, Parkinson, & Houston, 2013) and that PTSD 
symptoms can be reduced by CBT in TBI patients (Williams et al., 2003). 
However, there are currently no empirically supported guidelines as to how 
to best treat PTSD with comorbid TBI (Gill et al., 2014). Few studies have 
investigated this issue, and research is hampered by the difficulty in reliably 
diagnosing mild TBI in people diagnosed with PTSD, due to the overlap in 
symptoms for the two disorders (see Chapter 1).

PTSD with Comorbid Substance Use Disorder

As in the treatment of complex PTSD, a phase-based approach can be used 
in the treatment of people with comorbid PTSD and substance use disor-
der (Najavits, 2015). Substance use is addressed in the first phase, along 
with training in stress management. Once the substance use disorder is in 
stable remission, trauma-focused exposure therapy can be commenced (see 
Chapter 7).

Clinical Exotica

A special population that requires further investigation consists of those 
patients presenting with “clinical exotica,” that is, patients presenting with 
unusual problems, such as (1) PTSD associated with recovered memories of 
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abuse, (2) PTSD associated with claims of being subjected to unusual trau-
mas (e.g., purportedly witnessing human sacrifice by members of satanic 
cults), (3) atypical presentations such as posttraumatic conversion disorder, 
and (4) PTSD with concurrent psychotic symptoms, such as hallucinations 
(usually visual or auditory) or delusions.

Case studies suggest that cognitive-behavioral interventions can reduce 
PTSD associated with recovered memories and can also reduce posttrau-
matic conversion disorder (Rothbaum & Foa, 1991; Taylor & Thordarson, 
2002; Wald, Taylor, & Scamvougeras, 2004). Treatment studies of coexist-
ing psychotic symptoms in PTSD, or of people with PTSD comorbid with 
either schizophrenia or bipolar disorder, have been limited to case reports 
and pilot studies. Such studies have generally found that these clinical pre-
sentations tend to be largely treatment resistant to both pharmacological 
and psychosocial interventions (Bleich & Moskowits, 2000; Chan & Silove, 
2000). However, a recent pilot study suggests that a 12- to 16-week indi-
vidual CBT package—consisting of psychoeducation, breathing retraining, 
and cognitive restructuring, with treatment closely coordinated with the 
patient’s community support treatment teams—may be effective (Rosen-
berg, Mueser, Jankowski, Salyers, & Acker, 2004).

Treatment decisions about how to best manage clinical exotica must 
be made on a case-by-case basis. In some cases traditional CBT for PTSD 
may be contraindicated; treatment could do more harm than good. For 
example, repeated imaginal exposure for a patently false memory may 
strengthen or enhance the person’s belief that the event actually occurred 
(Taylor & Thordarson, 2002). Similarly, exposure therapy for psychotic 
patients, even those in remission, could aggravate their psychoses. Emo-
tion regulation strategies (see Chapter 9) may be the safest and most useful 
intervention in such cases.

Cultural Issues

As we saw in Chapter 1, cultural factors can influence the way in which a 
person interprets a traumatic event and how he or she assigns meaning to 
symptoms. This has relevance for cognitive restructuring (see Chapter 7). 
For English-speaking patients treated in Western settings, ethnicity does 
not appear to affect treatment dropout or treatment response (Cooke & 
Shear, 2001; Feske, 2001; Rosenheck & Fontana, 1996; Zoellner, Feeny, 
Fitzgibbons, & Foa, 1999). A limitation is that studies have focused largely 
on comparisons of African American and Caucasian patients, with little 
attention paid to other ethnic groups and non-Western cultures.
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USING BASIC SCIENCE TO GUIDE 
FUTURE DEVELOPMENTS

CBT in a Biological Context

Although we are far from having an integrated biopsychosocial theory of 
PTSD, great strides have been made in recent years. On a psychological 
level, PTSD can be regarded as a disorder in which trauma memories and 
associated dysfunctional beliefs are hyperaccessible (i.e., readily activated 
by environmental and other cues) and emotionally charged. The neural 
correlates of trauma memories include a host of brain structures (e.g., the 
amygdala, hippocampus, medial frontal cortex), interconnected through a 
complex network of circuits. Trauma memories can be established through 
fear conditioning, which is mediated through sensory inputs reaching the 
amygdala. As we saw in Chapter 4, the amygdala appears to play a role in 
assigning emotional significance to events, and extinction of conditioned 
fear responses appears to involve inhibition of amygdala activity by frontal 
cortical regions, especially the orbital frontal cortex. These findings suggest 
that PTSD can be treated by targeting the neurotransmitter systems that 
modulate the structures and circuits involved in PTSD (e.g., modulation 
of amygdala activity), and by psychosocial interventions aimed at either 
deconditioning emotional reactions that were conditioned by trauma expo-
sure (imaginal and situational exposure), or by altering the meaning of the 
traumatic event (cognitive restructuring).

A strength of CBT has been its links with basic science, particularly 
cognitive psychology and the animal learning literature. In recent years, 
however, it seems that CBT has overemphasized cognitive psychology to 
the neglect of other important fields of basic science, particularly neurosci-
ence. Important developments in CBT may arise by considering how the 
findings from neuroscience and related fields can be used to refine or mod-
ify CBT for PTSD. In the following sections the potential for using basic 
science to develop new CBT protocols will be illustrated by two important 
examples: animal research on the role of context in extinction and research 
on the pharmacological enhancement of fear extinction.

Context and Extinction

The animal learning literature suggests that extinction of emotional 
responses, such as the reduction of emotional reactions to trauma cues, 
involves new learning that is stored along with the old (Bouton, 2002; 
LeDoux, 2015). Consider, for example, a person who develops PTSD after 
being in a building that nearly collapsed during an earthquake. Exposure 
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therapy does not undo the old learned associations (e.g., the associations 
between buildings and danger); rather, it involves the strengthening of new 
associations (e.g., the association between buildings and safety). Over the 
course of exposure exercises, such as repeated trips into tall buildings, the 
person learns to associate buildings with safety, and this memory represen-
tation increasingly inhibits the activation of the memory representation in 
which buildings are associated with danger.

A consequence is that a given stimulus (e.g., the interior of an office) 
has two available “meanings” (e.g., dangerous vs. safe) and so is just like 
an ambiguous word; its current meaning depends on its context (Bouton, 
2002; VanElzakker et al., 2014). Contexts can be provided by a variety 
of background stimuli, including the physical environment, one’s internal 
physical state, and time. The animal learning literature indicates that fear 
reduction tends to be most complete and enduring if exposure is conducted 
across multiple contexts (e.g., in different environments and at different 
times of day; Bouton, 2002; VanElzakker et al., 2014). This suggests that 
treatment for PTSD would be most effective if the person were exposed to 
many different contexts (e.g., different buildings and different locations 
within each building, and at different times of day). Similarly, imaginal 
exposure may be most effective when it is practiced in many different loca-
tions and times of day, and under different internal states (e.g., under dif-
ferent baseline emotional or physical states). Cognitive-behavioral practi-
tioners have typically not paid much attention to the contexts in which 
imaginal exposure occurs. Such exercises are typically practiced either in 
the therapist’s office or in some quiet place in the patient’s home. By vary-
ing the context of imaginal and situational exposure, we may improve the 
durability of CBT for PTSD.

Cognitive Enhancers

Another approach to enhancing the reduction of PTSD symptoms involves 
the search for pharmacological agents than facilitate the extinction of emo-
tional responses by strengthening the inhibition of trauma memories. Recall 
from Chapter 4 that evidence suggests that amygdala NMDA receptors play 
an important role in conditioned fear extinction. This has prompted studies 
of whether NMDA agonists, administered before exposure therapy, facili-
tate extinction. One such compound is D-cycloserine, which has been used 
for years in humans to treat tuberculosis and is not associated with signifi-
cant side effects. Animal research has shown that this compound facilitates 
extinction (Bowers & Ressler, 2015; Walker, Ressler, Lu, & Davis, 2002). 
It or similar agents might be usefully combined with exposure therapy in 
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the treatment of clinical fear. Findings so far suggest that this compound 
may facilitate exposure-related fear reduction and could be useful as a 
pharmacological adjunct to exposure therapy for PTSD (Davis, Meyers, 
Ressler, & Rothbaum, 2005; De Kleine, Rothbaum, & van Minnen, 2013; 
Heresco-Levy et al., 2002; Ressler et al., 2004). The compound could be 
administered shortly before an imaginal or situational exposure exercise 
in order to facilitate the reduction (extinction) of trauma-related distress. 
Other pharmacological agents, such as oxytocin, hydrocortisone, and 
MDMA (Ecstacy), may also facilitate CBT for PTSD (Bowers & Ressler, 
2015; De Kleine et al., 2013; Ginsberg, 2004; Soravia et al., 2006). The 
evaluation of these agents is still in the experimental stages.

SUMMARY

From the perspective of patient preference, psychosocial interventions and 
medications are equally acceptable options (Roy-Byrne, Berliner, Russo, 
Zatzick, & Pitman, 2003), and the evidence suggests that CBT is one of the 
most effective PTSD treatments. But like all currently available treatments, 
CBT is far from universally efficacious, so various efforts have been made 
to enhance or modify treatment protocols. Treatment may be improved 
by matching particular interventions to particular clinical problems (e.g., 
using cognitive restructuring for trauma-related guilt) and by augmenting 
CBT with other interventions.
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C H A P T E R  6

Assessment for Treatment 
Planning and Evaluation

The selection of assessment instruments is shaped by several consider-
ations, including the goals of the assessment, the model the therapist uses 
to conceptualize the patient’s problems, and the types of treatments being 
considered. The goals of assessment discussed in this chapter are focused 
diagnosis, monitoring of treatment progress and, importantly, on identify-
ing causal factors—preexisting, precipitating, perpetuating, and protective 
factors—as formulated from the perspective of the emotional processing 
model described in Chapter 3. Thus, issues such as the patient’s learning 
history and the nature and strength of dysfunctional beliefs are relevant 
here. The focus of this chapter is on the most clinically useful assessment 
methods, rather than on the plethora of tools used primarily in PTSD 
research. Clinically important tools include gold standard interview mea-
sures (available commercially or through research centers) and self-report 
measures, such as instruments for measuring dysfunctional beliefs associ-
ated with PTSD.

The targets of a comprehensive assessment of patients referred for treat-
ment of PTSD are listed in Table 6.1. A detailed initial assessment is required 
for a good treatment plan. Assessment then continues throughout CBT to 
monitor treatment progress and to collect further information to evaluate 
and, if necessary, revise the case formulation. More than one assessment 
session may be required in cases in which the clinical picture is complex 
or when it is necessary to build up sufficient trust and rapport to allow the 
person to disclose his or her trauma history and symptoms (Castro, Hayes, 
& Keane, 2011). Ideally, an assessment should include information from 
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multiple sources, including a clinical interview, self-report questionnaires, 
review of relevant records (e.g., medical and military files), and reports 
from collaterals (Weathers, Marx, Friedman, & Schnurr, 2014). Multi-
modal assessment is useful because the various assessments can provide 
complementary, nonoverlapping information. Even when the assessments 
do overlap, an assessment based on one method (e.g., a spouse’s report of 
the patient’s nightmare awakenings) can be used to corroborate informa-
tion obtained from another method (e.g., interview reports of nightmare 
symptoms). Biological assessments are prominently absent from the list of 
recommended assessments in Table 6.1. Some comment is in order.

Extensive research has been conducted in an attempt to identify bio-
logical markers of PTSD, which could conceivably aid in the assessment of 
the disorder. Reliable, clinically useful markers have not yet been found, 
probably because PTSD is a complex disorder that is likely to be etiologi-
cally heterogeneous (Zoladz & Diamond, 2013). Some investigators have 
argued that functional neuroimaging may be useful in the diagnosis of 
PTSD (Amen et al., 2015). Such claims seem premature at this stage; fur-
ther research is required to demonstrate that neuroimaging reliably pro-
duces important information that cannot be more simply obtained from 
a clinical interview or psychometric battery. Moreover, neuroimaging is 
more costly and less accessible than standard assessment methods. One set 
of biological tests that seems promising and merits further investigation is 
polysomnography (i.e., psychophysiological assessments conducted while 
the patient is asleep during overnight stay(s) at a sleep clinic). Sleep disrup-
tion is a common feature of PTSD and can sometimes persist even after 
successful treatment for other PTSD symptoms (Agorastos, Kellner, Baker, 
& Otte, 2014). If sleep problems appear to be a prominent feature of the 
patient’s presenting problems, then it may be useful to refer the patient to a 
sleep clinic for an assessment.

INFORMED CONSENT AND MANDATORY REPORTING

Prior to commencing the assessment, it is necessary to advise the patient 
about the nature and limits of confidentiality. These vary, to some degree, 
from one jurisdiction or setting to another, but there are many common ele-
ments. Confidentiality must be breached if patients are at imminent risk of 
harming themselves or others. If the patient is involved in litigation, such as 
suing for damages over the trauma, then it is possible that the intake evalua-
tion and treatment progress notes may be subpoenaed. If the perpetrator of 
a trauma is still at large and is at risk for committing child abuse, then it also 
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TABLE 6.1. Assessment Targets and Suggested Methods of Assessment

Assessment domain Assessment method

General medical evaluation to rule out 
medical mimics of anxiety symptoms 
(e.g., general medical conditions causing 
hyperarousal symptoms) and to identify 
medical contraindications to CBT 
interventions (e.g., to identify patients 
who are physically too frail to endure 
the arousal associated with exposure 
exercises).

Background information from referral 
sources, including assessment reports 
and medical records (as appropriate). If 
this information is insufficient, then the 
therapist can gather information from the 
patient and request further information 
from the referral source.

Current and past Axis I and II 
diagnoses.

Clinical interview, such as the Structured 
Clinical Interview for DSM-5 (SCID-5).

Detailed assessment of trauma history, 
PTSD symptoms, including symptom 
severity and associated features. 
Differential diagnosis: PTSD versus 
Traumatic Brain Injury (TBI)

Clinical interview, combined if necessary 
with questionnaire measures, such as 
measures of dissociation, guilt, or anger. 
It can be difficult to distinguish between 
the two because of symptom overlap, and 
they can co-occur. If the question of TBI 
arises then the patient could be referred for 
an assessment by a neuropsychologist and/
or neurologist.

Patient safety, including risk of 
subsequent trauma exposure and risk of 
suicide or homicide.

Clinical interview.

General history (e.g., developmental 
history).

Clinical interview.

Trauma-relevant dysfunctional beliefs. Posttraumatic Cognitions Inventory, 
the Anxiety Sensitivity Index, clinical 
interview, and prospective monitoring.

Maladaptive safety signals and safety 
behaviors.

Clinical interview, along with prospective 
monitoring using Handout 6.1.

Living conditions, including (1) social 
functioning and relationships with 
important others (e.g., are they a 
source of hostility?); (2) occupational 
functioning; (3) ongoing stressors, large 
and small; and (4) coping resources, 
such as opportunities to extricate 
oneself from stressful circumstances 
(e.g., housing options to move to a less 
dangerous neighborhood).

Clinical interview.

Past history of treatment and reasons for 
seeking treatment at the present time.

Clinical interview. 
             (continued)
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may be legally necessary to breach confidentiality to notify the appropriate 
authorities. If the patient referred for treatment is a minor, it also may be 
mandatory to report any maltreatment. Reporting elder abuse is also man-
dated in some jurisdictions. In some military settings details of the clinical 
assessment such as the diagnosis may be accessed by the patient’s superi-
ors, especially if the patient is on active duty. Some special ethical or legal 
issues may be encountered when the clinician encounters PTSD patients suf-
fering from anger problems. It is not uncommon for survivors of interper-
sonal violence to harbor fantasies of exacting revenge upon the perpetrator. 
Although PTSD patients may experience a good deal of anger about what 
has happened to them, few ever act on their revenge fantasies. Neverthe-
less, the therapist should enquire about whether the patient has taken steps 
toward implementing a plan for retribution, such as purchasing a firearm, 
or whether he or she has a history of violence or impulsive, risky behavior.

TABLE 6.1. (continued)

Assessment domain Assessment method

Patient goals for therapy. Clinical interview. The therapist needs to 
ensure that the patient’s goals are realistic. 
For example, “Never thinking about the 
trauma again” is not a realistic goal.

Prognostic indicators, including 
variables indicating that the treatment 
protocol needs to be modified to 
overcome the poor prognostic factors.

Clinical interview.

Monitoring of symptoms and beliefs 
over the course of treatment.

Weekly or other periodic monitoring 
using questionnaires and brief interview 
questions. Useful questionnaires include 
the symptom section of the Posttraumatic 
Diagnostic Questionnaire and the Beck 
Depression Inventory–II. Prospective 
monitoring can also be used to assess 
whether dysfunctional beliefs are changing 
over the course of treatment.

Evaluating treatment outcome. Posttraumatic Diagnostic Questionnaire, 
Beck Depression Inventory–II, 
Posttraumatic Cognitions Inventory, the 
Anxiety Sensitivity Index. If time permits, 
an interview such as the SCID-5 could also 
be administered.

Note.  This is a simplified guideline for assessment and may need to be modified according to 
particular clinical presentations. For example, if the patient has comorbid chronic pain, then this 
would need to be assessed in detail and monitored throughout the course of treatment.
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To illustrate the various issues and methods covered in the remainder 
of this chapter, we begin with a case vignette, which we will revisit during 
our discussion of the various treatment issues and approaches.

Sarah, a 23-year-old single woman, was referred to a psychologist by her pri-
mary care physician. The referral note simply read, “This young woman suffers 
from depression and anxiety, and has a history of being assaulted. Please 
assess and treat.” During the interview with the psychologist, Sarah provided 
the following information:

“I met up with some friends while I was out shopping. They invited me 
to go with them to a nightclub downtown. I had exams coming up and really 
should have stayed home and studied, but I was feeling bored so I decided 
to go. I met my friends at about 10 P.m., and we had a few drinks. We started 
talking to a group of guys and one guy in particular started flirting with me. 
I vaguely recognized him from the newspapers; he’s a local football player. 
At first I felt excited that a ‘famous’ guy would be interested in me but also a 
bit uneasy because he was coming on so strong. As the night wore on it was 
time to leave. It was about 2 a.m., I think. The football player offered to give 
me a ride home, rather than me taking the bus. I felt nervous about this, but 
he kept pressuring me, so eventually I said, OK. When we got to his car he 
put his arms around me and started talking really dirty. I said, like, ‘no’ and 
started struggling. He got really angry and started shouting, calling me a slut 
and other names. During the struggle he ripped open my blouse. I started 
screaming for him to let go. Then he grabbed me by the collar, pulled me up 
to his face, and head-butted me, twice. The first time, I couldn’t believe what 
was happening; I was shocked, angry, and afraid. I can’t recall much of what 
happened after he hit me the second time. I think I passed out. Next thing I 
remember I was on the ground with someone trying to help me. My head hurt, 
my nose was sore, and I was covered in dirt and blood. Someone called the 
police and an ambulance, and I was taken to hospital. I don’t know what hap-
pened to the guy.”

PATIENT SAFETY

It is essential to determine during the initial assessment whether the patient 
is physically safe in his or her daily life. Patients may neglect their own 
safety, which can put them at risk for revictimization. The patient might 
be suicidal, at risk for HIV or other disease exposure, or at risk for assault 
(e.g., if the patient is still living with a violent spouse). When the patient is 
living in hazardous circumstances, it may be necessary to involve a social 
services agency to arrange the necessary practical assistance. Once the 
patient’s living situation has improved, then it may be appropriate to com-
mence PTSD treatment.
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The assessment with Sarah revealed no evidence that she was at risk for future 
harm. She had no further contact with the perpetrator of the abuse and was 
too ashamed to go to the police. The therapist expressed respect for her deci-
sion but also suggested that Sarah might change her mind in the future. The 
therapist made a mental note to explore the issue of trauma-related shame 
during therapy.

INTERVIEW STYLE AND THE 
THERAPEUTIC NATURE OF ASSESSMENT

The assessment should provide the therapist with a good deal of relevant 
information while also helping the patient gain a better understanding of 
the nature and potential solutions to his or her problems. A good assess-
ment provides the beginnings of a sound therapeutic relationship.

Although formal cognitive-behavioral interventions are not imple-
mented during the assessment phase, the clinician can offer reassuring 
comments, especially for patients who blame themselves for their actions, 
for example, “You must have done the right thing, since you are here to tell 
about it” or “Even if you feel you did something to encourage him, that did 
not give him the right to rape you” (Foa & Rothbaum, 1998). A version of 
the latter phrase was used with Sarah, who severely castigated herself for 
being assaulted.

If the patient becomes very distressed or dissociates during the assess-
ment, then the clinician could suggest a short emotion regulation exercise 
(Chapter 9). After the assessment, a debriefing between the patient and 
clinician can take place, where the patient shares his or her experience with 
the assessment and describes what was helpful and what parts were the 
most difficult. This provides the clinician with important information. For 
example, if the patient has a history of substance use disorder, which may 
have developed in attempts to dampen arousal-related symptoms, then it 
is possible that drug cravings may have been triggered by the assessment 
(Coffey et al., 2002).

STRUCTURED AND UNSTRUCTURED 
CLINICAL INTERVIEWS

Comparison of Diagnostic Interviews for PTSD

An accurate diagnosis is important for building a case formulation and 
developing a treatment plan. A concern is that PTSD is overdiagnosed 
and overused in an attempt to explain a person’s psychological problems. 
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Commenting on diagnosing PTSD in military service personnel, Litz (2014) 
offered the following observation:

PTSD is far too readily used as a label to explain and describe a far 
too wide swath of mental, social, behavioral, spiritual, biological, 
and cultural war-related maladies. If clinicians use the PTSD label, it 
should be with acuity and specific purpose in terms of their clinical 
decision-making. This is not possible if PTSD is used as a catch-all 
term and all sorts of problems are ascribed to it; it loses its explana-
tory power and clinical utility. (p. 193)

Structured diagnostic interviews can facilitate the accurate diagnosis 
of PTSD. Given that PTSD is commonly comorbid with other disorders, it 
is necessary to use an interview that assesses a range of disorders. Com-
monly used interviews for Axis I disorders include the Structured Clini-
cal Interview for DSM (SCID-IV for DSM-IV and SCID-5 for DSM-5: 
First, Spitzer, Gibbon, & Williams, 1996; First, Williams, Karg, & Spitzer, 
2016), and the Anxiety Disorders Interview Schedule for DSM (ADIS-IV 
for DSM-IV and ADIS-5 for DSM-5: Brown & Barlow, 2014; DiNardo, 
Brown, & Barlowe, 1994). The SCID, compared to the ADIS, is broader in 
the range of disorders they assess, as well as being more efficient. The ADIS 
contains a number of questions and rating scales that may be useful for 
research purposes but are not needed for diagnostic purposes. The SCID 
can be combined with a complementary measure for personality disorders, 
the SCID-5-PD (First, Williams, Benjamin, & Spitzer, 2016). The latter has 
the same structure and format of interview questions as the SCID, thereby 
making them easy to combine. An advantage of combining the SCID and 
SCID-5-PD is that it encourages the clinician to look beyond the patient’s 
most salient problems to identify psychiatric problems that might otherwise 
be missed (Wittchen, 1996). The ADIS-IV and SCID-IV have adequate reli-
ability for the diagnosis of most of the disorders they assess (e.g., Taylor, 
2000; Williams et al., 1992). Less is known about the reliability of the 
SCID-5, SCID-5-PD, and ADIS-5.

A limitation of the SCID, in its various forms, is that it was not designed 
to assess symptom severity, so other measures must be used to monitor 
the change in symptoms over the course of treatment. There are several 
interviews that have been developed specifically for the assessment of the 
frequency and intensity of PTSD symptoms, with the most widely used 
being the Clinician Administered PTSD Scale (CAPS; Blake et al., 1995), 
which was recently updated for DSM-5 (CAPS-5, which comes in adult 
and child/adolescent versions; Pynoos et al., 2015; Weathers et al., 2013a, 
2013b). The CAPS (and CAPS-5) is the gold standard in PTSD research 
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as a measure of treatment outcome, although it is insufficient for diagnos-
tic purposes because it does not assess other Axis I disorders. In routine 
clinical practice, where there may not be sufficient time to use a lengthy 
interview to monitor treatment progress and outcome, the CAPS can be 
replaced with a shorter self-report measure of PTSD symptoms.

Sarah’s SCID-5 interview indicated a diagnosis of chronic PTSD and current 
major depressive disorder, with a history of separation anxiety disorder in 
childhood. The following were examples of her PTSD avoidance symptoms: 
Sarah strived to avoid stimuli that triggered recollections of the trauma, includ-
ing anything to do with football, tall tattooed men, drinking alcohol, nightclubs, 
the sound of people arguing, the sound of sirens, hospitals, and the sight of 
her nose in the mirror (it was slightly crooked as a result of being broken). She 
also avoided wearing “sexy” clothes for fear that they would attract the atten-
tion of men, and avoided socializing with friends. The interview revealed that 
she avoided these things because they made her anxious and aroused upset-
ting recollections of the trauma. In other words, these forms of avoidance were 
features of PTSD, rather than features of withdrawal and isolation commonly 
associated with major depressive disorder.

Extending the Clinical Interview

Eliciting Important Details of the Trauma and Its Context

Structured interviews such as the SCID-IV or SCID-5 elicit the basic 
details of the patient’s trauma history, required for diagnostic purposes. 
But further interview questions are needed to obtain a detailed picture 
of the trauma and its context. The Life Events Checklist, administered as 
part of the CAPS and CAPS-5 can provide useful information. A thorough 
assessment is important for the purpose of fully understanding the patient’s 
trauma-related experiences and for planning imaginal exposure and other 
interventions.

Trauma is often multifaceted in nature, including cultural aspects that 
are easily overlooked. It is important to assess major aspects such as the 
following (Hinton & Good, 2016):

•	 The type of trauma (e.g., combat, sexual assault)
•	 Whether the person experienced a single trauma or multiple trau-

mata
•	 Stressful trauma sequelae (e.g., forced migration, loss of economic 

or social status)
•	 Cultural losses that may have been associated with the trauma (e.g., 

genocide survivors may have had their temples burned or may have 
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been deprived of important cultural or spiritual traditions, such as 
funerary practices)

•	 Intergenerational and historical aspects of the trauma (e.g., whether 
the trauma, such as a genocide or holocaust, was part of an ongoing 
pattern of persecution of a given ethnic group)

When assessing the patient’s trauma history, the clinician should also 
enquire about the aftermath. Often the aftermath is just as distressing, and 
sometimes even more so.

“It’s strange,” Sarah reported, “but the assault wasn’t the worst of it. Maybe 
because I was drunk and don’t remember it all that clearly. The worst part 
was what happened afterwards. While I was sitting in the waiting area of the 
hospital emergency room I started to sober up and began to realize what a 
mess I was in. I tried to cover myself with my torn blouse. I felt dirty, scared, 
and ashamed. I couldn’t find my purse and I worried about my credit cards and 
how I was going to get home. A bunch of drunken guys were sitting nearby 
with some guy who looked like he’d been hurt in a fight. I guess they were wait-
ing for a doctor. They were leering at me. I went to clean up in the washroom. 
I looked a real mess. I had two black eyes and my nose was squished to one 
side. I felt horrible, like a slut and a loser. Things got worse when a lady cop 
interviewed me in the waiting room. The way she was questioning me made 
me feel like it was my fault for getting into this mess. The doctor who saw me 
also seemed cold and uncaring.”

As part of assessing the trauma and its context, one should also assess 
other stressors that may have occurred around about the time of the trauma, 
such as minor hardships that might add to the burden of trauma (e.g., fam-
ily conflict or a marital breakup occurring shortly before the trauma), or 
important, often stressful, developmental milestones (e.g., leaving home for 
college).When assessing details of trauma exposure in military veterans, it 
is important to remember that deployment in a war zone does not necessar-
ily mean that the person was exposed to trauma. Moreover, people in the 
military can experience traumatic stressors that do not necessarily involve 
combat exposure. To illustrate, in a study of over 3,000 veterans applying 
for PTSD-related disability benefits from the U.S. Department of Veterans 
Affairs, 71% of women and 4% of men reported being sexually assaulted 
during their military service (Murdoch, Polusny, Hodges, & O’Brien, 
2004). Sexual harassment and racial discrimination are also important 
problems in the military, which can compound the effects of traumatic 
stress (Fontana et al., 2000; Loo et al., 2001).

A further issue that is relatively specific to military service personnel 
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concerns the issue of whether the patient was somehow involved in a crime. 
Traumatic stressors may be undisclosed for fear of negative consequences; 
for example, a patient might be reluctant to disclose that he or she partici-
pated in, or observed comrades engage in, atrocities or other war crimes 
that could lead to criminal charges for the patient or his or her comrades 
(Castro et al., 2011).

Functional Analysis of Symptoms and Behaviors

During the clinical interview, one should attempt to obtain information 
about the temporal or causal relationships among variables. For example, 
are there stimuli that regularly trigger flashbacks or other dissociative reac-
tions in the patient? Under which circumstances are ruminative thoughts 
about the trauma most likely to occur? Prospective monitoring, discussed 
later in this chapter, can add to the information derived from the clinical 
interview.

Posttrauma Social Support

The aftermath includes reactions by significant others, friends, and other 
people. Were they supportive of the patient, or were they critical, implicitly 
or even explicitly blaming the patient for being exposed to trauma?

“I stayed in my apartment for the rest of the week after the assault. I missed my 
exam and was too ashamed to tell the professor why I didn’t take it. Eventu-
ally I had to leave the apartment to get groceries. I still looked horrible. I had 
a bandage on my nose and the bruises around my eyes had turned a sickly 
yellow. From the way my friends looked at me I could tell that they thought it 
was my fault. My mother even came out and said so. That made me even more 
ashamed and depressed.”

When assessing social support, the clinician can inquire about the 
number and quality of friendships and family contacts, and whether these 
are perceived as supportive (Briere, 2004). The clinician can investigate 
whether any of the social contacts are characterized by high expressed 
emotion (e.g, criticism, hostility, and overinvolvement from significant oth-
ers), which can exacerbate PTSD and interfere with treatment efficacy (see 
Chapter 5).

Another important issue is whether there has been a gradual deteriora-
tion of social contacts. This could occur in a variety of ways. For example, 
the patient could be gradually withdrawing from social contacts, or other 
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people could be increasingly avoiding the patient because it can be aversive 
to be with someone who is frequently dysphoric and irritable. It is also 
important to assess the availability, and use of, community resources. For 
example, are there community support groups or government assistance 
programs that the patient could draw on?

Personal and Family History

Information about the patient’s personal and family history of psychopa-
thology is typically obtained by clinical interview. This includes an assess-
ment of the patient’s pretrauma functioning, such as the presence of pre-
existing emotional or personality disorders. Knowledge about such factors 
can help the clinician estimate the patient’s risk for problems in the future. 
If the patient had a pretrauma history of impulsive, sensation-seeking, or 
antisocial personality traits, for example, then he or she might be at risk for 
future trauma exposure arising from ill-conceived ventures.

Sarah suffered from separation anxiety as a young child, although this later 
abated. Aside from her recent assault, she had not had any other traumatic 
experiences. In fact, she reported having led a sheltered, privileged life in 
which she had never had to deal with any major stressors. During the inter-
view she wondered whether her sheltered life had left her unprepared to deal 
with her current problems. Sarah believed that her mother had suffered from 
anxiety and depression but was not aware of any other family history of psy-
chopathology.

Understanding the person’s pretrauma level of functioning can also 
provide an indication of the maximum likely benefits of PTSD treatment, 
and whether other interventions might be required. If the person’s pre-
trauma level of function was not very high, then the best that PTSD treat-
ment might accomplish is to return the person to that modest level of func-
tioning. This might be the case if, for example, PTSD arose in a person with 
a severe, preexisting personality disorder. To improve the person’s level of 
functioning it would be necessary to treat the personality pathology.

A review of the patient’s personal history also provides an opportunity 
to assess whether there are interactions between PTSD and other disorders 
or problems (Newman, Kaloupek, & Keane, 1996). This can reveal, for 
example, interrelations between PTSD and substance use disorders.

Malcolm, who went by the abbreviation Mal, was an oil-rig maintenance worker 
who was working on the scaffolding when he lost his footing and fell 30 feet 
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onto the iron crossbeams below. He eventually recovered from his physical 
injuries but developed PTSD. Mal had always been a heavy drinker prior to 
his injury, but that never interfered with his social or occupational functioning. 
However, from the assessment it was clear that he relied on alcohol as his 
primary means of coping with stress. After he developed PTSD Mal’s alcohol 
consumption escalated to the point that he became severely alcohol depen-
dent.

The clinician should also assess the patient’s history of previous treat-
ment. If the patient has received partial or temporary benefit from previ-
ous behavioral or cognitive-behavioral therapy, information on why the 
response was incomplete can guide planning of the current course of treat-
ment.

Interview Methods for Cognitive Assessment

The clinician can listen for themes in the patient’s narrative, such as themes 
concerning safety, trust, power, esteem, intimacy, and danger, which can 
be explored with specific questioning. The clinician can also directly ask 
questions to identify dysfunctional beliefs: What does the trauma mean to 
you? Does it say anything about the world, other people, or yourself? Why 
do you think it happened?

In response to such questions, Sarah expressed the following strongly held 
beliefs: “Life will never be the same,” “People can’t be trusted,” “I’m a dirty, 
worthless person,” “I have to stay on guard,” “No one cares about what hap-
pens to you,” “I can’t trust my own judgment,” “Danger is everywhere.”

These beliefs may be summary statements of more basic, underlying 
beliefs. To identify the latter, the clinician can ask the patient to explain, 
in greater detail, the implications of the belief (e.g., what does it mean to 
the patient, or what would happen if the belief was true?). This is the well-
known downward arrow method (Burns, 1980). Such additional details are 
important to elicit because cognitive restructuring is more effective when 
the therapist and the patient are working with highly specific beliefs. Vague 
beliefs are difficult to challenge. The following is an example of this assess-
ment concerning one of Sarah’s beliefs.

TherapisT (who was also the assessing clinician): You mentioned that you 
believe you’re a dirty, worthless person. That must be a very painful 
thing to believe. And it sounds like something that would be important 
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to work on in treatment. I need to get some more information about 
that belief, if that’s all right with you.

sarah: OK.

TherapisT: Thanks. Please tell me, what do you mean when you call your-
self dirty and worthless?

sarah: I feel like I’ve become one of “those people,” you know, like a 
tramp or a slut, who everybody looks down on, the ones who hang out 
on the corner of Hastings and Main [a rough neighborhood in her part 
of town]. People look at me like I’m a piece of trash.

TherapisT: I don’t think that way about you. I see you as a worthwhile 
person who happened to be in the wrong place at the wrong time. But 
to help me understand things, if it was true that you were trash, what 
would that mean to you?

sarah: It would mean I would never be happy. My life would be ruined. 
I’d never have a family, a boyfriend, or a career. I’d probably wind up 
living on the streets.

TherapisT: If that was true, what would happen?

sarah: I’d probably be murdered.

TherapisT: OK, to summarize, it sounds like you believe that the assault 
has been kind of like a death sentence; it’s changed you into an unwor-
thy person who is now doomed to a miserable life and early death.

sarah: I guess when you spell it out, I do think all those things about 
myself. It’s funny, but when all these things are spelled out, they don’t 
seem all that believable. I mean, like you said, I was in the wrong 
place at the wrong time. That doesn’t mean that my life will be ruined 
forever.

When this line of questioning is conducted with empathy and sensi-
tivity, it yields important information and also can form the beginning of 
cognitive restructuring. In using this method, the clinician needs to ensure 
that the patient doesn’t feel demeaned or ridiculed for expressing extreme 
or catastrophic beliefs.

Interview questions can also be used to assess patients’ beliefs about 
their symptoms. For example, do they think that their reexperiencing 
symptoms will have harmful consequences, such as death or insanity? Peo-
ple who hold such beliefs tend to have elevated anxiety sensitivity, which 
appears to play an important role in PTSD (see Chapter 2).

Cognitive assessment should not simply focus on negative beliefs; 
it should also assess whether patients hold any positive beliefs about 
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themselves, the world, and other people, which could be strengthened in 
therapy. Similarly, there are questions that can be asked to assess whether 
the patient has developed any adaptive beliefs about the meaning of the 
trauma and its consequences: Why did you survive? For what purpose? 
Why have you kept going? What is it that makes life worth living? What 
matters to you in life?

Assessing Maladaptive Coping Behaviors

Interview measures, combined with prospective monitoring, can be used 
to identify safety behaviors (e.g., avoidance, escape, checking, reassur-
ance seeking) and safety signals. The latter are stimuli that the person 
believes will be associated with the absence of feared outcomes (e.g., car-
rying a concealed weapon in a shopping mall, or carrying a good-luck 
charm while driving). These are important to identify because they may 
perpetuate PTSD (see Chapter 3). Attempts to suppress (avoid) trauma-
related thoughts (e.g., by distraction) are other important safety behaviors 
to identify because thought suppression can contribute to the persistence 
of reexperiencing symptoms (see Chapter 2). Maladaptive coping behav-
iors may also include reckless attempts at self-exposure, such as deliberate 
attempts to go into dangerous situations in order to overcome one’s fears, 
or excessive acts of contrition (e.g., excessively donating or “overgiving” 
one’s money or resources to others) in an attempt to assuage strong feel-
ings of guilt (Matsakis, 1998). Here, a person might go to great lengths to 
perform acts of kindness, such as giving away his or her prized possessions 
or money, or overindulging his or her children or other family members. 
They may spend so much time helping others that they neglect their own 
well-being. For example, a survivor of spousal abuse may overgive to her 
children because of feeling guilty that her children were abused.

Maladaptive coping behaviors can be identified by asking questions 
such as following: Do you do anything to try to avoid your unwanted 
thoughts, images, or memories of the trauma? How about other symptoms: 
Do you do anything to try to avoid feeling numb or anxious? Do you con-
sume drugs or alcohol to cope with symptoms, for example, to cope with 
bad thoughts or feelings, or to get to sleep at night? Do you do anything 
harmful or risky to cope with bad feelings, like binge eating, cutting your-
self, going on spending sprees, or engaging in unsafe sex? How do you 
keep yourself safe at home? How about when you go out? Is there anything 
you do or bring with you to protect yourself from harm? Do you have any 
checking routines that you use to feel safe, such as checking and rechecking 
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that the doors and windows are locked at night? Do you ask other people 
for reassurance in order to feel safe, such as reassurance that it’s safe to do 
a particular thing or go to a particular place?

Sarah’s maladaptive coping behaviors included the following: staying home 
as much as possible, checking (three times) the locks on her front door and 
windows before retiring at night, sleeping with the lights on, and trying to be 
with someone she trusted, such as her sister, whenever she had to leave the 
apartment.

SELF-REPORT INVENTORIES

Uses and Limitations

Structured clinical interviews are the gold standard for PTSD assessment. 
Self-report questionnaires are not sufficient for diagnosing PTSD, but they 
do play a useful role. Self-report inventories provide an efficient way of 
assessing a wide range of clinical variables, such as the strength of dys-
functional beliefs and commonly associated features like dissociation, 
depression, anger, and guilt. Self-report measures also can be used to assess 
response sets, such as symptom exaggeration or minimization. Finally, 
many self-report measures are short enough to be used at the beginning of 
each treatment session to monitor treatment progress.

Symptom Measures

There are many PTSD checklists available, but only some have been adapted 
for DSM-5. For clinicians wanting to use a psychometrically sound PTSD 
checklist to gauge symptom severity and monitor treatment progress for 
the full range of PTSD symptoms, the following are among the most widely 
used measures for DSM-IV and have been updated for DSM-5:

	• The Posttraumatic Diagnostic Scale (PDS for DSM-IV and PDS-5 
for DSM-5; Foa, 1995; Foa et al., 2016). The versions of this scale contain 
a detailed trauma checklist, a full assessment of Criterion A, and items 
assessing the severity of PTSD symptoms. The versions have good reliabil-
ity and validity, and can detect treatment-related changes in PTSD (Foa, 
1995; Foa et al., 2016; Taylor et al., 2003).

	• The PTSD Checklist (PCL for DSM-IV and PCL-5 for DSM-5; 
Weathers, Litz, Huska, & Keane, 1994; Weathers et al., 2013c) similarly 



120 TREATMENT METHODS AND PROTOCOLS 

assesses each of the PTSD symptoms, and studies suggest that the versions 
of the PCL have good psychometric properties (Blevins, Weathers, Davis, 
Wine & Domino, 2015; Bovin et al., 2016; Ruggiero, Del Ben, Scotti, & 
Rabalais, 2003; Spoont et al., 2015; Wortmann et al., 2016).

There is little to distinguish between these scales. Each takes about 
5–10 minutes to complete. For clinicians assessing refugees, the Harvard 
Trauma Questionnaire can be useful because it has been translated into 
many different languages, including several Asian and Eastern European 
languages (Mollica et al., 1992, 2001).

Useful, psychometrically sound measures of features commonly asso-
ciated with PTSD include the following. With the exception of the ques-
tionnaire measure of personality pathology, each of the following measures 
requires about 5 minutes to complete.

	• The Trauma-Related Guilt Inventory (Kubany et al., 1996) is a use-
ful measure to include for a detailed assessment of guilt (Myers, Wilkins, 
Allard, & Norman, 2012).

	• The tendency to become angry, regardless of whether it is trauma-
related, can be assessed with the trait version of State–Trait Anger Expres-
sion Inventory–2 (Spielberger, 1999). Research suggests that the scale has 
good psychometric properties (Lievaart, Franklin, & Hovens, 2016).

	• The most widely used self-report measure of depressive symptoms is 
the Beck Depression Inventory (BDI-II; Beck, Steer, & Brown, 1996).

	• If there is insufficient time to conduct a structured clinical inter-
view, then the Personality Diagnostic Interview–4 (Hyler, 1994) could be 
used as a screen for DSM-IV personality disorders. A DSM-5 version is not 
yet available, although the DSM-IV version is clinically useful because the 
diagnostic criteria are quite similar across the DSMs.

	• A new self-report measure, which is potentially useful but requir-
ing further evaluation, is the Dissociative Subtype of PTSD Scale (Wolf 
et al., in press). This 15-item scale can be administered as either a self-
report questionnaire or a structured interview. (Note that the SCID-5 and 
CAPS-5 both assess the dissociative subtype.)

	• Additional measures can be added as needed, depending on the 
nature of the patient’s presenting problems. These might include measures 
of chronic pain, substance use disorders, eating disorder symptoms, and 
so forth. Reviews of these various measures can be found in a number 
of sources. Particularly good sources are Hunsley and Mash (2008) and 
Fischer and Corcoran (2007).
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Commonly used multiscale inventories include the various versions of 
the Minnesota Multiphasic Personality Inventory–2 (MMPI-2; Ben-Porath, 
2012; Ben-Porath & Tellegen, 2008; Butcher, Dahlstrom, Graham, Tel-
legen, & Kaemmer, 1989) and the Trauma Symptom Inventory in its first 
and second editions (TSI and TSI-2; Briere, 1995, 2010). The TSI assesses 
PTSD symptoms along with other symptoms and associated personality 
traits (e.g., traits similar to borderline personality traits). The TSI contains 
validity scales. Some research has raised concerns about their adequacy in 
the first edition of the TSI (Elhai et al., 2005), although the second edition 
appears to perform better (Gray, Elhai, & Briere, 2010). A lingering prob-
lem is that both versions of the TSI contain a lot of items assessing sexual 
behavior, which are not relevant to patients who have not experienced sex-
ual trauma and do not have sexual difficulties. For these patients, the items 
are irrelevant and needlessly intrusive.

The MMPI-2 is broader in scope than the TSI and offers a more detailed 
assessment of response sets via its many validity scales. The MMPI-2 clini-
cal and validity scales have good psychometric properties. A good deal of 
research suggests that the MMPI-2 is useful in assessing PTSD and PTSD 
malingering (Bury & Bagby, 2002; Elhai, Ruggiero, Frueh, Beckham, & 
Gold, 2002; Moyer, Burkhardt, & Gordon, 2002; Wolf & Miller, 2014). A 
drawback of the MMPI-2 is the time required to complete the scale (60–90 
minutes). Clinically, the MMPI-2 is most useful when malingering or signifi-
cant symptom exaggeration is suspected. This can be of concern in cases in 
which there are strong incentives such as compensation payments for survi-
vors of assault or road traffic collisions, or service-related benefits (e.g., dis-
ability pensions) for military personnel. Little is known about the prevalence 
of PTSD malingering in treatment settings (Castro et al., 2011). Further 
discussion of the detection and management of malingering and symptom 
exaggeration can be found elsewhere (Ali, Jabeen, & Alam, 2015; Frueh, 
Grubaugh, Elhai, & Ford, 2012; Taylor, Frueh, & Asmundson, 2007).

Dysfunctional Beliefs

Several measures have been developed to assess beliefs in trauma survivors. 
The best-known example developed for clinical use is the Posttraumatic 
Cognitions Inventory (PTCI; Foa, Ehlers, Clark, Tolin, & Orsillo, 1999), 
which is reproduced in the latter citation The authors of the PTCI drew 
on constructs and items from similar measures of trauma-related cogni-
tions, along with other findings about dysfunctional beliefs in PTSD, in 
order to develop a comprehensive measure. The PTCI subscales were factor-
analytically derived. Although the scale was designed to be comprehensive, 
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the items can be parsimoniously combined to form three factor-analytically 
derived subscales: (1) negative cognitions about the self; (2) negative cogni-
tions about the world; and (3) self-blame. The PTCI is sensitive to treatment-
related change (Foa & Rauch, 2004; Schumm, Dickstein, Walter, Owens, 
& Chard, 2015). As with other scales, the clinician should scan all of the 
responses to the PTCI items to look for high scores, which may reveal par-
ticularly strongly held dysfunctional beliefs that need to be addressed in 
therapy.

A domain of dysfunctional beliefs not assessed by the PTCI concerns 
the patient’s beliefs about the meaning of his or her arousal-related symp-
toms (i.e., anxiety sensitivity). Recall from Chapter 2 that PTSD patients 
often believe that arousal-related reactions—such as uncontrollable 
thoughts, rapid heartbeat, or shaking and trembling—have catastrophic 
consequences, such as insanity, death, or social rejection. The current gold 
standard for assessing such beliefs is the Anxiety Sensitivity Index-3 (Tay-
lor, Zvolensky et al., 2007).

PROSPECTIVE MONITORING

Prospective (ongoing) monitoring—during a baseline period of 1 or 2 
weeks after the intake assessment but before commencing treatment, and 
throughout the course of treatment—can provide useful information about 
the patient’s symptoms, beliefs, behaviors, and triggering stimuli. Such 
information can be used to better understand the patient’s problems and 
to plan interventions such as exposure or cognitive restructuring exercises.

A form for prospectively monitoring these variables, along with two of 
Sarah’s entries, appears in Handout 6.1 (pp. 128–129). The handout con-
tains an “insights” column, in which patients can record what they learned 
from each monitoring episode. This can enhance the therapeutic value of 
assessment by promoting adaptive belief change, as illustrated in the first 
example listed in the handout. Monitoring can also help the patient identify 
stimuli that trigger intrusive memories and distressing emotions. Thus, the 
upsetting memories and emotions can become more predictable and less 
mysterious and frightening.

The insights column can also reveal maladaptive cognitive processes. 
The second example entry in the handout shows that Sarah was not able 
to learn anything new from the monitoring exercise but instead returned 
to unanswered “why” questions. This indicates that she was ruminating 
about the trauma and its implications. Recall from Chapter 2 that rumina-
tion is associated with the persistence of PTSD. Thus, the “insights” column 
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can reveal clinically important information about maladaptive thoughts or 
thought processes. In other words, what the patient lists as insights might 
be insightful but not necessarily beneficial. But they nevertheless can pro-
vide the therapist with information relevant to treatment planning (e.g., 
planning to use interventions for reducing rumination).

SPECIAL POPULATIONS

Children and Adolescents

Interview measures for both the patient and caregiver are used for younger 
children (especially those aged 7 and younger), whereas interviews and 
questionnaires for the patient alone can be used for older children and 
adolescents. The child and caregiver should be assessed both alone and 
together (Leigh, Yule, & Smith, 2015). Regardless of age, the diagnostic 
method of choice remains the structured interview. A useful DSM-5 diag-
nostic measure is the Clinician Administered PTSD Scale for Children and 
Adolescents (CAPS-CA; Pynoos et al., 2015; and see Nader et al., 2004, 
for the DSM-IV version). A promising self-report measure for youth is the 
Structured Trauma-Related Experiences and Symptoms Screener (Grasso, 
Felton, & Reid-Quiñones, 2015). This assesses 25 adverse childhood expe-
riences and potentially traumatic events and also assesses DSM-5 PTSD 
symptoms. The STRESS has promising psychometric properties (Grasso 
et al., 2015). There are numerous child measures for PTSD (and associ-
ated symptoms and disorders) as defined by DSM-IV, which will need to 
be updated for DSM-5 (Briggs et al., 2014; Leigh et al., 2015). The child/
adolescent version of the Posttraumatic Cognitions Inventory can be used 
to assess trauma-related dysfunctional beliefs in youth aged 6–18 years 
(Meiser-Stedman et al., 2009). Available evidence suggests that the scale 
has good psychometric properties (Meiser-Stedman et al., 2009).

When assessing children, one should examine family factors that may 
facilitate or impede the resolution of the child’s PTSD, such as the care-
giver’s emotional response to the trauma, the caregiver’s ability to talk with 
and support the child, the caregiver’s reinforcement of appropriate coping 
strategies, and the impact of the trauma on family functioning (Leigh et al., 
2015; Salmon & Bryant, 2002).

There are several challenges in assessing PTSD in children and adoles-
cents, particularly in young children. Children may have difficulty under-
standing complex concepts such as dissociation, and their failure to recall 
important aspects of the trauma may simply be due to their failure to appre-
ciate its significance at the time rather than to psychogenic amnesia. To 



124 TREATMENT METHODS AND PROTOCOLS 

facilitate the ratings of symptoms, the CAPS-CA includes pictorial scales 
and cartoons to facilitate the assessment of symptoms.

A further problem is the consistently poor correspondence between 
parent and child reports of the child’s symptoms of anxiety and depres-
sion. Some evidence suggests that children provide more reliable informa-
tion concerning their internal states than that which others provide, espe-
cially after trauma. Caregivers’ reports of children’s PTSD symptoms tend 
to indicate less distress than children’s self-reports, possibly because chil-
dren disclose less trauma-related distress to caregivers in order not to upset 
them (Lonigan, Phillips, & Richey, 2003). This can be complicated by the 
fact that some parents are themselves the perpetrators, which increases the 
likelihood that parents will either minimize or inaccurately report PTSD 
symptoms based on their level of support, distress, and/or their ability to 
accurately identify children’s internal affective states (Briggs et al., 2014).

For children aged 3–9 years, the clinician can ask them to draw the 
traumatic event, which can help the child provide a more detailed verbal 
description of what happened, while reminding the child to draw only what 
actually happened. Drawing may facilitate memory retrieval, and it may 
reduce the social and emotional demands inherent in the interview context 
by providing a focus other than the interviewer (Salmon & Bryant, 2002). 
The merits of using anatomically correct dolls for helping children describe 
episodes of abuse remains controversial because of debates about the valid-
ity of the assessment information (Dickinson, Poole, & Bruck, 2005; Hun-
gerford, 2005).

Older Adults

With some exceptions, assessment in older people is much the same as 
assessment in younger adults. Older adults with PTSD, compared to their 
younger counterparts, tend to have more somatic symptoms due to comor-
bid general medical conditions and are more likely to have cognitive impair-
ment (van Zelst & Beekman, 2012). Age-related changes need to be consid-
ered in the assessment of symptoms. Age-related reductions in the duration 
and quality of sleep should not be confused with PTSD-related insomnia. 
Sleep difficulties are likely to be PTSD-related rather than age-related if 
they (1) arise shortly after trauma exposure, (2) arise in concert with other 
PTSD symptoms (particularly other hyperarousal symptoms), or (3) fluctu-
ate over time in concert with fluctuations in other PTSD symptoms.

One needs to be careful not to confuse trauma-related avoidance with 
avoidance due to physical limitations. For example, an elderly assault sur-
vivor might be reluctant to venture out of the house, but this may be due 
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to fear of falling and breaking a hip rather than fear of being assaulted. 
Similarly, difficulty remembering important aspects of a trauma need not 
indicate psychogenic amnesia; it could be due to age-related deterioration 
in memory function, or simply because the trauma happened so long ago 
(van Zelst & Beekman, 2012).

Cultural Considerations

Cultural factors are important concerning the way in which people describe 
their distress, make sense of their symptoms, and in terms of their will-
ingness to discuss emotional problems (see Chapter 1). In some cases the 
person may describe his or her problems entirely in somatic terms (e.g., 
headaches or generalized malaise) rather than in terms of reexperiencing 
and hyperarousal symptoms (Hinton & Good, 2016). Thus, it is important 
for the clinician to have background knowledge of the patient’s culture. In 
some cases it may be necessary to use a translator to conduct the assessment 
interview. Ideally, the translator will have at least a basic understanding of 
PTSD and DSM-5, and will not become emotionally overwhelmed by the 
patient’s discussion of his or her traumatic experiences.

For therapists to have credibility with their patients, it may even be 
important for them to display familiarity with the subcultures of patients 
belonging to the mainstream culture. For example, the therapist can gain 
credibility with Vietnam combat-era veterans if the therapist understands 
acronyms like FNG or REMF. These terms are described in many sites on 
the Internet and need not be defined here.

T R O U B L E S H O O T I N G

The initial assessment can be stressful because the patient is asked to 
describe emotionally painful experiences. One needs to be sensitive to the 
patient’s current level of functioning. Therapist skill is required to help the 
patient through this process. To avoid problems, the clinician could say, at 
the outset of the interview, something like the following:

“In order for me to understand your problems and plan for treatment, I 
need to ask some questions about your trauma experiences and about 
the problems you’ve been having. Sometimes, these sorts of questions 
can stir up unpleasant memories and emotions. I want you to know 
that you’re in charge of the assessment process. If the assessment is 
getting too painful we can stop at any time, or if you need to take a 
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break, please let me know. Remember, this assessment is for you, and 
you’re in charge. OK?”

Sometimes patients are unable to reveal all of their traumatic experi-
ences in a single interview. Typically, they are able to reveal enough detail 
for the purposes of assessment and treatment planning, although the thera-
pist should not be surprised if the patient reveals other traumas, or particu-
larly painful details of a given trauma, during the course of therapy.

Another challenge in the assessment of PTSD is nonadherence, espe-
cially nonadherence with prospective monitoring. If the patient is unable to 
complete the intake assessment, then it is doubtful that he or she will be able 
to complete treatment. The reasons for assessment nonadherence need to 
be evaluated in an effort to solve the problem. Nonadherence may occur if 
the patient does not understand the rationale and importance of a thorough 
assessment. Other reasons for nonadherence should also be investigated 
and addressed, such as patients’ fears that they will become uncontrol-
lably upset if they think about or monitor their symptoms. In such cases a 
gradual approach could be used, where the patient monitors symptoms for 
a short period of time (e.g., half a day) and reviews the outcome. Patients 
typically overestimate the degree of distress associated with discussing or 
monitoring their symptoms. Other methods of improving adherence with 
prospective monitoring include the following:

•	 Emphasize that treatment has the greatest change of success if it is 
based on accurate information.

•	 Elicit an agreement from the patient to complete the assessment 
measures.

•	 Identify beforehand any obstacles to completing the assessment, 
such as obstacles to prospective monitoring, and develop strategies 
for circumventing these difficulties.

•	 Ensure that the patient is adequately trained in using the prospective 
monitoring forms.

•	 Review the results of any prospective monitoring during each ses-
sion and ensure that you acknowledge or praise the patient’s efforts 
at monitoring his or her symptoms.

During the clinical interview, if the clinician suspects that the patient 
is either underreporting symptoms (sometimes due to the desire to avoid 
painful memories) or overreporting symptoms (due, e.g., to a “cry for help” 
or symptom exaggeration driven by financial incentives), then the MMPI-2 
or its variants could be administered to gauge the seriousness of under- or 
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overreporting. The use of this instrument for these purposes is described 
in detail elsewhere (e.g., Ben-Porath, 2012; Butcher, 2005; Pope, Butcher, 
& Seelen, 2000).

SUMMARY

For patients presenting for treatment of PTSD, a comprehensive assessment 
is required in order to make an accurate diagnosis, to develop a case for-
mulation and treatment plan, and to monitor treatment progress. Although 
assessment should be tailored to the specifics of the patient, there are sev-
eral measures that can be usefully administered to all patients. A compre-
hensive package is presented in Table 6.1. Most of the measures described 
in this chapter are available from commercial distributors.
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C H A P T E R  7

Cognitive-Behavioral Therapy
An Overview

In Chapter 3 we saw that the emotional processing model offers one of the 
best accounts of PTSD. This model suggests that a key ingredient of effec-
tive treatment is to provide patients with corrective learning experiences, 
which can occur in the form of cognitive restructuring or exposure exer-
cises. These interventions are facilitated by including other interventions, 
such as psychoeducation and emotion regulation skills. There are many 
ways in which the various interventions can be assembled into a treatment 
protocol. One of the challenges in devising a treatment plan is to select, 
among the many treatment protocols, an empirically supported treatment 
package that can be adapted to the needs of a given patient. To help the 
therapist navigate through this welter of treatment packages, the present 
chapter offers an overview of treatment packages, along with guidelines for 
selecting among them.

In this chapter we review the various elements of CBT and consider the 
ways in which the elements can be combined. Generic PTSD protocols will 
be discussed along with protocols for special populations, such as those for 
PTSD in children and for PTSD comorbid with substance use disorders. 
Issues in selecting and sequencing interventions will be considered, along 
with guidelines concerning therapist self-care. The latter is an important 
component of good therapy. This is because CBT is more than just a col-
lection of techniques; treatment efficacy critically depends on the interper-
sonal skills and emotional well-being of the person delivering the treat-
ment. If the therapist is highly distressed by listening to patients describing 
their traumatic experiences, the quality of therapy could be compromised.
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TREATMENT ELEMENTS

Therapist Characteristics

The style of PTSD therapy is much the same as those of cognitive-behavioral 
treatments for other disorders (e.g., Beck & Clark, 2011; Beck et al., 1979; 
Taylor & Asmundson, 2004). Therapist warmth, genuineness, acceptance, 
accurate empathy, and reflective listening are used to build a trusting thera-
peutic relationship. It is important to create a nonjudgmental atmosphere 
so the patient can discuss emotionally painful topics.

The therapist strives to avoid any implication that the patient should 
be blamed for what happened to him or her. Regardless of whether the 
patient’s actions contributed to the trauma, nobody deserves to be trauma-
tized (Resick & Schnicke, 1993). Being blamed by others simply contrib-
utes to the self-denigration commonly seen in people with PTSD.

Most trauma patients, including survivors of sexual assault, work 
equally well with male or female therapists (Resick & Schnicke, 1993). 
However, some patients express strong preferences either way. Sometimes 
preference for, say, a female therapist can be a form of avoidance, but it 
may be necessary to permit this avoidance in order for the patient to enter 
treatment.

Interventions

The methods used in treating PTSD can be grouped into two classes: those 
commonly used (core interventions) and those implemented on an as-
needed basis. Both are listed in Table 7.1. Although the core interventions 
focus on the patient’s traumatic experiences and PTSD symptoms, these 
interventions—particularly cognitive restructuring and emotion regulation 
exercises—can help patients better cope with daily stressors in their lives. 
Emotion regulation exercises are also used to help patients tolerate and 
complete exposure exercises. If the patient has a particularly low toler-
ance for distress, or has a tendency to engage in self-destructive behaviors 
when distressed (e.g., by drug abuse, wrist cutting, or impulsive appeti-
tive behaviors such as binge eating), then exposure exercises would not be 
implemented until emotion regulation exercises have enabled the patient 
to better cope with aversive emotions. Mastery and pleasure (behavioral 
activation) exercises and interpersonal interventions (e.g., couple therapy) 
can bolster the patient’s level of social support, which is also important for 
coping with stress in general, and with the distress associated with expo-
sure therapy. The general applicability of CBT interventions for dealing 
with daily stressors is important because people with PTSD tend to be more 
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TABLE 7.1. Interventions for PTSD
 Chapter

Core interventions

	• Psychoeducation, including information about PTSD and its 
treatment, along with the case formulation, which is shared with the 
patient.

 9

	• Treatment engagement strategies.  9

	• Emotion regulation exercises, such as breathing retraining, relaxation 
exercises, and mastery-and-pleasure exercises. These can help 
patients reduce negative emotions and promote positive emotions.

 9

	• Some mix of cognitive restructuring and exposure; that is, either 
exposure alone, cognitive restructuring alone, or a combination 
of the two. Exposure can include imaginal, interoceptive, and 
situational exposure exercises.

 10–13

	• Preparation of a posttreatment program for maintaining and 
improving gains, and for preventing relapse.

 14

Interventions implemented on an as-needed basis

	• Grounding exercises for managing dissociative symptoms.  9

	• Anger management exercises.  13

	• Interventions for treating comorbid disorders, particularly disorders 
that may interfere with PTSD treatment, or disorders that may 
worsen as a result of PTSD treatment. Examples include substance-
use disorders and chronic pain disorders.

 14

	• Interpersonal skills training, such as assertiveness training.  14

	• Couple or family interventions.  14

	• Adding pharmacotherapy to cognitive-behavior therapy.  15
 

reactive to minor stressors than people without the disorder; that is, PTSD 
is associated with a greater and longer-lasting emotional and physiological 
arousal in response stressors (see Chapter 4). Interpersonal skills training is 
also used to reduce the risk of revictimization.

When the patient is ready for exposure therapy, it is implemented grad-
ually, and typically only one type of exposure exercise (imaginal, intero-
ceptive, or situational) is conducted per session. However, more than one 
form of exposure may be implemented during a given week as a home-
work assignment (e.g., a combination of imaginal and situational exposure 
exercises). When planning exposure therapy, it is important to address any 
misconceptions that the patient or his or her significant others or referring 
clinician may have about the treatment. The patient and relevant others 
should be advised that (1) exposure is one of the most effective interven-
tions for PTSD; (2) exposure is implemented gradually, usually with the 
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aid of coping strategies, and only when the patient is ready; (3) exposure 
is generally quite safe and does not involve exposure to objectively risky 
situations; and (4) exposure, like all potent treatments, has side effects, but 
they tend to be short-lived (e.g., transient increases in anxiety and night-
mare frequency). Clinically, most patients who are suitable for exposure are 
willing to undergo this form of therapy. The rate of treatment dropout for 
exposure (used as the sole intervention) is typically no different from the 
dropout rates of PTSD treatments that don’t use exposure, and exposure 
can be effective even for patients who have been multiply traumatized (see 
Chapter 5).

If the patient suffers from prominent anger, guilt, shame, or mental 
defeat, then cognitive restructuring can be used in addition to, or instead 
of, exposure (Ehlers & Wild, 2015; Kubany & Ralston, 2007; Norman, 
Wilkens, Myers, & Allard, 2014). Cognitive restructuring and emotion reg-
ulation skills can be useful for patients with severe hyperarousal symptoms 
(Foa & Rothbaum, 1998). Although these interventions are useful, extreme 
hyperarousal does not mean that exposure can’t be a component of treat-
ment. Severity of hyperarousal does not predict the outcome of exposure 
therapy (Taylor, 2004; see also Chapter 5). However, cognitive restructur-
ing alone might be used if the patient is unwilling or unable to tolerate 
exposure, or if there is concern that exposure might worsen a comorbid 
problem, such as a substance use disorder.

Problems with treatment nonadherence are addressed by the therapist 
and patient jointly discussing and analyzing the problems to identify pos-
sible solutions. Treatment engagement strategies can be used to enhance 
the patient’s motivation for completing treatment. Treatment sessions are 
tapered toward the end of treatment (i.e., sessions are increasingly spaced 
apart, so the patient can become increasingly self-reliant), and the therapist 
and patient devise a plan for maintaining and extending treatment gains, 
and for preventing relapse.

Therapy Structure

The goals of the early stages of treatment are to establish a sound thera-
peutic relationship, to formulate a treatment plan and discuss it with the 
patient, and to implement psychoeducation and emotion regulation strate-
gies. Throughout the entire course of treatment, the therapy is educational, 
interactive, and collaborative. Beliefs are framed as hypotheses to be tested, 
and the therapist and patient work together to identify evidence for and 
against the beliefs. The therapist encourages the patient to ask questions 
and express any doubts about what is discussed during treatment. For 
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example, the therapist might ask, “Does the cognitive-behavioral model 
of PTSD fit with your experience?” This helps the therapist identify any 
misconceptions about treatment and other problems.

Sessions tend to be highly structured, particularly at the beginning of 
therapy. Sessions typically start with a review of the patient’s symptoms 
over the past week and a review of any assigned homework. This gives the 
therapist an idea of what is important to cover during the session. As part of 
the check-in at the beginning of each session, patients can be asked to name 
at least one brief example of good coping since the last session (e.g., “What 
went well for you this week? Were there any good things that happened?”). 
This encourages patients to respect their strengths and positively reinforces 
efforts at overcoming their problems (Najavits, 2002). Then an agenda is 
set for the remainder of the session. The agenda typically includes a discus-
sion of specific problems along with plans for interventions. Some interven-
tions are implemented during the session, whereas others are assigned as 
homework. Sessions typically end with the patient and therapist producing 
a verbal summary of the session (e.g., “What was today’s session like for 
you? What was the main take-home message for you?”). The importance of 
homework and continued practice of the various exercises is emphasized.

Throughout each session feedback is elicited to check the patient’s 
understanding of the material, for example, “Can I ask you to summarize 
what we’ve just discussed so I can check that we’re on the same track?” 
During each session the therapist provides periodic capsule summaries of 
important topics that have been discussed and asks whether the patient 
agrees with the summaries. Capsule summaries help educate the patient, 
help the therapist check the accuracy of his or her understanding of the 
patient’s problems, and help the patient and therapist focus on the most 
important issues. Sessions are often audiotaped and the patient is asked 
to listen to the tape in between sessions. This is to consolidate learning. 
Learning is further facilitated if the patient writes out a summary of the 
most important things learned from the tape.

SELECTING A TREATMENT PROTOCOL

There are several different empirically supported cognitive-behavioral pro-
tocols containing various elements of prolonged exposure, cognitive restruc-
turing, and adjunctive interventions (Gallagher, Thompson-Hollands, Bour-
geois, & Bentley, 2015). These protocols, even the ones initially developed 
for a specific trauma population such as rape- or combat-related PTSD, 
can be used, sometimes with some modification, with a range of trauma 
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populations and symptom profiles. The protocols can be selected and 
adapted to the needs of a given patient, based on information contained in 
the case formulation and treatment plan.

Group versus Individual Treatment

CBT protocols can be used in either individual or group format, although it 
remains unclear whether the two formats differ in efficacy (see Chapter 5). 
Group therapy can be useful for patients who have all experienced the same 
trauma and have much the same level of symptom severity and adaptive 
functioning. An advantage of group therapy is that many patients can be 
treated at once, and patients can gain emotional support from one another. 
Being in a group of people who have experienced similar traumatic events 
can reduce the patient’s sense of isolation and estrangement from others, 
and can reduce the stigma associated with having an emotional disorder.

Some cognitive-behavioral interventions are readily implemented in 
groups. Psychoeducation and emotion regulation exercises are readily con-
ducted in groups. Group-based cognitive structuring can be used to address 
general themes in the dysfunctional beliefs held by most patients. However, 
if cognitive restructuring is a prominent part of therapy, then individual 
treatment may be preferable because it can be difficult to devote a sufficient 
amount of time in the treatment group to the patients’ particular beliefs. 
Similarly, imaginal exposure may be more successful if implemented indi-
vidually (Turner, Beidel, & Frueh, 2005). A further problem with group 
therapy is that some patients may become highly disturbed by listening 
to the traumatic experiences of other patients. Also, trauma-related anger 
or irritability can disrupt the smooth running of groups. For practitioners 
in private practice or working in small clinics, it can be difficult to recruit 
enough patients suffering from the same sort of trauma to form a treatment 
group. Including patients with mixed trauma (e.g., patients with PTSD asso-
ciated with combat and those with rape-related PTSD) may lead patients 
to feel embarrassed about discussing their particular trauma (e.g., sexual 
assault) in front of other patients who have not experienced such trauma. 
Thus, despite the advantages of group treatment, there are several impor-
tant disadvantages. The selection of group or individual format depends on 
weighing these factors as they apply to a given clinical setting. If the thera-
pist is planning to treat a large number of disaster survivors, for example, 
then one might opt for group treatment. For complex cases requiring highly 
individualized treatment protocols, individual treatment may be preferable. 
Combined individual and group treatment also shows promise as a method 
of treatment delivery (Echeburúa, Sarasusa, & Zubizarreta, 2014). The 
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treatment methods described throughout this volume can be used in both 
treatment formats, although for illustrative purposes the individual treat-
ment format is used to demonstrate how the methods are applied.

Empirically Supported Protocols

Generic protocols, which have been used to treat a range of trauma popu-
lations, usually involve 8–20 sessions, typically weekly, of 60–90 minutes 
each for individual treatment or 120 minutes for group treatment. Com-
monly used generic protocols are composed of the following: (1) intake 
assessment and case formulation (1–2 sessions); (2) developing a mutually 
agreeable treatment plan, providing psychoeducation, and commencing 
practice of emotion regulation skills such as breathing retraining (1–2 ses-
sions); (3) cognitive restructuring or commencement of imaginal exposure 
(4 sessions); (4) continuation of cognitive restructuring and imaginal expo-
sure or a gradual shift to include other types of exposure, particularly situ-
ational exposure (4 sessions); and (5) continuation of interventions (e.g., 
for 4 sessions), with sessions spaced increasingly further apart, and the 
development of a treatment maintenance plan in the final two sessions.

Within these generic protocols there is a great deal of latitude, deter-
mined by patients’ goals and the nature of their problems. Such flexibility 
is even built into treatment protocols used in treatment-outcome studies 
(Feeny, Hembree, & Zoellner, 2003; Taylor et al., 2003). This includes 
flexibility about the types of cognitive interventions and their targets, and 
the timing and pacing of exposure exercises. The latter is determined by the 
patient, in consultation with the therapist. For protocols combining expo-
sure and cognitive restructuring, there is also a great deal of latitude about 
how these interventions are combined. Restructuring can be implemented 
before, during, and after exposure. If stressors unexpectedly arise during 
the course of treatment, then it is sometimes necessary to suspend exposure 
therapy and focus on generic stress management (e.g., an increased focus 
on emotion regulation exercises and problem solving) until the crisis has 
passed.

Other interventions can be added to the generic protocols on an as-
needed basis. For example, interpersonal skills training might be included 
for a survivor of physical or sexual assault who has trauma-induced asser-
tiveness difficulties (Kubany & Ralston, 2007). Grounding exercises would 
be added for patients with prominent dissociative symptoms. Interoceptive 
exposure would be added for patients who have high anxiety sensitivity. 
This form of exposure is especially useful for patients with comorbid PTSD 
and panic attacks (Taylor, 2004).
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For PTSD patients with comorbid substance use disorders, promis-
ing protocols include the Seeking Safety program (Najavits, 2002) and the 
COPE program (Back et al., 2015). To illustrate, in the Seeking Safety pro-
gram, patients receive 20 or more sessions of treatment for substance use 
problems combined with stress management training. The latter involves 
cognitive restructuring and training in emotion regulation skills. Once the 
substance use disorder is in stable remission (for at least 6 months—the win-
dow within which the risk for relapse is highest; Brecht, von Mayrhauser, 
& Anglin, 2000; Marlatt & Donovan, 2005), then trauma-focused expo-
sure exercises can be implemented. Treatment of PTSD comorbid with psy-
chotic disorders can take the same approach; treatment could consist of 
generic stress management along with pharmacological and other interven-
tions for psychosis. Once the psychosis is in stable remission (for at least 
12 months), then specific treatments for PTSD, such as exposure therapy, 
could be considered.

A similar approach can be used with patients with PTSD combined 
with severe chronic pain (Wald, Taylor, & Federoff, 2004). Treatment 
involves stress management plus pain management strategies. The latter 
may be multidisciplinary in nature (e.g., medication and CBT) and includes 
cognitive restructuring to address dysfunctional beliefs about pain, such as 
the belief that “If physical activity causes pain, then that means the activ-
ity is damaging to my body.” Such “hurt equals harm” beliefs can promote 
a sedentary lifestyle, which is associated with muscle deconditioning and 
persistent pain (for further details, see Thorn’s [2004] chronic pain treat-
ment manual). Once the patient’s pain is sufficiently under control, then 
exposure exercises can be gradually introduced, in combination with relax-
ation exercises to reduce the risk of exposure-induced pain exacerbation 
(e.g., due to tension-related muscle spasms).

Cloitre’s protocol, called “Skills training in affect and interpersonal 
regulation plus prolonged imaginal exposure” (Cloitre, Koenen, Cohen, & 
Han, 2002; Levitt & Cloitre, 2005; also see Cloitre & Schmidt, 2015) also 
takes a two-stage approach. The first set of sessions (e.g., eight sessions) 
focuses on emotion regulation skills, cognitive restructuring, and interper-
sonal skills training. The second set of sessions (e.g., eight sessions) focuses 
on imaginal and situational exposure. This protocol can be used for people 
with marked problems with emotion regulation and interpersonal skills 
(i.e., so-called complex PTSD; see Chapters 1 and 5). Exposure alone is also 
effective in treating PTSD for such patients, although it does not modify 
maladaptive personality traits associated with emotional dysregulation and 
interpersonal problems (Taylor et al., 2006).

For other types of comorbidity, such as PTSD combined with mild to 
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moderate major depression, it may not be necessary to modify a generic 
PTSD protocol, because associated problems like depression often abate 
when the PTSD is treated (Taylor et al., 2001, 2003). The case formulation 
and associated treatment plan can provide guidance as to whether comor-
bid disorders are likely to require specific treatment.

In some cases the patient may desire only to improve his or her ability 
to cope with daily stressors rather than work on trauma-related concerns. 
Here, stress management procedures could be used, such as emotion coping 
exercises and cognitive restructuring focused on beliefs or appraisals con-
cerning daily stressors. Training in time management and problem-solving 
skills could also be added (see Taylor & Asmundson, 2004, for details on 
generic stress management). At a later date, when the patient is ready, he 
or she may wish to work directly on the traumatic experiences and PTSD.

Treatment protocols for children and for the elderly are broadly simi-
lar to the generic PTSD protocols discussed above, with the exception that 
the protocols are adapted to match the level of cognitive development or 
functioning of the child or elderly person. For example, cognitive restruc-
turing would not be used, or used in a highly simplified form, for young 
children. Emotion regulation skills and exposure exercises can be imple-
mented, for children aged 4–12, by using play therapy techniques (e.g., 
Kaduson & Schaefer, 1997, 2001), which are engaging and enjoyable for 
many children. These are illustrated in later chapters. In the case of sexu-
ally abused children, it can be valuable to include the nonoffending parent 
in therapy, as described in Deblinger and Heflin’s (1996) treatment manual.

The selection of the various treatment options is summarized in the 
decision tree in Figure 7.1. Patients who fail to benefit substantially from 
12 sessions of CBT are unlikely to profit from additional sessions (Foa & 
Rothbaum, 1998), that is, unless the source of the problem is identified and 
the treatment protocol is adjusted accordingly.

WORKBOOKS AND OTHER INSTRUCTIONAL MATERIALS

There are many patient guides and workbooks available for PTSD (e.g., 
Matsakis, 1996, 2003; Raja & Orsillo, 2012; Williams & Poijula, 2013). 
For most people suffering from PTSD, these books are unlikely to be suf-
ficient, but they could be used as supplements for face-to-face therapy. The 
main problem with these books is that they tend to be long and detailed, 
which is off-putting for some patients. People with PTSD typically have 
concentration and memory problems, which makes it additionally difficult 
for them to benefit from self-help books. Short patient handouts, such as 
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Is the patient physically safe?

Make arrangements to ensure safety; 
e.g., with the aid of government 

agencies.

No

Are there other problems in need of 
immediate treatment?

Implement PTSD-focused psychoeducation, 
treatment-engagement methods, and

emotion-regulation exercises

Does the patient suffer from severe 
trauma-related anger, guilt, shame, 

or mental defeat?

Can the patient safely tolerate
exposure-related distress?

Implement exposure therapy

Are there remaining problems
in need of treatment?
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to treatment?

Develop a treatment maintenance program, 
and fade out treatment
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providing stress management to help 

the patient cope with PTSD symptoms. 
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immediate treatment may include 
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suicide risk.

Implement cognitive restructuring for 
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restructuring and emotion regulation 
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treatment plan

Yes
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No
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No

No

Yes

Yes

Yes

No

No

Then

FIGURE 7.1. Decision tree for selecting and sequencing cognitive-behavioral inter-
ventions.
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the ones presented in the later chapters in this volume, are clinically more 
useful. Such handouts are supplemented by additional information pro-
vided by the therapist.

If patients plan to search the Internet for information on PTSD, they 
should be warned that the quality is highly variable, ranging from websites 
providing scientifically informed advice to websites touting quackery. One 
of the best Internet resources for empirically supported consumer informa-
tion is the website of the National Center for PTSD (www.ncptsd.va.gov). 
To ensure that patients are not being misled by what they find on the Inter-
net, the therapist should periodically inquire about whether they are search-
ing the Web (or other sources) for information, and what they have found.

CULTURAL CONSIDERATIONS

A growing body of research has focused on whether CBT for PTSD can 
be successfully applied to various ethnic and cultural groups (e.g., Damra, 
Nassar, & Ghabri, 2014; Mahr, McLachlan, Friedberg, Mahr, & Pearl, 
2015; Marques et al., 2016). Treatment programs have been developed spe-
cifically to cater to the needs of particular cultural groups. An example is 
Kataoka et al.’s (2003) school-based CBT in Los Angeles for traumatized 
Latino immigrant children who have been exposed to community violence. 
The program was developed by a team of school clinicians, educators, and 
researchers. It consists of eight sessions of group CBT delivered in Span-
ish by bilingual, bicultural school social workers. Parents and teachers are 
offered psychoeducation about trauma and PTSD, as well as support ser-
vices. Compared to a wait-list control, the program was found to be effec-
tive in reducing symptoms of PTSD and depression, although the magnitude 
of symptom reduction was modest (Kataoka et al., 2003). Nevertheless, 
the program is a promising one that could be improved by, for example, 
increasing the number of treatment sessions. Anecdotal comments from 
participants suggested that stigma usually associated with mental health 
services was minimized in this program because it was administered in 
schools. Research on improving the implementation and efficacy of this 
promising program is ongoing (e.g., Baweja et al., 2016).

Another example of a treatment program that emphasizes cultural fac-
tors is Jones, Griffiths, & Humphris’s (2000) Veterans Center group ther-
apy for African Americans with PTSD. The benefits of this program have 
yet to be empirically evaluated. However, it looks promising for two rea-
sons. First, linguistic style, speech structure, slang, metaphors, and nonver-
bal communication that are clearly understood among African Americans 
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are sometimes misinterpreted by Caucasians. Participants in Jones et al.’s 
African American group reported that their communications usually were 
accurately understood by other members, whereas they often felt misun-
derstood in previous, Caucasian-majority groups they had attended (Jones 
et al., 2000).

Second, racism can occur in the context of traumatic stressors (e.g., 
while the person is in the combat theater). Racism adds to the burden of 
stress experienced by trauma survivors (Loo et al., 2001). In some cases the 
traumatic stressor consists entirely of life-threatening racial abuse, either in 
the military or in civilian life (Jones, Brazel, Peskind, Morelli, & Raskind, 
2000). Accordingly, attention to cultural issues in treatment, including rac-
ism-related stress, may facilitate treatment engagement and treatment out-
come. Veterans in the African American group felt more comfortable dis-
cussing racism in that group than in Caucasian-majority groups. Attempts 
to discuss racism in the latter groups had frequently elicited embarrassed 
silence, a change of topic, or the implication that the African American 
veteran was paranoid or exaggerating (Jones et al., 2000).

Although Jones et al. focused on group treatment, there are reasons 
to expect that the efficacy of individual (one-to-one) CBT also might be 
improved by greater attention to cultural factors. If the therapist is able to 
demonstrate to the patient that he or she is sensitive to, and familiar with, 
the patient’s particular cultural background, then patient–therapist com-
munication may be improved (e.g., misunderstandings will be reduced), 
and the patient may feel more comfortable about discussing any effects of 
racism or other cultural factors on his or her presenting problems. Thus, 
understanding the patient’s cultural background is important for develop-
ing a sound working relationship. For a start, the therapist should be famil-
iar with culturally appropriate greetings. For example, people from South 
American cultures often prefer to be called by their title and last name, or 
by Don or Doña and the first name if the person is older (Nieves-Grafals, 
2001).

Culture is also important for understanding why the patient holds 
particular beliefs. To illustrate, some Southeast Asian trauma survivors 
are extremely frightened of flashbacks because they believe that the soul 
leaves the body during a flashback and is transported back to the site of the 
trauma. This is terrifying because some patients believe that the soul may 
become trapped at the trauma site, leading to insanity or death (Hinton et 
al., 2005). These beliefs arise in the cultural context of beliefs about the 
nature of the soul. If a Western therapist did not understand this cultural 
context, then the therapist might mistakenly conclude that the patient was 
psychotic.
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Language and cultural barriers can pose serious problems in work 
with refugees. Treatment may need to be conducted through an inter-
preter, which makes communication with the patient a difficult and time-
consuming task. This problem often makes cognitive interventions diffi-
cult because, compared with exposure exercises, they require more lengthy 
communications and discussions about the details of the traumatic event 
and beliefs about them. Exposure therapy, on the other hand, requires 
relatively less verbal communication with the patient once the treatment 
rationale has been explained and understood by the patient (Basoglu et 
al., 2004).

SELF-CARE FOR TRAUMA THERAPISTS

Treating PTSD can be taxing on the trauma therapist, not only in terms 
of listening to the patient’s descriptions of their sometimes horrific experi-
ences but also in terms of being with, and trying to help, patients who are 
highly distressed. This can be highly distressing to therapists (Rzeszutek, 
Partyka, & Gołąb, 2015), and some may become emotionally exhausted 
and try to find ways of avoiding the worst of the patient’s trauma experi-
ences (e.g., by encouraging patients to skip over the worst parts of their 
trauma during imaginal exposure exercises). Therapists who dedicate a 
large part of their professional lives to the care of trauma survivors are 
at risk of becoming jaded and cynical in their views about people and the 
world (Kaplan, 2015). Therapist burnout and avoidance is bad for thera-
pists and patients. It impairs the therapist’s ability to respond empathically 
to the patient, and can also reinforce the patient’s maladaptive avoidance 
of trauma memories and can strengthen maladaptive beliefs (e.g., “Even my 
therapist seems to believe that my experiences are too horrible to discuss; 
I’m a hopeless case”).

Treating trauma patients is not for everyone. On the one hand, the 
therapist needs to become desensitized, to some degree, to the horrors of 
trauma narrations and to patient displays of emotional distress. But, on the 
other hand, therapists do not want to lose their empathy and compassion. 
A challenge for the therapist is to find a balance between (1) tolerating the 
patient’s distress and accounts of horror without becoming highly upset, 
and (2) remaining in tune with the patient’s thoughts and feelings. With 
sufficient training and supervised experience, many clinicians are able to 
become competent trauma therapists. But emotional self-care remains an 
important issue for all of us. Regardless of how many PTSD patients a ther-
apist has treated, there will always be patients who present with traumatic 
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experiences that the therapist finds especially upsetting. Sometimes this has 
to do with what is happening in the therapist’s life at the time. Therapists 
who have newly become parents, for example, may suddenly find them-
selves becoming distressed when patients talk about childhood physical or 
sexual abuse.

There are several useful strategies for therapist self-care, although fur-
ther research into this important area is needed (Voss, Holohan, Didion, 
& Vance, 2011). The most important first step is for therapists to remind 
themselves that emotional self-care is important; if you don’t take care of 
yourself emotionally, you may seriously undermine your ability to take 
care of your patients. It’s easy for us to offer advice about self-care to our 
patients, but it can require more work to implement these important strate-
gies on ourselves. Fortunately, there are several effective therapist self-care 
methods available, including the following:

	• Maintain a healthy balance in your life (e.g., a balance between 
work and recreation) and a balance in your patient load. If you find that 
PTSD patients are especially taxing, make sure that you are not spending 
all of your clinical hours with trauma patients. Keep your “dose” of trauma 
to a manageable amount. Some clinics specializing in torture survivors 
have a policy that therapists should spend no more than 3 days per week in 
direct clinical work with trauma survivors. To prevent burnout, therapists 
are encouraged to diversify their clinical practice, for example, by treating 
other types of patients or by engaging in other sorts of important activities, 
such as teaching, research, or clinical administrative duties.

	• If you are concerned that a patient may behave violently toward 
you, then take all appropriate precautions. This would include a thorough 
assessment of the patient’s risk of violence, anger management interven-
tions, and a contractual agreement between the patient and therapist about 
violence (e.g., “If you start to feel angry, then you need to tell me, so we 
prevent the anger from escalating”). If the patient’s risk of aggression is 
high, then PTSD treatment may need to be deferred until the aggression 
problems have been addressed.

	• Ensure that you have professional support, either in the form of 
supervision from mentors or peer supervision. This is important for two 
reasons. First, it provides a form of social support, which is important for 
coping with stress. For example, discussing distressing clinical cases in peer 
supervision can help you understand that you’re not alone in feeling stressed 
by challenging cases. Second, supervision can provide you with ideas about 
interventions for particular cases. Involvement in the professional activities 
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of the International Society for the Study of Trauma and Dissociation 
can also prove useful in terms of peer support and training opportunities 
(Danylchuk, 2015).

	• If you find yourself becoming upset about the degree of distress 
displayed by patients with PTSD during treatment, such as during cogni-
tive restructuring or during exposure exercises, then remind yourself of 
the treatment rationale (Hembree et al., 2003). Remind yourself that there 
is a sound theoretical foundation for cognitive-behavioral interventions, 
that these treatments have a good deal of empirical support, and that the 
strong emotions that patients experience during therapy are not dangerous. 
Remember, CBT for PTSD is similar to dentistry for root canal problems 
(endodontics); both are empirically supported and generally effective, but 
both involve some degree of pain.

	• Take a break from your PTSD practice if you’re feeling burned-out 
or overwhelmed. This is a sign of wisdom and self-knowledge. You don’t 
need to be a supertherapist. If you’re stressed out with PTSD work, then 
take a break and try something different. If you eventually return to work-
ing with trauma patients, then that’s all well and good. Or if you move on 
to another area of clinical endeavor, then that’s fine too. There are plenty 
of other important areas for clinical work.

SUMMARY

There are many considerations in devising a CBT package for a given 
patient. These include the patient’s treatment goals and the case formu-
lation, which guide the selection and sequencing of interventions. In this 
chapter we reviewed the many different elements of CBT, which can be 
combined into various types of empirically supported treatment pack-
ages. The case formulation for a given patient, along with the information 
reviewed in this chapter, is used to develop a treatment plan. The viability 
of treatment depends not only on the techniques that are used but also on 
the way that they are used. Thus, the skills and interpersonal qualities of 
the therapist are an essential part of the equation. A good goal for trainee 
therapists is to aim to be safe and competent in the basics of CBT, and to 
be mindful of managing their own emotional reactions to listening to the 
sometimes horrific experiences reported by PTSD patients. Details of the 
various interventions included in the treatment plan are the focus of the 
remaining chapters of this volume.
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C H A P T E R  8

Developing a Case Formulation 
and Treatment Plan

Much has been written about the importance of developing a case for-
mulation in order to devise an effective treatment plan (e.g., see the seminal 
work of Persons, 1989). Yet, comparatively little has been written about 
how to develop a formulation and treatment plan for PTSD. Accordingly, 
this is the topic of the present chapter.

The case formulation is a working hypothesis of the four Ps of clini-
cal causation: the predisposing, precipitating, perpetuating, and protective 
factors in the patient’s problems. The formulation is used to develop an 
individualized treatment plan. The approach used in this volume is based 
on my previous work (Taylor, 2000; Taylor & Asmundson, 2004) and on 
the work of Persons (1989, 2012; Persons & Tompkins, 1997). The case 
formulation depends critically on an adequate assessment of the patient’s 
problems. If the assessment has overlooked some important factor, then the 
formulation and associated treatment plan may fail to be useful.

The therapist shares the formulation with the patient, elicits feedback, 
and makes any necessary adjustments. Once a formulation is agreed upon, 
then the patient and therapist can decide on a treatment plan derived from 
the formulation. Thus, the sharing of the case formulation helps the thera-
pist to identify any errors in his or her conceptualization. The formulation 
also helps the patient understand how his or her problems may have arisen, 
along with possible solutions to the problems. The formulation can there-
fore counter any feelings of shame or guilt that the patient may harbor. 
Instead of believing, for example, “I’m to blame for being a weak person 
for developing emotional problems,” the formulation can encourage the 
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person to consider a more adaptive interpretation; for example, “Anyone 
would have developed these problems if they’d had my family history and 
learning experiences—you can’t choose your genes or what your parents 
do to you as a kid.” The case formulation and associated treatment plan 
can also foster optimism in the patient about overcoming the problems 
and facilitate treatment adherence (e.g., “Now that I better understand my 
problems, I can see why it would be useful to try this form of therapy”).

Why develop a case formulation and individualized treatment plan? 
Why not simply follow the steps laid out in a treatment manual? Formula-
tions play an important role even in protocol-driven treatment. For exam-
ple, formulations can help the therapist determine the timing of interven-
tions (e.g., when to use exposure and when to refrain from or defer the use 
of exposure), along with the targets of treatment (e.g., the types of beliefs 
selected for cognitive restructuring), and the pacing or difficulty level of 
treatment (e.g., whether to start with a challenging exposure assignment 
or whether to begin more gradually, with a less distressing assignment). 
Case formulations also encourage the therapist to spot potential treatment 
obstacles and to devise plans for circumventing or dealing with problems 
if they arise. Case formulations are particularly useful for complicated 
cases (e.g., PTSD associated with multiple traumatic experiences, or PTSD 
comorbid with one or more other disorders), for which there may be no 
empirically validated treatment protocol. The treatment plan is most likely 
to be successful if it draws from the pool of empirically supported interven-
tions. Treatment manuals provide useful templates for developing treat-
ment plans, which can be adapted in light of the case formulation for a 
given patient.

ELEMENTS OF A CASE FORMULATION 
AND TREATMENT PLAN

One useful way of devising a formulation is to divide the process into the 
series of steps shown in Table 8.1. Details from the assessment are used to 
compile information for each step until a formulation and treatment plan 
has been assembled. The following sections describe and illustrate each of 
these elements.

Presenting Problems and Problem History

Presenting problems can include symptoms, current stressors (such things 
as occupational, financial, interpersonal, legal, housing, or general medical 
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TABLE 8.1. Elements of a Cognitive-Behavioral Case Formulation  
and Treatment Plan

Element Description

1. Presenting problems and 
problem history

A list of the patient’s traumatic experiences and 
current difficulties, beginning with the chief problem. 
This includes problems specified by the patient and 
other problems identified by the clinician.

2. Functional and 
dysfunctional beliefs

Includes maladaptive beliefs about the self, one’s 
symptoms, other people, or the world. Some of 
these beliefs may be causing the patient’s current 
difficulties.

3. Triggers and problem 
context—aggravating and 
ameliorating factors

Objects, people, events, or situations associated 
with the worsening or amelioration of the patient’s 
problems. For example, a high expressed-emotion 
social environment can worsen a patient’s problems, 
whereas a socially supportive environment may 
promote recovery or prevent problems from getting 
worse.

4. Coping strategies—
adaptive and maladaptive

Ways that the patient copes with stressful life events 
and with emotional arousal. Includes behaviors that 
worsen or perpetuate the patient’s problems (e.g., 
excessive avoidance or needless reliance on safety 
signals).

5. Salient learning 
experiences

Learning experiences that may have contributed to 
the patient’s dysfunctional beliefs, including events 
occurring before and after the trauma. Salient 
learning experiences may have shattered assumptions 
or strengthened dysfunctional beliefs.

6. Working hypothesis A model specifying links among the above-mentioned 
components, which describes the predisposing, 
precipitating, and perpetuating factors for all the 
problems on the problem list. Protective factors (if 
any) are also described. The working hypothesis 
emphasizes cognitive and behavioral mechanisms, 
although other factors can also be included.

7. Treatment goals and 
interventions

A statement of specific and measurable treatment 
goals and plans for attaining these goals.

8. Treatment obstacles and 
potential solutions

A list of predicted or actual obstacles to successful 
treatment and strategies for overcoming them. 
Strategies for overcoming the obstacles are based on 
either the working hypothesis or, if the obstacles arise 
unexpectedly, a specific formulation of these new 
difficulties.
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problems), and difficulties in adaptive functioning (e.g., inability to work 
or to enjoy leisure activities because of disabling symptoms). Some prob-
lems might not be ones that can be addressed by CBT (e.g., financial dif-
ficulties). Even so, a full list of problems is important for understanding 
the patient’s current life context, including the way in which his or her 
problems are interrelated. For example, hyperarousal symptoms may be 
influenced by the patient’s financial stressors, which would suggest that it 
may be useful to implement some form of stress management, as well as 
recommending a referral to someone who might be able to help solve the 
financial problems (e.g., a social services worker or financial officer at the 
patient’s bank).

The problem list should include problems identified during the assess-
ment, regardless of whether the patient recognizes them as issues of con-
cern. For example, the patient may be heavily using cannabis. The patient 
might not recognize this as a problem, but the assessment might reveal 
social and occupational impairment, hazardous behaviors (e.g., operating 
machinery while intoxicated), and potential legal problems associated with 
the patient’s drug use. Accordingly, using cannabis would be placed on the 
problem list for discussion with the patient.

The problems should be described specifically (e.g., in terms of beliefs, 
emotions, and behaviors) and, if possible, broken down into their compo-
nents. This is done in order to (1) identify relationships among problems 
and thereby shed light on underlying mechanisms, (2) plan how to treat 
the subproblems, and (3) mobilize the patient’s hope by showing how over-
whelming problems can be broken down into manageable units (Persons, 
1989).

Details regarding the history of the patient’s problems should provide 
important information on the possible causes of the problems, along with 
clues about how the problems are interrelated. The history of a patient with 
PTSD and cannabis abuse, for example, might reveal that PTSD initially 
arose from an accident while operating heavy machinery due to cannabis 
intoxication, and cannabis abuse worsened thereafter, as a form of self-
administered sedation.

Not all of the identified problems will necessarily be the targets of 
treatment. If treatment is time-limited, the patient and therapist might 
decide to focus on only, say, the three most debilitating problems, or on the 
one key problem that seems to worsen all the other problems. The working 
hypothesis, along with the patient’s goals, will determine which problems 
to address and the order in which to address them.

The following is a summary of the presenting problems and problem 
history of Margot, a patient we will follow throughout this chapter.
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Margot, a 40-year-old Canadian journalist, was referred by her family doctor 
for treatment of PTSD and major depression. Margot had a history of child-
hood physical abuse and had been exposed to violence and bloodshed while 
she was working on a newspaper assignment in the Middle East. Margot, an 
only child, was physically abused by her father—a chronically depressed and 
irritable man—from age 8 until she left home at age 17. At least weekly, her 
father would hit, slap, or punch her, particularly when he had been drinking. 
On some occasions she was so frightened she wet herself, which only fueled 
her father’s rage. The school nurse questioned Margot on a number of occa-
sions because of bruises on her face. Terrified of what might happen if her 
father learned that she had reported on him, Margot always made excuses to 
explain the bruises (e.g., “I fell off my bike” or “I slipped on the icy pavement”). 
Margot’s mother died of cancer when she was 7 years old.

As an adult, while on a newspaper assignment in the Middle East, Margot 
was required to “seek out the action.” She and her cameraman roamed dan-
gerous regions, attempting to be first on the scene of newsworthy events. As 
a result, she witnessed much horror, such as the bloody and mutilated victims 
of bombings, and child amputees who had stepped on land mines. Margot 
also vividly recalled when she saw a group of men, suspected of being rebels, 
being rounded up, beaten, and dragged off by soldiers. While this was hap-
pening the wives and children of the men were screaming and crying. Margot 
and the cameraman were grabbed by the soldiers and briefly detained and 
questioned because they had attempted to document the event.

Upon returning to Canada, Margot was acutely aware of the relative afflu-
ence and safety enjoyed there. She felt distant and alienated because she had 
witnessed and experienced the brutality that people are capable of, while the 
citizens of her home community lived in “blissful ignorance.” When she pre-
sented for treatment, Margot’s major problems included the following:

	• Severe, chronic anxiety associated with feelings of dread that something 
bad could happen at any time. Whenever she got into arguments with people, 
she had vivid, intrusive recollections of the abuse experienced from her father 
and from the soldiers in the Middle East.

	• Inability to work because of her psychological problems. She was cur-
rently subsisting on government disability assistance.

	• Fear of sleeping because of recurrent, terrifying nightmares.

	• Recurrent intrusive images of the events she witnessed in the Middle 
East, along with occasional recollections of the abuse she had suffered at the 
hands of her father.

	• Depressed mood and loss of enjoyment in life, associated with passive 
suicidal ideation. Margot felt that life was not worth living, but she denied any 
intention, plan, or urge to harm herself.

	• Irritability and bouts of anger (e.g., when driving, when standing in lines, 
and when dealing with “stupid people,” such as unhelpful sales clerks). Social 
isolation and difficulty trusting people. Margot spent most of her waking hours 
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alone in her apartment. She had few friends and was not in a relationship. She 
had been briefly married and divorced when she was in her 30s. She had no 
children and had no contact with her relatives. Her father was killed in a road 
traffic collision when Margot was in her 20s.

A diagnostic interview confirmed the referring physician’s diagnosis of 
chronic PTSD. Some of Margot’s problems—such as difficulty trusting peo-
ple, nightmares, hypervigilance, and intermittent bouts of depressed mood—
developed in her early teens. However, she did not develop full-blown PTSD 
and major depression until after her experiences in the Middle East. No other 
psychological problems were identified. There was some suggestion of fea-
tures of paranoid personality disorder (e.g., pervasive mistrust of others), 
although these may have been associated features of her PTSD. Margot was 
in good physical health. The only treatment she had received for her problems 
was pharmacotherapy (initially lorazepam on an as-needed basis to manage 
particularly intense bouts of anxiety, along with sertraline for depression and 
PTSD). These agents had been moderately effective during the first year of 
drug treatment, but Margot reported that the effects gradually wore off over 
time. She had been unresponsive to other pharmacotherapies. Her current 
medications were paroxetine and as-needed lorazepam.

Functional and Dysfunctional Beliefs

A goal of treatment is to reinforce or strengthen adaptive beliefs (e.g., “I 
can become a survivor rather than a victim”) and to weaken maladaptive 
ones (e.g., “I don’t belong in human society”). Accordingly, both types of 
beliefs are important to identify. Dysfunctional beliefs about the self, one’s 
symptoms, other people, and the world appear to play an important role in 
PTSD (see Chapters 2 and 3). Dysfunctional beliefs also have been impli-
cated in other disorders; for example, negative beliefs about the self and 
the world and pessimistic beliefs about one’s future have been implicated 
in depression (Beck et al., 1979). Accordingly, such beliefs are typically an 
important component of the cognitive-behavioral case formulation. Func-
tional beliefs can be important to the extent that they play a protective role 
by keeping the patient’s problems from getting worse (e.g., functional or 
adaptive beliefs can motivate hope and encourage the patient to persist at 
trying to overcome his or her problems).

Margot’s assessment indicated that she had some positive beliefs about her-
self, although she did not place much credence in them. Such beliefs included 
“I’ve overcome bad stuff before, so I can overcome this” and “There must be 
a solution somewhere to my problems.” However, she also harbored many 
strongly held negative beliefs. These beliefs, along with associated clinical 
problems (in parentheses), were as follows:
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•	 “I can’t trust anyone. I have to rely on myself.” (anxiety, hypervigilance, 
loneliness, suspiciousness)

•	 “Something terrible will happen again; I’m not safe anywhere.” (anxiety, 
hypervigilance, and efforts to avoid public places whenever possible)

•	 “In this world, horrible things are more likely to happen than good things.” 
(anxiety, depression)

•	 “People, especially men, can easily turn into cruel, violent animals. It just 
takes the right situation to bring out their aggressive instincts.” (anxiety, 
hypervigilance, and anger)

•	 “Most people haven’t got a clue about all the evil in the world.” (resent-
ment and feelings of alienation from others)

•	 “I’m a damaged person. I’ll never be able to return to work.” (depression, 
hopelessness)

•	 “I’ll never get over my problems; they’re only going to get worse.” (depres-
sion, hopelessness)

Triggers and Problem Contexts:  
Aggravating and Ameliorating Factors

Aggravating factors include stimuli or conditions that trigger or exacerbate 
the patient’s problems, such as things that induce reexperiencing symp-
toms. They also include nonspecific environmental conditions that exac-
erbate symptoms. Being in crowded, noisy situations, for example, may 
be particularly disturbing to some people with PTSD. Similarly, being in 
a high expressed-emotion home environment in which the patient is fre-
quently criticized by hostile, overinvolved significant others can worsen 
the patient’s symptoms. Such contexts may play a role in perpetuating the 
patient’s problems.

Contexts or resources associated with the amelioration of problems—
such as a socially supportive milieu—are also important to identify for the 
purpose of constructing a case formulation. Sometimes, contexts that are 
associated with the reduction of some symptoms are also associated with 
the worsening of others, as in the case of Margot.

Margot experienced distress and vivid recollections of her traumatic experi-
ences when she was exposed to the following stimuli or situations:

•	 Men acting aggressively, speaking in loud voices, wearing uniforms, 
drinking alcohol, or touching her, and disheveled men who looked like 
“alcoholics” and men of Middle Eastern descent.

•	 Television programs, newspaper or magazine articles, or movies dealing 
with violence of any kind (e.g., family violence, combat, riots).
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•	 Skinny, poorly dressed children, which reminded her of her own child-
hood and of the children she had seen in the Middle East.

•	 The gravesites of her mother and father and the site where her family 
home used to stand.

•	 Colleagues from her former newspaper, especially foreign correspon-
dents.

•	 Stray cats and dogs, which reminded her of her Middle East experi-
ences.

•	 Sudden loud noises, such as cars backfiring or plates being dropped in 
restaurants, which reminded her of both her abusive upbringing and her 
Middle East experiences.

•	 Particular smells, such as body odor, cheap cologne, the smell of alcohol, 
and the smell of raw sewage. Body odor and sewage reminded Margot of 
her Middle East experiences and body odor, cologne, and alcohol trig-
gered memories of her father.

Exposure to these stimuli triggered reexperiencing symptoms, so she 
attempted to avoid exposure by remaining in her apartment. However, when 
she stayed in her apartment she tended to ruminate over her problems, which 
thereby worsened her irritability and depression. Few situations ameliorated 
all her symptoms. Margot had marked concentration difficulties, so she had 
given up trying to read books or magazine articles. She had two supportive 
female friends with whom she had occasional contact. Margot tended to feel 
better on days that she got together with her friends, but she often avoided 
them because she didn’t want to burden them with her troubles.

Coping Strategies: Adaptive and Maladaptive

Treatment involves the strengthening of adaptive coping behaviors (e.g., 
getting regular exercise and maintaining a regular “diet” of pleasurable 
activities), as well as encouraging patients to drop maladaptive coping 
strategies. The latter include safety behaviors (e.g., avoidance and escape 
from objectively harmless situations), as well as overreliance on needless 
safety signals. Maladaptive coping strategies can perpetuate the patient’s 
problems, whereas adaptive strategies can help the patient overcome his or 
her problems. Accordingly, both are important for the purpose of develop-
ing a case formulation.

Margot’s repertoire of coping strategies was rather limited, consisting mostly 
of avoidance and distraction. She attempted, whenever possible, to avoid 
reminders of her traumatic experiences. When she was alone in her apartment, 
she constantly had the television turned on, tuned to a soap opera or other 
innocuous program, for distraction. When Margot was unable to avoid trig-
gers, such as when she had to leave the apartment on errands, she reportedly 
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did a number of things to “protect” herself. She carried pepper spray in her 
handbag and was considering buying a small handgun. She also deliberately 
scanned her environment, so she “wouldn’t be caught unprepared” if some-
thing bad should happen. When traveling on a bus, Margot would try to sit up 
front near the driver and the exit and would keep her handbag on her lap, with 
the pepper spray close at hand.

Salient Learning Experiences

Salient learning experiences include those that contribute to the formation 
or strengthening of dysfunctional beliefs and those that shape the patient’s 
choice of coping strategies. Such learning experiences can include traumatic 
events, as well as experiences before or after the trauma. A review of the 
patient’s important learning experiences is not only important for develop-
ing a case formulation; it also can help patients understand why they cur-
rently think, feel, and behave in particular ways today.

For Margot, the assessment suggested that relevant learning experiences 
commenced at about the time her mother was hospitalized with terminal can-
cer when she was 7 years old. At that time she had to largely fend for herself 
after school because her father was working the night shift at a nearby factory. 
The situation worsened when her mother died. Her father became depressed 
and irritable, began drinking heavily, and became increasingly abusive to Mar-
got. It appeared that these early learning experiences led Margot to develop 
the belief that she had to be self-reliant because other people were either 
unavailable or couldn’t be trusted.

Margot’s life was also characterized by unpredictable, uncontrollable 
exposure to her father’s violence, which likely led her to believe that bad things 
are more likely to happen than good things, and that terrible things could strike 
at any time. As she witnessed the effects of alcohol on her father, she acquired 
the view that people could easily turn cruel and violent under the right circum-
stances. These beliefs were seemingly strengthened by her encounters in the 
Middle East. These experiences, combined with a childhood marked by loss 
and violence, led Margot to believe that she had experienced and witnessed 
things that most people had never seen. This likely led her to feel distant from 
others and contributed to her belief that most people don’t understand the 
extent of evil in the world.

As Margot’s PTSD and depression worsened, her work performance 
became impaired, to the point that she had to go on medical leave. At times 
her thinking seemed “slowed down,” while at other times her mind was filled 
with a jumble of thoughts and images of traumatic experiences. Margot’s cog-
nitive problems, along with a largely unsuccessful history of treatment with 
various pharmacological agents, led her to conclude that she was psychologi-
cally damaged and would never recover.
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Working Hypothesis

The working hypothesis is a synthesis of all the available information into 
a model of the predisposing, precipitating, perpetuating, and protective 
factors involved in the patient’s major problems. The working model is 
guided by cognitive-behavioral research and the emotional processing 
model (Chapters 2 and 3), along with cognitive-behavioral models of other 
disorders (e.g., Beck & Clark, 2011; Beck et al., 1979; Beck, Freeman, 
Davis, & Associates, 2003; Taylor, 2000; Taylor & Asmundson, 2004). 
Mechanisms in the working hypothesis include dysfunctional beliefs, mal-
adaptive coping strategies (e.g., avoidance or reliance on safety signals or 
safety behaviors), reinforcement contingencies, problems with interper-
sonal skills, stressors, and other factors (e.g., relevant genetic or other bio-
logical factors).

Predisposing factors can be identified by reviewing the patient’s devel-
opmental history, including important learning experiences that led the 
patient to interpret stressors and symptoms in particular ways (e.g., high 
anxiety sensitivity can be a predisposing factor for PTSD and other disor-
ders). Maladaptive beliefs, which may be predisposing and perpetuating 
factors, may be acquired by verbal instruction, observational learning, or 
direct experience. A host of other factors may also predispose the person 
to develop PTSD (e.g., genetic factors) or to encounter traumatic events 
that increase the risk of PTSD (e.g., a tendency to engage in impulsive, 
sensation-seeking behaviors).

Precipitating factors for PTSD are typically traumatic events, although 
other precipitants may be involved in PTSD and associated features. Pre-
cipitants for particular symptoms (e.g., episodes of heightened anxiety or 
dissociation) may be particular stressors or trauma cues. There may be 
a cascade of precipitating factors involved in the development of PTSD 
and associated problems. For example, combat exposure, interacting with 
predisposing factors, may precipitate PTSD and associated irritability and 
anger. In turn, irritability and anger may lead to job loss and the dissolu-
tion of the patient’s marriage, which in turn may precipitate a depressive 
episode.

Perpetuating factors are involved in the maintenance of the patient’s 
problems. Maladaptive coping strategies such as avoidance of trauma cues 
can also perpetuate PTSD symptoms such as trauma-related fears and reex-
periencing symptoms. Moreover, rumination may perpetuate PTSD (Chap-
ter 2). Interpersonal factors can be relevant to the maintenance of PTSD 
(e.g., high expressed emotion) or reinforcement contingencies that dissuade 
the patient from actively attempting to overcome his or her problems (e.g., 
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the threat of losing one’s disability benefits if the person overcomes his or 
her PTSD).

Protective factors either prevent the occurrence of symptoms or pre-
vent them from getting worse. Posttrauma social support, for example, may 
dampen the severity of symptoms. Social support exerts its effects in many 
ways; it lessens isolation and feelings of stigmatization that may arise from 
having a psychiatric disorder, it involves emotional support (e.g., feelings of 
protection, safety, and comfort), and it may facilitate exposure to corrective 
information (e.g., information that all men aren’t potentially violent ani-
mals). Pretrauma training for dealing with disasters can protect emergency 
response personnel from developing PTSD. Sometimes the emergence of 
PTSD or other problems is linked to the erosion or loss of protective fac-
tors. A police officer, for example, may be resilient in the face of job-related 
stressors until transferred to another city, away from his or her social group. 
The sudden loss of social support may put the person at increased risk for 
PTSD should a traumatic event be experienced.

The working hypothesis should be as parsimonious as reasonably pos-
sible. An initial evaluation of the formulation involves sharing it with the 
patient to see if it fits with his or her experience. Over the course of treat-
ment, the therapist can evaluate new information to check whether it is 
consistent with the formulation. If inconsistent information is obtained, the 
formulation may need to be revised.

The following working hypothesis was developed on the basis of the available 
information collected about Margot’s history and her problems.

	• Predisposing factors. Margot’s father had a history of depression and 
alcohol abuse, and her mother reportedly suffered from postpartum depres-
sion for several months after Margot was born. Margot reported that she had 
a cousin who was a “shut-in” (i.e., rarely left the house) and appeared to have 
suffered from panic disorder with agoraphobia. Another cousin was also said 
to be taking tranquilizers because he was “high-strung.” Thus, there was evi-
dence of a family history of anxiety and mood disorders, even among family 
members who lived apart and in very different environmental circumstances. 
These findings raised the possibility that Margot possessed a genetic predis-
position to develop an anxiety or mood disorder, with the type of disorder 
depending on the types of environmental events she encountered.

	• Precipitating factors. Childhood adversity—in the form of maternal loss, 
paternal abuse, and social isolation—appeared to have precipitated subclini-
cal PTSD along with intermittent bouts of depression (of insufficient severity 
or duration to meet criteria for major depression or dysthymic disorder). Her 
later traumatic experiences in the Middle East served as a secondary set of 
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precipitants, which markedly increased the severity of her symptoms. Margot 
had a learning history whereby some circumstances led to the development of 
maladaptive beliefs (i.e., childhood adversity), and other events contributed to 
the strengthening of these beliefs (Middle Eastern experiences). These beliefs 
appeared to have contributed to her PTSD symptoms and to her depressive 
symptoms.

	• Perpetuating factors. Margot’s main coping behaviors involved avoid-
ance and distraction. When avoidance was not an option, she relied on safety 
signals (e.g., pepper spray) and safety behaviors (e.g., sitting at the front of 
the bus, near the bus driver and the exit). These factors prevented her from 
learning that she did not need to take these measures to protect herself. Mar-
got’s social isolation and limited social support appeared to contribute to her 
problems in four ways: (1) the lack of support strengthened her feelings of 
vulnerability; (2) social isolation provided her with more opportunity to rumi-
nate about her problems, thereby perpetuating her sense of hopelessness and 
depression; (3) the relative lack of contact with others prevented her maladap-
tive beliefs from being challenged (e.g., isolation prevented the disconfirma-
tion of her belief that the world is largely filled with evil); and (4) social isolation 
involved a lack of fulfilling, meaningful, and diverting activities and relation-
ships, which might otherwise have ameliorated her depression.

	• Protective factors. Protective factors, which prevented Margot’s emo-
tional problems from becoming worse in her teenage years, included the fact 
that she was bright, articulate, and conscientious. This meant that she did 
well in school, obtained a scholarship, and was able to escape her abusive 
father by moving into a college dormitory. Later in life, her intellectual abilities 
appeared to play less of a protective role, possibly because her symptoms of 
PTSD and depression had become so severe that Margot’s cognitive function-
ing (concentration and memory) was compromised, thereby making it more 
difficult for her to think of effective ways of dealing with her problems.

Treatment Goals and Interventions

The treatment plan, derived from the working hypothesis, consists of a 
statement of the goals of therapy and an outline of how to attain these 
goals. Broad goals (e.g., to overcome PTSD) can be broken down into 
subgoals. The best subgoals are those that are realistic, safe, and clearly 
defined. They also should be measurable, so the patient and therapist can 
assess progress toward achieving the goals. The treatment plan can include 
short-term goals to be achieved during the course of treatment (e.g., to be 
able to walk in safe, crowded public places without feeling highly anx-
ious) and longer-term goals that would be achieved if the patient continued 
to implement the treatment exercises after the formal course of treatment 
ended (e.g., to be able to return to full-time employment).

Goals and subgoals are determined by both the patient and the 
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therapist. The following is a sampling of goals from patients in my PTSD 
treatment studies (e.g., Taylor et al., 2001, 2003). Most of these goals were 
broken down into specific subgoals, which were pursued in a step-by-step 
fashion.

•	 To be able to sleep throughout most of the night.
•	 To be able to go for a walk in my neighborhood without worrying 

about being mugged.
•	 To feel comfortable and confident when talking to male business 

colleagues.
•	 To have fewer panic attacks when I encounter reminders of the 

trauma.
•	 To be able to resume dating.
•	 To be able to visit the war memorial without being overwhelmed 

with fear and rage.
•	 To feel good about myself and not feel so guilty about not having left 

my husband sooner.
•	 To be able to become absorbed in the “here and now” of life without 

always thinking about the trauma.
•	 To be able to resume driving without feeling highly anxious and 

nauseated.
•	 To improve my concentration and memory so that I don’t “zone 

out” all the time during conversations with people.
•	 To feel less afraid of and less hateful of men.
•	 To be able to make more friends instead of hiding away in my house.
•	 To be able to better cope with my feelings.
•	 To be able to forgive, in my own mind, my deceased grandfather for 

what he did to me.

The treatment plan typically draws on an appropriate empirically vali-
dated treatment protocol, which is used as a foundation or starting point. 
The components and indications for various protocols are discussed in 
Chapter 7. For particular forms of comorbidity (e.g., PTSD comorbid with 
hypochondriasis) it may be necessary to combine particular protocols (e.g., 
one for PTSD and one for excessive health anxiety, as described in Taylor 
& Asmundson, 2004). The treatment of complex PTSD may require spe-
cific interventions for personality disorder or interpersonal problems (e.g., 
Beck et al., 2003; Cloitre & Schmidt, 2015; De Jongh et al., 2016; Linehan, 
1993, 2014; also see Chapter 5) in addition to PTSD interventions. The 
case formulation is used to adapt the selected protocol(s) to the individual 
patient.
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The formulation would include a statement of the patient’s tolerance 
for distress, which is relevant for the selection, timing, and pacing of expo-
sure exercises. If the patient has a history of a substance use disorder, the 
formulation would also include a statement of the likely risk of relapse, 
which also would be relevant for treatment planning. If the risk of relapse 
is judged to be quite low (e.g., if the patient has been abstinent for some 
years), then exposure exercises might be implemented relatively early in 
treatment (e.g., after a couple of sessions of training in emotion regulation 
skills). If the patient is judged to have a high risk for relapse, then the Seek-
ing Safety protocol (Najavits, 2002, 2015) might be implemented first, with 
exposure exercises deferred until the risk of relapse has been sufficiently 
reduced (see Chapter 7). If the formulation indicated that anger, shame, 
guilt, or a sense of mental defeat played an important role in the patient’s 
problems, then cognitive restructuring would be used prior to the imple-
mentation of exposure exercises.

The goals of Margot’s treatment, in broad terms, were to help her overcome 
her PTSD and depression so that she could return to work. Subgoals involved 
working on the various issues in her problem list (e.g., reducing the frequency 
of nightmares, increasing her ability to trust people). Given her limited social 
resources and passive suicidal ideation, the therapist and Margot decided 
to first work on improving her social network, alleviating her depression, and 
improving her coping skills before conducting any exposure-related treat-
ment for PTSD. Treatment initially involved Margot purchasing a day plan-
ner, in which she would try to schedule each day at least one activity that 
had formerly brought her a sense of enjoyment or accomplishment (i.e., 
mastery and pleasure exercises; see Chapter 9). Concomitantly, treatment 
engagement strategies and cognitive restructuring were introduced, primar-
ily in order to improve her hopefulness about recovering and to lessen her 
suicidal ideation. Other targets of cognitive restructuring also involved her 
PTSD- and depression-related dysfunctional beliefs (e.g., beliefs concerning 
the pervasiveness of danger and evil and guidelines for distinguishing safety 
from danger).

It was planned that imaginal and situational exposure would be intro-
duced later, focusing first on her Middle Eastern experiences and then on her 
childhood experiences. This was because she experienced greater distress 
about the former. There was some similarity between her childhood and adult-
hood traumas (e.g., both involved violence committed by men, and both were 
associated with fears and dysfunctional beliefs related to men). Accordingly, it 
was predicted that treatment focused on Margot’s Middle Eastern experiences 
would have some therapeutic impact on the distress associated with her child-
hood memories.

The pretreatment assessment revealed that Margot’s anxiety sensitivity 
was not clinically elevated, so interoceptive exposure was not included in the 
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treatment plan. As part of situational exposure therapy, it was planned that 
she would gradually wean herself from her safety signals and safety behav-
iors. It was initially unclear whether Margot had interpersonal skills problems. 
Accordingly, prospective monitoring would be used to collect information on 
the nature of her interpersonal relationships, to determine whether any form 
of skills training (e.g., assertiveness training for dealing with men) would be 
useful. The plan included the gradual tapering of treatment sessions toward 
the end of the course of therapy, along with relapse prevention interventions.

Margot’s use of psychotropic medication was also included in the treat-
ment plan; she was encouraged to continue taking her paroxetine (at a stable 
dose, so the effects of CBT could be evaluated, distinct from the effects of the 
mediation). Margot was encouraged to use relaxation exercises (as part of 
applied relaxation) rather than continue taking lorazepam. This was because 
it was important for Margot to learn that she could enter harmless but feared 
situations (as part of her situational exposure exercises) without needing to 
rely on lorazepam. That way she could learn that her fear naturally abated over 
time, without medication. The treatment plan was discussed with her prescrib-
ing physician, who was in agreement with the proposed interventions.

Treatment Obstacles and Potential Solutions

Information from the initial assessment and the resulting case formulation 
can be used to anticipate potential problems that can arise during treat-
ment. These could stem from the patient’s beliefs (e.g., “I don’t deserve 
to feel good about myself”), issues concerning the therapeutic relation-
ship (e.g., difficulty trusting the therapist), or logistic problems concern-
ing treatment attendance and homework completion. An example of the 
latter is difficulty arranging child care in order to attend treatment, arising 
from financial difficulties combined with low social support (i.e., few or no 
people to call on for child care and inability to pay for a babysitter).

Validation of the patient’s distress is a widely used method of building 
a good therapeutic relationship; “validation communicates to the patient in 
a nonambiguous way that her [or his] behavior makes sense and is under-
standable in the current context” (Linehan, 1993, p. 221). But the case 
formulation may suggest conditions in which validation is likely to be coun-
terproductive.

Validation means different things to different people. Individuals who 
value autonomy may place a low value on validation: they want a set of 
tools with which they can solve their problems and, in fact, they may view 
validation as condescending or too intrusive. However, many patients may 
believe empathy and validation are essential components of getting help 
(Leahy, 2001, p. 86).

Some patients may, as a result of their trauma history, be highly 
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sensitive to invalidation. This can occur in patients who were disbelieved 
when they reported the trauma to others (e.g., a patient who is told by her 
parents or the police that she was lying about being raped). Here, the case 
formulation would suggest that difficulties could be encountered in the use 
of cognitive restructuring because patients may feel that the therapist is 
invalidating them by challenging beliefs. In such cases, the therapist would 
rely extensively on Socratic dialogue, so that it is the patient, not the thera-
pist, who is challenging the dysfunctional beliefs.

The case formulation can be used to identify environmental contin-
gencies that might dissuade patients from successfully completing therapy 
(Persons, 1989). This could involve, for example, a significant other who 
criticizes the patient for attending therapy (“You should be able to over-
come your problems by yourself, without seeing a therapist”) or reinforces 
the patient’s maladaptive beliefs. In such cases the case formulation would 
suggest that couple therapy may be useful. The case formulation can also 
be used to anticipate the conditions in which relapse is likely to occur. The 
therapist can implement relapse prevention strategies to address this prob-
lem (see Chapter 14) or suggest other interventions. For example, if the 
patient lives in a dangerous neighborhood or has a high-risk occupation, 
then a change in these circumstances may be necessary in order to reduce 
the risk for retraumatization and subsequent relapse. When problems in 
treatment arise unexpectedly, the therapist can attempt to develop a formu-
lation of the causes of the problems and use this to devise a remedy.

Three main potential problems were identified for Margot’s treatment plan. 
First, her difficulty trusting people could interfere with her participation in ther-
apy. Accordingly, it was important for the therapist to devote more time than 
usual to establishing rapport and building a solid working relationship. This 
was done partly by the therapist conveying an understanding of how Margot 
came to hold particular beliefs. She had had many aversive experiences that 
had not been encountered by the average person, so it was understandable 
that she might feel alienated from others. The therapist was careful to validate 
Margot’s experiences and her distress without endorsing her dysfunctional 
beliefs. The therapist also took time to share the assessment findings and 
treatment plan, and to fully address any questions or concerns raised by Mar-
got. It was emphasized to her that she would be in complete control of how 
treatment would proceed.

The second possible problem was that her depression and associated 
suicidal ideation could worsen, especially if she suffered some sort of loss or 
setback during treatment (e.g., if her financial situation deteriorated any fur-
ther). Accordingly, Margot and the therapist agreed that they would assess her 
mood at the beginning of each session. Margot and the therapist also agreed 
on a treatment contract, in which she would either notify the therapist, call 911, 
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or go to the nearest emergency room if she felt she was at risk for self-harm. 
In addition, the therapist assessed whether Margot had the means for harming 
herself at home. Although she had entertained the idea of purchasing a hand-
gun to protect herself, she was persuaded that such an acquisition would not 
be in her best interest.

The third potential problem concerned her irritability, suspiciousness, 
and occasional anger when interacting with people. Such reactions could ren-
der any social exercises, such as mastery and pleasure exercises or situational 
exposure exercises, ineffective or even counterproductive. Accordingly, when 
such exercises were planned, it was necessary to either select exercises that 
would be successful or prepare Margot to deal with potential problems (e.g., 
via cognitive restructuring for managing anger).

SUMMARY

The case formulation approach described in this chapter emphasizes the 
role of dysfunctional beliefs and maladaptive behaviors, although other 
factors are also considered. The formulation draws on the empirical lit-
erature and on the cognitive models of PTSD (see Chapters 2 and 3). The 
process of developing the formulation is a collaborative process, in which 
the therapist and patient work together to arrive at a shared understanding 
of the patient’s problems. The formulation can be presented to the patient 
verbally and in writing. The latter is more likely to be remembered by the 
patient. For all practical purposes, the value of a case formulation approach 
lies in whether it leads to a successful treatment. There are several methods 
for devising a formulation, with no single approach predominating. One 
approach is described in this chapter.

Regardless of whether one chooses to largely follow the steps laid out 
in a treatment manual, case formulations play an important role in the 
selection, timing, and pacing of interventions—and in determining whether 
it is even appropriate to simply follow a treatment manual. Throughout the 
course of treatment the therapist should look for evidence for and against 
the formulation. If the formulation requires revision, then the treatment 
plan may need to be changed accordingly. If obstacles are encountered dur-
ing treatment, then a formulation of the causes is devised, and a remedy is 
derived. Thus, formulation-driven treatment is a self-correcting process.
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C H A P T E R  9

Psychoeducation, 
Treatment Engagement, and 

Emotion Regulation Strategies

The interventions in this chapter are grouped together because they are 
typically implemented in an integrated fashion in the early stages of treat-
ment. Psychoeducation involves teaching patients about PTSD and its treat-
ment. Treatment engagement strategies also have an educational compo-
nent, although their primary aim is to enhance the patient’s motivation 
for trying a course of CBT. Emotional regulation skills are also, in a sense, 
educational and motivational in nature; they involve training patients in 
exercises that can help them to regulate unpleasant emotions. The emotion 
regulation skills discussed in this chapter also include strategies for man-
aging some of the consequences of emotional distress, such as grounding 
exercises for stress-induced dissociation. Early success with emotion regu-
lation exercises can increase the patient’s optimism about treatment effi-
cacy and thereby enhance the patient’s motivation for completing a course 
of treatment.

Psychoeducation, treatment engagement strategies, and emotion regu-
lation exercises are important but not sufficient for treating PTSD. How-
ever, they are often essential to prepare the way for implementing other, 
more powerful interventions, such as cognitive restructuring and exposure 
exercises. That is, psychoeducation, treatment engagement strategies, and 
emotion regulation exercises can reduce the risk of premature treatment 
dropout and enhance adherence to other cognitive-behavioral interven-
tions. This is done by enhancing the perceived credibility of treatment 
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(which improves treatment adherence and reduces treatment dropout; Tay-
lor, 2004) and, in the case of emotion regulation exercises, making it easier 
for the patient to complete distressing exercises such as exposure assign-
ments.

PSYCHOEDUCATION

Rationale

Psychoeducation is essential for informed consent, for correcting any patient 
misconceptions about PTSD and its treatment, and for ensuring treatment 
adherence. If patients are not given a good explanation of their disorder 
and its treatment, then they may be reluctant to pursue a course of CBT. If 
the patient is a child, psychoeducation should be provided to the caregiver 
and, in developmentally appropriate language, to the child as well.

Methods and Materials

Patient information describing the nature and treatment of PTSD is pre-
sented in Handout 9.1 (pp. 182–184). This handout was designed to be 
relevant for CBT patients even if they are concomitantly receiving phar-
macotherapy. Thus, the handout describes the core disturbance in PTSD 
(the brain’s stress response system) in a manner that is consistent with the 
rationales for both CBT and pharmacotherapy. A consistent rationale is 
important so as not to confuse patients who are receiving both types of 
treatments, and for patients who are referred for CBT even though their 
referring physicians have told them that they are suffering from a “bio-
chemical imbalance.” Patients should be informed about what they are not 
suffering from: they are not becoming psychotic or “going crazy.”

The therapist can add other explanations or metaphors to explain 
PTSD, such as the “psychological digestion” metaphor (Foa & Rothbaum, 
1998); for example, “Thoughts and memories of the trauma keep coming 
to mind because the trauma has not been psychologically digested by the 
brain; the goal of treatment is to help you work through what has happened 
so that you can put it behind you.”

Patients may have the misconception that CBT has no side effects 
because it is psychotherapy rather than medication. Patients should be 
educated to the reality that all effective treatments have their side effects, 
including CBT. The side effects of this treatment include transient increases 
in reexperiencing and hyperarousal symptoms, especially during exposure 
exercises and particularly for highly avoidant patients. Patients should be 
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informed that side effects are not signs that treatment is going awry. They 
are indications that therapy is working in the expected fashion.

For children, CBT can be framed as a method for helping them success-
fully resist or “boss back” PTSD. The latter is framed as a something that 
is “bossing” them around (March, Amaya-Jackson, Murray, & Schulte, 
1998).

T R O U B L E S H O O T I N G

There are two main problems associated with psychoeducation: (1) reluc-
tance, on the patient’s part, to engage in treatment because the treatment 
rationale seems unconvincing; and (2) treatment adherence problems 
because the patient has not understood or has forgotten the treatment 
rationale. Patients may find the treatment rationale to be unconvincing if 
they strongly believe in some other model of PTSD (e.g., strict biologi-
cal determinism). When providing psychoeducation, the therapist should 
elicit patients’ beliefs about the causes and treatment of their problems. The 
therapist can attempt to reconcile the cognitive-behavioral model with the 
patient’s beliefs (e.g., beliefs are rooted in the brain, and psychotherapy can 
change brain function; see Chapter 4). The therapist can also use cogni-
tive restructuring to correct any misconceptions. If patients strongly believe 
that only one treatment is “right” for them (such as some other form of 
psychotherapy or pharmacotherapy), then the therapist has several options. 
The therapist can discuss, in a nondefensive manner, the treatment out-
come research on CBT and other interventions (see Chapter 5) to educate 
the patient about the relative efficacy of treatments. A trial of CBT can be 
presented as a “no lose” option. If it is beneficial, then the patient has prof-
ited from the experience. If the treatment is not effective, then the patient 
has many other treatment options. If the patient insists on some other form 
of treatment, then the therapist can offer to make arrangements for the 
suitable referral. The patient can also be invited to return for CBT if, in the 
future, he or she decides to pursue that option.

The treatment rationale may seem unconvincing to the patient if it is 
not clear how the interventions are relevant to his or her symptoms. When 
exposure exercises are described, patients sometimes object that they are 
“already” doing exposure because they can’t stop thinking about the 
trauma. The therapist can review the nature of reexperiencing symptoms 
and contrast them with exposure therapy. Reexperiencing symptoms are 
typically brief, intense, and difficult to control. The patient may resort to 
distraction or avoidance to escape them. This is different from exposure 
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exercises, which are prolonged and typically begin with relatively mild 
stimuli, in which the patient retains complete control over the exercises. 
Exposure exercises also differ from reexperiencing symptoms in that 
treatment aims to incorporate corrective information with the trauma 
memory, which may come in the form of information provided by distress 
reduction (extinction of emotional responses), and information about the 
meaning of trauma-related stimuli (e.g., learning that trauma memories 
are not dangerous). Such corrective information typically does not arise 
from naturally occurring reexperiencing symptoms (Rothbaum & Mell-
man, 2001).

TREATMENT ENGAGEMENT STRATEGIES

Rationale

My approach to treatment engagement draws on the methods of motiva-
tional interviewing (Miller & Rollnick, 2012), which are used for enhanc-
ing the odds that the patient will enter and actively pursue treatment. Treat-
ment engagement strategies may be implemented in the first session and 
used, as needed, throughout treatment.

People are often ambivalent about important issues in their lives. Peo-
ple with PTSD, for example, may be highly distressed and want to get over 
their problems, but also be reluctant to engage in treatment because ther-
apy involves talking about distressing things that the patient would sooner 
avoid. It can be useful for the therapist to amplify the patient’s ambivalence 
(Miller & Rollnick, 2012). This induces a form of cognitive dissonance, 
which the person seeks to resolve. The state of ambivalence motivates 
efforts to change. The therapist can, therefore, strengthen ambivalence to 
motivate PTSD patients to engage in therapy.

Attempts to force resolution of ambivalence in a particular direction, 
such as by forcefully telling a person that they need to try a course of CBT, 
can sometimes lead to a paradoxical response, even strengthening the very 
beliefs or behaviors that the therapist is seeking to diminish (Miller & Roll-
nick, 2012). This phenomenon is known as reactance (Brehm, 1962). When 
the therapist forcefully presents one side of an issue (“You need to confront 
your fears”), the ambivalent patient may respond by thinking of counter-
arguments (“Yes, but that will make my nightmares worse”). Rather than 
forcefully trying to convince patients to change their attitudes, therapists 
are more effective when they elicit arguments for change from the patients 
themselves (Emmons & Rollnick, 2001). This can be done by means of 
open questions, reflective listening, summary statements, and differential 
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reinforcement of the patient’s utterances in order to elicit self-motivating 
statements.

Methods

Open-Ended Questions and Reflective Listening

Open questions are those that do not involve yes/no or similarly circum-
scribed sets of responses. Such questioning is useful in helping patients iden-
tify self-defeating beliefs and actions. Open questioning can be followed 
by reflective listening. In reflective listening the therapist reflects what the 
patient has said, but often in a slightly modified or reframed fashion. The 
reflection may include the patient’s expressed or implied emotions. There 
are several advantages to reflective listening (Miller, 1995):

	• It is unlikely to evoke resistance (“Yes, but . . . ” responses) to what 
the therapist says.

	• Reflective listening communicates the therapist’s respect and caring 
for the patient, thereby contributing to a good working relationship.

	• It clarifies for the therapist exactly what the patient means.

	• It can be used to reinforce self-motivating statements. Patients hear 
themselves making self-motivating statements and then hear the therapist 
reflect them back (e.g., Therapist: “You’re saying that it’s important for you 
to stop avoiding things that remind you of the trauma”).

	• Reflective listening can be used to selectively reinforce ideas 
expressed by the patient (e.g., Therapist: “I hear you saying that trying to 
suppress thoughts of the trauma has not worked, and in some ways has 
made you even more preoccupied with the trauma”).

	• Open-ended questions and reflective listening can also increase 
awareness of ambivalence and move patients toward more adaptive think-
ing (e.g., Therapist: “You mentioned that, on the one hand, all this avoid-
ance is ruining your life, but, on the other hand, it’s been hard for you to 
confront your fears, and so you sort of want to avoid. I wonder how this 
dilemma could be solved”).

	• Open questioning and reflective listening are also useful tools for 
exploring the patient’s skepticism about the value of CBT. This can help 
to correct any misconceptions (e.g., Therapist: “I appreciate you telling 
me that you’re skeptical. I’d be happy to answer any questions. But first, 
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tell me, what made you decide to come to this appointment in the first 
place?”)

	• Open questions can also be used to build motivation for change. The 
patient can be asked, for example, whether there is anyone in their life, for 
example, their spouse or children, whose life would improve if the patient 
got better (Najavits, 2002).

Eliciting Self-Motivating Statements and Strengthening  
Self-Efficacy for Change

An important goal of treatment is to have the patient voice adaptive 
responses, because self-generated responses are more likely to be remem-
bered and believed by the patient, compared to responses provided by the 
therapist (“If I said it, and nobody forced me to say it, then I must believe 
it”; Miller, 1995). The therapist therefore assists patients in talking them-
selves into changing (Moyers & Rollnick, 2002).

Self-motivating statements are useful for initially encouraging patients 
to try a course of CBT and, later in treatment, encouraging them to per-
sist at homework assignments, such as exposure exercises. The following 
illustrates one useful strategy for eliciting self-motivating statements, and 
for identifying motivational barriers (Miller & Rollnick, 2012), as applied 
to PTSD.

TherapisT: To help me understand your reasons for seeking help, I’d like 
to ask you a couple of things. On a scale of 1 to 10, with 10 being the 
highest, how motivated or interested are you in trying some CBT ses-
sions to help you with your PTSD?

paTienT: My rating would be 3.

TherapisT: OK, 3 out of 10. Thanks for being frank with me. What made 
you choose 3? Why not choose a lower number like 2 or 1?

paTienT: People keep telling me that I need to see you, and I’ve heard that 
CBT can help people.

TherapisT: They sound like good reasons. And why choose 3 instead of a 
higher number, like 9 or 10?

paTienT: Nothing has helped me so far, so I’m not optimistic about CBT.

TherapisT: What would it take to get you to a 9 or 10?

paTienT: I’d need to see some proof that treatment is starting to work.
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TherapisT: So, are you willing to give it a try?

paTienT: Yes, I need to do something to get over my problems.

TherapisT: So, to summarize, you’re saying that CBT might be worthwhile 
because other people have been helped, and because other people think 
you need this sort of help. But for you to get really interested in CBT, 
we first need to see if we can do something that might help even just 
a little bit.

paTienT: Yes, that’s right.

TherapisT: OK, good. Let’s talk about where we could start . . . 

T R O U B L E S H O O T I N G

Resistance to CBT can take many forms, such as the patient arguing with 
the therapist, repeatedly interrupting, and rejecting or ignoring the thera-
pist’s suggestions. A general guideline is to avoid confronting resistance 
directly because that can escalate rather than reduce resistance (Moyers 
& Rollnick, 2002). There are three useful strategies for dealing with resis-
tance, early and throughout treatment (Miller, 1995; Miller & Rollnick, 
2012; Moyers & Rollnick, 2002): amplified reflection, double-sided reflec-
tion, and strategic responses to resistance.

Amplified Reflection

With this method the therapist slightly overstates the patient’s resistance, in 
a sincere, nonaccusatory fashion. This capitalizes on the natural tendency 
of patients to speak against either side of an issue about which they are 
ambivalent. This induces the patient, rather than the therapist, to advance 
arguments for the desired change (Moyers & Rollnick, 2002).

paTienT: I thought about using a day planner to schedule things that would 
get me out of the house, but then I thought, “What’s the point?”

TherapisT: I appreciate you telling me that. Do you think that there’s abso-
lutely no way that these sorts of activities could help you with your 
feelings of being emotionally numb and cut off from people?

paTienT: Well, I wouldn’t take it that far.

TherapisT: OK. So, what effects would these exercises have on the way 
you feel?

paTienT: I guess I don’t know yet.
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TherapisT: Do you think it’s worth finding out?

paTienT: I think I should give it another try.

Double-Sided Reflection

When offering a double-sided reflection, the therapist voices arguments for 
and against a given issue, using the linking words “and” or “but.” Such 
questions encourage the patient to examine the discrepancies between 
beliefs or between behaviors.

TherapisT: You’d like to start dating again because it’s lonely and boring 
doing everything by yourself, but you’re also reluctant to go on dates 
because you have a lot of trouble trusting men because of what hap-
pened to you.

paTienT: Yes, I feel like I’m stuck between a rock and a hard place.

TherapisT: Right. So, what are some ways of solving this problem? For 
example, how might you figure out who you can trust?

Strategic Responses to Resistance

These involve shifting the direction of the discussion. To illustrate, the 
therapist might overtly shift focus by declining to argue about whether the 
patient’s PTSD is caused by a “biochemical imbalance.” This can involve 
“agreeing with a twist,” where the therapist offers initial agreement but 
with a slight twist or change of direction (Miller & Rollnick, 2012).

TherapisT: Thanks for being open with me. It’s important for me to know 
that you don’t see how talking about the trauma can help, because 
you’ve heard that PTSD may involve a biochemical imbalance. I agree 
that biochemistry certainly plays some role in PTSD. By the way, has 
the medication helped so far?

paTienT: It’s helped a little bit, but the effects seem to be wearing off.

TherapisT: Was that why your psychiatrist suggested that you come and 
see me?

paTienT: Yes, I suppose so.

TherapisT: OK. If you like, we can discuss how talk therapy can work, 
even if the person’s problems are associated with changes in brain 
chemistry. Would that be a useful way to spend our time today?

paTienT: Yes, that’s a good idea. I need to understand how talk therapy 
could help.
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EMOTION REGULATION EXERCISES

Emotion regulation exercises can be used in the patient’s daily life in order 
to manage distressing emotions, and to manage high levels of emotion dur-
ing treatment, such as before-and-after exposure exercises or if the patient 
otherwise becomes very distressed while discussing the trauma or other 
stressful experiences. The following sections describe the most effective 
emotion regulation exercises: breathing retraining, applied relaxation, 
grounding exercises, and mastery and pleasure exercises.

The key challenge in using these exercises is to discourage the patient 
from using them as a means of avoiding feared consequences (e.g., “If I let 
myself get too anxious, then I’ll go crazy”). In such cases the patient should 
be encouraged to gradually test the fear consequences, which may involve 
fading out the use of emotion regulation exercises. Misuse of the exercises 
is less likely to occur if they are employed simply to reduce unpleasant emo-
tions (e.g., “I know that anxiety won’t hurt me, but it feels really unpleas-
ant, so it would be good to reduce it”). In such cases the use of these exer-
cises can improve the patient’s sense of control over his or her ability to 
manage stressors.

Breathing Retraining

Rationale

When some people become distressed they tend to hyperventilate, which is 
defined as oxygen intake that is in excess of metabolic needs. Hyperventila-
tion is harmless but induces bodily sensations such as dizziness, shortness 
of breath, palpitations, and chest tightness or pain. Chest discomfort is 
caused by breathing with the chest muscles, which commonly occurs dur-
ing hyperventilation, rather than with the diaphragm. Breathing retrain-
ing exercises, which involve slow, diaphragmatic breathing, can be used 
to reduce hyperventilation. With repeated practice, slow, diaphragmatic 
breathing becomes habitual. Patients can be taught to identify stimuli that 
might trigger hyperventilation (e.g., stressful events) and to implement slow, 
diaphragmatic breathing at these times. Even if the person does not hyper-
ventilate when distressed, he or she can benefit from breathing retraining 
because it induces a state of calmness and relaxation.

Exercises

Breathing retraining consists of a number of simple exercises that can be 
taught in a couple of sessions. The procedures, based on those described in 
Taylor (2000), are as follows.
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Patients are first educated about the distinction between “chest 
breathing” and “diaphragm breathing.” Patients are told that chest 
breathing can produce harmless but uncomfortable sensations such as 
chest tightness or pain, and is associated with hyperventilation. The 
therapist emphasizes that chest breathing and hyperventilation are harm-
less but can cause unpleasant sensations, such as chest pain, dizziness, or 
shortness of breath.

The therapist demonstrates the two types of breathing and shows how 
to best observe the difference between the two. Placing one hand on the 
chest and one on the stomach (in order to show differences in movement), 
the therapist demonstrates how the rib cage moves upward and outward 
during chest breathing. Then, the therapist demonstrates how the stom-
ach but not the chest moves in and out during diaphragmatic breathing. 
Patients then perform the exercise, placing their hands over their own chest 
and stomach, practicing the two types of breathing and observing the dif-
ferences.

Patients are then asked to practice diaphragmatic breathing for 10 
minutes in the therapist’s office. Respiration should be at a comfortable 
rate, with breathing through the nose rather than the mouth. The goal is to 
achieve a slow, smooth, shallow pattern of breathing.

The patient should observe the abdomen rising and falling with each 
breath, while breathing with the diaphragm and keeping the chest still. 
Patients are instructed to notice the cool air slowly coming in through 
the nostrils as they inhale, then pause for 1–2 seconds, and then notice 
the warm air slowly flowing out as they exhale. As they exhale, patients 
should try to relax their bodies, including the muscles in the jaw and face 
(which are often sites of tension). A coping statement can also be added, 
such as saying to oneself the word “calm” or “serene” while breathing 
out. Initially, the target respiration rate is about 12 breaths per minute 
(i.e., inhaling for 2 seconds, pausing for 1 second, and exhaling for 2 
seconds).

For homework, the patient is requested to sit or lie down in a quiet 
place at home, free from distractions, and practice the diaphragmatic 
breathing two to three times per day for 10 minutes each time. Breathing 
should be at a comfortable rate. The importance of regular practice should 
be emphasized.

Application training usually commences in the next treatment session. 
To train patients to abort episodes of hyperventilation, they are asked to 
hyperventilate for 1–2 minutes and then practice controlling their respira-
tion by implementing slow diaphragmatic breathing. This is practiced sev-
eral times during the therapy session. Patients should be advised that their 
breathing rate should always feel comfortable.
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For homework, the patient continues practicing slow diaphragmatic 
breathing while sitting at home for 10 minutes two to three times per day. 
The respiration rate can be slowed down to 8–10 breaths per minute.

Patients are also asked to complete application training homework. 
This consists of practicing slow diaphragmatic breathing in a variety of 
everyday situations: while watching TV, waiting in lines in stores, sitting in 
the car at traffic lights, and so forth. Patients gradually practice in increas-
ingly challenging situations. Various stimuli can be used as cues or remind-
ers to practice a breathing exercise, including particular situations (e.g., 
stressful circumstances).

For children, aged 4–12 years, breathing retraining (and other emo-
tion regulation exercises) can be taught by using engaging, developmentally 
appropriate play therapy techniques, as illustrated in the following case 
example.

Six-year-old Mathew was taught how to calm himself in stressful situations by 
using the “Bubble Breaths” method (Cabe, 2001). The session began with the 
therapist explaining how he was going to show Mathew how blowing bubbles 
can make you feel calm. A bottle of “Mr. Bubbles” liquid and a bubble wand 
was produced, and for a few minutes the therapist blew bubbles while Mathew 
popped them. Mathew was then asked to blow some bubbles. The therapist 
next instructed Mathew how to blow special bubbles by using diaphragmatic 
breathing:

“Now, Mathew, I’d like to show you a special kind of breathing that can 
help you feel calm. The best way to learn this method is to practice blowing 
only one big bubble at a time. I’d like you to take a slow, deep breath from your 
tummy. That is, push your tummy out as you breathe in. Then, slowly blow the 
air out so you can blow one big bubble.”

Several minutes were spent practicing this method, and Mathew was 
also given the same type of information that adults receive about the ratio-
nale and use of breathing retraining. This information was presented in terms 
that Mathew could readily comprehend. For example, “When you feel anxious 
or upset, you can practice the breathing exercise by taking some long, slow, 
deep breaths, and imagine that you’re slowly blowing great big bubbles.”

T R O U B L E S H O O T I N G

It is not uncommon for anxious patients, whether they are adults or chil-
dren, to have trouble slowing down their breathing. Patients should be 
reminded that their breathing rate should be slowed to a rate that remains 
comfortable. The therapist can assure patients that they’re doing the exer-
cise properly even if they’re only able to slow their breathing to a small 
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degree. With time and practice patients are typically able to slow their 
breathing even more, to a rate that remains comfortable.

Applied Relaxation

Rationale

Applied relaxation (Öst, 1987) consists of exercises to help the patient rap-
idly relax in a variety of situations, particularly stressful circumstances. It 
typically requires some weeks of practice for patients to become proficient 
at all the components of the program. Applied relaxation can be used if 
breathing retraining is insufficient to relax the patient. Applied relaxation 
would be used, for example, if the patient suffered from intense, persistent 
hyperarousal sensations. Here, breathing retraining can be included as a 
component of applied relaxation.

Exercises

This version of applied relaxation, which is abbreviated from Öst’s (1987) 
original version, consists of three exercises, taught in three sessions: tense–
release relaxation, release-only relaxation, and rapid relaxation. The thera-
pist begins by educating patients about the purpose of applied relaxation: 
to teach a coping skill that will enable them to recognize the early signs 
of arousal and relax rapidly in order to reduce harmless but unpleasant 
stress-related bodily reactions. The goal is to relax within 20–30 seconds. 
The protocol is summarized in Handout 9.2 (pp. 185–187). The handout 
is supplemented by an audiotape, recorded by the therapist specifically for 
a given patient, in which the therapist goes through each of the exercises.

The patient listens to the tape as a homework assignment. The audio-
tape is particularly useful in guiding the patient through the early stages of 
practicing tense–release and release-only relaxation. The tape is gradually 
discontinued in order to encourage the patient to implement self-directed 
relaxation. Patients then practice the exercises for several weeks until they 
become proficient at relaxing. Then the exercises are used as needed. Details 
of the relaxation procedures are as follows.

TENSE–RELEASE RELAXATION

This exercise, described in Handout 9.2, can be practiced in a comfortable 
chair. Each muscle group is tensed for 5 seconds and then relaxed for 5–15 
seconds. Muscle tensing and releasing is used to deepen relaxation and 
to sharpen the patient’s ability to identify the difference between tension 
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and relaxation. The better the ability to detect tension, the greater the 
chances of implementing relaxation when tension develops. The goal of the 
tense–release relaxation is not to tense the muscles until they hurt. If pain 
or cramps occur—or if the patient has a history of some sort of recurrent 
pain (e.g., low back pain)—then the affected muscles should be weakly 
tensed or not tensed at all. Tense–release relaxation begins by having the 
patient work through the muscle groups in the handout during the therapy 
session. Homework consists of practicing for 15–30 minutes twice per day, 
for at least 2 weeks. The exercise can be audiotaped to facilitate practice. 
The audiotape is then faded out as the patient learns to relax without the 
tape.

When such relaxation exercises are used with children, it is helpful to 
include concrete metaphors to facilitate relaxation. For example, for the 
“tense” portion of tense–release relaxation, children can be asked to imag-
ine that they are a robot, and for the “release” portion they can be asked 
to imagine that they are a wet noodle or rag doll (Vernberg & Johnston, 
2001).

RELEASE-ONLY RELAXATION

The next step is to repeat the protocol for tense–release relaxation, but this 
time omitting the tensing portion of the exercise. Patients are simply asked 
to focus on releasing tension from the various muscle groups, starting at 
the top of the head and working down to the toes. If patients notice ten-
sion in a particular muscle group, then they can briefly tense and release 
those muscles. As before, the exercise is practiced in the session and as 
homework. The latter should be done twice per day for at least a week. The 
exercise can be audiotaped to facilitate practice, and then the tape is faded 
out. The following is a sample script of release-only relaxation, in which 
the therapist guides the patient through the exercise. This script pairs the 
cue “relax” with the relaxation of each muscle group.

“Breathe with calm, regular breaths and feel how you relax more and 
more with every breath . . . Just let go . . . And as you relax, say to 
yourself, under your breath, the word ‘relax’ each time you breathe out 
. . . Imagining the word ‘relax’ each time you breathe out . . . Relax 
your forehead . . . eyebrows . . . eyelids . . . jaws . . . tongue and throat 
. . . lips . . . your entire face . . . Imagining the word ‘relax’ each time 
you breathe out . . . Relax your neck . . . shoulders . . . arms . . . hands 
. . . and all the way out to your fingertips . . . Imagining the word 
‘relax’ each time you breathe out . . . Breathe calmly and regularly with 
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your stomach all the time . . . Let the relaxation spread to your stom-
ach . . . waist and back . . . Relax the lower part of your body, your 
behind . . . thighs . . . knees . . . calves . . . feet . . . and all the way down 
to the tips of your toes . . . Imagining the word ‘relax’ each time you 
breathe out . . . Breathe calmly and regularly and feel how you relax 
more and more by each breath . . . Take a deep breath and hold your 
breath a couple of seconds . . . and let the air out slowly . . . slowly . . . 
Notice how you relax more and more.”

RAPID RELAXATION

This exercise teaches patients to quickly relax in everyday situations. Rapid 
relaxation consists of (1) taking one to three deep breaths and slowly exhal-
ing; (2) thinking “relax” before each exhalation; and (3) scanning one’s 
body for tension and trying to relax as much as possible as one breathes 
out. In-session practice begins with a few trials of relaxation in a comfort-
able chair. Then the patient practices relaxing under increasingly active 
circumstances. Patients are asked to perform a series of exercises in which 
activities are performed in which only the essential muscles are tensed. 
Examples include: (1) opening one’s eyes and looking around while relax-
ing all the muscles except those required to sit upright and look about; (2) 
lifting one arm, and then the other, lifting one foot, one leg and then the 
other foot and leg, while relaxing all the muscles that are not needed for 
those activities; and (3) tensing the biceps while keeping the hands relaxed. 
Patients then practice relaxing under increasingly active circumstances, 
such as walking about while relaxing all the muscles except those required 
for ambulation. For homework, the exercises are practiced in various set-
tings at least 20 times per day. Colored dots or other salient stimuli are used 
as reminders to practice relaxation. A blue dot, for example, might be stuck 
on a patient’s cell phone as a reminder to use the relaxation exercise.

T R O U B L E S H O O T I N G

The therapist should check whether the patient has any unpleasant associa-
tions to the words used as relaxation cues (“calm,” “relax,” etc.), and use 
alternative cues (e.g., “serenity” or “peace”). Sometimes words like “calm” 
or “relax” are counterproductive as relaxation cues because they remind 
the patient of the trauma (Meadows & Foa, 1998; Najavits, 2002). For 
example, the patient may have been previously told by an abusive parent or 
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spouse to “Calm down, or I’ll give you something to cry about!” A rapist 
may have told his victim to “relax, and you won’t get hurt.”

Relaxation exercises sometimes trigger anxiety, panic, or dissocia-
tion (Taylor, 2000). This can happen if patients harbor catastrophic beliefs 
about relaxation sensations. Such sensations include warmth, numbness, 
falling or floating feelings, depersonalization, and slowed heart rate. Beliefs 
about relaxation sensations include misconceptions that the sensations will 
lead to insanity (“Unreal feelings will become so strong that I lose touch 
with reality”) or beliefs about loss of control (“If I let go of muscle ten-
sion then I won’t be able to protect myself”). Relaxation-induced anxiety 
and panic can be treated by providing corrective information about the 
harmlessness of the sensations, for example, the information that increased 
peripheral blood flow and reduction in muscle tension produces many of 
the sensations. If problems persist, then relaxation can be used as a form 
of interoceptive exposure (see Chapter 12). Another option is to have the 
patient relax with eyes open if he or she tends to dissociate while relaxing 
with eyes closed.

It is important to identify the misuse of relaxation as an avoidance 
strategy in patients who are frightened of their hyperarousal and other 
PTSD symptoms (i.e., in patients with high anxiety sensitivity). This is 
illustrated in the following case example in which an oversight in develop-
ing the case formulation led to an ineffective treatment plan.

Christie reported that there were so many trauma cues (reminders) and other 
stressors in her life that she constantly felt anxious and overwhelmed. Based 
on this information, the therapist assumed that recurrent stressors were fueling 
Christie’s PTSD symptoms and that the symptoms persisted because exposure 
to the trauma cues was too brief for the extinction of emotional responses to 
occur. Accordingly, the therapist initiated treatment with a program of applied 
relaxation to help Christie manage her hyperarousal symptoms. The treatment 
plan also included gradual situational exposure to harmless but distressing 
trauma cues. Christie agreed to the treatment plan and assiduously practiced 
her relaxation exercises. In fact, the therapist was surprised by Christie’s dili-
gence. Despite practicing relaxation for nearly 2 months, however, Christie 
continued to report that she was troubled by anxiety symptoms and that it was 
still too difficult for her to attempt any of the exposure exercises. The therapist 
and Christie agreed to revisit the case formulation and to attempt to identify 
the source of the problems. The therapist decided to administer the Anxiety 
Sensitivity Index (see Chapter 6), which had not been administered in the initial 
assessment because of time constraints. Christie obtained an extremely high 
score on this scale. The therapist further learned that Christie’s main reason for 
practicing relaxation was that she was frightened that she would lose control 
and go crazy if she allowed herself to become too anxious. This additional 
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information also seemed to explain her extreme reluctance to engage in situ-
ational exposure exercises because they evoked anxiety. The therapist shared 
this information with Christie, and they agreed on a revised formulation in which 
elevated anxiety sensitivity was shown to be playing an important role in her 
problems. The treatment plan was revised accordingly. Instead of continuing 
with relaxation training, the next three treatment sessions were spent exploring 
Christie’s beliefs about arousal-related sensations and implementing cognitive 
restructuring exercises (see Chapter 11). This was followed by four sessions of 
interoceptive exposure (see Chapter 12). These interventions were sufficient in 
reducing her anxiety sensitivity, thereby making it easier for Christie to com-
plete her situational exposure exercises. She no longer had a strong urge to 
practice relaxation because she was better able to tolerate anxiety.

Grounding Exercises

Rationale

Grounding exercises (Benham, 1995; Chu, 2011) can be used for managing 
two types of dissociation seen in PTSD: stress-induced dissociative altera-
tions in awareness (e.g., depersonalization, derealization) and flashbacks 
triggered by exposure to trauma cues (i.e., feeling like one is back in the 
trauma situation).

These exercises can be used to manage both dissociation in the 
patient’s everyday life and dissociation induced by exposure therapy exer-
cises. Grounding exercises are emotion regulation exercises in the sense 
that dissociation is usually (but not always) induced by exposure to dis-
tressing stimuli. Grounding exercises can be useful regardless of whether 
dissociation is an automatic (involuntary) or a controlled (intentional) cop-
ing response. Clinically, dissociation is most often described by patients as 
being an involuntary reaction. If the patient is deliberately dissociating as 
a means of avoiding awareness of stressful stimuli, then the therapist and 
patient should explore the efficacy and pitfalls of this coping response, and 
more adaptive strategies could be considered.

Grounding exercises are typically not needed for mild dissociative 
reactions. These tend to abate after the patient has had a few minutes to 
calm down. However, grounding exercises can be used to give the patient 
a tool for managing more intense dissociative reactions, which are often 
disturbing and disruptive.

Exercises

Handout 9.3 (pp. 188–189) provides information on the nature and man-
agement of dissociative reactions. The first step in managing dissociation is 
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to help the patient identify stimuli or conditions that are likely to give rise 
to dissociation. This can make dissociative reactions appear less mysterious 
and more predictable and understandable to the patient.

Patients can be encouraged to come up with their own variations on 
the grounding strategies described in Handout 9.3, using whatever methods 
they find most effective. Adaptations of these grounding methods include 
exercises like the following: name as many colors in the room as you can; 
count the number of books or pieces of furniture in the room; look outside 
and describe the weather; describe your shoes; or name as many different 
cities, animals, or TV shows as you can (Chu, 2011; Najavits, 2002). Other 
grounding exercises include running cool or warm water over one’s hands, 
stretching, or eating something and focusing on the texture of the food and 
the flavors (Najavits, 2002). Najavits provides a particularly good example 
of therapist dialogue used to help patients ground themselves if they dis-
sociate during the therapy session.

Notice your feet on the floor. They are literally grounded, connected 
to the floor. Wiggle your toes inside your shoes. Dig your heels gently 
into the floor to ground yourself even more. Good. Now touch your 
chair: Tell me anything you can about it—what material is it made 
of? Now touch the table (or desk): What is it made of? Is it colder 
or warmer than the chair? Good. Now, find any object that’s near 
you—perhaps a pen, or your keys, or something here on the desk. 
Pick it up and hold it, and say everything you can about it: What it’s 
made of, how heavy it is, whether it’s cold or warm, what color it is. 
Now clench your fists; notice the tension in your hands as you do 
that. Now release your fists. Good. Now press your palms together, 
with elbows at the side; press as tightly as you can. Focus all of your 
attention on your palms. Now let go. Excellent! Now grab onto your 
chair as tightly as you can; then after a few moments, now let it 
go. Finally, roll your head around in a circle a few times. Excellent. 
(2002, pp. 130–131)

The therapist’s tone of voice should be matter-of-fact and reassuring, 
not hypnotic (Chu, 2011). If the patient has a flashback during the ses-
sion, the therapist can remind the patient that he or she is safe and that the 
trauma is in the past. Asking the patient to make eye contact and listen to 
the therapist’s voice can also help end the dissociative state.

Grounding exercises are best used in situations in which there is good 
ambient lighting (in the clinic or at home) (Chu, 2011), in order to highlight 
the patient’s current (safe) environment and to distract him or her from 
internally generated scenarios (flashbacks). Outside of the therapeutic set-
ting, patients should be discouraged from sitting or hiding in dark or dimly 
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lit environments when they feel anxious or dissociative. Dark facilitates 
reexperiencing and dissociation because of the lack of competing external 
(environmental) cues (Chu, 2011).

T R O U B L E S H O O T I N G

If dissociation tends to occur when the patient is in potentially hazardous 
situations (e.g., while driving), then it may be necessary to avoid those situ-
ations until the dissociation has been effectively treated, with grounding 
or other treatment methods. In rare instances, a patient might dissociate 
during a treatment session in which his or her trauma is being discussed 
and not emerge from the dissociative state by the time the session ends. The 
patient may appear dazed and may be minimally responsive to the thera-
pist. Here, the therapist can tell the patient something like the following.

“I see that our time for today is up. I’m going to step out of the office 
now for a few minutes to give you all the time you need to wind down 
and get grounded. Take all the time you need. It’s all good. I’ll be in 
back in few minutes to see how you are. I’ll bring you some water in 
case you’re thirsty.”

Mastery and Pleasure Exercises

Rationale

Mastery and pleasure exercises are derived from Beck’s cognitive therapy 
for depression (Beck et al., 1979). They are used in treating PTSD for a 
variety of reasons, such as to reduce numbing symptoms, to provide dis-
tractions in order to reduce ruminative thinking, and to treat comorbid 
depression and improve quality of life (Acierno et al., 2016; Blanchard et 
al., 2003; Jaycox & Foa, 1996; Taylor et al., 2001).

Exercises

Mastery exercises are typically implemented in a graded fashion, starting 
with relatively simple, low-effort activities and gradually progressing to 
more effortful ones. For example, a patient who spends most of the day 
in bed might be encouraged to get out of bed each day, shower, and get 
dressed. Once these tasks are being routinely done, the patient would prog-
ress to other tasks, such as spending 20 minutes each day doing housework. 
The goal is to gradually progress up the activity hierarchy to a desired level. 
The choice of mastery exercises depend on what is important to the patient 
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to accomplish. Patients are encouraged to keep a diary or day planner in 
which they track their progress in completing these exercises.

Pleasure exercises can be conducted in a similar manner, starting with 
exercises that are low in effort and expense, and are feasible to do. The 
patient should be encouraged to complete at least one of these exercises each 
day, in addition to a mastery exercise. The patient should be encouraged 
to do the pleasure exercises regardless of whether they currently induce a 
sense of enjoyment. With time, practice, and patience, these exercises can 
increase the patient’s enjoyment in life.

PTSD patients with severe numbing and depressive symptoms often 
have difficulty thinking of feasible and potentially enjoyable activities. A 
list of suggestions, such as the one in Handout 9.4 (pp. 190–192), can be 
useful for providing them with ideas. Using the handout, patients indicate 
which of the activities they did in the past week. The patient and therapist 
can then review the checklist to see if there are other enjoyable activities 
that the patient has not been doing. Patients can then be encouraged to 
attempt these activities in order to improve their quality of life.

T R O U B L E S H O O T I N G

Some patients resist these sorts of exercises, particularly the pleasure exer-
cises, because they strongly believe that they don’t deserve good things. 
In such cases it may be important to do cognitive restructuring on guilt-
related beliefs (see Chapter 11). If the patient expresses beliefs concerning 
hopelessness or helplessness about performing the exercises, then cogni-
tive methods for treating these depressogenic beliefs could be implemented 
(Beck et al., 1979).

When patients are implementing pleasure exercises, the therapist 
should ensure that these are not self-defeating activities, such as things that 
bring short-term enjoyment or relief from distress but longer-term prob-
lems. Examples include binge eating, substance abuse, spending or gam-
bling beyond one’s budget, and unsafe sex.

SUMMARY

Psychoeducation is an essential intervention for PTSD treatment, whereas 
treatment engagement strategies and emotion regulation exercises are fre-
quently used but are not necessary for every case. Some patients come to 
treatment with strong treatment motivation and are able to tolerate their 
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emotional distress. Most patients, however, can benefit from treatment 
engagement interventions and from training in emotion regulation strate-
gies. Despite the importance of the interventions described in this chapter, 
they are typically insufficient for treating PTSD. Rather, they facilitate the 
implementation of other, more potent, interventions such as the cognitive 
restructuring and exposure exercises discussed in the following chapters.
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HANDOUT 9.1. Patient Handout on the Nature 
and Treatment of PTSD

A CONCISE GUIDE TO POSTTRAUMATIC STRESS DISORDER (PTSD)

What Is PTSD?

PTSD can arise when a person has experienced a traumatic event. Trauma can 
include, among other things, sexual or physical assault, war zone experiences, 
natural disasters, or serious motor vehicle accidents.

PTSD is diagnosed when the person has experienced a traumatic event and 
then, for a month or more, suffers from some or many of the following symptom

1. Reexperiencing symptoms, in which the person relives the trauma:

•	 Recurrent, unwanted, upsetting memories of the trauma
•	 Recurrent distressing dreams of the trauma
•	 Acting or feeling as if the trauma was recurring (“flashbacks”)
•	 Intense bodily reactions when reminded of the trauma (e.g., sweating, 

pounding heart)
•	 Intense emotional distress when reminded of the trauma (e.g., intense anxi-

ety)

2. Persistent avoidance of things associated with the trauma:

•	 Efforts to avoid thinking about or talking about the trauma
•	 Efforts to avoid people, places, or things that are reminders of the trauma

3. Negative moods and thoughts that are caused by or worsened by the trauma:

•	 Excessively negative beliefs about oneself, others, or the world (e.g., “I’m 
a horrible person,” “I can’t trust anyone,” “The world is very dangerous”)

•	 Excessively negative beliefs about who was to blame for the trauma (e.g., “I 
was totally to blame for being raped”)

•	 Persistent unpleasant emotions (fear, horror, anger, guilt, shame)
•	 Loss of interest in things you used to enjoy
•	 Feeling distant or emotionally detached from people
•	 Inability to feel positive emotions (e.g., love, happiness, satisfaction)
•	 Inability to recall important parts of the trauma (not due to head trauma or 

drugs/alcohol)
                           (continued)
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4. Hyperarousal:

•	 Excessively irritable or angry
•	 Feeling hypervigilant for danger (e.g., feeling “on guard” all the time)
•	 Exaggerated startle response (e.g., feeling jumpy or easily startled)
•	 Difficulty concentrating
•	 Difficulty falling asleep or staying asleep
•	 Reckless or self-destructive behavior

The following case example illustrates many of these symptoms:

Mike was caught in a severe earthquake while on holiday. He barely escaped the 
hotel before it collapsed. When Mike returned home he thought that the worst was 
over, but he was wrong. Each night he was tormented by terrifying nightmares, from 
which he would awake drenched in sweat. The nightmares were so intense that he 
dreaded going to sleep at night. During the day he found that every time he closed 
his eyes he had involuntary recollections of the devastation he had witnessed, as if 
he was watching a horror movie. Friends said that Mike seemed to have changed 
since the earthquake; he rarely smiled, and seemed distant and preoccupied. Fam-
ily members were puzzled that he would always change the topic whenever they 
mentioned the quake. They knew something was wrong, but didn’t know what to do. 
Mike avoided phone calls from his fellow travelers, who were also were involved in the 
quake. Whenever he walked into a building he found himself scanning the walls and 
ceiling to check for cracks or other signs that the building was not structurally sound. 
Since the quake Mike had become increasingly irritable and impatient, especially 
while driving or waiting in line at the grocery store. He was unable to read newspapers 
or keep track of conversations because he couldn’t concentrate.

What Causes PTSD?

The brain contains a stress response system, which interprets events, decides 
whether the events are threatening, and reacts with anxiety or fear if threat is 
detected. PTSD arises from a hypersensitive stress response system, which leads 
the person to feel like they’re on “red alert” much of the time. There are two main 
things that influence the sensitivity of the stress response system. The first is the 
person’s genetic makeup. Some people inherit a strong disposition to develop 
PTSD, whereas other people have less of an inherited tendency to develop the dis-
order. Even people who are well-adjusted, successful, and competent can develop 
PTSD if they have a genetic predisposition to the disorder.

                           (continued)
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The second is the severity of the traumatic event; severe stressors, such as 
being caught in a hurricane, are more likely to lead to PTSD than comparatively 
less severe events. Everyone has a breaking point; even elite soldiers develop 
PTSD if the stressor is sufficiently severe. The person’s breaking point is deter-
mined, in part, by genetic makeup. A person who has little or no genetic predispo-
sition to develop PTSD may develop this disorder only after experiencing a severely 
traumatic event (such as being tortured). A person with a strong genetic predis-
position will develop PTSD in response to less severe stressors, such as being 
mugged. You can’t choose your genes. If you develop PTSD you are not to blame 
and, in fact, self-blame won’t fix your problems, it will only make them worse.

Once people develop PTSD they find that they are highly sensitive to things in 
their world that trigger memories of the trauma. Triggers may include reminders of 
the trauma (e.g., the sight of black hoodies, if that was what the assailant wore, or 
the sight of people in uniforms if you were involved in combat). Triggers can also 
be things that were only part of the trauma, such as certain smells (e.g., cologne) 
or sounds (e.g., honking horns) that were associated with the trauma.

Exposure to traumatic events can influence how the person sees him- or her-
self, other people, and the world. Exposure to trauma can lead people to have highly 
negative and sometimes exaggerated beliefs. This can play an important role in 
PTSD. For example, after being mugged and raped by a tattooed man, Jane came 
to believe that “all tattooed men are potential murderers.” This led her to become 
highly anxious, jumpy, and hypervigilant in situations in which she encountered tat-
tooed men. This included everyday situations such as traveling on the bus or train.

WHAT ARE THE EFFECTIVE TREATMENTS?

The good news is that there are a number of scientifically proven treatments for 
PTSD. If a person does not benefit from one treatment, then the other treatments 
can be helpful. The two main groups of treatments are (1) a psychological (non-
drug) treatment known as cognitive-behavioral therapy, and (2) various types of 
medications, such as medications known as selective serotonin reuptake inhibi-
tors (e.g., Prozac, Zoloft, Paxil). Cognitive-behavioral therapy involves a number 
of treatment sessions in which the patient and the therapist explore the meaning 
of the traumatic event, to help the patient make sense of experience, along with 
exercises to help desensitize the patient to distressing but harmless reminders to 
the traumatic event. For example, Mike was asked to write out his experience in 
the earthquake, and to read his description each day. At first, Mike found this to be 
distressing. With time, however, he could read the description without becoming 
upset, and became less worried about earthquakes in general. Cognitive-behavioral 
therapy and medications are both effective and sometimes used in combination. 
Only qualified healthcare professionals can provide these treatments, such as a 
psychologist or psychiatrist. A qualified healthcare professional can help you decide 
which treatment is most likely to be beneficial for you.
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APPLIED RELAXATION

What Is Applied Relaxation?

Applied relaxation (AR) is a portable skill that helps you recognize and overcome 
the effects of stress, including tension, pain, and a host of other bodily reactions. 
Just like any other skill, such as learning to play the piano or drive a car, AR 
requires practice in order to become good at implementing the relaxation exer-
cises. Your therapist will help you by making a relaxation tape for you to listen to. 
With sufficient practice, you will be able to implement the AR exercises rapidly 
in practically any situation. The goal is to be able to relax in 20–30 seconds. To 
achieve this goal, follow these steps:

	• Tense–release relaxation: Practice tensing and relaxing various muscle 
groups. Each muscle group is tensed for a brief period and then relaxed. The pur-
pose is to increase your awareness of muscle tension, and to enhance relaxation 
from the inertia built up by tensing, then releasing. The entire exercise takes about 
15 minutes. After that, we will begin to shorten the procedure to develop more 
portable relaxation skills. We do this by working through the following exercises:

	• Release-only relaxation: This is the same as the above but without tens-
ing the muscles first. This takes 10 minutes. During this exercise we teach you to 
connect the self-instruction “relax” to the bodily state of relaxation.

	• Rapid relaxation: Here, you practice a quick relaxation exercise many 
times each day in nonstressful situations. This also involves practicing relaxation 
while doing various activities, such as walking. You will then be asked to practice 
rapid relaxation in daily stressful situations.

Please be aware that when you first begin to use AR, you probably won’t 
become very relaxed. Don’t give up! With practice you will get better and better 
at relaxing.

Tense–Release Relaxation

Duration: 15 minutes

Instructions: (1) Sit in a comfortable position, free from distractions. (2) Close your 
eyes and scan your body, looking for areas of muscle tension. Attempt to “let go”

Adapted from Taylor and Asmundson (2004). Copyright © by The Guilford Press. Adapted 
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of any tension. (3) Work through each of the following muscle groups, tensing 
them for 5 seconds and then relaxing for 10–15 seconds. Work through each 
muscle group twice. This will be easier to do if you follow the relaxation tape 
recorded by your therapist.

MUSCLE GROUP ACTIVITY

Fingers and hands Clench each hand into a fist, one hand at a time
Wrists and forearms Bend wrists back toward forearms
Biceps Tense both biceps (“Strong Man” act)
Shoulders Hunch shoulders
Forehead Raise eyebrows and then frown
Eyes Squint eyes
Jaw Jut lower jaw outward
Tongue Push tongue against roof of mouth
Throat Yawn
Neck  Gently rotate neck left, right, back, and then forward
Chest Take a deep breath and then slowly exhale
Chest and upper back Pull shoulders back and push chest outward
Abdomen Push out stomach and then suck it all the way in
Lower back Arch lower back
Thighs and legs–I Knees locked, feet pointing upward
Thighs and legs–II Knees locked, feet pointing down
Toes and feet–I Toes curled down
Toes and feet–II Toes curled upward

Release-Only Relaxation

Duration: 10 minutes twice per day.

Instructions: (1) Sit in a comfortable position, free from distractions. (2) Close 
your eyes and scan your body, looking for areas of muscle tension. Attempt to “let 
go” of any tension. (3) Go over each of your muscle groups and focus on relax-
ing them—your face, chest, arms, hands, stomach, legs, feet—while continuing 
to say “relax” each time you breathe out. Do this for about 5 minutes. (4) Say 
to yourself, under your breath, the word “inhale” each time you breathe in, and 
the word “relax” each time you breathe out. Continue this practice for about 5 
minutes.

                           (continued)
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Rapid Relaxation (which includes Breathing Retraining)

Duration: 20–30 seconds, about 20 times each day.

Instructions: (1) Take several slow, deep breaths, thinking to yourself “inhale” as 
you breathe in, and “relax” as you breathe out. Your breathing should be slow 
and comfortable, letting the air in and out slowly. Breathe with your diaphragm 
(“belly breathing”); your stomach should rise as you breathe in, and fall as you 
breathe out. Don’t breathe with your chest. (2) As you breathe out, let go of as 
much muscle tension as you can. Try, for example, relaxing all of your face and jaw 
muscles as you breathe out. (3) Practice this form of relaxations in all kinds of safe 
situations, for example, while sitting in a waiting room or while standing in line. 
Or, you can try it while doing activities, such as standing or walking, while letting 
go of all the muscle tension that is not involved in these activities. For example 
if you are standing, you can relax the muscles in your face, shoulders, and stom-
ach. (4) Practice relaxing in your daily life, initially in calm situations and then in 
increasingly more challenging circumstances (e.g., while taking a stressful phone 
call). Use reminders to prompt yourself to practice rapid relaxation. For example, 
a Post-it Note on the dash of your car or on your computer monitor at work might 
contain the message “Practice Rapid Relaxation every 30 minutes.” Similarly, you 
could place a colored dot on your wristwatch or telephone. Every time you used 
the phone or looked at your watch, the dot would remind you to practice rapid 
relaxation. You can also practice this form of relaxation before you try any distress-
ing exercises that may be included in the treatment of your PTSD.
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HANDOUT 9.3. Grounding Exercises

STAYING GROUNDED

When people are under stress they sometimes dissociate. The purpose of this 
handout is to provide you with some information about dissociation and how you 
can manage this harmless but sometimes unpleasant feeling.

What Is Dissociation?

When people are stressed out they sometimes dissociate. There are two main 
types of dissociation: feeling spaced out and having a flashback. Spacing out is 
when your surroundings and your body start to feel strange or unreal. You feel like 
you’re in a fog or in a daze. Flashbacks are when a person suddenly feels like he or 
she is actually back in the traumatic situation. Flashbacks are not merely thoughts 
or memories of the trauma—the person feels like the trauma is happening all over 
again. Feeling spaced out and having flashbacks can be very intense experiences 
and they can be emotionally unpleasant.

What Causes Dissociation?

It is important to remember that spacing out or having a flashback lasts only a 
short time and is harmless and does not mean that you’re going crazy or devel-
oping schizophrenia. It is simply part of a hypersensitivity of the brain’s stress–
response system. When the stress–response system is hypersensitive, then every-
day stressful events can cause you to space out. This is a way of psychologically 
avoiding stress by becoming less aware of your surroundings. Flashbacks are 
similarly caused by the stress–response system, when it is triggered by reminders 
of the trauma. Here, flashbacks are a way of preparing to deal with, or escape, 
a stressor. Lots of people who have posttraumatic stress disorder (PTSD) feel 
spaced out or have flashbacks from time to time. These dissociative reactions tend 
to stop happening when the person recovers from PTSD.

What Can I Do If I Start to Dissociate?

The first thing to do is learn to recognize the things that trigger dissociative reac-
tions. Marie, for example, noticed that she often started to space out when she 
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was reminded about the time she was raped. Evan sometimes had flashbacks of 
the bank holdup whenever he saw young guys wearing sweatshirts with hoods. 
Once Marie and Evan got good at spotting these triggers, they were able to pre-
pare to cope with them.

There are several ways of coping. One is to practice a relaxation exercise, 
which your therapist can teach you. Another is to become desensitized to the trig-
gers by practicing exposure exercises. Again, these are things that you can discuss 
with your therapist. A third method, which is the focus of this handout, involves 
grounding exercises.

When you notice that you are starting to space out or it feels like you’re back 
in the traumatic situation, you can stay grounded in reality by trying one or more 
of the following simple, effective exercises:

	• Remind yourself where you are. You might describe to yourself, either 
mentally or out loud, where you are. For example, “Today is        and I 
am in       .” If you just had a flashback, you can remind yourself that 
you’re not back in the trauma situation: “I am safe; I’m not back in       .”

	• Pay attention to your surroundings. Look around you and describe what 
you see. If you’re in a room, describe the contents of the room, such as the color of 
the walls, the color, shape, and type of the furnishings, the decorations, the type 
of light fixtures, and so forth.

	• Pay attention to your body. If you’re sitting in a chair, notice how the chair 
feels; is it hard or cushioned? Notice the pressure of the chair on your legs. Pay 
attention to how the back of the chair feels as you lean back. If the chair has 
armrests, notice the sensations of your arms. Observe the feeling of pressure of 
your feet on the floor, and notice what it feels like when you wiggle your toes. Pay 
attention to your breathing; notice how the cool air slowly flows in through your 
nostrils, and how the warm air slowly flows out. If you decide to get up, pay atten-
tion to the feelings in your muscles as you move around. Have a glass of water; 
notice what it feels like to sip cold water. Notice the feeling as the water flows 
down your throat.

	• Don’t rush, and don’t fight the feelings. There’s no urgent need to push 
away flashbacks or spacey feelings. Remember, they’re harmless. Remind yourself 
that you’re safe. Gradually take your time to get grounded and the feelings will go 
away. Rushing and fighting the feelings won’t hurt you, but it will make you feel 
more stressed.
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HANDOUT 9.4. Pleasant Event Exercises

ACTIVITIES FOR ENHANCING YOUR QUALITY OF LIFE

Instructions: Enjoyable activities are essential to one’s quality of life. But some-
times people neglect these activities when they are worried or stressed. Please 
look through the following checklist of activities. Did you do any of them in the 
past week? If so, did you enjoy the activity? Are there any activities that you 
haven’t done but would like to do? This list of activities might help you think about 
ways of improving your quality of life. Some of these activities might distract you 
from your health worries, while others can improve your health and fitness.

 
 
Indicate 
 which 
of these 
activities 
you did in 
the past 
week.

 
 
For the 
activities 
you 
indicated, 
were they 
enjoyable? 
(yes/no)

Indicate 
 which 
of these 
activities 
you didn’t 
do but 
would 
like to 
do.

Creative activities
Doing artwork or crafts
Knitting, needlework, sewing
Taking a course in something creative (e.g., cooking, 
photography)
Decorating or redecorating your house or apartment
Woodwork, carpentry, or furniture restoration
Repairing things
Mechanical hobbies (e.g., fixing gadgets)
Photography
Creative writing or doing a journal or blog
Musical hobbies (e.g., singing, dancing, playing an 
instrument)

Games and entertainment
Watching TV, videos, or DVDs
Playing video games
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Listening to music or radio programs
Going to the movies
Going to a play, concert, opera, or ballet
Going to a museum, art gallery, or exhibition
Going to a sporting event
Educational activities
Reading books, magazines, or newspapers
Going to a lecture on a topic that interests you
Learning a foreign language
Surfing the Internet
Learning about computers (e.g., learning to make a  
Web page)
Going to the library

Physical activities
Playing tennis, squash, or racquetball
Playing golf
Bowling
Water activities (e.g., swimming, sailing, canoeing)
Walking or hiking
Jogging, aerobics classes, or working out at a 
fitness center
Snow sports (skiing, skating, snowboarding)
Bike riding
Horseback riding
Playing team sports (e.g., volleyball, hockey, 
basketball)
Fishing or hunting
Playing billiards or pool
Social and community activities
Writing, telephoning, or e-mailing friends
Visiting a friend or inviting a friend to your place
Going out to lunch or dinner with a friend
Giving a party or going to a party
Going on a date
Joining a club (e.g., a book club or social club)
Going to a bar or restaurant
Involvement in community or political activities
Involvement in religious or church activities

                           (continued)
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Indicate 
 which 
of these 
activities 
you did in 
the past 
week.

 
 
For the 
activities 
you 
indicated, 
were they 
enjoyable? 
(yes/no)

Indicate 
 which 
of these 
activities 
you didn’t 
do but 
would 
like to 
do.

Other
Sitting in the sun
Going for a scenic drive
Gardening, caring for houseplants, or arranging 
flowers
Visiting fun or interesting places (e.g., park, beach, 
zoo)
Caring for or being with pets
Planning or going on a holiday
Going to a sauna
Soaking in the bathtub
Doing yoga or meditation
Buying yourself something special
Hobbies (e.g., stamp collecting, model building, 
flying a kite)

List your favorite activities here, if they are not listed above:
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C H A P T E R  10

Cognitive Interventions I
General Considerations 

and Approaches

The difference between cognitive and exposure interventions is largely 
arbitrary; both involve some degree of exposure to distressing stimuli (e.g., 
thinking about the trauma), and both are methods of changing dysfunc-
tional beliefs via exposure to corrective information. Despite these similari-
ties, it is useful to distinguish between cognitive and exposure interventions 
in order to parse the material covered in this and later chapters. The present 
chapter considers the fundamental cognitive restructuring methods used in 
treating PTSD, including established methods, as well as valuable methods 
that have only recently been applied to this disorder, such as methods for 
managing worry and rumination. Common problems in effectively imple-
menting cognitive restructuring are also considered, and some solutions 
are offered.

GENERAL PRINCIPLES OF 
COGNITIVE RESTRUCTURING FOR PTSD

When challenging dysfunctional beliefs, the therapist can help the patient 
understand how the beliefs contribute to PTSD and how the beliefs arose. 
Specific aims of cognitive restructuring include helping patients view the 
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world as being less dangerous and more predictable, and helping them feel 
more competent and more in control of their lives. Further goals are to help 
them regain their appreciation or zest for life, and to shift their self-image 
from one of “victim,” or “bad individual,” or “blameworthy” person, to 
that of a brave person or survivor, who has intrinsic worth as a human 
being. Cognitive restructuring may involve helping patients come to terms 
with shattered assumptions by developing revised, adaptive views of them-
selves and the world. Treatment may also involve helping patients challenge 
dysfunctional beliefs that have been strengthened by the trauma (e.g., “I 
was born to suffer”) and develop and reinforce more adaptive beliefs (e.g., 
“I can improve my situation, even though life will continue to have its ups 
and downs”).

As an introduction to cognitive restructuring, the patient can be given 
Handout 10.1 (pp. 208–209), which lists cognitive distortions commonly 
associated with PTSD. The distortions arise from dysfunctional beliefs. 
Patients can be asked to review Handout 10.1 and to identify any errors in 
their thinking. To avoid the pejorative term “thinking error,” the handout 
refers to these as “unhelpful thinking patterns.” Restructuring continues 
by asking patients to read Handout 10.2 (p. 210, which describes methods 
for challenging unhelpful beliefs. Patients are also asked to identify their 
maladaptive thoughts whenever they are distressed and write them down 
in the “distressing thoughts” column of Handout 10.3 (pp. 211–212). In 
this way, patients learn to label their thoughts (e.g., “This is an example of 
overestimating danger”). The forms are reviewed during the treatment ses-
sion, where further cognitive restructuring is conducted.

Tailoring Interventions for Children

Some of the interventions described in this and the following chapter are 
too sophisticated for use with young children, although with older children 
(e.g., aged 8 or 9 years or older), simplified versions of these methods can 
sometimes be successfully implemented, depending on the child’s level of 
cognitive development. Children 5–9 years old can often be successfully 
encouraged and trained to use coping statements, combined with simple 
problem solving (Friedberg, McClure, & Garcia, 2014; Vernberg & John-
ston, 2001). The child is taught to identify negative self-statements and to 
replace them with more adaptive statements. For example, “I’m to blame 
that Mommy was beaten” could be replaced with “It was not my fault; I did 
the best I could.” In the same way, self-statements associated with excessive 
fear, such as “I’m weak—I’m too scared to be alone,” can be replaced with 
“I can be brave.”
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Style of Questioning

Cognitive restructuring makes use of Socratic dialogue, which consists of 
guided questioning to help patients identify whether their beliefs are accu-
rate or maladaptive. Socratic dialogue can be used in all stages of treat-
ment, from the initial session onward. In contrast to the lecture approach, 
in which the patient is the passive recipient of information presented by the 
therapist, the Socratic approach encourages patients to do most of the work 
in questioning their beliefs and in coming up with alternatives. The goal is 
not to provide patients with all the answers, but instead to help them think 
for themselves. This method is quite consistent with the treatment engage-
ment methods described in Chapter 8. The following example illustrates 
the use of Socratic dialogue, in which most of the therapist’s dialogue con-
sists of questions and reflections.

TherapisT: What is the worst thing about the fact that your legs were badly 
burned in the fire?

paTienT: The way they look; they’re scarred and horrible.

TherapisT: How does that make you feel?

paTienT: Really terrible.

TherapisT: What would life be like for you if you were able to accept your 
legs the way they are, without feeling terrible?

paTienT: I haven’t thought about that. I suppose life would be better, but I 
don’t know how anyone could feel OK about it.

TherapisT: OK, I appreciate that it may be difficult to accept what’s hap-
pened to you. But do you think it would be an important goal? What 
good things would happen if you didn’t feel terrible about your legs?

paTienT: I guess I wouldn’t be thinking about them all the time, and maybe 
I wouldn’t feel like such a freak.

TherapisT: Those sound like good reasons. What do you think would be a 
good first step to accepting yourself the way you are?

paTienT: I really don’t know.

TherapisT: OK. Let’s see if we can come up with some ideas. The way a 
person thinks influences how they feel. Imagine a person with burned 
and scarred legs who was able to accept him- or herself. What would 
he or she think about his or her legs?

paTienT: I suppose they would think they were just legs, that they still 
worked, and the scarring isn’t visible if they wear long pants.

TherapisT: So, the person would try to look on the bright side, and would 
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remind herself about all the good things about her legs. How is that 
different from the way you’ve been thinking about your legs?

paTienT: I guess I’ve been focusing on how ugly they look, and I haven’t 
been looking at the big picture.

TherapisT: That’s an important point you’ve made; it’s important to look 
at the big picture. How do you feel, emotionally, when you look at 
the big picture? That is, reminding yourself that your legs are in good 
working order, that you are in no pain, and that the scarring is not vis-
ible when you wear pants?

paTienT: I feel a little bit better about myself.

The following vignette illustrates how this process can even be used 
with children. In this example, 9-year-old Janie, who was almost abducted 
by a stranger one afternoon after school, is frightened of returning to 
school. This example comes from the early stages of therapy, where Janie is 
understandably shy and reticent.

TherapisT: I can imagine that you must be pretty scared about going back 
to school.

paTienT: I don’t want to go back.

TherapisT: I would feel the same way if I was you. Are you worried about 
being grabbed by a bad man?

paTienT: (Nods, tearfully.)

TherapisT: Have you told anyone else that you don’t want to go back to 
school?

paTienT: Yes, I told my sister, my mom, and my teacher.

TherapisT: It’s good to talk about these things with people you trust. What 
did they say?

paTienT: Mom says I have to go back.

TherapisT: Did she say why?

paTienT: Because I need to.

TherapisT: So, you need to go back to school, but at the moment it’s too 
scary for you. Is that right?

paTienT: (Nods.)

TherapisT: This sounds like a puzzle to be solved. Do you like solving 
puzzles?

paTienT: I like the puzzles in the video games we play.

TherapisT: OK, good. Let’s talk some more about the puzzles that you like 
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to play, and then we’ll see if we can solve the puzzle of getting back to 
school. Does that like a good idea?

paTienT: Yes.

T R O U B L E S H O O T I N G

There are several general problems that may be encountered with many of 
the cognitive interventions described in this chapter. These are considered 
in this section, and problems in implementing specific interventions are 
discussed in the relevant sections later in this chapter.

Invalidation

Invalidation occurs when people (including the therapist) appear to deny, 
dismiss, or trivialize the patient’s problems (Koerner & Linehan, 2011; Line-
han, 1993). In PTSD treatment, invalidation can occur if the patient per-
ceives that the therapist does not believe or appreciate the significance of (1) 
the patient’s traumatic experiences, (2) the degree of suffering experienced 
by the patient, or (3) the patient’s beliefs about the trauma, its meaning, and 
its consequences. Issues (1) and (2) are relatively straightforward to address 
in therapy, such as by giving patients time to fully describe their experiences 
and by expressing appropriate empathy. The therapist should wait until the 
worst of the experiences have been described. Expressing empathy before the 
patient has finished with his or her narration might lead the patient to per-
ceive the therapist as insincere. The therapist should try to empathize with, 
and validate, patients’ distress about what they have experienced. However, 
it can be counterproductive to validate their dysfunctional beliefs. It can be 
challenging to implement cognitive restructuring for these beliefs; on the one 
hand, you don’t want to alienate your patients or trivialize their problems, 
but, on the other hand, it can be important to find some way of challenging 
their dysfunctional beliefs in order to help them overcome their problems.

One way to prevent invalidation is to avoid telling patients that their 
thinking is “distorted,” “wrong,” or “irrational” (Becker & Zayfert, 2001). 
Dysfunctional or maladaptive beliefs can be framed as “unhelpful” cogni-
tions. If relevant, the therapist could validate the unfairness of the trauma 
(e.g., “Agreeing to come back to his apartment for a drink in no way justi-
fies what he did to you”). Then the therapist could use psychoeducational 
methods (see Chapter 8) to socialize the patient to the idea that traumatic 
events can lead to distorted thinking (e.g., “As a result of what you’ve been 
through, it’s like your brain has been put into self-protection mode, where 
you distrust anyone who vaguely resembles the abuser”). The goal here is to 
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help the patient understand that everyone has, at some time or other, some 
form of dysfunctional thinking. Such beliefs can be caused or strengthened 
by traumatic experiences, and the beliefs can be an extension of the abuse.

“Your ex-husband led you to believe that you were a bad person, and 
from what you’ve said you still have that belief about yourself. So, 
you’re still carrying with you a bit of the abuse; the bit that says you’re 
a bad person. To put the abuse in the past, it may be important to deal 
with that lingering belief. What do you think?”

Reviewing the patient’s pretrauma learning experiences can also be 
useful in helping the patient learn how his or her dysfunctional beliefs 
arose. To avoid patients blaming themselves for having these beliefs, which 
would amplify their distress, they can be assured that these beliefs are a 
common consequence of traumatic experiences.

Unyielding Beliefs

Sometimes the patient’s dysfunctional beliefs are held with remarkably 
strong conviction and are resistant to cognitive restructuring. In such cases 
the first step is to conduct a thorough assessment of the factors responsible 
for maintaining belief strength. Are influential friends or significant others 
reinforcing the patient’s beliefs? In such cases it may be difficult to make 
headway in treatment unless these problems are addressed. If a significant 
other, for example, appears to be interfering with treatment progress, then 
this person could be invited, with the patient’s permission, to a session 
with the therapist and patient, in which the significant other’s views and 
concerns are discussed, and any misconceptions can be addressed.

Dysfunctional beliefs also may be strongly held because there is a mis-
match between the intervention used by the therapist and the patient’s per-
sonal epistemology (Hofer & Pintrich, 2002), that is, the criteria that the 
person considers to be valid for gathering knowledge about the world. For 
some people, advice from an expert, combined with a review of the evi-
dence, meets criteria for valid knowledge. For other people, it is necessary 
that they go out and do something to prove that the knowledge is valid. 
For example, a military veteran of the war in Iraq might not be convinced 
by verbal disputation that it is safe to go to a Middle Eastern restaurant in 
his Midwestern U.S. hometown. His personal epistemology may require 
that he actually prove this to himself, by going to such restaurants. In such 
cases, cognitive restructuring exercises may be of limited value, and expo-
sure exercises may be necessary.
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Safety behaviors and safety signals, which were defined in Chapter 
3, could also prevent the change of dysfunctional beliefs (e.g., “I’m safe 
only because potential muggers can tell, by the look in my eyes, that I’m 
carrying a knife”). Chapter 13 discusses ways that safety behaviors can be 
gradually dropped and safety signals can be faded out, in order to test the 
patient’s beliefs.

If the patient’s trauma-related beliefs are being reinforced by inter-
mittent exposure to genuine danger, then the therapist should reconsider 
whether these beliefs are truly dysfunctional. If there is a significant risk of 
danger, then treatment should focus on the patient’s safety—via problem 
solving—instead of helping the patient feel more comfortable about his or 
her current circumstances.

Beliefs about Recovery

Patients may sometimes be reluctant to complete cognitive restructuring 
exercises that encourage them to feel good about themselves. Patients might 
believe that if they feel happy about themselves and the world, they are 
courting danger by being unable to keep safe or that they will become 
too happy with themselves and thereby set themselves up for a letdown 
(“Pride goeth before a fall”). Survivors of traumas in which other people 
were killed may believe that they are dishonoring the dead by moving on 
with their lives and may feel guilty at the very thought of feeling good about 
themselves. Other patients pose the opposite sort of problem; they con-
tinually worry about their rate of progress and are concerned that therapy 
might not work for them (“I’m not getting better as quickly as I should; 
maybe treatment won’t help and I’ll be miserable for the rest of my life”). 
These problems are grist for the cognitive mill. The therapist should iden-
tify the relevant beliefs and address them with one or more of the cognitive 
interventions discussed in this chapter.

Homework Adherence

Homework adherence problems are another set of challenges that may be 
encountered. Homework in cognitive restructuring consists of monitoring 
distressing thoughts, using forms such as Handout 10.3, or conducting 
some other exercises, such as a worry or rumination diary. There are several 
reasons why patients may not complete these exercises. If the patient has 
not completed a given homework exercise, then the therapist should check 
whether the patient understood the rationale for the exercise and how it 
should be done. Patients will be understandably reluctant to complete an 
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exercise if they don’t see why they should do it, or don’t understand how it 
should be done.

Homework adherence problems also could arise because the task is too 
difficult or distressing. A patient who has difficulty with written expression 
may be embarrassed by or ashamed of doing any writing (e.g., as in the cog-
nitive restructuring forms) and, as a result, actually feel worse after doing 
the exercise rather than better. Some patients are worried about doing 
the exercise “perfectly” because they fear disapproval from the therapist. 
Other patients avoid cognitive restructuring exercises that cause them to 
think about distressing thoughts or memories. Logistics problems, such as 
“not finding the time,” can also interfere with homework completion. Trust 
issues can also get in the way of cognitive restructuring homework. Some 
patients worry about the confidentiality of the things they write down, 
especially their private thoughts about experiences that they perceive to be 
shameful. Each of these issues can be addressed by correcting misunder-
standings, or by applying cognitive restructuring to beliefs associated with 
the problem (e.g., “It’s not safe to write down my feelings” or “I have to 
do my homework perfectly”). The therapist should also check whether the 
homework assignment is truly relevant to the patient’s problems.

EMPIRICAL DISPUTATIONS

Empirical disputations help patients examine the evidence for and against 
their dysfunctional beliefs. Alternative, adaptive beliefs are generated by 
the patient and therapist. Evidence to evaluate the beliefs is collected from 
the patient’s own experiences and from other sources. There are several 
questions that patients can ask themselves to facilitate the process:

•	 “What evidence do I have for this belief?”
•	 “Is there any evidence that is inconsistent with the belief?”
•	 “Is there another explanation or alternative way of looking at 

things?”

Once the evidence is generated, the patient and therapist decide which 
belief is best supported. To determine whether this exercise is persuasive, 
the patient can be asked to rate the strength (zero to 100) of the dysfunc-
tional and alternative beliefs before and after reviewing the evidence. If the 
exercise is effective, then it should reduce the strength of the dysfunctional 
belief and increase the strength of the alternative. The key points from the 
exercises can be distilled into a pithy statement written on a card, which 
the patient carries and reviews as needed. Empirical disputations can be 
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conducted with the aid of Handout 10.4 (p. 213), which is used during 
therapy sessions and as a homework assignment.

During the treatment session, the patient and therapist can generate 
coping statements, which express the adaptive belief and are reviewed when 
needed. Consider the belief that “a hurricane could strike at any time.” An 
appropriate coping statement might be: “Hurricanes are rare events, and 
they can be predicted well in advance by meteorologists. So, I can assume 
I’m safe unless I receive news to the contrary.”

T R O U B L E S H O O T I N G

Empirical disputations are most effective when they focus on clearly 
defined beliefs. This permits the therapist and patient to identify evidence 
that unambiguously supports or refutes the beliefs. Sometimes, however, 
patients may have difficulty articulating their beliefs because they are 
embarrassed about them, or because discussing the beliefs makes them 
feel anxious. Deliberate evasiveness (avoidance) may be suspected when 
the patient is visibly distressed about discussing the beliefs and attempts 
to shift the topic of conversation. The therapist can address this problem 
by directly but tactfully raising it with the patient and then collaboratively 
looking for solutions. The therapist should be mindful of the quality of the 
therapeutic relationship and the way in which the empirical disputations 
are implemented. Patients will be reluctant to engage in treatment if they 
feel attacked or criticized for disclosing their beliefs.

Another problem that can arise when conducting empirical disputa-
tions concerns the issue of disproving the negative. A patient might say, 
“How do you know that I won’t be on a plane that gets hijacked by terror-
ists?” These sorts of questions contain an implicit demand for certainty. 
When they arise in the course of empirical disputations, the therapist 
can try using a disputation that challenges the demand for certainty (see 
below).

ADAPTIVE DISPUTATIONS

Highlighting the Cost of Dysfunctional Beliefs

Adaptive disputations involve an analysis of the costs and benefits of hold-
ing particular beliefs. To illustrate, Mark was badly beaten and robbed by 
a gang of youths. In an attempt to prevent this happening again, he tried to 
avoid leaving his apartment. Although Mark lived in a city with a relatively 
low crime rate, he believed that “the streets are very dangerous; the best 
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way to stay safe is to remain at home.” Mark was asked to consider the 
adaptiveness of this belief by asking himself the following: “How does this 
belief impair my quality of life? Is there an alternative, more useful belief I 
could consider?”

Challenging the Demand for Certainty

Even when the chances of experiencing another traumatic event are very 
low, patients may still worry about the possibility of it happening. In 
such cases it can be useful to assess whether the patient has an unrealistic 
demand for certainty. The latter is reflected in beliefs such as “I can never 
relax so long as I know that        could happen.” To challenge 
demands for certainty, the patient can consider the following questions: Is 
it useful for me to worry about        or are my worries spoiling my 
life? What sorts of uncertainties am I prepared to tolerate? Have I learned 
to tolerate other uncertainties? How did I do this? The patient and thera-
pist can review the daily low-probability “risks” that the patient already 
takes, such as breathing smoggy air, freeway driving, or using pedestrian 
crosswalks. These examples can help patients learn that they already toler-
ate all kinds of uncertainties, and therefore can learn to accept other low-
probability uncertainties.

T R O U B L E S H O O T I N G

Sometimes patients readily acknowledge the maladaptiveness of their 
beliefs but insist that they can’t help but worry. In these cases the therapist 
might shift to an alternative cognitive intervention, such as an empirical 
disputation to challenge the beliefs or to a worry control strategy.

DISTANCING STRATEGIES

Distancing as a Way of Gaining Perspective

Distancing strategies (Beck, 2011; Leahy, 2003) are methods for helping 
patients view their beliefs objectively, as assumptions rather than as facts. 
There are several kinds of distancing strategies.

	• Observe, describe, but don’t evaluate. Patients can be asked to 
record the sequence of events during episodes of distress (in situations in 
which there is no real danger), objectively observing, as if they were scien-
tists, the sequence of their symptoms, thoughts, feelings, and behaviors. 
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The task is simply to observe and describe these events, without evaluating 
them as good or bad, and without trying to influence them.

	• Shift perspective. This involves taking another person’s perspective. 
Kasuma, for example, believed that she was a “tainted person” because she 
had been raped. To challenge this belief she was asked whether she thought 
that other rape survivors were tainted, and whether other people regard 
her as tainted. Given that she didn’t see other rape survivors as tainted, and 
there was no evidence that other people thought she’s tainted, she was able 
to see that she was not tainted. To consolidate this learning, she decided to 
join a rape survivors support group, where she gained further evidence that 
rape survivors come from all walks of life and that there is nothing inher-
ently tainted about them.

	• In vivo labeling of cognitions. Here, patients are taught to label their 
beliefs. Whenever Kasuma had the thought “I’m tainted,” she responded 
with the following self-statement: “I’m putting a label on myself, which I 
don’t deserve.” This intervention is particularly useful for patients who have 
too many dysfunctional cognitions to individually challenge. For example, 
Carl, a combat veteran, had a torrent of thoughts about danger whenever he 
saw “foreign-looking people.” With practice, he became adept at dismissing 
these thoughts by labeling them as “PTSD thinking.”

	• Telescoping. To put the trauma in perspective, patients are asked to 
imagine that they are looking back on their life 10 years from now. How 
would they evaluate their current beliefs a decade from now? Would they 
take them seriously or dismiss them?

T R O U B L E S H O O T I N G

It requires practice for patients to become adept at distancing themselves 
from their dysfunctional beliefs. This can be particularly difficult when the 
beliefs are strongly held. Failure experiences can be discouraging, so it is 
often best to start practicing with mildly distressing beliefs. With practice, 
patients can often progress to successfully distancing themselves from more 
distressing cognitions.

MANAGEMENT OF WORRY AND RUMINATION

Worry consists of a chain of thoughts about threatening events, along with 
attempts to think of ways of averting or dealing with these events. Rumi-
nation consists of persistently thinking over the traumatic event and its 
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aftermath, along with repeatedly asking oneself questions like “Why me?” 
Patients often report that their worry or rumination is largely involun-
tary; they might deliberately initiate worry or rumination—to try to solve 
problems—and then have difficulty discontinuing this pattern of thinking. 
Alternatively, they may find that worry and rumination are automatically 
triggered and difficult to terminate.

For patients who believe that prolonged worry and rumination are 
appropriate things to do, the adaptiveness of these forms of thinking can 
be explored by considering the costs and benefits. The patient and ther-
apist should try to come up with a realistic estimation of the degree of 
threat in the patient’s life. If worry and rumination are clearly excessive 
and not justified by the degree of threat in the patient’s life, then adaptive 
disputations could be implemented and behavioral experiments generated, 
where patients compare their distress levels on days that they did worry 
versus days they didn’t. Borkovec, Wilkinson, Folensbee, and Lerman’s 
(1983) stimulus control exercise is another useful way of reducing worry 
and rumination (McGowan & Behar, 2013; Newman, Crits-Christoph, & 
Szkodny, 2013), as described in Handout 10.5 (pp. 214–215).

This method can be combined with cognitive restructuring, whereby 
the material written down in the stimuli control exercises is evaluated by 
using cognitive disputations. This can be used, for example, to treat rumi-
native “mental undoing,” in which the person repeatedly thinks about what 
he or she could have done to prevent the trauma. This type of thinking 
takes the form of “If only . . . ” thoughts and usually concerns the person’s 
inaction; “If only I’d cleaned my gun before we went out on patrol, then it 
wouldn’t have jammed and my buddy would still be alive.”

To therapeutically address mental undoing, the therapist could empa-
thize that such undoing is a common way of dealing with trauma (Lehman, 
Wortman, & Williams, 1987; Silver & Updegraff, 2013), but this sort of 
thinking doesn’t change what happened and doesn’t help the person over-
come his or her trauma. In fact, it may perpetuate distress (Davis, Lehman, 
Wortman, Silver, & Thompson, 1995; Dunmore, Clark, & Ehlers, 1997). 
Cognitive interventions for guilt-related beliefs (see Chapter 11) could also 
be helpful. It is also worth reviewing whether the patient’s “if only” plans 
would have really worked (Resick & Schnicke, 1993). One can also review 
whether it would have been reasonable to come up with these plans in the 
heat of the moment. For example, the therapist could say something like 
the following:

“You’ve had 20 years to think about the things you could have done 
differently. Twenty years to think of all the possible solutions, to reject 
the bad ones and think about, polish, and refine the good ones. How 
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much time did you have to make a decision that day 20 years ago? You 
didn’t have years; you had to make a split-second decision about an 
emergency that you’d never encountered before, and you’d never been 
trained to deal with such an event. Aren’t you being unfair to yourself 
by insisting that you should have done better? Would you criticize one 
of your buddies if he’d done the same thing that you did?”

For children, stimulus control of worry or rumination can be facilitated 
by using play therapy techniques, such as the “Worry Can” (Jones, 1997). 
Here, the therapist produces a can with a plastic lid (such as an empty cof-
fee tin), some colored paper, felt markers, glue, and scissors. The therapist 
cuts a strip of paper large enough to be completely wrapped around the 
can and then asks the child to draw the things that he or she finds scary 
on one side of the paper and color them with the markers. The strip is then 
glued around the can, and a slot is cut in the lid, large enough for slips of 
paper to be posted into the can. The child is then asked to write down, 
on slips of paper, the things that are worrying him or her and to discuss 
them with the therapist. The purpose of the exercise is essentially the same 
as the stimulus control exercise used with adults. The child spends some 
time each day (e.g., a 10-minute worry period) writing down worries and 
then posts them into the Worry Can. If the worries come to mind at other 
times in the day, the child defers worry until the worry period (e.g., “I’ll 
think of these things later, during the worry period”). The child is asked to 
bring the Worry Can to each therapy session, where the child and therapist 
discuss the worries and try to address them with either problem solving or 
cognitive restructuring (as appropriate to the developmental level of the 
child).

T R O U B L E S H O O T I N G

A problem with the stimulus control method is encouraging patients to 
consistently practice the exercise. Patients who “can’t find time” to practice 
could be asked to consider the pros and cons of the procedure and then 
to schedule a regular time for practice. Patients who believe that worry or 
rumination is adaptive may be reluctant to use the method. Here, it may 
first be necessary to implement other interventions (e.g., adaptive disputa-
tions) to highlight the maladaptiveness of excessive worry or rumination.

It is not uncommon for patients to report that they try to avoid think-
ing about the trauma because if they think about it, then they will ruminate 
for hours. In such cases an adaptive disputation is unlikely to be helpful; 
these patients know they ruminate too much and they are trying to deal 
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with this through avoidance. An alternative approach is to help them better 
come to terms with the trauma. This may involve looking at beliefs con-
cerning the meaning and implications of the trauma.

SELECTING AND SEQUENCING 
COGNITIVE INTERVENTIONS

The choice and timing of interventions depends on many factors, including 
the treatment plan based on the case formulation and the patient’s goals 
and preferences. If the patient has limited cognitive abilities, or difficulties 
with the language used in therapy (e.g., English), then cognitive interven-
tions would be greatly simplified, with treatment focusing on other inter-
ventions, such as emotion regulation methods and exposure exercises (e.g., 
imaginal exposure in the patient’s native language; see Chapter 12).

If there are problems with the therapeutic relationship, such as dif-
ficulty trusting the therapist, then beliefs associated with trust, abuse, and 
betrayal may need to be addressed early in treatment, along with other 
interventions to enhance trust (e.g., ensuring that the patient feels the thera-
pist is taking his or her problems seriously, or perhaps offering some appro-
priate therapist self-disclosure).

Where should you start with patients who have a mélange of dysfunc-
tional beliefs? For example, Anna was in therapy for PTSD arising from 
an abusive relationship that she had left several years earlier. Despite the 
passage of time, she continued to hold a range of beliefs that appeared 
to have been formed during the period of abuse, for example, “I’m never 
safe,” “I’m weak and fragile,” “He’s still a threat—he could be back at any 
time,” “I’m a stupid fool for putting up with his abuse,” “I can’t control my 
thinking—I feel like I’m losing my mind,” “I’ll never have a happy relation-
ship,” “You never know who’s going to hurt you—people that seem OK on 
the outside can suddenly turn into weirdos.” The risk is that the therapist 
will feel overwhelmed with this welter of beliefs and try to tackle them 
all in too short a period of time, or become sidetracked from working on 
one belief as another belief becomes evident. To deal with this problem, 
a thorough cognitive assessment (see Chapter 6) is important to identify 
beliefs that are central to the patient’s problems. The patient and therapist 
could then set priorities on which beliefs to tackle first and agree not to 
get sidetracked on other beliefs unless it is absolutely necessary. Often the 
most important beliefs are those associated with the greatest distress or 
functional impairment. In Anna’s case, she chose the belief “He’s still a 
threat—he could be back at any time” because this one was creating the 
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greatest distress, and her preoccupation with this belief prevented her from 
effectively doing her job.

The particular types of cognitive factors driving the patient’s current 
level of distress may change over the course of therapy, which can require 
revisions to the case formulation and treatment plan. This is illustrated in 
the following case, in which the relative importance of one cognitive factor 
(a particular dysfunctional belief) was eclipsed by the occurrence of a series 
of stressors, which fueled another cognitive factor (worry about various life 
stressors).

For several sessions, Shanice and her therapist were making good prog-
ress in helping her feel more comfortable among men, by reviewing the evi-
dence for her belief that “men will abuse or ridicule me if I express my needs, 
wants, or preferences.” But then treatment was derailed by a series of events. 
Over a series of weeks, Shanice’s mother was diagnosed with lung cancer, 
Shanice was laid off from her job, and her son was diagnosed with attention-
deficit/hyperactivity disorder. As a single, unemployed mother, she felt over-
whelmed and was constantly worried about her living circumstances and her 
mother. Work on her beliefs about men became unimportant to her. Indeed, 
it appeared that most of her current distress was driven by both realistic and 
unrealistic (catastrophic) worries about her current difficulties. These factors 
also appeared to be exacerbating her PTSD symptoms, particularly hyper-
arousal symptoms. Given this shift in the factors that appeared to be influenc-
ing her symptoms, the treatment plan was changed (temporarily, it was hoped) 
to focus on practical problem-solving and worry management strategies to 
help Shanice cope with her present difficulties.

SUMMARY

There are several major classes of cognitive intervention, including empiri-
cal disputations (i.e., examining the evidence), adaptive disputations (ques-
tioning the adaptiveness of a given belief), and methods for controlling 
thought processes (rumination and worry management). The choice of 
intervention depends, in part, on the nature of the patient’s problems. 
When implementing cognitive interventions it is important to check the 
patient’s understanding of what was covered in the session, and how the 
patient experienced the restructuring exercises. This is important to pre-
vent misunderstanding and to identify and address any problems with 
invalidation.
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HANDOUT 10.1. Cognitive Distortions 
Associated with PTSD

THINKING PATTERNS THAT CREATE DISTRESS

The following are common thinking patterns that create excessive distress in 
people who have survived a traumatic experience. The trauma can cause or 
strengthen these thinking patterns. These categories of thinking patterns overlap 
to some extent, but they are still useful for helping you understand how thinking 
patterns can influence feelings of trauma-related anxiety, anger, guilt, depression, 
or shame.

Which of the Following Thinking Patterns Might Contribute  
to Your Problems?

All-or-nothing thinking. Seeing things in black-and-white categories, ignoring the 
shades of gray. Examples of all-or-nothing thinking are: “I’m either safe or in 
danger,” “If I’m not a good person then I must be a bad person,” “You’re either a 
friend or an enemy.” Traumatic experiences can contribute to all-or-nothing think-
ing, because trauma is often an all-or-nothing situation. For example, a person 
was either raped or he or she wasn’t raped.

Overfocusing on the negatives. Picking out a single negative detail and ignoring 
the positives. For example, focusing on news reports of murders and ignoring all 
the evidence that your neighborhood is safe.

Disqualifying the positives. Rejecting positive information. For example, a rape 
survivor, who wanted to start dating men again, had a nice conversation over cof-
fee with a male friend but said that this positive experience “didn’t count” because 
the man could still have dark, violent secrets that she didn’t know about.

Jumping to conclusions. For example, hearing people yelling outside and immedi-
ately assuming that someone will be seriously hurt or even killed. Another example 
is hearing the floorboards creaking at night and jumping to the conclusion that a 
dangerous burglar has broken into the house.

From Clinician’s Guide to PTSD, Second Edition, by Steven Taylor. Copyright © 2017 The 
Guilford Press. Permission to photocopy this handout is granted to purchasers of this book 
for personal use or use with clients (see copyright page for details). Purchasers can download 
enlarged versions of this material (see the box at the end of the table of contents).
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Catastrophizing. Magnifying in your mind the badness of an event, which then 
increases how upset you feel. For example, assuming that a flashback means that 
you’re going crazy. Or assuming a fender bender is a terrible disaster.

Overgeneralization. Taking one example as “proof” for a general rule. For example, 
“Osama bin Laden was from Saudi Arabia; therefore, all Saudis can’t be trusted.” 
Another example: “I was mugged by a man who had been drinking; therefore, all 
men will become violent if they get drunk.”

Emotional reasoning. Regarding your feelings as facts. For example, “There must 
be danger because I feel anxious.” If emotional reasoning is one of your thinking 
patterns, then you need to review the evidence in your life to determine whether 
your emotional reasoning is accurate or inaccurate. For example, how many times 
have you had the gut feeling or instinct that you are in danger? Of those times, how 
many times were you wrong and how many times were you right?

Intolerance of uncertainty. Refusing to accept the reality that uncertainty is a part 
of everyday life and insisting that perfect certainty can and should be obtained. 
For example, insisting that “I must ensure that I’m completely safe” or “I need to 
know everything about a person before I’m prepared to trust him or her.”

Superstitious thinking. Assuming that something you do prevents bad things from 
happening, because the bad events haven’t happened so far. For example, “Ever 
since the assault I’ve carried a pistol in my bag. I’ve never been attacked since I’ve 
been carrying the pistol, so therefore it must be warding off danger.” Notice that 
carrying a pistol might have had nothing to do with being safe; the person may 
simply have been staying away from dangerous places. In fact, carrying a pistol 
could make the person less safe, especially if the person was assaulted again and 
the assailant got hold of the gun.

HANDOUT 10.1. (page 2 of 2)
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HANDOUT 10.2. Methods for Challenging 
Dysfunctional Beliefs

STOPPING UNHELPFUL THOUGHTS FROM RULING YOUR LIFE

Some types of thoughts are unhelpful and create distress. Those types of thoughts 
can result from a traumatic event, or they might arise from other life experiences. 
Examples of unhelpful, upsetting thoughts include the following: “I am never safe,” 
“I can’t trust anyone,” “I’m incompetent,” “I’ll be abused if I get close to people,” 
“I have no future,” or “My nightmares will never go away.” These sorts of thoughts 
can make a person’s life miserable. If you have upsetting thoughts, then it is 
important to check out whether the thoughts are accurate or helpful, and whether 
they can be replaced with more useful types of thoughts. For example, the thought 
“I’ll be abused if I get close to people” could be replaced with “I can learn how to 
spot nonabusive people, so I can get close without being hurt.” You can evaluate 
your thoughts by asking yourself questions such as the following ones:

•	 Does this thought match one of the unhelpful thinking patterns in Handout 
10.1 “Thinking Patterns That Create Distress”?

•	 Is this a useful thought to have? List all the problems that this thought 
causes in your life (e.g., unpleasant feelings, excessive avoidance).

•	 How would your life be different if you didn’t have this thought?

•	 Does this thought contain extreme words, such as “never,” “always,” and 
“should”? Are the extremes justified?

•	 Are you putting labels on yourself or other people (e.g., calling yourself 
abusive names like “dumb,” “incompetent,” or “a fool”)? Are these labels 
justified?

•	 What evidence do you have for and against this thought?

•	 What advice would you have for a friend who was troubled by this type of 
thought?

•	 Is there another way of looking at things? That is, can your upsetting thought 
be replaced with a more calming thought?

Use one or more of these questions to examine the thoughts you write down 
in the “Thought Recording Form” (Handout 10.3).

From Clinician’s Guide to PTSD, Second Edition, by Steven Taylor. Copyright © 2017 The 
Guilford Press. Permission to photocopy this handout is granted to purchasers of this book 
for personal use or use with clients (see copyright page for details). Purchasers can download 
enlarged versions of this material (see the box at the end of the table of contents).
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HANDOUT 10.3. Cognitive Restructuring Form

THOUGHT RECORDING FORM

Instructions: The purpose of this form is to help you change unhelpful thoughts and 
behaviors. Please carry this form with you (e.g., in your wallet or purse) and record details 
of upsetting experiences after they occur, or as soon as possible afterward. Use extra 
sheets as needed.

 
 
 
 
Day and 
date

 
Triggers (e.g., 
an event, 
person, 
or bodily 
sensation)

 
 
 
Thoughts (and  
strength of 
belief, 0–100)

 
Emotion 
(and 
intensity of 
emotion, 
0–100)

Behaviors that 
may be calming 
in the short 
term but create 
problems in the 
longer term

 
 
 
Rational responses 
and good coping 
responses

EXAMPLE Drove 
past a car 
accident.

Dangerous 
drivers are 
everywhere. 
(Be lieved  
it 100%)

Anxiety 
(80%) 
Anger 
(50%)

Braked and 
slowed down 
as I drove 
through 
intersections, 
even though 
the lights 
were green. 
Other drivers 
got mad at me 
because I was 
driving so 
slow.

Told myself that 
I drive past 
thousands of 
cars each week 
and rare l y s ee 
accidents . 
Reminded myself 
that nobody 
wants to be in an 
accident, and so 
most drivers try to 
be safe. 
Told myself 
braking at green 
lights wil l cause 
more harm than 
good .

EXAMPLE I had a 
flashback 
about my 
rape; it fe l t 
like it was 
happening 
a l l over 
again.

I’m los ing 
my mind. 
I’l l n ever 
get over 
the trauma. 
(Both 90%)

Terrified 
(100%)

Drank some 
wine to ca lm 
down.

Flashbacks are 
upsetting but 
they can’t hurt 
me. The rape is in 
the past. 
I wil l get over 
the trauma if I 
keep working at 
therapy. 
I don’t n eed to 
drink to fee l 
ca lm; I can go for 
a wa lk or take a 
hot bath instead .

From Clinician’s Guide to PTSD, Second Edition, by Steven Taylor. Copyright © 2017 The 
Guilford Press. Permission to photocopy this handout is granted to purchasers of this book 
for personal use or use with clients (see copyright page for details). Purchasers can download 
enlarged versions of this material (see the box at the end of the table of contents).

                           (continued)
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Day and 
date

 
Triggers (e.g., 
an event, 
person, 
or bodily 
sensation)

 
 
 
Thoughts (and  
strength of 
belief, 0–100)

 
Emotion 
(and 
intensity of 
emotion, 
0–100)

Behaviors that 
may be calming  
in the short 
term but create 
problems in the 
longer term

 
 
 
Rational responses 
and good coping 
responses

HANDOUT 10.3. (page 2 of 2)
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HANDOUT 10.4. Matrix Method 
for Challenging Dysfunctional Beliefs

 
Evidence for the belief

Evidence against  
the belief

Distressing belief 
Example: “Working as a bank 
teller is a very dangerous 
profession.”

Alternative belief 
Example: “People are more 
likely to die from smoking or 
overeating than from bank 
robberies. In other words, 
working as a bank teller is no 
more dangerous than the other 
things I do.”

From Clinician’s Guide to PTSD, Second Edition, by Steven Taylor. Copyright © 2017 The 
Guilford Press. Permission to photocopy this handout is granted to purchasers of this book 
for personal use or use with clients (see copyright page for details). Purchasers can download 
enlarged versions of this material (see the box at the end of the table of contents).
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HANDOUT 10.5. Stimulus Control 
for Excessive Worry and Ruminative Thinking

CONTROLLING WORRY AND RUMINATIVE THINKING

Worry consists of a chain of thoughts about threatening events, along with 
attempts to think of ways of averting or dealing with these events. Rumination is a 
similar pattern of thinking in which the person persistently thinks about an event. 
For example, a person who was injured in a boating accident kept going over the 
accident again and again in his mind, asking himself, “Why me?” A woman who 
was abused by her former husband kept dwelling on the abuse, and kept think-
ing, “How can I get even with him for what he’s done?” Rumination and excessive 
worry can ruin your quality of life. If you are troubled by excessive worry or rumi-
nation, then try the following:

Try stopping. Are you able to intentionally stop worrying or ruminating? If so, 
try stopping for a day and see how it feels. If a person thought, for example, that 
excessive worry kept her safe, then she might try to stop worrying for a day to 
test whether worry has any effect on safety. If this possibility interests you, then 
discuss it with your therapist.

If you have difficulty controlling your worry or rumination, then try the fol-
lowing:

1. Establish a time each day in which you will worry or ruminate.

Set aside 30 minutes each day. Try to do all your worrying or ruminating during 
that period. For example, you might decide that your worry/rumination period will 
be from 6:00 to 6:30 each night. Don’t schedule it too late in the evening; other-
wise it might delay you from getting to sleep.

2. Write out your worries or ruminations.

Write out all your worries or ruminations during the worry/rumination period. Writ-
ing them out can help you view them more objectively. Use the “Thinking Pat-
terns That Create Distress” in Handout 10.1 to see if your worries or ruminations 
contain any thinking errors. You might also decide to problem-solve some of your 
concerns, or you might find that some concerns are unnecessary and can be 
simply dismissed.

From Clinician’s Guide to PTSD, Second Edition, by Steven Taylor. Copyright © 2017 The 
Guilford Press. Permission to photocopy this handout is granted to purchasers of this book 
for personal use or use with clients (see copyright page for details). Purchasers can download 
enlarged versions of this material (see the box at the end of the table of contents).

                           (continued)
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3. Postpone.

When you catch yourself worrying or ruminating at other times, try to postpone 
it until your daily worry or rumination period. You might make a brief note of the 
worry or rumination in a notebook, and tell yourself, “I’ll think about this later.”

4. Practice, practice, practice!

The more you practice these exercises the better you will become at controlling 
your unwanted patterns of thinking.

HANDOUT 10.5. (page 2 of 2)
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C H A P T E R  11

Cognitive Interventions II
Methods for Specific Types of Beliefs

Among the most important developments in cognitive restructuring for 
PTSD are methods for targeting specific beliefs that are commonly asso-
ciated with this disorder, such as beliefs associated with trauma-related 
guilt, mental defeat, and numbing. These methods are covered in the pres-
ent chapter, along with methods for addressing other forms of maladaptive, 
PTSD-related beliefs.

Although patients may hold highly idiosyncratic trauma-related 
beliefs, most dysfunctional beliefs associated with PTSD can be grouped 
into a small number of categories, including metaphysical beliefs associated 
with the meaning of trauma, beliefs about the self (which are often associ-
ated with shame and guilt), beliefs about other people and the world, and 
beliefs about one’s symptoms and psychological functioning. Methods for 
challenging these and other beliefs are discussed in the following sections. 
These methods are generally more appropriate for adolescents and adults 
than for children. Simplified versions of the methods could be used with 
older children (e.g., 8- or 9-year-olds), but for younger children (e.g., 5- to 
8-year-olds), simple problem-solving and coping statements are more use-
ful, as described in the previous chapter.

BELIEFS ABOUT THE DANGEROUSNESS 
OF PEOPLE AND THE WORLD

The challenge in addressing distorted beliefs about the dangerousness of 
people and the world is that these beliefs contain a grain of truth; people 
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and the world can be unpredictably and uncontrollably dangerous. There is 
no guarantee that the patient will not experience another traumatic event, 
such as a disaster or interpersonal violence. To address this issue, cognitive 
restructuring for beliefs about other people and the world can focus on the 
person’s beliefs about uncertainty, safety, and danger.

The person’s tolerance for uncertainty can be explored, as discussed in 
Chapter 10. The person’s beliefs about cues to danger and safety can also 
be reviewed. Is the person able to identify which situations are likely to be 
safe or dangerous? It is not uncommon for trauma survivors to overgener-
alize their conceptions of danger, that is, to assume that all situations are 
dangerous unless proven otherwise. The adaptiveness of such beliefs can 
be explored, and available evidence can be reviewed to help the patient 
develop personally acceptable and empirically justified guidelines for dis-
tinguishing safety from danger.

When challenging dysfunctional beliefs about danger, and helping the 
patient establish reasonable guidelines for distinguishing safety from dan-
ger, it is important to consider the quality of the evidence. To this end, one 
needs to distinguish interpretations from facts. Dominic firmly believed 
that driving downtown was dangerous. His evidence was all the “near 
misses” and “close calls” he experienced while driving. Further discussion 
revealed that he used extremely liberal criteria to define these events. An 
instance of what he considered to be a near miss, for example, consisted 
of some drivers’ car nudging slightly out of a side street as Dominic drove 
past. Dominic and the therapist discussed whether it was helpful for him to 
label these things as near misses. Such labels led him to be excessively anx-
ious while driving. After some discussion, including a review of how many 
times these sorts of near misses actually led to accidents, Dominic agreed 
that it was better to label such events as “things to notice while driving, but 
no cause for alarm.” This, in turn, helped challenge his belief that driving 
downtown was dangerous. It also helped him distinguish real danger (real 
near misses) from things that an observant driver would detect (e.g., a car 
nudging out from a side street) without becoming alarmed.

Another way of addressing danger-related beliefs is to review the evi-
dence that the traumatic event is over, that is, that the danger is in the 
past. As part of this exercise, the therapist should attend to the language 
that patients are using: Are they using language that gives the trauma an 
ever-present or unfinished quality? Caterina, for example, was a survivor 
of spousal abuse. She felt constantly in danger, which was fueled by inter-
mittent, but nonviolent, contacts with her former husband (as part of his 
child visitation rights). Treatment involved examining the evidence that the 
abuse was over. There were several pieces of evidence: (1) it had been many 
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years since the last episode of abuse; (2) her ex-husband was no longer using 
drugs or alcohol, which had fueled past violence; (3) her ex-husband was 
clearly worried about losing visitation privileges if he acted abusively; and 
(4) he had completed a court-ordered anger management program and over 
the past 2 years purportedly had very few episodes of anger in all spheres 
of his life (work, driving, etc.). Although all this evidence did not guarantee 
that her ex-husband would never again be abusive, after reviewing the evi-
dence Caterina was prepared to accept the probability that the abuse was 
quite likely over. She was also encouraged to examine the words she used 
to describe herself and her ex-husband. She regularly called herself “a vic-
tim of violence,” which had connotations of passivity and powerlessness. 
She was encouraged to see herself as “a survivor, who has moved on to a 
better life.” She thought of her ex-husband as “my violent husband.” The 
therapist pointed out that this way of thinking about him perpetuated her 
sense of threat; he was no longer her husband, and he had not been violent 
for some years. Caterina tried thinking about him as “my formerly violent 
ex-husband,” which she later abbreviated to simply “my ex.”

For some patients, one of the most disturbing aspects of the trauma is 
that their previously held beliefs have been shattered. This could involve the 
shattering of “just world” assumptions, such as “Bad things don’t happen 
to good people like me” or “My world is fair and just; people only get what 
they deserve.” In such cases, cognitive restructuring can be used to help 
patients understand the nature of shattered assumptions, and to help them 
to rebuild their beliefs about the world in a way that avoids the extremes 
of both cynicism (“Deep down, people are plain bad”) and naivety (“The 
assault was a freak accident; it will never, ever happen again”). This is 
illustrated in the following vignette, which concerns an 18-year-old univer-
sity student who was sexually assaulted by an ex-boyfriend. The vignette 
illustrates an early phase in rebuilding and refining the patient’s shattered 
assumptions about other people.

sue: I’ve lost my faith in humanity. Not only was I raped by my ex-boy-
friend, but to top it off the first pharmacist I saw refused to fill my pre-
scription for the morning-after pill. I was lucky I didn’t get pregnant.

TherapisT: You’ve been through some rough times, and I can see how 
you’d be feeling disillusioned. Can you tell me a bit more about what 
you mean when you say you’ve lost faith in humanity?

sue: I feel cynical, like I can’t rely on people. The people who should have 
been trustworthy have abused me and let me down.

TherapisT: What was your view of humanity before the rape?

sue: I suppose I was idealistic. I tended to see the best in people.
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TherapisT: And now your experiences with your ex-boyfriend and the 
pharmacist have shattered your assumptions about humanity.

sue: Yes.

TherapisT: It’s easy to become really cynical about other people, especially 
after the sorts of experiences that you’ve had, to go from being ideal-
istic to being cynical. How does it feel emotionally to have no faith in 
all humanity?

sue: It feels terrible. I feel sad, angry, and hopeless.

TherapisT: I wonder if there’s another way to think about humanity, some-
where in the middle, in between idealism and cynicism. I mean, is 
there anyone in your life that you have faith in?

sue: Well, I guess. My family has been really supportive, and so have my 
friends.

TherapisT: OK. And did you find a pharmacist who would fill your pre-
scription?

sue: Yes, she was really nice about it.

TherapisT: That’s good. And what about the campus police? You men-
tioned earlier that they charged your ex.

sue: Yes, they were really helpful, especially one of the women police offi-
cers.

TherapisT: OK. So how can we make sense of all this? There are some 
people who let you down: the first pharmacist and your ex. But there 
also are people who helped you and have been supportive, like your 
family, friends, one of the pharmacists you saw, and the police officers. 
What does that tell us about humanity?

sue: It’s like, really complicated. There are people I can trust, and people 
that I should be able to trust who let me down. I’m not sure what I 
think about humanity.

TherapisT: So it will take some time to figure out. But that’s OK. It’s an 
important start. Maybe you’ll emerge from this experience with some 
hard-won wisdom about the complexity of humanity. That sounds a 
whole lot better than feeling cynical about everyone.

METAPHYSICAL BELIEFS

Traumatic events often challenge the person’s deeply held spiritual beliefs 
or assumptions about the meaning of life. When addressing such cogni-
tions, the therapist should try to work within the patient’s belief system. To 
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illustrate, if the patient was a staunch Roman Catholic, the therapist would 
ideally want to have some familiarity with that religious system in order to 
conduct optimal cognitive restructuring. In some cases it may be necessary 
for the patient or therapist to consult a religious or spiritual expert. To illus-
trate, Angela was tormented with thoughts of why God allowed her young 
son to drown in a boating accident 2 years ago. She believed that “God has 
abandoned me. My life now has no purpose.” To help make sense of the 
tragic loss, Angela was encouraged to meet with a local religious leader, to 
discuss how a just God could permit evil in the world. The therapist first 
contacted the religious expert to arrange the meeting. Not surprisingly, the 
religious expert had had this sort of discussion many times, because the 
question of evil is a commonly discussed theological issue. Angela and her 
therapist also examined the belief that “My life has no meaning,” as illus-
trated in the following transcript.

TherapisT: You mentioned that you’ve been feeling lost and empty because 
it seems like your life has no meaning, now that Ryan [her son] is 
gone. What did you see as your meaning or purpose in life before the 
accident?

angela: Ryan was my world to me. Ever since I split up with my husband, 
it was just Ryan and me. I spent a lot of my time looking after him and 
making sure he had a good life. I would help him with homework, take 
him to basketball practice, and everything. Now there’s nothing in my 
life but emptiness.

TherapisT: Losing a child is a heart-wrenching thing. Do you have any 
religious or spirit beliefs?

angela: Yes, sort of. I believe in God and Heaven.

TherapisT: Do you believe that Ryan is in Heaven?

angela: Yes, I’m sure of it. He was such a great boy.

TherapisT: OK, so Ryan is looking down at you from Heaven. What would 
he want you to do with your life? I mean, would he want you to try to 
pick up the pieces and move on, to find new purpose in life?

angela: I think he would.

TherapisT: Then maybe now is the time to start thinking about the sorts 
of things you would like to do? Maybe we could come up with some 
ideas.

angela: I would, but I feel guilty about moving on, leaving Ryan behind.

TherapisT: What would he want?
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angela: You’re right, he would want me to move on.

TherapisT: Do you think you could move on with your life, while still 
honoring Ryan’s memory?

angela: I think so. I was thinking about getting involved in our town’s 
recreational safety committee.

TherapisT: That sounds like a really important start.

As illustrated in the case of Angela, for patients who have survived an 
interpersonal trauma in which someone was killed, it can be very useful to 
explore their beliefs about what happened to the person they loved after he 
or she died. Sometimes patients harbor the unexamined assumption that 
the deceased continues to suffer horribly after death. The plausibility of 
this belief can be examined in treatment (an example of how this was done 
in the context of combining cognitive restructuring and imaginal exposure 
appears in Chapter 12).

A variety of activities can help patients gain, or regain, their sense 
of purpose in life after the trauma has passed. These may include activi-
ties that are relevant to preventing similar traumas from befalling others, 
as in the case of Angela. Other examples include joining a group such as 
Neighborhood Watch, Mothers Against Drunk Driving, Amnesty Inter-
national, or a charity organization. Activities need not be trauma-related. 
In fact, it is advisable that patients have a range of meaningful activities 
in their lives, rather than an exclusive focus on trauma-related endeavors. 
Activities might involve joining a church group; volunteering in a com-
munity center (e.g., for a seniors’ program); taking up an absorbing avoca-
tion, such as landscape painting; joining a choral society; or taking up a 
sport or physical such as tennis or one of the many forms of yoga. Yoga is 
not a first-line treatment for PTSD, although preliminary evidence suggests 
that it is associated with reductions in PTSD symptoms (Johnston et al., 
2015; Metcalf et al., 2016), and is a means of stress reduction and can help 
people develop a more acceptance-based view of the minor stressors in their 
lives. More generally, physical activity has a modest but beneficial effect on 
PTSD symptoms (Rosenbaum et al., 2015).

MENTAL DEFEAT AND NUMBING

Mental defeat is the perceived loss of all autonomy: a state of giving up in 
one’s mind all efforts to retain one’s identity as a human being with a will 
of one’s own (Ehlers et al., 2000). This complex phenomenon, which can 
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arise from interpersonal traumas, is associated with various types of dys-
functional beliefs, for example, “I’ve been destroyed as a human being,” 
“I’m a hollow person,” “I have no control over my life,” or “I feel like I’m 
not part of the human race.” These sorts of beliefs are also associated with 
emotional numbing. Indeed, numbing and mental defeat share many simi-
larities, such as the sense of not feeling fully human and beliefs that one 
will not be able to achieve important life goals such as having a career or 
family. Numbing is also associated with beliefs such as “I’ll never feel close 
to people” or “I’ll never feel passionate about anything.”

For both mental defeat and numbing, the therapist can begin by 
“unpacking” beliefs like “I’m a hollow person,” that is, clarifying what the 
patient means and identifying any relevant associated beliefs. The follow-
ing is a therapy transcript with 32-year-old Anne, who was gang-raped as 
a teenager. During therapy she frequently voiced the belief that she was a 
hollow person.

TherapisT: Anne, to help me understand what things have been like for 
you, could you tell me what you mean when you say that you’re a hol-
low person?

anne: I feel empty inside.

TherapisT: What is missing?

anne: I feel lost, like I have nothing in my life.

TherapisT: What sorts of things would you like to have?

anne: I would like to have friends, and to be in a relationship.

TherapisT: OK, and is there anything else that would make your life more 
fulfilling?

anne: Um, yes. I have no direction. I would like to go back to school and 
finish my senior year, but I’ve lost all confidence.

TherapisT: OK, so, to summarize, you see yourself as a hollow person 
because there are things missing from your life that you’d like to have, 
like feeling connected or close to people, having a special person in 
your life, and feeling like you have a meaningful purpose, like finish-
ing your schooling. And it also sounds like there are some obstacles 
that prevent you achieving these goals, like feeling unconfident. Does 
that seem like a reasonably accurate summary?

Notice that the therapist—and perhaps the patient—initially had diffi-
culty pinning down exactly what Anne meant when she called herself a hol-
low person. Anne associated “hollowness” with things like “something’s 
missing” and “I feel lost.” The therapist patiently persisted to help Anne 



 Cognitive Interventions II 223

think about what was missing and how she might find direction. Thus, a 
nebulous self-belief, “I’m a hollow person,” was reframed into something 
more specific, concrete, and therefore attainable: “My life would be more 
fulfilled if I had friends and a relationship and completed my education.” 
One of the obstacles to achieving these goals was also identified—lack 
of confidence in her abilities. Thus, therapy began by identifying specific 
beliefs about concrete things, to be followed by a problem-solving analysis.

Beliefs associated with mental defeat can also be addressed by encour-
aging patients to engage in planning that involves meaningful aspects of 
their lives and to increasingly do things that enhance their sense of mastery 
or control. Examples include assertiveness training, self-defense courses, 
and other activities that bring a sense of mastery. Numbing can be similarly 
addressed with mastery and pleasure exercises (see Chapter 9).

To address feelings of alienation or estrangement from others, the ther-
apist can look for relevant beliefs about the reactions of other people (e.g., 
“My family doesn’t want to talk about the accident, so they must blame me 
for it” or “Everyone can tell by looking at me that I’m a rape victim”). The 
therapist and patient can explore the evidence and alternative interpreta-
tions of the reactions of others. Family members, for example, might avoid 
discussing the trauma because they do not want to upset the patient. The 
belief that “people can tell I’ve been raped” may represent a form of fear-
driven reasoning about what other people think, for example, “I’m fright-
ened that other people can tell I’ve been raped. If they did, they’d think I’m 
dirty and disgusting. Therefore, I’d better check if people are looking at me. 
As I’m scanning for disapproval I can see that people are looking at me in a 
weird manner; they can tell I’ve been raped!” People may indeed be looking 
at the patient, but simply because the patient is scanning or staring at them. 
This possibility can be fruitfully explored in therapy.

Patients can be encouraged to collect information to test beliefs associ-
ated with alienation. For example, consider the belief “I can’t feel connected 
to people because nobody could understand what I’ve been through.” This 
could be addressed by encouraging the patient to join a support group rele-
vant to his or her traumatic experience (e.g., a spousal abuse support group 
or a veterans group), which typically provides patients with evidence that 
other people can readily relate to their traumatic experiences.

TRAUMA-RELATED ANGER

Patients with PTSD may have legitimate reasons for feeling angry about 
what has been done to them. The therapist can empathize with the patient’s 
feelings of anger but also inquire about the costs and benefits of anger. 
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This involves helping the patient to question any beliefs about the positive 
aspects of excessive anger (e.g., “I can’t feel powerful and in charge unless 
I’m angry”). The evidence for and against the beliefs can also be reviewed. 
The best way to increase one’s chances of being in control in a provocative 
situation is to focus on one’s goals while also trying to remain calm. When 
reviewing the costs of anger, patients can also be asked to observe its effects 
on their bodies (e.g., bodily sensations such as a pounding heart, tense 
muscles, or headache), on their thinking (e.g., anger can cloud one’s think-
ing), on their daily functioning, and on the people they’ve hurt. Patients 
can be asked to imagine how life would be different if they were in control 
of their anger.

Cognitive restructuring for anger also involves teaching patients to 
take responsibility for their anger instead of attributing it to an external 
trigger, such as the source of a provocation. The following are examples 
of responsibility-related coping statements (based on Schiraldi, 2009): “I 
choose who I let under my skin,” “I can choose to talk calmly rather than 
scream or become violent,” “Giving others control of my life—by choosing 
to let them annoy me—puts me in the victim role and reinforces the feeling 
of powerlessness,” “Violence is not an option; it temporarily relieves ten-
sion while destroying inner peace and relationships.”

Patients who continually ruminate about past injustices can also be 
encouraged to replace angry rumination with adaptive coping statements. 
Here are some famous examples: “Living life well is the greatest revenge” 
(adapted from the Talmud); “You can’t get ahead while you’re getting even” 
(adapted from Sir Francis Bacon); “An eye for an eye would make the whole 
world blind” (Mahatma Gandhi); “When you plan to get even with some-
one, you are only letting that person continue to hurt you” (Andy Rooney); 
and “The best revenge is to live on and prove yourself” (Eddy Vedder).

For patients who dwell on fantasies of getting revenge, one method 
is to ask them to write the fantasy down and share it with the therapist. 
This is a distancing strategy than can enable the patient to see the futility 
of such fantasies. For example, June had a fantasy of castrating the man 
who raped her. She was asked to describe this fantasy in detail, including 
the aftermath for the castrated man. She realized that acting on such a 
fantasy would make her an abuser just like him. This led June to consider 
more effective ways of preventing violence against women, such as getting 
involved in community programs for rape prevention.

Survivors of interpersonal violence can be asked to consider questions 
such as the following: What kinds of psychological problems would lead the 
assailant to do such a thing (e.g., feeling insecure or inferior)? What goals 
or needs was the assailant trying to fulfill (e.g., a need to feel powerful)? 
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What sorts of childhood or other experiences would have led the assail-
ant to do such things (e.g., abuse from other, more powerful people)? The 
goal of this exercise is to help the patient understand why the assailant 
committed the abuse. This helps give meaning to the trauma, and make 
the patient’s world more predictable and controllable. The therapist should 
emphasize the purpose of this exercise is to help the patient; the goal is not 
to make excuses for the assailant’s unacceptable behavior.

Another useful method consists of guided imagery plus cogni-
tive restructuring. This involves working up a hierarchy of increasingly 
intense, imaginal anger-provoking situations, combined with the use of 
coping self-statements, that is, imaginal exercises that simulate exposure 
to anger-provoking situations and enable the patient to practice coping 
self-talk (e.g., “I need to focus on my goal of getting the clerk to fill out my 
disability form; blowing up is not going to help me achieve my goal”). Self-
statements are prepared before exposure to the trigger situation (e.g., they 
can be written on a card). Cognitive restructuring can also be combined 
with situational exposure exercises, where the patient practices coping 
statements (and breathing retraining) in increasingly provoking situations. 
After each exposure exercise the patient should spend some time doing a 
calming activity (e.g., jogging) rather than engaging in angry rumination. 
Anger exposure exercises should be especially gradual if the patient has a 
history of dissociative rage episodes.

Allan developed PTSD and severe road rage after being in a major traffic col-
lision. He became exceedingly angry whenever another driver cut him off or 
“provoked” him in some other way. On two occasions Allan angrily ran another 
car off the road, pulled the other driver from the car, grabbed the driver by the 
hair, and repeatedly pounded his head onto the hood of the car. Allan had hazy 
recollections of these episodes; while he was in a state of rage, things seemed 
unreal and people said that he appeared to be in a daze. When Allan entered 
treatment, he was asked by his therapist not to drive unless he was absolutely 
certain that he could avoid provocative situations or leave the situation (e.g., 
pull over) if his anger started to mount. He was treated with psychoeducation 
and breathing retraining (see Chapter 9), along with cognitive restructuring 
and very gradual exposure to provocative driving situations. An important goal 
of therapy was to help Allan control his anger before he slipped into a state of 
dissociative rage. This was done by helping him identify warning signs. The 
most effective signs for Allan were jaw tension and the sight of his white knuck-
les on the steering wheel. When he noticed these signs, he practiced breath-
ing retraining and used coping statements (e.g., “I’ve got to stay cool or I’ll 
wind up in jail”) until his anger had subsided. If these methods did not work, 
then he switched to “Plan B,” which involved pulling over to the side of the 
road and closing his eyes and relaxing while listening to the radio. Practicing 
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these methods, spurred by Allan’s realistic fear that he would end up in prison 
if his anger was unchecked, led to a substantial reduction in his anger and the 
elimination of episodes of dissociative rage.

TRAUMA-RELATED SHAME

Cognitive restructuring for shame involves targeting self-related beliefs, 
especially ones about the person’s worth, “badness,” or blameworthiness. 
Here, restructuring may involve disputations about the adaptiveness of 
imposing labels on oneself (e.g., “Does blaming yourself undo the event or 
help you deal with the aftermath?”), and disputations concerning overgen-
eralizations (e.g., “How does doing a bad thing make you an entirely bad 
person? What good things have you done in your life?”).

Some patients believe that they need to, or should, feel shame (or 
guilt) because they believe it motivates them to improve themselves or 
avoid future trauma or because they believe they deserve punishment 
(Leahy, 2003). Punishment-related beliefs can be addressed via adaptive 
disputations, such as reviewing the costs and benefits of self-imposed pun-
ishment. Beliefs about the motivational necessity of shame (or guilt) can 
also be tested by retrospectively reviewing the outcome of days in which 
patients might not have blamed themselves versus days in which they were 
highly self-critical. Typically, days associated with low self-criticism are 
productive and enjoyable, whereas the opposite is true of days of high 
self-criticism. In fact, it is not uncommon for patients to spend all day in 
bed, abuse alcohol or drugs, or overeat on high-criticism days. This sort 
of evidence can be used to challenge the value of self-imposed criticism. 
This can be followed up with a behavioral experiment in which patients 
deliberately try, on some days, to suspend self-criticism and compare the 
outcome of those days with days in which they revert to their pattern of 
self-criticism.

To facilitate this exercise, patients can use coping statements to help 
them refrain from self-criticism. These might involve the patient responding 
to self-critical thoughts with any of the following: (1) distancing strategies 
(e.g., “I’ve just had a self-critical thought; I’m taking a break from those 
thoughts today, so I don’t need to take it seriously. I can simply watch the 
thought come and go”); (2) response to self-critical thoughts by invoking the 
advice of an expert (e.g., “Doctor’s orders are that today I refuse to listen 
to self-critical thoughts”); (3) self-soothing or self-acceptance (e.g., “Today 
I’m going to practice being kind to myself, and accepting me for who I am. 
That will help me heal”); (4) self-statements that trivialize or make light of 
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self-critical thoughts (“Shame, shame go away, come again another day”). 
The choice of coping statement would depend on the patient’s preferences 
and what he or she finds helpful. Some patients, for example, find it partic-
ularly useful to trivialize their self-critical thoughts, whereas other patients 
find it more helpful to use self-soothing or self-acceptance.

When challenging trauma-related shame, the therapist can encourage 
the patient to shift from labeling the self as good or bad to labeling his or 
her actions. This can sometimes be sufficient for reducing shame, especially 
if patients can forgive themselves for making an error that they can avoid 
in the future (e.g., “It was a mistake for me to leave my drink unattended. 
I didn’t realize he’d spike it with one of those date-rape drugs. I’ll know 
better next time”). If this is not sufficient, then interventions for trauma-
related guilt can be used (see below).

Frequent exposure to shame-related cues or reminders can make it 
especially difficult to overcome shame. A woman who had a child as a 
result of a sexual assault, for example, might feel shame at the sight of 
her child and then might chastise herself for feeling ashamed (Resick & 
Schnicke, 1993). In such cases, the therapist can help the patient separate 
the source of shame (the sexual assault) from the outcome of the assault 
(the birth of the child). Shame-related beliefs concerning the sexual assault 
can be challenged by reviewing the evidence and by other methods that 
are used for targeting guilt (described below), for example, “Would you 
be ashamed of your sister if she was raped?” or “Realistically, how much 
control did you have to resist the rapist, who was considerably bigger and 
stronger than you and was threatening you with a knife?” The therapist 
can also help the patient realize that the child is not simply the “rapist’s off-
spring” (e.g., “Parenting and the environment play an extremely important 
role in shaping who we are. Your child is a product of your nurturing and 
the experiences that you have provided. Whatever genetic contribution was 
made by the rapist is trivial in comparison”).

TRAUMA-RELATED GUILT

The most sophisticated, empirically supported interventions for trauma-
related guilt have emerged from the work of Edward Kubany and col-
leagues (Kubany, 1998; Kubany & Manke, 1995; Kubany & Ralston, 
2007; Kubany & Watson, 2002). The interventions are implemented in 
a sequential, recursive fashion. The therapist cycles through the sequence 
of interventions, with each sequence devoted to a single guilt issue. The 
interventions are: debriefing, hindsight bias analysis, justification analysis, 
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responsibility analysis, and wrongdoing analysis. Each involves psychoedu-
cation and cognitive restructuring.

Debriefing

The patient is asked to give a detailed, nonevaluative account of events prior 
to and during the trauma. The worst part of the trauma is identified, and 
associated beliefs and emotions are elicited. Sometimes, simply recounting 
the trauma in detail is enough to lead the patient to have important insights 
that correct misconceptions about his or her role in the trauma. “As cli-
ents hear themselves describe exactly what happened, they sometimes gain 
awareness that what they did made more sense than they had previously 
realized” (Kubany & Manke, 1995, p. 48).

Paula was trapped in an abusive marriage for 15 years until her husband, Jake, 
was killed in an automobile accident while driving home one night from a bar. 
She felt guilty about having married Jake (against her parents’ wishes), and 
about having been too frightened to stop Jake during the many times he beat 
their two young children. During the debriefing the therapist inquired about 
whether Jake had committed other sorts of violence. Paula recalled that he 
regularly got into bar fights, which on two occasions led to his being charged 
with assault. She recalled that on one occasion Jake had savagely beaten a 
bystander who tried to break up a fight in which Jake was involved. As these 
details came to light, Paula realized that she too would had been beaten if she 
had tried to stop him beating their children, and that her attempts to intervene 
could have worsened the beating the children received. This insight led her to 
feel somewhat less guilty about been too frightened to stop Jake.

Hindsight Bias Analysis

This intervention involves correcting faulty beliefs about preoutcome 
knowledge. The patient is first educated about hindsight bias. This is the 
“I knew it all along” bias, which involves the tendency to believe, once the 
outcome is already known, that you should have foreseen it beforehand. It 
arises because the person’s judgments are biased by knowledge acquired 
after the outcome is known. The therapist determines if the patient falsely 
believes that he or she knew something prior to the trauma that could 
have enabled him or her to prevent or avoid it. The therapist then helps the 
patient realize that it is impossible for knowledge acquired after the event 
to guide preoutcome decision making. If the patient insists he or she knew 
what was going to happen, then the therapist should elicit details of exactly 
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what happened and precisely when the patient knew with certainty what 
was going to happen (Kubany, 1998).

Paula berated herself for having married Jake. “I should have known better—I 
should have listened to Mom and Dad.” The hindsight bias analysis, however, 
revealed that prior to the marriage, neither Paula nor her parents had any indi-
cation that Jake would become violent. Before marriage, Jake was charming 
and “a bit wild,” but she had no way of knowing that he would become abusive. 
Her parents’ disapproval of Jake had to do with the fact that he did not come 
from the same religious background as Paula and her parents. Paula realized 
that even her girlfriends did not expect that Jake would become violent. In fact, 
many of her friends envied Paula because she was dating such an exciting 
man. All of this evidence was used to help Paula question her belief that she 
should have known better.

Justification Analysis

The patient is informed that the best or most justified choice in a given situ-
ation is the best choice among the options that were actually considered at 
the time. Options that would have been ideal but did not exist, and options 
that came to mind later, should not be included in the analysis of justifica-
tion. Patients are then asked to describe their reasons for acting as they did 
and to describe what other courses of action they considered and rejected, 
along with the reasons for rejection. They are then asked which option, 
of the options actually considered at the time, was the one most justified, 
based only on what they knew then.

Two common thinking errors that contribute to distorted beliefs about 
justification for actions taken are (1) tendencies to overlook positive things 
associated with actions taken and (2) focusing only on good things that 
might have happened had alternative courses of action (which were consid-
ered at the time) been taken (Kubany & Watson, 2002). When this proce-
dure is used clinically, the option chosen at the time is almost always the 
best choice of those available at that time.

Paula was asked what made her decide to marry Jake. She recalled sev-
eral reasons: she was attracted to him; she wanted to escape her control-
ling, strictly religious parents; and she was pregnant with her first child. When 
asked whether she had any other options, Paula said that the only other pos-
sibilities were to (1) have an abortion and remain at home, (2) have the child 
and give it up for adoption, or (3) have the child and try to raise it on her own. 
Paula recalled that her options were limited, especially because her parents 
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would have told her to leave the family home if she had a child out of wedlock. 
She realized that marrying Jake was the best option at the time.

Responsibility Analysis

The patient is educated about the distinction between blame and causation; 
blame involves causation plus wrongdoing. The patient is then asked to 
produce a comprehensive list of people (aside from the patient) and other 
factors that contributed in some causal way to the trauma. The patient is 
asked to assign a percentage of importance of each of these causes. The 
patient is then asked to evaluate his or her own percentage of contribution 
to the outcome. The total percentages must, of course, add up to 100. Thus, 
the relative importance of the various causal factors is determined.

Paula felt guilty about Jake’s abusive behavior during their marriage: “If I had 
been a better wife and mother, then maybe Jake wouldn’t have turned so 
nasty.” Paula was asked to consider all the factors, apart from herself, that 
contributed to Jake’s violent behavior. She listed several factors: Jake had sev-
eral upsetting setbacks at work, including being laid off on several occasions; 
he had fallen in with a group of heavy-drinking guys he met on a construction 
job; he had rigid beliefs about marital roles (e.g., “The wife should serve the 
husband”); and he had similarly rigid views about corporal punishment (e.g., 
“Spare the rod and spoil the child”). The therapist asked Paula whether Jake 
was in control of his actions. For example, was he able to refrain from beating 
the children when other people were present, such as his friends or Paula’s 
parents? Paula recognized that, yes indeed, Jake was able to control himself. 
Paula was then asked whether she would blame her sister if she had been 
in Paula’s position. Paula recognized that, no, she would not hold her sister 
accountable. This review of the various factors helped Paula realize that she 
was not responsible for Jake’s violent behavior.

Wrongdoing Analysis

Here, the patient is educated that the label of “wrongdoing” is applied 
when people intentionally cause harm or knowingly violate their moral or 
ethical code of conduct. The patient is asked whether he or she wanted the 
trauma to occur and intentionally made it happen. The answer is typically 
“no,” to which the therapist can reply:

You didn’t want it to happen and did not try to make it happen. 
In addition, you already concluded that there was no possible way 
that you could have known better, that what you did was the most 
justified choice, and that you were minimally responsible for causing 
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what happened. How could what you did be wrong in any way? 
(Kubany, 1998, p. 135)

If all the courses of action would have had negative consequences, then 
the “least bad” choice is the most sound and moral choice. The patient and 
therapist can also explore whether the patient is discounting or ignoring 
positive things he or she did to deal with the situation.

Paula felt guilty because she firmly believed it was wrong to use corporal pun-
ishment on children, and she failed to prevent the abuse. The therapist and 
Paula explored whether she was guilty of wrongdoing. Paula had never used 
corporal punishment and, in fact, had done many things to protect the children 
from Jake, such as sending them to stay overnight with her parents when she 
knew Jake would be drinking particularly heavily. She felt guilty about not hav-
ing called Child Protective Services but then realized that this was an option 
that she had not considered at the time (hindsight bias), and that involving a 
government child protection agency could have escalated Jake’s rage against 
her and the children. Paula was able to realize that she did the best she could 
under very difficult circumstances and that she had done nothing wrong.

For homework, the patient is asked to use a self-monitoring form to 
keep track of three types of thoughts: (1) those involving why the trauma 
occurred and how the patient might have avoided or prevented it (e.g., self-
statements containing phrases like “should have,” “supposed to,” “could 
have,” “if only,” and “why”); (2) self-demeaning thoughts; and (3) “I feel 
. . . ” self-statements ending in words that are not emotions (e.g., “I feel like 
it was all my fault”). The latter types of thoughts are monitored because 
merging “I feel” statements with words that are not emotions can impair 
patients’ ability to objectively appraise themselves and their role in the 
trauma (Kubany, 1998). “Why” questions are targeted because they can 
perpetuate rumination about the trauma and prevent patients from moving 
on with their lives. Self-monitoring is used to enhance the patient’s aware-
ness of when these thoughts arise, which can therefore help them challenge 
and reject them.

Paula’s self-monitoring contained a lot of “why” questions, such as “Why didn’t 
I think of calling the police or Child Protective Services?” She was asked to 
consider whether this sort of thinking was helpful. Did it, for example, help 
or harm her emotional well-being? Did it help or harm her relationship with 
her children? Paula recognized that such thoughts led her to feel so guilty 
that she would hide away in bed all day, trying to use sleep as a way of avoid-
ing her painful feelings. This interfered with the quality of her parenting and, 
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importantly, such thinking did not change what had happened. The therapist 
and Paula devised a series of coping statements, written on a card that she 
kept in her purse, which she consulted whenever she was troubled by these 
“why” thoughts. The statements were: “I did the best I could under the circum-
stances,” “Hindsight may be 20/20, but ‘why’ questions are not helpful,” “If I 
was perfect I might have been able to do better, but I’m an imperfect person 
just like everyone else. I have to accept myself for who I am.”

When the Patient Caused the Trauma

In contrast to the examples discussed earlier, in which patients overestimated 
their degree of responsibility, there are other cases in which it is fairly clear 
that the patient played an important role in the trauma. Examples include 
driving while intoxicated and killing someone in a crash, or participating 
in atrocities during wartime. A three-step approach can be used in these 
cases. First, analyze the situation, to determine how the patient became 
involved in the trauma. This is not to make excuses for the patient’s actions 
but rather to help them understand how the event occurred, and how they 
might prevent a similar thing from happening again. Second, acknowledge 
that guilt and shame are expected and normal reactions, although debili-
tating shame or guilt does not help anyone; it doesn’t make reparation and 
doesn’t help the patient move on with his or her life. An important issue 
here is whether less guilt or shame would make the patient more likely to 
commit another crime. If the latter is a likely possibility, then reducing 
guilt and shame might not be a target of treatment. Third, explore whether 
the patient is interested in making reparation or “putting things right” in 
some fashion. A person who killed a pedestrian while driving intoxicated, 
for example, might choose to become active in a community road safety 
program.

Perhaps the most dramatic example of this type of intervention was 
reported by Kubany (1997), who described the effective treatment of a 
Vietnam veteran who had PTSD and severe guilt because of the things he 
had done in combat. Among other things, he had actively participated in 
atrocities, in which he and other soldiers in his unit mutilated the corpses of 
the enemy (“overkilling”) and cut off the ears of the dead as trophies. With-
out justifying these actions, the therapist helped the patient understand the 
social and psychological context in which such things occurred: “The prac-
tice of overkilling the enemy and displaying ears as trophies of war was 
perceived as one way to intimidate the enemy because American troops 
knew that many Vietnamese believed that a person with a missing body 
part would be prevented from entering ‘whatever heaven was for them’ ” 
(p. 237). Overkilling was also intended to warn the enemy to stay away 
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from U.S. troops. The therapist further suggested to the patient that there 
were two circumstances that might encourage a person to do things that 
would ordinarily be considered inhumane. First, many U.S. troops were 
impaired in their capacity to experience compassion, empathy, and guilt 
because they had become numbed by the trauma of war (along with the 
social consensus that extreme or brutal behavior was appropriate). Second, 
research on cue-controlled aggression indicates that tangible and symbolic 
aggressive cues can trigger impulsive aggression in people who are highly 
aroused with aversive emotions such as fear or anger. This information 
enabled the patient to understand how he’d been taught or conditioned to 
act in particular ways. Other interventions also were used, such as cogni-
tive restructuring for guilt, described earlier in this chapter.

BELIEFS ABOUT SYMPTOMS 
AND ABOUT ONE’S PSYCHOLOGICAL FUNCTIONING

There are a range of different beliefs about symptoms and psychological 
functioning that can contribute to or amplify PTSD symptoms (see Chap-
ter 2). These include beliefs about PTSD symptoms (e.g., “My flashbacks 
mean I’m going insane”), beliefs about arousal-related symptoms in general 
(also known as anxiety sensitivity; e.g., “I will have a heart attack if my 
heart beats too fast”), and beliefs about one’s psychological functioning 
(e.g., “My concentration and memory are bad; my brain must have been 
damaged by stress”). These beliefs can be addressed with a combination of 
psychoeducation, cognitive restructuring, and interoceptive exposure exer-
cises (see Chapter 12).

PTSD patients often try to suppress their unwanted, intrusive, trauma-
related thoughts and images. This can lead to a paradoxical increase in or 
persistence of intrusive thoughts (see Chapter 2). Patients can test the effects 
of thought suppression by trying to deliberately suppress their thoughts on 
some days and not suppressing on other days, and keeping track of the 
frequency of the unwanted thoughts. This exercise can teach them that 
thought suppression is either ineffective or counterproductive.

Patients can be encouraged to take the same approach to their symp-
toms in general, that is, practicing mindfulness with the symptoms (Kabat-
Zinn, 2013): simply observing the symptoms, describing them to oneself 
without evaluating them, and watching the symptoms naturally come and 
go without trying to change them. For example, a patient might become 
startled by a loud noise such as a car backfiring. Startle reactions in PTSD 
can be quite intense. Patients often become angry or strongly frustrated 
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with themselves, which amplifies the startle-related distress. Patients can be 
encouraged to use these episodes as opportunities for practicing mindful-
ness: “Observe the startle response, remind yourself it is a harmless PTSD 
symptom, and watch it naturally pass, without trying to force it away.”

WHICH BELIEFS SHOULD BE TARGETED?

Given the wide range of beliefs that can be associated with PTSD, the chal-
lenge is to identify the ones that are most relevant to the patient’s problems. 
These are typically the important targets of cognitive restructuring. It may 
not be possible, given time constraints, or even necessary to address all of 
the patient’s dysfunctional beliefs. The case formulation, informed by a 
thorough cognitive assessment (see Chapter 6), can help guide the selection 
of which beliefs to address. Dysfunctional beliefs that are associated with 
the greatest distress or impairment in social and occupational function-
ing often play a central role in the case formulation. The patient’s goals 
are also important in selecting beliefs. That is, which beliefs or associated 
emotional or behavioral problems are most important for the patient to 
overcome?

In selecting which beliefs are likely to be most important, the therapist 
should be aware of preconceptions that might bias his or her development 
of a case formulation and treatment. For example, the presence of promi-
nent trauma-related anger does not necessarily mean that anger-related 
beliefs play the primary role in the case formulation. There may be other 
types of beliefs that need to be addressed, as illustrated in the following 
example.

Anger was one of Joseph’s major problems requiring immediate therapeutic 
attention. The therapist developed a case formulation in which anger-related 
beliefs played a prominent role. Examples of such beliefs were “People must 
treat me with dignity” and “My anger protects me.” Although Joseph was 
helped considerably by treatment focusing on anger management and the 
cognitive restructuring of associated beliefs, he continued to suffer from prom-
inent PTSD symptoms, particularly avoidance and hyperarousal. The case for-
mulation was revisited in order to identify other factors that may have been 
contributing to his symptoms. The downward arrow method (see Chapter 6) 
was used to assess whether there were any other beliefs associated with his 
anger-related beliefs. The assessment revealed a series of beliefs about the 
dangerousness of other people and the world, for example, “People are dan-
gerous; they’ll turn on me if they smell fear” and “I’m in constant danger of 
being attacked.” These beliefs were associated with anxiety, not anger. The 
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identification of these beliefs led to a modification of the treatment plan, in 
which anxiety-related beliefs, in addition to anger beliefs, became important 
targets of cognitive restructuring.

SUMMARY

The methods described in this chapter focus on the major types of beliefs 
associated with PTSD, including those summarized in Table 11.1. These 
are common targets for cognitive restructuring in PTSD. The table also 
illustrates some of the methods for challenging these beliefs. Cognitive 
interventions, such as the ones described in this and the previous chapter, 
are often effective in their own right, and they can be usefully combined 
with exposure, in ways described in the following chapters.
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TABLE 11.1. Major Types of Beliefs Associated with PTSD and Methods 
for Challenging These Beliefs

Belief domains and examples  
of beliefs

 
Examples of interventions

Beliefs about the dangerousness 
of other people and the world 
(e.g., “I can never be safe”), often 
associated with intolerance of 
uncertainty. Such beliefs may arise 
from a shattering of previously 
held assumptions (e.g., “Bad things 
don’t happen to good people”) or a 
strengthening of preexisting beliefs 
(e.g., “There is more evil than good 
in the world”).

	• Review the nature and quality of evidence for the 
beliefs.

	• Establish reasonable guidelines for distinguishing 
danger from safety.

	• Identify and address black-and-white thinking (e.g., 
“Is it really true that you’re never safe?”).

	• Discuss the adaptiveness of holding particular 
beliefs (e.g., “Does it help or harm your quality of 
life to refuse to tolerate any form of uncertainty?”).

Metaphysical beliefs, such as 
particular religious or spiritual 
beliefs (e.g., “God has forsaken 
me,” “Life no longer has any 
meaning”) and beliefs about the 
nature of existence after death 
(e.g., “The soul of my dead sister 
continues to suffer horribly”).

	• Work within the patient’s belief system to resolve 
the crisis in religious or spiritual beliefs. This may 
involve enlisting the assistance of a religious or 
spiritual expert to provide reassuring information to 
the patient (e.g., “In our religion, God would not let 
the soul of your good sister suffer in the afterlife”).

	• Explore ways of restoring meaning in one’s life (e.g., 
engaging in personally meaningful activities, such 
as volunteer work to help others).

	• Review the plausibility of beliefs (e.g., “Just because 
he was horribly murdered, does that mean he 
continues to suffer? Could it be that his mutilated 
body is simply an empty vessel, which his soul has 
abandoned?”)

Beliefs associated with mental 
defeat and emotional numbing. 
Examples of beliefs associated with 
mental defeat include “I’ve been 
destroyed as a human being,” “I’m 
a hollow person,” and “I have no 
will or autonomy.” Examples of 
beliefs associated with numbing 
include “I will never feel close 
to anyone,” “I will never feel 
passionate about life,” and “I will 
not live long enough to see my 
children grow to adulthood.”

	• Unpack the beliefs to identify and clarify the various 
components (e.g., Wwhat is meant by “hollow”?).

	• Identify what is lacking in the person’s life and 
problem-solve to find ways of making life more 
fulfilling. This may involve activities that give 
the person a sense of agency or mastery (e.g., 
assertiveness training to help patients recognize that 
they do have a will of their own).

	• Examine the evidence for beliefs that may 
contribute to feelings of estrangement from others 
(e.g., “People think I’m some kind of freak or 
monster because my face was disfigured by the 
fire”).

	• Review the adaptiveness of beliefs such as “I’ll never 
regain my passion for life.”

Beliefs associated with trauma-
related . . . Anger. This includes 
beliefs about (1) the culpability of 
others, 

	• Empathize with the patient about the reasons for 
being angry (which may be quite legitimate) but also 
explore the costs of anger. 
                  (continued)
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TABLE 11.1. (continued)

(2) the positive or empowering 
effects of anger, and (c) the 
responsibility of external sources 
(e.g., other people) for provoking 
anger.

	• Examine beliefs about the positive aspects of 
being angry (e.g., “Anger helps me stand up for my 
rights”) and review whether there are nonangry 
means of obtaining these benefits (e.g., calm 
assertiveness).

	• Review the evidence about the merits of keeping 
calm in provocative situations (e.g., “When is your 
thinking clearest, when you are calm or when you’re 
extremely angry?”).

	• Help the patient generate self-statements to help 
cope with provocative situations (e.g., “Staying 
calm and in control, with my breathing exercise, is 
the best way to deal with tense situations”).

Shame. This includes beliefs about 
one’s badness, inferiority, or 
blameworthiness.

	• Adaptive disputation about the costs and benefits of 
imposing derogatory labels on oneself. Identify and 
challenge any beliefs about the positive motivating 
effects of shame or self-blame (e.g., “Do you really 
need to blame yourself every day in order to stay 
out of harm’s way? Doesn’t all this self-blame make 
you feel so bad that you don’t care what happens to 
you?”).

	• Identify and challenge overgeneralizations (e.g., “So 
you made a mistake in deciding to go home with 
him that night. Does that make you a bad person 
who deserved to be assaulted?”). As part of this 
intervention, the patient can be encouraged to label 
actions as good or bad, but not label the self.

	• Distancing strategies can help the patient gain 
perspective (e.g., “Would you feel ashamed of your 
sister if she had been raped? Why not?”).

Guilt. This includes beliefs, often 
exaggerated, about one’s role in 
causing some wrong action (i.e., 
responsibility and blame: “I should 
have known better,” “If only 
I’d been a better wife—then he 
wouldn’t have beaten me all the 
time”).

	• Kubany’s series of cognitive interventions, 
consisting of debriefing, hindsight analysis, 
justification analysis, responsibility analysis, and 
wrongdoing analysis.

Beliefs about symptoms or one’s 
psychological functioning.  
Examples include “My flashbacks 
mean I’m going insane,” “My 
memory problems indicate that all 
the stress has fried my brain,” and 
“I’ll have a heart attack if my heart 
beats too fast.”

	• Psychoeducation about the nature and realistic 
consequences of arousal-related sensations in 
general (e.g., palpitations, concentration problems), 
and PTSD symptoms in particular (e.g., intrusive 
recollections or flashbacks).

	• Cognitive exercises to test beliefs about the effects 
of trying too hard to control one’s thoughts (e.g., 
suppression vs. nonsuppression, or practicing 
mindfulness exercises to learn that the unwanted 
thoughts have no adverse consequences).
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Exposure Exercises I
Imaginal and 

Interoceptive Exposure

Imaginal exposure involves some form of exposure to memories of the 
trauma, such as by writing a vivid description of the event or narrating it 
into a recording device, for later playback. Interoceptive exposure, which 
involves systematic exposure to fear-evoking but harmless bodily sensa-
tions, is a promising intervention for PTSD. The purpose of interoceptive 
exposure is to reduce anxiety sensitivity (fear of arousal-related bodily 
sensations), which plays a role in amplifying anxiety reactions and has 
been implicated in PTSD (see Chapter 2). Although interoceptive exposure 
is a well-established method for treating panic disorder (Taylor, 2000), 
it has only recently been found to be useful in treating PTSD, even for 
patients who do not suffer from panic disorder (Taylor, 2004; Wald & 
Taylor, 2005, 2010). Interoceptive exposure can be regarded as a transdi-
agnostic intervention because it has been found useful in treating a range 
of different emotional disorders (Boswell et al., 2013). Clinical experience 
with interoceptive exposure suggests that it often triggers trauma mem-
ories (Wald & Taylor, 2008), probably because intense, arousal-related 
bodily sensations occurred at the time of the trauma and so have become 
part of the patient’s recollection of the trauma. Thus, interoceptive expo-
sure involves some degree of imaginal exposure, but it exposes patients to 
stimuli (bodily sensations) that may not be evoked by conventional imagi-
nal exposure.
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GENERAL PRINCIPLES OF EXPOSURE

The following apply to all forms of exposure: imaginal, interoceptive, and 
situational. Regardless of the form of exposure, a trusting therapeutic rela-
tionship is essential for the patient to engage in these exercises.

Precautions and Preparations

Before commencing any form of exposure therapy, the therapist needs to 
ensure that exposure is safe and suitable for a given patient. The patient 
needs to have a good understanding of what is involved in treatment. The 
patient must be physically able to endure some degree of distress associated 
with imaginal or interoceptive exposure. Also, before conducting intero-
ceptive exposure, the therapist should identify any medical contraindica-
tions (see Table 12.1 for examples). When in doubt about using a given 
exercise, the therapist should either consult with the patient’s physician or 
refrain from using the exercise.

The use of exposure interventions should be avoided, or deferred, if 
there are indications that the patient may not be able to tolerate the distress 
associated with exposure. This would be the case if a patient has poor 
impulse control, a poorly controlled substance use disorder, suicidal ide-
ation or urges, or engages in stress-induced self-injurious behavior. Inter-
ventions for dealing with these problems would need to be implemented 
before using exposure. It is better to wait till the patient is ready for expo-
sure than to engage in an abortive, discouraging attempt.

Marcy had a long history of physical and sexual abuse, including childhood 
and spousal abuse. Whenever she became distressed in her daily life, such 
as when she had vivid recollections of previous trauma, she would engage in 
skin picking on her fingers, face, and sometimes feet. She found this activity to 
be distracting and soothing. She often dissociated during these episodes, and 
would “come to” after 30 or 40 minutes to discover that her lips or cuticles were 
red, raw, and bleeding. Prior to commencing any form of exposure exercise, 
the therapist and Marcy agreed that it was important to acquire less harm-
ful forms of self-soothing. She learned the emotion coping skills described 
in Chapter 9 and used methods from a procedure known as habit reversal 
(Azrin & Nunn, 1973) to reduce the frequency of skin picking: whenever she felt 
the urge to pick, she engaged in an incompatible, alternative behavior, such 
as tightly clenching her fists for 1 minute. Gradually, Marcy become skillful at 
identifying risky periods (i.e., periods when she had a stressful day and was at 
home alone) and implementing emotion coping skills before her distress esca-
lated. These were combined, as needed, with habit reversal methods. Once 
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TABLE 12.1. Interoceptive Exposure Exercises: Sensations Most Strongly 
Elicited and Potential Medical Contraindications

 
Exercise

Sensations most strongly  
elicited

Potential medical 
contraindications

Shaking one’s head 
from side to side for 30 
seconds

1. Dizziness or faintness
2. Pounding/racing heart
3. Breathlessness/ 

smothering sensations

Cervical pain or disease (e.g., 
whiplash injury), history of 
falling due to dizziness or 
balance disordera

Placing one’s head 
between one’s knees for 
30 seconds and then 
lifting the head quickly  
to the normal position

1. Dizziness or faintness
2. Breathlessness/ 

smothering sensations
3. Numbness/tingling in  

face or extremities

Postural hypotension, lower-
back pain, history of falling 
due to dizziness or balance 
disordera

Spinning around (while 
standing) at a medium 
pace for 30 seconds

1. Dizziness or faintness
2. Pounding/racing heart
3. Breathlessness/s 

mothering sensations

Pregnancy, history of falling 
due to dizziness or balance 
disordera

Hyperventilation (i.e., 
breathing in and out 
rapidly, as if panting) for 
1 minute

1. Breathlessness/ 
smothering sensations

2. Dizziness or faintness
3. Pounding/racing heart

Chronic obstructive lung 
disease, severe asthma, 
cardiac conditions, epilepsy, 
renal disease, pregnancy

Breathing through a 
narrow straw for 2 
minutes, while making 
sure not to breathe 
through the nose

1. Breathlessness/ 
smothering sensations

2. Pounding/racing heart
3. Choking

Chronic obstructive lung 
disease

Staring continuously at 
a fluorescent light on the 
ceiling for 1 minute and 
then trying to read

1. Dizziness or faintness
2. Feeling unreal or as if in a 

dream (Only two symptoms 
produced with more than 
mild intensity)

History of seizures caused by 
staring at fluorescent or other 
lights

Staring continuously at 
oneself in a mirror for  
2 minutes

1. Feeling unreal or as if in a 
dream

2. Dizziness or faintness (Only 
two symptoms produced with 
more than mild intensity)

No apparent 
contraindications

Staring continuously at  
a spot on the wall for  
3 minutes

1. Feeling unreal or as if in a 
dream

2. Dizziness or faintness (Only 
two symptoms produced with 
more than mild intensity)

No apparent 
contraindications

Tensing all the muscles  
of the body for 1 minute

1. Trembling/shaking
2. Breathlessness/smothering 

sensations
3. Pounding/racing heart

Pain disorders. If pain is 
localized, patients could tense 
all but the affected region 
        (continued)
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TABLE 12.1. (continued)

 
Exercise

Sensations most strongly  
elicited

Potential medical 
contraindications

Running in place for  
1 minute

1. Pounding/racing heart
2. Breathlessness/smothering 

sensations
3. Chest pain/tightness

Cardiac conditions, severe 
asthma, lower-back pain, 
pregnancy

Sitting facing a heater  
for 2 minutes

1. Breathlessness/smothering 
sensations

2. Sweating
3. Hot flushes/chills

No apparent 
contraindications

Placing a tongue 
depressor at the back  
of the tongue for 30 
seconds

1. Choking
2. Breathlessness/smothering 

sensations
3. Nausea/abdominal distress

Prominent gag reflex, which 
may result in vomiting

aSome forms of vertigo habituate to these exercises. From Antony, Ledley, Liss, and Swinson (2005), 
Taylor (2000), and Wald and Taylor (2005, 2008).

her skin picking and dissociation were under control, Marcy and the therapist 
gradually began a course of exposure exercises.

Exposure Duration and Intensity

Patients should be assured that exposure is always a collaborative venture, 
and that they always have the option to refrain from or discontinue exposure 
at any time. Exercises should be challenging (i.e., moderately distressing), 
without being overwhelming. Exposure-related treatment sessions are typi-
cally 60–90 minutes, in which at least half the session is devoted to expo-
sure exercises and the remainder is devoted to other issues, such as review-
ing symptoms over the past week, setting up in-session exposure exercises, 
and planning homework. The duration of exposure should be sufficient to 
produce at least a 50% reduction in the patient’s level of distress (McLean 
& Foa, 2011; Turner et al., 2005), as defined on a 0–100 scale, where 0 = 
no distress, and 100 = maximum distress. Patients should be able to control 
the degree of distress they are willing to experience, by means of selecting 
the nature and pace of exposure exercises and by using emotion regulation 
skills as needed. The therapist also can help titrate the degree of exposure 
by altering the amount of detail that the patient is requested to describe. In 
the first few trials of imaginal exposure, for example, the therapist might 
ask the patient to imagine the trauma as if it happened to someone else, or 
as if they were reading about it in a newspaper.
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Hierarchic versus Nonhierarchic Approaches

Exposure exercises are often conducted hierarchically, where stimuli are 
arranged in order of increasing distress. There are two advantages to hier-
archical treatment as opposed to starting exposure at the top of the hier-
archy (flooding). First, the hierarchical approach is more manageable for 
patients. Although flooding is quicker, many patients are unable to tolerate 
the degree of distress evoked by that method and are more likely to suc-
cessfully complete a hierarchical approach, in which they can control the 
speed with which they work through the hierarchy. Second, the hierarchal 
approach teaches patients a skill that they can use on their own once the 
formal course of treatment ends. This is important because patients often 
have residual symptoms in need of further, self-directed treatment after a 
typical course of treatment.

Sometimes it can be difficult to anticipate exposure-related complica-
tions, such as severe dissociation or intense emotional reactions like anxi-
ety, anger, or guilt. Accordingly, during the initial exposure exercises it is 
generally better to start low and go slow. One can begin with short (e.g., 
5- to 10-minute) trials of exposure to stimuli that are low in the hierarchy, 
in order to gauge the patient’s responses. Patients themselves generally pre-
fer this approach because most are unsure what to expect from exposure 
therapy and may be frightened about what might happen. Starting low and 
going slow is also important even if the patient expresses confidence in his 
or her ability to tolerate distress. Sometimes patients underestimate their 
emotional reactions and their ability to cope. These underpredictions can 
shake the patient’s confidence and may strengthen avoidance.

General Procedures for Exposure

Regardless of the type of exposure—interoceptive, imaginal, or situa-
tional—the following elements are generally involved.

The rationale for exposure should be reviewed and emotion regulation 
skills should be used as needed to deal with anticipatory anxiety. Although 
patients will have received some information about exposure therapy dur-
ing the initial psychoeducation at the start of therapy (see Chapter 9), it is 
useful to present more detailed information on exposure (Handout 12.1, 
pp. 256–258), when these exercises are introduced.

	• An in-session exposure exercise is planned. For example, the patient 
might be helped to select a memory to work on via interoceptive exposure.

	• The patient’s predictions about the effects of exposure can be 
reviewed. For example, if the patient believed, “If I think about what 
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happened to me, then I could lose control and never stop crying,” then the 
patient and therapist could formulate an alternative prediction, for exam-
ple, “I’ll feel upset and desperate to escape the awful feelings for a while, 
but soon the feelings will pass and I’ll be OK.” Note that prediction testing 
draws on cognitive-restructuring methods, as described in previous chap-
ters.

	• One or more trials of exposure are conducted, with the number and 
duration of trials depending on the nature of the exercise (e.g., multiple 
short interoceptive exercises, or a smaller number of longer, imaginal expo-
sure exercises).

	• After each exposure trial, the patient rates the peak degree of dis-
tress experienced (on a 0–100 scale). If predictions were made, then the 
evidence can be reviewed in terms of which prediction was best supported. 
Then, if there is sufficient session time remaining, the next exposure trial 
can be implemented.

	• Throughout the exposure trials, the therapist periodically offers 
support and encouragement. This requires only a few supportive words 
every few minutes during exposure (e.g., “You’re doing fine; you’re in com-
plete control”).

	• If exposure exercises evoke very little emotional response, then the 
therapist can inquire about the avoidance of emotion. One should discour-
age patients from using relaxation exercises during exposure; they should 
try to allow themselves to experience their emotions.

	• Discourage the patient from talking extensively in between expo-
sure trials. If the patient is highly distressed between trials, a controlled 
breathing exercise could be briefly used.

Toward the end of the session, a 5- to 10-minute “wind-down” period 
is implemented, where the patient is asked to relax. Specific emotion regu-
lation skills can be used, although patients typically calm down quickly 
without the use of any specific relaxation intervention. During the wind-
down period the therapist should review what the exposure session was like 
for the patient, including what benefits and difficulties were encountered.

At the end of the session, inquire about any reinterpretations or 
insights that arose. These may provide useful material for later cognitive 
restructuring.

If patients express concern that their distress didn’t abate much during 
exposure, they can be assured that this is not a problem, because there still 
may be between-session reductions in distress.

Homework exercises for the coming week are planned. Ways of 
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maximizing the success of the assignments are reviewed, and potential 
obstacles are reviewed and possible solutions are considered.

Ensure that patients are physically safe before they leave the session. 
For example, if they are driving home, make sure that they are not too 
distressed to drive safely. It may be necessary for them to take some time 
after the session to do something to further unwind before driving (e.g., by 
taking a walk or visiting a nearby café for a snack).

Interoceptive Exposure

There are several well-established exercises for inducing arousal-related 
bodily sensations in people diagnosed with PTSD, as illustrated in Table 
12.1, and described in detail elsewhere (Taylor, 2000; Taylor & Asmund-
son, 2004; Wald & Taylor, 2008). Most people with PTSD have elevated 
anxiety sensitivity, but not all do, so these exercises are not used in all 
cases. The therapist should review the results of the Anxiety Sensitivity 
Index (see Chapter 6) to determine whether the patient has clinically signif-
icant anxiety sensitivity. Then a trial run of each of the interoceptive exer-
cises in the table can be used to gauge the patient’s response. For example, a 
patient might become very anxious when performing only one or two of the 
exercises, such as hyperventilating and breathing through a narrow straw. 
These would be the exercises used in subsequent interoceptive exposure 
exercises.

The exercises are performed in the therapist’s office and then as home-
work assignments. Interoceptive exposure exercises tend to be quite short, 
requiring at most a few minutes each. The exercises are usually practiced 
repeatedly in the therapy session and as homework. A patient might per-
form five trials of each of two exercises in a 60-minute treatment session 
(10 trials in all), and then practice them for homework. Progress can be 
monitored by asking patients to record each exercise on a homework rating 
form (Handout 12.2, p. 259).

IMAGINAL EXPOSURE

Format

Imaginal exposure involves systematic, repeated, and prolonged expo-
sure to a traumatic memory, including the aftermath of the trauma, if that 
was also distressing. This helps reduce the distress associated with trau-
matic memories and reduces reexperiencing symptoms. Imaginal exposure 
also teaches patients that the memories of the trauma, and the associated 
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emotions, are not dangerous. Imaginal exposure generally reduces anxiety, 
anger, and guilt evoked by trauma memories (Rauch et al., 2012), although 
exposure alone may not be sufficient for completely reducing these emo-
tions (Stapleton, Taylor, & Asmundson, 2006).

There are several ways to do imaginal exposure. A common approach 
is to have the patient narrate the traumatic experience into a recording 
device for about 45–60 minutes of the treatment session. The narration 
can be repeated, if necessary to fill the time period. Patients are asked to 
listen to the recording each day for homework. Alternatively, the patient 
can write out the experience as homework. An example showing a frag-
ment of a written imaginal exposure assignment is presented in Figure 
12.1.

An advantage of using a spoken narration is that the intensity of imagi-
nal exposure can be more readily controlled. For example, the therapist can 
occasionally prompt the patient for details of the trauma (e.g., “Describe 
what the enemy soldiers looked like”). As the patient’s distress from the 
memories abates over imaginal exposure trials, the vividness of imaginal 
exposure can be increased. In later exposure trials, for example, the thera-
pist can encourage the patient to speak in the first-person, present tense 
(e.g., “I can smell the alcohol on his breath as he pushes himself on top of 
me”), and occasionally prompt for details of thoughts, feelings, and bodily 
sensations that occurred during the trauma.

After the patient finishes each narration, ask him or her to describe 
which parts of the memory were most distressing (i.e., the “hot spots” of 
the memory; Zoellner et al., 2011). Obtain a 0–100 distress rating for the 
hot spot, and inquire about what emotions were experienced. This rating 
will be used to chart the patient’s progress over the course of the imaginal 
exposure trials. Patients can be asked to narrate the hot spots numerous 
times. Sometimes it is useful for patients to imagine that these portions of 
the trauma are unfolding in slow motion, so as to increase the exposure 
to these episodes. In other cases, however, patients find the slow motion 
technique to be distracting.

Throughout imaginal exposure, especially during the most distressing 
parts of the narration, the therapist should look for cognitive themes or 
interpretations in the patient’s narration. These can provide clues as to the 
important trauma-related beliefs held by the patient. To elicit more mean-
ing information during imaginal exposure, and thereby enhance the vivid-
ness of imaginal exposure, after an exposure trial the therapist can ask, 
“What does [the worst part of trauma] mean to you? Did it influence the 
way that you see yourself, other people, or the world?” The information 
gathered can be used in cognitive restructuring.
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I’m on my first holiday to another country that I’ve taken by myself. 
I just got back to the hotel on the 10th floor watching TV, after a day 
of visiting some local archeological ruins. Suddenly, things start shaking 
and the windows are rattling. There’s a construction site next door, so 
I’m thinking that it’s noise from heavy machinery. I get up off the couch 
to see what’s going on, when suddenly the TV goes off, all the power goes 
out, and the building starts shaking really hard. Then I realize it must be 
an earthquake. The shaking gets really, really strong. The closet doors are 
banging open and shut, and things on the dresser are crashing to the floor. 
I’m starting to panic. I’m running from room to room, not knowing what 
to do. The cabinet door in the bathroom suddenly swings open, smacking 
me in the face. My lip feels swollen and numb, and I can taste blood in 
my mouth. I look down at the bathroom floor. I can see my toothbrush, 
toothpaste, and pill bottles scattered over the floor.

I feel really trapped, while at the same time I feel like this can’t be 
happening to me. I know I have to get out of there, but I can’t think of 
where I left my shoes and keys. It all feels so unreal, like a movie. The 
noise is incredible. So loud and deep, and coming from all around me. I’m 
thrown to the floor because the building is swaying so much. I’m thinking, 
there’s no way the building can withstand this. I’m probably going to die. 
I try to stand up. I feel really unsteady. My legs feel all rubbery. I’m 
shaking so hard that I can hardly walk. I’m thinking, “Oh God, please  
don’t let me die!” (Later, this thought surprised me, because I’m not a 
religious person.)

Then it stops shaking so hard and I’m able to make my way out. In 
the hallway of my suite I see my bag and keys, and grab them as I leave. 
I run down the corridor to the fire exit, and start running down the 
stairs as fast as I can. I’m frightened of falling and hurting myself, and 
I’m having a hard time controlling my feet as I go. I can see that I’m not 
wearing any shoes, and my white socks are dirty and they’re slipping off 
my feet. The stairwell smells of dusty concrete.

Finally I get outside and I don’t know where to go. There are big 
cracks in the road and water all over the road. I can see water spouting 
from one of the cracks. A pipe must have burst. Groups of people are 
everywhere, standing around. I feel really isolated and I’m standing there, 
shaking and crying. A police officer comes over and starts yelling at me.  
I try to tell him that I don’t speak the language and can’t understand 
what he’s saying. I feel helpless and alone. Women and children are 
standing around crying.

FIGURE 12.1. Example of imaginal exposure homework: fragment of a written 
account of a traumatic event.
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Methods for Enhancing Imaginal Exposure

There are several methods for increasing the vividness of exposure and for 
focusing on the most important parts of the traumatic event. Memory aids, 
such as photographs of the perpetrator or a newspaper report describing 
the trauma, can be used to enhance vividness. Also, during the narration, 
the patient can be encouraged to recall incidental details of the trauma, 
which add to the vividness of the narration. This is illustrated in the fol-
lowing fragment of an imaginal exposure narration, which concerns the 
aftermath of a terrorist bombing.

“I’m on the ground bleeding and covered with glass and debris. . . . As 
I lay there I notice some people looking at me; a couple of old ladies 
just standing there staring at me. . . . I start pulling shards of glass out 
of my arms and hands. I notice that the glass is bluish-green, like the 
color of a pond or swimming pool.”

Imaginal Exposure Homework

Imaginal exposure homework may consist of listening to an audio record-
ing of the traumatic events (e.g., for 60 minutes each day until distress is 
reduced). Alternatively, the patient might write out or read over a descrip-
tion of the trauma for the same amount of time each day. If written home-
work is used, patients should be encouraged to write out the trauma with-
out worrying about spelling, grammar, or punctuation. Just as patients 
might listen to different imaginal exposure recordings derived from their 
successive exposure sessions, patients using writing as homework should 
periodically rewrite their narration, adding extra details and insights (e.g., 
“I realize now that there was no way I could have stopped him”). The 
therapist can use the added insights as material for cognitive restructuring. 
(A variant of this exercise is to encourage the patient to write a detailed but 
unsent letter to the perpetrator, describing the trauma, its effects, and its 
meaning for the patient.)

Tailoring Interventions for Children

Imaginal exposure for older children (e.g., 8- to 9-year-olds) and adoles-
cents can proceed in much the same manner as for adults. For younger 
children (e.g., 5–8 years), and sometimes for older children (8–9 years or 
older), imaginal exposure is more successfully carried out by having them 
repeatedly draw, in detail, the traumatic experience. For younger children 
imaginal exposure can also take the form of play, for example, reenacting 
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a road traffic collision with toy cars or sculpting it in clay. However, com-
pared to using toys or clay, there is greater power and flexibility in drawing 
the trauma. Drawing can better express the idiosyncratic aspects of the 
trauma, thereby providing exposure to aspects of the trauma that might 
not be readily available through other means of representation. Graphic 
and, for many viewers, highly disturbing examples of such drawings were 
recently published in the British Journal of Psychiatry (2004, vol. 184, 
p. A18; see www//:bjp.rcpsych.org/cgi/reprint/184/5/379-a18). Rwandan 
orphans were encouraged, as part of therapy, to draw the massacres that 
they had witnessed, such as women and children being shot, stabbed, or 
hacked to death with machetes. When they were ready, the children were 
also encouraged to share their stories with the therapist and with the others 
in the orphanage, by means of play, drama, or simple storytelling.

For children who are too frightened to draw their traumatic experi-
ences, a gradual, hierarchical method can be used. One approach is the 
“Party Hats on Monsters” game (Crenshaw, 2001). The therapist first asks 
children to draw something that makes them feel happy or safe, such as a 
favorite activity. Once the drawing is completed the therapist engages them 
in a pleasant conversation about the drawing. The therapist then asks the 
child to draw something that scares him or her just a little. Next, the thera-
pist asks the child to change the drawing in a way that will make the feared 
object (e.g., a monster) seem less scary. For example, the child could put a 
party hat on the monster, or shrink it in size. Then the therapist can say, 
“It’s amazing how many children realize that when they change the picture 
on paper to make it less scary, they also change the picture in their head 
so that they are no longer frightened.” Over successive sessions the child is 
encouraged to draw increasingly more frightening pictures, which are then 
modified to make them less frightening. In this way the child is eventually 
able to draw, and thereby gain exposure to, the traumatic event, eventually 
without the need to modify the drawing to make it less frightening. In some 
cases, however, it is therapeutic for the child to deliberately modify the 
drawing of the trauma, particularly if such modifications serve to change 
maladaptive beliefs. For example, a tsunami survivor might modify the 
drawing by shrinking the size of the waves and adding people who are hap-
pily surfing on them. Such a modification can implicitly challenge beliefs 
such as “waves are dangerous.”

Drawing methods are also particularly useful for helping children 
overcome trauma-related nightmares. Here, the child is asked to draw the 
frightening characters in the nightmare, and to change the elements of the 
nightmare in a way that makes it less threatening. Nightmares of being car-
ried off by bad men, for example, could be treated by adding to the drawing 
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a superhero, who rounds up the men and hauls them off to prison. Open 
trials and controlled studies have shown that such nightmare-modification 
methods—known as imagery rescripting—are effective in reducing night-
mare frequency, for children, adolescents, and adults (e.g., Krakow, Hollifield, 
et al., 2001; Krakow, Sandoval, et al., 2001; Long et al., 2011; Raabe, Ehring, 
Marquenie, Olff, & Kindt, 2015). For adolescents and adults it is typically 
unnecessary to use drawings; imagining the modified nightmare may suffice, 
either by writing it out or narrating it into a recording device. However, in 
some cases even adolescents and adults may benefit from drawing.

Note that such nightmare reduction strategies are most useful when 
nightmares are the prominent symptom of the clinical picture. If night-
mares are simply one element of an array of reexperiencing symptoms, then 
imaginal exposure to trauma stimuli typically reduces all reexperiencing 
symptoms, including nightmares (Taylor, 2004), even when exposure does 
not specifically target the surreal elements of nightmares.

VARIANTS OF EXPOSURE THERAPY

Adapting Protocols to Special Circumstances

If the patient’s first language is not English, one should ask whether it would 
be more distressing to conduct imaginal exposure in his or her native lan-
guage or in English, and whether the memory is more vivid when described 
in one language versus the other. A traumatized refugee from Iran, for 
example, reported that imaginal exposure was more vivid and emotionally 
evocative when he described it in his native Farsi. Accordingly, as part of 
the exposure hierarchy, exposure initially began in English, which had the 
advantage of providing the English-speaking therapist with information 
about how the patient was completing the imaginal exposure exercises. The 
therapist was able to check whether all the sensory modalities were being 
recalled, and whether the trauma was being described in the present tense. 
After a few trials of imaginal exposure in English, in which the patient was 
coached to provide details, there was a sufficient reduction in distress for 
imaginal exposure to be conducted in Farsi. After each exposure trial, the 
therapist reviewed the experience with the patient (in English) and checked 
that exposure was being done optimally.

Imaginal Exposure for Multiply Traumatized Patients

One approach for multiply traumatized patients is to initiate imaginal 
exposure for the most disturbing memory. By means of generalization, this 
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should reduce, to some extent, the distress associated with memories of 
other traumatic events. Therapeutic generalization is most likely to occur 
when the patient has experienced multiple episodes of the same kind of 
abuse, such as repeated sexual abuse from a single perpetrator. This is 
because human memory is adapted to store the gist or prototypical elements 
of repeated experiences (Schacter, 2002). Alternatively, imaginal exposure 
can be done by focusing on one memory at a time, or by including several 
memories within each trial of imaginal exposure. The latter approach is 
used when one memory naturally triggers another, so that it is difficult for 
the patient to stay focused on a single memory.

A related approach draws on procedures used in narrative exposure 
therapy (Elbert et al., 2015; Neuner et al., 2004; Schauer, Neuner, & Elbert, 
2005). As discussed in Chapter 5, this treatment has been shown to be 
effective in treating multiply traumatized refugees. The therapist can assist 
the patient in writing out a detailed, coherent biography of the patient’s life, 
with particular attention to traumatic events, which the patient is asked to 
narrate in detail. The patient and therapist go over the written document 
several times, to add details and make other corrections. This helps the 
patient make sense out of the traumatic events by placing them in the con-
text of his or her life. The patient can also be asked to reread the sections 
of the biography describing the traumatic events, until distress has been 
reduced.

Adding Cognitive Restructuring to Imaginal Exposure

The best ways of combining cognitive restructuring and exposure are the 
focus of ongoing research, and so far there is only clinical experience to 
serve as a guide. One approach that has proved clinically useful in our 
treatment studies and those of other clinical investigators (e.g., Gillespie, 
Duffy, Hackmann, & Clark, 2002; Wald, Taylor, & Scamvougeras, 2004) 
is to conduct a trial of imaginal or interoceptive exposure, then implement 
a short cognitive intervention, followed by another trial of exposure, and 
so on. In other words, restructuring is incorporated into the debriefing that 
follows each trial of exposure. The results of cognitive restructuring, such 
as a new belief or coping statement, are then introduced into subsequent 
trials of imaginal exposure.

Amanda’s imaginal exposure exercises included recalling the many horren-
dous deaths she attended as a paramedic, including a tragedy in which a 
young girl was killed and horribly dismembered when she was hit by a truck 
while bicycling. During the short debriefings that followed each exposure 



 Exposure Exercises I 251

trial, it emerged that Amanda believed that pain and suffering continued after 
death. As Amanda and her therapist explored this belief, Amanda recognized 
that she was basing this idea on the presumption that mutilation is associated 
with horrible pain. She realized that this would not apply to the deaths she 
encountered, because these deaths were likely to be instantaneous and virtu-
ally painless (“They never knew what hit them”). She was able to successfully 
replace her belief that “mutilation, even in a corpse, is associated with horrible 
pain” with the belief that “mutilated corpses are ‘empty vessels’; they are no 
longer suffering.” After she reinterpreted her experiences in this way, the trau-
matic memories became much less disturbing.

Another way of integrating cognitive restructuring with imaginal expo-
sure involves written imaginal exposure assignments, in which the patient 
is asked to write about the trauma from various perspectives (Galovski 
et al., 2015; Resick & Schnicke, 1993). Here, the direct goal is cognitive 
change rather than the extinction of distress, although it is important to 
remember that exposure and cognitive restructuring both change maladap-
tive beliefs. There are several ways that these writing assignments can be 
conducted. The first time patients write about the trauma, for example, 
they may be simply asked to write a detailed, first-person, present-tense 
account of the event(s). On subsequent writing exercises, they can be asked 
to write about the event with particular questions in mind. The questions 
concern particular issues or problems that need to be addressed. For exam-
ple, if the therapist and patient agree that issues of trust were shattered by 
the trauma, then the patient might write about the trauma in terms of his 
or her beliefs about trust before the trauma, how they were influenced by 
the trauma, and how the patient currently decides whom to trust. Such 
exercises involve some degree of imaginal exposure, although the exercise 
is oriented more toward eliciting material for imaginal exposure. Similarly 
useful exercises involve writing about the trauma with some other question 
in mind, such as the following: “What important things did I learn from 
this experience that can help me be safe and happy in the future?” “Trauma 
involves a loss of innocence; how can I learn from the trauma without 
becoming angry and bitter?”

T R O U B L E S H O O T I N G

It can be difficult to decide beforehand how best to implement exposure, so 
even experienced therapists make mistakes. The key is to minimize errors 
and to ensure that exposure therapy is a self-correcting process, where 
errors that do occur are detected and remedied. The following are the most 
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common therapist errors in implementing interoceptive and imaginal expo-
sure, along with some solutions.

Failing to provide the patient with a convincing rationale for expo-
sure, and failing to check the patient’s understanding of the rationale. Dur-
ing the early stages of exposure therapy, it is wise to periodically ask the 
patient about his or her understanding of the rationale for exposure.

Failing to establish a sound therapeutic relationship before commenc-
ing exposure. Patients need to feel safe and trust their therapist in order for 
them to be fully engaged in exposure therapy. If a good working relation-
ship has not been established, then the patient may be reluctant to engage 
in exposure exercises and may be reluctant to share his or her fears or con-
cerns about therapy. To address these problems, the therapist should spend 
enough therapy time to establish a good working relationship.

Failing to identify important cognitive factors in the initial assess-
ment, which may be relevant to the case formulation and treatment plan. 
For example, consider beliefs associated with strong fear of negative eval-
uation (e.g., “For me to be worthwhile, people need to approve of me,” 
“They won’t approve of me if they see that I’m an emotional wreck”). These 
beliefs can make the patient feel too embarrassed to participate in imaginal 
or interoceptive exposure exercises during the therapy session. Such beliefs 
may need to be addressed before conducting exposure.

Reacting with shock, anxiety, or disgust when hearing the patient’s 
account of the trauma or seeing the patient’s emotional response to expo-
sure exercises. Therapists should strive to be unshockable, while still being 
able to express appropriate empathy and support. If you find yourself 
becoming highly distressed by your patient’s reactions or experiences, then 
there are several paths open to you: (1) you may become less disturbed 
as you gain more experience with PTSD patients and become accustomed 
to hearing about their experiences and seeing their reactions during treat-
ment; (2) if you are especially disturbed by the degree of emotion expressed 
by these patients during exposure therapy, then remind yourself that the 
treatment you are using has a good rationale and established efficacy; (3) 
seek out supervision or, if necessary, therapy to address your distress; and 
(4) if working with traumatized patients still continues to be highly disturb-
ing, then perhaps this population is not for you. There are plenty of other 
types of patients who may benefit from your psychotherapeutic skills.

Going up the exposure hierarchy too slowly and prematurely abort-
ing exposure trials whenever the patient becomes upset. These mistakes 
reinforce avoidance by conveying the implicit message that distress and 
harmless trauma-related stimuli are actually dangerous. This problem is 
compounded when the patient perceives the therapist as lacking confidence 
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and competence in implementing the exposure exercises. It is important to 
express appropriate confidence that the patient can tolerate exposure to 
distressing stimuli.

Going up the hierarchy too fast, or attempting exposure to stimuli that 
the patient finds to be too distressing or that cause panic or intense bodily 
reactions (e.g., headache, dizziness, nausea). This too can lead to aborted 
exposure, and can undermine the patient’s confidence in treatment, thereby 
leading to treatment nonadherence or dropout. An 80% rule can guide the 
selection of initial exposure exercises (e.g., “We want you to try exercises 
that are challenging but not overwhelming; I suggest that you only attempt 
an exercise if you’re at least 80% confident of completing it”). In addition, 
the patient’s level of distress should be reduced by at least 50% before mov-
ing on to the next item in the exposure hierarchy.

Abandoning exposure as soon as the patient becomes numb or dis-
sociates. The therapist should bear in mind that numbing and dissocia-
tion tend to naturally decline over the course of exposure therapy, even if 
adjunctive interventions like grounding strategies are not used (Taylor et 
al., 2003; Wolf et al., in press). If the patient becomes numb or dissociates 
during exposure, then the therapist has two options: (1) if these reactions 
are not severe, and if the patient is still able to engage in exposure exercises, 
then the exercises can be continued, while assuring the patient that numb-
ing and dissociation are harmless, temporary reactions that will abate with 
time; (2) if numbing and dissociation are severe (including the occurrence 
of flashbacks), then grounding exercises or other emotion coping strategies 
can be used (see Chapter 9), or the patient can simply be given a few min-
utes to allow numbing or dissociation to dissipate. The causes of numbing 
and dissociation can then be explored (e.g., Were these strategies inten-
tionally used by the patient because exposure evoked too much distress?). 
Then the patient and therapist can consider using less distressing types of 
exposure exercises.

Talking too much or frequently interrupting the patient during expo-
sure. This is distracting for the patient and dilutes the “dose” of exposure 
he or she receives. Anxious therapists sometimes feel the urge to reassure 
their distressed patients, thereby talking too much to the patient. As thera-
pists become more experienced with exposure therapy, their anxiety should 
abate.

Not offering enough support or encouragement during and after expo-
sure trials (e.g., “This is hard, but you’re doing excellent work,” “That’s 
it, stay with the memory and the feelings”). If patients become highly dis-
tressed, the therapist can also gently remind them that they’re safe, that the 
trauma is in the past, and that the memory can’t hurt them.
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Avoiding, because of therapist discomfort, the worst of the trauma 
during imaginal exposure. Graphic details need to be included in the ima-
ginal exposure narration in order for this therapy to be fully effective.

Failing to identify safety signals and safety behaviors that can inter-
fere with the efficacy of exposure. For example, this might include cogni-
tive avoidance during imaginal exposure (e.g., avoiding details or skipping 
over the most distressing parts of the trauma) or distraction from feared 
bodily sensations during interoceptive exposure. Another example of an 
exposure-interfering safety behavior is when the patient takes anxiolytic 
medication (e.g., lorazepam) shortly before the exposure exercise. Meth-
ods for identifying these problematic behaviors are discussed in Chapter 6. 
These treatment-interfering factors are also suggested by anomalous reac-
tions to exposure therapy, such as the absence of emotions elicited by expo-
sure or unusually rapid reductions in distress. Poor treatment attendance or 
consistently arriving late for therapy also raises the question of avoidance. 
The therapist may need to openly but empathically discuss this issue with 
the patient (e.g., “I appreciate that therapy can be unpleasant—just like 
a visit to the dentist—and so I’m wondering whether you’ve been feeling 
the urge to avoid coming to therapy . . . ”). Problem solving can be used to 
address avoidance problems (e.g., proceeding more gradually with expo-
sure and encouraging the patient to let the therapist know if treatment is 
becoming too difficult). Note also that patients sometimes misuse emotion 
regulation skills (e.g., relaxation or soothing imagery exercises) for avoid-
ance purposes. Once identified, avoidance, safety signals, and safety behav-
iors can be omitted or gradually faded out of the exposure exercises, and 
the therapist can prompt for details of the trauma to help the patient over-
come avoidance (e.g., “What did the assailant look like?”). Motivational 
interviewing methods (see Chapter 9) can also be used to address problems 
with treatment adherence, along with cognitive restructuring to address 
avoidance-promoting beliefs (e.g., “I’ll lose control if I let myself imagine 
my combat experiences” or “Only crybabies let themselves get emotional”).

Getting sidetracked by other problems that the patient brings up dur-
ing sessions that are intended to be used for exposure. Sometimes patients 
bring up minor issues (minor stressors) as a form of avoidance. One way 
to deal with this problem is to agree to explore these issues after the in-
session exposure exercises have been completed. In other cases, the patient 
may be bringing up important issues that warrant immediate attention. 
These might include major stressors that have arisen during the course of 
treatment. Exposure therapy, for example, might be focused on a trauma 
associated with the patient’s PTSD but then become sidetracked because 
other stressors arise that are in need of clinical attention (e.g., a diagnosis 
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of cancer or the unexpected death of a loved one). Here, getting sidetracked 
is unavoidable. Nevertheless, the patient can still be encouraged to apply 
skills learned in therapy to the current crisis (e.g., emotion coping skills), 
and then the patient and therapist can decide which problem needs to be 
currently worked on. Sometimes, patients decide to continue on with expo-
sure therapy, focused on the original trauma, while also applying emotion 
coping skills to handle a more recent stressor.

Failing to design homework exercises that maximize the chances 
that they will be completed. This often involves failing to discuss with the 
patient the details of when, where, and how the exercise will be completed, 
and failing to identify and overcome likely obstacles to successful home-
work completion.

SUMMARY

Three forms of exposure—interoceptive, imaginal, and situational 
exposure—are useful in treating PTSD. Of these, imaginal and situational 
exposure are well-established interventions, while interoceptive exposure is 
a promising intervention that remains to be further evaluated. This chapter 
reviewed the general principles of exposure and provided details on how 
interoceptive and imaginal exposure can be effectively implemented. Vari-
ants on treatment protocols were discussed, and common problems and 
solutions were considered. Interoceptive and imaginal exposure make it 
easier for the patient to overcome distress associated with external stimuli, 
the topic of the next chapter.
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HANDOUT 12.1. Description and Rationale 
for Exposure Exercises

WHAT IS THE PURPOSE OF EXPOSURE THERAPY?

The goal of exposure therapy is to desensitize you to things that are upsetting but 
objectively harmless. Exposure therapy can reduce distressing emotions associ-
ated with the trauma and reduce nightmares and trauma-related fears. This can 
help you get on with your life without being constantly reminded of awful things 
that happened in the past. Research has shown that exposure therapy is among 
the best ways of treating posttraumatic stress disorder (PTSD).

WHAT EXACTLY IS INVOLVED?

Although your therapist may make suggestions about what exercises are likely to 
be useful, the choice is completely up to you. There are three sorts of exposure 
therapy that you may choose to try:

1. Exposure to harmless but often fear-evoking bodily sensations. This called 
interoceptive exposure. For example, many people who suffer from PTSD 
become very distressed when they experience intense but harmless bodily 
sensations associated with the trauma, such as thumping heartbeat. If this is 
a problem for you, then interoceptive exposure can be helpful. It can help you 
feel less upset when your body becomes physiologically aroused.

2. Exposure to harmless but distressing memories of the trauma. This is called 
imaginal exposure. This involves you recounting the trauma in as much detail 
as possible, using first-person present tense (“I am doing this right now . . . ”) 
and all your senses (e.g., the things you saw, heard, smelled, tasted, and felt), 
and holding that image until anxiety/distress diminishes. This eventually makes 
the memory less upsetting and reduces the frequency with which you think 
about the trauma.

3. Exposure to harmless but distressing real-life reminders of the trauma. This is 
known as situational exposure. This is aimed at helping you become less upset 
about everyday things that remind you of the trauma. For example, people who 
have been sexually assaulted usually try to avoid things that remind them of 
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the assault, such as particular people, places, or things. Marion, for example, 
was sexually assaulted by a man who smoked a cigarette after the rape. From 
then on, whenever Marion saw someone smoking or smelled tobacco, she felt 
very upset and panicky. Marion eventually decided to desensitize herself to this 
unwanted reaction by visiting a cigar bar several times with a trusted friend. 
If you have problems with being upset by harmless reminders such as these, 
then situational exposure may be helpful for you. This sort of exposure, like the 
other forms of exposure therapy, is gradual. We will start with something that 
you can manage. Then when you are comfortable in that situation we will build 
up to more uncomfortable situations.

HOW DOES EXPOSURE THERAPY WORK?

People with PTSD tend to avoid the things that upset them. For example, a person 
who was in a serious car accident might try to avoid the intersection in which the 
accident occurred, in order to avoid thinking about the accident. Such avoidance 
is like a drug such as opium; it provides temporary relief but does not help the 
person overcome their fears or get over the trauma. Exposure therapy is based 
on the old saying “If you fall off the horse and are frightened of riding, the way 
to get over your fears is to get back on the horse.” The key is to do this in a way 
that is gradual and controllable and tolerable for you. That is the goal of exposure 
therapy. The aim of this treatment is not for you to forget that the trauma ever 
happened. Rather, you need to work through the event so that you are able to talk 
about and remember it without great distress or fear.

IS EXPOSURE THERAPY RIGHT FOR ME?

Exposure therapy is helpful for many people who suffer from PTSD, but it is not 
for everyone. Sometimes, it is necessary to deal with other problems before expo-
sure therapy can be used. For example, if you have a drug or alcohol problem, it 
may first be necessary to seek help for these problems before receiving exposure 
therapy. Ask your therapist whether exposure therapy is right for you at the pres-
ent time.

IS EXPOSURE THERAPY AN EMOTIONALLY PAINFUL PROCEDURE? 
WILL I BE IN CONTROL?

Exposure therapy is conducted slowly, so that you do not feel overwhelmed with 
unpleasant emotions. You will feel some emotional discomfort, but you will be in 
complete control of how exposure therapy is conducted. Exposure therapy is a bit 
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like a visit to the dentist; there will be some discomfort, but you and your therapist 
will work to ensure that you don’t feel overwhelmed.

ARE THERE ANY SIDE EFFECTS?

There are side effects to every effective treatment, regardless of whether the treat-
ment consists of medication or exposure therapy. The side effects of exposure 
therapy involve short-term and usually mild increases in symptoms. In the first few 
weeks of exposure therapy you may experience a slight increase in the frequency 
of nightmares, or an increase in anxiety or irritability. These are good signs; they 
indicate that exposure therapy is starting to take effect. You and your therapist can 
work together to minimize the side effects. This can be done by gradually imple-
menting exposure exercises, starting with exercises that evoke very little distress.

WHAT ARE THE LONG-TERM EFFECTS?

Unlike medications, where the effects tend to wear off once the drug is discon-
tinued, evidence suggests that the effects of exposure therapy tend to be long-
lasting. This is partly because exposure therapy teaches you practical skills for 
overcoming your problems in a gradual, step-by-step fashion. In other words, 
exposure therapy provides you with the skills for overcoming your problems now 
and in the future.

FURTHER QUESTIONS?

Please talk to your therapist, who will be happy to discuss exposure therapy with 
you in more detail.

HANDOUT 12.1. (page 3 of 3)
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HANDOUT 12.2. Exposure Homework Monitoring Form

 
 
Date

 
 
Homework exercise

 
 
Duration

Peak distress  
(0 = none,  
100 = maximum)
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Example:
   

 
 
Date

 
 
Homework exercise

 
 
Duration

Peak distress  
(0 = none,  
100 = maximum)

24/Feb Listened to 
recording

50 min 70

25/Feb Listened to 
recording

60 min 60

26/Feb Listened to 
recording

60 min 45
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C H A P T E R  13

Exposure Exercises II
Situational Exposure

S ituational exposure involves exposure to safe, harmless external stimuli 
that resemble or remind the patient of the trauma. The choice of stimuli is 
determined largely by the patient’s goals regarding the stimuli for which 
he or she wants to overcome his or her distress. Stimuli used in situational 
exposure exercises include places (e.g., the scene of a bank robbery), situa-
tions (e.g., having conversations with authority figures), things associated 
with the trauma (e.g., a piece of clothing worn when the patient was raped), 
and symbolic reminders (e.g., particular movies, photographs, or pieces of 
music associated with the trauma). Situational exposure tends to be most 
effective when the stimuli evoke fear or anxiety, rather than anger, shame, 
or guilt. Cognitive restructuring is more useful for the latter three emotions, 
although trauma-related anger and guilt have been shown to be reduced by 
situational exposure exercises (Rauch et al., 2012; Stapleton et al., 2006). 
Situational exposure, like other forms of exposure therapy, can be fruit-
fully combined with cognitive restructuring. Situational exposure is also 
typically combined with other forms of exposure. For example, treatment 
could consist of a series of sessions on interoceptive and imaginal exposure, 
followed by situational exposure sessions involving therapist-assisted (in 
session) exposure and exposure homework assignments.

GENERAL PRINCIPLES OF SITUATIONAL EXPOSURE

Precautions and Preparations

The precautions and preparations, and homework monitoring forms, 
for situational exposure are much the same as those for imaginal and 
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interoceptive exposure, although there are some exceptions. The therapist 
emphasizes the importance of safe situational exposure exercises that can 
be practiced regularly. Patients can be advised that situational exposure 
exercises will not make them become reckless or foolhardy.

Safety and Risk Tolerance

Sometimes it can be challenging to help patients distinguish safe from 
dangerous exposure situations. In planning exposure assignments, useful 
questions that the patient can consider are “Did this seem dangerous to me 
before the trauma?” and “Do other people see this situation as dangerous?” 
(Foa, Hembree, & Rothbaum, 2007; Meadows & Foa, 1998). If the patient 
lives in an objectively dangerous neighborhood or has a hazardous occu-
pation, exposure exercises should not involve additional exposure to risk; 
instead, the patient should be encouraged to find ways of minimizing risk, 
such as moving to a safer neighborhood or occupation or taking precautions 
to ensure safety, such as walking with trusted others in a dangerous area or 
carrying a whistle at night (Foa et al., 2007; Meadows & Foa, 1998).

In other cases, patients may be overestimating danger or insisting on 
complete certainty that they will be safe. For many exposure situations—as 
in life in general for all of us—there is no 100% guarantee that a given situ-
ation is safe. A drive on the freeway, a visit to the bank, a flight on a plane, 
or a social outing with friends—each carries some degree of risk, even if 
the risk is small. The patient, like everyone else, needs to decide on what 
is a personally acceptable degree of risk by balancing safety and quality of 
life. If patients tend to overestimate danger or have an intolerance of uncer-
tainty, then cognitive restructuring can be used to address these issues.

Elements of Exposure Exercises

Situational exposure is typically conducted in a hierarchical fashion, start-
ing with the least distressing stimulus (see Handout 13.1, pp. 278–279). 
The hierarchy could consist of, say, the dozen most relevant stimuli for 
a given trauma, including those that best represent the main aspects of 
the trauma as well as the stimuli that the patient most wants to become 
comfortable with. However, exposure tends to be most beneficial when it 
is conducted in multiple contexts, including exposure to different varia-
tions of the exposure stimulus, and at different times of day (Bouton, 2002; 
Bouton & Waddell, 2007). For patients who have been exposed to multiple 
traumas, it may be necessary to work through more than one exposure 
hierarchy, beginning with the currently most distressing trauma, or the 



262 TREATMENT METHODS AND PROTOCOLS 

trauma associated with stimuli that are causing the greatest interference in 
the patient’s daily life.

The patient works through the hierarchy at his or her own pace, and the 
therapist encourages the patient to tackle challenging but not overwhelm-
ing exposure exercises. Toward the end of exposure therapy, the in-session 
situational exposure exercises are gradually faded out (spaced further apart 
in time) in order to wean the patient off therapist-assisted exposure, while 
at the same time the patient continues to practice self-directed exposure in 
the form of homework assignments.

Exposure trials need to be long enough, and to be repeated enough, for 
enduring distress reduction to occur. A commonly used clinical guideline 
is that exposure continue until there is at least a 50% reduction in distress. 
Alternatively, one can plan for 45 minutes of in-session exposure and 60 
minutes of homework exposure trials. If distress reduction does not occur 
by the end of a therapy session, then the patient can be given a few minutes 
to unwind, or an emotion regulation exercise can be used. Patients can be 
advised that even if their distress has not abated during a session (within-
session extinction), they still may show between-session distress reduction 
(Foa et al., 2007; Taylor et al., 2003).

Before each exposure trial, the patient can use an emotion regulation 
skill (e.g., breathing retraining) to deal with anticipatory anxiety. During 
exposure, however, it is important that the patient allow him- or herself to 
feel the full range of emotions elicited by the stimulus. After an exposure 
trial, the patient could use an emotion regulation skill to calm down. How-
ever, this is often unnecessary. Patients typically calm down naturally with-
out the need for specific exercises. In fact, if the therapist insists on using 
relaxation exercises or other calming methods at the end of each exposure 
trial, that could give the patient the misleading impression that emotion 
arousal is dangerous and something that needs to be quickly contained.

Reducing Reliance on Safety Signals and Safety Behaviors

Over the course of exposure exercises, patients are encouraged to discon-
tinue relying on unnecessary safety signals and safety behaviors. Safety 
signals are stimuli that the person associates with the absence of danger 
(e.g., carrying pepper spray around the office). Safety behaviors are things 
that the person does to needlessly avert danger, such as avoidance, check-
ing, and escape, as well as vigilance and scanning of the environment, and 
tensing one’s muscles in preparation for action.

Jim, who developed PTSD after being rear-ended by another driver, developed 
a range of maladaptive safety behaviors, including braking at green lights, 
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traveling well under the speed limit on freeways, and trying to make eye con-
tact with the driver behind him through his rearview mirror when he was about 
to stop at a traffic light. These behaviors actually increased Jim’s odds of being 
in another road collision, so it was important that his situational exposure exer-
cises be designed specifically to involve the intentional discontinuation of such 
behaviors.

A further example is the combat veteran who, as a civilian living in a safe 
neighborhood, resorted to several safety behaviors that perpetuated his 
sense of danger. For example, he always kept his blinds drawn at home and 
frequently checked the windows for strangers walking past his house, he 
repeatedly checked the locks each night before retiring, when on the street 
he often turned to check people who passed him to make sure that they 
continued on their way, and, when he went out to a restaurant, he always 
insisted on a seat that enabled him to have his back to the wall, so nobody 
would sneak up behind him. Performing these behaviors served as a recur-
rent reminder of “possible” threats. Exposure therapy involved gradually 
dropping these needless behaviors, which eventually helped him feel more 
comfortable in his daily life.

Fading out such needless sources of safety can help patients test their 
maladaptive beliefs (e.g., “If I don’t remain vigilant then I’ll be harmed”). 
These exercises are usefully combined with cognitive restructuring that 
focuses on the advantages and disadvantages of relying on such perceived 
sources of safety. Of course, patients are encouraged to continue using 
adaptive forms of safety, such as being escorted by security personnel to 
one’s car in a dimly lit parking garage late at night.

DEVELOPING SITUATIONAL EXPOSURE EXERCISES: 
ILLUSTRATIVE EXAMPLES

One of the challenges in conducting situational exposure is to come up with 
safe, feasible exercises, which can be conducted during therapy sessions and 
as homework assignments. The therapist may need to be creative in coming 
up with suitable exposure exercises. The Internet can be a useful source 
of exposure stimuli (e.g., images of combat or natural disasters). Several 
examples will be included here in order to help therapists with the impor-
tant but challenging task of developing exposure exercises.

Generic and Idiosyncratic Stimuli

Patients can rent commercially available movies to use as a form of exposure 
to trauma-related stimuli. Table 13.1 provides some examples for various 
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types of trauma. Before recommending a movie as an exposure assignment, 
the therapist should first view the film to ensure that it is relevant for a 
given patient. Some films are likely to be more disturbing than others. For 
patients with PTSD associated with domestic violence, for example, the 
film Once Were Warriors may be more distressing than Sleeping with the 
Enemy. The therapist should use clinical judgment in selecting appropriate 
films. The list in Table 13.1 is illustrative rather than exhaustive. Patients 
themselves may be aware of other films that they have been deliberately 
avoiding because they serve as reminders of the trauma.

Initially, the patient might choose to watch the movie with a supportive 
person present, and then watch the film alone. Movie-related exposure typi-
cally proceeds by having the patient view the entire film two or three times, 
and then, on subsequent exposure trials, watch the most disturbing scenes 
over and over again. The films should be viewed in a nondistracting setting. 
The patient should also be discouraged from watching the movie from the 
perspective of a film critic. Attention to the technical details (e.g., the accu-
racy of Vietnam combat details), acting ability, and realism can serve as a dis-
traction, thereby undermining the effects of the exposure exercise. Patients 
should be encouraged to immerse themselves in the film, while suspending 
judgment on its quality. However, if patients find that they are becoming too 
upset by the film, then they can remind themselves that “it’s only a movie.”

Regarding other commonly used stimuli, the site of the trauma (provid-
ing it is safe) is a commonly used stimulus for exposure exercises. This could 
include the site of a road traffic collision, the house or school in which one 
was abused, the factory in which one was injured, the restaurant or night-
club in which an assault occurred, places where an earthquake destroyed 
one’s former dwelling, or the bank in which a holdup took place. Trigger 
stimuli that evoke reexperiencing symptoms or avoidance are also potential 
candidates for exposure stimuli. These would be identified during the initial 
assessment. Other examples of safe and readily available stimuli for exposure 
exercises for various classes of trauma are presented in Table 13.2.

Generic stimuli are a good starting place for formulating ideas about 
situational exposure exercises to suit the goals and needs of a given patient. 
To be optimally effective, stimuli that are specific to the patient’s trauma 
experiences need to be included in the exposure exercises. These can be 
variations on the stimuli described in Table 13.2, or they may be idio-
syncratic stimuli for a given patient. To illustrate the latter, some assault 
survivors feel highly anxious if they can’t be vigilant for sounds of intrud-
ers in their house. So, showering with the door closed, running the vac-
uum cleaner, watching the TV with the volume turned up, or listening to 
loud music through headphones at home all would be potential exposure 
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TABLE 13.1. Examples of Films That Can Be Used as Exposure Stimuli

Trauma category Title

Childhood abuse (physical 
and/or sexual)

The Boys of St. Vincent 
A Thousand Acres 
Bastard Out of Carolina 
Mommie Dearest 
The Prince of Tides 
Radio Flyer 
Sleepers 
The 400 Blows 
The Celebration 
This Boy’s Life

Combat Apocalypse Now 
Black Hawk Down 
Full Metal Jacket 
Hamburger Hill 
Saving Private Ryan 
Restrepo 
The Killing Fields 
Pearl Harbor 
Platoon 
Jarhead 
War Photographer 
Lone Survivor 
The Hurt Locker

Disasters Airport (1970, 1975, 1977, or 1979 versions) 
The Poseidon Adventure 
Dante’s Peak 
Fearless 
The Perfect Storm 
Alive 
The Towering Inferno 
Twister

Domestic violence The Stalker (2002 version) 
Once Were Warriors 
Sleeping with the Enemy 
The Burning Bed 
The Color Purple 
The Shining 
Enough

Physical assault (adult) A Clockwork Orange (physical and sexual assault) 
Psycho (1960 or 1998 version) 
The Passion of the Christ 
Fight Club 
Henry: Portrait of a Serial Killer 
Panic Room 
The Godfather 
Cape Fear 
The Professional 
American Psycho 
                 (continued)
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TABLE 13.1. (continued)

Trauma category Title

Road traffic collisions Duel 
Gone in 60 Seconds 
Open Your Eyes 
Vanilla Sky 
Speed

Sexual assault (adult) I Spit on Your Grave 
The Strength to Resist 
Rape and Marriage 
Rape Is . . .  
Rape of Love 
The Accused 
Monster (2003)

Terrorism Collateral Damage 
Executive Decision 
The Great New Wonderful 
Hijacking Catastrophe 9/11 
September 11 
Fahrenheit 9/11 
The Terrorist 
Zero Dark Thirty

Torture and genocide Auschwitz: Inside the Nazi State 
Death and the Maiden 
Shake Hands with the Devil 
Nobody Listened 
Schindler’s List 
Hotel Rwanda 
The Pawnbroker

Note. Thanks to Gordon Asmundson, Nick Carleton, Jennifer Stapleton, Andrew Urquhart, 
and Jaye Wald for their contributions in preparing this table.

exercises. Some survivors of sexual assault become anxious if they dress in 
ways that accentuates their appearance, such as wearing makeup or attrac-
tive clothes. These can be the source of safe, appropriate exposure exercises.

For some trauma survivors, exposure to particular odors may be used 
as stimuli because they evoke memories of the trauma. Such stimuli might 
include the cologne the assailant was wearing, the smell of diesel or gaso-
line reminiscent of a vehicular or aircraft crash, the smell of disinfectant 
associated with childhood abuse in an orphanage, or the smell of alcohol 
associated with the breath of a sexual abuser.

For other trauma survivors, particular sounds may be especially evoc-
ative of the trauma. Particular pieces of music, for example, may have been 
playing in the background of a trauma such as an assault, and therefore 
serve as fear-evoking stimuli. The sounds of crying babies or children may 
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TABLE 13.2. Examples of Potential Stimuli for Situational Exposure 
Exercises

Trauma category Stimulus

Childhood abuse 
(physical and/or  
sexual)

	• Childhood memorabilia or photographs, such as photographs of 
parents or perpetrators, or of the patient as a child.

	• Watching, from a discreet distance, parents interacting with 
children in a park or playground.

	• Objects that resemble those used to punish the patient as a child 
(e.g., a cane or paddle).

	• Visiting churches and talking with clergymen (if the patient was 
assaulted by someone affiliated with a church group).

Domestic  
violence

	• Photographs or other reminders of the perpetrator, such as 
particular pieces of music or colognes preferred by the  
perpetrator.

	• Practicing being assertive (e.g., voicing one’s opinion to men).
	• Writing out, and reading out loud, abusive words or phrases used 

by the perpetrator.
	• Going to places where men are gesticulating and yelling, such as 

sporting events.

Physical assault 
(adult)

	• The sight of weapons, such as knives or guns. These can be viewed 
in gun stores, army surplus stores, museums, and in hunting or 
camping stores, or they can be kitchen knives from department 
stores.

	• Standing in line at the bank without scanning the surroundings.
	• Attending a boxing or martial arts match.
	• Going to a hockey match.

Sexual assault 
(adult)

	• Gymnasiums or sporting facilities that involve the use of locker 
rooms (for survivors of same-sex assault).

	• Patient looking at his or her naked body in the mirror.
	• Scheduled medical examinations (e.g., mammogram or cervical 

exam).
	• Going out for coffee, alone or with a friend, in coffee shops in 

which men are seated.

Road traffic 
collisions

	• Car travel, either as a driver or passenger.
	• Taking driving lessons or an advanced driving course.
	• Performing driving maneuvers that are reminiscent of the collision 

(e.g., making left-hand turns or watching others make such turns, 
or driving on freeways or through busy intersections).

	• Attending a car race, such as a demolition derby.

Terrorism 	• Books, documentaries, or newspaper articles on terrorism.
	• Being in crowded public places such as a market or railway station 

(if the patient experienced a terror attack in such a situation).
	• Photographs of people killed by terrorist.
	• Photographs of the terror suspects. 

                        (continued)
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TABLE 13.2. (continued)

Trauma category Stimulus

Combat 	• Gravesites, photographs, or memorials to fallen soldiers.
	• Museum displays about warfare or about wars relevant to the 

patient’s experiences.
	• Taking a public tour of a military school or base.
	• Visiting places where there are people in uniforms (e.g., visiting 

shopping malls in which there are uniformed security guards).
	• Walking through roadside garbage (i.e., improvised explosive 

devices [IEDs] were hidden in such garbage during wartime).
	• Getting stuck in traffic while driving (i.e., IEDs were rolled under 

cars during wartime).
	• Walking or driving under bridges (i.e., fragmentation grenades 

were dropped from bridges during wartime).

Torture or  
genocide

	• Museum exhibitions (e.g., the Holocaust Museum).
	• Books or documentaries about specific genocides.
	• Photos of people who “disappeared” as a result of torture or 

genocide.
	• Viewing objects that were used as instruments of restraint and 

torture (e.g., electrical cables in hardware stores, toy handcuffs in 
novelty stores).

Disasters 	• Riding in a glass elevator to the top of a tall building (for survivors 
of earthquake trauma).

	• Riding in planes, boats, or trains (as relevant) for survivors of 
crashes involving those modes of transportation.

	• Visiting dams or large, swollen rivers (for flood survivors).
	• Walking on the beach or in a park on a windy, rainy day (for 

hurricane survivors).

Note. The patient and therapist should ensure that situations are reasonably safe before planning to 
use them in exposure exercises.

be trauma stimuli for a formerly battered woman who was abused by her 
husband whenever their young children cried “too much.” Many survi-
vors of domestic violence become anxious when they hear raised voices or 
arguing. Here, graded exposure to raucous TV programs or loud but safe 
community activities (e.g., football games) may be included as part of their 
exposure exercises.

Foods can also be exposure stimuli. One male patient, who was 
repeatedly orally raped in childhood while attending a residential school, 
became distressed whenever people encouraged him to eat salty snacks 
(e.g., peanuts or pretzels) because the taste triggered memories of his sexual 
abuse experiences. He was even anxious about entering places in which 
such foods were sold, such as convenience stores. These places and stimuli 
were included in his exposure exercises. Similarly, exposure exercises for a 
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U.N. peacekeeper involved trips to local butcher shops, supermarkets, and 
open markets in which butchered livestock was sold. Meat-related stimuli 
reminded him of exposure to bodies he had seen.

The Exposure Hierarchy

Figure 13.1 illustrates part of a situational exposure hierarchy for a woman 
who was sexually assaulted while jogging through a park one evening. She 
was dragged off the jogging path and raped. The exposure hierarchy entails 
two main themes that were simultaneously addressed in treatment: prox-
imity to the scene of the assault and proximity to unknown males.

 
 
 
 
 
Exposure situation (e.g., place, object, person, or activity)

Anticipated peak 
level of distress 
while completing 
the task (0 = 
none, 100 = 
maximum)

Walking through the open, public areas of the park in which I was 
assaulted (in broad daylight, by myself).

90

Working out in a local fitness center during the day, where there are 
lots of guys exercising (by myself).

80

Walking through the open, public areas of the park in which I was 
assaulted (in broad daylight, with a friend).

75

Swimming in the local pool in which there are men in bathing suits 
(by myself).

70

Working out in a local fitness center during the day, where there are 
lots of guys exercising (with a friend).

65

Swimming in the local pool in which there are men in bathing suits 
(with a friend).

50

Reading and rereading the police report of the assault. 45

Listening to music containing explicit sexual lyrics. 40

Having morning coffee at a café in which male strangers are seated 
nearby (by myself).

30

Having morning coffee at a café in which male strangers are seated 
nearby (with a friend).

15

Wearing the jogging clothes that I wore when I was assaulted. 10

FIGURE 13.1. Exposure hierarchy for a patient who was assaulted while jogging 
through a park one evening.
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One of the challenges in developing an exposure hierarchy is that the 
latter is based on the patient’s anticipated level of distress in each of the 
exposure situations. Patients may over- or underestimate the actual level 
of distress they experience. Underestimations are more of a problem than 
overestimations, because unexpectedly severe distress can undermine 
the patient’s confidence in completing exposure assignments and thereby 
strengthen the patient’s avoidance tendencies (Taylor & Rachman, 1994). 
Accordingly, the patient and therapist should not be too ambitious in the 
types of exercises chosen as the first exposure exercises. It is generally bet-
ter to start with an easily tolerated, low-distress exercise that the patient is 
likely to successfully complete.

A further challenge is that there is often some degree of uncertainty 
or unpredictability in exposure exercises, especially exercises that involve 
other people. For example, some of the exercises in Table 13.2 involve 
entering public places (e.g., going to a fitness center). It is possible (although 
unlikely) that such a situation would be unexpectedly highly distressing 
(e.g., if a fight broke out between two of the men working out). Or a trip to 
the bank for a survivor of a bank robbery could result in the patient being 
exposed to another holdup. There is no way of avoiding such rare but pos-
sible outcomes. When the therapist and patient are discussing the safety of 
exposure exercises (along with a discussion of the patient’s risk tolerance in 
general), these low-probability aversive outcomes could be discussed, and 
patients can be advised that a goal of exposure exercises is to help them 
become comfortable in situations in which the realistic risk of harm is low, 
but that in these situations, like in the rest of their lives, there is no way of 
absolutely eliminating the risk of harm. Nevertheless, the patient and thera-
pist should discuss the cues or warning signs that indicate that the patient 
should leave, or not enter, a situation that is likely to turn hazardous.

Virtual Reality Exposure Therapy

There is encouraging preliminary evidence that effective situational expo-
sure exercises can be carried out in the form of virtual reality simulations 
(Botella, Serrano, Baños, & Garcia-Palacios, 2015; Motraghi et al., 2014; 
Nelson, 2013). Advantages to virtual reality exposure include the fact that 
exposure exercises can be readily conducted for situations that can be dif-
ficult to arrange in real life (e.g., plane travel or exposure to combat scenes), 
and the patient and therapist have complete control over these stimuli. Dis-
advantages include the limited range of exposure simulations that are cur-
rently available, and the unrealistic, cartoon-like quality of the simulations. 
The usefulness of virtual reality exposure therapy should improve once 
these issues have been addressed.
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Application to Children

Situational exposure for adults, adolescents, and children proceeds in much 
the same way. The exception is that for children (and sometimes adoles-
cents), it may be useful for the therapist to first demonstrate (model) the 
exposure exercise. To illustrate, an 11-year-old boy was treated for PTSD 
that arose after he witnessed the violent death of his female cousin, who was 
immolated by her angry boyfriend (Abrahams & Udwin, 2000). Thereaf-
ter, the boy was extremely frightened of anything related to fire. Situational 
exposure included exercises in which the boy’s mother would model (in a 
nonthreatening manner) the safe lighting of the kitchen gas stove.

As this example shows, when treating children, it can be very useful 
to involve a parent as a coach or guide during exposure-related homework 
assignments. Here, the role of the parent is similar to the role of significant 
others (e.g., spouses) in assisting in the exposure exercises of adults. The 
therapist trains the caregiver or significant other in how he or she can pro-
vide support and encouragement for exposure exercises, while at the same 
time not forcing the patient to engage in any unwanted exposure activities. 
The therapist routinely reviews the results of these assisted exposure assign-
ments in order to offer support and constructive feedback.

INTEGRATING SITUATIONAL EXPOSURE 
WITH COGNITIVE RESTRUCTURING

Cognitive restructuring can be implemented before, during, and after situ-
ational exposure. Before exposure, cognitive restructuring can be used to 
set up a behavioral experiment or to prepare a coping statement for use 
before and during exposure. After exposure, cognitive restructuring can be 
used to evaluate the exposure exercise, for example, which predictions were 
supported or refuted? Postexposure cognitive restructuring is also impor-
tant for correcting any distorted appraisals of the exposure experience (e.g., 
misinterpreting a partially completed exercise as a “complete failure”).

Coping Statements

Coping statements can be used to help the patient deal with anticipatory 
anxiety prior to exposure (e.g., “The worst of it is the anticipatory period; 
all I need to do is stay with my feelings and I’ll be fine”) and during exposure 
(e.g., “I’m safe walking into the bank; the chance of another armed holdup 
is slim”). If coping statements are used during exposure, the patient and 
therapist should ensure that they are not being misused as a form of distrac-
tion or as safety behaviors (e.g., “I have to calm myself down or I’ll lose 
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control”). After the exposure exercise the patient and therapist can review 
the effects of the coping statements. Were the statements helpful? If not, 
then how might they be revised? Were the statements a distraction from 
the exposure experience? If so, then they might be dropped in subsequent 
exposures.

Behavioral Experiments

A useful way of integrating situational exposure and cognitive restruc-
turing is to use situational exposure exercises as behavioral experiments. 
Behavioral experiments are forms of situational exposure in which explicit 
predictions of the outcome are made beforehand, derived from the patient’s 
maladaptive (e.g., danger-related) beliefs and an alternative, adaptive belief 
statement that the patient and therapist have formulated during the course 
of cognitive restructuring.

Melik narrowly escaped being crushed to death in an earthquake while visit-
ing relatives in Turkey. When he returned to his home in Vancouver he had an 
intense fear and avoidance of entering “old looking” buildings, for fear that an 
earthquake could strike and the building would collapse. His belief ran counter 
to the fact that building-destroying earthquakes in Vancouver were extremely 
rare events. Melik and his therapist agreed on a behavioral experiment to help 
make him feel more comfortable in buildings. The experiment involved going 
into old-looking buildings. The prediction based on his maladaptive belief was: 
“Old buildings are dangerous; if I go into one I’ll be courting fate. An earth-
quake will strike, and it will collapse.” The adaptive alternative was: “Old build-
ings in this city are just as safe as new buildings. They might remind me of the 
earthquake, but that’s where the similarity ends.” The behavioral experiment 
involved Melik entering a number of old-looking public buildings and sitting in 
the lobby and traveling on the elevator of each until he felt comfortable that the 
building would not collapse.

Behavioral experiments are efficacious interventions, although there is no 
empirical evidence that situational exposure is enhanced when this form of 
exposure is used in the form of behavioral experiments. Even so, the thera-
pist has the option of deciding, on a case-by-case basis, whether traditional 
situational exposure or behavioral experiments will be more useful for a 
given patient. Regardless of which method is used, it is important that situ-
ational exposure be properly implemented.

In principle, behavioral experiments can be much shorter than tra-
ditional forms of situational exposure. All that is needed for behavioral 
experiments is sufficient exposure to test maladaptive and adaptive beliefs. 
This could be a matter of minutes or less. Traditional situational exposure 
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requires the person to be exposed to the trauma-related stimulus until his 
or her level of distress has sufficiently abated. Although behavioral exper-
iments can be conducted much more quickly than traditional exposure, 
in clinical practice it is a good idea to employ behavioral experiments 
for the same amount of time that one would use traditional situational 
exposure, that is, until the patient’s distress level has been reduced by at 
least 50%. This is for two reasons. First, some patients attempt to abort 
behavioral experiments early by settling for a weak test of their beliefs 
(e.g., “Thirty seconds in the old building was all I needed to see that it 
wouldn’t collapse if an earthquake suddenly struck. . . . What? You want 
me to go in there for a longer period of time. No way! It could, um, col-
lapse . . . ”). Thus, the patient’s understandable desire to avoid distressing 
stimuli could compromise his or her ability to properly conduct behav-
ioral experiments. The second, related, reason for tying the duration of 
behavioral experiments to the degree of distress reduction (50% or more) 
is based on the idea that the patient’s level of distress (e.g., assessed on a 
0–100 scale) is an index or marker of the success of the behavioral experi-
ment. If the exposure assignment truly refutes the patient’s maladaptive 
beliefs (e.g., the belief that “Old buildings are dangerous”) and supports 
the adaptive alternative (e.g., “Earthquakes are highly rare where I live, 
so I don’t need to avoid old buildings”), then the behavioral experiment 
should reduce the patient’s level of distress. If the patient is exposed to 
the trauma-related stimulus (e.g., an old building) and still feels highly 
distressed, then clearly the patient still strongly adheres to the maladap-
tive (danger-related) belief.

Postexposure Processing

After each situational exposure exercise, the patient and therapist can 
review the similarities and differences between the exposure experience 
and the actual trauma. This can help the patient establish a time perspective 
and help in discriminating the harmless stimuli that happened to coincide 
with the trauma from the dangerous stimuli encountered during the trau-
matic event (Ehlers & Clark, 2000). Patients can also be asked to review 
what they learned from the exposure exercise. This can help underscore the 
safety of the exposure experience or, in some cases, can reveal information 
about the following:

	• Trauma-related triggers that the patient might not have previously 
recognized. For example, a discussion of his exposure experience led John 
to realize why driving under sunny conditions was always distressing for 
him; his car accident occurred during a particularly sunny day, which was 
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made all the more salient because it came after weeks of overcast, rainy 
weather.

	• The use of safety signals or safety behaviors (e.g., “I was fine, but I 
felt safe only because you were with me when I went into the bank”).

	• Distorted appraisals of the exposure experience, particularly “near 
miss” or “close call” appraisals. That is, the person regards the exposure 
exercise as involving a “lucky escape” rather than providing evidence that 
the situation was safe. Often, such appraisals can be identified during the 
assessment interview, when the therapist assesses the patient’s posttrauma 
experiences with stimuli that resemble or remind the patient of the trauma. 
In other cases, especially with highly avoidant patients, the therapist might 
not identify these types of appraisals until the situational exposure exer-
cises are under way.

Tom developed PTSD after he was involved in an aircraft accident in which 
several other passengers were seriously injured and one was killed. Tom was 
making steady progress with his situational exposure assignments, which 
involved going on sightseeing flights and taking flights on small commercial 
aircraft. Despite his steady progress, he arrived visibly shaken at a session 
one day. Tom said he had been on a flight that “nearly crashed.” A review of 
the incident revealed that the flight was turbulent and the landing bumpy. 
The therapist and Tom reviewed the evidence about whether the flight 
nearly crashed or whether it was simply a rough flight. Tom was asked to 
collect further evidence on this issue by talking with a flight instructor, 
who advised him that rough flights are quite common and it is very rare 
for such a flight to be hazardous. He realized that he had overestimated the 
seriousness of the rough flight. This information, along with other informa-
tion gleaned from the flight instructor (e.g., information about the safety 
features of aircraft and safety training of pilots), reduced his anxiety about 
flying, which in turn made it much easier for him to continue with the air 
travel exposure exercises.

T R O U B L E S H O O T I N G

Extreme Distress, Pain, or Dissociation Evoked by Exposure

It can be difficult for the patient and therapist to accurately predict the 
degree of distress evoked by situational exposure exercises. Accordingly, 
intense emotional reactions can occur. Intense distress or panic attacks 
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occurring during exposure exercises are not necessarily a problem, unless 
they make the exposure situation dangerous (e.g., panicking while flying a 
plane), or if they prompt the patient to flee the situation or resort to some 
form of maladaptive coping behavior (e.g., abuse of sedating drugs or alco-
hol). If patients can safely tolerate intense emotions, then exposure exer-
cises can be continued if the patient so desires. In our clinic we have treated 
a number of patients who were so determined to overcome their PTSD that 
they were willing to persist even with highly distressing exposure exercises. 
Other patients, however, are understandably unwilling to endure high lev-
els of exposure-induced distress or panic. In such cases, an easier exposure 
exercise can be tried. Either way, after an intense exposure exercise the 
patient can be given a few minutes to unwind and discuss the experience 
with the therapist. The therapist can empathize with the patient’s distress 
and provide praise for his or her courage in enduring emotional distress, 
and then the therapist and patient can plan what to do next.

Exposure exercises can sometimes exacerbate chronic pain (Wald, Tay-
lor, Chiri, & Sica, 2010). If the patient experiences intense exposure-related 
pain (e.g., headaches or muscle spasms), then plans should be made for less 
distressing, more gradual exposure exercises in the future, combined with 
relaxation training or other pain management strategies.

If the patient experiences intense dissociation during an exposure exer-
cise, then a grounding exercise could be used (Chapter 9) and, once the 
patient has sufficiently recovered, a less distressing exposure exercise could 
be planned. As mentioned in the previous chapter, mild levels of exposure-
induced dissociation are usually not a problem because these reactions 
typically diminish over the course of exposure. Intense dissociation can 
be hazardous if it occurs in a situation in which the person is operating 
vehicles or machinery. Exposure exercises need to be tailored to reduce the 
risk of harm.

When Exposure Seems to Fail

If the patient doesn’t seem to be benefiting from situational exposure exer-
cises, then the therapist should consider (1) patient goals and related issues 
concerning adherence to the exercises, (2) the presence of safety signals or 
safety behaviors, and (3) the types of emotions elicited by exposure (e.g., 
intense anger, guilt, or shame, which may require cognitive restructuring).

A patient may refuse to complete exposure exercises if they do not 
match his or her goals. This can occur even if the case formulation sug-
gests that these exercises are an important part of the treatment plan. In 
such cases it may be necessary to revise the treatment plan to better match 
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the patient’s goals, or explore whether the patient is willing to consider 
a change of goals (e.g., “If you were better able to manage your anxiety, 
would that have any impact on the goals that you might choose about 
resuming driving on busy streets?”).

In terms of adherence, patients may be unwilling to properly com-
plete exposure exercises if the exercises are too difficult for them, if they 
don’t understand the rationale, or if there are incentives for them not to 
complete exposure exercises (e.g., the loss of disability payments if they 
recover). Accordingly, the therapist should assess for these possibilities and 
also look for possible safety signals or safety behaviors that might interfere 
with exposure exercises. Some patients, for example, consume benzodiaz-
epines (e.g., lorazepam) or alcohol before attempting situational exposure 
homework. Or patients may use distraction or soothing imagery so that 
they can imagine that they are not actually in the exposure situation. The 
patient might not disclose using these strategies unless the therapist explic-
itly inquires.

Exposure-Related Perceptual Distortions

Some patients experience perceptual distortions when they are exposed to 
trauma-related stimuli. For example, for PTSD associated with motor vehi-
cle accidents it is not uncommon for patients to report the illusion that cars 
are looming toward them or veering into the wrong lane, or that the traffic 
around them is driving extremely fast or is very close to one’s vehicle. These 
distortions can happen during naturally occurring exposures and during 
situational exposure exercises.

These distortions appear to be characteristic of the “looming vulner-
ability” commonly observed in anxious people, in which they have mental 
representations of dynamically intensifying danger and rapidly escalating 
risk (Riskind, Rector, & Taylor, 2012; Taylor, 2009). In other words, the 
perceptual distortions commonly involve qualities such as exaggerated 
velocity or acceleration of threat.

Some patients fear that the illusions are dangerous because they might 
place themselves in jeopardy by acting on them, for example, crashing into 
a telephone pole as a result of swerving away from a car that is perceived to 
be crossing the center lane. Some patients may be at risk for such hazard-
ous actions, but clinically, such risks are rare. In most cases, distortions 
are distressing but not dangerous and usually disappear over the course 
of exposure therapy. Even so, the therapist and patient should evaluate the 
evidence for and against the idea that the illusions place the patient at risk. 
Such disputations can similarly be used if the patient strongly believes the 
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illusion (especially when it is occurring), and sees him- or herself as the 
direct target of threat (e.g., “Cars are deliberately swerving toward me”).

Distancing strategies can be used to help patients cope with trauma-
related perceptual distortions. This is done by (1) providing an explana-
tion of the distortion (i.e., it’s a fear-related illusion, perhaps arising from 
cognitive simulations of feared threats to the self); (2) informing the patient 
that distortion typically abates when fear abates over the course of the 
exposure exercises; (3) informing the patient that he or she can cope with 
the distortion by not taking it seriously (e.g., “Remind yourself that it’s just 
a harmless illusion that will eventually disappear”); and (4) ensuring that 
exposure exercises are conducted in such a way that the distortions do not 
create a hazard.

It is also helpful to conduct imaginal exposure for looming-related 
stimuli. A graded approach can be used, starting with imagining nonloom-
ing (nonthreatening) stimuli, such as imagining cars passing without swerv-
ing into one’s lane or imagining traffic moving slowly. This can also serve 
as a distancing strategy (i.e., by reinforcing the message that the patient is 
experiencing a harmless illusion). After the patient’s level of distress has 
abated due to these modified images, then he or she can receive imaginal 
exposure to increasingly distorted images, such as imagining increasing 
fast-moving traffic, including traffic that is moving much more rapidly than 
it does in reality. When distress evoked by these images is reduced, then the 
real-life distortions and distress also tend to abate (Riskind & Williams, 
2006; Riskind et al., 2012).

SUMMARY

Situational exposure is an integral part of the cognitive-behavioral treat-
ment of PTSD. It builds on, and is integrated with, other interventions such 
as imaginal exposure and cognitive restructuring. The choice of situational 
exposure exercises depends on the patient’s goals concerning the types of 
stimuli that he or she would like to feel comfortable with. Situational expo-
sure can be more challenging to implement than other sorts of exposure 
because there are more uncontrolled variables in situational exposure, and 
it can be challenging to find exposure activities that the patient can readily, 
frequently, and safely practice. Further development of virtual reality pro-
grams, such as more realistic programs for a wider range of trauma situa-
tions, may offer a partial solution to this problem. However, such programs 
are no substitute for real-life exposure.
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HANDOUT 13.1. Situational Exposure Hierarchy Form

This form is designed to help you identify harmless, but distressing real-life situa-
tions. These should be situations related to your traumatic event(s): situations that 
you find upsetting or tend to avoid. Please try to come up with 10 situations. In 
therapy you and your therapist will use this form to help desensitize you to these 
situations. After you list each situation, please rate how distressed or upset you 
would be in this situation. Do this by choosing a number between 0 and 100, 
where 0 = none, and 100 = extreme. Try to choose situations that cover the full 
range of the scales; e.g., some that are mild (0–30 on the scale), some moderate 
(e.g., 30–60) and some severe (higher than 60).

Example: Here is an example to help you complete this form. Consider a woman 
who was tied up with a belt and sexually assaulted by a man in a public park. The 
following might appear on her hierarchy:

 
 
 
 
Situation (e.g., place, object, person, or activity)

How upset 
would you 
be in this 
situation? 
(0–100)

Walking through the park in which I was assaulted  
(in broad daylight, by myself)

90

Working out at the loca l fitness center during the day 
(where there are a lot of sweaty guys)

80

Walking through the park in which I was assaulted  
(in broad daylight, with a friend)

75

Looking at belts in the men’s wear section of a 
department store

60

List ening to rock music that contains s exua l lyrics 45

Having morning coffee at a coffee house with one of my 
male friends

30

From Clinician’s Guide to PTSD, Second Edition, by Steven Taylor. Copyright © 2017 The 
Guilford Press. Permission to photocopy this handout is granted to purchasers of this book 
for personal use or use with clients (see copyright page for details). Purchasers can download 
enlarged versions of this material (see the box at the end of the table of contents).

                           (continued)
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HANDOUT 13.1. (page 2 of 2)

 
 
 
 
Situation (e.g., place, object, person, or activity)

How upset 
would you 
be in this 
situation? 
(0–100)

 

 

 

 

 

 

 

 

 

 

 

 

 

Your hierarchy:
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C H A P T E R  14

Adjunctive Methods 
and Relapse Prevention

The case formulation and treatment plan provide guidelines about the 
types of interventions likely to be helpful in treating a given patient’s prob-
lems. Usually, treatment involves some combination of interventions dis-
cussed in the preceding chapters. Relapse prevention, as described in this 
chapter, is also an important component of treatment. The chapter also 
considers what can be done to treat “treatment failures,” that is, to help 
a small but important subgroup of patients who have derived little or no 
benefit from a course of CBT for PTSD.

In treating PTSD, the treatment focus may need to be broadened to 
include other clinically relevant problems. Adjunct interventions—such as 
interpersonal skills training and couple and family interventions—are use-
ful in some cases, as described below. People with PTSD, compared to con-
trols, are more likely to have poorer health habits, including physical inac-
tivity and smoking (Zen, Whooley, Zhao, & Cohen, 2012). Accordingly, 
interventions to improve health habits such as exercise programs, dietary 
advice, and smoking cessation programs, can also be useful.

INTERPERSONAL SKILLS TRAINING

Overview

Trauma survivors may experience interpersonal problems for a variety of 
reasons. In some cases the person has failed to acquire skills, or has learned 
maladaptive patterns of interaction, as a result of long-standing abuse, such 
as childhood abuse. In other cases, the PTSD symptoms themselves lead 
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to interpersonal problems. For example, after being mugged several times 
as an adult, Jane became anxious and unassertive around men in general 
because she feared another assault. After he was nearly killed in a mudslide, 
Andy was horrified to find that his neighbors wouldn’t help him search the 
debris for his missing family members; they were too busy trying to salvage 
their possessions. As a result of this experience, Andy has trouble trusting 
people and has become suspicious, guarded, and sometimes hostile in his 
personal and professional relationships.

Cognitive-behavioral interventions focusing on PTSD symptoms, such 
as those described in previous chapters, can often have beneficial effects 
on interpersonal problems. However, for some patients the interpersonal 
problems persist even after the PTSD symptoms have been treated. Such 
patients may benefit from interpersonal skills training. This type of train-
ing not only improves skills, it also serves as a form of in vivo exposure. 
Interpersonal skills training also is a potent vehicle for eliciting maladap-
tive beliefs about interactions with others (Levitt & Cloitre, 2005), which 
can be targeted with cognitive restructuring. Finally, skills training can 
reduce the risk of subsequent trauma exposure, for example, by reducing 
the risk of retraumatization.

Reducing the Risk of Retraumatization

Reasons for Retraumatization

Even patients successfully treated for PTSD tend to be at increased risk for 
future trauma exposure and PTSD, compared to people who have never 
been traumatized or developed PTSD (see Chapter 1). Patients can be 
informed of this risk toward the end of treatment, in a frank but nonalarm-
ist manner. You might tell your patient something like the following:

“People who have been exposed to trauma and develop PTSD tend to 
be, on average, at somewhat greater risk for future trauma and PTSD. 
This doesn’t mean this will necessarily happen to you, and even if it 
did, that would simply mean another course of treatment for PTSD. 
But to be on the safe side, it would be useful for us to consider whether 
there is anything in your living situation that could put you at risk for 
future trauma.”

There is a small but growing empirical literature on the possible causes 
of relapse, although much more work is required. Several explanations have 
been offered, and different factors may be relevant to different patients. 
Accordingly, the patient’s risk for retraumatization needs to be examined 
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on a case-by-case basis. Clearly, PTSD patients who live in dangerous 
neighborhoods or who have dangerous occupations should be encouraged 
to change their living circumstances or jobs to reduce their risks of future 
trauma exposure and PTSD. Other reasons for retraumatization, and pos-
sible solutions, include the following.

Risk Perception

There is some evidence that increased risk of retraumatization is correlated 
with an increased latency in detecting cues to personal danger (Messman-
Moore & Long, 2003). These findings need to be interpreted with caution, 
especially if they are shared with patients, because they could be misin-
terpreted as blaming the victim. Moreover, not all studies have replicated 
these findings (Reichert, Segal, & Flannery-Schroeder, 2015). The fact 
remains that rape or other interpersonal violence is morally wrong, regard-
less of the reaction time of the victim. Toward the end of PTSD treatment, 
however, it can be useful to review ways that the patient can reduce the 
risk of subsequent trauma. This review may involve looking again at the 
warning signals of the patient’s previous trauma (e.g., a rape, mugging, or 
some other assault) and devising guidelines for identifying threat. Susan, 
for example, was raped after agreeing to leave her friends at the bar and go 
off with some strangers to a party. At the party her drink was spiked with 
a hypnotic drug (likely flunitrazepam; i.e., Rohypnol) and then she was 
sexually assaulted. Working with her therapist, she came up with a list of 
warning signs that would serve her in the future (avoiding going off with 
complete strangers, not leaving her drink unattended, etc.).

As a further example, Kubany and Watson (2002) offered several use-
ful suggestions about how formerly battered women can identify potential 
abusers and avoid revictimization. Such signs, evident early in a dating rela-
tionship, include the following:

Possessiveness, jealously (often perceived early on as flattery), want-
ing to rush into a serious relationship, unreliability (e.g., lateness), 
always checking on or wanting to know his girlfriend’s whereabouts 
(e.g., calling her several times a day), overcontrolling about how, 
where, and with whom his girlfriend spends her time, disliking his 
girlfriend’s friends or relatives, lying or secrecy (about activities, 
whereabouts, or previous relationships), subtle put-downs, trying to 
impose his opinion and worldviews on his girlfriend, known to have 
been physically aggressive or otherwise abusive with someone else, a 
bad temper (even if he is “happy-go-lucky” most of the time), and a 
history of heavy use of alcohol or drugs. (p. 122)
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Personality or Behavioral Patterns

Impulsive, antisocial, or excitement-seeking personality traits or behaviors 
can increase the risk of retraumatization (Jang et al., 2003; Kimonis, Cen-
tifanti, Allen, & Frick, 2014; see also Chapter 1). Some people are drawn to 
exciting, risky occupations or recreational pursuits. That is, they have high 
scores on personality measures of sensation seeking or related measures. 
Such people are at risk for PTSD if they also have high scores on personal-
ity measures of negative emotionality (neuroticism). In other words, they 
are liable to put themselves, sometimes inadvertently, in dangerous situa-
tions, and then liable to react with intense negative emotions, such as fear 
or horror. In such cases it can be helpful to share this formulation with the 
patient and then work to find more adaptive, nonhazardous ways of seek-
ing excitement. Sometimes, intense sensation seeking may be acquired in 
the traumatic situation, rather than being a long-standing personality trait. 
But even then, the principle of treatment remains the same: to redirect the 
tendency to seek excitement into more adaptive channels.

Gene, a war veteran, developed PTSD from his combat experiences but also 
regarded his war experiences as the most exciting, meaningful experiences of 
his life. When he returned to civilian life, he generally felt emotionally numb and 
detached from others and suffered from other PTSD symptoms. But he also 
periodically engaged in highly risky behaviors, such as deliberately venturing 
into dangerous parts of the town, frequenting seedy bars, and walking down 
dark alleyways. He carried a combat knife with him for protection. Although he 
never had to use the knife, he got into frequent fistfights. Gene wasn’t able to 
clearly articulate his reasons for placing himself in these risky situations. On 
the one hand, he felt terrified by the things he did. But, on the other hand, he 
felt masterful, in control, and “more alive” than he felt during his routine, emo-
tionally numb everyday life. Clearly, Gene’s activities were putting him at risk 
for further trauma, but they also served an important psychological need for 
him. Gene and his therapist explored this dilemma in an effort to find a more 
adaptive compromise. The therapist asked Gene to describe the activities that 
he formerly found to be exciting, including those that predated his war experi-
ences. It turned out that he had formerly enjoyed amateur boxing. Gene and 
the therapist discussed whether a return to boxing would be a satisfactory, 
safe alternative to his hazardous nocturnal activities. Gene agreed that this 
seemed to be a good alternative and agreed to leave his knife at home when 
he went out to work out at the training gym.

Trauma survivors may also acquire other behavioral patterns that can 
put them at risk for subsequent traumatization. For example, some sur-
vivors of childhood abuse are taught that their needs don’t matter, and 
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that they should put the needs of others ahead of their own. This can lead 
the person to get into relationships in which they assume the role of the 
overused or even abused caretaker. For example, Jasminder was raised in 
an emotionally and sometimes physically abusive household, in which she 
was repeatedly told by her father that she shouldn’t be so selfish as to think 
of herself, and that she should look after her ailing mother and her handi-
capped younger brother. Jasminder was later raped as a teenager, blamed 
for the rape by her parents, and subsequently had an abortion. Although 
she made good progress in treatment for her PTSD, her therapist noted that 
Jasminder had a pattern of getting into abusive relationships. Specifically, 
Jasminder, now as an adult, tended to be drawn to needy men who were 
“down on their luck.” Thus, she got into several relationships with men she 
tried to “save,” including men with gambling or substance abuse problems. 
In addition to her desire to help people, she also voiced the opinion that 
“Fucked-up relationships is all I can get.” The result was often physical or 
financial abuse. Although Jasminder had successfully dealt with her PTSD, 
her current pattern of relationships was a risk factor for further trauma. 
This became an important topic of therapy.

Assertiveness Training

Assertiveness problems are also associated with the risk for retraumati-
zation. Assertiveness involves standing up for one’s rights or preferences, 
without trampling on the rights of others (Paterson, 2000). Assertiveness 
also involves being able to express one’s feelings to others, whether they be 
tender feelings (e.g., telling a spouse that you love him or her) or negative 
feelings (e.g., discussing a problem you have with a coworker). Assertive-
ness problems—such as unassertive or aggressive behaviors—merit treat-
ment in their own right, and are all the more important to address when 
they contribute to PTSD. Unassertiveness, for example, can worsen avoid-
ance symptoms, and aggressive behaviors can fuel hyperarousal. There are 
many good assertiveness guides available (e.g., Alberti & Emmons, 2008; 
Paterson, 2000; Smith, 2011).

The first step involves assessing assertiveness difficulties and helping 
the patient identify and understand where he or she is interpersonally skill-
ful, and where problems tend to arise. This can be done as part of a more 
general assessment, where interpersonal problems are identified, and the 
patient’s goals are identified. As discussed earlier in this volume, an impor-
tant goal of treatment is to ensure patient safety. Accordingly, assertiveness 
exercises (e.g., homework assignments in which patients practice standing 
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up for their rights) should be planned only for those situations in which 
the patient will be safe. In some situations it can be dangerous to practice 
assertiveness (e.g., a patient might be beaten if she asserted herself to her 
former husband during child visitation). Under such circumstances, other 
interventions would be more appropriate (e.g., having a witness or protec-
tive person present during the visits).

If assertiveness training seems appropriate, then the patient and 
therapist can discuss ways of dealing with each situation, and practice 
role plays with feedback in session. Homework assignments then can be 
planned, such as practicing particular skills in particular situations (e.g., 
saying “No” using the Broken Record technique, where the patient simply 
repeatedly declines an unwanted request, without apologizing or need-
ing to provide explanations or excuses). Role plays and homework exer-
cises can be hierarchically arranged, beginning with the easiest (in which 
the patient is most likely to succeed) and then working up to more dif-
ficult ones. After each exercise the patient and therapist conduct a “post-
mortem” to analyze what happened, identify successful behaviors, and 
develop strategies for overcoming any problems that arose. Throughout 
assertiveness training, the patient and therapist should try to identify rel-
evant maladaptive beliefs, such as beliefs contributing to unassertiveness 
or aggressiveness (e.g., “I have to work myself up and get mad in order 
for people to take me seriously”). Cognitive restructuring can be used to 
address these beliefs.

Ellen had been in a long-standing abusive marriage with an alcoholic man who 
eventually committed suicide. After several months of therapy her PTSD symp-
toms had abated, and she was no longer tormented by the web of tangled feel-
ings she had for her former husband, such as fear and anger, and guilt about 
wishing him dead and then discovering that he killed himself. Despite her many 
gains in therapy, she still had problems, primarily concerning her teenage son. 
She had difficulty asserting herself to him, especially making requests for him 
to do his share of the chores. When she tried to assert herself, he bristled 
with indignation, which reminded Ellen of how her former husband behaved 
before beating her. Although her son has never been aggressive toward her or 
anyone else, Ellen believed that “If I ask him to do something, he may fly into a 
rage and attack me.” She tried coping with her fears by doing the chores her-
self, and by avoiding her son. She felt guilty about avoiding him, because she 
loved him and believed that he loved her. During therapy, Ellen and her thera-
pist reviewed the evidence that her son would become violent, and reviewed 
evidence that he would actually do the chores. Ellen tentatively concluded that 
he was likely to comply, but the real test would be to ask him. Accordingly, the 
therapist and Ellen planned a series of assertiveness exercises, starting with 
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one involving a minor request (i.e., asking him to pick up some milk on the way 
home from soccer practice). This request was role-played during the session, 
and then Ellen tried it as homework. This was successful, which encouraged 
her to continue practicing assertiveness. Although her son grumbled at some 
of the requests, there was no violence. Ellen was not always successful in her 
requests but learned that there was nothing dangerous about or wrong with 
negotiating with her son, and she no longer felt the urge to avoid him.

The therapist should take care in the way that feedback in assertiveness 
training is expressed. People who have experienced interpersonal violence, 
especially long-standing violence (e.g., childhood abuse or involvement in an 
abusive marriage) may be highly sensitive to perceived criticism. They may 
become angry and defensive, or ashamed and withdrawn if they believe they 
are being told that they’re “doing it all wrong” (Levitt & Cloitre, 2005). 
They also may engage in excessive self-criticism and therefore may fail to 
identify any positive aspects of their performance during an assertiveness 
exercise. Sensitivity to criticism and self-criticism can both undermine the 
skills- and confidence-building goals of assertiveness training.

There are several ways of providing effective feedback. The following 
is one method. Before conducting any role plays or assertiveness home-
work, the therapist can inform the patient that there are all kinds of ways 
of being assertive or dealing with interpersonal problems. There rarely is 
any single “correct” approach. The patient can also be encouraged to take a 
nonjudgmental, problem-solving approach to assertiveness: to experiment 
via trial and error with different ways of relating to others, while trying 
to suspend any self-criticism. The focus is on behavior, not on labeling the 
self. Then, after each assertiveness exercise, the patient can be asked to first 
summarize the strengths of his or her performance. Self-criticism should be 
discouraged, and patients should be encouraged to find something positive 
about their performance. If necessary, the therapist can prompt the patient 
to elicit positive comments. Next, the patient can be asked whether there 
was anything about the way he or she handled the assertiveness situation 
that could be improved, or anything that might have been done differently. 
The therapist can reinforce (praise) the patient’s efforts at coming up with 
solutions. Then the therapist can provide his or her feedback, beginning 
with the positives (including those that might not have been identified by 
the patient). Then, building on what the patient has identified as things that 
could be improved, the therapist could offer some suggestions. These are 
presented simply as alternatives, the efficacy of which can only be ascer-
tained by trying them out.
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Other Skills Training

Self-Defense

Important goals of skills training involve reducing the objective risk of harm 
and reducing exaggerated expectations of danger. For survivors of interper-
sonal violence, both goals can be achieved by encouraging the patient to 
take a self-defense course. Consistent with this goal, there is preliminary 
evidence that self-defense training can reduce the risk of sexual assault and 
reduce fear of revictimization (Brecklin, 2011; Hollander, 2014). This could 
involve a women-only self-defense course aimed at reducing the risk for 
rape (e.g., the Dr. Ruthless program) or it could involve joining a martial 
arts club. The therapist could periodically review the patient’s experiences 
in such training to ensure that the acquired skills were not being misused. 
An optimal outcome of such training would be to strengthen beliefs such as 
“I can avoid objectively dangerous places and I can protect myself in other 
situations.” Other sorts of beliefs may be less adaptive, such as “Now that I 
know Kung Fu, I never have to worry about my safety” or “I’m safe against 
men so long as I vigorously practice my karate training.” In such cases the 
therapist would do well to encourage the patient to review whether such 
beliefs are useful or realistic. Also, if the patient takes a self-defense pro-
gram that encourages the use of a deterrent, such as a handgun or Mace, 
then the deterrent may become a safety signal, associated with beliefs such 
as “I’m safe outdoors only as long as I have my hand on my pepper spray.” 
Such safety signals and beliefs can perpetuate a sense of current danger and 
therefore can perpetuate PTSD. Accordingly, the beliefs and behaviors may 
need to be addressed via cognitive restructuring.

Driving

For patients who have developed PTSD after being involved in a serious 
road traffic collision, it can be useful to take a defensive driving course or 
even driving lessons. The goal of defensive driving is to teach people how 
to proactively avoid dangerous situations. Such courses are useful for a 
variety of reasons; they can serve as in vivo exposure, and they encour-
age patients to improve their driving skills and drop any maladaptive 
safety behaviors. And, perhaps most importantly, they can help the patient 
develop and strengthen important interpersonal skills—that is, skills about 
how to anticipate and respond to the actions of other drivers. Many people 
with PTSD associated with motor vehicle accidents are frightened about 
the actions of other drivers (Koch & Taylor, 1995). Such actions may be 
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perceived as unpredictable, uncontrollable, and potentially lethal. A defen-
sive driving course or driving lessons can teach patients how to anticipate 
the actions of other drivers, and how to effectively deal with emergency 
situations. This can improve the patient’s driving confidence and reduce 
unrealistic beliefs about the dangerousness of driving.

Applications to Children

Many of the skills training exercises, such as assertiveness or self-defense 
training, can be used with children in much the same way as they are used 
with adults or adolescents. Skills training can also be used for children who 
engage in developmentally inappropriate sexual behaviors (e.g., imitating 
intercourse or inserting one’s tongue into the mouth of another person), 
which is more commonly displayed by sexually abused than nonabused 
children (Deblinger & Heflin, 1996). The nonoffending parent plays an 
important role in shaping the child’s behaviors. For example, he or she may 
reward appropriate behaviors (i.e., catching the child being good). Inappro-
priate behaviors can be dealt with via verbal admonishment, “time-out,” or 
other strategies. A detailed discussion is provided in Deblinger and Heflin’s 
(1996) treatment manual.

Training to help children identify and avoid risky situations can be 
provided by school-based educational programs, such as the “Good Touch/
Bad Touch” program for reducing the risk of sexual abuse. Such programs 
educate children about the difference between being touched in appropri-
ate versus inappropriate ways by other people. There is some evidence that 
these programs can reduce the risk of sexual assault (Gibson & Leiten-
berg, 2000), although concerns have also been raised about such programs, 
including whether young children can make appropriate distinctions 
between “good” and “bad” touches (DeYoung, 1988; Hebert & Tourigny, 
2004).

Another form of risk reduction is to reduce the exposure of children 
and adolescents to inappropriate sexual material on the Internet and cell 
phones, and to reduce the risk of them being coerced into disclosing sexu-
ally inappropriate material. Parentally administered filtering or blocking 
software can be used, but this does not lead to a complete reduction in 
exposure (Ybarra, Finkelhor, Mitchell, & Wolak, 2009). A related prob-
lem involves protecting the child and adolescent from sexual solicitation or 
harassment on the Internet, such as on social networking sites. Other prom-
ising approaches include education, encouraging youth to report unwanted 
contacts, and teaching them skills at refusing solicitations such as assertive 
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and communication skills (Mitchell, Jones, Finkelhor, & Wolak, 2013; 
Wolak, Finkelhor, Mitchell, & Ybarra, 2008).

COUPLE AND FAMILY INTERVENTIONS

Symptoms of PTSD—particularly fears, preoccupation with the trauma, 
emotional numbing (e.g., lack of affection), avoidance, and irritability—
play themselves out in the patient’s interpersonal world. Relationships may 
become strained, disrupted, or even disintegrate. Cognitive-behavioral inter-
ventions, such as those covered in previous chapters, can reduce PTSD and 
thereby improve relationship functioning. However, this does not invariably 
happen, so couple or family interventions may be warranted once the course 
of PTSD-focused treatment has been completed. In other circumstances the 
case formulation may suggest that PTSD and relationship problems mutu-
ally exacerbate one another. Irritability and avoidance, for example, could 
alienate and antagonize the spouse, who responds to the patient in ways that 
increase the patient’s hyperarousal. As we saw in Chapter 5, poor outcome 
for PTSD treatment tends to occur when patients live with angry or critical 
significant others (i.e., live in environments with high expressed emotion). 
Family members may blame the patient for the trauma (e.g., blame him 
or her for a sexual assault or for enlisting in the military) and may blame 
the patient for being “too weak” to get over the PTSD. In such situations, 
and in other circumstances where interpersonal problems and PTSD appear 
to mutually maintain one another, the optimal treatment may involve the 
simultaneous implementation of PTSD treatments described in previous 
chapters and couple or family interventions.

It can be useful to implement exercises from behavioral couple or family 
therapies, combined with psychoeducation for the significant others about 
PTSD (Macdonald, Pukay-Martin, Wagner, Fredman, & Monson, 2016; 
Sensiba & Franklin, 2015). Mostly based on social learning principles, 
these treatments involve a collection of strategies emphasizing communi-
cation training and interpersonal problem solving. Interventions include 
constructive expression of emotions, empathic listening, training in con-
flict resolution and anger management, negotiation training, and methods 
for increasing the exchange of positive interactions and decreasing aversive 
ones. An important goal is to reduce mutual blaming and to encourage a 
problem-solving approach to interpersonal difficulties. Detailed descrip-
tions of behavioral couple and family treatments are available elsewhere, 
including those specifically developed for PTSD (e.g., Baucom, Epstein, 
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& LaTaillade, 2002; Jacobson & Margolin, 1979; Monson & Fredman, 
2012).

The following vignette illustrates how some relatively simple couple or 
family interventions can be usefully integrated into individual PTSD treat-
ment. The example also illustrates how problems in treatment can lead to 
a revision in the case formulation and treatment plan in order to overcome 
the difficulties.

Six sessions of individual CBT with Ron had been largely ineffective. The thera-
pist believed that she had developed a sound formulation of his problems and 
a good treatment plan. Ron readily agreed with the formulation and the plan. 
But treatment failed to reduce his PTSD symptoms. Part of the problem was 
that Ron often seemed to forget to complete his homework assignments or 
said that he couldn’t find the time. Given these problems, the therapist and Ron 
decided to revisit the case formulation and to attempt to identify the source 
of the difficulties. Incidental comments from Ron in previous sessions sug-
gested that there may have been important but overlooked interpersonal fac-
tors that were relevant to the case formulation at the treatment planning stage 
of therapy. It turned out that Ron’s girlfriend and his parents were critical of his 
decision to enter therapy, and they often criticized or subtly mocked him when-
ever he tried to go out on situational exposure assignments or to practice other 
therapeutic exercises, such as diaphragmatic breathing or cognitive restruc-
turing worksheets. His girlfriend and mother told Ron that he should stop com-
plaining about his symptoms and get over them. Both parents also implied 
to Ron that it was shameful that he was a “mental patient.” The identification 
of these interpersonal factors suggested that the high expressed emotion in 
Ron’s social environment may have been exacerbating his symptoms and 
undermining his attempts at completing homework assignments. Compound-
ing matters, Ron seemed to be overly dependent on his girlfriend and parents. 
Given these revisions to the case formulation, the treatment plan was revised. 
The first step was to try to reduce the level of criticism from his girlfriend and 
parents. The therapist, with Ron’s permission, decided to invite his girlfriend 
to meet with them in order to help her better understand his problems. Two 
informational sessions with Ron’s girlfriend proved successful in enhancing 
her understanding and curbing her criticism. A subsequent family intervention 
was planned in which Ron, his girlfriend, and the therapist would meet with 
his parents to try to help them better understand the nature of his problems, 
and to help them understand that it was wise and courageous for Ron to seek 
therapy, rather than a source of shame. This was sufficient to enable Ron to 
resume his homework exercises to work on his PTSD symptoms. The therapist 
and Ron agreed that once these symptoms had abated sufficiently, they would 
reassess his interpersonal relations to determine whether his dependency on 
his girlfriend and parents was still a problem. It was predicted that once Ron 
gained more confidence about overcoming his fears and other PTSD symp-
toms, he might feel less reliant on his girlfriend and parents.
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INTERVENTIONS FOR THE FINAL STAGES OF TREATMENT

Treatment Tapering

Most therapy protocols developed and evaluated in treatment research typ-
ically consist of eight to 16 sessions. In general clinical practice, however, 
the duration of treatment is determined by many factors, including logistic 
constraints such as the number of sessions provided by an insurance com-
pany, as well as the patient’s degree of treatment response. If you are able 
to provide, say, 12 sessions of treatment, the planning for treatment taper-
ing may begin in session 8. If there are no constraints on the number of 
sessions, you may wish to treat the patient until either he or she has made 
a good response to therapy (e.g., at least a 50% reduction in symptoms), 
or has drawn as much benefit as he or she is likely to gain from cognitive-
behavioral treatment. The greatest degree of treatment response typically 
occurs in the first several sessions (Taylor, 2004). Regardless of the dura-
tion of treatment, it is useful to allow for at least four sessions of treatment 
tapering and one or two sessions for relapse prevention.

As the formal course of PTSD treatment draws to a close, the treat-
ment sessions should be spaced increasingly further apart, so as to fade 
out reliance on the therapist and encourage the patient to take an increas-
ingly active role in extending and maintaining treatment gains. The final 
four treatment sessions might be successively spaced 2, 4, 8, and 12 weeks 
apart. During the tapering period, patients should be encouraged to con-
tinue working, on their own, on any remaining clinical problems, using 
whatever cognitive-behavioral methods they have found useful. Progress 
can be monitored during the tapering sessions, and problem solving can be 
used to address any difficulties that are encountered.

Maintaining and Extending Treatment Gains

In the final one or two sessions the patient and therapist should review 
the progress made over the course of therapy and determine the extent to 
which the patient’s goals were attained. Scores on PTSD symptom scales 
(see Chapter 6) can also be used to assess progress.

As part of the treatment review, the patient should be asked to identify 
the interventions that were most helpful, and to plan how he or she could 
continue to use these methods to work on any remaining problems. As 
part of this exercise, patients can be encouraged to identify what they did 
to reduce their symptoms, instead of attributing all the gains to the skill of 
the therapist. This is important for building self-confidence in patients and 
for increasing the odds that they will continue to practice the interventions 
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on their own. To this end, patients could be asked to write a description 
of what they found to be the most useful methods for working on their 
PTSD. This would involve generating a list of specific interventions, the 
steps involved in their implementation, and the rationale for each interven-
tion. Interventions should be described in specific, concrete terms. This is 
done in a collaborative fashion, with the therapist using careful questioning 
to help the patient come up with most of the information.

The general elements of a plan for maintaining and extending gains 
(and preventing relapse) are presented in Table 14.1. The patient and 
therapist should also develop a set of written plans for maintaining and 
extending treatment gains. Problems that remain to be addressed can be 
ranked in order of importance. Plans, based on the skills learned in CBT, 
can then be developed for each problem. The patient can be encouraged to 
work through each problem, beginning with the most pressing concern. 

TABLE 14.1. General Elements of a Program for Maintaining and Extending 
Gains and Preventing Relapse

Review treatment progress.
	• What problems have diminished during treatment?
	• What problems remain to be addressed?
	• What interventions were most useful?

Establish appropriate expectations for posttreatment functioning.
	• Some ongoing practice of some treatment exercises may be required to address 

outstanding problems.
	• Setbacks may occur, especially if major stressors are encountered in the future.
	• Coping strategies can overcome setbacks.

Develop a written maintenance plan.
	• Write a list of ongoing coping strategies and therapeutic exercises.
	• Remind the patient to keep and periodically review the therapy handouts.

Develop a plan for relapse prevention.
	• Distinguish between a setback and a relapse.
	• Identify high-risk situations and times (e.g., the anniversary of the trauma).
	• Develop plans for coping with setbacks, using hypothetical scenarios.
	• Ensure that the patient understands that although future trauma exposure and 

PTSD is a possibility, it is not inevitable.

Arrange for periodic check-ins with the therapist.
	• Booster sessions, if needed.
	• Telephone or e-mail consultations.
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Of course, if these problems are severe, then the patient and therapist may 
decide to extend the course of therapy.

Dealing with Lapses and Relapses

In the last session or two, written guidelines are also developed, specific to 
a given patient’s needs, for identifying “high-risk” situations (i.e., situations 
that may cause a reemergence of PTSD). Preparation for relapse preven-
tion obviously should be done in a manner that does not alarm patients 
or make them believe they are fated to encounter future trauma. In order 
to successfully maintain treatment gains, it is important that a setback or 
lapse—defined as a moderate increase in symptoms—does not progress 
into a full-blown relapse of PTSD. The maintenance program should pro-
vide patients with relapse prevention strategies. These should be written 
down so patients can consult them in the future, if necessary. The points 
to convey are described below and can be supplemented by a written hand-
out or worksheet such as Handout 14.1 (pp. 298–301). Important points 
include the following:

	• Life is full of ups and downs. There will be times when the patient 
feels anxious and distressed in response to stressors. These reactions are no 
cause for alarm; it is normal to feel anxious at times.

	• A lapse (setback) is not a relapse. A future occurrence of PTSD 
symptoms does not mean that the patient has lost all the gains that he or 
she made during treatment. It simply means that it’s time to practice the 
exercises learned in therapy.

	• Lapses can be framed as opportunities for continuing to practice 
the skills learned in therapy. Patients can be asked to write out a plan of 
what methods they would use if they encountered another severe stressor 
and they developed PTSD symptoms. As part of this exercise, patients can 
write out and challenge any dysfunctional beliefs they have about the recur-
rence of their problems (e.g., “If my problems return, then that means I’m 
doomed to despair”). It is important that patients realize that, as a result of 
therapy, they have acquired effective skills for dealing with setbacks.

	• If a setback does occur, then the patient should attempt to analyze 
the situation to identify any dysfunctional beliefs or other factors that may 
have been involved. Once they are identified, the patient can use cognitive 
and exposure strategies learned in therapy to evaluate these beliefs. Patients 
are encouraged to restrict the lapse before it gets worse, using the approach 
described in Handout 14.1.
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	• Encourage the patient to put the lapse in perspective: if you’re over-
come the effects of past trauma, then you can deal with future stressors. If 
a lapse occurs, patients could ask themselves how they would view it in 5 
or 10 years. Would this be seen as another short-lived hassle in life’s bumpy 
ride?

	• If the patient is unable to manage the setback, then the therapist 
should be contacted for one or more telephone contacts or face-to-face 
booster sessions. Consultation should focus on the cause of the setback and 
should thereby lead to a plan for correcting the problem.

As part of the maintenance plan, arrangements can be made for the 
patient to periodically check in with the CBT practitioner in order to review 
progress and discuss any ongoing problems. This can be done by brief tele-
phone, e-mail, or face-to-face booster sessions. Check-in sessions can be 
arranged, say, 3, 6, and 12 months after the end of a formal course of, 
say, 12 CBT sessions. Such contacts are used to assess the maintenance of 
treatment gains, to reinforce the patient’s efforts, to provide assistance in 
helping the patient deal with any new or enduring problems, and to develop 
plans for ongoing exposure or other therapeutic exercises. Patients should 
write down what they learned from these contacts so the information is not 
forgotten.

Jason was a bank teller who had experienced multiple armed robberies, includ-
ing one in which the assailant thrust the barrel of a sawed-off shotgun into his 
mouth, breaking Jason’s upper front teeth. Jason resigned from that job and 
joined an accounting firm. He responded well to treatment for the PTSD asso-
ciated with these experiences but had a partial relapse when he witnessed 
an armed robbery in a jewelry store in a local shopping mall. The lapse was 
associated with thoughts like “Danger follows me around.” After 2 weeks of 
becoming increasingly anxious and avoidant, he consulted the relapse pre-
vention plan he developed in therapy. Using that plan he devised a series of 
exposure exercises, which involved returning to the mall, the jewelry store, and 
other stores selling jewelry until his fears had abated. He responded well to 
the booster session, and even realized that he had overlooked the 2-year anni-
versary of the day he quit working at the bank, which was the day of the rob-
bery. Jason e-mailed his therapist about these developments and was greatly 
encouraged by the therapist’s praise for handling the situation so well.

TREATING TREATMENT FAILURES

The interventions described in this volume have proven useful, in clini-
cal practice and in controlled clinical trials, for most PTSD patients. But 
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that does not mean that they are effective for all patients. Some patients 
partially respond to treatment, while a small proportion fails to benefit at 
all. What can be done to help these partial responders and nonresponders? 
Fortunately, many options are available. The first step is to develop a for-
mulation of the factors that could lead the patient to have little or no 
response to treatment. Developing such a formulation may require further 
clinical assessment. There are all sorts of reasons for an unsatisfactory 
treatment response. Such reasons, and their possible solutions, are as fol-
lows:

Treatment may not have been delivered properly by the therapist. For 
example, inappropriate interventions may be used (e.g., targeting beliefs 
that are not central to the patient’s problems) or the timing and pacing 
of interventions may be inappropriate. The therapist could reevaluate the 
case formulation and treatment plan to determine if this is the source of 
the problem. It also may be useful to consult with a colleague experienced 
in cognitive-behavioral treatment of PTSD. Sometimes a fresh perspective 
can help find ways of improving the case formulation and treatment plan.

Treatment may fail because of a mismatch between patient and thera-
pist, in a way that significantly interferes with the therapeutic relationship 
and with treatment progress. For example, Sharon reluctantly agreed to 
see a male therapist for PTSD stemming from childhood sexual abuse by 
an uncle. She reasoned to herself that she had worked with other male 
therapists in the past (for other problems), so she should be able to work 
with this one. The therapist reviewed Sharon’s problems and openly, and 
respectfully, asked whether she was comfortable working with a male 
therapist. Sharon said she was, but as therapy progressed she became 
increasingly uncomfortable about working with the therapist. Her atten-
dance at therapy sessions became erratic and she frequently refused to 
work on in-session exposure exercises, such as imaginal exposure. The 
problem was that his physical appearance, hair style, and even his cologne 
reminded Sharon of her uncle. She was too embarrassed to discuss this 
issue with the therapist. As treatment continued to stall, the therapist 
referred the patient for a second opinion. Sharon was able raise the prob-
lem with the consultant, even though the consultant was also male (but, 
fortunately, bore no resemblance to Sharon’s uncle). Sharon was encour-
aged by the consultant to openly discuss this issue with her therapist, so 
they could decide whether to work on this issue or to arrange for a refer-
ral to another therapist. The consultant offered to facilitate the process. 
In the end, Sharon decided that it was in her own interests to stick with 
her current therapist, and to discuss—rather than avoid—his unsettling 
resemblance to her uncle.

Stressors arising during the course of treatment can exacerbate the 



296 TREATMENT METHODS AND PROTOCOLS 

patient’s PTSD symptoms and derail treatment. The treatment plan may 
need to be modified, either to focus mainly on crisis management or, prefer-
ably, to focus on helping the patient develop skills for anticipating, avoid-
ing, and coping with life stressors. In some circumstances optimal treat-
ment may be focused largely on generic stress management.

Family members or other environmental factors could be interfering 
with treatment progress. For example, one PTSD patient, who had been 
in sustained abstinence from alcohol dependence for many years, regularly 
attended Alcoholics Anonymous (AA). As PTSD treatment progressed, he 
became less adherent with homework assignments, more likely to miss treat-
ment sessions, and more skeptical of the treatment rationale. An assessment 
revealed that the source of the problem lay with the patient’s AA sponsor, 
who was actively criticizing the patient’s decision to enter CBT. The solu-
tion was to invite the sponsor to meet with the therapist to dispel any mis-
conceptions (e.g., the patient had been in stable remission for many years 
and there was no evidence that PTSD treatment was putting the patient at 
risk for relapse).

In rare cases the failure to respond to treatment may be due to frank 
malingering or symptom exaggeration, motivated by incentives such as 
compensation payments. PTSD treatment is not the treatment of choice 
in such cases; it is more important to identify the problem and discuss it 
with the patient in a frank but nonaccusatory manner (for further discus-
sion of the detection and management of malingering in treatment-seeking 
patients, see Taylor et al., 2007).

In some cases the therapist will have fully explored these possibilities, 
reassessed the patient, revisited the case formulation and treatment plan, 
worked diligently on enhancing patient motivation for treatment, ensured 
that the duration of treatment has been adequate (e.g., 6 months of weekly 
sessions), and consulted with colleagues—but still the patient does not ben-
efit from treatment. What then? There are several options: (1) treatment 
may be more appropriate at a later date than at the present time; (2) treat-
ment may be more effective if the patient is referred to another cognitive-
behavioral therapist (i.e., another perspective on the case, and another 
therapist’s style may be better suited in a given case); or (3) refer the patient 
for a different form of empirically supported therapy altogether. This could 
be an alternative or adjunctive treatment, such as pharmacotherapy as the 
sole intervention or pharmacotherapy combined with ongoing cognitive-
behavioral treatment (see Chapter 15). We should not assume a “one size 
fits all” approach; some patients may do better with CBT and others may 
benefit more from some other kind of treatment (Cloitre, 2015). Further 
research is needed on this issue of patient–treatment matching.
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SUMMARY

Adjunctive interventions such as those described in this chapter can be 
valuable in treating aspects of PTSD that may have not been adequately 
addressed by interventions described in previous chapters. Adjunctive 
interventions are typically insufficient by themselves but can powerfully 
augment the effects of other interventions. Relapse prevention is another 
important component in the treatment of PTSD. It can be used in all cases, 
except, of course, with that minority of patients who fail to make any gains 
in treatment. In those cases there are no relapses to prevent. This chapter 
offered a number of guidelines for helping such patients overcome their 
problems. Thus, even for “treatment failures” there is reason to be hopeful 
about an eventually positive clinical outcome. Clinicians and patients are in 
the fortunate position of having many treatment options at their disposal, 
which increases the chances that there will be at least some interventions 
that may be effective for even the most recalcitrant forms of PTSD.
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HANDOUT 14.1. Relapse Prevention Exercises

PTSD RELAPSE PREVENTION

Everyone feels stressed out at some time or other. It is important to cope with 
these episodes when they arise. This is important for preventing a minor setback 
or lapse (i.e., some return of your PTSD symptoms) from turning into a major 
relapse (the full return of PTSD). This handout is intended to help you design a 
relapse prevention program for your particular problems so that you can cope with 
setbacks in the future. Let us begin by considering some examples of how two 
people coped poorly with their setbacks:

Examples of Poor Coping

Jim developed PTSD after surviving a traumatic train derailment. He had success-
fully overcome most of his problems over the course of therapy. But one day while 
driving to work he was involved in a freeway pile-up, in which seven cars were 
wrecked. He started having nightmares about the pile-up and anxiety about driv-
ing and tried to avoid freeway driving whenever he could. Jim thought, “Therapy 
hasn’t helped me! This time, I’m losing it; I’m back at square one.” As a result of 
these thoughts, Jim didn’t use the coping skills he learned in therapy, and so his 
driving anxiety continued to worsen.

Janice had successfully overcome her rape-related PTSD, and was no longer 
anxious about dating. But one evening, while walking home from work, she was 
grabbed by a masked man and dragged into an alleyway, where she was punched 
and robbed. Janice was understandably distraught. She took time off from work 
and avoided all of her friends. She even stopped answering the phone. Janice 
thought, “I’m doomed to be abused; nothing can help me.” She neglected all the 
things she had learned in therapy and felt helpless to deal with the return of fears 
of men.

Good Coping

Write down three things that Jim could have done to better cope with his anxieties.
(Hint: How might Jim’s thoughts influence his anxiety? Does his lapse really 

mean that he’s back at “square one”? What sorts of things could Jim do to deal 
with his driving anxiety?)

From Clinician’s Guide to PTSD, Second Edition, by Steven Taylor. Copyright © 2017 The 
Guilford Press. Permission to photocopy this handout is granted to purchasers of this book 
for personal use or use with clients (see copyright page for details). Purchasers can download 
enlarged versions of this material (see the box at the end of the table of contents).

                           (continued)
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1.                                 

2.                                 

3.                               

Now write down three things that Janice could have done to better cope with 
her fears.

(Hint: What sorts of things could she do in a step-by-step fashion to tackle 
her fears? Would it help if Janice figured out how to avoid potentially dangerous 
situations? Does avoidance help her overcome her fear of men?)

1.                                 

2.                                 

3.                                 

DEVELOPING YOUR PERSONALIZED 
RELAPSE PREVENTION PROGRAM

Preparing to Cope with Setbacks

Preventing relapse consists of several steps. The first step comes before you have 
experienced any setbacks.

1. Write down all the things you have learned about the causes of your PTSD. 
Use additional pages if necessary.

                                  

                                  

2. Write down the things that might help you in the short term but make your 
symptoms worse in the longer term. (Hint: Think about excessive avoidance.)

                                  

                                  

HANDOUT 14.1. (page 2 of 4)

                           (continued)
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3. What sorts of things have you learned to help you cope with, or even over-
come, your problems?

(Hint: These might involve the way you think about things or the way you do 
things, or they might involve practicing particular exercises.)

                                  

                                  

Administering Emotional First Aid in the Event of a Setback

Now let us develop some strategies for coping with setbacks when they occur. If 
you begin to experience PTSD symptoms (e.g., nightmares, anxieties, excessive 
avoidance), then complete the following:

1. Is the setback a catastrophe? Write out your reasons.

(Hint: Have you had a full relapse or was it just a temporary failure to cope? If 
you have had a full relapse, is it a catastrophe? Why or why not?)

                                  

                                  

2. Analyze the situation. Try to learn why the setback occurred. Write out the 
frightening thoughts you had during the stressor or period of anxiety, including 
thoughts of what you feared might happen.

                                  

                                  

3. Now review the evidence for and against your frightening thoughts.

                                  

                                  

4. Practice other exercises you learned in therapy, such as (a) exposure exercises 
(imaginal exposure or live exposure to harmless but distressing situations), or 

HANDOUT 14.1. (page 3 of 4)

                           (continued)
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(b) stress management exercises (the relaxation or breathing exercises). Write 
down the exercises you used. What was the outcome?

                                  

                                  

5. Restrict the setback: Refrain from doing things that make anxiety worse, such 
as excessive avoidance of fear-evoking things. Please list the things that you 
are trying to refrain from doing.

                                  

                                  

6. Return to any harmless situations that you are starting to avoid. Do this as 
soon as possible. Develop a step-by-step plan for returning to these situations. 
If an avoided situation is too anxiety-provoking to enter, then try an easier, 
similar situation and gradually work up to more difficult situations. Example: 
Janice overcame her fear of men by no longer avoiding the males working 
in her office. She also reminded herself that although particular situations 
could be hazardous (e.g., walking down dark streets at night), almost all of her 
encounters with men were completely safe.

Write down the situations that you are avoiding because of excessive fear. 
Then list the steps for gradually exposing yourself to these situations, in order 
to overcome the fear.

                                  

                                  

7. If these methods haven’t helped you, then contact your therapist to discuss 
the problem or to arrange for further therapy sessions.

Therapist’s name:                            

Therapist’s telephone number or e-mail address:               

HANDOUT 14.1. (page 4 of 4)
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C H A P T E R  15

Combining Cognitive-Behavioral 
Therapy with Pharmacotherapy

Compared to research on monotherapies (e.g., CBT alone), there has been 
less research on the effects of combining CBT with pharmacotherapy for 
PTSD. Aside from pharmacological cognitive enhancers, which are still 
in the experimental stage (see Chapter 5), the emerging research findings 
about combining CBT with medication have, for the most part, not been 
very encouraging. For many disorders, including PTSD, combining CBT 
with commonly used psychiatric medications does not improve treatment 
outcome as compared to CBT alone (Graham, Callagham, & Richardson, 
2014; Hetrick, Purcell, Garner, & Parslow, 2010; Katzman et al., 2014; 
Popiel, Zawadzki, Pragłowska, & Teichman, 2015). These findings apply 
to aggregate (group) outcomes, that is, the results of a given treatment 
package for the average patient. Little is known about patient-to-treatment 
matching. There may be some PTSD patients, or some types of clinical pre-
sentations, for which combination treatments are most beneficial.

Patient preferences and the clinician’s training and expertise often 
determine the type of treatment that a patient receives (Jeffreys et al., 2012; 
U.S. Department of Veterans Affairs/Department of Defense [VA/DoD], 
2010). Patients often receive an initial trial of pharmacotherapy for PTSD 
because of the widespread availability of prescribing physicians (psychia-
trists and primary care providers) compared to the relatively fewer clini-
cians who are trained in CBT for PTSD (Bernardy & Friedman, 2015). In a 
2009 study of PTSD patients treated in U.S. Veterans Affairs facilities, over 
half (59%) were prescribed SSRIs (Bernady, Lund, Alexander, & Friedman, 
2012).
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Combined pharmacotherapy and CBT is common in many settings in 
which CBT is offered, such as hospital-based clinics. PTSD is often treated 
in a multidisciplinary context where, for example, a psychologist might 
administer CBT and a psychiatrist, family care physician, or other pre-
scriber might manage the patient’s psychotropic medications. According 
to one group of clinicians with expertise in pharmacological treatment of 
PTSD:

Given the modest long-term results from pharmacotherapy, an 
entirely reasonable treatment strategy is referral to trauma-focused 
psychotherapy after the medication response reaches a plateau. 
Ongoing medication changes are unlikely to bring about the same 
degree of improvement as trauma focused psychotherapy, and refer-
ral to such therapy is often indicated for the patient’s recovery (Jef-
freys et al., 2012, p. 710)

This chapter is devoted to the various aspects of commonly used pharma-
cotherapies that are relevant to the CBT therapist. Experimental (cognitive-
enhancer) pharmacotherapies are reviewed in Chapter 5. There are several 
important reasons why the CBT therapist should have a basic knowledge 
of PTSD pharmacotherapy. First, it is important to understand the effects 
and side effects of these drugs in order to determine how they might impact 
CBT. Second, the credibility of the CBT practitioner will be enhanced in 
the eyes of the patient and his or her health care providers if the CBT prac-
titioner has some familiarity with drug treatments for PTSD. Third, the 
CBT practitioner, over the course of therapy, typically spends a consider-
able amount of time with the patient and is therefore in a good position to 
detect the emergence of drug-related adverse reactions. Finally, a knowl-
edge of PTSD pharmacotherapies is useful for planning how to manage 
CBT nonresponders.

PHARMACOTHERAPY FOR PTSD: AN OVERVIEW

Empirically Supported Pharmacotherapies for PTSD

A review of the efficacy of drug treatments compared to CBT was presented 
in Chapter 5. In this chapter we focus in more detail on specific drugs. Table 
15.1 presents a summary of recent expert-consensus recommendations for 
drug treatment for PTSD, along with information on common side effects 
and the disorders that the drugs are commonly used to treat. As shown in 
Table 15.1, expert consensus statements agree on the value of antidepres-
sant medications but diverge concerning the value of antipsychotics and 
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anticonvulsants, used either as monotherapies or as adjunctive treatments. 
According to the VA/DoD (2010) guidelines, risperidone is contraindicated 
even as an adjunctive agent because the potential harm (medical complica-
tions) exceeds its benefits. In contrast, the more recent guidelines presented 
by Katzman et al. (2014) recommend the use of risperidone as an adjunct 
to other pharmacotherapies. According to a recent meta-analysis, atypical 
antipsychotics (examined collectively and used as primary, not adjunctive, 
treatments) were superior to placebo on PTSD symptoms, but results were 
based on a small number of studies (Liu, Xie, Wang, & Cui, 2014). There 
is no established role for the use of conventional antipsychotics in the treat-
ment of PTSD (Richardson, Sareen, & Stein, 2012).

All the drugs in Table 15.1 are associated with side effects, although 
not all patients experience side effects and those that do often find that the 
side effects abate after a few weeks of treatment. Some drugs require care-
ful medical monitoring for possible complications (e.g., risk of agranulo-
cytosis, extrapyramidal reactions, or elevated lipid levels for atypical anti-
psychotics; Jeffreys, 2015). Other drugs involve dietary restrictions (i.e., 
avoidance of foods rich in tyramine, such as cheese or smoked meats, for 
MAOI and, to a lesser extent, RIMA medications). TCA and MAOI drugs, 
compared to other antidepressants, are less often used because of their 
side-effect profiles and their comparatively low therapeutic index; that is, 
the difference between their therapeutic and toxic doses is relatively small, 
thereby increasing the risk of lethal overdose (Jeffreys et al., 2012).

As Table 15.1 shows, antidepressants, especially some of the SSRI and 
SNRI drugs, are first-line pharmacotherapies for PTSD. SSRIs are also 
effective for treating comorbid mood and anxiety disorders commonly 
associated with PTSD (Richardson et al., 2012). For PTSD, full remission is 
achieved in only 30% of patients, but some degree of clinical improvement 
occurs in another 50% of cases (Bernardy & Friedman, 2015). For patients 
with comorbid PTSD and bipolar disorder, there is a risk of precipitating a 
manic episode with the SSRIs (Jeffreys, 2015), which could be mitigated by 
using an anticonvulsant medication before prescribing an SSRI (VA/DoD, 
2010).

An unanswered question concerns the length of time that PTSD 
patients need to remain on medications (Bernardy & Friedman, 2015). It 
may take 6–8 weeks for patients to receive full benefit from a given antide-
pressant medication (Warner, Warner, Appenzeller, & Hoge, 2013). There 
currently is no empirically supported treatment algorithm for PTSD phar-
macotherapy, although guidelines have been proposed. A “start low, go 
slow” approach is typically used, in which the dose is slowly increased in 
order to minimize side effects. Warner et al. (2013) recommend that if, 
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after 4 weeks, the patient has shown a response to antidepressant medica-
tion, then the medication should be continued. If there is no evidence of 
response (assuming evidence of adherence), then either the dose should be 
increased or the patient should be switched to a different antidepressant 
medication (Warner et al., 2013). According to Richardson et al. (2012), 
for patients who demonstrate a partial response (25–50% improvement) 
after 8–12 weeks of treatment with the first antidepressant trial, then an 
augmentation or combination strategy could be considered. Common com-
bination treatments include adding mirtazapine or bupropion to an SSRI or 
venlafaxine (Richardson et al., 2012). Other augmenting agents for PTSD 
include atypical antipsychotics and anticonvulsants, although the patient 
should be fully informed about potential benefits and risks (Richardson 
et al., 2012). Such polypharmacy may improve treatment outcome but it 
also may increase side effects and thereby lead to treatment nonadherence 
(Institute of Medicine, 2014).

Benzodiazepines

There is no evidence for the efficacy of benzodiazepines for PTSD. In fact, 
there is evidence that they pose clinical risks such as substance dependency, 
cognitive impairment, and disinhibited aggression (Bernardy, Souter, & 
Friedman, 2015). Benzodiazepines are sometimes used as adjuncts in treat-
ing insomnia. However, there is a risk of rebound insomnia when a ben-
zodiazepine, used as a hypnotic, is discontinued, especially after long-term 
use (Richardson et al., 2012).

Special Populations

There are various issues and concerns about pharmacological treatment of 
PTSD in the elderly. Little is known about the comparative efficacy of phar-
macotherapies for the elderly versus younger adults, although there are sev-
eral reasons to be cautious in treating older PTSD patients with medication: 
(1) drug absorption rates and distribution are altered in older adults due to 
reduction in lean muscle mass and increase in body fat, which means that 
doses suitable for younger adults might not be optimal for older adults; (2) 
the consequences of sedating medications are more serious for older adults 
(e.g., falls may lead to hip fractures); (3) many older adults require numerous 
medications for various medical conditions, which raises concerns about 
drug interactions (Cook, Naseem, & Thorp, 2015). There are also concerns 
about pharmacological treatment of PTSD in children/adolescents, such as 
the risk of suicidal ideation with the use of SSRIs (Korczak, 2013).
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COMBINING CBT AND MEDICATION 
FOR COMORBID OR COMPLICATING PROBLEMS

Combined medication and CBT might be useful when PTSD is comorbid 
with another disorder, particularly for pharmacotherapies that target both 
PTSD and the patient’s comorbid disorder. For example, fluoxetine can be 
useful in treating both PTSD and bulimia nervosa (but typically at higher 
does than used for bulimia alone; Masino & Norman, 2015). For drugs 
considered to be efficacious in treating PTSD, Table 15.1 lists many of the 
commonly comorbid conditions for which the various medications could 
be useful. The following sections illustrate the use of these and other drugs 
for comorbid conditions.

Comorbid Substance Use Disorder

As described in Chapter 7, the Seeking Safety program is an especially 
promising cognitive-behavioral approach for treating PTSD and comorbid 
substance-use disorders. In a recent randomized controlled study of the 
treatment of PTSD and comorbid alcohol-use disorder, Hien et al. (2015) 
found that Seeking Safety plus sertraline was more effective than Seeking 
Safety plus placebo in terms of global treatment outcome. If these findings 
prove to be robust (replicable), then there would appear to be a useful role 
for sertraline (and possibly other SSRIs and SNRIs) in augmenting CBT in 
the treatment of comorbid PTSD and substance-use disorder.

Other pharmacotherapies not listed in Table 15.1 can also be consid-
ered in targeting substance-use disorders in patients diagnosed with PTSD. 
These include naltrexone, disulfiram, and methadone (Saxon & Simpson, 
2015). To illustrate, in a randomized controlled trial of patients diagnosed 
with comorbid PTSD and alcohol dependence, Foa et al. (2013) found that 
treatment outcome was improved when CBT for PTSD (consisting of pro-
longed exposure) was combined with naltrexone. The latter reduced alco-
hol consumption.

Comorbid Psychosis

Despite the conflicting guidelines about the use of atypical antipsychotic 
medications in the treatment of PTSD, these drugs are useful in treating 
psychotic symptoms when PTSD is comorbid with a psychotic disorder such 
as schizophrenia (Masino & Norman, 2015). The decision about whether 
to use atypical antipsychotic medications is based on various consider-
ations, including metabolic and other medical risks (Masino & Norman, 
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2015). An accurate assessment is important. Some PTSD reexperiencing 
symptoms, particularly flashbacks, involve vivid imagery (see Chapter 1), 
which can be misdiagnosed as hallucinations. Flashbacks can be treated 
with CBT, without the need for antipsychotic medication.

Persistent Sleep Problems

Although PTSD-related sleep problems (insomnia, nightmares) typically 
abate over the course of CBT, sometimes sleep problems persist and merit 
treatment in their own right. Insomnia-related CBT protocols can be useful 
(e.g., sleep hygiene, imagery rescripting; see Chapter 12). CBT protocols 
for insomnia appear to be at least as effective as pharmacotherapies and 
may be more enduring in their effects in the long term (Ho, Chan, & Tang, 
2016; Schoenfeld, Deviva, & Manber, 2012). If patients do not respond to 
CBT insomnia protocols, or prefer drugs, there are several options. Prazo-
sin has been shown to be efficacious in ameliorating PTSD-related sleep 
problems although it does not appear useful for treating other PTSD symp-
toms (DeViva & Capehart, 2015; Lipinska, Baldwin, & Thomas, 2016). 
Trazodone is also used for insomnia in PTSD (VA/DoD, 2010). Zopiclone 
and zaleplon are other options for persistent insomnia (Richardson et al., 
2012). SSRIs and SNRIs do not appear useful for PTSD-related sleep prob-
lems (Lipinska et al., 2016).

Benzodiazepines

There is evidence that benzodiazepines can interfere with the efficacy of 
CBT for PTSD (Bernardy et al., 2015). To illustrate, Rosen et al. (2013) 
found that although prolonged exposure (PE) was a sufficiently robust 
treatment that patients who were taking benzodiazepines could benefit 
from PE in the short term, benzodiazepines appeared to interfere with the 
long-term benefits of PE. Accordingly, benzodiazepines generally should 
not be combined with CBT. For patients who are dependent on benzodiaz-
epines, CBT can help them successfully taper off the drug (Otto & Pollack, 
2009). A careful assessment can identify potential problems with benzodi-
azepine use, as illustrated by the following example.

The veteran was diagnosed with PTSD and panic disorder by a psychiatrist 
in the PTSD Clinic. He was started on sertraline and after several months at 
a dose of 200 mg daily, he reported only modest reductions in PTSD symp-
toms. The panic disorder improved but he continued to take clonazepam 1 mg 
1–3 times per week to prevent panic attacks when leaving his home. He was 
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referred for PE therapy. Although the PE went well in the initial weeks, both 
the patient and his therapist noted that he was relatively unaffected by anxi-
ety in some therapy sessions. A careful review of his medication use found 
he was taking clonazepam prior to driving from his home to the VA medical 
center because driving alone was a common trigger for panic attacks. He was 
encouraged to not use clonazepam within 24 hours of a PE session, and after 
several more weeks, he completed PE without difficulty. The post-PE score on 
the PCL [PTSD Check List] was below the cutoff for PTSD diagnosis. (Jeffreys 
et al., 2012, p. 708)

ROLE OF THE CBT THERAPIST 
IN DETECTING ADVERSE DRUG REACTIONS

There are various medical precautions, contraindications, and complica-
tions for the medications listed in Table 15.1. These considerations play 
an important role in selecting the most appropriate medication for a given 
patient. These issues are of vital importance to the prescribing clinician. 
Our focus here, however, it on adverse reactions that are of particular rel-
evance to the CBT therapist, that is, the adverse reactions that might be 
observed while the therapist is treating a patient who is also being treated 
with pharmacotherapy. The CBT therapist is in a good position to assess 
such adverse reactions, given that CBT involves many more hours of patient 
contact as compared to the brief, periodic consultations that a patient might 
spend with a prescribing physician or psychiatrist. Two important adverse 
reactions will be considered here: serotonin syndrome and antidepressant 
discontinuation syndrome.

Serotonin Syndrome (Serotonin Toxicity)

Serotonin syndrome is a potentially life-threatening condition caused by an 
excess dose of serotonergic medication(s). It can arise from combining two 
or more of the serotonergic or antidepressant medications listed in Table 
15.1 with one another, or by combining them with other antidepressants or 
other serotonin-releasing agents such as opioid analgesics (e.g., pethidine, 
fentanyl, dextromethorphan), or by combining them with herbal prepara-
tions such as St. John’s Wort (Buckley, Dawson, & Isbister, 2014). St. John’s 
Wort is widely available in supermarkets and drug stores as a self-help treat-
ment for depression (Rahimi, Nikfar, & Abdollahi, 2009).

Symptoms and signs of serotonin syndrome range in intensity, depend-
ing on dose and other factors (Boyer & Shannon, 2005). Onset is typically 
rapid, within minutes of drug consumption. Characteristic features include 
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tachycardia, shivering, sweating, fever, dilated pupils, myoclonus (muscle 
twitching or jerking), muscular rigidity, agitation, and confusion (Boyer 
& Shannon, 2005; Buckley et al., 2014; Dunkley, Isbister, Sibbritt, Daw-
son, & Whyte, 2003). More severe features of serotonin syndrome include 
elevated blood pressure and body temperature, which in severe cases can 
lead to seizures, organ failure, coma, and death (Boyer & Shannon, 2005). 
Management involves tapering the precipitating drug(s), administration of 
serotonin antagonists, and other forms of medical treatment, depending on 
the severity of the syndrome (Buckley et al., 2014).

How is this relevant to the CBT therapist? As part of an integrated, 
comprehensive approach to the management of PTSD, it is important for 
the CBT therapist to ask the patient about all the substances that he or she 
is consuming, including prescription medications, herbal supplements, and 
other nonprescription substances. The patient might not have told the pre-
scribing physician about the nonprescription drugs that he is she is taking 
(e.g., St. John’s Wort). If there is cause for concern about the possibility of 
serotonin syndrome, then it is important to convey this information to the 
prescribing clinician.

Antidepressant Discontinuation Syndrome (ADS)

ADS occurs in about 20–50% of patients within a week of discontinuing 
or tapering their antidepressant medications (e.g., TCAs, MAOIs, SSRIs, 
SNRIs), particularly paroxetine, but also sertraline, venlafaxine, and 
duloxetine (Harvey & Slabbert, 2014; Renoir, 2013). Nonadherence (e.g., 
abrupt discontinuation) is an important cause of ADS, although the syn-
drome can occur even during gradual tapering under the care of a physician 
(Harvey & Slabbert, 2014).

Common symptoms include flu-like symptoms (nausea, vomiting, 
diarrhea, headache, lethargy, unsteadiness, sweating) and sleep distur-
bances (insomnia, nightmares, somnolence) (Harvey & Slabbert, 2014; 
Warner, Bobo, Warner, Reid, & Rachel, 2006). Other symptoms have also 
been reported including anxiety, agitation, and hyperarousal (Harvey & 
Slabbert, 2014). Symptoms are typically mild, short-lived (1–4 weeks), and 
resolve without treatment. More severe cases can be treated by reintro-
duction of the drug. Severity of ADS is likely due to a variety of factors, 
including type of drug, drug dose and duration, and individual differences 
in drug metabolism. People who are biologically predisposed to be rapid 
metabolizers will quickly eliminate antidepressant from their body, result-
ing in a sudden, drastic diminution of drug levels that will trigger a more 
severe ADS (Harvey & Slabbert, 2014).

ADS is most likely to occur after the patient has been on medication 
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for more than 5–8 weeks. ADS can typically be prevented by tapering the 
drug gradually or, in the case of discontinuation, placing the patient back 
on an antidepressant. ADS is not regarded as drug withdrawal (as in drug 
addiction or dependence) because there are no other features of a depen-
dence syndrome such as strong cravings or drug-seeking behavior (Warner 
et al., 2006).

The etiology of ADS is likely due to perturbations (i.e., excess and/
or deficits) inserotonergic transmission, as well as a variable involvement 
of adrenergic, glutamatergic, dopaminergic, cholinergic, and other systems 
(Harvey & Slabbert, 2014). Although ADS can resemble a worsening or 
rebound of PTSD, the discontinuation occurs irrespective of diagnosis; for 
example, it is found in cases of major depressive disorder (Harvey & Slab-
bert, 2014; Warner et al., 2006). Accordingly, ADS is not simply a reemer-
gence of PTSD symptoms.

Failure to recognize ADS can result in misdiagnosis and inappropriate 
treatment (Warner et al., 2006). ADS has the following relevance to the 
CBT therapist. If your patient presents with what seem to be a worsening of 
hyperarousal symptoms then you should (1) assess for symptoms suggestive 
of ADS (e.g., flu-like symptoms) and (2) inquire about any recent changes in 
medication. Patients should be advised not to make any abrupt changes in 
doses unless they do so in collaboration with the clinician who prescribed 
the medication.

USING CBT TO FACILITATE MEDICATION ADHERENCE

People diagnosed with PTSD, compared to people without the disorder, are 
significantly more likely to be nonadherent to medications—that is, medi-
cations in general—including forgetting medications and skipping medica-
tions (Zen et al., 2012). Nonadherence for symptomatic patients is influ-
enced by a number of factors but most commonly occurs because of side 
effects or perceived lack of benefit (Taylor, Abramowitz, & McKay, 2012). 
The CBT therapist is in a good position to improve patient adherence to 
empirically supported pharmacotherapies for PTSD. This can be done by 
means of motivational interviewing, which can improve medication adher-
ence (Salvo & Cannon-Breland, 2015). Motivational interviewing meth-
ods are discussed in Chapter 9, in which they were presented as a means 
of improving CBT adherence. The same methods can be used to enhance 
medication adherence, as illustrated in the following example.

TherapisT: As we discussed last time, in order for me to best help you as a 
CBT therapist, I need to know about your medications. You mentioned 
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last time that your doctor had started you on a new medication. How 
has that been going?

paTienT: The Paxil hasn’t helped me at all. In fact, it makes me feel sick in 
my stomach.

TherapisT: Have you discussed this with your doctor?

paTienT: Yes, she says it’s side effects and I should keep taking the drug.

TherapisT: So, what are your plans?

paTienT: I don’t know. I might stop taking the pills. I guess you’re going to 
tell me that I should take them.

TherapisT: I’m not going to tell you what to do. It’s your choice. I can 
understand why you’re reluctant to take them. You’ve just started tak-
ing the pills and they make you feel sick. So, how come you haven’t 
stopped taking them?

paTienT: Well, my doctor says that the side effects are just temporary.

TherapisT: OK, good. Are there any other reasons to keep taking the pills?

paTienT: Um, yes, I guess I haven’t been taking them long enough to see if 
they’ll help.

TherapisT: Good point. So, you’d like to see if they’ll be beneficial, but you 
don’t like the side effects. What would make it easier to stick with the 
pills, to see if they’ll help?

paTienT: I could ask my doctor to increase the dose more slowly, and I 
could start on a lower dose. I’m taking two pills a day; I could ask if I 
could start at one a day.

TherapisT: That’s a great idea. And I like the fact that you have a plan to 
get the most out of the medication. Is there anything you could do to 
cope with the nausea, like avoiding certain foods or eating more fre-
quent but smaller meals?

paTienT: Now I think about it, the nausea is worse when I have an empty 
stomach but also when I eat junk food.

TherapisT: OK, so it sounds like there are some things you could try to 
better manage the nausea. Shall we write down an action plan, to sum-
marize the things we’ve talked about? . . . [Discussion continues.]

TREATING NONRESPONDERS

Randomized controlled studies have found that that for patients who have 
not had a full response to pharmacotherapy, the addition of CBT can lead 
to further symptom reduction (Rodrigues et al., 2011). This suggests that 
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CBT is a useful option for patients who have failed to respond to pharma-
cotherapy. Less is known about whether pharmacotherapy is helpful for 
CBT nonresponders. If a patient has received an adequate trial of CBT and 
has shown limited or inadequate improvement, then the CBT therapist has 
a variety of options, as discussed in Chapter 14. Options include adding 
pharmacotherapy to CBT. Despite the lack of evidence for this option, it 
is commonly used in clinical practice and is worth considering for CBT 
nonresponders.

SUMMARY

Research suggests that, for the average patient, treatment outcome for 
PTSD is not improved when CBT is combined with first-line medications 
for PTSD, such as an SSRI. And yet the reality of clinical practice is that 
CBT therapists can expect that many or most of their patients will be tak-
ing psychotropic medication when they present for CBT, and some or many 
of these patients will have been referred because they failed to have an 
adequate therapeutic response to medication. CBT can be beneficial to 
medication nonresponders, and preliminary evidence suggests that in some 
circumstances some medications can facilitate CBT (e.g., naltrexone for 
PTSD comorbid with alcohol dependence). The CBT therapist is also in a 
good position to identify adverse drug-related reactions such as serotonin 
toxicity and antidepressant withdrawal syndrome. PTSD is a complex, 
multifaceted disorder, with common comorbidities, and effects that ripple 
out far beyond the patient to affect his or her social network. The social 
implications were discussed in previous chapters. This chapter provides a 
summary of the medications and medication issues relevant to the CBT 
therapist. In the early decades of the use of CBT, relations between advo-
cates of cognitive-behavioral and pharmacological therapies were often 
fractious (e.g., Eysenck, 1975). A growing body of research suggests that 
CBT is a biological intervention, and CBT for PTSD has the capacity for 
normalizing activity and connectivity among brain regions (e.g., Felming-
ham et al., 2007). The search for optimal ways of integrating CBT with 
other biological interventions holds great promise for treating PTSD.
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