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Preface

Approximately 17% of the US population is Latino making this group the
largest minority group in the USA (US Census Bureau, 2015). An astounding
35.8 million Latinos speak Spanish at home, and only 34% of Latino immi-
grants who reside in the USA speak English proficiently. One of the inherent
challenges in the delivery of behavioral health services to Spanish-speaking
clients (in addition to the limited number of providers who speak Spanish) is
the paucity of tools and/or resources available to Spanish-speaking clinicians.
In graduate school, I worked with Spanish-speaking clients, and throughout
my entire training, [ didn’t encounter a single resource designed for Spanish-
speaking clients. When I completed my predoctoral internship at the Veterans
Administration in Puerto Rico, I worked with an almost exclusively Spanish-
speaking population. While there were some resources available in Spanish,
the majority of them had been translated by local practitioners.

The idea for this book came to me when a friend (who is also a clinician)
emailed me one day and asked if I knew of any resources that detailed psy-
chological terminology in Spanish. At this point, I had spent several years
working with Spanish-speaking clients, and much of that time was spent
either struggling to find already-translated treatment materials or arduously
translating the materials myself. I wondered if there was a handbook that
housed evidence-based treatment protocols in Spanish and set out to look for
one. My search left me empty-handed. Thus, my vision for this book came
out of my own work with clients and lamentations from other Spanish-
speaking clinicians who also noted that there were very limited resources
available for them to work with clients. The absence of a resource that housed
evidence-based treatment protocols in Spanish presented a serious limitation
as most evidence-based interventions often include handouts and homework
sheets as part of the treatment protocol. I thought to myself, “Wouldn’t it be
nice if there was a book that I could go to to find a chapter specific to my cli-
ent’s presenting problem and/or diagnoses, that contained the materials I
needed to administer treatment?”” And so I emailed my beloved editor Janice
Stern, who readily agreed to let me tackle this project.

As I embarked on finding authors for the various chapters that make up
Toolkit for Counseling Spanish-Speaking Clients: Enhancing Behavioral
Health Services, 1 encountered some challenges largely related to the paucity
of Spanish-speaking therapists and psychologists across the USA. This was
challenging as most therapists in private practices declined my invitation
largely due to their work being focused on service delivery. In the academic
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arena, many of my invitations were declined as while those in the academy
were often researching interventions, they were not working in actual service
delivery. I am beyond grateful for the authors that agreed to be part of this
book not only for their hard work but also for the many referrals that they
provided which led me to other authors.

Each chapter in this book provides an overview of the disorder and associ-
ated cultural factors (including prevalence of the disorder among Hispanics/
Latinos); a discussion of a culturally variant presentation (if applicable)
including a description of how the disorder might present with a Hispanic/
Latino client, relevant cultural idioms of stress that are specific to the disor-
der, etc.; an overview of the “gold standard” treatment for the disorder (rooted
in evidence-based principles) and a summary of the literature on this treat-
ment with Hispanics/Latinos (if any); a treatment plan; and a series of hand-
outs, tools, worksheets, informational sheets, etc. that can be used in sessions
as part of the treatment plan. My hope is that this book provides clinicians
with much-needed resources to facilitate their delivery of evidence-based
interventions to Spanish-speaking clients and more importantly that it
increases the number of Spanish-speaking clients who are able to access
behavioral health services.

Reno, NV, USA Lorraine T. Benuto
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Evidence-Based Practices
for Conducting Therapy
with Spanish-Speaking Clients

Lorraine T. Benuto and Brian D. Leany

Latinos in the USA

Approximately 17% of the US population is
Latino making this group the largest minority
group in the USA (US Census Bureau, 2015).
According to the US Census Bureau (2017),
Latinos and Hispanics are individuals of “Cuban,
Mexican, Puerto Rican, South or Central
American, or other Spanish culture or origin,
regardless of race.” The Pew Research Center
(2012) reported that persons of Mexican origin
make up nearly two-thirds (65%) of the US
Latino population, with the remaining third dis-
tributed primarily among persons of Puerto
Rican, Cuban, and Central American origin. Of
the Latinos residing in the USA, 35% are immi-
grants with the remaining 27 million being US
born (Zong & Batalova, 2017).

The extant literature cites Latino cultural
characteristics such as the emphasis on respect
and the family as being grist for the cultural con-
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sideration mill. However, Latinos face several
contemporary issues including issues with regard
to immigration status, acculturation, self-identifi-
cation, language, poverty, and discrimination.
Benuto (in press) also discussed how there is sub-
stantial heterogeneity among Latinos with regard
to immigrant status, acculturation level, and
English-language fluency among others. While
Latinos face many challenges, this chapter (and
book) emphasizes the substantial rates of mental
illness and the associated barriers that Latinos
encounter when attempting to access behavioral
health services. Indeed, a considerable number of
Latinos residing in the USA are affected by men-
tal illness and have behavioral health concerns.
The prevalence of mood and anxiety disorders is
high among Latinos (Kim et al., 2011) with
28-30% of Latinos experiencing some form of
mental illnesses in their lifetime (Alegria et al.,
2008; Kim et al., 2011). Despite these high prev-
alence rates, the extant literature indicates that
Latinos have low utilization rates for behavioral
health services due to a combination of internal
and external barriers.

Barriers to Services

Despite the substantial prevalence rate of mental
health disorders among Latinos, Latinos have
been noted to have low-treatment-seeking rates.
This has been attributed to both external and

L.T. Benuto (ed.), Toolkit for Counseling Spanish-Speaking Clients,
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internal barriers, and as compared to 40% of non-
Hispanic whites (Agency for Healthcare Research
and Quality [AHRQ], 2015), only 27% of Latinos
who have a probable need for behavioral health
services seek out behavioral healthcare (Bridges
& Anastasia, 2016). With regard to internal
barriers, stigma and low mental health literacy
(Griffiths, Batterham, Barney, & Parson, 2011;
Guarnaccia et al., 2009; Gulliver et al., 2012;
Hirari, Vernon, Popan, & Clum, 2015; Interian
et al.,, 2010; Jimenez, Bartels, Cardenas, &
Alegria, 2012) should be taken into account as
these can impact a person’s decision to seek
behavioral health services (Borrayo, Rosales, &
Gonzalez, 2016; Jibaja-Weiss et al., 2011).
External or environmental barriers are generally
related to economic status and have been amply
cited in the literature as an explanation for why
Latinos do not seek out needed behavioral health-
care. These include lack of transportation and/or
childcare, an inability to pay for services, and an
inability to take time off from work (Bridges,
Andrews, & Deen, 2012; Bridges et al., 2014;
Gonzalez & Follette, 2015). An additional external
barrier to services for Latinos is the availability
of Spanish-speaking clinicians.

Language as a Barrier to Services:
Enter the Spanish-Speaking
Clinician

Given the large number of Latinos who are immi-
grants, it is not surprising that a large proportion
of Latinos who reside in the USA are Spanish
speaking. Indeed an astounding 35.8 million
Latinos speak Spanish at home, and only 34% of
Latino immigrants who reside in the USA speak
English proficiently (Krogstad, Stepler, & Lopez,
2015). Thus, language has the potential to act as
both internal and external barrier. The latter can
be considered daunting because there are simply
not enough Spanish-speaking clinicians available
to meet the needs of Spanish-speaking clients. In
fact, the challenge of meeting the behavioral
health needs of Spanish-speaking clients has been
noted by professional bodies such as the American
Psychological Association. In a featured article,

entitled Wanted: Spanish-Speaking Psychologists,
Stringer (2015) discussed the substantial need for
Spanish-speaking providers and the negative
impact of having too few bilingual mental health
professionals. Stringer noted that when clients are
assessed in their second language(s), they are
more likely to be incorrectly diagnosed. Likely as
a result of those issues, Stinger also highlighted
several training programs where therapists can
learn to provide services in Spanish, many of
which provide cultural immersion experiences in
Latin American countries.

While cultural immersion can be an excellent
second-language training experience and experts
have noted that it may be easiest to train therapists
to be conversant in Spanish (Dingfelder, 2005),
native Spanish-speaking clinicians can also help to
meet the behavioral health needs of Spanish-
speaking clients. Heritage speakers are those indi-
viduals who have a proficiency in or a cultural
connection to a language. An additional relevant
term is a heritage language learner—this is an indi-
vidual who has a proficiency in Spanish or a con-
nection to the Spanish language and who is studying
Spanish (Kelleher, 2010). These represent an addi-
tional mechanism of addressing the behavioral
health needs of Spanish-speaking clients.

Regardless of the mechanism of language acqui-
sition (and the literature appears to be equivocal on
which, if any is superior), it has been noted that it is
optimal to work with a client in his/her native lan-
guage (Benuto & Bennett, 2015; Costa, 2010) and
that the use of English as the standard in therapy
puts those who cannot communicate in English at a
clear disadvantage (Sue & Sue, 1999). Bilingualism
has been noted to act as part of the therapeutic alli-
ance between the client and therapist (Nguyen,
2014). Santiago-Rivera (2009) and colleagues
examined how and when therapists switched from
one language during therapy as well as how their
clients switched language. They found that thera-
pists use language switching as a way to establish
trust, to bond with their clients, and to promote dis-
closure through the use of specific phrases or
words. Clients were noted to switch from English
to Spanish when recounting experiences that
involved certain emotions and to improve commu-
nication and connect with the therapist. These find-
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ings highlight how Spanish-speaking clinicians can
reduce internal barriers to service by establishing a
strong therapeutic alliance with their clients.
Researchers have found that satisfaction with
a therapist hinges on how the Latino clients feel
the therapist understood Latino culture and not
on the therapist’s ethnicity (Fraga, Atkinson, &
Wampold, 2004). The above highlights the
importance of service delivery in Spanish. One of
the inherent challenges in the delivery of services
to Spanish-speaking clients (in addition to the
limited number of providers who speak Spanish)
is the paucity of tools and/or resources available
to Spanish-speaking clinicians. This presents a
serious limitation as most evidence-based inter-
ventions often include handouts and homework
sheets as part of the treatment protocol. In spite
of evidence that suggests that Latinos benefit
from evidence-based therapies regardless of
whether or not the therapy has been adapted
(Benuto & O’Donohue, 2015; Huey, Tilley,
Jones, & Smith, 2014), there exists a fundamen-
tal challenge for clinicians working with Spanish-
speaking clients who may be forced to translate
handouts and homework sheets (an arduous pro-
cess) and/or abandon evidence-based treatment
protocols that include these components all
together, which could be detrimental to Spanish-
speaking clients. Further, should the clinician
decide to adapt or translate a resource, it inevita-
bly means that this scarce resource (a Spanish-
speaking clinician) is pulled away from direct
clinical care in order to adapt the resource.

To Adapt or Not Adapt:ThatIs
the Question

While there are many processes that can be used to
modify a treatment on account of culture (i.e.,
adapting, tailoring), ultimately the goal of these
procedures is to modify the intervention based on
cultural values and practices so that the treatment
is more compatible with the client’s culture
(Bernal, Jiménez-Chafey, & Domenech Rodriguez,
2009). Additionally, cultural modifications can be
aimed at improving reach and engagement
(Falicov, 2005) and increasing the appeal and

effectiveness of the intervention with the group of
interest (Barrera, Castro, Strycker, & Toobert,
2013). Despite the above criticisms, the literature
suggests that cultural modifications to ESTs do not
result in improved outcomes for minority clients
(Benuto & O’Donohue, 2015; Huey et al., 2014).

Benuto, O’Donohue, and Bennett
(Unpublished Manuscript) summarized how psy-
chological treatments have been classified as effi-
cacious or possibly efficacious based on their
evaluation by randomized controlled trials
(RCTs) and/or single-subject experimental
designs (Chambless & Hollon, 1998). The
Society of Clinical Psychology (2016) has classi-
fied the empirically supported treatment (EST)
status of cognitive behavioral therapy (CBT) for
depression and anxiety as having strong research
support. Benuto and colleagues (Unpublished
Manuscript) summarized the literature on CBT
and noted that meta-analyses have established
that CBT is an efficacious treatment for general-
ized anxiety disorder, social anxiety disorder,
panic disorder (Cuijpers, Cristea, Weitz, Gentili,
& Berking, 2016), hypochondriasis/health anxi-
ety (Olatunji et al., 2014), post-traumatic stress
disorder (Powers, Halpern, Ferenschak, Gillihan,
& Foa, 2010), and depression (Cuijpers et al.,
2016; Okumura & Ichikura, 2014) not only
among adults but also among children (Reinecke,
Ryan, & DuBois, 1998) and adolescents (Lenz &
Hollenbaugh, 2015; Reinecke et al., 1998).

In response to criticisms regarding the extent
to which findings from randomized controlled
trials (RCTs) on empirically supported treat-
ments (ESTs) generalize to ethnic minorities
(because the cultural values and assumptions in
these therapies may not be representative of the
values and assumptions held by ethnic minorities
and because ethnic minorities have been under-
represented in clinical trials), Benuto et al.,
(Unpublished Manuscript) investigated the
degree to which Latina/Latino victims of crime
experience treatment success when they are
treated with culturally untailored/unadapted
ESTs in a real world compared to non-Hispanic
whites via an uncontrolled effectiveness study.
Results from a logistic regression revealed that
ethnicity was not a predictor of treatment success
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in this sample. Indeed treatment outcomes for
untailored ESTs were comparable for Latinos
and non-Hispanic whites (with 77% of Latinos
successfully completing treatment compared to
69% of non-Hispanic whites). These results sug-
gest that formal adaptions to ESTs may not be
necessary and that results from RCTs on ESTs
can be generalized to Latinos. These findings
support findings from RCTs that conventional,
unmodified CBT works effectively with Latinos
for anxiety disorders (Barrios, 2010) and from
two reviews of the literature on cultural adapta-
tions (Benuto & O’Donohue, 2015; Huey et al.,
2014). Thus, if the tools and resources that are
used in standard, non-adapted evidence-based
interventions are available for clinicians to use in
Spanish, the research supports that Latino clients
will benefit from evidence-based interventions.

Summary and Conclusion

As illustrated throughout this chapter, Latinos are
a large segment of the greater US population, and
there are a substantial number of Latinos who
need behavioral services in Spanish. Because the
shortage of Spanish-speaking mental health pro-
viders is beyond the scope of this book chapter,
the editor and selected authors have set out to
address the dearth of resources available in
Spanish for those providers who do exist as well
as (and primarily) for their Spanish-speaking cli-
ents. Thus, each chapter in this book provides an
overview of the disorder and associated cultural
factors (including prevalence of the disorder
among Hispanics/Latinos); a discussion of a cul-
turally variant presentation (if applicable) includ-
ing a description of how the disorder might
present with a Hispanic/Latino client, relevant
cultural idioms of stress that are specific to the
disorder, etc.; an overview of the “gold standard”
treatment for the disorder (rooted in evidence-
based principles) and a summary of the literature
on this treatment with Hispanics/Latinos (if any);
a treatment plan; and a series of handouts, tools,
worksheets, informational sheets, etc. that can be
used in sessions as part of the treatment plan. It is
important to note that because there is limited

research on actual treatment protocols with
purely Latino participants, the majority of tools
in this book are based in evidence-based princi-
ples but in and of themselves would not meet
empirically supported treatment status.
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Tools for Treating Generalized
Anxiety Disorder Among Latinos

Frances R. Gonzalez

Ancxiety disorders are prevalent among Latinos
in the United States with 6% of Latinos experi-
encing generalized anxiety disorder (GAD) in
their lifetime (Alegria et al., 2007; Asnaani,
Richey, Dimaite, Hinton, & Hofman, 2010).
While the treatment for GAD has been well
researched among the general population, the
bulk of this research has not included Spanish
speakers (Chavira et al., 2014). Thus not sur-
prisingly, the resources available for working
with Spanish speakers are very limited. This
book chapter provides an overview of evi-
dence-based principles for treating Spanish
speakers who have GAD and worksheets,
resources, and other tools that can be used with
Spanish-speaking clients. This chapter is orga-
nized as follows: (1) cultural considerations in
the presentation of GAD among Latinos, (2)
evidence-based practices as they apply to
Latinos in general and with regard to GAD spe-
cifically, (3) a session plan for treating GAD
from an evidence-based perspective, and (4)
Spanish language worksheets and tools that can
be used in session.
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Generalized Anxiety Disorder

Generalized anxiety disorder has been character-
ized as an individual experiencing excessive
worrying and anxiety about a number of different
events or activities (American Psychiatric
Association, 2013). This constant worrying
occurs most days of the week and may include
feeling restless, fatigued, difficulty concentrat-
ing, feeling irritable, muscle tension, and dis-
turbed sleep. These symptoms make it difficult
for an individual to carry on in daily activities
and may impair overall functioning (American
Psychiatric Association, 2013). It is estimated
that 3% of the US population or 6.8 million peo-
ple meet criteria for generalized anxiety disorder,
with 32% of these cases being classified as
“severe” (Kessler, Chiu, Demler, & Walters,
2005).

The lifetime prevalence rates for generalized
anxiety disorder (GAD) among Latinos in the
United States range from 1% to 11% (Asnaani
etal., 2010; Grant et al., 2005; Hirai, Stanley, &
Novy, 2006; Moreno-Peral et al., 2014). While
the literature is mixed regarding ethnic differ-
ences in prevalence rates of GAD, there is docu-
mentation that prevalence rates of GAD vary
across Latino subgroups (Asnaani et al., 2010;
Bjornsson et al., 2014; Chavira et al., 2015; Hirai
et al., 2006; Karno et al., 1989; Moreno-Peral
et al., 2014; Street et al., 1997). For example,
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Puerto Ricans have been noted to have a higher
prevalence of anxiety than other Latino sub-
groups (Camacho et al., 2015; Wasswetheirl-
Smoller et al., 2014). These limited studies
highlight the diversity across the Latino popula-
tion and suggest that different (sub)cultural fac-
tors can impact mental health rates, presentation,
treatment, and treatment outcomes.

Clinical Presentation of Generalized
Anxiety Disorder Among Latinos

In addition to variations across ethnic groups in
terms of prevalence rates, cultural implications in
symptom presentation have been documented.
Latinos are more likely to report physical or
somatic symptoms when describing mental
health concerns (Borkovec, 1985; Canino, Rubio-
Stipec, Canino, & Escobar, 1992; Carter,
Mitchell, & Sbrocco, 2012; Hirai et al., 2006;
Kirmayer & Young, 1998; Snipes, 2012;
Zvolensky et al., 2015; Blumberg et al, 2015;
Hovey & Magaia, 2002). In the case of GAD,
Latinos report more somatic symptoms including
feeling restless or tired and tend to overreport
feeling anxious (Canino et al., 1992; Carter et al.,
2012; Hirai et al., 2006). Consistent with many
cultures, stigma is associated with mental illness
among Latinos. This somatic clinical presenta-
tion described above suggests that Latinos pres-
ent with somatic symptoms in lieu of cognitive
symptoms as a means of blocking the stigma
associated with mental health illness. This group
may fear being labeled as “crazy” and may find it
more culturally acceptable to focus on physical
symptoms or idioms of distress (Borkovec, 1985;
Canino et al., 1992; Kirmayer & Young, 1998).
Indeed several idioms exist among the Latino
culture to describe distress. Nervios and ataque
de nervios are two idioms that have been likened
to anxiety (Guarnaccia, Lewis-Ferndndez, &
Marano, 2003; Guarnaccia et al., 2009; Hinton,
Chong, Pollack, Barlow, & McNally, 2008;
Hinton, Lewis-Fernandez, & Pollack, 2009).
Although these two idioms are more popularly
used by Latinos with a Caribbean background
(e.g., Puerto Ricans and Cubans), they are also

used by other Latino subgroups (Guarnaccia
etal., 2009). Nervios has been described as being
a debilitating condition where a person has too
many thoughts that overwhelm the person, caus-
ing them to be restless, speak rapidly, act errati-
cally, feel fearful and/or irritated, and react to
stressors easily (Guarnaccia et al., 2003, 2009).
Ataque de nervios has been described as a reac-
tion to a traumatic or stressful life event. This
reaction includes a sudden onset of symptoms
including crying, shouting, trembling, shaking,
having shortness of breath, and aggression
(Guarnaccia et al., 2003, 2009). While both
nervios and ataques de nervios have descriptions
of symptoms that overlap with GAD, they are not
synonymous of GAD (Guarnaccia et al., 2003;
Hinton et al., 2008). Both idioms of distress have
also been linked to depression, post-traumatic
stress disorder, and psychosis and are thus not
solely related to anxiety (Guarnaccia et al., 2003,
2009; Hinton et al., 2008). However, it is impor-
tant to note that GAD could be labeled as, or
present as, nervios and ataques de nervios. Thus
clinicians will need to conduct careful assess-
ment to establish whether cultural idioms of dis-
tress represent GAD.

When assessing for GAD among Latinos, it is
important to note all symptoms reported by the
individual and to keep in mind the potential of a
culturally variant presentation. Since stigma of
mental health still persists among Latinos;
Latinos may use the language and descriptors
that they have been provided in their upbringing
to describe what they are experiencing. The lan-
guage and descriptors used may focus on somatic
or cognitive symptoms, in addition to culturally
specific idioms of anxiety (Snipes, 2012). Given
the diversity of the symptoms reported by
Latinos, it is important to remember that stan-
dardized assessment materials may fail to cap-
ture a GAD diagnosis; therefore clinical
interviews may be used to supplement standard-
ized assessment materials. A thorough assess-
ment is the foundation to therapy, since it allows
clinicians to decide on what treatments to use for
individuals; therefore diverse cultural presenta-
tions of disorders are an important factor to
consider.
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Other Factors to Consider
During Assessment

In addition to cultural considerations that are spe-
cific to how GAD may present, it is important to
also consider contemporary cultural factors that
can lead to anxiety. Acculturation, immigration
status, and family cohesion are important factors
to consider when working with any diverse popu-
lation (Benuto, 2016). Acculturative stress and
immigration status can be related to the onset of
anxiety-related symptoms. Worrying about accul-
turating into a new environment and about immi-
gration status can impact anxiety levels (Burnam,
Escobar, Karno, Hough, & Telles, 1987).
Moreover being separated from one’s family and
loss of income can create immense anxiety in
some individuals.

Acculturative stress and immigration status
can also have an impact on family cohesion.
Some individuals may live in households where
family members are at different levels or points
in the acculturation process. Other individuals
may experience a lack of family cohesiveness
due to recent immigration that caused physical
distance between loved ones. This is relevant to
GAD as family cohesion has been noted to relate
to the onset of GAD. According to Priest and
Denton (2012), family cohesion and positive
interactions with family members are very impor-
tant for the well-being of an individual. Family
cohesion has been linked to reducing anxiety
symptomology for those who develop GAD
(Priest & Denton, 2012); given the above family
cohesion is highly relevant to Latinos.

In addition to acculturative stress and the stress
associated with immigration status, barriers to
treatment are relevant as if a person is unable to
access treatment, their symptoms may persist and
worsen. As described above, Latinos may face
language barriers, discrimination, poverty, and
social isolation. They may also experience chal-
lenges in accessing health care, which can lead to
anxiety (Benuto, 2017; Burnam et al., 1987; Ai
et al., 2014; Ai et al., 2015). This highlights the
potential relationship between socioeconomic sta-
tus (SES) and anxiety. Socioeconomic status
(SES) is an amalgam of income, education, and

social status (Benuto & Leany, 2011). Latinos in
the United States have been noted to have lower
SES than non-Hispanic whites (Feeding America,
2014; National Education Association, n.d.), and
lower SES has been linked to lower psychological
and physical well-being (American Psychological
Association, 2016) and treatment-seeking behav-
ior (Adler & Newman, 2002). Specific to Latinos,
acculturation, SES, immigration status, language
barriers, and lack of social support are related to
low treatment-seeking behavior  (Pampel,
Krueger, & Denney, 2010; Woodward, Dwinell,
& Arons, 1992). While the mechanism for helping
clients access treatment is beyond the scope of
this chapter, it is important for the treating clini-
cian to consider the above factors in light of treat-
ment engagement and in consideration of factors
that may prevent the client from continuing
treatment.

Research on the Treatment
of Generalized Anxiety Disorder
Among Latinos

Cognitive and behavioral therapies have been
identified as evidence-based treatments for GAD
(Beck, 1995a, 1995b; Brokovec et al., 1987).
Since the symptoms of GAD involve excessive
uncontrollable worry, maladaptive thinking, dif-
ficulties relaxing, and avoidance, both cognitive
and behavioral therapy have been identified as
therapies that reduce symptoms (American
Psychiatric Association, 2013; Roemer et al,
2005; Borkovec et al, 2004; Craske, 2003;
Barlow et al, 1996; Borkovec & Roemer, 1995).
Cognitive therapy focuses on using cognitive
restructuring to modify the negative thoughts,
beliefs, and images, while behavioral therapy
focuses on relaxation training, planning pleasur-
able activities, and controlled exposure to situa-
tions that are avoided (Beck, 1995a, 1995b;
Brokovec, Newman, Pincus, & Lytle, 2002).
Since both therapies are effective in reducing the
different symptoms of anxiety disorders,
researchers and clinicians developed cognitive
behavioral therapy (CBT), which focuses on
both the cognitive and behavioral symptoms



10

F.R. Gonzalez

(Brokovec et al., 1987, 2002; Butler, Fennell,
Robson, & Gelder, 1991; Ost & Breitholtz,
2000). When cognitive and behavioral
approaches are combined, they create a more
effective treatment; hence, CBT has been used
effectively to treat a range of anxiety disorders,
including GAD (Chapman et al., 2011; Barlow
& Craske, 2007; Barlow, 2002a, b; Roemer et al,
2002; de Beurs et al., 1995; Foa & Meadows,
1997; Foa & Kozak, 1986). Various meta-analy-
ses have been completed examining CBT as a
treatment for GAD. A majority of the meta-anal-
yses have identified CBT as a prime therapy for
reducing symptoms of GAD among different
groups and populations (Butler, Chapman,
Forman, & Beck, 2006; Gould, Safren,
Washington, & Otto, 2004; Gould, Otto, Pollack,
& Yap, 1997; Mitte, 2005).

Despite the prolific literature on the use of
CBT to treat anxiety disorders, there has been
limited research on effective evidence-based
treatments in treating generalized anxiety disor-
der among Latinos. Most of the research on
evidence-based treatments among Latinos has
been on depression and has been noted to be an
effective means of treating depression among
Latinos (Aguilera, Garza, & Muioz, 2010;
Organista & Mufioz, 1996; Organista, Muioz, &
Gonzilez, 1994), and findings from a review of
the literature suggest that Latinos can benefit
from CBT (Benuto & O’Donohue, 2015). These
findings apply to both adolescents (Pina,
Silverman, Fuentes, Kurtines, & Weems, 2003)
and adults (Barrios, 2010).

Of the research that does exist specific to
GAD, CBT has been found to be an effective
mechanism of treating Latinos who have GAD
(Pinaetal., 2012; Aguilera et al., 2010; Organista
& Muioz, 1996; Organista et al., 1994). Most
recently, Chavira et al. (2014) examined CBT
with Latino adults who had GAD. Specifically
Chavira et al. studied treatment engagement and
response of three treatments for anxiety disorders
among 85 Latinos: (1) a 12-week traditional CBT
treatment, (2) a medication-only treatment, and
(3) a CBT combined with medication. The CBT
with medication condition was favored by
Latinos over the other two conditions. The CBT

and CBT with medication conditions were more
effective than the medication treatment-only con-
dition in reducing symptoms of anxiety among
Latinos including among Spanish-speaking
Latinos. In conclusion, the results from available
studies do indicate that CBT is an evidence-
supported treatment to use with Latinos who
have GAD.

In summary, Latinos experience rates of GAD
similar to, if not higher than, the general US popu-
lation. In addition, the literature indicates that cul-
tural factors may contribute to a presentation of
GAD that may not be commonly seen in the gen-
eral population (Canino et al., 1992; Carter et al.,
2012; Guarnaccia et al., 2009; Hirai et al., 2006),
due to cultural factors that may be unique to this
population (Benuto, 2017). Regardless of how
different or similar the presentation of GAD is
among Latinos, CBT continues to be the most
effective evidence-based treatment for GAD. The
evidence suggests that both Spanish-speaking and
English-speaking Latinos report improvement
with GAD symptoms when exposed to CBT
(Chavira et al., 2014). A sample session plan and
associated worksheets and handouts can be found
below, which are based on the CBT model.

Sample Session Plan

Chavira et al. (2014) provided the following for-
mat for cognitive behavioral therapy program for
generalized anxiety disorder among Latinos: (1)
educate the patient about GAD, (2) self-monitor
behaviors, (3) exposure hierarchy development,
(4) breathing training and other relaxation exer-
cises, (5) cognitive restructuring, (6) exposure to
stimuli, and (7) relapse prevention. An 8—12 ses-
sion treatment plan, with weekly 1-h sessions,
has been recommended for CBT treatment.
Eighteen Spanish language handouts and work-
sheets are included with the sample session plan.
The session plan has been modeled by that one
used by Escovar, Hitchcock, and Chavira (2017).

Session 1
This session includes therapist introduction and
assessment:
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The therapist should spend some time explain-
ing what the therapist’s role is and what the
treatment process is like.

* Explaining what is expected from the client
should be explained, for example, they should
be on time, leave children with childcare, and
call 24 h in advance if they cannot attend
session.

Time should be set aside for therapist to ask
questions regarding confidentiality, treatment,
barriers to care, and family participation.
Sometimes fear of immigration status being
revealed to others is a concern. Barriers to care
should be addressed and may include transpor-
tation, childcare, unable to take time off work,
and other family responsibilities. It is possible
that the client may ask if family members can
join in sessions; the therapist should remember
that social support and family cohesion are
important for Latinos and are important factors
that may benefit the client in treatment.

Worksheets and Handouts: Evaluacion de los
Sintomas de Ansiedad.

Session 2
This session should focus on educating the client
about the origins and symptoms of anxiety:

e Explain the origins of anxiety and its
normality.

e Ask the client what symptoms they have expe-
rienced when distress, even asking them
where in their body they feel anxiety.

e Connect bodily sensations with thoughts and
behaviors as all being a part of anxiety.

e Some education on panic attacks may be
addressed if client reports symptoms that can
be related to Ataque de Nervios or Nervios.

Worksheets and Handouts: La Ansiedad,
Sintomas de Ansiedad, ;En Que. Partes del
Cuerpo Sientes la Ansiedad?, Ataque de Pdnico,
and Las Causes de Su Estrés o Ansiedad.

Session 3
This session should be focused on identifying
fears and worries the client has:

e Create a hierarchy of fears and worries the cli-
ent has to use later for exposure hierarchy.

e The client can also address any problems that
may be escalating their anxiety.

¢ Educate the client on how worries, fears, and
thoughts impact bodily sensations and behav-
iors, such as avoidance.

e Have the client begin to monitor their thoughts,
worries, and fear at home. Provide them a
diary card.

Worksheets and Handouts: La Escala de
Preocupacion; La Relacion entre Sintomas
Fisicas, Pensamientos, y Acciones con La
Ansiedad; and Diario De La Ansiedad.

Session 4
This session will be dedicated to teaching the cli-
ent ways to reduce anxiety and worry:

e Educate the client on how relaxed breath-
ing can improve symptoms of anxiety and
then practice relaxed breathing with the
client.

e Educate the client on how muscle relaxation
exercises can improve symptoms of anxiety
and then practice muscle relaxation exercises
with the client.

e Educate the client on mindfulness and being
in the present moment. Practice using the five
senses to help the client be in the present
moment and not caught in thoughts, fears, and
worries.

e Educate the client how participating in pleas-
ant events and rewards help reduce anxiety.

e Have the client brainstorm activities and
rewards they can do after accomplishing
something stressful or anxiety provoking.

* Have the client begin to practice exercises for
their homework and track their work on the
diary card.

Worksheets and Handouts:  Respiracion
Relajada, Relejacion Musular, Recompensas,
jEnfocate en EIl Presente!, Actividades Para
Utilizar los Cinco Sentidos, and Diario:
Practicando Los Ejercicios Para Reducir la
Ansidad.
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Sessions 5-12

These sessions will be focused on problem-
solving, working on changing automatic
thoughts, and exposure exercises:

e Have the client create a list of problems they
are facing and explore solutions.

e Revisit the fear hierarchy from Session 3 and
edit it if necessary.

Have the client begin to do exposure exercises
at home and keep track using the worksheet
Enfrentando los Pensamientos Negativos y
Preocupaciones.

Have the client to continue to practice mind-
fulness and relaxation exercises as part of
their homework.

Worksheets and Handouts: Resolviendo

Introduce exposure exercises and how they
help improve anxiety symptoms.

Answer any questions and fears the client may
have about exposure therapy.

Begin exposure therapy based on fear hierarchy.

Problemas, ;Que es la Terapia de Exposicon?,
Enfrentando los Pensamientos Negativos y
Preocupaciones, and Diario: Practicando Los
Ejercicios Para Reducir la Ansidad.
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Evaluacion de los sintomas de Ansiedad

En las ultimas dos semanas ¢ha tenido uno (s) do los siguientes sintomas?

Chequee 0 Marque todo lo que se aplica en su caso

Sintomas Fisicas:

Q Dolores musculares

U Temblores

U Necesidad frecuente de orinar
U Dolor abdominal

U Sudor

U Diarrea

U Cambio en apetito

[ Cansado o sentirse cansado

Sintomas Psicolégicas:
Q Dificultad para concentrarse

[ Problemas con la memoria

[ Sentirse irritado

[ Ganas de huir situaciones

Q Dificultad para dormir o pesadillas

U Ha tenido dificultad para relajarse

U Mareo

a Sequedad en la boca
U Dolores de cabeza
a Respiracion rapida
O Falta de aire

U Nausea o Vomito
U Hormigueo

4 Opresién o presion en el pecho

Q Palpitaciones del corazén ripido o palpitaciones irregulares

U Tener problemas sexuales o no querer tener relaciones sexuales
[ Sentirse nervioso, ansioso, con los nervios de punta
U No ha sido capaz de parar o controlar su preocupacién

O Se ha preocupado demasiado por motivos diferentes

U Se ha sentido tan inquieto(a) que no ha podido quedarse quieto(a)

) Ha tenido miedo de que algo terrible fuera a pasar
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¢Con que frecuencia le han molestado sus sintomas?
U Varios dias
U Mas de la mitad de los dias en la semana

O Casi diario o todos los dias

LLa Ansiedad

La ansiedad es parte de nuestro cuerpo y actia como un mecanismo defensivo.

[La ansiedad es una respuesta normal que se da en todas las personas y nos ayudar
sobrevivir amenazas y situaciones peligrosas. Cunado nos encontramos en
situaciones evaluadas como peligrosas, la ansiedad se convierte en nuestro sistema

de alertas.

LLa mente y el cuerpo trabajan juntos para movilizarnos y decidir si queremos huir,
atacar, neutralizar, afrontar, o adaptarnos a las situaciones peligrosas que se

presentan.
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En unos casos hay personas donde la ansiedad normal cambia y es alterada. En
estos casos personas empiezan a sufrir problemas de salud que afectan su vida

diaria.

Unas situaciones o eventos que influyen cambios en la ansiedad normal son:

* Factores bioldgicos, algunos que son genéticos.

* Estilo de vida

* Estrés del ambiente en la casa, trabajo, con amigos y de dinero.
*Teniendo miedo de varios situaciones

* Eventos negativos en la vida

* Alcohol, estimulantes, y drogas

* Efectos de medicamentos

* Problemas de salud

* Falta de oxigeno

Normalmente, los problemas de ansiedad resultan por una combinacién de estas

situaciones y eventos durante un periodo de tiempo.

Sintomas de la Ansiedad

Cada persona reporta diferente sintomas de la ansiedad, aunque unas sintomas son

mas comunes que otras. Abajo hay una lista de las sintomas mas reportadas:

Sintomas Fisicas

¢ Dolores musculares % Mareo
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< Palpitaciones del corazén ripido o palpitaciones irregulares

Sintomas Psicolégicas

< Dificultad para concentrarse

#» Problemas con la memoria

< Dificultad para dormir o pesadillas

+* Sentirse irritado

< Tener problemas sexuales o no querer tener relaciones sexuales
< Sentirse nervioso, ansioso, con los nervios de punta

<+ No ha sido capaz de parar o controlar su preocupacién

< Se ha preocupado demasiado por motivos diferentes

< Ha tenido dificultad para relajarse

« Ganas de huir situaciones

< Ha tenido miedo de que algo terrible fuera a pasar

% Temblores < Sequedad en la boca

% Necesidad frecuente de orinar < Dolores de cabeza

< Dolor abdominal ¢ Respiracién ripida

% Sudor 4 Falta de aire

< Diarrea < Nausea o Vomito

< Cambio en apetito < Hormigueo

+ Cansado o sentirse cansado < Opresion o presién en el pecho

< Se ha sentido tan inquieto(a) que no ha podido quedarse quieto(a)




2 Tools for Treating Generalized Anxiety Disorder Among Latinos

¢En que Partes del Cuerpo Sientes la Ansiedad?

Lista las partes del cuerpo donde siente mas la ansiedad. Usando una escala de 0 a
10, con O representando nada de dolor y 10 representando mucha molestia con esta

parte del cuerpo.
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0-10

Parte del Cuerpo Que le Molesta Con la Ansiedad
1.

10.

Ataque de Panico
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Cuando uno esta sufriendo ansiedad muy intensa, a veces el cuerpo responde de un
modo extremo. Un ataque de pdnico resulta después que nos pasa un medio,

situacion, o evento.

Sintomas de un Ataque de Pénico:
@ Respiracion dificultosa

L 2 Palpitaciones o dolor en el pecho

@ Intensa sensacién de miedo

@ Dificultad para respirar

@ Sensacién de ahogo o asfixia

@ Mareos o sensacién de desmayo

@ Temblores o sacudidas

@ Transpiracién

@ Niuseas o dolor de estémago

L 2 Hormigueo o entumecimiento en las manos y los pies
@ Escalofrios o sofocos

@ Un miedo que estd perdiendo el control o estd a punto de morir

Los sintomas de un ataque de pdnico por lo general se sienten mas fuertes en los

primeros 10 minutos del ataque.
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Las sintomas del ataque se sienten tan graves que a veces personas piensan que

estdn sufriendo un ataque de corazén, cunado en realidad es un ataque de pénico.

Las Causas de Su Estrés o Ansiedad

Instrucciones: Escribe todos las situaciones, eventos, o personas que te causan estrés

o ansiedad.
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10.

11.

12.

13.

14.

15.

Usa otra pagina si necesita mas espacio

La Escala de Preocupaciéon

Instrucciones: Esta escala es para medir preocupacion que esta conectada
con su ansiedad, miedo o estrés. Comience la escala con los eventos o
situaciones que le causan la mayoria de preocupacion (10), seguidos por

los eventos o situaciones que producen menos preocupacion.
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® Muy Preocupado 10

=N LW R U O N 0 O

Muy Relajado 0

©

La Relacion entre las Sintomas Fisicas, Pensamientos, y Acciones con

[La Ansiedad

Nuestros sintomas fisicas, pensamientos, y acciones influyen nuestros niveles de ansiedad. En

cambio la ansiedad influye nuestros sintomas fisicas, pensamientos, y acciones.
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Sintomas Fisicas: “Mi corazén esta palpitando muy ripido”, tipicamente las sintomas fisicas
de ansiedad se presentan primero que otras sefias. Cuando las sintomas fisicas se presentan, la
ansiedad se intensifica. A veces las sintomas fisicas son causadas por las pensamientos o acciones

que experimentamos.

Pensamientos: “Voy a tener un ataque de corazén”, a veces nuestra mente puede se nuestro
peor enemigo porque a veces empieza a pensar cosas negativas que a veces no son ciertas o
inexactos. Cuando estos pensamientos empiezan o se escalan, empezamos a sentir sintomas
fisicas mas fuertes, “Mi corazoén se esta acelerando muy pronto, algo debe de estar mal”. A veces

nuestros pensamientos nos hace evitar las cosas que nos causan ansiedad.

Acciones: “Mejor no voy a la fiesta porque es muy estresante para hablar con otros”,

Para evitar las sintomas de la ansiedad evitamos lugares, situaciones, o personas. A veces
tomamos medidas o adoptamos comportamientos que no son saludables para evitar nuestro

pensamientos y sentimientos fisicos, pero solo funciona temporalmente.

Pensamientos

Sintomas Fisicas Acciones

\_/
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Diario de La Ansiedad
La
intensidad | ;Trato de
Fecha Hora Situacién Sintomas Pensamientos de la evitar la
ansiedad situacion?

(0-10)
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Respiracion Relajada

Cuando estamos estresados o ansiosos nuestra respiracién se acelera. Esto es parte
de nuestro mecanismo defensivo. La reparacién relajada manda un sefal a todo el
cuerpo que se debe de relejar y que uno esta seguro. La respiracion relajada es mas
lenta y mas profunda que la respiracién normal. Cuando uno usa la reparacién

relejada usamos el estomago o barriga pare respirar y no el pecho.

Instrucciones:
1. Debe de sentarse o acostare para empezar el ejercicio.
2. Cierra los ojos si se siente a gusto haciéndolo.

3. Usa la nariz para respirar profundamente, contando a cuatro (1....2....3....4).

e Respira

4. Pause (1....).

5. Expira, despacio contando a cuatro (1....2....3....4).
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/| Expira

6. Si gusta, puede repetir el ejercicio después de un minuto. Practica durante el dia.
Relajacion Muscular

El cuerpo y la mente trabajan juntos, cuando estamos ansiosos o estresados
nuestros CUCI’POS respondcn y se Pone tenso. A Veces el CUCI’pO empieza tenso y
envia una sefial que estamos en peligro y la mente se estresa o se pone ansioso.

Entonces relajando el cuerpo nos ayuda eliminar el estrés o ansiedad del momento.

Un modo de relejar el cuerpo es usando relajacion muscular. Con la relajacion

muscular cada grupo de musculos se tensa, y luego elimina la tension.

Instrucciones
1. Siéntase en una silla, recuestase en una cama, sofd, o piso. Puede cerrar los ojos

s gusta.

2. Empieza con 1) los dedos de los pies. Tensa los dedos de sus pies por unos 10-

30 segundos, luego reldjalos.
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3. Repite paso 2 con todo los otros musculos: 2) Piernas, 3) Los dedos de su
manos, 4)Estomago y pecho, 5) Los brazos, 6) Cuello y garganta, 7) La espalda,
y 8) La Cara.

6
5 A \\ 5
3 3
2
1
Recompensas

Cunado uno esta muy ansioso o estresado, a veces se nos olvida las recompenses
por todo el trabajo y quehaceres que hemos hecho. Las recompensas son muy
importantes para controlar la ansiedad. La recompensas vienen de diferente formas.

Unos ejemplos son:

* Salir a cenar *Ir a campar
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* Caminar en el parque

* Dibujar

* Visitar a Familia o Amistades
* Leer un libro o revistas

*Ir a nadar

*Ir a una fiesta

* Jugar deportes

* Cocinar una comida rica

* Cantar o Karaoke
*Ir a la playa
*Tejer

* Cuidar el jardin
*Ir a un concierto
* Bailar

*Ir de compras

* Aprender a tocar la guitarra

¢Cuales son sus recompensazas favoritas?
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iEnfécate en el Presente!

Usando los cinco sentidos nos ayuda relajarnos y gozar el momento para reducir la

ansiedad.
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Sentido de Gusto:

¢Que pruebo en este momento?
¢ Es sutil o fuerte? ;:Es amargo, dulce o caliente? ;Es frio o caliente?
¢Cuidnto tiempo dura el sabor?

Sentido de Tacto:

¢Qué siento en mi piel?

¢Qué siento con las puntas de los dedos?

¢Que textura(s) siento?

¢Es suave o duro? ;Es dspera o lisa? ;Es caliente o frio al tacto?

Sentido de Olfato:

¢Qué olores noto?

:Son fuertes o suaves?

¢Cémo cambia el aroma con el tiempo?
¢Cuidnto tiempo dura el olor?

Sentido de Oir:

¢Qué es lo que oigo en este momento?

¢Hay sonidos cerca o lejos? :Son fuerte o suave?
¢Es en tono alto o bajo?

¢Cudnto tiempo dura cada sonido?

Sentido de la Vista:

¢Qué veo en este momento?

¢Qué objetos observo?

¢Qué colores miro?

¢Que son las texturas y patrones de lo que veo?
¢Qué figura o forma es lo que veo?

Actividades Para Utilizar lo Cinco Sentidos
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-

Usar el perfume o las lociones favoritas
Ambientar la casa con una fragancia agradable
Hervir canela, hacer galletas o un pastel

Oler flores

Acariciar al perro o al gato
Que nos den un Masaje
Ponerse locién en el cuerpo

Abrazar alguien

Comprar y arreglar flores
Ir a un museo de arte.
Contemplar la naturaleza

Mirar una fotos

Escuchar musica hermosa

Escuchar la naturaleza
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Saborear una comida buena
Probar diferentes sabores en una heladeria

Mascar nuestro chicle favorito

Resolviendo Problemas

Para cada problema que esta ocurriendo en este momento, llena una hoja separada.

1. Identifica su problema con detallé.

2. :Que sentimientos siente con este problema?

3. ;Cuantas soluciones hay para este problema?

4. Para cada solucién lista las aventajas y desventajas.
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Aventajas Desventajas

Solucién 1

Solucién 2

Solucién 3

Solucién 4

¢Que es la Terapia de Exposiciéon?

La terapia de exposicién es un tratamiento psicolégico que fue
desarrollado para ayudar a las personas enfrentar sus miedos. Cuando las
personas tienen miedo de algo, evitan los objetos, actividades o
situaciones temidas. Aunque esta evitacion podria ayudar a reducir los
sentimientos de miedo en el corto plazo, a largo plazo puede ser que

evitando el miedo cause mas dafio.

En la terapia de exposicion, los psicélogos o terapeutas crean un

ambiente seguro en el que uno "expone " individuos a las cosas que
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temen y evitan. La exposicién a los objetos, actividades o situaciones
temidas en un entorno seguro ayuda a reducir el miedo y la evitacion

disminucién.

Hay dos formas comunes de exposicion:

La exposicion en vivo: Situado frente a un objeto, situacion o actividad
temida en la vida real. Por ejemplo, alguien con un miedo a las aranas
puede ser instruido a tocar una arafia, o alguien con ansiedad social

puede ser instruido para dar un discurso frente a una audiencia.

La exposiciéon imaginal: Vividamente imaginar el objeto, situacién o
actividad temido. Por ejemplo, uno debe de recordar y describir una
experiencia traumdtica que tuvieron repetidamente para reducir la

sensacién de miedo.
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Enfrentando los Pensamientos Negativos y Preocupaciones
Pensamiento Nivel de :Como voy a ;Pasara este Nivel de
Negativo/ Ansiedad enfrentar el momento?, Ansiedad 0-10 R
ecompensas
Preocupacién 0-10 pensamiento o Voya después de
Antes de preocupacién? sobrevivir? enfrentarlo
enfrentarlo :Siono?
Diario: Practicando los Ejercicios para Reducir la Ansiedad
Fecha/Dia Hora Causa de Ansiedad Nivel de :Que :Que Ejercicio | Nivel de
Ansiedad Ejercicio uso? uso? Ansiedad
0-10 1 2 0-10
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Tools for Treating Trauma-Related
Disorders Among Latinos

Aileen Torres and Melany Rivera-Maldonado

Overview of the Trauma

We all use the word “trauma” in everyday lan-
guage to mean a highly stressful event. But the
key to understanding traumatic events is that it
refers to extreme stress that overwhelms a per-
son’s ability to cope both psychologically and
physiologically. Technically, trauma refers only
to the event, not the reaction to it, and should be
reserved for major events that are psychologi-
cally overwhelming for an individual. However,
the term trauma for mental health practitioners
refers both to negative events that produce dis-
tress and to the distress itself (Briere & Scott,
2006). The Diagnostic and Statistical Manual of
Mental Disorders-5 (American Psychiatric
Association, 2013) defines trauma with two nec-
essary criterions:

1. Direct personal experience of an event that
involves actual or threatened death or serious
injury or other threat to one’s physical integ-
rity; witnessing an event that involves death,
injury, or threat to the physical integrity of
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another person; or learning about unexpected
or violent death, serious harm, or threat of
death or injury experienced by a family mem-
ber or close associate.

2. The person’s response to the event must
involve intense fear, helplessness, or horror
(in children, the response must involve disor-
ganized or agitated behavior).

The following is a list of the variety of poten-
tially traumatic events a person may experience:
combat, sexual and physical assault, robbery,
being kidnapped or taken hostage, terrorist
attacks, torture, natural disasters (i.e., earth-
quakes, tornadoes, etc.), severe vehicle accidents,
life-threatening illnesses, witnessing serious
death or serious injury, as well as childhood sex-
uval and/or physical abuse (APA, 2013).
Approximately one million cases of abuse and
neglect are substantiated per year. Many thou-
sands of children undergo traumatic medical or
surgical procedures or are victims of community
violence or suffer from system-induced trauma
(multiple foster placements, separation from sib-
lings, etc.).

Most research contends that the frequency,
intensity, and duration of traumatic events are the
main important factors in our assessment and
treatment of trauma (Herman, 1992). Symptoms
and diagnoses vary and depend on a person’s
developmental level, sources of support, and
temperament/coping resources. Early experiences
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of trauma and stress have an impact not only in
the cognitive, behavioral, and emotional develop-
ment of a child but also their adjustment and per-
sonality along his/her adulthood. As demonstrated
in a systemic literature review (Carr, Martins,
Stingel, Lemgruber, & Juruena, 2013), early
stress and traumatic experiences such as physi-
cal, emotional, and sexual abuse, as well as
neglect, are associated with several psychiatric
disorders during adulthood. It is also important to
consider that a traumatic experience can be acute,
chronic, or complex. There are different presen-
tations for clients with extensive histories of
severe childhood maltreatment differing from
those who had experienced a single traumatic
event as a well-adjusted adult. As such, it is help-
ful to classify the trauma reactions as acute,
chronic, or complex. Acute trauma is generally
limited in time. An earthquake, a dog bite, and a
motor vehicle accident are all examples of acute
trauma (National Child Traumatic Stress
Network, 2008, p. 6). Chronic trauma generally
refers to the experience of multiple traumatic
events. For example, living in an unsafe environ-
ment as a result of poverty, homelessness, domes-
tic violence, or abuse or witnessing violence. As
van der Kolk (2005) sustained, the concept
known as complex trauma is used to describe the
experience of multiple and/or chronic and pro-
longed, developmentally adverse traumatic
events, most often of an interpersonal nature
(e.g., sexual or physical abuse, war, community
violence) and early-life onset. The length of
treatment and the pace with which exposure is
utilized should vary based on these types and sev-
eral other factors to be discussed further in this
chapter.

Impact of Culture

Laura Brown (2008) states “Trauma is trauma is
trauma. The texture of pain, the color of fear, and
the melody of cries are all human and shared.
They are all, also, uniquely configured and
ordered by human identities, cultures, heritages,
and networks of relationships™ (p. 258). Brown’s
work is seminal in the area of culture and trauma

because it provides us a multicultural/ecological
framework to consider. First, it addresses what
scholars interested in minority psychology have
been researching, such as the implications of
privilege and oppression, cultural literacy, and
the importance of the therapeutic relationship, all
of which can be easily ignored or superficially
considered in our new press for evidence-based
techniques. Orozco, Chin, Restrepo, and Tamayo
(2001) suggested that to fully understand the
complexity of and impact of culture on trauma
reactions, one must consider an ecological frame-
work, which holds that human development
involves the interchange between an individual
and his multilevel environments/systems. Some
of these systems include the nuclear and extended
family, peers, school, neighborhood, and com-
munity. The importance of understanding the
social ecology and its relationship to trauma for a
diverse group such as that of Latinos required an
80+ page document full of references and recom-
mendations created by the NCTSN and the
Chadwick Center, which is clearly an example of
the complexity of culturally informed work (The
Workgroup on Adapting Latino Services, 2008).
Attempts to utilize treatment adaptations do not
necessarily make a practice culturally competent
because clinicians can easily miss cultural
nuances and err by making concrete overgeneral-
izations. Even well-developed treatment adapta-
tions cannot be appropriate for all individuals or
groups. Therapists must possess the clinical skills
to recognize this and continually evaluate the
appropriateness and effectiveness of their treat-
ments. Achieving cultural sensitivity requires a
combination of cultural and systems awareness
training, clinical consultation, reflection and
treatment evaluation, and adaptation.

The need for all of the abovementioned com-
ponents of culturally sensitive practice is high-
lighted by the reports that several disparities in
Hispanic mental health services have been noted
in the literature. These include the underutiliza-
tion of mental health services and very high drop-
out rates. Latinos with mental health disorders
rarely seek services, and recent immigrants have
even lower rates of service utilization (Acosta,
2006; Office of the Surgeon General, Center for
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Mental Health Services, & National Institute of
Mental Health, 2001). Studies have indicated that
almost 70% of Latinos who access mental health
care services do not return after their first visit,
thus indicating a possible lack of trust in the men-
tal health care system (Aguilar-Gaxiola, 2005).
In response to mental health disparities, several
authors have indicated that the two most impor-
tant issues that need to be addressed are inade-
quate/inappropriate sources of treatment and
insufficient Latino or bilingual service providers
(Acosta, 2006; National Council of La Raza,
2005; NCTSN, 2007). Additionally, some trau-
matic experiences may be related to the process
of immigrating without proper documentation.
For example, a growing body of research has
demonstrated wide-ranging consequences of
sudden caregiver-child separation, one of the
most damaging outcomes of raids (Rodriguez &
Hagan, 2004; Sudrez-Orozco, Todorova, &
Louie, 2002). Some documented consequences
include, among others, fear and anxiety, depres-
sion, and posttraumatic stress symptoms and
reactions (Capps, Castaneda, Chaudry, & Santos,
2007; Chaudry et al., 2010; Pumariega & Rothe,
2010). Additionally, there are many children who
are separated from their parents very early in
their development due to piece-meal migration
which can intensify the child’s risk of exposure to
other traumatic events as well as their general
sense of safety (Sudrez-Orozco et al., 2002).
Over 25 years of research studies has found
that Hispanic adults are more likely than their
non-Hispanic counterparts to experience severe
symptoms of post-traumatic stress disorder
(PTSD) (Escobar et al., 1983; Galea et al., 2004;
Kulka et al., 1990; Lewis-Fernandez et al., 2008;
Norris, Perilla, & Murphy, 2001; Pole et al.,
2001; Schell & Marshall, 2008). Eisenman,
Gelberg, Liu, and Shapiro (2003) mentioned that
a third of the Latino population who have been
exposed to traumatic experiences developed
symptoms of depression and PTSD. A longitudi-
nal study by Marshall, Schell, and Miles (2010)
with over 600 participants replicated several
study findings indicating that Hispanics tended to
report higher levels of symptoms such as hyper-
vigilance and flashbacks. In contrast, few differ-

ences were observed for symptoms characteristic
of impaired psychological functioning such as
difficulty concentrating or sleep difficulties
(other than nightmares). This may suggest that
the pattern of symptoms for Hispanics with
PTSD may differ not only in prevalence and
degree but also in the types of symptoms. A study
by Pole, Best, Metzler, and Marmar (2005) com-
paring Hispanic police officers (n = 189) from
their non-Hispanic Caucasian (n = 317) and
Black (n = 162) counterparts found that greater
peri-traumatic  dissociation, greater wishful
thinking and self-blame coping, lower social sup-
port, and greater perceived racism were impor-
tant variables in explaining the elevated PTSD
symptoms among Hispanics.

There are several other running theories for
these differences such as the idea that there is a
culturally based propensity to exaggerate or over-
report mental health symptoms (Ruef, Litz, &
Schlenger, 2000; Ortega & Rosenheck, 2000), a
disposition toward acquiescent responding
(Ortega & Rosenheck, 2000), and the tendency of
Latinos to manifest suffering in physical rather
than psychological form (Hough, Canino, Abueg,
& Gusman, 1996). Some of the other explana-
tions include disparity in the experience of trau-
matic life events (Frueh, Brady, & de Arellano,
1998), ethnic discrimination (Loo et al., 2001;
Marsella, Friedman, & Spain, 1996), differences
in coping resources following trauma exposure
(Pole et al., 2005), and/or sociodemographic
disadvantage (Pole, Gone, & Kulkarni, 2008).
All of these studies warrant future research. At
this point stating that Latinos experience a greater
risk for PTSD does not need as much further
study as it provides very little clinical utility.
Future research will be required to disentangle
the many constructs within Hispanic ethnicity
that may contribute to the observed differences in
reactions to trauma. Examples of these factors
include education, income, culture, religiosity,
family composition, employment type, self-
concept, discrimination, and its historical link to
colonialism (Brown, 2008). Additionally, under-
standing that symptom presentation may differ, it
is important that these symptoms be directly
assessed in this population. In general, many
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general psychological screening measures do not
focus much attention on hypervigilance, flash-
backs, and dissociation. As such, clients’ symp-
toms may be misdiagnosed as bizarre or thought
disorder related which increases the risk of mis-
diagnosis. Further studies may consider how to
incorporate these factors into general screening
assessments.

Symptoms/Diagnoses

For the purposes of this chapter, we will mainly
focus on the diagnoses of post-traumatic stress
disorder (PTSD) and acute stress disorder
acknowledging that there is likely to be other
comorbidity involved in chronic and complex
trauma responses. The DSM-5 (APA, 2013) lists
the following categories as the ones necessary for
a PTSD diagnoses: traumatic event/stressor,
intrusion symptoms, persistent avoidance of
stimuli associated with the trauma, negative alter-
ations in cognitions and mood that are associated
with the traumatic event, and alterations in
arousal and reactivity that are associated with the
traumatic event. Examples of intrusion symp-
toms include flashbacks, nightmares, and fright-
ening thoughts. Flashbacks are when one is
reliving the trauma over and over, and this
includes physical symptoms like a racing heart or
sweating. Reexperiencing symptoms may cause
problems in a person’s everyday routine. The
symptoms can start from the person’s own
thoughts and feelings. Words, objects, or situa-
tions that are reminders of the event can also trig-
ger reexperiencing symptoms; therefore,
clinicians would need to help a client identify
these triggers. Avoidance symptoms include
staying away from places, events, or objects that
are reminders of the traumatic experience, as
well as avoiding thoughts or feelings related to
the traumatic event. These symptoms may cause
a person to change his or her personal routine.
Arousal and reactivity symptoms include an
increased startle response, feeling tense or “on
edge,” difficulty sleeping, and angry outbursts.
Arousal symptoms are usually constant, instead
of being triggered by things that remind one of

the traumatic events. These symptoms can make
the person feel stressed and angry. They may
make it hard to perform daily tasks, such as sleep-
ing, eating, or concentrating. Additionally, there
are thought- and mood-related symptoms such as
trouble remembering key features of the trau-
matic event; negative thoughts about oneself or
the world; distorted feelings like guilt, shame, or
blame; and loss of interest in enjoyable
activities.

The National Institute of Mental Health (n.d.)
emphasizes that children and teens can have
extreme reactions to trauma, but their symptoms
may not be the same as adults. In very young
children (less than 6 years of age), these symp-
toms can include wetting the bed after having
learned to use the toilet, forgetting how to or
being unable to talk (regression), acting out the
scary event or related themes during playtime,
and/or becoming unusually clingy with a parent
or other adult. Older children and teens are more
likely to show symptoms similar to those seen in
adults. They may also develop disruptive, disre-
spectful, or destructive behaviors. Older children
and teens may feel guilty for not preventing
injury or deaths. They may also have thoughts of
revenge.

A diagnosis of acute stress disorder is given
within the first month after a traumatic event.
Symptoms are also classified into categories:
intrusion, negative mood, dissociation, avoid-
ance, and arousal. It involves the reexperience of
the event in the present, which varies by individ-
ual, but commonly includes recurrent memories
that include a sensory, emotional, or physiologi-
cal component (APA, 2013). Acute stress disor-
der and PTSD differ in two fundamental ways.
The first difference is that the diagnosis of acute
stress disorder can be given only within the first
month following a traumatic event. If posttrau-
matic symptoms were to persist beyond a month,
the clinician would assess for the presence of
PTSD. The acute stress disorder diagnosis would
no longer apply. Acute stress disorder also differs
from PTSD in that it includes a greater emphasis
on dissociative symptoms. An acute stress disor-
der diagnosis requires that a person experience
three symptoms of dissociation (e.g., numbing,
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reduced awareness, depersonalization, derealiza-
tion, or amnesia), while the PTSD diagnosis does
not include a dissociative symptom cluster.
Problems with sleep onset and maintenance, as
well as panic attacks, are also often reported
(Harvey & Bryant, 1998). After a month, it may
also progress to PTSD.

Idioms of Distress

Nitcher (1981) defines idioms of distress as the
ways in which distress is experienced and
expressed in a certain culture, considering its val-
ues, norms, and health concerns. Hinton and
Lewis-Ferndndez (2010) mentioned the ataque
de nervios or “attack of nerves” as an example of
idioms within the Caribbean-Latino populations
that at times can be considered as a normal reac-
tion to a stressful or traumatic event. Originally
ataque de nervios was a pejorative label devel-
oped by US military psychiatrists in the 1950s
and 1960s in regard to Puerto Rican military
males. It was not viewed as a response to trauma
but rather focused attention on the disturbing idea
that there was some inherent defect in being
Puerto Rican. These psychiatrists failed to ana-
lyze local cultural meanings and the social and
political ~ context of these expressions.
Additionally they ignored the broader colonial
process of treating Puerto Ricans as “others”
(Guarnaccia, 2014). Nowadays it appears that the
prevalence is higher in Puerto Rican females,
although it is found in other Latino ethnic groups
(Guarnaccia et al., 2010). Clinical knowledge of
cultural idioms of distress is necessary in order to
provide a culturally sensitive diagnosis and a
treatment that fits the patient’s beliefs and prac-
tices. This becomes more salient considering that
Latinos comprise the largest minority group in
the United States and 17.6% of the population in
the United States (US Census Bureau, 2015).
Latinos constitute a diverse population from 20+
countries with distinct ethnic and racial composi-
tions, as well as unique histories of migration to
the United States.

Ataque de nervios has the following commonly
reported symptoms: shouting uncontrollably,

crying “attacks,” trembling, and becoming ver-
bally or physically aggressive. Dissociative expe-
riences, seizure-like or fainting episodes, and
suicidal gestures are prominent in some ataques
but absent from others. A central feature of an
ataque de nervios is a sense of being out of con-
trol. Ataques de nervios frequently occur as a
direct result of a stressful event relating to the
family, such as news of a death of a close kin, a
separation or divorce from a spouse, conflicts
with family, or witnessing an accident involving
a family member. After the ataque, people often
experience amnesia of what occurred. However,
they otherwise rapidly return to their usual level
of functioning. Ataques de nervios have been
shown to be associated with a range of affective,
anxiety, conduct, and dissociative disorders in
several epidemiological and clinical studies, as
well as to be normative forms of expressing deep
sadness and strong anger in stressful social situa-
tions (Guarnaccia et al., 2010).

While many people have associated ataque de
nervios with anxiety disorders such as panic dis-
order, it should be noted that while trauma has
been acknowledged to be a risk factor in the
development of panic disorder, as well as many
other anxiety disorders (e.g., Creamer,
McFarlane, & Burgess, 2005; Goodwin,
Fergusson, & Horwood, 2005; Lubit, Rovine,
Defrancisci, & Eth, 2003), a distressing event is
almost always a precipitant for ataques de
nervios. However, previous studies that have
examined this link between trauma and ataques
de nervios have been mixed (Lewis-Fernandez
et al., 2002; Schechter et al., 2000). Treatment
manuals or even solid treatment guidelines that
are specific to the ataque de nervios symptom
presentation have not been found.

Trauma-Informed Care
and Evidence-Based Techniques

Trauma-informed care refers to treatment that
incorporates a thorough understanding of the
profound neurological, biological, psychologi-
cal, and social effects of trauma and violence on
the individual, and care that addresses these
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effects is collaborative, supportive, and skill
based (Jennings, 2004). While we teach specific
techniques, there is much more involvedness to
the treatment than the specific evidence-based
treatments we utilize especially when consider-
ing complex trauma. The gold standard treat-
ments for trauma-related disorders are somewhat
different for children/adolescents (CPP, TF-CBT,
etc.) and adults (CPT, EMDR, exposure therapy),
but it is also important to conceptualize treatment
model and length of treatment based on type of
trauma (acute, chronic, or complex). Several ran-
dom clinical trials have confirmed that exposure
therapies and to a lesser extent other cognitive
behavioral techniques, such as cognitive process-
ing therapy (CPT), have been effective in the
treatment of PTSD in adults (Keane, Kaloupek,
& Kolb, 1998; Suris, Linl-Malcom, Chard, &
North, 2013). The greatest number of studies has
been conducted on exposure-based treatments,
which involve having survivors repeatedly reex-
perience their traumatic event. There is strong
evidence for exposure and of the various
approaches; prolonged exposure (PE) has
received the most attention although many clini-
cians report preferring titrated, gradual exposure
or the “relationship as exposure” (Briere &
Lanktree, 2008). PE includes both imaginal
exposure and in vivo exposure to safe situations
that have been avoided because they elicit trau-
matic reminders (Powers, Halpern, Ferenschak,
Gillihan, & Foa, 2010). Nonetheless, the out-
comes of such approaches leave room for
improvement, with approximately 20-50% of
treatment completers continuing to be diagnosed
with PTSD after treatment (Resick, Nishith,
Weaver, Astin, & Feuer, 2002; Schnurr et al.,
2007). This may be related to the experience of
complex trauma and the need for more sessions
than allotted for in manualized treatments or
phase-oriented treatment for these individuals.
The International Society for Traumatic Stress
Studies (ISTSS) suggested that a phase-oriented
or sequential treatment is needed in order to pro-
vide a hierarchy of treatment needs that go
beyond addressing the standard PTSD symptoms
(Cloitre et al., 2012). Phase 1 would be stabiliza-
tion and skills strengthening. This phase is

focused on safety and reduction of symptom acuity.
Interventions in this phase include psychoeduca-
tion about trauma, assessment of harm to self/
others, and the introduction of emotion regula-
tion techniques. The next phase, Phase 2, would
directly focus on the review and reappraisal of
trauma memories. This is where the exposure and
processing techniques come into play. The pur-
pose is to maintain emotional engagement with
the distressing memory while simultaneously
remaining physically, emotionally, and psycho-
logically intact. This is where you would experi-
ence reorganization and integration of the
traumas into the memory (Cloitre et al., 2012).

There are two primary mechanisms of
change hypothesized for efficacious treatment of
post-traumatic  stress disorder (PTSD): (1)
Improvement occurs through emotional process-
ing of the trauma memory by way of repeated
exposure, and/or (2) improvement occurs because
the meaning of the event changes (Brewin,
Dalgleish, & Joseph, 1996; Ehlers & Clark, 2000;
Foa & Jaycox, 1999; Keane & Barlow, 2002;
Resick, 2001). The main issues that need to be
addressed in treatment are psychoeducation
regarding trauma symptoms, trigger identifica-
tion, and body awareness. Useful bilingual tools
to enhance clinician’s ability to work on the
trauma symptoms such as extreme stress and
flashbacks are included in this chapter. Some use-
ful techniques for the treatment of PTSD are
flashback halting, relaxation exercises, ground-
ing, body scanning, and tracking of emotional
intensity. However, these should not be consid-
ered more important than the therapist’s skills
and relationship with the client.

The therapeutic alliance has been said to be
the main ingredient for successful treatment more
than any evidence-based intervention (Cabaniss,
2012, May 31). As the therapeutic relationship
(relationship as exposure) can be a key correc-
tive experience in cases of interpersonal abuse,
it is very important to establish a strong, positive
relationship with these potential trauma victims
(Briere & Lanktree, 2008). Furthermore, the sig-
nificance of the therapeutic relationship is para-
mount in Latino cultures, as suggested by the
concept of personalismo, and the documented
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evidence that Latinos often do not return after
their initial visits perceiving their therapists as
“cold,” (Aguilar-Gaxiola, 2005, February 16;
Afez, Paris, Bedregal, Davidson, Grilo, 2005).
Three meta-analyses (Benish, Quintana, &
Wampold, 2011; Griner & Smith, 2006; Smith,
Domenech-Rodriguez, & Bernal, 2011) have
found culturally adapted treatments to be superior
to unadapted control and bona fide treatments.
Therapist-patient negotiation of cultural meaning
accounts for the superiority of cultural adapta-
tion which may reduce the benefit of fidelity to
“techniques” in certain populations. The authors
refer to this as the “illness myth.” The fact that it
is proven that Hispanics differ in rates and type
of symptoms of PTSD warrants consideration for
more specialized treatment. Additionally, more
work needs to be done in providing guidelines
for people who present with and/or report having
“ataque de nervios,” as the neurological compo-
nent is a distinct presentation as well.

As illustrated above, Latinos experience high
levels of PTSD-related disorders and may have
culturally variable presentations. Despite this
high prevalence rate, Latinos underutilize men-
tal health services which is unfortunate as
trauma-related disorders can be effectively
treated. Also there are limited resources avail-
able to clinicians who work with this population
(specifically Spanish-speakers). The purpose of
this chapter was threefold. First, we provided an
overview of trauma-related disorders as they
pertain to Latinos. Second, we discussed evi-
dence-based treatments that can be used with
Latinos. Finally, we have created a series of
handouts and tools (all based on evidence-based
principles and derived from empirically sup-

ported treatments) that can be used with Spanish
speakers who present with a trauma-related dis-
order. A detailed index of these handouts and
tools follows proceeded by the tools and hand-
outs themselves.

Index of Bilingual Handouts

Adapted and Translated by Karina Perdomo
Below

(a) Psychoeducation
e Understanding PTSD/trauma
* Extreme stress symptoms
(b) Distress tolerance/arousal modulation
e The power of relaxation/deep breathing
for stress relief
* Progressive muscle relaxation sequence
* Deep breathing for stress relief
* Progressive Muscle Relaxation
e Emotion intensity
e How do we feel emotions in our body
(c) Grounding techniques
» Safe place
* Body awareness
* Moving
(d) Flashbacks
* Dealing with flashbacks
e Ideas on how to cope with flashbacks
* Flashback halting protocol
(e) Triggers
e Trigger grid
(f) Exposure
e Avoidance & Gradual Exposure: Hydra &
Hercules
e Exposure homework
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Understanding Post-traumatic Stress Disorder (PTSD) downloaded
from Psychology Tools https://psychologytools.com/understanding-ptsd.html
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Entendiendo el trastorno de estrés postraumatico (TEPT)
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Sintomas de estrés extremo (Extreme Stress Symptoms)

Disociacion (Mental shutdown)

Mi mente se siente espaciada, como si estuviera aturdido

My mind feels spacey, like I'm in a daze

Me siento alejado del mundo que me rodea, como si las
personas y las cosas no fueran reales, o como si todo fuera un
suefio

I feel detached from the world around me, like
people and things are not real, or like it’s all a
dream

Me siento como si no supiera quién soy y me estuviera viendo
a mi mismo desde afuera, o como si hubieran partes de mi
que toman el control de mi vida

I feel as if I don’t know who I am, and I’'m
watching myself from outside, or like there are
separate parts of me that take control of my life

Tratando de sentirse seguro/Comer en exceso como forma de control (Trying to feel safe/in control by extreme

eating)

No comeré o vomitaré porque tengo miedo de perder el
control de mi forma de comer y aumentar de peso

I won’t let myself eat, or I make myself throw up
because I am afraid of losing control of my eating
and gaining weight

Me encuentro comiendo grandes cantidades de alimentos para
ayudarme a sentirme mejor

I find myself eating large amounts of food to help
me feel better

Problemas con la sexualidad (Problems with sexuality)

Me siento preocupado por mi sexualidad — pienso demasiado
sobre sexo...

I feel preoccupied with sex — I think too much
about sex...

Me encuentro evitando relaciones sexuales, sin querer pensar
en ello o no queriendo que nadie me toque en absoluto

I find myself avoiding sex, not wanting to think
about it or not wanting anyone to touch me at all

Soy mds activo sexualmente que lo que realmente quiero ser

I am more sexually active than I really want to be

Asumir riesgos extremos (Extreme risk-taking or self-harm)

Me encuentro en situaciones peligrosas, como conducir
imprudentemente o estar en lugares o con personas con las
que podria salir lastimado gravemente o incluso muerto

I find myself in dangerous situations, such as driving
recklessly or being in places or with people where I
could get hurt badly or even killed

Consigo alivio cuando me siento estresado cortindome,
punzandome o lastimando mi cuerpo de alguna otra manera

I get relief from feeling stressed by cutting,
punching, or hurting my body in some other way

Demasiada o muy poca participacion en las relaciones (Too much or too little involvement in relationships)

Centro mi atencion en los demds, evitando mis propias
necesidades y deseos

I focus my attention on others in my life, avoiding
my own needs and desires

Siento que soy muy diferente a todos alrededor de mi — nadie
puede entender lo que he pasado

I feel I'm really different from everyone around
me — no one can understand what I've been
through

Siento que no se puede confiar en nadie, que tarde o temprano
todos te fallan, te usan, o te hacen dafio

I feel no one can be trusted, that everyone lets you
down or uses you and hurts you sooner or later

Desajuste de el cuerpo (Breakdown of the body)

Dolor fisico, enfermedades, y otros problemas de salud que
los doctores no pueden explicar o ayudar

Physical pain, illnesses, or other physical health
problems that doctors can’t explain or help me
with

Desesperanza y culpa (Hopelessness and self-blame)

Pienso en la muerte como una forma de poner fin a la miseria
que siento

I think about dying as a way of ending the misery
I feel

Siento que la religion y los aspectos espirituales de mi vida
no valen nada, o que estdn mal y dafan a la gente

I feel that religion and the spiritual aspects of life
are worthless or that they are bad and hurt people

Siento que soy una mala persona- soy culpable cada vez que
suceden cosas malas, aunque en realidad no sean mi culpa

I feel I'm a bad person — I'm guilty whenever bad
things happen even if they really aren’t my fault
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The Power of Relaxation
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Relaxation is our body’s natural anfidote to stress. When we feel stressed,
our bodies can be flooded with chemicals which then prepare us for
‘fight or flight'. In a real emergency situation where we really need to be
alert, this is useful to us, but if someone is experiencing so much stress that
these chemicals are always being activated, it wears down the body
leaving you with some less energy and sometimes feeling less able to
cope than you normally would.

Using relaxation techniques can bring your system back into balance.
Relaxation techniques help you to deepen your breathing, reduce the
stress hormones, slow down your heart and blood pressure rates and relax
your muscles.

Research shows that relaxation can also increase energy and focus, help
the body combat iliness, relieve aches and pains, heighten problem-
solving abilities, and boost motivation and productivity. Best of all - with a
little practice — it is something we can all do for ourselves.

Deep Breathing for Stress Relief

-

Deep breathing is a simple, yet powerful, relaxation technique. It's easy
to learn, and you can do it almost anywhere. It's a quick way to get your
stress levels in check. Deep breathing is the cornerstone of many other
relaxation practices, too, and can be combined with other elements such
as aromatherapy and music. All you really need is a few minutes and a
place to sit up straight or stretch out.

El poder de la relajacion

La relajacion es un antidoto natural de nuestro cuerpo al estrés. Cuando
nos sentimos estresados, nuestro cuerpo puede inundarse de quimicos
que nos preparan para "luchar o huir', Durante una situaciéon de
emergencia real donde tenemos que estar alerta, estos quimicos pueden
ser Utiles para nosotros. No obstante, si en la vida diaria alguien estd
experimentando tanto estrés que estos quimicos siempre estdn activados,
el cuerpo se desgasta dejandole con menos energia y, en ocasiones,
menor capacidad para hacer frente a la situacion.
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El uso de técnicas de relajacion puede llevar a nuestro sistema a estar
balanceado nuevamente. Las técnicas de relajacion ayudan a
profundizar su respiracion, reducir las hormonas del estrés, bajar el ritmo
del corazén y la presion arterial, asi como también a relajar los musculos.

La investigacion muestra que la relajaciéon también puede aumentar la
energia y el enfoque, ayudar a combatir las enfermedades, aliviar
dolores y molestias, aumentar la capacidad de resolver problemas y
aumentar la motivacion y la productividad. Lo mejor de todo -con un
poco de prdctica- es una actividad que todos podemos hacer para
beneficiarnos a nosotros mismos.

La respiracion profunda para aliviar el
estrés
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La respiracion profunda es una técnica de relajaciéon simple, pero
potente. Es facil de aprender, y se puede hacer casi en cualquier lugar.
Es una forma rdpida de obtener sus niveles de estrés bajo control. La
respiracion profunda es la piedra angular de muchas ofras practicas de
relajacion. Puede ser combinada con ofros elementos como |a
aromaterapia y la musica. Todo lo que realmente se necesita es un par
de minutos y un lugar para sentarse con la espalda recta o estirarse.

Progressive Muscle Relaxation
Sequence

- - = — - =

Make sure you are sitting or lying comfortably, take off your shoes and
make sure your clothing is nice and loose.

Take a few moments o relax and take some deep, slow, cleansing
breaths, breathing in through the nose and out through the mouth.

When you feel ready to begin, focus your attention on your right fooft, feel
how it feels to you, slowly tense up all the muscles in your right foot, hold
for a count of 10, or less if you can’'t manage to hold it to 10. Now relax
your right foot, feel the tension flowing away and feel how your foot now
feels more reloxed and loose.

Repeat this sequence for all the muscle groups in your body in an order
similar to the example below:
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Right foot
Left foot
Right calf
Left calf
Right thigh
Left thigh
Hips and buttocks
Stomach
Chest
Back
Right hand
Right arm
Left hand
Left arm
Shoulders
Neck
Face

When you have gone through every muscle group, you will have an idea
of where you were most tense and where you felt the most relief.

Complete the muscle relaxation by taking a few more deep breaths, and
finish by ensuring you sit for a moment with your feet placed firmly flat on
the floor to ground yourself.

Secuencia de
Relajacion muscular progresiva

Asegurese de que esté sentado o acostado comodamente, quitese los
zapatos y asegurese de que su ropa se sienta agradable y suelta.

Tomese unos minutos para relajarse y tomar algunas respiraciones lentas y
profundas, inhalando por la nariz y exhalando por la boca.

Cuando se sienta listo para comenzar, centre su atencién en su pie
derecho; piense en cOmo se siente. Poco a poco tense todos los
musculos de su pierna derecha, resista y cuente hasta diez o al menos,
hasta donde pueda resistir. Ahora relaje el pie derecho, sienta la tension
que se va y sienta cémo su pie ahora se siente mds relajado y suelto.

Repita esta secuencia con todos los grupos de musculos en su cuerpo en
un orden similar al ejemplo siguiente:
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Cuando haya pasado por todos los grupos musculares, usted tendrd una
idea de déonde estaba mads tenso y dénde sintié el mayor alivio.

Complete la relajaciéon muscular realizando unas cuantas respiraciones
profundas, y fermine asegurdndose que estd con los pies bien asentados
completamente en el piso para conectarse a ftierra.
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5Qué tan intensos o fuertes son nuestros sentimientos?2
(How intense or strong are our emotions?)
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Fecha/Date:

Muy fuertes/ Very Strong

Fuertes/Strong

Mds o Menos/ So-so

Un Poco/ A little bit

Nada/Nothing

Periodo de la sesidén/
Session Time

Sentimiento/Feeling

Intensidad/Intensity

Al inicio de la sesién/
Beginning of session

En medio de la sesion/
Middle of session

Al final de la sesion/
End of session

5Como sentimos las emociones en nuestro cuerpo?

(How do we feel emotions in our body?)

Utiliza colores para mostrar los lugares de tu cuerpo en los que sientes esa
emdcion y explicale a tu terapeuta cdmo te sientes.
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(Please use colors to demonstrate the areas in your body in which you feel the
emotion and explain to your therapist how that makes you feel.)

Grounding Techniques

There are a number of grounding techniques that
can be learned to decrease hyperarousal and con-
nect to the present. These include naming and
listing things in the here and now and using as
many senses as possible to reconnect to the pres-
ent. What follows are some techniques that have
proved useful to some survivors — it’s important
to find what works for you and you can adapt the
techniques to fit you.

Técnicas de “grounding”

Existen un sinntimero de técnicas de “grounding”
que pueden aprenderse para disminuir la hiperex-
citacioén y conectarse con el presente. Entre estas
se encuentra el nombrar y enumerar las cosas que
estan presentes “aqui y ahora” utilizando la may-
orfa de tus sentidos (vista, tacto, audicion, gusto,
olor). A continuacién se presentan algunas de las
técnicas que han resultado utiles para sobrevivi-
entes de algin evento traumadtico. No obstante,
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es importante encontrar lo que funciona para ti,
de forma tal que pueda adaptar estas técnicas de
acuerdo a su preferencia.

Finding a Safe Place or Activity

A safe place is a form of anchor to reduce the
stress of working with traumatic memories.
Anchors can be used as “braking” tools when the
going gets rough. A suitable anchor is one that
gives relief (in body and emotion) and a sense of
well-being. It is preferable that an anchor is cho-
sen from real-life experience, so that positive
memories in both body and mind can be accessed.
It is useful to work with your counselor to estab-
lish in advance an anchor that can be sued when
needed in trauma work. A safe place or activity is
a current or remembered experience of protec-
tion. It should have associations of calmness and
safety (as opposed to “relaxing,” which can feel
unsafe for people who have experienced trauma,
or “pleasurable,” which can be overstimulating).
It is preferable for the safe place/activity to be
something real that is known from life. This is
because there will be somatic resonance in the
memory — sights, sounds, smells, etc., which will
be recorded as sensory memory traces and be
highly accessible. It is helpful to imagine the safe
place/activity during times of stress and anxiety,
or it can be used as an anchor, to reduce hyper-
arousal during a therapy session.

Encontrando un lugar o actividad

segura

Un lugar seguro es una forma de ancla para
reducir el estrés de lidiar con recuerdos traumati-
cos. Las anclas se pueden utilizar como un
“freno” cuando las cosas se complican. Un anc-
laje adecuado es aquel que da alivio (tanto corpo-
ral como emocionalmente) y una sensacion de
bienestar. Es preferible que un “ancla” provenga
de una experiencia de la vida real, de forma tal
que los recuerdos positivos en el cuerpo y la
mente se puedan acceder. En ocasiones resulta
util trabajar con su consejero para establecer de

antemano cudl es este lugar, de forma tal que le
resulte facil visualizarlo o acudir cuando lo
necesite. De esta forma pudiera decirse que un
lugar o actividad segura es una experiencia actual
o recuerdo que produce un sentido de proteccién.
Debe tener asociaciones con sentimientos de
tranquilidad y seguridad (en oposicién a 'rela-
jante'-que puede resultar inseguro para personas
que han sufrido traumas- o ‘agradable'- que
puede ser sobre-estimulante). Es preferible que el
lugar/actividad sea algo real debido a que esto
producird resonancia somdtica en lugares de la
memoria. Los sonidos, olores, etc., que se regis-
tran como huellas en la memoria sensorial pueden
ser muy accesible. Es titil recordar o acceder a
este lugar/actividad en momentos de estrés y
ansiedad, o para reducir la sobre exaltacion fuera
o durante la sesién terapéutica.

Body Awareness

Employing our own awareness of the state of our
body — our perceptions of the precise, coexisting
sensations that arise from internal and external
stimuli — is a very useful tool in trauma work.
This is because consciousness of current sensory
stimuli is our primary link to the here and now; it
is also a direct link to our emotions.

Body awareness is about awareness of cues
from the central nervous system. Body awareness
(sensations) from exteroceptors originates from
stimuli that have their origin outside of the body
(touch, taste, smell, sounds, sights). Body aware-
ness from interoceptors consists of sensations
that originate on the inside of the body (connec-
tive tissue, muscles, and viscera).

Moving

Separating past from present can be accom-
plished on a body level. During a flashback or
trauma work, getting up and moving (e.g., walk-
ing around or moving from one room to another)
will help to reinforce the here-and-now reality
that the trauma is no longer occurring. “I could
not move then, but I can move now.” Moving can
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also help to complete a sequence of impulses that
were blocked at the time of the trauma (e.g., the
impulse to run or push away).

Conociencia de nuestro cuerpo

El empleo de nuestra conciencia sobre nuestro
cuerpo, es decir, de nuestra percepcion de las sen-
saciones precisas y coexistentes que surgen de
estimulos internos y externos, es una herramienta
util en el trabajo con el trauma. Esto se debe a que
la conciencia de los estimulos sensoriales son
nuestro enlace principal al aqui y ahora; un
vinculo directo con nuestras emociones. La con-
ciencia del cuerpo se trata de reconocer las
seflales de nuestro sistema nervioso central. En
términos externos, esta se origina a partir de los
estimulos que tienen su origen fuera del cuerpo
(tacto, gusto , olor, sonidos, imdgenes) . Por otro
lado, Ia conciencia del cuerpo de interoceptores
consiste en sensaciones que se originan en el
interior del cuerpo (tejido conjuntivo , muisculos
y visceras) .

Moverse

Separar el pasado del presente puede llevarse a
cabo a un nivel corporal. Durante un recuerdo
repentino o trauma, levantarse y moverse (por
ejemplo, caminar o trasladarse de una habitacion
a otra) es una forma de ayudar a reforzar “el aqui
-y-ahora” de forma tal que le recuerda la realidad
de que el trauma ya no estd ocurriendo. "No me
podia mover entonces, pero puedo mover ahora”.
Moverse también puede ayudar a completar una
secuencia de impulsos que se bloquearon en el
momento del trauma (por ejemplo, el impulso de
correr o empujar hacia fuera).

Dealing with Flashbacks

What are flashbacks?

Anyone who has experienced a traumatic
event can experience flashbacks. Flashbacks are a
memory of a frightening or painful experience,
which occurred either in childhood or adult life.
It tends not to be like an ordinary memory but
more of a sudden and unexpected intrusion.

Flashbacks can be experienced as a single
slide from a slideshow, a snapshot, or photo-
graph that flashes repeatedly or like a video
clip. A flashback can feel almost as real as
when it originally happened and can also be as
frightening.

Not everyone’s flashbacks are visual. Some
take the form of words and phrases or sounds that
were heard in the past. They can be accompanied
by intense feelings, e.g., shame, sadness, anger,
or physical sensations known as “body memo-
ries,” which may have been felt at the time of the
original traumatic event.

Flashbacks can happen at any time, anywhere,
and often occur without warning. They can be
triggered by the time of year or day, TV pro-
grams, films, smells, words, phrases, songs,
places, someone who reminds you in some way
of the traumatic event, pictures, tastes, a particu-
lar feeling such as fear or anxiety, having sex, or
being intimate with your partner. These can occur
instantly or sometime later.

Manejando recuerdos repentinos

(Qué son los recuerdos repentinos?

Alguien que ha tenido alguna experiencia de
un evento traumatico puede sufrir de un recuerdo
repentino. Los recuerdos repentinos o “flash-
backs” son una memoria de una experiencia
dolorosa o espantosa, que puede haber ocurrido
en la infancia o en la vida adulta. No tiende a ser
como una memoria ordinaria, sino mas bien una
intrusién repentina e inesperada.

Los recuerdos repentinos pueden ser experi-
mentados como una sola diapositiva de una pre-
sentaciéon, como una fotografia que parpadea
repetidamente o como un clip de video. Se puede
sentirse casi tan real o espantoso como cuando
ocurri6 inicialmente.

No todas las personas tienen recuerdos repen-
tinos que son visuales. Algunos toman la forma
de palabras y frases o sonidos que se escucharon
en el pasado. Pueden estar acompafiadas por sen-
saciones intensas -como por ejemplo vergiienza,
tristeza, ira- o por sensaciones fisicas, conocidas
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como "memorias del cuerpo" que pueden haber
sido sentidas en el momento del suceso traumético
original.

Los recuerdos repentinos pueden ocurrir en
cualquier momento, en cualquier lugar y con fre-
cuencia ocurren sin previo aviso. Pueden ser pro-
vocados por: la época del afio o el dia, por
programas de television, peliculas, olores, pal-
abras, frases, canciones, lugares, alguien que le
recuerda de alguna manera del evento traumatico,
fotos, gustos, una sensacién particular, como el
miedo o ansiedad, tener relaciones sexuales o
tener intimidad con su pareja. Estos pueden
ocurrir inmediatamente o en algin momento
posterior.

Ideas on How to Cope
with Flashbacks

e Let yourself know that what you are experi-
encing is a flashback and that this is a normal
reaction to the traumatic event you experi-
enced. It may be useful to look around you
and take note of what is happening in the here
and now.

e Try to associate to your immedia