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TRAUMA THERAPIST TOOLKIT

Hello. We have compiled these resources to atb@sapists who work regularly
with clients who are survivors of trauma and whdéfesufrom traumatic stress.
Some of the materials included in tHisolkit will be more suited for therapists
just beginning their career while other materialdl 'we more appropriate for
clinicians who are seasoned and more sophisticabeking with traumatic stress.
Whatever your interest in trauma, you are likelyfited some useful materials
contained in thi§ oolkit.

This is the first edition of th&oolkit. We plan to augment and update this
resource regularly so check back frequently for reshniques, assessment
instruments, articles, suggestions, and other bkeipfterials to assist you in

your practice.
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National Center for PTSD
CLINICIAN-ADMINISTERED PTSD SCALE (CAPS)

Form 1 - Current and Lifetime Diagnosis Version

Patient: Pt#: Date: ridian:

Purpose The CAPS-1 was developed to measure cardinahgpothesized signs and symptoms
of PTSD. This clinician-administered instrumentydes a method to evaluate the frequency
and intensity of individual symptoms, as well ag impact of the symptoms on social and
occupational functioning, the degree of improvem&nte an earlier rating, the validity of the

ratings obtained, and the overall intensity of yenptoms. Whenever possible, the CAPS-1
should be used in conjunction with self-report, d&abral, and physiological measures when
assessing either baseline or post-treatment status.

Instructions The time frame for each symptom is one montlsing the prompt questions or
comparable alternatives, and appropriate followgupstions, first assess tfiequency over the
previous month, of the identified symptom. Nexing the same method evaluate itmensity

of symptom occurrence. The descriptors for thehangoints of both the frequency and
intensity dimensions can be read to the patienariiving at the most accurate ratingA
frequency rating of one (1) or greater and an intesity rating of two (2) or greater reflect
significant problems with particular symptom, and sould be considered a symptom
endorsement. This symptom then can be counted toward the reduotal for a given criterion
(i.e., one symptom for B, three for C, two for O).is important to note that criteria C, D, and E
require that the symptoms not be present befor&dliena. The clinician should clarify with the
patient that the onset of any of the symptoms fiderca C, D, or E occurred after the trauma. If
the veracity or accuracy of the patient’s reporiacdymptom is in doubt, the clinician should
circle QV (“Questionable Validity”) to the right ¢fe corresponding item.

If the patient meets the PTSD diagnostic criteda the past month, he or she automatically
meets the criteria for a lifetime diagnosis. Ift,nase the‘Lifetime Symptom Query” to
establish a high-symptom one month period sincérthena for which to reassess the frequency
and intensity of each symptom.

D. Blake, F. Weathers, L. Nagy, D. Kaloupek, G.lu{tanzer, D. Charney & T. Keane
National Center for Posttraumatic Stress Disorder
Behavioral Science Division - Boston
Neurosciences Division
West Haven
October 1990
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National Center for PTSD
CLINICIAN-ADMINISTERED PTSD SCALE (CAPS)

Form 1 -Current

A. Traumatic Event(s):

and. ifetime Diagnosis Version

B. THE TRAUMATIC EVENT IS PERSISTENTLY REEXPERIENCED :
(1) Recurrent and intrusive distressing recollectns of the event

Description/Examples:

to continue activities and cannot dismiss
memories

Freguency Intensity C L
Have you ever experienced unwantedAt their worse, how much distress or
memories of the event(s) without beipdiscomfort did these memories cause you?
exposed to something that reminded| Did these memories cause you to stop whét o
you of the event? Did these memoriegou were doing? Are you able to dismiss|
occur while you were awake, or only| the memories if you try? o
in dreams? [Exclude if memories only E F
occurred during dreams] How often jr0 None
the past month? 1 Mild, minimal distress

2 Moderate, distress clearly present but still T
0 Never manageable, some disruption of activities |
1 Once or twice 3 Severe, considerable distress, marked
2 Once or twice a week disruption of activities and difficulty
3 Several times a week dismissing memories
4 Daily or almost every day 4 Extreme, incapacitating distress, unable

(2) Intense psychological distress at exposure ¢vents that symbolize or resemble an
aspect of the traumatic event, including anniversaes of the trauma

Frequency Intensity C L
Have you ever gotten upset when youAt its worst, how much distress or

were exposed to things that remindeddiscomfort did exposure to these reminders

you of the event(s)? [For example, | cause you? v v

particular males for rape victims, tree

lines or wooded areas for combat 0 None

veterans] How often in the past 1 Mild, minimal distress - -

month? 2 Moderate, distress clearly present but ;tlil_l E

0 Never

1 Once or twice

2 Once or twice a week

3 Several times a week

4 Daily or almost every day
Description/Examples

manageable
3 Severe, considerable distress
4 Extreme, incapacitating distress
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(3) Sudden acting or feeling as if the traumatic\ent were recurring (includes a sense
of reliving the experience, illusions, hallucinatias, and dissociative [flashback]
episodes, even those that occur upon awakening oh@n intoxicated)

Frequency Intensity C

Have you ever suddenly acted or felt At their worse, how much did it seem that

as if the event(s) was happening agg the event(s) was happening again? How
How often in the past month? long did it last? What did you do while th|s®
was happening?

0 Never .
1 Once or twice 0 Not at all F
2 Once or twice a week 1 Mild, slightly more realistic than just

3 Several times a week thinking about the event

4 Daily or almost every day 2 Moderate, definite but transient N
Description/Examples: dissociative quality; still very aware of

surroundings

3 Severe, strongly dissociative (reports
images, sounds, smells), but retained some
awareness of surroundings

4 Extreme, complete dissociation
(flashback), no awareness of surroundings,
possible amnesia for the episode (blackout)

(4) Recurrent distressing dreams of the event

Frequency Intensity C L
Have you ever had unpleasant dream#at its worst, how much distress or
about the event(s)? How often in the discomfort did these dreams cause you?
past month? Did these dreams wake you up? [if yes, | %

ask:] What were you feeling or doing when
0 Never you awoke? How long does it usually take -
1 Once or twice to get back to sleep? [Listen for report of| F F
2 Once or twice a week panic symptoms, yelling, posturing]
3 Several times a week
4 Nightly or almost every night 0 None T I
Description/Examples: 1 Mild, minimal distress, did not awaken

2 Moderate, awoke in distress but readily
returned to sleep
3 Severe, considerable distress, difficulty
returning to sleep
4 Extreme, overwhelming or incapacitating
distress, could not return to sleep

# Current Symptoms from Criterion B =
# Lifetime Symptoms from Criterion B =
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C. PERSISTENT AVOIDANCE OF STIMULI ASSOCIATED WITH THE TRAUMA OR NUMBING OF

GENERAL RESPONSIVENESS(NOT PRE

SENT BEFORE THE TRAUMA )

(5) Efforts to avoid thoughts or feelings associatl with the trauma

Freguency Intensity C L
Have you ever tried to avoid thinkingl How much effort did you make to avoid
about the event(s)? Have you ever | thoughts or feelings related to the event(s)?
tried to avoid feelings related to the | [Rate all attempts to cognitive avoidance,| ¢ o
event(s) (e.g., rage, sadness, guilt?)| including distraction, suppression, and
How often in the past month? reducing awareness with alcohol or drugs] o
F F

0 Never 0 None
1 Once or twice 1 Mild, minimal distress
2 Once or twice a week 2 Moderate, some effort, avoidance N T
3 Several times a week definitely present
4 Daily or almost every day 3 Severe, considerable effort, marked
Description/Examples: avoidance

4 Extreme, drastic attempts at avoidance

(6) Efforts to avoid activities or situations thatarouse recollections of the trauma

Frequency Intensity C L
Have you ever tried to stay away fromHow much effort did you make to avoid
activities or situations that reminded | activities or situation related the event(s)?
you of the event(s)? How often in the[Rate all attempts at behavioral avoidance;” o
past month? e.g., combat veteran who avoids veteran

activities, war movies, etc.] o o
0 Never F F

1 Once or twice

2 Once or twice a week

3 Several times a week

4 Daily or almost every day
Description/Examples:

0 No effort

1 Mild, minimal effort
2 Moderate, some effort, avoidance —
definitely present

3 Severe, considerable effort, marked
avoidance

4 Extreme, drastic attempts at avoidance
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(7) Inability to recall an important aspect of thetrauma (psychogenic amnesia)

Freguency Intensity C L
Have you been unable to remember | How much difficulty did you have recalling
important parts of the event(s) (e.g., | important parts of the event(s)?
names, faces, sequence of events)? o o
How much of the event(s) have you | O No difficulty at recalling event(s)
had difficulty remembering in the pastl Mild, minimal difficulty recalling o o
month? event(s) F F
2 Moderate, some difficulty, could recall

0 None, clear memory of event(s) | event(s) with concentration
1 Few aspects of event(s) not 3 Severe, considerable difficulty recalling N T
remembered (less than 10%) the event(s)
2 Some aspects of the event(s) not | 4 Extreme, completely unable to recall the
remembered (approx 20-30%) event(s)
3 Many aspects of the event(s) not
remembered (approx 50-60%)
4 Most of event(s) not remembered
(more than 80%)
Description/Examples

(8) Markedly diminished interest in significant adivities
Frequency Intensity C L
Have you been less interested in At its worst, how strong was you loss of
important activities that once gave younterest in these activities?
pleasure, such as sports, hobbies, or o v
social activities? As compared to 0 No loss of interest
before the event(s), how many 1 Mild, only slight loss of interest, . L
activities in the past month have you| probably would enjoy after starting F F

had less interest in?

0 No loss of interest

1 Few activities (less than 10%)

2 Several activities (approx 20-30%
3 Many activities (approx 50-60%)
4 Most activities (more than 80%)
Description/Examples

activities

2 Moderate, definite loss of interest, but
still has some enjoyment of activities —
3 Severe, marked loss of interest in
activities

4 Extreme, complete loss of interest,
intentionally does not engage in activities
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(9) Feelings of detachment or estrangement from log¢rs

Freguency Intensity C L
Have you felt distant or cut off from | At their worst, how strong were your
those around? Is this different from | feelings of being distant or cut off from
how you felt before the event(s)? Howthers? Who do you feel closest to? o o
much of the time have you felt this
way in the past month? 0 No feelings of detachment or o o
estrangement F F
0 Never 1 Mild, occasionally feels “out of synch”
1 Very little of the time (less than with others
10%) 2 Moderate, feelings of detachment clea'ly— T
2 Some of the time (approx 20-30%) present, but still feels some interpersonal
3 Much of the time (approx 50-60%()) connection or belonging with others
4 Most or all of the time (more than | 3 Severe, marked feelings of detachment or
80%) estrangement from most people; most
Description/Examples confide in only one person
4 Extreme, feels completely detached or
estranged from others; not close with
anyone
(10) Restricted range of affect, e.g., unable take loving feelings
Frequency Intensity C L
Have you had periods where you felt At their worst, how strong were your
emotionally numb, or had trouble feelings of emotional numbness? [In rating
experiencing feelings such as love or this item include observations of range of| ¢ o
happiness? Is this different from how affect displayed in interview]
you felt before the event(s)? How o -
much of the time have you felt this | 0 No emotional numbing F F

way in the past month?

0 Never

1 Very little of the time (less than
10%)

2 Some of the time (approx 20-30%
3 Much of the time (approx 50-60%)
4 Most or all of the time

(more than 80%)
Description/Examples

1 Mild, slight emotional numbing

2 Moderate, emotional numbing clearly
present, but still able to experience —
emotions
3 Severe, marked emotional numbing in @t
least two primary emotions (e.g., love,
happiness)

4 Extreme, feels completely unemotiona
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(11) Sense of a foreshortened future, e.g., doest expect to have a career, marriage,

children or a long life

Frequency

Intensity

c

I—

Have you had times when you felt th
there is no need to plan for the future
that somehow your future will be cut
short? [if yes, rule out realistic risks
such as life-threatening medical
conditions] Is this different from how
you felt before the event(s)? How
much of the time have you felt this
way in the past month?

0 Never

1 Very little of the time (less than
10%)

2 Some of the time (approx 20-30%
3 Much of the time (approx 50-60%)
4 Most or all of the time (more than
80%)

Description/Examples

afAt their worst, how strong was this feeling
,that your future will be cut short? How
long do you think you will live? How
convinced were you that you will die
prematurely?

0 No sense of a foreshortened future

1 Mild, slight sense of a foreshortened
future

2 Moderate, sense of a foreshortened fut
definitely present, but no specific predicti
about longevity

3 Severe, marked sense of a foreshorten
future; may make specific prediction abol
longevity

4 Extreme, overwhelming sense of a
foreshortened future; completely convinct
of premature death

QV
E

|
ure
DN

ed
It

QV

|

# Current Symptoms from Criterion C =
# Lifetime Symptoms from Criterion C =
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D. PERSISTENT SYMPTOMS OF INCREASED AROUSAL (NOT PRESENT BEFORE THE TRAUMA )

(12) Difficulty falling or staying asleep

Freguency Intensity C L
Have you had any problems falling or [Ask probe items and rate overall sleep
staying asleep? Is this different from disturbance] How long did it take you to
the way you were sleeping before thefall asleep? How many times did you waké&" o
event(s)? How often have you had | up at night? How many hours total did yoqu
difficulty sleeping in the past month?| sleep each night? o o
F F
0 Never 0 No sleep problems
1 Once or twice 1 Mild, takes slightly longer to fall asleep
2 Once or twice a week or minimal difficulty staying asleep (up to| — —
; : I I
3 Several times a week 30 minutes loss of sleep)
4 Nightly or almost every night 2 Moderate, definite sleep disturbance,
with clearly longer latency to sleep or clear
Sleep Onset Problems? Y/N difficulty staying asleep (30-90 min loss of
Mid Sleep Awakening? Y/N sleep)
Early AM Awakening? Y/N 3 Severe, much longer latency to sleep ar
Total #hrs Sleep/Night _ marked difficulty staying asleep (90 min-3
Desired #hrs Sleep/Night hrs loss of sleep)
Description/Examples 4 Extreme, very long latency to sleep or
profound difficulty staying asleep (greater
than 3 hrs loss of sleep)
(13) Irritability or outbursts of anger
Freguency Intensity C L
Have there been times when you felt How angry were you? In what ways did
unusually irritable, or expressed you express/show anger?
feelings of anger and acted & &
aggressively? Is this different from | O No irritability or anger
how you felt or acted before the 1 Mild, minimal irritability, raises voice | o
event(s)? How often have you felt of when angry F F

acted this way in the past month?

0 Never

1 Once or twice

2 Once or twice a week

3 Several times a week

4 Daily or almost every day
Description/Examples

2 Moderate, irritability clearly present,

easily becomes argumentative when angty,

but can recover quickly

3 Severe, marked irritability, becomes
verbally or physically aggressive when
angry

4 Extreme, pervasive anger, episodes of]
physical violence
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(14) Difficulty concentrating

Frequency

Intensity

I—

Have you found it difficult to
concentrate on what you were doing
on things going on around you? Has
your concentration changed since thg
event(s)? How much of the time hav
you have difficulty concentrating in th
past month?

0 None of the time

1 Very little of the time (less than
10%)

2 Some of the time (approx 20-30%
3 Much of the time (approx 50-60%)
4 Most or all of the time (more than
80%)

Description/Examples

C

How difficult was it for you to concentratef?
din rating this item include observations of
concentration and attention in the interview]

)

C

e0 No difficulty with concentration
€l Mild, only slight effort needed to F
concentrate
2 Moderate, definite loss of concentration,
but could concentrate with effort —
3 Severe, marked loss of concentration,
even with effort

4 Extreme, complete inability to
concentrate

QV

|

(15) Hypervigilance

Frequency

Intensity

I—

Have you been especially alert or
watchful, even when there was no
obvious need to be? Is this different
from how you felt or acted before the
event(s)? How much of the time hav
you been alert or watchful in the past
month?

0 None of the time

1 Very little of the time (less than
10%)

2 Some of the time (approx 20-30%
3 Much of the time (approx 50-60%)
4 Most or all of the time (more than
80%)

Description/Examples

How much effort did you make to try to be
aware of everything around you? [In rating
this item include observations of o
hypervigilance during the interview]
e
0 No hypervigilance
1 Mild, minimal hypervigilance, slight
heightening of awareness
2 Moderate, hypervigilance clearly present;
watchful in public (e.g., chooses safe plac
to sit in a restaurant or movie theatre)
3 Severe, marked hypervigilance, very
alert, scans environment for danger,
exaggerated concern for safety of self,
home and family
4 Extreme, excessive hypervigilance,
efforts consume significant time and
energy, and may involve extensive safety
checking behaviors, marked guarded

|

(¢

behaviors during interview

Qv

|
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(16) Exaggerated Startle Response

Frequency

Intensity

I—

Have you experienced strong startle

reactions to loud, unexpected noises

(e.g., car backfires, fireworks,

doorslams, etc.) or things that you sav@ No startle reaction

(e.g., movement in the corner of you
eye?) Is this different from how you

were before the event(s)? How ofter

has this happened in the past month

0 Never

1 Once or twice

2 Once or twice a week

3 Several times a week

4 Daily or almost every day

Description/Examples

At their worst, how strong were these sta
reactions?

r 1 Mild, minimal reaction
2 Moderate, definite startle response, fee
‘jlumpy”

?3 Severe, marked startle response,
sustained arousal following initial reaction
4 Extreme, excessive startle response, g
coping behavior (e.g., combat veteran wh
“hits the dirt”)

o0

[t

QV

N

3

I
vert

o

QV

(17) Physiologic reactivity upon exposure to evesithat symbolize or resemble an
aspect of the traumatic event

Frequency

Intensity

c

I—

Have you experienced any physical
reactions when you were faced with
situations that reminded you of the
event(s)? [Listen for report of
symptoms such as heart racing,
tremulousness, sweating, or muscle

tension, but do not suggest symptomspresent, reports some discomfort

to patient] How often in the past
month?

0 Never

1 Once or twice

2 Once or twice a week

3 Several times a week

4 Daily or almost every day

Description/Examples

At their worst, how strong were these
physical reactions?

0 No physical reaction
1 Mild, minimal reaction
2 Moderate, physical reaction clearly

3 Severe, marked physical reaction, repd
strong discomfort
4 Extreme, dramatic physical reaction,
sustained arousal

Qv

F

Irts

Qv

|

# Current Symptoms from Criterion C =
#Lifetime Symptoms from Criterion C =
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CAPS Global Ratings

(18) Impact on_Social Functioning Have the symptoms you've told me about affegimat
social life? Rate the overall impact that the PTsyhptoms have had on the patient’s
social functioning, taking into consideration imgs®mns of the patient’s behavior as well
as his/her report provided at other times durirggitierview.

0 = No Adverse impact on social functioning

1 = Slight/mild impact on social functioning, somgpairment
2 = Moderate impact on social functioning

3 = Severe impact on social functioning

4 = Extreme impact on social functioning

(19) Impact on Occupational Functioning Are you working now? Have the symptoms
you've told me about affected your work or yourliépto work? Rate the overall impact
that the PTSD symptoms have had on the patienilityab obtain and maintain
employment. Take into consideration the patiergfsorted work history, including the
number and duration of jobs, as well as the qualityork relationships. Also consider
work functioning problems due to reasons other A&8D symptoms.

0 = No adverse impact on occupational functioning

1 = Slight/mild impact on occupational functionirsgme impairment

2 = Moderate impact on occupational functioningngficant impairment, intermittent
employment

3 = Severe impact on occupational functioning, nfaaly unemployed

4 = Extreme impact on occupational functioning, @wiployed since event

(20) Global Improvement: Rate total overall improvement present sincdrifi@l rating. If
no earlier rating, ask how the symptoms endorsgd haanged over the past 6 months.
Rate the degree of change, whether or not, in palgment, it is due to treatment.

0 = Asymptomatic

1 =Very much improved

2 = Moderate improvement

3 = Slight improvement

4 = No improvement or not sufficient information
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(21)

Rating Validity : Total number of QV’s circled on interview form: .

Estimate the overall validity of the ratings obtd. Factors that may affect validity
include the patient’s cooperativeness and his/ttemgts to appear more or less
symptomatic than is actually the case. Furtherptbestype and intensity of PTSD
symptoms present may interfere with the patiergiscentration, attention, or ability to
communicate in a coherent fashion.

0 = Excellent, no reason to suspect invalid respens

1 = Good, factor(s) present that may adverselycaffalidity

2 = Fair, factor(s) present that definitely reduegdity

3 =Poor, very low validity

4 = Invalid responses, suspect deliberate “fakiadj’ lor “faking good”

(22)

Global Severity. Interviewer’s judgment of the overall intensitythe patient's PTSD

symptoms. Consider the degree of distress repbstede patient, the symptoms
observed, and the functional impairment reportédur judgment is required with

respect to the emphasis placed on particular irdtion as well as the accuracy of patient
reporting. This judgment should be based on in&tiom obtained during this interview
only.

0 = Asymptomatic

1 = Slight/mild symptoms, little functional impaiemnt

2 = Moderate symptoms, but functions satisfactowiih effort
3 = Severe symptoms, limited functioning even wetiort

4 = Extreme symptoms, pervasive impairment

Current Symptoms

Criterion A met? No Yes
# current symptoms for criterion B - Cx Btr{» 1)? No Yes
# current symptoms for criterion C - Cx €t i 3)? No Yes
# current symptoms for criterion D - Cx Btr(» 2)? No Yes

PTSD Citerion A-D Met? No Yes

[If PTSD Criteria are met, skip next section and gmn to “Associated or hypothesized
features”. If Criteria are not met, assess for Liétime Diagnostic Status.]
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Lifetime Symptom Query

Has there been any time period since the traumédnich you were significantly more troubled
than in the past month by the symptoms that I'& aisked you about?

No Yes

Did this period or these period last for at leas mnonth? No Yes
Approximately when did this/these period(s) begid and? to
o

For multiple time periods:

During which of these time periods were you mastittted by or experienced the greatest

number of symptoms?
to

[For period indicated above, inquire about eachptgm by reviewing items 1-17. Change
frequency questions to start with “During the moyolu identified as the worst time, did you
experienced (symptom)? How often did (symptomuocgl

Lifetime Symptoms

Criterion A met? No Yes
# current symptoms for criterion B - Cx Btr{» 1)? No Yes
# current symptoms for criterion C - Cx €t i 3)? No Yes
# current symptoms for criterion D - Cx Btr(» 2)? No Yes

PTSD Citerion A-D Met? No Yes
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Associated or hypothesized features

(23) Guilt over acts of commission or omission

Freguency Intensity C L
Since the event(s), have you felt guilpyAt their worst, how strong were these
about behavior you engaged in or | feelings of guilt
about your failure to act in a specific o o
way during the event(s)? How much| O No guilt
of the time in the past month? 1 Mild, minimal guilt o o
2 Moderate, guilt clearly present but still | F F
0 None of the time manageable
1 Very little of the time (less than 3 Severe, considerable guilt, marked
10%) discomfort not readily managed N T
2 Some of the time (approx 20-30%) 4 Extreme, excessive guilt, feels tormented
3 Much of the time (approx 50-60%)| by self-condemnation
4 Most or all of the time (more than
80%)
Description/Examples
(24) Survivor guilt
Frequency Intensity C L
Since the event(s), have you felt guilfyAt their worst, how strong were these
about surviving the event(s) when | feelings of guilt?
others (around you) did not? How o i
much of the time in the past month? | 0 No guilt
1 Mild, minimal guilt o o
0 None of the time 2 Moderate, guilt clearly present, but still F F

1 Very little of the time (less than
10%)

2 Some of the time (approx 20-30%
3 Much of the time (approx 50-60%)
4 Most or all of the time (more than
80%)

Description/Examples

manageable

3 Severe, substantial guilt, marked
discomfort not readily managed O
4 Extreme, excessive guilt, feels tormented

by self-condemnation
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(23) Homicidality

Freguency Intensity C L
Have there been times when you felt At their worst, how strong were these
like seriously harming or even killing| feelings of wanting to harm or kill
someone? s this different from how| someone? o N
you were before the event(s)? How
often have you felt this way in the pas©0 No homicidal ideation o o
month? 1 Mild, only slight homicidal ideation F F
2 Moderate, definite homicidal ideation,
0 Never but no actual homicidal intent
1 Once or twice 3 Severe, strong homicidal ideation, has| — T
2 Once or twice a week seriously considered homicide, but has n 3%
3 Several times a week formulated definite plan
4 Daily or almost every day 4 Extreme, very strong homicidal feelings,
has formulated plan or acted with homicidal

Description/Examples intent

(24) Disillusionment with previously esteemed awily and authority figures
Frequency Intensity C L
Since the event(s), have you had At their worst, how strong were these
thoughts that you were let down, feelings of being let down by authority?
misled, or betrayed by authority o o
figures during or after the event(s)? | 0 No disillusionment
How much of the time in the past 1 Mild, minimal disillusionment o -
month? 2 Moderate, definite disillusionment, but | F F

0 None of the time

1 Very little of the time (less than
10%)

2 Some of the time (approx 20-30%
3 Much of the time (approx 50-60%)
4 Most or all of the time (more than
80%)

Description/Examples:

can still effectively interact with those in
authority

3 Severe, considerable disillusionment, | —
difficulty interacting with those in authority
4 Extreme, complete disillusionment,
unable to interact with those in authority
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(27) Feelings of hopelessness

Freguency Intensity C L
Have you felt that there was little or nd\t their worst, how strong were these
hope of improving how you feel or | feelings of hopelessness? [Consider
improving the situation in which you | patient’s plans for treatment, goals for | o
find yourself? Is this different from | occupational and social endeavors]
how you were before the event(s)? o o
How much of the time have you felt | 0 No hopelessness F F
this way in the past month? 1 Mild, slight loss of hope
2 Moderate, definite loss of hope, but still

0 None of the time able to function effectively T T
1 Very little of the time (less than 3 Severe, considerable loss of hope, feels
10%) like “giving up”
2 Some of the time (approx 20-30%) 4 Extreme, complete loss of hope, sees any
3 Much of the time (approx 50-60%) attempt to improvement as futile
4 Most or all of the time (more than
80%)
Description/Examples

(28) Memory impairment, forgetfulness
Frequency Intensity C L
Have you had difficulty remembering How much difficulty did/do you have
things from the recent past? Is this | remembering things from the recent past?
different from how you were before | [In rating this item include observations of o
the event(s)? How much of the time| short-term memory deficits interview]
have you had difficulty remembering o o
things in the past month? 0 No difficulty F F

0 None of the time

1 Very little of the time (less than
10%)

2 Some of the time (approx 20-30%
3 Much of the time (approx 50-60%)
4 Most or all of the time (more than
80%)

Description/Examples

1 Mild, slight memory impairment, minor
forgetfulness

2 Moderate, definite memory impairment, —
but still able to remember most things we
3 Severe, considerable memory
impairment, forgets many things easily

4 Extreme, profound memory impairment
forgets even important events or
appointments
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(29) Sadness and depression

Freguency Intensity C L
Have there been times when you felt At their worst, how strong were these
sad, blue, or down in the dumps? Is| feelings of sadness or depression?
this different from how you were o o
before the event(s)? How much of th® No sadness or depression
time have you felt sad or blue in the | 1 Mild, minimal sadness or depression | o
past month? 2 Moderate, definite sadness or depress|dn, F
but still manageable

0 None of the time 3 Severe, considerable sadness or
1 Very little of the time (less than depression, reports feeling stuck in sad or ™ T
10%) depressed mood
2 Some of the time (approx 20-30%) 4 Extreme, overwhelming or incapacitating
3 Much of the time (approx 50-60%) depression
4 Most or all of the time (more than
80%)
Description/Examples

(30) Feelings of being overwhelmed
Frequency Intensity C L
Have there been times when you felt At their worst, how strong were these
overwhelmed or unable to handle the feelings of being overwhelmed?
pressure on you? Is this different from o i
how you were before the event(s)? | 0 No feelings of being unable to handle
How much of the time have you felt | pressure o o
this way in the past month? 1 Mild, slight feelings of being unable to | F F

0 None of the time

1 Very little of the time (less than
10%)

2 Some of the time (approx 20-30%
3 Much of the time (approx 50-60%)
4 Most or all of the time (more than
80%)

Description/Examples:

handle pressure

2 Moderate, definite feelings of being
unable to handle pressure, but still able to—
function
3 Severe, strong feelings of being unable to
handle pressure
4 Extreme, immobilizing feelings of being
unable to handle pressure, feels completély
overwhelmed

END OF CAPS-1 INTERVIEW
CODE SUMMARY SHEET
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CAPS-1 SUMMARY SHEET

Patient Pt# Clinician

PTSD SYMPTOMS

A. Traumatic Event:

Date

B. The traumatic event is persistently reexperienaé  Current Sx
Frg Ints

LifetimeSx
Frg Ints

(1) Recurrent and intrusive recollections
(2) Distress when exposed to events

(3) Acting or feeling as if event recurring
(4) Recurrent distressing dreams of event .
Number of current symptoms for criterion B (need1) _ Cx met?
Number of lifetime symptoms for criterion B (need): _  Cx met?

C. Persistent avoidance of stimuli/numbing of resptsiveness:

(5) Efforts to avoid thoughts or feelings

(6) Efforts to avoid activities or situations
(7) Inability to recall trauma aspects

(8) Markedly diminished interest in activities
(9) Feelings of detachment or estrangement
(11) Restricted range of affect

(10) Sense of foreshortened future

Number of current symptoms for criterion C (need 3) Cx met?
Number of lifetime symptoms for criterion C (need 3: Cx met?

D. Persistent symptoms of increased arousal:

(12) Difficulty falling or staying asleep
(13) Irritability or outbursts of anger
(14) Difficulty concentrating

(15) Hypervigilance

(16) Exaggerated startle response
(17) Physiologic reactivity

Number of current symptoms for criterion D (need 2) Cx met?
Number of lifetime symptoms for criterion D (need 2: Cx met?

PTSD Cx Met (circle): Current: Yes No Lifetime:
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(18)
(19)
(20)
(21)
(22)

(23)
(24)
(25)
(26)
(27)
(28)
(29)
(30)

CAPS Global Ratings

Current Lifetime

Impact on social functioning
Impact on occupational functioning
Global improvement

Rating validity

Global severity

Hypothesized or Associated Features

Current Sx Lifetime Sx
Frqg Ints Frqg Ints

Guilt over acts of commission or omission
Survivor guilt

Homicidality

Disillusionment with authority

Feelings of hopelessness

Memory impairment, forgetfulness
Sadness and depression

Feelings of being overwhelmed

Number of associated or hypothesized symptoms - gent:
Number of associated or hypothesized symptoms -diime:
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Score: T R S Name

TRAUMA RECOVERYSCALE

PART |
___yes___no | have been exposed to a traumatit & whichboth of the following were present:
a. experienced, witnessed or was confronted with @mteer events that involved actual or threatened
death or serious injury, or a threat to the physitagrity of self or othersAND
b. my response involved intense fear, helplessneleroor.
« If yesis answered please complete Part Il & ll;
« If nois answered complete Part Ill (omit Part II)

PART II

Directions: Please read the following list and check alt tyzply.

Type Of Traumatic Event Number of Times Dates/Age(s)
Childhood Sexual Abuse
Rape

Other Adult Sexual Assault/Abuse
Natural Disaster

Industrial Disaster

Motor Vehicle Accident
Combat Trauma

Witnessing Traumatic Event
Childhood Physical Abuse
10. Adult Physical Abuse

11. Victim Of Other Violent Crime
12. Captivity

13. Torture

14. Domestic Violence

15. Sexual Harassment

16. Threat of physical violence
17. Accidental physical injury

18. Humiliation

19. Property Loss

20. Death Of Loved One

©Ce~NoTRA~WNE

21. Other:
23. Other:
24. Other:
25. Other:
Comments:
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TRSTRAUMA RECOVERY SCALE J.

Eric Gentry

PART Il

Place a mark on the line that best representsgxperiences during the past week.

1. 1 make it through the day without distressing rkmmlons of past events.

0%

2. |sleep free from nightmares.

0%

100% of

3. lam able to stay in control when | thinkdifficult memories.
0% 100% of

4. 1do the things that | used to avoid (e.qg., dadhaties, social activities,
thoughts of events and people connected péith events).

0%

100% of

100% of the time

the time

the time

the time
5. lam safe.
b% 10.0% of the time
| feel safe.
b% 10.0% of the time
6. | have supportive relationships in my life.
6% . . 10.0% of the time
7. |find that | can now safely feel a full range of@tions.
d% 10.0% of the time
8. | can allow things to happen in my surroundingdout needing to control them.
b% ' ' . . . 10.0% of the time
9. 1am able to concentrate on thoughts of my choice.
b% . . . 10.0% of the time
10.1 have a sense of hope about the future.
6% 10.0% of the time
Scoring Instructions: record the score for where the hash mark
AS — FS falls on the line (0-100) in the box beside thenif@verage 5a with Mean Score

5b to get score for 5). Sum scores and dividetby 1

Interpretation : 100 — 95 (full recovery/subclinical); 86 - 94
(significant recovery/mild symptoms); 75 — 85 rteorecovery/
moderate symptoms); 74 (minimal recovery/severepve 35
(probable traumatic regression)
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DES

(Eve Bernstein-Carlson, Ph.D., Frank Putnam, MD)

DIRECTIONS

This questionnaire consists of twenty-eight questi@bout experiences you may have in your dady lilVe are interested in how often you have
these experiences. It is important, however,ybat answers show how often these experiences happ®u when you are nander the
influence of alcohol or drugs.

To answer the questions, please determine to vdtaed the experiences described in the questidiegpp you and circle the number to show
what percentage of the time that you have the éxpes.

EXAMPLE:

0% 10 20 30 40 5 70 80 90 100%

(never) (always)

1. Some people have the experience of driving or gidina car or bus or subway and suddenly realiaetttey
don’t remember what happened during all or patheftrip. Circle a number to show what percentighe
time this happens to you.

0% 10 20 30 4050 60 70 80 90 100%
(never) (always)

2. Some people find that sometimes they are listetirepmeone talk and they suddenly realize that dieyot
hear part or all of what was said. Circle a nuntbeshow what percentage of the time this happegsuo

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

3. Some people have the experience of finding therasetva place and having no idea how they got tit&rele
a number to show what percentage of the time #yigpéns to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

4. Some people have the experience of finding theresalvessed in clothes they don’t remember putting o
Circle a number to show what percentage of the thisehappens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

5. Some people have the experience of finding newgthamong their belongings that they don’t remember
buying. Circle a number to show what percentagb®time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

6. Some people sometimes find that they are approdmheéople that they do not know who call them by
another name or insist that they have met themréefircle a number to show what percentage ofithe this
happens to you.

0% 10 20 30 40 5060 70 80 90 100%
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7. Some people sometimes have the experience of femdinhough they are standing next to themselves or
watching themselves do something and they actsakythemselves as if they were another persorieGirc
number to show what percentage of the time thipéapto you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

8. Some people are told that they do not recognieadis or family members. Circle a number to showtwha
percentage of the time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

9. Some people find that they no memory for some ingmbrevents in their lives (for example, a wedding
graduation). Circle a number to show what percentddghe time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

10. Some people have the experience of being accudgthgfwhen they do not think that they have li€itcle a
number to show what percentage of the time thipéapto you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

11. Some people have the experience of looking in @omand not recognizing themselves. Circle a nunier
show what percentage of the time this happensuo yo

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

12. Some people have the experience of feeling thar gteople, objects, and the world around them atreaal.
Circle a number to show what percentage of the thigehappens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

13. Some people have the experience of feeling thatblody does not seem to belong to them. Circlaralver to
show what percentage of the time this happensuo yo

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

14. Some people have the experience of sometimes rearamgla past event so vividly that they feel afdy
were reliving that event. Circle a number to shomatvpercentage of the time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

15. Some people have the experience of not being she¢her things that they remember happening realy d
happen or whether they just dreamed them. Ciralenaber to show what percentage of the time thipéap to
you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)
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16. Some people have the experience of being in aifanplace but finding it strange and unfamiliarr¢l a
number to show what percentage of the time thipéapto you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

17. Some people find that when they are watching telemior a movie that they become so absorbed isttirg
that they are unaware of other events happeningndrthem. Circle a number to show what percentégfeeo
time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

18. Some people find that they become so involvedfamgasy or daydream that it feels as if it werdlyea
happening to them. Circle a number to show whatgregage of the time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

19. Some people find that they sometimes are ablenoréggpain. Circle a number to show what percentddiee
time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

20. Some people find that they sometimes sit starifightd space, thinking of nothing, and are not aeafrthe
passage of time. Circle a number to show what péage of the time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

21. Some people sometimes find that when they are dlanetalk out loud to themselves. Circle a nunmbeshow
what percentage of the time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

22. Some people find that in one situation that they & so differently compared with another situatioat they
feel almost as if they were two different peopleclé a number to show what percentage of the thise
happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

23. Some people sometimes find that in certain sitnatibat they are able to do things with amazing easl
spontaneity that would usually be difficult for the€for example, sports, work, social situations,)eCircle a
number to show what percentage of the time thipéapto you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

24. Some people find that they cannot remember whellesrhave done something or have just thought about

doing this (for example, not knowing whether theyd just mailed a letter or just thought about imgiit).
Circle a number to show what percentage of the thiseshappens to you.
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0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

25. Some people find evidence that they have done stimgt they do not remember doing. Circle a nunhder
show what percentage of the time this happensuo yo

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

26. Some people sometimes find writings, drawings,ates among their belongings that they must have taoih
cannot remember doing. Circle a number to show whatentage of the time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

27. Some people sometimes find that they hear voicgdartheir heads that tell them to do things or rmemt on
things that they are doing. Circle a number to shdwat percentage of the time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)

28. Some people sometimes feel as if they are lookinigeaworld through a fog so that people and obkjagpear
far away or unclear. Circle a number to show wiegitentage of the time this happens to you.

0% 10 20 30 40 5060 70 80 90 100%
(never) (always)
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Total:

This questionnaire contains six items about expeds you may have had in your daily life. To ansthese items,
please determine to what degree the experiencesluias in the questions applies to you and maraeepon the

DRS

(Tinnin, 1995)

DIRECTIONS

Mean:

line with a vertical slash at the appropriate plaseshown in the example below.

Example:

0% / 100% of the time

Some people sometimes feel that they are not tiseial self but are two or more different selvesarivthe line
to show what percentage of the time this happegsuo

0% 100% of the time

Some people have the feeling that their actiondeirg directed or controlled by others. Marklihe to
show what percentage of the time this happensuo yo

0% 100% of the time

Some people sometimes lose their sense of timatidorand sequence of events during the day. Kerkine
to show what percentage of the time this happegsuo

0% 100% of the time

Some people experience changes in their body iraagfetheir body were different or did not belooghem.
Mark the line to show the percentage of time tlipgens to you.

0% 100% of the time

Some people have the experience that other peapjkxts, and the world around them are not readrkihe
line to show the percentage of time this happen®to

0% 100% of the time

Some people find that they are sometimes literale®i and have difficulty understanding jokes ouffeg of
speech. Mark the line to show the percentagersd this happens to you.

0% 100% of the time
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Score:

IES

IMPACT OF EVENTS SCALE

M. Horowitz, Dept. of Psychiatry, University of Gaknia at San Francisco

Name;

In (year) | experienced this life event:

Occupation:

Below is a list of comments made by people afterssful life events. Please check each item, ailig how
frequently these comments were true during the g@atn days If they did not occur during that time, pleaserkn

“not at all”.
Not At All Rarely Sometimes Often
0 1 3 5

1. |thought about it when | didn’t mean to.
2. | avoided letting myself get upset when

| thought about it or was reminded of it.
3. | tried to remove it from my memory.
4. 1 had trouble falling or staying asleep,

because of pictures or thoughts about

it that came into my mind.
5. I had waves of strong feelings about it.
6. |had dreams about it.
7. | stayed away from reminders of it.
8. Ifelt as if it hadn’t happened or it wasn't real.
9. |tried not to talk about it.
10. Pictures about it popped into my mind.
11. Other things kept making me think about it.
12. | was aware that | still had a lot of feelings

about it, but | didn’t deal with them.
13. | tried not to think about it.
14. Any reminder brought back feelings about it.
15. My feelings about it were kind of numb.

0-8 Subclinical Intrusion: 1, 4, 5,18 ,11, 14

9-25 Mild

Avoidance: 2, 3,7, 8,9, 13,15

26 -43 Moderate
Over 43 Severe
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SWLS

Below are five statements with which you may agree or disagree. Using the scale
below, indicate your agreement with each item by placing the appropriate number on

the line preceding that item. Please be open and honest in your responding.

Strongly disagree
Disagree

Slightly disagree

Neither agree nor disagree
Slightly agree

Agree

Strongly agree

~NoO o~ wWNPE
1 1 1 | Ty O VA |

In most ways my life is close to ideal.

The conditions of my life are excellent.

| am satisfied with my life.

So far | have gotten the important things | want in life.

If I could live my life over, | would change almost nothing.

35-31

Extremely satisfied

26-30

Satisfied

21-25

Slightly satisfied

20

Neutral

15-19

Slightly dissatisfied

10-14

Dissatisfied

Extremely dissatisfied

© Ed Diener, 1985 (used with permission)
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PTSD Diagnosis and Treatment
for Mental Health Clinicians

by Matthew J. Friedman, M.D., Ph.D.
Executive Director, National Center for PTSD
Professor of Psychiatry and Pharmacology,
Dartmouth Medical School

While this article is a bit dated, it provides arezllent primer for diagnosing and treating

PTSD.

Abstract

This article focuses on four issues: PTSD assesdsitneatment approaches, therapist issues, andrturr
controversies. Important assessment issues inthedieauma history, co morbid disorders, and chuignof PTSD.
Effective intervention for acute trauma usuallyuiegs a variant of critical incident stress delirigf Available
treatments for chronic PTSD include group, cogeidehavioral, psychodynamic, and pharmacologicabiby.
Therapist self-care is essential when working WATIED patients since this work may be functionalbywptive and
psychologically destabilizing. Current controvessileclude advocacy vs. therapeutic neutrality, mpgement
desensitization and reprocessing (EMDR), the sieddflse memory syndrome, and the legitimacy ofigiex
PTSD as a unique diagnostic entity.

Originally published in Community Mental Health Joal 32(2):
173-189, (April 1996).

PTS Ds an easy diagnosis to make when the patiestyell that s/he has been badly traumatized

and believes that such exposure has precipitatedrtipsychological problems. Thanks to a massive
psychoeducational program provided by the printeedtronic media, the public has become familid the
concept of PTSD and recognizes that it can be ddog&var trauma, domestic violence, sexual assaditstrial
accidents, and natural disasters. Media coveragegr recent events such as the Persian Gulf Milarjcane
Andrew, cases of child abuse, and the genocidesnia have often underscored the psychological atnpfasuch
events thereby contributing to the growing sopbigion of a public that knew little about PTSD uttie late
1980s. Furthermore, PTSD is an attractive explagatwdel for many people because it places respibitgifor
their suffering on factors outside themselves discover which they often had neither responsybilibr control.

Clinicians have also found the PTSD construct etitra and useful. It provides an explanatory mdtat
is easy to address therapeutically and that prasvateathic patience, even with the most difficald demanding
clientele. Although the growing acceptance of tratfiocused assessment and treatment strategieseadsc:
clinical options that were not exercised as regeadlten year ago, such options have also genesatathber of
potential problems. In this article | will addrdesir issues: PTSD detection and diagnosis; treataygproaches;
therapist issues; and current controversies.
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Making the Diagnosis

The switch from DSM-III-R (American Psychiatric Assation, 1987) to DSM-IV (American Psychiatric
Association, 1994) will bring few changes in thagtiostic criteria for PTSD. As shown in Table % #iiressor
criterion (A1) will no longer characterize traunsmautside the range of normal human experience siechave
been forced to recognize that exposure to catdstrgtress is an unwelcome but not unusual aspelceduman
condition. Furthermore, the stressor criterion (A@yv requires that in addition to exposure, thégpaineed also
have an intense emotional reaction to the traune@iait such as panic, terror, grief, or disgustDEM-III
(American Psychiatric Association, 1980) and DSMR| Criterion A was restricted to exposure pefAH and
did not address the subjective response [A2].) @tise, the B, C, and D, symptoms have remainedange with
the exception of a slight rearrangement such tiganDSM-III-R has become B5 in DSM-IV.

PTSD patients are stuck in time and are continualgxposed to the traumatic event through daytime
recollections that persistently interrupt ongoihgughts, actions, or feelings. They are assaulddrifying
nightmares that awaken them and make them afrajd tmack to sleep. They cannot tolerate any reemindf the
trauma since these often trigger intense fear egyp@uilt, rage, or disgust. In some cases, thégsPTSD
flashbacks, psychotic episodes in which realitgaliges and they are plunged back into the appaeatity of a
traumatic event that has haunted them for yeadecades. During such episodes they find themséhyteting off
rapists, being attacked by enemies, or fleeing feapiosions with the same intense feelings theygegpced
during the initial trauma. Such intrusive recoliens (Criterion B) can persist for
over 50 years (Schnurr, 1992) and may get worsieerrshan better, with time (Archibald and Tuddenha965).

PTSD patients develop avoidant/numbing symptomagi@n C) to ward off the intolerable emotions and
memories recurrently stirred up by these intrusemllections. Sometimes they develop dissociaiivemnestic
symptoms that buffer them from painful feelings aadollections. They also adopt obsessional defeasd other
behavioral
strategies such as drug and alcohol abuse, edatiogldrs, sexual acting out and workaholism, todwf intrusive
recollections.

Finally, PTSD patients suffer from autonomic hypetsal (Criterion D). Such symptoms include
insomnia, irritability that may progress to raggitaion and jumpiness manifested by an exaggesitatie
response, and hypervigilence that may become indisshable from frank
paranoia. PTSD patients are always on guard, dedid¢a avoiding ever being re-exposed to the tengf
circumstances that changed their lives forevaes. diifficult for them to trust other people or teevironment. The
need for safety and protection may outweigh aleottonsiderations
including intimacy, socialization and other pleade pursuits.

In other words, the clinician attempting to enggePTSD patient in treatment is asking the patient
take a tremendous risk. S/he is asking the patiegitve up all the protective behaviors and psyobigial strategies
that have emerged to ward off intrusive recollediand
hyperarousal symptoms. Therefore, the therapist reasgnize that assessment and treatment aretjadlien
destabilizing. Therapy can only succeed in an envirent of sensitivity, trust, and safety (Herma@2)9
Therapists must recognize that it may take a long for patients to shed the many layers of protectymptoms
that have evolved over countless years since #uenta. It is important for the therapist to let gfatient know as
soon as possible that s/he recognizes that thegrbsef therapy is frightening and painful. It Isaimportant that
therapists suppress their own need to get a trdnistary as soon as possible and set a pace thpathet can
tolerate. In my own work, | always tell patientssignal me when our trauma-focused therapy hasnbet¢oo
upsetting. | promise to back off whenever they algne that therapy has become too distressing.l &hgdays keep
my promise. In this way, | fortify the atmosphefdrast and safety and preserve the forward mommerntitherapy
despite a momentary pause or two.

Some patients may be so relieved that they firtedlye an opportunity to discuss long suppressedfipai
and possibly shameful past events that they camaitto review such material with a therapist. A@ed group
may be equally motivated but may appear resistacalise of fears that therapy will stir up intoléegfbelings.
They require the safety mentioned earlier. A tigirdup may have sought treatment for depressioriegnx
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chemical dependency, eating disorders, somatic kng, or adjustment disorders rather than for BPTi8deed,
among cohorts of treatment seeking PTSD patieptsy 80% have at least one additional psychiategrbsis
including affective disorders (26-65%), anxietyatiders (30-60%), alcoholism or drug abuse (60-8@o),
personality disorders (40-60%) (Friedman, 1990c¢doy et al., 1991; Kulka, et al., 1990). For suatigmts, PTSD
sometimes emerges as a diagnostic possibility aitdy the clinician has obtained a careful traumstohy as part of
a comprehensive assessment. Finally, there istpgrbdifficult patients who present, because sfuptive or self-
destructive behaviors and who initially appearuffes primarily from a personality disorder.

Patients in this latter category may be adult stom& of protracted childhood sexual abuse whossrtea
history may be obscured by DSM-III-R labels sucthaslerline personality disorder (BPD), multiplegmnality
disorder (MPD), and somatoform disorder. In additio PTSD symptoms, they often present with proklemm
affect regulation, impulsive behavior, dissociatbyenptoms, problems of trust, inappropriate sekedlavior, and a
wide variety of somatic complaints (Herman, 1992)ese latter problems may demand the lion's sHarempy.
Treatment of these patients may be further comjglithy fragmented thought processes, incompleteariesy and
dissociative symptoms.

The trauma history is essential. Given high rafesomorbidity mentioned earlier, and given a sigaift
amount of overlap between symptoms seen in PTSiredsion, and other anxiety disorders, the traustary is
the major vehicle through which PTSD can be diagdand distinguished from other major mental dismsd
There are many anecdotes about severely traumataeghts whose therapists never bothered to asitab
childhood or adult trauma. They followed their #hygists' leads and spent countless hours reviewaaijp@l
conflicts, family dynamics, or here-and-now integmaal conflicts. Belated discovery of the centyadf sexual
abuse, combat stress, or domestic violence provtike#ey to understanding their current symptontskaatame a
productive focus for therapy.

It is usually not difficult to obtain a trauma hasy. Patients are generally forthcoming and fredjyen
pleased to finally have an opportunity to tell thedauma story to someone who appears sufficidmtbwledgeable
and sensitive to ask about it. For all the reaspestioned earlier, however, telling the traumaystan be difficult.
The first trauma story to emerge is often onlytipeof the iceberg. More distressing material wdime later after
the therapist has established trust and safethasdhown that he or she has the courage, wisdaherapathy to
listen to such material and sufficient positivearjfor the patient to encourage further disclostiherapists can
signal patients through their questions and reggotisat they understand the behavioral and emadfiimpact of a
rape, natural disaster, or war. Such signals adilgeperceived by patients who usually respondtpesy now that
they have been reassured that it will be safe anduygtive to tell the full trauma story to this thpist at this time.

As with other medical and psychiatric disordersSPTpatients may exhibit a wide spectrum of
impairment. At one extreme, affected individualsyreahibit a high level of interpersonal, socialdamcational
function. At the other extreme, some PTSD patiemdy be totally incapacitated by this disorder aray mppear to
have a chronic mental illness. Such patients mayisdiagnosed as having chronic schizophrenia aadba
indistinguishable from such patients unless th@icin has undertaken a careful trauma historyciagnostic
assessment. Two reports on psychotic female stefgithl inpatients (Beck & Van der Kolk, 1987; Craiet al.,
1988) indicate that those with a history of childdmr adolescent sexual abuse were more likely tloarabused
patients to have intrusive, avoidant/numbing angehgrousal symptoms associated with the abusactng6% of
these previously abused and currently psychotiempiat met criteria for PTSD although none had egeeived that
diagnosis. Furthermore, they could be distinguidheah non-abused state hospital patients by thenprence of
sexual and abusive themes in their thoughts andviah

To summarize, detection of PTSD can be difficuttdaese of patient fears that therapy will reactivate
intolerable symptoms, because of the many co-makkid | and Axis Il DSM-III-R disorders that freqotly
accompany PTSD, and because some patients magp fragonented,
amnestic, dissociative, and otherwise impairedattigipate in therapy. Assessment can only sucoeadafe
therapeutic environment that promotes a comprehemsiiew of each patient's trauma history at &
intensity that is tolerable.
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Treatment

Many therapeutic approaches have been advocat&IfeD. The reader is referred to a number of
comprehensive reviews of the most prominent treatsi@r PTSD including psychodynamic therapy (Mannea
al., 1993), cognitive-behavioral therapy (Foa,lel1895),
pharmacotherapy (Friedman & Southwick, 1995), grdamily, couples, and inpatient treatment (Will&&a
Sommer, 1995), and treatment for patients dualigdosed with PTSD and alcoholism/ substance albiafedd,
et al., 1993). Therapists working with patients Wiawe survived a variety of traumatic events (watural
disasters, etc.) generally agree that therapy eativided into three phases:

a. establishing trust, safety, and "earning the righdain access" to carefully guarded traumatic redte

(Lindy, 1993; p. 806);

b. trauma-focused therapy: exploring traumatic maktéridepth, titrating intrusive recollections with

avoidant/numbing symptoms (Horowitz, 1986); and

c. helping the patient disconnect from the traumaraednnect with family, friends, and society.

It should be noted that patients who reach thel hivase have integrated post-traumatic eventsrand a
ready to concentrate, almost exclusively, on he+sow issues concerning marriage, family, androtherent
issues (Herman, 1992; Lindy, 1993;Scurfield, 1993).

Marmar, et al. (1995; 1993) have suggested that the five identifiable post-traumatic syndromessch
requiring a different treatment approach: normedsst response; acute catastrophic stress reagtioomplicated
PTSD; PTSD co-morbid with other disorders; and
post-traumatic personality.

The normal stress response occurs when healthysasllnb have been exposed to a single discrete
traumatic event in adulthood experience intengasite recollections, numbing, denial, feelingsinfeality, and
arousal. Such individuals usually achieve completevery following individual or group debriefingrmstrong, et
al., 1991) derived from critical incident stres®udefing, CISD, models initially developed by Mitelh (1983) and
Raphael (1986). Often a single two-hour group asing experience is all that is needed. Such sesdiegin by
describing the traumatic event. They then progesxploration of survivors' emotional responsethtoevent.
Next, there is an open discussion of symptomsttaat been precipitated by the trauma. Finallyelea
resolution in which survivors' responses are nozadland adaptive coping strategies are identified.

Acute catastrophic stress reactions are charaetehy panic reactions, cognitive disorganization,
disorientation, dissociation, severe insomnia, dicd other movement disorders, paranoid reactarsjncapacity
to manage even basic self care, work, and inteopats
functions (Marmar, 1991). Treatment includes imragglsupport, removal from the scene of the trawse of
anxiolytic medication for immediate relief of angieand insomnia, and brief supportive aggressiveadyic
psychotherapy provided in the context of crisigiméntion.

Uncomplicated PTSD may respond to group, psychadigiaognitive behavioral, pharmacological, or
combination approaches. During the past ten yearsave come to appreciate the powerful therappotiential of
positive peer group treatment as practiced in \&it€rs for military veterans and in rape crisisteenfor sexual
assault and domestic
violence victims. It can be argued that the peeutgrsetting provides an ideal therapeutic settimgriuma
survivors because their post-traumatic emotionsnarnies, and behaviors are validated, normalizedetstood,
and de-stigmatized. They are able to risk sharisgnbatic
material in the safety, cohesion and empathy édvfietrauma survivors. It is often much easier toemt
confrontation from a fellow sufferer who has impagle credentials as a trauma survivor than fromoéepsional
therapist who never went through those experieficgshand. As group
members achieve greater understanding and resolonier traumatic themes, they are remoralized hag tlimb
out of the pit of trauma-related shame, guilt, rdgar, doubt, and self-condemnation, they prefiagmselves to
focus on the present rather than the past (Hertr®9%; Scurfield, 1993).

Brief psychodynamic psychotherapy focuses on tugntatic event itself. Through the retelling of the
traumatic event to a calm, empathetic, compasstoanad non-judgmental therapist, the patient ackiavgreater
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sense of self-cohesion, develops more adaptivende$eand coping strategies, and more successfatlylates
intense emotions that emerge during therapy (Maretaal., 1995). The therapist needs to constauttiress the
linkage between post-traumatic and current lifesstr S/he needs to help the patient identify cutifersituations
that set off traumatic memories and exacerbate P§y®iptoms.

There are two cognitive-behavioral approaches, xmotherapy and cognitive-behavioral therapy.
Exposure therapy includes systematic desensitizatiocthe one hand and imaginal and in-vivo techesqguch as
flooding, on the other. In general, flooding hasbenuch more effective than systematic desensdaizathe
second approach, cognitive-behavioral therapyuites a variety of anxiety management training etjiass for
reducing anxiety such as relaxation training, stiesculation training, cognitive restructuringehthing retraining,
biofeedback, social skills training, and distrasttechniques (see Hyer, 1994; and Foa, et al., id9®ferences).
Foa and associates (Foa, et al., 1991; Rothbauath, 8992) have shown flooding and anxiety managggrtraining
(stress inoculation therapy) are both effectiverégre victims with PTSD. They have also specul#tatia
combination of both treatments might be more effedthan either treatment alone.

Given our expanding understanding of the many r@alagical abnormalities associated with PTSD (see
Friedman, 1991,; Southwick, et al., 1992; Murbur@Q4; Friedman, Charney, & Deutch,1995), pharmaaiby
appears to have a place in PTSD treatment. Frorachigal perspective, there is no question thagjslican provide
some symptomatic relief of anxiety, depression,iasdmnia, whether or not they ameliorate core Pirgisive
and avoidant/ numbing symptoms. In most but ridtials, improvement has been achieved with inipiree,
amitriptyline, phenelzine, fluoxetine, and proprkhoA quantitative analysis by Southwick, et dl992), suggested
that tricyclic antidepressants and monoamine oxidiaisibitors are generally efficacious in PTSD eats,
especially with regard to intrusion and avoidamhptoms, although fluoxetine, amitriptyline, and gibsy
valproate have shown efficacy against avoidant sgmp (Fesler, 1991; Davidson, et al., 1990; Vankisgk, et
al., 1994). At this time no particular drug has egee as a definitive treatment for PTSD althougldicetion is
clearly useful for symptom relief thereby makingdssible for patients to participate in group,gb®dynamic,
cognitive-behavioral, or other forms of psychotipgra

PTSD comorbid with other DSM-III-R Axis | disordessactually much more common than
uncomplicated PTSD. As noted earlier, PTSD is ug@edsociated with at least one other major psydhidisorder
such as depression, alcohol/substance abuse,diaaider, and other anxiety disorders (Friedmafpi9ordan et
al., 1991; Breslau et al., 1991; Kofoed, et al93)9 Sometimes the co-morbid disorder is the ptasgeomplaint
that requires immediate attention. At other tintes, PTSD appears to be the major problem. In gértkeabest
results are achieved when both PTSD and the coithdiborder(s) are treated concurrently rather ihram after the
other. This is especially true for PTSD and alcshdistance abuse (Abueg & Fairbank, 1991; Kofoeal, €1993).
Treatment previously described for uncomplicate&BEBhould also be used for these patients.

Post-traumatic personality disorder is found amiod@/iduals who have been exposed to prolonged
traumatic circumstances, especially during childh@uch as childhood sexual abuse. These indischftdn meet
DSM-III-R criteria for diagnoses such as borderlpesonality disorder, somatoform disorder, anctiplel
personality disorder. Such patients exhibit behaVidifficulties (such as impulsivity, aggressieexual acting out,
eating disorders, alcohol/drug abuse, and selfndetste actions), emotional difficulties (such dfeet liability,
rage, depression, panic) and cognitive difficult{gsich as fragmented thoughts, dissociation, amteaia).
Treatment generally focuses on behavioral and affemagement in a here-and-now context with emplasi
family function, vocational rehabilitation, socikills training, and alcohol/drug rehabilitatiorohg-term
individual and group treatments have been descfifaieslich patients by Herman (1992), Koller, e{#992), and
Scurfield (1993). Trauma-focused treatment shoulg be initiated after long therapeutic preparatiompatient
treatment may be needed to provide adequate safdtgafeguards before undertaking therapeutic etmao of
traumatic themes. The three phases of treatmestribed earlier, apply to these patients as wetase with
uncomplicated PTSD, but treatment may take mucbdnrmmay progress at a much slower rate, and méabght
with much more complexity than with other traumetizpatients.
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Therapist Issues

Trauma work is difficult. Traumatized patients hawdfered greatly and the therapeutic process often
opens old wounds with alarming intensity. It isfidiilt, if not impossible, to maintain a stancetloérapeutic
neutrality when a patient tells you how s/he wasddily abused as a child, tortured by political rres, or was
forced to watch loved ones be murdered. Such meegatjenerate powerful emotions in therapist a$ agepatient.
Therapists sometimes find themselves having inteusioughts or nightmares about the events recdunyt¢heir
patients. Therapists may experience guilt that there personally spared from such horrors. They feel
profoundly powerless because they could not prgtatents from previous trauma and present dist@ssh
feelings can produce a number of inappropriatearesgs that interfere with therapy and disturb ltegapist on a
personal level. Herman (1992) notes that powerfubtéons generated during therapy may prompt theafhist to
engage in rescue attempts, boundary violationattempts to control the patient. Therapists may atfivate a
number of avoidant/numbing coping strategies ssathoaibting, denial, avoidance, disavowal, isolation
intellectualization, constricted affect, disso@ati minimization, or avoidance of traumatic mate(izanieli, 1988;
Herman, 1992; Lindy, 1988). McCann and Pearimaf@)l&ave called this phenomenon "vicarious
traumatization," while Figley (1995) has calledtssecondary traumatization "compassion fatigue."

In my opinion, it is useful to separate out thrééedent, but not mutually exclusive, circumstanaes
which therapists working with traumatized clientelay become distressed, immobilized, and symptanfiist,
therapists who have never been traumatized theesahay become overwhelmed by the material genedateéuly
the course of treatment with PTSD patients. They exgerience (secondary) traumatic nightmarest,dgaelings
of powerlessness, rescue fantasies, or avoidanbimgnbehavior as described above. This can setvigiaus cycle
in which the more symptomatic, maladaptive, andféutive therapists become, the more they plungenselves
into their work. When this occurs they are leksly to recognize that they have a serious protdad
unfortunately, are less likely to seek supervisiomssistance from colleagues. Second, therapiptrience a bona
fide countertransference reaction in which thegudls material triggers intrusive recollectiondrafimatic
experiences that happened to them in the paste xmosure to trauma is not a rare event and anecdal health
professionals have no more immunity from such edmothan anyone else, such countertransferenceaesic
should be expected to arise often enough to wacameful monitoring by therapists and supervistikeaThird,
therapists are themselves exposed to the samekiralimatic experiences for which they attempdsist others.
An example would be offering treatment to survivofs natural disaster to which the therapist hirherself has
also been exposed. Under such circumstances, etepibt must seek debriefing or treatment for hises own
post-traumatic symptoms before s/he can expeddistaothers.

It is not enough for therapists to recognize thresaipational hazards. They must make a conscious
sustained and systematic effort to prevent suchrskry traumatization through self-care activit@sch measures
include developing a supportive environment, maimigcase loads in terms of size and number ofrieagases,
making boundaries between personal and professamtigities, having regular supervision, and esshiohg an
institutional structure that will address this gesh (Courtois, 1988; Gusman, et al., 1991). Fong{a, Yassen
(1993) has recommended time-limited group treatrf@rtherapists and human service professionals wur
with victims of sexual abuse and who themselve lpeviously been exposed to sexual trauma.

Controversial Issues

Although the PTSD diagnosis, itself, was controianshen it first appeared in 1980, that is no lenthe
case. However, there are currently four controesrsi the trauma field that are worth noting: adwys eye-
movement desensitization and reprocessing (EMD), t
false memory syndrome, and complex PTSD.

Many trauma patients have been victimized by ampmxgering aggressor such as a rapist or terrdvfisst
therapists are privately outraged by the violehe has been perpetrated on their clientele. Uswien
circumstances it can be exceedingly difficult tétebae one's stance as a neutral professional wits (\umanistic
values concerning justice and abusive power. Sogueahat advocacy is an essential component dhérapist
role when your clientele are victims, while othigrsist that one must always maintain therapeutitnaéity despite
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one's personal beliefs. It is crucial for eachiclan to acknowledge this issue and to strive tuiexe the proper
balance for him or herself.

EMDR is a controversial therapy developed by Stlaiie89) in which the patient is instructed to inmag
a painful traumatic memory while visually focusiog the rapid movement of the therapist's fingeafsio
believes that such saccadic eye movements reprdgr@mfunction so that the emotional impact of ttaima can
finally be integrated. She and her followers anevieced that patients can achieve resolution ofiptesly
disruptive trauma-related emotions through thicpdure. Others have suggested that EMDR is reallgxposure
therapy in disguise and that eye movements mayrélevant (Foa et al., 1995, Pitman, et al., 1993ll-
controlled empirical support for EMDR is lackinggetfew completed controlled studies have been egalyand
methodological questions have been raised (Boudewyal., 1993; Foa et al., 1995; Pitman et aB3)9What's
remarkable, however is that a number of season&DRTinicians are convinced that EMDR is the mdf&ative
available treatment for PTSD despite the fact thaihy others are highly skeptical of this approach.

Therapists working with adults who had been seywsdbaulted as children have reported that suébrnpathave
sometimes had no memories of these childhood dssatithe start of treatment. During the coursehefapy,
however, such repressed traumatic memories repyeaterge so that patients regain access to discret
recollections of childhood events such as fathelgtter incest (Herman & Schatzow, 1987). Patiemts efaim to
have regained traumatic memories of this nature lcanfronted parents whom they now regard as patpes of
childhood sexual trauma. In some cases they h&ea fgarents to court for these alleged abuses. tBopwethe
accused parents vehemently deny that such evestoesurred and maintain that these "traumatic nexsibare
really emblematic of a "false memory syndrome" thes of therapy. Loftus (1993) has written exteslyiabout
the problem of authenticating such rediscoveredipusly repressed memories. Williams (1994), ondtiner hand,
has shown that women who were sexually assaultedgichildhood, (documented by recorded visitsdsgital
emergency rooms), are sometimes unable to recltrdlumatic event. This hotly debated issue hesrdtical,
clinical, and forensic implications which will neéalbe sorted out in the future.

Finally, clinicians who work with victims of prolged trauma such as incest and torture argue tbht su
patients suffer from a clinical syndrome that i$ adequately characterized by the PTSD construetrfidn, 1992).
Although most patients in this category meet PT&gmbstic criteria, it is argued that their primarpblem is not
PTSD. Instead, Herman (1992) has proposed thatrtteor problems concern impulsivity, affect redida,
dissociative symptoms, self-destructive behavibncamalities in sexual expression, and somatic $gmp and has
called this syndrome, complex PTSD. Identificationd treatment of these patients has been desgibgusly
(post-traumatic personality). The controversy isthier complex PTSD is distinct from PTSD and wheihe
should have its own diagnostic identity. After muiicussion, it was decided not to include com@l&sD in the
DSM-1V. The controversy has stimulated a numberegkarch initiatives. It is expected that this ésaill be
revisited during development of the next revisiéthe DSM-1V, the DSM-V.

Summary

PTSD is not difficult to detect if the cliniciandludes a careful trauma history as part of hisesr h
comprehensive assessment. The major current diigigoestions concern the possibility that theeanumber of
acute and chronic post-traumatic syndromes of wRIEBD is the most distinct and identifiable examg@lemplex
PTSD has been suggested as another post-traupradiose which affects individuals who have proteact
exposure to trauma, especially childhood sexuahtea Another diagnostic issue concerns the rglatportance
of PTSD when it is associated with other co-moxbabnosis such as depression, alcohol/substance aduxiety
disorders, and Axis Il diagnoses. A third but retbtliagnostic issue concerns the fact that PTSpoagress to a
chronic mental illness. Such patients are so inegdinat they are superficially indistinguishablenfrother chronic
patients and can often be found on the fringe®akty, in homeless shelters, and enrolled in @Enogrdesigned for
patients with chronic mental illness such as sgitizenia.

The most widely used treatment for acute traunetfosure is some CISD-type approach administered in

an individual or group format. Among the treatnsefior chronic PTSD, group, psychodynamic, cognitive
behavioral, and pharmacologic approaches are ugkdywalthough few randomized clinical trials hahveen

38|Page




conducted on any of these treatment approachesn Wh8D is associated with Axis | disorders, bottsPTand
the co-morbid problems should be treated concugréinthen PTSD is associated with a personality rdieq
treatment usually needs to be long-term and coruelct

There are a number of issues that must be ackngedeand addressed by therapists who work with
traumatized clientele, which stem from the poweefmlotions generated in the therapists during treatm
Inappropriate coping strategies by therapist mégriare with treatment and produce a disturbingisyme which
has been called vicarious victimization or compas$atigue. Therapist self-care is an essentialripyifor these
reasons.

Four controversies in the trauma field have atedconsiderable attention. They are the propenbala
between advocacy and therapeutic neutrality, theaefy of EMDR as a treatment, the so-called fatsemory
syndrome, and the possibility that complex PTSB imique diagnosis in its own right that is distiftom PTSD.

Table 1
DSM-1V Criteria for PTSD

A. The person has been exposed to a traumatic everitich both of the following have been present:

(1) the person has experienced, witnessed, or beerooted with an event or events that involve actual
threatened death or serious injury, or a threttieghysical integrity of self or others

(2) the personts response involved intense fear, tsslipdss, or horror. Note: in children, it may beregped
instead by disorganized or agitated behavior.

B. The traumatic event is persistently reexperidrineone (or more) of the following ways:

(1) recurrent and intrusive distressing recollectiohthe event, including images, thoughts, or petioep.
Note: in young children, repetitive play may ocguwhich themes or aspects of the trauma are espdes

(2) recurrent distressing dreams of the event. Notehildren, there may be frightening dreams without
recognizable content

(3) acting or feeling as if the traumatic event wemurgng (includes a sense of reliving the experggnc
illusions, hallucinations, and dissociative flastibapisodes, including those that occur upon awiakeor
when intoxicated). Note: in young children, trauspecific reenactment may occur

(4) intense psychological distress at exposure tonater external cues that symbolize or resemblaspect
of the traumatic event

(5) physiological reactivity upon exposure to interogkxternal cues that symbolize or resemble ancagiie
the traumatic event

C. Persistent avoidance of stimuli associated thightrauma and numbing of general responsivenegspfasent
before the trauma), as indicated by three (or mafré)e following:

(1) efforts to avoid thoughts, feelings, or conversatiassociated with the trauma

(2) efforts to avoid activities, places, or people thiatuse recollections of the trauma

(3) inability to recall an important aspect of the e

(4) markedly diminished interest or participation igrsficant activities

(5) feeling of detachment or estrangement from others

(6) restricted range of affect (e.g., unable to haventpfeelings)

(7) sense of a foreshortened future (e.g., does n@&octxp have a career, marriage, children, or a ablife
span)

D. Persistent symptoms of increased arousal (restgmit before the trauma), as indicated by two @ejof the
following:

(1) difficulty falling or staying asleep

(2) irritability or outbursts of anger
(3) difficulty concentrating
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(4) hypervigilance
(5) exaggerated startle response

E. Duration of the disturbance (symptoms in CrétdBi C, and D) is more than one month.

F. The disturbance causes clinically significastrdiss or impairment in social, occupational, beoimportant

areas of functioning.
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Self-Of-The-Therapist

You have already read Dr. Friedman'’s article inDii@gnosis and Treatment of PTSC
which he argues strongly that the developmentmaintenancef the “Seltof-the-therapist”
may be one of theostimportant aspects of treatment with traumatizedviduals. Not enough
can be said about the importance of this aspetceatment.

In my own experience in working with traumatizediinduals, groups and families
have found there is a direct correlation betweerabiljty to remain no-anxious, elf-validated
and empathetically connected with positive treatnoemcomes

We will begin with skill-building in this area before moving on to otheraal
assessment and treatment skills. If you are abflevelop and maintain a r-anxious presence
throughout your work with traumatized individualsuyare hatway to clinical mastery (th
most difficult half, I'll add). All other skills an be learne—the development of SELF must
lived and practiced.

| have constructed a series of exercisesevelop awareness and to build skills in
area and they follow. | have also included an gtdeom James Masterson’s Book, (19The
search for the real self: Unmasking the persogalisorders of our ageLook over these “te
key capacities” andlentify where you are strong and what capacities you need to develoj
This can be the start of your own personal andgssibnal development pli

When you have completed these tasks, go on taxereises that follov
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Ten Key Capacities of the Real Self

James F. Masterson, MD

1. Capacity to experience a wide range of feelingsplgavith liveliness, joy, vigor,
excitement and spontaneity.

2. Capacity to expect appropriate entittementsrom early experiences of mastery, coupled
with parental acknowledgment and support of thegell, healthy individuals build a sense
of entitlement to appropriate experiences of mgsted pleasure, as well as the
environmental input needed to achieve these olbgsti

3. Capacity for self-activation and assertiorthis capacity includes the ability to identify
one’s own unique individuality, wishes, dreams, goéls and to be assertive in expressing
them autonomously.

4. Acknowledgment of self-esteenThis capacity allows a person to identify and ackedge
that he has effectively coped with a problem osisnn a positive and creative way.

5. The ability to soothe painful feelingsThe real self will not allow us to wallow in misery
When things go wrong and we are hurt, the realdlises means to minimize and soothe
painful feelings.

6. The ability to make and stick to commitment¥he real self allows us to make
commitments to relationships and career goals.pibesbstacles and setbacks, a person
with a strong sense of real self will not abandendoal or decision when it is clear that it is
a good one and in her best interest.

7. Creativity. Based on helping people allow their real selvesmerge, is the ability to replace
old familiar patterns of living and problem-solviagth new and equally or more successful
ones.

8. Intimacy. The capacity to express the real self fully in@selrelationship with another
person with minimal anxiety about abandonment guément [ability to self-soothe this
anxietyl].

9. The ability to be alone.The real self allows us to be alone without feelhgndoned. It
enables us to manage ourselves and our feelingsroown through periods when there is no
special person in our lives and not confuse tipe tyf aloneness with the psychic aloneness,
springing from an impaired real self, that drivesta despair or the pathological need to fill
up our lives with meaningless sexual activity oadikend relationships just to avoid coming
face to face with the impaired real self.

10. Continuity of self This is the capacity to recognize and acknowletigewe each have a
core that persists through space and time.

Masterson, J.F. (1988he search for the real self: Unmasking the peatipndisorders
of our age.New York: Free Press.
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DIFFSU

J. Eric Gentry, MA, CAC, CTS
Connor Walters, Ph.D.

Directions: Identify a number between 0 - 100rfrthe scale below that best represents your expmrithe listed
items.

0 10 20 30 4050 60 70 80 90 001
Never Seldom Occasionally  Frequently Always

1. I remain calm when people | care abmutipset with me.

2. It is more important for me to be sa@fvith myself than to gain the approval of
others.

3. My words and my behaviors match eacéroth

4. | can hold my point of view when somebeoare about wants me to adopt their point
of view.

5. In decision -making, | can still thiswkd reason while my feelings are intense.

6. | can share my deepest thoughts alidgseavithout expectation that my partner
share his/hers.

7. | welcome difficulty when | know | Wgrow from the experience.
8. When | am anxious | am able to sootheelf independently.

9. | solve the problems of my relatiopshwithout bringing into focus a third person,
object or activity.

10. I am able to choose which of my fammibeliefs and values | make my own.

SCORE

With acknowledgment to Mary Hicks, Ph.D.; Paul @ity MA.; Blake Horne, MA; Ron Hankins, MA Octoh20,
1997
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Non-Anxious Journal

Symptom
Of
Anxiety

Trigger

SUDs

Self-soothing
Skill(s) used

SUDs
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Self-Soothing (Anxiety Reduction) Skills

Recent research on brain activity has indicatatiiiigh levels of anxiety impede
cognitive and motor skills. The higher an indivadla anxiety rises beyond optimal levels, the
more reactive (and less skilled) this individuatdmes. Performance, language skills,
information accessing, motor coordination and judgtrall suffer from high levels of anxiety.

Performance

Anxlet)

What does this mean for the helper working witutna survivors? It means that unless
you become an expert at lowering your own anxigby, are likely to become accessing
victimizedby your clients — that you will find yourself oveneimed, de-skilled and even
traumatized by your client’s stories and affect.

Maintaining a non-anxious presence means that ylbbbevmore able to access and utilize all of
your training, that you will be able to continue'b@ar witness” to your clients’ heinous stories
and that you will be able to create and maintasafe environment for healing. There is little
that you can do, when working as a helper, thatase important than the maintenance of a non-
anxious presence.

As you begin to develop mastery with self-sootlskils and are able to remain non-
reactive to other’s reactivity and your own emosiochances are you will find yourself being
much less reactive in other areas of your lifeisThknown as the principle of isomorphism —
when you affect change in one area of life and# & generative effect across the board to all
other areas.

One last note on developing and maintaining aamneus presence. This is different
than appearing calm while anxiety rages on thelexsEven whileppearingcalm, the helper
whose anxiety has crossed over the optimal levébwifer a decrease in cognitive and motor
performance. So, self-soothing involves the abibtuse cognitive, affective and behavioral
skills to create relaxation and lowered reactivity.

If you gain nothing else from this course, enhaggiour ability to self-soothe will
improve both you and your client’'s experience ierépy. Let’'s get busy.
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Self-Soothing Skills

Cognitive

It has been demonstrated that feelings are getebgtwhat we think. Often feelings
seems to errupt spontaneously, however, upon diosgection we find that there is usually a
belief system, or schema, associated with the adfenparticular emotion. Cognitive theorists
and therapist have long known that by attendingntt replacing the negative, fear-based ways
in which we talk to ourselves with more positiviég-affirming language we can improve the
way we feel.

Take a minute to recall the times in which youdaecome anxious in working with
another person. What types of things was your maying to you and about the situation. You
will probably find some pretty dark images, coeeclanguage and self-defeating thoughts
associated with that anxiety. You are the ownepoofr thoughts and you are invited to begin to
become intentional, instead of reactive, with yibumking during times of anxiety.

Example:
“I am going to screw this up...this is too | “I am doing the best that | can. | can
much for me to handle!” remain calm and help.”

46| Page




Affective/Body

Probably the most effective way to establish rafiex and to remain non-anxious is by
releasing the tension in our bodies. Many of tlestiseasoned therapists will report that they
find themselves having to release tension fronr thailies dozens of time each session. Our
bodies seem to tense up, preparing to fight oy #gen before we perceive that we have been
threatened in some way. Sometimes a simple degphocan be very effective in lowering our
anxiety.

The pelvic floor muscle group (sphincter, glutealsdominal, hamstring and lower back)
seems to be the “seat of anxiety.” Acknowledgingd then releasing the tension in these areas
can be very effective in lowering anxiety. Laugldakvays results in lessening of tension in this
muscle group.

Where do you hold your tension? What ways canbgmin to release tension in these
and other muscles? Take a minute to jot down wiauemost frequently hold tension and some
strategies for releasing this tension.

Behavioral

Joseph Wolpe was the developer of systematic dezation and one of the first
clinician/researchers to focus upon the loweringtodss. He realized that there is a host of
behaviors that one can do which mitigate the effetstress. Some of these include: taking a
drink of water, Thought Field Therapy (tapping dywsiretching, changing postures, prayer,
talking, etc.

Think of some of the things that you can do toibvég lower your anxietyin vivo, or in
the moment. This is the most important skill tarte We will talk later about self-care and the
ability to replenish and refuel yourself during dotimes, however for now, it is important that
you begin to develop ways to lower your anxietyle/lyou are face-to-face with a client.

It can be easily argued that your first interventin treating traumatized individuals is
with yourself, assuring your own non-anxious presetefore moving on to interventions with
your client.
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Developmental/Traumatic Isst

It is only a matter of time, if it hasn’t happera&deady, before a client sits down acr
from you and begins to describe issues with whimi yourself are dealing. @nces are, you
will find it more difficult during these times tcegtelop and maintain a n-anxious presence.
This is not something from which you need to féwme. Itis, however, a we-up call. For
many it means that you will have to work doubard to develop and maintain your -anxious
presence. For others, it means that you may reeselek further help from your supervit
and/or therapist. These instances are preciselylat the individual and group meetings of
T-105 practicum ardesigned. Please address these difficulties vaitit gupervisor and s/t
will help you design a plan to resolve these is:
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Intake & Assessment:

Pre-Session Ritual

The initial session with the trauma survivor ismany ways, the most crucial. In the
previous sections we have discussed the importainoen-anxious presence and self-of-the-
helper phenomena. In this first session is whaged concepts are made concrete and put into
practice.

Many therapists who have been doing therapy forestomme and who could be
considered “successful” by both their clients ameirtown level of satisfaction with their work
have identified the need to have a pre-sessioal fituwvhich they prepare themselves for the
meeting with their client(s). During this rituadrae therapists work on lowering their anxiety to
insure a non-anxious presence, others take a mamesitiewtheir goals for the session, while
others choose to pray and/or meditate. The reardtsimilar...a therapist who is prepared and
empowered to assist their clients.

So, take a moment to think about how you would fikeevelop or enhance your pre-
session ritual(s). How can you lower your anxtetyassure a non-anxious presence? What can
you do to empower yourself as a sanctuary and &agegnt for your client? What behaviors
can you implement that will assist you with thessks?
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Intake

It has been said that we will never again seecbent as clearly as we do the first time
that we meet them. After we have met out clidrg,fdrojection process, replete with
transference and countertransference, beginstrdiir perceptions of which our clients really
are. If we are our “best selves” while we are ddimerapy, then we can minimize these
distortions, however we are never as free from therwe are in the initial meeting.

It is important that we create an atmosphere f@tgaintegrity and the capacity for
change for our incoming clients. How can we bentibnal in this process? What are some
your ideas about how this can be accomplish

The Greeting.The first opportunity that you have to speak withmeet your client will
be an opportunity to establish this environmerdm® things that we have found to be helpful in
this process is to make eye contact, establistaga@ and attending posture, shake hands and to
welcome the client to the session. Taking car@ngfphysical needs, such as temperature,
location of bathrooms, comfortability of seatinglasther physical comforts (i.e., water, tea, etc)
can demonstrate an immediate attendance to yamntcli

What is your particular style for greeting youealks? Is there anything that you do to
personalize this greeting?

Informed Consent, Therapy Contracts & Limits oinidentiality. Early in the first
session it is important to inform the client abthg expectations and requirements from him/her
while in therapy. It is important to teach therwhto be clients. Many people, especially
trauma survivors, come to therapy without havingréseen to therapy or, even more
challenging, have had previous unsuccessful expeggein therapy. It is important to take some
time, in an unhurried and non-anxious countenacexplain these important aspects to your
client. There are several sources that can assisinydeveloping your own handouts for clients
that further explain these important aspects afae" It is not enough to simply have your
client sign an informed consent document, it migi be discussed. The following questions
can be utilized as a template to discuss thesertatdssues (Zuckerman, 1997). Take a
moment to read through them and decide how youdvaaswer them for one of your clients.

! The Paper Office (Zuckerman, 1997) provides the clinician with several templates which will allow you to
create an informed consent document, a informational brochure about you and your practice, as well as
other important forms for release of information, billing, etc. Guilford Press. ISBN 1-57230-104-X
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Client Information

Information You Have a Right to Know

When you come for therapy, you are buying a serndgaeet your individual needs. You need
good information about therapy to make the bestcehfor yourself and your family. | have
written down some questions you might want to askafmout how | do therapy. We may have
talked about some of them already. You are fresskome any of these questions, and | will try
my best to answer them for you. If my answers ateclear, or if | have left something out, or if
you have more questions, just ask me again. Yoa Haright to full information about therapy.

A. About Therapy

CoNoORwWNE

What will we do in therapy?

What will I have to do in therapy?

Could anything bad happen because of therapy?

What will I notice when | am getting better?

About how long will it take for me to see that | getting better?

Will I have to take any tests? What for? What kind?

How many (that is, what fraction) of your clientgiwmy kind of problem get better?
How many (that is, what fraction) of your clientst gvorse?

How many (that is, what fraction) of people witle ttame kinds of problems | have get
better without therapy? How many get worse?

10. About how long will therapy take?
11.What should I do if | feel therapy isn't working?

B. About Other Therapy and Help

1.
2.
3.

What other types of therapy or help are there fppnoblems?
How often do these other methods help people withlpms like mine?
What are the risks or limits of these other metRRods

C. About Our Appointments

Al A

How will we set up our appointments?

How long will our sessions last? Do | have to payrefor longer ones?

How can | reach you in an emergency?

If I can't reach you, to whom can | talk?

What happens if the weather is bad or I'm sick@ardt come to an appointment?

D. About Confidentiality

1.
2.

What kinds of records do you keep about my therapy?
Who is allowed to read these records?
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3. Are there times you have to tell others about #msgnal things we might talk about?
(LIMITS OF CONFIDENTIALITY)

E. About Money

What will you charge me for each appointment?

When do you want to be paid?

Do | need to pay for an appointment if | don't caimdé, or if | call you and cancel it?
Do | need to pay for telephone calls to you?

Will you ever raise the fee that you charge me? Whe

If I lose some of my income, can my fee be lowered?

If I do not pay my bill, what will you do?

Noohr~wbdPRE

F. Other Matters

1. How much training and experience do you have? Dohave a license? What are your
other qualifications?

2. What kind of morals and values do you have?

3. Towhom can | talk if | have a complaint about #pr that you and | can't work out?

The list above deals with the most commonly askexbtjons, but many people want to know
more. Feel free to ask me any questions you haaeyatime. The more you know, the better our
work will go. You can keep the "Information for €tits" brochure (if given) and this list. Please
read them carefully at home, and if any questi@mecup, write them on this page so we can
talk about them when we meet next time.

These questions can be a helpful guide in estaidjsin environment of mutual respect with
your clients. You may choose to create a docursiemtar to this to present to your clients upon
intake and ask them which questions they woulddikewered. Of course this will require that
you be prepared to answer them. You should aldagament discussion on these topics.

What have we missed? What other important ingresligo into the making of a successful
initial meeting? Please take a moment to jot dgowr thoughts on this.
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Intake & Assessment:

Psychotraumatology Evaluation -

With the completion of the greeting, informatian tlients, informed consent and the
decision to continue with therapy, it is now tinodritiate the evaluation. This is a multi-step
process which utilizes a structured clinical inteww format and includes several self-report and
one clinician administered instruments, a menttlustexam, an inventory of symptoms, the
criteria for stabilization and recovery, a treatingian, goals of treatment and outcome criteria.
All of this information becomes synthesized inteeaaport that we have calldthe
Psychotraumatology Evaluation(Tinnin, 1996; Gentry, 1998).

ThePsychotraumatology Evaluationwas developed at West Virginia University's
School of Behavioral Medicine for use in the Psyclamatology Intensive Outpatient Program.
This evaluation/assessment process has been sk&bto conform to the scientist/practitioner
model of psychotherapy and, at once, providesugtsired clinical interview with solid
diagnostic information and baseline data for outeeneasurement. While some of the
measurement instruments have not yet demonstraipitieal statistical validity, they have great
clinical utility.

In this section, we will be instructing you in teep-by-step use of the
Psychotraumatology Evaluation— from initial interview to the completion of tmeport.
Moreover, you will be challenged to conduct andorept least one of these evaluations over the
next month. Let’s get started.

Step One: Becoming Familiar with the Tools

You will find at the end of this section everytbiyiou need to complete the
Psychotraumatology Evaluation. These tools include the following:
Psychotraumatology Evaluation — Structured Clinioggrview (template)
Data Summary
Psychotraumatology Evaluation Sample
Trauma Profile
Clinician Administered PTSD Scale (CAPS)
Dissociative Experiences Scale (DES)
Dissociative Regression Scale (DRS)
Impact of Events Scale — Revised (IES-R)
Symptom Check List — 45 (SCL-45)
Satisfaction With Life Scale (SWLS)
Trauma Recovery Scale (TRS)

VVVVVVVVYVYVY

Take a few minutes to look through each of theggpaallowing yourself
the opportunity to get familiar with each of thésels. Don’t worry that you do not yet
understand everything in this assessment packagegevill progress through it at a pace that
you can integrate all this complex information. sart by just looking through the materials and
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when you have completed this, turn to the Psychaotedology Evaluation — Structured Clinical
Interview (template).

The Psychotraumatology Evaluation — Structured Clin ical Interview

This template is designed to provide the clinician with a “road map” through the
first, or evaluation, session. It is recommended that you allow yourself 120 minutes for
this session to begin with. As you progress in skill and knowledge, you will find this time
diminishing.

It is helpful to describe to the client this process of assessment and evaluation.
Let them know that you will be asking several questions about their history and the way
that they have adapted and coped with these experiences. It is important to let them
know that they may refuse to answer any question and that, if they should become
overwhelmed at any time, they may stop the evaluation.

This template begins with demographic data. Some of you will have your own or
your agency’s forms to collect this data and will therefore are able to skip this section. It
is included so that you can have all this information on one document.

Helpful Hint — We have found it helpful, whenever possible
to give the self-report instruments to the clieetorethis
session so that they are completed when you meethei
client. This will allow you to refer to them foelpful
information.

If you are able to make arrangements for yountlie complete the self-report scales
prior to your meeting, take a glance at Part | Bad Il of theTrauma Recovery Scale (TRS).
Many appropriate and necessary questions can aametlie clients’ answers on this
instrument What traumatic experiences have they had i thisiory? How may? How old
were they? How have they coped with these exme$n What effects do they suffer now from
them? All of these are important questions to includéhia evaluation.

The evaluator should begin with questions aimedhatd the level of distress and
discomfort that the client is experiencing in thegent. Asking them the simple questioiHat
is going on with you that has motivated you to ctortherapynow?’ while it may be trite is an
important early question to ascertain the expedstbat have precipitated the client coming to
therapy.

This question should be followed by a thorough exithustive discussion of the current
symptoms that the client is suffering. The evaluatill begin to get a sense of thgensity,
frequency & durationof the client’s posttraumatic and other symptorosnfthese early
guestions. Exploring these parameters of the tdisymptoms will also help the clinician to
begin to make hypotheses about appropriate treatfinen Arethe symptoms this client is
experiencing from one single traumatic experiencare they from multiple exposure to
traumatic events. How volatile is this client? |I\Wihe need extensive work toward
stabilization?).

After a reasonably thorough history, including dission of all traumatic experiences
depicted in the TRS, the clinician should make féorteto “normalize” the client’'s symptoms as
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normal adaptive responses of a normal person toabal and overwhelming experiencdsis
helpful here to provide a brief psychoeducationareiew of how trauma and traumatic stress
affects the brain and personality of the survivor.

This is followed by a brief review of the clientisedical history. The client should be
asked to discuss all previous psychiatric treatrfiantuding previous psychotherapy). This will
allow the clinician to discuss with the client fhesitive and negative experiences of previous
therapy to glean some understanding of what typdssgyles of treatment have worked best with
this client. It will also potentially help the nlcian to avoid the same mistakes made by previous
therapists. All current medical difficulties shdie recorded and diagnosed on Axis Ill. Also
the clinician should inquire into the current medion that has been prescribed for the client and
how regularly that they take this medication. hié tlient is currently being treated by a
physician and is prescribed psychotropic medicatioen the clinician should record these
medications and dosage. The clinician should pissue a release of information from the
client so that s/he can contact the physicianfarin him/her that the client is seeing you for
psychotherapy. It is important to cultivate strgmgfessional relationships with the client’s
attending physician and move towards a multi=dig@py team approach to treatment in which
you keep the physician apprised of progress irclieat’'s care.

A section orFamily History has been included in tiiRsychotraumatology Evaluation.
The completion of this section is optional but pd@s important information for the clinician
about the client’s family-of-origin. Much of theork towards the end of therapy will probably
focus around these developmental issues and, foy sigents, will become figural even before
then. It is important for clients to begin to uretand how their resiliency to trauma was
enhanced or diminished as a result of the familyadtyics and interventions that interpret these
dynamics can provide a powerful tool towards trs®hation of shame and other cognitive
distortions.

Trauma Profile

This section involves the scoring and interpretabf the assessment instruments. This
is a skill that takes months of utilization to n&sso be patient with yourself in the beginning as
you are learning the meaning of these scales.iek &xplanation and interpretation of each of
the instruments follows:

Clinician Administered PTSD Scale (CAPS). This scale becomes the “centerpiece” of
the assessment/evaluation session. The scalk7istam clinician administered scale that has
very high reliability and validity in assessing atidgnosing PTSD. It provides a step-by-step
structured interview for each of the criteria of$IX. Criterion A,The Eventsection of the
CAPS has already been answered by the client imR&and the clinician is directed to Part |
of that instrument to ascertain whether or notdilent meets the criteria for this area of
diagnosis. The CAPS then leads the clinician thihoai series of questions which probe the three
clusters of symptoms that comprise the diagnosiBT@D: intrusion, avoidance and arousal.
There is one question for each symptom identifiedach criterion. These questions should be
read directly from the CAPS and the client may hgaged in a discussion about the frequency
and intensity of each symptom. The answers shoeileecorded directly on the scale itself and
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will be utilized heavily in arriving at a diagnoss well as the writing of the

Psychotraumatology Evaluation report. The CAP$prdvide a step-by-step diagnostic
worksheet for the clinician that will allow him/hr make and accurate and reliable diagnosis of
PTSD if the client meets sufficient criteria.

Trauma Recovery Scale (TRS).This scale was created as a client-friendly outcome
measure for an intensive outpatient psychotraumgyaireatment program. It has since been
revised to provide important diagnostic informatidPart | asks the client to judge for
him/herself whether or not they have experiencadnratic events sufficient to meet Criterion A
of the DSM-1V for posttraumatic stress disordeheTanguage of this question is drawn directly
from the DSM-IV and, therefore, relieves the théstpf the burden of having to make this
evaluation. Part Il is simply an inventory of tih@umatic events that the client has experienced,
over their life span, which meet this criterionndly, Part Il contains 11 items in which the
respondent is asked to rate her/himself orrélcevery or absencef PTSD symptoms. The
items were created by attempting to language thggyms of the DSM-1V in solution-focused
language (distressing intrusive thoughts SIanake it through the day without distressing
thoughts of the past.”While the validity data on this scale is still bgicollected and analyzed,
preliminary data points toward a score < 50 indingasignificant clinical posttraumatic distress
while a score of > 75 indicates recovery from @& mhinimal presence of traumatic sequelae.

Also in the TRS, you will notice that there aretitem #5 (5al feel safe& 5b. | am
safg. These items should be averaged to give one $ooitem # 5 and then all the scores
summed and divided by 10 to give a mean scores ifém # 5 provides an excellent
opportunity for the clinician to begin to confrardgnitive distortions around the issue of safety
in early treatment. This will be further discusseduture sessions of this practicum.

Impact of Events Scale (Impact of Events Scale —Rieed) The Impact of Events
Scale is a 15 item scale which measures the iotmeand avoidance symptoms resultant from a
single event. It enjoys high reliability and vatyddata and is easily scored (SEauma
Profile). The Impact of Events — Revised has includedsabsymptoms, however, the
interpretation of the scores is not available atttime of this writing.

Symptom Check List — 45 (SCL-45) The SCL-45 is a symptom checklist that
measures general psychiatric distress (subscalesfioatization, depression, anxiety and
psychosis). Scores of > 100 reflect severe dsti&%— 100 moderate distress and < 80 mild
distress. One note, scores of greater than 1@Ben8CL-45 affect the interpretation of the DES
(See Trauma Profile).

Dissociative Experiences Scale (DESYThis 28-item scale is used to measure the degree
to which a person suffers from dissociative sympgomo obtain a score on the DES, sum all
items and then divide by 28 to arrive at a meameschoosely interpreted, the mean score will
reflect the percentage of time that the clientseeigmces dissociative phenomena. Scores of >
20 indicate significant level of dissociation amthr® >30 indicate, generally, the presence of
one or more “parts” and this individual should balaated for Dissociative Identity Disorder
using the SCID-D. One caveat in scoring the DEBas the higher the SCL-45 the more this
influences the score on the DES. In other wordemthe score is > 100 on the SCL-45, the
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DES scoring criteria raises 10 points (i.e., indteiscores 20 indicating significant
dissociation the cut-off becomes38).

Dissociative Regression Scale (DRS)The DRS was developed by Louis Tinnin, MD
at WVU to measure the degree to which the clientisisive posttraumatic and dissociative
symptoms are causing a regression of ego funcgonifa client has a higher DRS score than a
DES score and they are both over 20, then thisé@tes that a regression is present and
stabilization must precede trauma resolution wdrke further the separation between the DRS
and the DES (with the DRS being higher) the grethedegree of regression. Dissociative
regression means that the clients has become swolwelened with their intrusive and anxiety
symptoms that there normal adult ego functionirgy,(recording of time, managing of tasks,
volition, sense of identity) have been compromis&d.begin trauma work with these
individuals in which they are confronting theiruraa memories will only exacerbate their
symptoms. We will further explore the phenomenbdissociative regression and its’ treatment
later in this course.

Toronto Alexithymia Scale (TAS). Alexithymia means “the inability to language
feelings.” This condition is prevalent with traumarvivors and the scores of this scale are
usually correlative with scores for intrusive syomps and dissociation. As the client resolves
the intrusion symptoms by confronting and metaliajzhe trauma memories, these score will
normally make a drastic decline as the client reg#he capacity to “speak their feelings.” A
score of > 73 indicate the presence of alexithyonidhe TAS.

Symptom Check List. Notice on pages 3-4 of thiesychotraumatology Evaluation
there is a Symptom Checklist that allows you teemtery the posttraumatic symptoms that your
client is experiencing. This section provides yath the source of this data. This will allow
you to make your diagnoses with confidence as agltlentify what problems you and the client
will want to address in your treatment. We havedube following clusters of symptoms to
identify in our report:
Traumatic experiences
Intrusive Symptoms
Avoidance Symptoms
Arousal Symptoms
Dissociative Symptoms
Depressive Symptoms
Other Symptoms.

Each of these areas are defined in the SymptomikQhstportion of
The evaluation.

YVVVVYVYVY

Mental Status Exam. The Psychotraumatology Evaluation provides theain with a
checklist style template for completing a mini na@rstatus examination. This is a good way to
document having explored suicidality/ homicidabity well as substance abuse with your client.

Client Strengths/Resources Fhis section is as much an intervention as it eluation.

For this portion of the evaluation the cliniciarostd ask the client to inventory his/her strengths
and resources. Do not allow the client to diseusakness or shortcomings, keep them focused
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upon their strengths. When they have exhaustedsieply, the clinician may ask, “Do you
mind if | add a few others to that list?” From @¢he clinician can fill in other strengths for
which the client is blind that the clinician disesed during the evaluation thus far.

Expectations/Goals from Treatment. The author always asks his clienksotv will
you know when you are readyfiee me?” This is a playful, tongue-in-cheek way to elicirin
clients their desired outcomes from therapy. itriportant that these goals be languaged in
positive terms (i.e., don’t accept “get rid of maa’ or “make it stop” instead ask the client
“What would you have if you ‘got rid of the traunig? Make sure that you craft solid, specific
goals of which the outcomes are able to measueed'flow will you know that you ‘have a
life?”). The goal of establishing goals with tHeit is for you and the client to align your
intentions toward a mutually agreed upon destimatiBy doing this you will have moved closer
the development of a strong therapeutic alliance.

Diagnosis. It is not the purpose of this course to teach tkeéhodology of diagnosis. It
is an art that requires much practice to perfétwever, you have all you need to be able to
offer the diagnosis of PTSD, provided that thentlimeets the criteria (described in the
Diagnostic Worksheet section of the CAPS). A copthe DSM-IV will be helpful here. You
may find yourself wanting to provide differentialdior secondary diagnoses on Axis I. Some of
the more common ones include: Major Depressivedtia, Bipolar affective Disorder,
Dissociative Disorder NOS, Substance Abuse/Deparaddysthymia. The trauma history
should be recorded on Axis IV.

Preliminary Treatment Plan. This section should contain the Criteria for Stahtion,

the Criteria for Resolution as well as a comprelvenand circumspective treatment plan
complete with projected number of sessions andrsig.
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The Trauma Profile

Instruments

Symptom Check List - 45 (SCL-45)

Toronto Alexithymia Scale (TAS )

Dissociative Experiences Scale (DES)
Dissociative Regression Scale (DRS)

Clinician Administered PTSD Scale (CAPS)
Impact of Events Scale (IES)

Solution-Focused Trauma Recovery Scale (TRS)

Scoring
DES: sum of scores / 28

SCL-45: sum of scores

DRS: sum of scores/ 6

TAS: reverse scores onitems # 1, 5, 6, 9, 1113215, 16, 21, 24
sum of scores

IES: column1=0, column2=1, column3 =3, cotud =5
sum of scores

TRS: sum of scores / 10

Values
TAS: <62 = no alexithymia
> 73 = alexithymia
< 70 = condition is mild or acute
> 70 condition is chronic or severe

IES: Intrusive items =1, 4,5, 6, 10, 11, 14, 15

TRS: Intrusive=1, 2, 3
Avoidant=4,5, 6, 7
Arousal =8, 9, 10

Diagnostic
SCL-45 < 100; DR DES DRS < DES
« DES:20-30=PTSD No significant regression
 DES: 30 - 50 = DDNOS Trauwark permitted
« DES: 50+ =DID
DRS > DES
SCL-45 > 100; DRS DES Regressiosspnt
» DES:30-40=PTSD DRS > 50 then treat
« DES: 40 - 60 = DDNOS gnession (see anti-
DES: 60+ =DID regression schedule :ARS)
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PSYCHOTRAUMATOLOGY EVALUATION

Clinician: te:Da

Demographic Information

Name: (Pedberr
Address (1): (2)

Phone (1): () @ )
FAX: ( ) email:
Employment:

Marital Status: Age: DOB:

Referred by:

Presenting Problems

Chief Complaint:

History (including previous treatment)

Symptoms (progression)

Trauma History (primary & secondary) - see TRS
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Medical History

Current problems:

Historical problems:

Current Rx:

Family History

Physical lliness:

Mental lliness (optional):

How well did your family manage stress?

What did they do to manage stress?:

What are the main sources of stress in your life?:

What do you do to manage this stress?:

How well is it working?:

TRAUMA PROFILE

. CAPS-2 (during evaluation session)
. TRS

. IES

. DES

. DRS

. SCL-45

. BDC

. SWLS

. TAS

6l|Page




Sympom Check List

(from Trauma Profile)

Criterion A: Event + reaction (CAPS;TRS)

. Intrusion (CAPS; IES; SCL-45)
(B-1) Unwanted memories of the event
(B-2) Unpleasant dreams/nightmares
(B-3) Acted or felt as if [EVENT] was happegiagain/flashbacks
(B-4) Intense psychological distress withasxpe to cues (internal/external)
(B-5) Physiological reactivity with expostioecues

. Avoidance (CAPS; BDI; IES; SCL-45)
(C-1) Efforts to avoid thoughts, feelingsconversations associated with the [EVENT]
(C-2) Efforts to avoid activities, placespeople that remind of [EVENT]
(C-3) Inability to recall important aspectste trauma
(C-4) Markedly diminished interest or pagation in significant activities
(C-5) Feeling of detachment or estrangenment bthers
(C-6) Restricted range of affect
(C-7) Sense of foreshortened future

. Arousal (CAPS, IES, SCL-45, TRS)
(D-1) Difficulty falling or staying asleep
(D-2) Irritability or outbursts of anger
(D-3) Difficulty concentrating
(D-4) Hypervigilance
(D-5) Exaggerated startle response

(@) (@) (@)
— — —
) ) D
o o o
jn} ) =}
) (@) w

Criterion E: Durration

More than one month

Delayed onset (> 6 months before symptoms)
Chronic (> 6 months)

Criterion F: Subjective Distress
Distress present
Area of life

Dissociative SymptomgDES; DRS; SCL-45)
Voices (# 28 on DES; SCL-45)
Loss of time

Amnesia

Depersonalization

Derealization

Identity confusion (“parts”, alters)
Loss of consciousness
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Depressive Symptom¢BDI; CAPS; SCL-45)
Depressed mood

Anhedonia

Weight loss/gain (>5%)
Insomnia/hypersomnia

Psychomotor agitation/retardation
Anergia

Feelings of worthlessness/inappropgatk:
Diminished concentration

Suicidal ideation/recurrent thoughtsl@dth

Other Symptoms

Somatization (SCL-45)

Alexithymia (TAS)

Victim mythology/distorted belief sysitSurvivor Guilt

Relational difficulties
(explain: )
Other:

Other:

Other:

Mental Status Exam (MSE)

Presentation/appearance:

Oriented X1 X2 X3 X4
Attitude/Behavior: (attention, eye contact, demeaonotlook, mannerisms) :

Mood/affect:

Speech:
Thought/associations (ego functions: identity,eimolition)

Psychotic Features:

Suicidal Ideation: (+) ) Lethalitillan Means:
Homicidal Ideation: (+) ) LethglitPlan Means:
Substance Abuse: (+) ) What:kind

How much:

Other addictions (compulsions/obsessions—e.g., Gagsex, shopping, etc) :

Sleep:
Appetite:
Memory Functions (long/short term, attention, carication):

Judgment/Insight/Fund of Knowledge:

Motivation for treatment:
Prognosis:
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Client Strengths/Resources

Expectations/Goals from Treatment

Goals:

Diagnosis
Axis I

AXxis Il:

Axis Ill:

Axis IV:

Axis V: (current GAF):

(Highespist year):
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Preliminary Tx Plan:

Clinician

Date:

Supervisor:
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Psychotraumatology Evaluation
(SAMPLE REPORT)

DATE: 15 December
CLIENT : XXX

IDENTIFYING INFORMATION . The client is a 38 year old married Hispanic dwho
resides with her family in XXX and was referreds therapist by XXX, a licensed clinical
psychologist in XXX, for assessment and treatméiieo posttraumatic symptoms and
complications. XXX presents herself, accompatigther husband (XXX), to this office for
assessment and treatment on December 13, 14 and 15.

CHIEF COMPLAINT : The client was referred to this office for insere outpatient
psychotrauma therapy by XXX. She has been reagiveatment from XX during the past few
months for her posttraumatic symptoms. Recendyhusband has learned that she has been
involved in an extramarital affair with a co-workamnd this discovery precipitated a crisis in their
relationship that has led to this referral. Thertlis suffering from extreme ambivalence
regarding the decision she must make to eithettendffair or separate from her husband and
family. The client reports that she is currenthable to make this decision. Both the client and
XXX believe that her involvement in the affair aher painful difficulty with the impending
decision to have an etiology that stems from ealgaimatic experiences. The client identifies
the development of insight and skills necessarngsolve this dilemma as the primary objective
of her treatment.

HISTORY: The client was born in XXX in 1961 where she liedfive years before her

family moved to XXX where she has lived since tivae. She reports that her grandmother was
her primary caretaker and that both her parentditiedinvolvement in her development. Her
father was an alcoholic and she reports that hénenavas both physically and emotionally
abusive throughout her development. She statéshieavas raped three (3) times by an uncle
when she was six years old and told no one abesgetincidents for several years. As she
developed into adolescence, the client statestieabecame very involved in the church to
escape the pain and difficulty of her home. At &§ethe client reports that her Sunday school
teacher (age 28) became enamored with her and at@d@ces which had strong sexual
overtones. The client reports that she begandorbe progressively involved with this Sunday
school teacher until she was, in essence, livirtlg ier. She states that she spent increasing
amounts of time with this woman who made many detsaiqpon and was kept almost as a
“hostage.” The client reports that while they neaetually “had sex”, much of their time
together was highly eroticized (petting, caressmgle massage) while at the same time this
woman verbalized a legalistic religious moralitjhe client reports that this relationship was
maintained in this fashion for over five years amded abruptly when the woman became afraid
that she was being investigated for her relatignsliih the client and feared losing her job at the
university where she was an instructor. Duringglgod that the client was involved with this
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woman she completed an undergraduate and gradegresdin accounting at this university
where she graduatedm laude.

Shortly after the dissolution of this relationsHipe client met and married her husband,
XXX The client reports that she has and does lerehusband intensely. They have three
children, ages 14, 10 and 8. Her husband is tepaf a church at which the client reports to
have become very much involved (playing the pighaying in the church band, church
accounting, children’s ministry). She is also asaitive-level manager in a long-distance
communications firm and has successfully maintathesljob throughout the course of her
marriage. She reports that she managed eachsa tesponsibilities flawlessly for several
years, even while she was becoming progressivelietisl from her efforts.

In 1989, while pregnant with her second son, tletaccidentally hit a pedestrian with
her automobile. The victim subsequently died ftbewounds suffered in this accident. She
was vindicated from culpability for this accidenthoth civil and criminal courts.

The client reports that 10 months ago she meeardtually became obsessed with a co-
worker with whom she has had an ongoing sexuaramantic affair. She states that she is
deeply in love with both this co-worker while maiiming strong feelings of love for her
husband and family. She has clear awareness difffoilty this affair is causing her husband,
her family and herself. She has tried, on sevaehsions, to end this affair but has not been
able to maintain the separation. She describseg¢hationship as like an “addiction.” Her
continued involvement in this affair and her husbarsubsequent discovery has caused intense
friction for the client in her marriage, her jobH{®re she may be facing disciplinary action for
sexual harassment), her family and the congregafitver church. Her continued involvement
in this affair, with its seeming self-destructivensequences, is perplexing to the client, her
family and her referring therapist. Her desir@atove at a decision to end her marriage, leave
her family, and commit fully to the relationshiptivher paramour or to terminate this
relationship and return to her marriage and famityhe primary goal of her treatment.

In addition to this goal, the client reports tBhe has had several periods during which
she “blacks out” with rage. Many of these exparemhave happened while disciplining her
children, replicating her mother’s abuse episodéis aer. She states that she wants to develop
insights and tools necessary to terminate this\behao that she never again in harmful towards
her children. She also states that she has ongtingive symptoms, in the form of anxiety,
nightmares and flashbacks, of the rapes that cedwrhen she was six years old. She articulates
a desire to resolve these symptoms during this wéekensive outpatient therapy.

The client’s husband reports, during the intervithat he is very much committed to
assisting his wife in resolving her issues andimsthope that she will return to him, her children
and their life together.

MEDICAL/PSYCHIATRIC: The client reports that she suffers from back paihsonic

fatigue syndrome and fibromyalgia. She has besatdd for depression and anxiety for several
years by a psychiatrist with Serzone and benzogiaga. She was recently hospitalized for
depression and is being followed by XXX, who hadipigated in this referral. She reports that
she is allergic to Sulfa.

Current Rx:

» Prozac 20 mg/day
» Klonopin 0.5mg BID
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XXX symptoms are summarized in the following list:

PROBLEMS:

A. History of trauma:

» Type | trauma ofape (3x)by uncle at age six, which she reports to haveareded with
horror, terror and helplessness.

* Type | trauma oMmotor vehicle accidenat age 28 while pregnant during which the
victim was killed

» Type Il trauma obevere physical abusécontusions and lacerations) ongoing from
infancy to age 21 by mother. She also reports imiggeerbal and emotional abuse.

» Type Il trauma ofBexual captivityfrom ages 16 to 21 by Sunday school teacher.

B. Intrusive symptoms Recurrent images and thoughts of each of theeabbaumatic
experiences (rape most prevalent), nightmaresysg@gychological and physiological
distress with reminders of the trauma, dissocidtaghbacks.

C. Avoidant symptoms Efforts to avoid thinking about the trauma, @amce of activities
which remind her of the rape, diminished interagparticipating in significant activities,
Alexithymia, significant amnesia for events asstadavith trauma, feelings of detachment
and estrangement from others, restricted rangfexfta

D. Arousal symptoms Severe insomnia/sleep disturbances, frequetahbiiity with
dissociative rage experiences, extreme exaggestdete response, marked increase in
anxiety and sadness with reminders of the affgpgehvigiliance, physiological reactivity
upon exposure to events which symbolize or resemdal@buse experiences.

E. Depressive Symptoms:anhedoniadepressed mood most every day, diminished libido,
identity disturbance/ distortion, anhedonia, arergrying spells, diminished concentration,
inappropriate guilt/shame.

F. Dissociative Symptoms:Depersonalization, derealization, dissociativehtegks,
retrograde and anteriograde amnesia, time loss,

G. Other Symptoms: Ego-dystonic involvement with self-destructive tedaship,
somatization including shakiness and tremors, mictiythology, marital difficulties, extreme
performance standards, and self-critical cognisityde.

FINDINGS:
Baseline values:

* Clinician Administered PTSD Scale (CAPS) 29 (intrusive - severe) 40 (avoidance -
severe) 132 (arousal - extreme) $01 total (severe clinical). Meets clinical significance fo
every symptom of PTSD

» Dissociative Experiences Scale (DES) 35.4(significant dissociative phenomena)

» Dissociate Regression Scale (DRS}O (significant dissociative regression)

* Symptom Checklist 45 (SCL-45) 80 (moderate general psychiatric
symptoms/somatization)
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* Trauma Recovery Scale (TRS¥ 38 (minimal recovery/stabilization from PTSD
symptoms)

* Impact of Events Scale (IESF 52 (Rape - extreme intrusion & avoidance)

* TAS =83 (extreme alexithymia)

 BDC =45 (Moderate depression)

INSTRUMENT | Pre-Referral  Baseline | Posttreatment Follow-up
(CAPS) - Total NA 101
(CAPS) - Intrusion NA| 29
(CAPS) — Avoidance NA A(
(CAPS) — Arousal NA 37
DES 33 35.4
DRS 40 40
SCL-45 89 80
TRS 25 38
IES NA 52
TAS 80 83
BCD NA 45

Mental Status: XXX is casually dressed, well groomed, of sns#diture and appears her stated
age with a presentation of attentive alertneshe éxhibits good eye contact, amiable facial
expressions, with a friendly and cooperative deroedhe is alert and oriented (x4), perceptive
and has extremely good verbal communication skilsr outlook is guarded with significant
belief in future difficulties. Her affect is, mudi the time, inappropriately bright to contentgsh
is tearful at times) and labile; her mood is angsiand depressed. She has a good attention span
and exhibits no episodes of intra-session amnesieointent during assessment. She reports
memory disturbances in the form of retrograde artdraograde amnesia, as well as minimal
present loss of time. Her speech (English) isqureed but clear and articulate (Spanish is her
native language), coherent with a wealth of condéewt appropriate to content. She denies
suicidal ideation but indicates a mild preoccupatioth thoughts of death. She denies
homicidal ideation or intent. She denies auditmyg/or visual hallucinations and delusions. She
does, however, report episodes of depersonalizatepersonalization and dissociative
flashbacks and rages. She also reports ego-dysibe&ssions/compulsions in the form of
continued involvement with her extramarital aff&@he reports very mild alcohol usage and
denies any further substance abuse. She hasaakagste fund of knowledge and is of

extremely high intelligence with good judgment. rlfesight is excellent, as is her motivation

for treatment. Prognosis is hopeful.
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ASSESSMENT:

Diagnosis

AXxis I: 309.81 Posttraumatic Stress Disorder

Chronic, with delayed onset
296.22 Major Depressive Disorder,
Recurrent, moderate
300.15 Dissociative Disorder NOS
V61.9 Partner Relational Problem
V61.21 Physical & Sexual Abuseduring
Childhood
313.82 Identity Problem (ego-dystonic homosexuality)

Axis Il: 799.9 Diagnosis Deferred on Axis Il
R/O Borderline Personality Disorder; R/O
Dependent Personality Disorder

Axis Ill: Back Pain

Chronic Fatigue Syndrome
Fybromialgia

Axis IV: History of Type | & Type Il trauma

Problems with primary support group
(family, significant others, church)
Problems related to social environment
(triangled relationship with significant others)

Axis V: GAF (current):’52, (highest in past year5

Criteria for stabilization:

Self-reported ability to implement self-regulatistnategies which allow client to
continue functioning and remain in control immeeiatfollowing intrusive imagery,
thoughts and affect (grounding and containment).

Self-reported mastery of affective regulation ardative arousal reduction
strategies.

Establish self-reported environmental, interpersand intrapersonal safety
sufficient to begin trauma resolution phase ofttresnt.

Development and practice of daily self-care ag@sgitvhich maintain stability in
adult functioning.

Criteria for recovery :

Client resolves ambivalence regarding decision

Problems B, C, D, E, F & G resolved

IES< 25; TRS > 75; CAPS < 30; TAS < 45; SCL-45 <B&S < 10
Resolution of trauma memories AEB no intrusive ieg¢houghts
Resolution of victim mythology and self-critical grative style.
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VVVVVVVVVVYVVVY

CLIENT STRENGTHS/RESOURCES
“Loving”
"Strongwill”
“Hard worker”
“Organized”
“Good humor”
Verbal abilities
Support system (husband & family)
Financial management
Extreme intelligence
Integrity
Musical abilities
Strong spiritual/religious beliefs;
Compassionate
Financial stability

EXPECTATIONS FROM TREATMENT

1
2.

ogh®

. “To make a decision [husband and family vs. parainat brings peace”

“To resolve the issues with my mother so that lemeagain hurt my children or
respond to them in a rage”

“Removal of some hurt [from past traumatic events]”

Resolve the psychological effects of the rapesrinyaiat six years old.
Resolve “edginess”

“Being able to reconnect with and feel a part of fiaayily”

TREATMENT PLAN:
Assessment/Evaluatior{(4- 6 hours)

>
>
>

Y VVY

Introduction to treatment/Informed consent
Structured Clinical Interview
Psychotraumatology Evaluation
- Presenting Problem
- History and Progression of Symptoms
- Symptom Inventory/Assessment Battery/Baseline Data
- Clinician Administered Posttraumatic Stress Scale
- Dissociative Experiences Scale
- Dissociative Regression Scale
- Symptom Check List-45
- Trauma Recovery Scale
- Toronto Alexithymia Scale
- Beck Depression Inventory
Impact of Events Scale
Medlcal History (including current Rx)
Trauma History
Family History
Expectations from Treatment
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Resources Inventory

Mental Status Exam

Criteria for Stabilization
Criteria for Recovery
Treatment Plan (preliminary)
Treatment Contract

YVVYVYYV

Safety & Stabilization (2-4 hours)
If Dissociative Regression present, then Anti-Rsgji@n Protocol (6-10 hours)
If no Dissociative Regression, then continue wiglolw (2-6 hours)
Flashback Journal
Grounding & Containment Strategies
Arousal Reduction/Self-soothing skills
Expression Strategies
Continue with this phase until Criteria for Stakdiion is achieved

Trauma Resolution - for Type | Trauma (non-abreactive) [4 — 8 hours]

» Time-Limited Trauma Therapy/Trauma Recovery IngtitMethod (Tinnin, 1994,

1998)

- Video-assisted Verbal Anamnesis (1.5 — 3 hourg) er¢ate trauma narrative

- Recursive Review (1.5 — 3 hours) — integration enetiabolization

- Non-verbal anamnesis/Trauma Art (2 — 3 hours) eluti®n of intrusive imagery

- Video-dialogue (2 — 4 sessions; 1.5 — 2 hours eatb)esolve peri- and post-
traumatic dissociation.

» Eye-Movement Desensitization & Reprocessing (widséurce Installment) (2 — 4
sessions; 1.5 — 2 hours each) — to resolve andictste posttraumatic cognitive
distortions

» Focal and Dynamic Psychotherapy — (1 — 4 sessioBd)ours each) — to resolve
traumatic grief, victim mythology, and to facilieate-engagement.

» Re-evaluation. Upon resolution of intrusive symnmpsoand significant amelioration
of avoidance (depressive) and arousal symptomsenw®Phase V. If insufficient
symptom relief, treatment plan renegotiated witkgdlale inclusion of other trauma
resolution strategy (i.e., Traumatic Incident Redur; Neuro-linguistic
Programming/Visual-Kinesthetic Dissociation, Dir@tterapeutic
Exposure/Cognitive-Behavioral Therapy)

Trauma Resolution—for Type Il Trauma fnild to moderate abreactiye [8-
15 hours]

» All above with on-going psychodynamic/hypnotherapepsychotherapy (2 — 10
sessions; 1.5 hours each)

» Re-evaluation. Upon resolution of intrusive symnmpsoand significant amelioration
of avoidance (depressive) and arousal symptomsenwhase IV. If insufficient
symptom relief, treatment plan renegotiated withsplale inclusion of other trauma
resolution strategy (i.e., Traumatic Incident Redur; Neuro-linguistic
Programming/Visual-Kinesthetic Dissociation, Dir@tterapeutic
Exposure/Cognitive-Behavioral Therapy)
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Reconnection [4-6 hours]

» Video-assisted Mission Statement Exercise (1.51e18S)
» Conjoint marital therapy (2 hours)
» Focal Psychotherapy (if needed) — Present/futuentad (1-4 sessions; 1.5 hours
each)
» Follow-up Planning/Exit Interview/Outcome Data (+3 hours)
client date
J. Eric Gentry, PhD, LMHC date
Therapist
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Tri-Phasic Model

Judith Herman, M.D.

Judith Herman is a psychiatrist in the Boston afee has worked extensively with
Bessel van der Kolk and is the author of two boélksher Daughter Incegt1981) andlrauma
and Recovery (1992and numerous articles on the enduring effectadrdc traumalrauma
and Recoverys considered a seminal work on the history aedttment of chronic Type Il
trauma.

Herman conceives trauma recovery to proceed ire thiages:

Safety
The central task of recovery is safety. Victimgbfonic trauma are betrayed not only by

their loved ones but by their own bodies. Their piams become sources of triggers that cause
re-traumatization. The clinician’s primary goatashelp the client regain internal and external
control. This is accomplished through careful dzgjs and education. If flashbacks are the
chief symptom, the clinician helps the client tarleskills to reduce their frequency and
duration. Similarly, if the client is living in ambusive environment, the therapist discusses with
her alternatives, including the availability of #kes for battered women and other abuse
victims. The overriding goal is to enable the diemmake a gradual shift from “unpredictable
danger to reliable safety’(p. 155) both in theivieonments and within themselves.
Accomplishing this goal may take as long as ninatins

Mourning and Remembrance

In the second phase of recovery the client recoasther story in minute detail. Because
of the nature of traumatic memories, this procesatiely linear. Bits and pieces of the story
emerge and can be told. The objective is to creagace in which the client can relive and begin
to make sense of the devastating experiences dvatdhaped her life. The clinician’s role is
“bear witness” to the client’s experiences, angtr find the fortitude to heal.

A number of brief treatments can be used to entilelelient to describe traumatic
events. These include EMDR, time-limited traumadpg, and traumatic incident reduction.
When the client is not able to process the evesrtsally, art and music therapy are useful.

Reconnection

The final stage of recovery involves redefining sgléin the context of meaningful
relationships. Trauma survivors gain closure oir #égperiences when they are able to see the
things that happendd themwith the knowledge that these events do not determhothey
are. Trauma survivors are liberated by the convictluat, regardless what else happens to them,
they always havethemselvesVost survivors also are sustained by an abidaith in a higher
power that they believe delivered them from oppvesterror. In many instances survivors find
a “mission” through which they can continue to hesadl to grow. They often end up helping
others with similar histories of abuse and negl8atcessful resolution of the effects of trauma
is a powerful testament to the indomitability o thuman spirit.
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For the purposes of this course, we will focusattention upon the first two of these
three phases with a concentrated effort towardihglparticipants develop adequate safety with
and for their clients.

|. Safety

In 1996, while completing a fellowship in psyclatmatology at West Virginia
University in Morgantown, WV, | wrote an article developing and maintaining safety with
trauma survivors which was later published as @t@ianDeath and TrauméFigley, 1997). In
this chapter, which provides a protocol for assggand developing stabilization, | attempt to
define and operationailze the concept of “safetyd ithree levels, relative to the treatment of
trauma survivors. These three levels of safetyaar®llows:

l. Resolution if impending environmental (ambient, inerpersonal and
intrapersonal) physical danger
I. Removal from “war zone” (e.g., domestic violencembat, abuse)

ii. Behavioral interventions to provide maximum safety;
iii. Address and resolve self-harm.

Il. Amelioration of self-destructive thoughts & behavios (i.e.,
suicidal/homicidal ideation/behavior, eating disens] persecutory alters/ego-
states, addictions, trauma-bonding, risk-takingavésrs, isolation)

Il Restructuring victim mythology into a proactive suwivor identity by
development and habituation of life-affirming se#re skills (i.e., daily
routines, relaxation skills, grounding/containmskitls, assertiveness, secure
provision of basic needs, self-parenting)

One of the most difficult questions that a cliniciaust answer for him/
herself is: What is the adequate level of safety/stability asagy to transition to Phase II
(Trauma Resolution) of treatment®e are taught from the first days of our clinicaliting to
“above all do no harnp¢imum non nocer¢) which makes it logical to assume that the more
safety and stability that we, as clinicians, cdedafin the lives of our clients, the better foeith
treatment — right? The answer to this questiandsuble-edged sword. For example, early in
my career as a trauma therapist | spent many thérayrs working with clients to establish
safety and stability that, when | now look backee clearly that it was my own anxiety about
approaching the traumatic material. And, uponherrtinspection, | can see homy anxiety
actually escalated the crises of my clients. & eommonly held hypothesis among trauma
therapists that the most important ingredient feative establishment of stabilization and even
treatment outcomes is the confidence and competdrtbe clinician. This has been the reason
for the sequencing of material for this courseyolil will remember the first section of T-105, it
deals with self-of-the-therapist issues and thenteaance of a non-anxious presence. This non-
anxious presence along with an unwavering optini@mnthe client’s prognosis is probably the
most powerful intervention that you can provide éoavthe development of stabilization for your
clients. Secondly, you will find that destabilimat and the lack of safety is very often behaviors
and thoughts of the client in response to the badrbhant of intrusive symptoms (nightmares,
flashbacks, psychological and physiological reatgfivn their lives. A protracted period of
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attempting to over-develop safety for these cliesmtsot helpful — what is needed is an approach
which develops the minimum (“good enough”) levekafety and stabilization and then
addresses and resolves the intrusive symptomsribgtizang the traumatic experience. This is
often counter-intuitive and almost always anxietyducing for the clinician. However, the

client will be much better equipped to change lesAelf-destructive patterns (e.g., addictions,
eating disorders, abusive relationships) with tiieusive symptoms resolved, having much more
of their faculties available for intervention orethown behalf.

So again, what is the minimal standard of safieiyessary to begin Phase II of
treatment? While this question has not even bddreased in the literature, much less resolved,
I will propose the following criteria:

1. Level One Resolution if impending environmental (ambient, inerpersonal and
intrapersonal) physical danger]of safety, discussed above, must be achieved.
Traumatic memories will not resolve if the cliestimactive danger and the clinician
must use cognitive and especially behavioral treatsto assist the client is
removing him/herself from harm’s way. (Note: $Aen Safe vs. Feel Safe”
discussion below)

2. Ability to distinguish between “Am Safe” and “Feel Safe.” Many trauma
survivors feel as if danger lurks around every egravery next minute. In fact, the
symptom cluster of “Arousal” is mostly about thisgmomenon. It is important for
the clinician to confront this distortion and hée client to distinguish, objectively,
between “outside danger” and “inside danger.” (@etslanger, or a “real”
environmental threat, must be met with behaviorarventions designed to help the
survivor remove or protect her/himself from thisidar. Inside danger, or the fear
resultant from intrusive symptoms of past traumekiperiences, must be met with
interventions designed to lower arousal and devalegreness and insight into the
source (memory) of the fear.

3. Development of a battery of self-soothing, groundiy, containment and
expression strategies AND the ability to utilize tam for self-rescue from
intrusions. These techniques should be taught during the sagyions prior to
beginning Phase Il of treatment. At a minimumermds should be taught the
following skills:

a. 3-2-1 Sensory grounding technique

b. Visualization of a “safe-place”

c. Progressive relaxation (and/or other anxiety-redackills)

d. Development of self-soothing discipline (e.g., wogkout, music, art,
gardening, etc)

e. Containment strategy(ies)

f. Expression Strategy (ies)

4. Ability to demonstrate self-rescue.lt is useful to ask the client to begin to narrate
his/her traumatic experience(s) and when s/he Bdgiexperience intensifying affect
the clinician should challenge him/her to implemitrat skills above to demonstrate
the ability to self-rescue from a full-blown flasidk. This successful experience can
then be utilized later in treatment to empowerdinent to extricate him/herself from
overwhelming traumatic memories. It also is aaew®nt to the client now being
empowered witlthoiceto continue treatment and confront trauma memoridse
metaphor of teaching a novice sailor the procedofsgiling mechanics prior to
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casting off so that s/he can assist with the mamageé of the boat, instead of
becoming a liability during rough seas, is a usedal for explaining this important
skill.

5. Contract with client to address traumatic material. The final important ingredient
of the Safety Phase of treatment is negotiatingtmract with the client to move
forward to Phase Il (Trauma Resolution) with therd. Remember from previous
work the importance of mutual goals in the creatiad maintenance of the
therapeutic alliance—It is important for the climic to harness the power of the
client’s willful intention to resolve the trauma meries before moving forward. An
acknowledgment of the client’s successful compietibthe Safety Phase of
treatment coupled with an empowering statemenbsitpe prognosis will most
likely be helpful here (i.e.,I'have watched you develop some very good skikeep
yourself safe and stable in the face of these hl@nemories. Judging from how
well you have done this, | expect the same kirdiotess as we begin to work toward
resolving these traumatic memories. What do y@d mefore we begin to resolve
these memories?”).

In your Psychotraumatology Evaluation with youenl, you developed some objective
criteria for stabilization (see previous sectioit)is important to review these criteria before
moving forward. Itis a good idea to administeotiier set of assessment instruments (e.g.,
TRS, DES, DRS, SCL-45, IES) and discuss the resulbsthe client. It is not necessary that
the client meet all the objective criteria beforeving to Phase Il, however, the clinician
should be able to interpret these shortcomingsdore that there is no danger in moving
ahead with treatment. Some “red flags” which s@lért the clinician that movement
forward may be premature are as follows:

= TRS<50

= SCL-45>100

» DRS > DES(with both scores > 20 and the difference betweéq)
If any of these scores are present then it coudtate that (a) the client needs more work
toward the development of stabilization skills amndb) the client is experiencing a
dissociative regression.
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Managing Dissociative Regression
(adapted from Tinnin, 1995)

What is dissociative regression?This phenomenon has been described by Tinnin (1&98)e
condition that ensues when the ego (or left brigigpnstantly being bombarded and
overwhelmed by intrusive symptoms (i.e., flashbaelkiect, abreactions, pain). Autonomous
executive ego functions, such as time, volitioenitity and affect regulation begin to deteriorate,
or regress.

What are sign/symptoms of a dissociative regressiBnWhen the scores of the DRS are
significantly higher than the scores on the DESyben the DRS score is over 50, you should be
alerted to the possibility of dissociative regressi Also, the following can indicate the presence
of regression:

» Suicidal criseshat dominate the focus of therapy and invokeuediy the therapist.

» Escalating abreactiornibat involve uncontrolled, recurrent dissociatitetass and
switching to alter personalities. This is a repdaeenactment, or reliving, of past
traumas. It generates high arousal in the bodysiplogy and may be complicated by
addiction to endogenous opiates secreted by thie. bfdis may require an intervention
designed for addictive conditions.

» Regressive dependentwolves “ego regression”, or loss of self-reguatof basic ego
functions (Tinnin, 1990). It is manifested as #iudiion ofidentitywith a weak sense of
self-constancy. The patienwslition is also weakened with a turning to wish fulfillnien
instead of willed action. The patient’'s senséimokis diffused and may affect the
subjective time of day, sense of duration, and sege of events. The patienlbedy
imagemay be affected with the loss of a feeling of oxghég and constancy of the body.
The person’seality perceptiorand capacity foverbal symbolizatiofalexithymia) may
be weakened. Finally, the patient’'s capacity tmage affect is diminished.

What should I do if my client exhibits dissociativeregression? Stop all trauma work
immediately. The client cannot process traumattemally effectively while experiencing a
dissociative regression and such work may causkeeiuharm to the already weakened ego.
The following represents an effective treatmenhta dealing with dissociative regression:
Prohibitions

* No alcohol or sedatives or stimulants

* No rumination

* No naps

Stimulus Batrrier
* Medication (short-term neuroleptic or anticonvulgan
* Interpersonal stimulation but avoiding over-stintida
* Avoid rumination by motor activity (aerobic)

Reduce Ambiguity
* Adopt a benign, authoritative manner with formatizele boundaries and careful,
concrete communication, avoiding metaphor.
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Auxiliary Ego Function
* “Therapeutic assistants” are enlisted from fanfilignds and significant others to
perform specific tasks, for example, in keepingpghgent on schedule
completing therapeutic chores;
» Specific and prescribed — no “over helping”

Support Autonomous Ego Functions
» Daily schedule for sleep, meals and activities (qdtr) and hold patient to
schedule;
» patient keeps log of meals, sleep, activitieshtie@ek journal;
» video-taping of sessions to foster identity;
» use of time-line narrative and graphic time-linddster identity
» scrapbook or bulletin board
» autobiography

Grounding and Containment Skills
« For use with addictive reenactments and flashbacks.

How long will this take? If the client is cooperative with the treatmenkiadescribed above,
most dissociative regressions abate within twaedhveeks. If it continues longer, consult
psychiatrist/hospital.
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Grounding & Containment

I.  Overview of Safety
A. Inside or Outside
1. Safety Reconnaissance
a. Tx Planning
2. "Am safe” vs. “feel safe”
B. A word about “Balanced Living/Systems Mgament”
II. Inside/Intrapersonal Management of Traumatic Stress
A. Triggers
1. What are “triggers”
2. Three Phases
a. (1)Environmental Stimuli
b. (2) Emergent Memory + Arousal
c. (3) Emotional Aftermath

B. Groundingif vivoASAP)
1. 3-2-1 Sensory Grounding
2. Relaxation Strategies
Progressive
Autogenics
Biofeedback
Diaphragmatic (Belly) Breathing
Tubes-in-legs Breathing
Stress Inoculation (Michenbaum, 1989)
Postural Grounding
Transitional Object
NLP Anchoring Techniques
Internal Safe Place
Mindfulness
Affirmations/Slogans (AA/NA)
9. Eye Movement
a. For acute dissociative flashbacks
10. Sensory Experiences (food, drink, smells, ba#),
11. Rubber Band
12. Grounding Tape
13. Post-It Notes
14. Spiral Technique
15. Light Steam
16. Journaling
17.Visualization
a. Stop Sign
b. “What appears to be a cave is, in truth, a tunnel”
18. Reading aloud
19. Serenity Prayer

~Pp oo
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C. Containment
1. Of What?

a. Triggers/Flashbacks

b. Suicidal Ideation/Behavior

c. SIB

d. Switching

e. Intense Emotions

f. Alters (word of caution)

2. Internal Vault/Box

3. “What do you want that you are afraid that you wa®t?”

4. Internal Safe Place (with safe objects for sleep)

5. Dissociative Table Technique (Fraser, 1992)

6. Art Therapy with triggers

7. Cigar Box/Envelope w/ staples

8. Titration: metaphors (Slow Leak - Kluft)

9. Transference/Projective Identification (“Who amght now...how do | want to
hurt you?”)

10. Rituals (Sleep)

11. Containment/Expression Tachometer

/"

Containment Expression

D. Expression

Timed/metered affect modulation
Sounds/primal scream (automobile)
Anxiety to Anger

Tearing Paper

Video-dialogue

Red Marker

Ice

NoghrwbdE
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Flashback Journal

Symptom

Trigger

Memory

SUDs

Self-soothing
Skill(s) used

SUDs
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The Clearness Committee:

An Alternative Method for Group Clinical Supervigio

“Each of us has an inner teacher, a voice of truth, that offers the guidance and
power we need to deal with problems”
- Parker Palmer
The Courage To Teach

The Clearness Committee is drawn from Palmer'971®ook who discovered it from
the Quakers. The Quakers used this techniqueponiembers of their congregation solve their
own problems because they had no clerical leaddns material has been adapted for use in
clinical supervision with a strong argument towabd&eving that it is the development of the
“self-of-the-therapist” that is more important thizwe mastery of technique.

Below are the directions, rules and anecdotethiormplementation of the Clearness
Committee in a group clinical supervisory setting.

1. The focus clinician seeking supervision or presenthe case writes up his/her case and
send this document to the member prior to the mgetihe write up should contain
three foci:

a. Statement of the problem In this first area the clinician will want todas upon
the problems that s/he is having with the case ¥ KDIENT PROBLEMS.

This can range from transference/ countertranséeressues to questioning
appropriate interventions to secondary traumatmagsues to issues of truth vs.
illusion in treatment.

b. Relevant background- In this area, the clinician will want to discysgvious
experiences, both professional and personal, wheséssue has become figural
and caused distress for him.

c. Sought after outcomes The clinician should identify as clearly as possithle
goals for which she is striving. She should be abl“paint a picture” of how she
would like for the situation to resolve.

2. The meeting begins with the facilitator calling otime of centering silence and inviting
the focus clinician to break the silence, when yeadth a brief summary of the issue at
hand. Then the committee members may speak—buytbirey they say is governed
one rule, a simple rule and yet one most peoptedifficult and demandingmembers
are forbidden to speak to the focus clinician ity aray except to ask honest, open
guestions.This mean absolutely no advice, reflections, sugges or interpretations. It
means no “Why don’t you...?” It means no “Therelso@k/therapist/exercise/training
that would help you a lot.” Nothing is allowed eptreal questions, honest and open
guestions, questions that will help the focus persmove the blocks to his or her inner
truth without becoming burdened by the personahdage of the committee members. |
may think that | know the answers to your probleams] on rare occasions | may be
right. Butmyanswer is of absolutely no value to you. The @amgwer that counts is the
one that arises from your own inner truth. Theigigne of the Clearness Committee is
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to give you greater access to that truth—and t@ kiee rest of us from defiling or trying
to define it.

. What is an honest, open question? It is impot@neflect on this, since we are so
skilled at asking questions that are advice oryamain disguise: “Have you ever
thought that it might be your mother’s fault?” Tiest single mark of an honest, open
guestion is that the questioner could not possbljcipate the answer to it: “did you
ever feel like this before?” There are other glindes for good questioning. Ask
guestions aimed at helping the focus person raltizer satisfying your own curiosity.

Ask questions that are brief and to the point nathan larding them background
considerations and rationale—which make the que#titm a speech. Ask questions that
go to the person as well as the problem—for exangplestions about feelings as well as
about facts. Trust your intuition in asking quess, even if your instinct seems off the
wall: “What color is your problem, and what coleitl it be when it is resolved.”

. Normally, the focus person responds to the questisrithey are asked, in the presence of
the group, and those responses generate moregapdrdquestions. Though the
responses should be full, they should not be tgridmg—resist the temptation to tell
your life story in response to every questionis iimportant that there be time for more
and more questions and responses, thus deepepipgatess for everyone. The more a
focus person is willing to answer aloud, the moeganal the person—and the
committee—will have to work with. But this shouldver happen at the expense of the
focus person’s need to protect vulnerable feelorg®aintain privacy. Itis vital that the
focal person assume total power to set the linfitb@process. SO everyone must
understand thahe focus person at all times has the right nanewer a question.The
unanswered question is not necessarily lost—indéeathy be the question that is so
important that it keeps working on the focus pereng after the committee has ended.

. The Clearness Committee must not become a griliirgoss-examination. The pace of
the questioning is crucial—it should be relaxedtgeand humane. A machine-volley of
guestions makes reflection impossible and leave$atus person attacked rather than
evoked. Do not be afraid of silence in the groupssttand treasure it. If silence falls, it
does not mean that nothing is happening or thaprtheess has broken down. It may
well mean that the most important thing of all &ppening: new insights are emerging
from within people, from their deepest source dfigace.

. From the beginning to the end of the Clearness Cite®nit is important that everyone
work hard to remaitotally attentiveto the focal person and his or her needs. Thanse
suspending the normal rules of social gathering-ehitchat, no responding to other
people’s questions or the focal person’s answergking to break the tension, no noisy
and nervous laughter. We are simply to surroueddhus person with quiet, loving
space, resisting even the temptation to comforéassure or encourage this person, but
simply being present with our attention, our questiand our care. If a committee
member damages this ambiance with advice, leadiegtmpns, or rapid-fire inquisition,
other members (including the focus person) shaendmd the offender of the rules—and
the offender is not at liberty to mount a defensargue the point. The Clearness
Committee is for the sake of the focus person,thadest of us need to tell our egos to
recede.

. The Clearness Committee should run for the fuletetiotted for each focal person.
Don't end early fearing that the group has “run @uguestions”—patient waiting will be
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rewarded with deeper questions than have yet bdeda About ten minutes before the
end of the meeting, the facilitator should askftais person if s/lhe wants to suspend the
“questions only” rule and invite members to mirback what they have heard the focus
person saying. If the focus person says no, tlestequns continue, but if s/he says yes,
mirroring can begin with more questions. Mirroridhges not provide an excuse to give
advice or “fix” the person—that sort of invasiveses still prohibited. Mirroring simply
means reflecting the focus person’s own languaget-bady language—to see if s/he
recognized the image. With each mirroring the $opgarson should have the opportunity
to say, “Yes, that's me” or “No, that's not.” Ihé final five minutes, the facilitator
should invite the participants to celebrate anarafthe focus person and his/her
strengths. This is an important time, since tloeifoperson has just spent a long time
being vulnerable. And there is much to celebratein the course of the Clearness
Committee, people reveal gifts and graces thatadbarize human beings at their deepest
and best.

. Remember, the Clearness Committee is not interaddtkt the focus person, so there
should be no sense of letdown if the focus persms thot have his or her problem
“solved” when the process end&.good clearness process does not eldkeeps

working in the focus person long after the meetingver. The rest of us need simply to
keep holding that person in the light, trustingwisdom of his or her inner teacher.

. The processing of the Clearness Committee is indige to the meeting and members
should not confront the focus person once the mgédiover. What is said in the
Clearness Committee stays in the Clearness Conemitte

10.In the rare instance where there are ethical anega issues, the Clearness Committee

will continue working with the focus person anavitl become the responsibility of the
facilitator to discuss this issue with the focusspa immediately following the meeting.
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