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CHAPTER 1

Introduction

Edna B. Foa, Terence M. Keane, Matthew J. Friedman,
and Judith A. Cohen

The revised treatment guidelines presented in this book were developed
under the auspices of the Posttraumatic Stress Disorder (PTSD) Treatment
Guidelines Task Force established by the Board of Directors of the Interna-
tional Society for Traumatic Stress Studies (ISTSS) in 2005. The goal was to
update the first set of treatment guidelines published in 2000. As was the case
in the first set of guidelines, the revised guidelines are based on an extensive
review of the clinical and research literature prepared by experts in each field.
The book comprises two major parts. The first comprises position papers that
describe the salient literature; the second, the much briefer treatment guide-
lines themselves. These guidelines are intended to inform the clinician on
what experts have determined to be the best practices in the treatment of
individuals with a diagnosis of PTSD. PTSD is a serious psychological condi-
tion that occurs following exposure to a traumatic event. The symptoms that
characterize PTSD are reliving the traumatic event or frightening elements of
it; avoiding thoughts, memories, people, and places associated with the event;
emotional numbing; and elevated arousal. Often accompanied by other psy-
chological disorders, PTSD is a complex condition that can be associated with
significant morbidity, disability, and impairment of life functions.

In the development of these practice guidelines, the Task Force acknowl-
edged that traumatic experiences in some individuals can lead to the devel-
opment of several different disorders, including major depression; specific
phobias; disorders of extreme stress not otherwise specified (DESNOS); and
personality disorders (e.g., borderline personality disorder and panic disor-
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2 Introduction

der), other individuals are resilient and recover after experiencing trauma.
Yet the focus of these guidelines is specifically on the treatment of PTSD and
its symptoms as defined in the text revision of the fourth edition of the Diag-
nostic and Statistical Manual of Mental Disorders (DSM-IV-TR; American Psychi-
atric Association, 2000).

It is also recognized that the PTSD diagnostic framework is inherently
limiting, and these limitations may be particularly salient for survivors of early
childhood sexual and physical abuse or domestic violence. Individuals with
these histories display a wide range of relational and interpersonal problems
that contribute to distressed lives and disability. Yet relatively little is known
about the successful treatment of patients with these trauma histories. There
is a growing clinical consensus, with a degree of empirical support, that some
patients with these histories require multimodal interventions, applied con-
sistently over a longer time period.

The Task Force also recognized that PTSD is often accompanied by other
psychological conditions, and that such comorbidity requires clinical sensitiv-
ity, attention, and evaluation at the point of diagnosis and throughout the
process of treatment. Disorders of particular concern are substance abuse
and major depression, the most frequently co-occurring conditions. In recog-
nition of the common comorbidity of PTSD with other disorders, the revised
version includes a new chapter that focuses specifically on the treatment of
PTSD in the presence of comorbid psychiatric conditions.

These guidelines are intended to assist clinicians who provide treat-
ment for adults, adolescents, and children with PTSD. Because clinicians
with diverse professional backgrounds provide mental health treatment for
PTSD, the guidelines were developed with interdisciplinary input. Psycholo-
gists, psychiatrists, social workers, creative arts therapists, marital therapists,
and others actively contributed to, and participated in, the developmental
process. Accordingly, the guidelines are suitable for the diversity of clinicians
who treat PTSD.

The original Task Force explicitly excluded from consideration individu-
als who are currently living in violent or abusive relationships because their
treatment, and the related forensic and ethical issues that arise, differ funda-
mentally from those individuals whose traumatic events are over. Individuals
in the midst of a traumatic situation require special considerations from the
clinician. However, the revised guidelines recognize that children in particu-
lar may be living in ongoing traumatic circumstances, such as violent neigh-
borhoods or homes in which domestic violence is occurring intermittently, if
not repeatedly; testing of treatment modalities for these populations are also
expressly noted in the literature review. In recognition of the real-life circum-
stances of many individuals treated by clinicians reading these guidelines,
these treatments are also included.

Little is known about the treatment of PTSD in nonindustrialized coun-
tries. Research and scholarly treatises on the topic come largely from the
Western industrialized nations. The Task Force acknowledges this cultural
limitation explicitly. There is growing recognition that PTSD is a universal
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response to exposure to traumatic events observed in many different cultures
and societies. Yet there is a need for systematic research to determine the
extent to which the treatments, both psychological and psychopharmacologi-
cal, that have proven efficacy in Western societies are indeed effective in non-
Western cultures. When available, the revised guidelines include enhanced
cultural considerations and adaptations of Western treatments for additional
cultural groups.

Finally, clinicians following these guidelines should not limit themselves
only to these approaches and techniques. All current treatments have limi-
tations; either not all patients respond to them, patients drop out of treat-
ment, or, for various reasons, therapists are not comfortable using a par-
ticular intervention. To promote the development of improved treatments,
creative integration of new approaches driven by sound theoretical principles
is most welcome in the field. Promoting new treatments ultimately enhances
and optimizes treatment outcome, thus contributing to optimal public health
across national boundaries.

The Process of Developing the Guidelines

The process of developing these guidelines was as follows. A decision was
made by the original Task Force co-chairs to expand the Task Force to
include a greater emphasis on children and adolescents for the revised edi-
tion. This decision was based on both the growing empirical literature about
effective treatments for children and increasing information about the criti-
cal risk that childhood trauma contributes to the later development of PTSD
in diverse groups of trauma-exposed individuals, including combat veterans.
The co-chairs identified an additional co-chair with child and adolescent
expertise, and these co-chairs then assembled a new Task Force by identify-
ing experts in the major fields of therapy and treatment modalities currently
used for patients with PTSD. The new Task Force included expanded child
and adolescent experts who wrote summary chapters that generally corre-
sponded with adult therapies. These chapters included early interventions,
cognitive-behavioral therapy (CBT), pharmacotherapy, psychodynamic ther-
apy, school-based treatment, and creative arts therapies. Other chapters that
focused primarily on adults but included information on children are eye
movement desentization and reprocessing (EMDR), group therapy, psycho-
social rehabilitation, hypnosis, couple and family therapy, and treatment of
PTSD with comorbid disorders. Thus, the Task Force addressed treatment
across the developmental spectrum, with experts who represented diverse
clinical approaches, theoretical orientations, schools of therapy, and profes-
sional training. The focus of the guidelines and their format was determined
by the co-chairs based on the previous guidelines and recent developments
in the field.

The Task Force co-chairs commissioned summary papers on the major
treatment areas or modalities from Task Force members. Each paper was to
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be written by a designated member, with assistance from other members or
clinicians of their choosing as deemed necessary by that member. The sum-
mary papers included literature reviews of research and clinical practice.

The literature reviews on each of the topics involved the use of online liter-
ature searches, such as Published International Literature on Traumatic Stress
(PILOTS), MEDLINE, PsycLIT, the National Child Traumatic Stress Network
(NCTSN), and other relevantliterature searches. The resulting papers adhered
to a standard format and were generally restricted in length. Authors reviewed
the literature in their assigned area, presented the clinical findings, reviewed
critically the scientific support for the approach, and presented the papers to
the co-chairs. Completed papers were then distributed to all co-chairs for com-
ments and active discussion. These reviews resulted in further revisions to the
papers, which eventually became the chapters in this book.

Because of concerns voiced by some ISTSS members about this process
with respect to the EMDR chapter, an additional step was taken for that chap-
ter only. Dr. Bonnie Green served as a guest editor, and the position paper
was sent out for blind review. Upon satisfactory completion of this process,
the EMDR chapter was accepted for inclusion in the book (Chapter 11 by
Spates, Koch, Cusack, Pagoto, & Waller).

On the basis of the position papers and careful attention to the litera-
ture review, a draft of the practice guidelines for each treatment approach
was developed. These appear in Part IT of this text. In these guidelines, each
treatment approach or modality was assigned ratings with respect to strength
of evidence regarding its efficacy. These ratings were standardized with a cod-
ing system adapted from the Agency for Health Care Policy and Research
(AHCPR; U.S. Department of Health and Human Services, Public Health
Service), which is now called the Agency for Healthcare Research and Qual-
ity (AHRQ). This rating system, presented below, represents an effort to for-
mulate recommendations for practitioners based on the available scientific
evidence. The guidelines were reviewed by the co-chairs for concurrence and
then presented to the Board of Directors of the ISTSS, and placed on the
ISTSS website for comments from the membership. Feedback obtained from
this iterative process was incorporated into the guidelines. The revised guide-
lines were then deliberated by the ISTSS Board of Directors and approved
after some further revisions.

As with all psychological disorders, limitations exist in the scientific treat-
ment outcome literature for PTSD. Specifically, most studies use inclusion
and exclusion criteria to define participants appropriately; accordingly, each
study may not fully represent the complete spectrum of patients seeking treat-
ment. It is customary, for example, in studies of PTSD treatment to exclude
patients with active substance dependence, acute suicidal ideation, neurop-
sychological deficits, retardation, and/or cardiovascular disease. Therefore,
generalization of the findings, and the resulting guidelines, to these popula-
tions may not extend to patients with these concurrent conditions.
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Clinical Issues

Type of Trauma

Most, but not all, randomized clinical trials (RCTs) with combat (mostly Viet-
nam War) veterans showed less treatment efficacty than RCTs with nonvet-
erans whose PTSD was related to other traumatic experiences (e.g., sexual
assaults, accidents, natural disasters). Therefore, some experts believe that
combat veterans with PTSD are less responsive than survivors of other trau-
mas to treatment. Such a conclusion is premature. For example, recent studies
of Gulf War veterans suggest a link between previous child sexual abuse and
development of combat-related PTSD. The difference between veterans and
other patients with PTSD may be related to the greater severity and chronicity
of veterans’ PTSD rather than to differences inherent to combat traumas. Fur-
thermore, the poor treatment response in veterans may be a sampling artifact
because Vietnam veterans currently receiving treatment at Department of
Veteran Affairs (VA) facilities may constitute a self-selected group of chronic
patients with multiple impairments. Furthermore, clinical trials conducted
in non-VA settings have shown that veterans do at least as well as civilian par-
ticipants. Finally, veterans treated for noncombat traumatic events appear to
respond as well as nonveterans to these same traumatic events. Importantly,
veterans in Israel respond as well to CBT (i.e., prolonged exposure) as do
samples of civilians; in Europe, veterans appear to respond to medication as
well as or better than civilians. In short, there is no conclusive evidence at this
time that PTSD following certain traumas is especially resistant to treatment.
More clinical trials with combat veterans would be important and welcome
additions to this literature.

Much of the child treatment research has been conducted with children
who have experienced sexual abuse, domestic violence, and community vio-
lence (these often co-occur). Although these problems are sometimes asso-
ciated with severe problems, such as DESNOS in adulthood, when treated
in childhood they are responsive to a broad range of trauma-focused treat-
ments, as described in these guidelines. Notably, in studies of adult survi-
vors of sexual assault, those whose PTSD was related to child sexual abuse
responded as well to exposure therapy as those whose PTSD was related to
adult sexual or physical abuse.

Single versus Multiple Traumas

No clinical studies have been designed to address the question of whether
the number of previous traumas predicts treatment response among adult
patients with PTSD. Because most treatment studies have been conducted
with either military veterans or female adult survivors of sexual assault, many
of whom have a history of multiple assaults, it appears that much of the cur-
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rent knowledge about treatment efficacy applies to people who have been
traumatized more than once. It would be of great interest to conduct studies
comparing individuals with single versus multiple traumas to find out whether,
as expected, the former would be more responsive to treatment. Recruitment
for such studies might be very difficult, however, because the research design
would have to control for PTSD severity and chronicity, as well as for comor-
bid diagnoses—each of which may be more predictive of treatment response
than the precise number of traumatic events experienced.

One study of children has evaluated the relative efficacy of two treat-
ments for single versus multiple traumas, and the relative contribution of
coexisting depressive symptoms. This multisite study showed the greater ben-
efit of trauma-focused CBT over child-centered therapy for children who had
experienced multiple traumas, as well as for those with higher initial depres-
sive symptoms. More studies of this type will not only help to explicate supe-
rior treatments but also better match treatments to specific children.

Chronicity of PTSD

There is growing interest in clinical approaches that emphasize prevention,
identification of risk factors, early detection of PTSD, and acute intervention.
This is based on the idea that, as with many medical and mental disorders,
PTSD has a better prognosis if clinical intervention is implemented early. One
study in Israel suggests that early treatment (within the first month) leads
to better outcomes than does treatment provided later. There is abundant
evidence that many people who develop PTSD continue to have the disor-
der indefinitely. Although it is unclear whether chronic PTSD is inherently
(e.g., psychobiologically) different than more acute clinical presentations, it
is generally believed that chronic PTSD is more difficult to treat. However, in
several studies, chronicity was unrelated to treatment outcome. Some patients
with chronic PTSD develop a persistent, incapacitating psychiatric condition
marked by severe and intractible symptoms; marital, social, and vocational
disability; as well as extensive use of psychiatric and community services. Such
patients may benefit more from case management and psychosocial rehabili-
tation than from psychotherapy or pharmacotherapy (see Glynn, Drebing, &
Penk, Chapter 16, this volume).

Gender

Although lifetime prevalence rates of PTSD are twice as high in women as
in men (10.4 vs. 5%) and women are four times more likely to develop PTSD
when exposed to the same trauma, gender differences in response to treat-
ment have not been studied systematically. Therefore, we do not know whether
gender is predictive of treatment outcome. It is important to emphasize this
point because a superficial review of the treatment literature suggests that
women are more responsive than men to treatment. On further inspection,
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however, several differences between treatment studies with men and women
can be noted, making direct comparisons difficult. First, the PTSD studies of
women to date largely involve (childhood or adult) sexual trauma and motor
vehicle accidents (MVAs), whereas studies with men have usually involved war
veterans. Second, in some large, multisite medication trials, men responded
as well as women to treatment. Finally, other factors, such as treatment modal-
ity, PTSD severity/chronicity, or the presence of comorbid disorders, need to
be systematically controlled in future studies before differences in treatment
outcome can be attributed to gender. In short, it is impossible to conclude
that gender is predictive of treatment response at this time.

Age

Two questions are relevant concerning the effects of age on treatment out-
come:

1. Does the age at which the trauma occurred influence response to
treatment?
2. Does the age at which treatment begins affect treatment outcome?

Neither question has been studied systematically; hence, there are no con-
clusive data on either question. Adults and children have responded to some
treatments and not to others. Age of trauma exposure has not predicted treat-
ment outcome in studies published to date.

Children

Perhaps due to the creation of the NCTSN there has been a proliferation of
empirical studies of trauma and PTSD in children since the publication of the
last Guidelines. In addition, children present so many distinct challenges for
assessment and treatment that seven chapters in this volume are devoted to
treatment of children with PTSD. Developmental level is particularly impor-
tant because it may influence the clinical phenomenology of PTSD in chil-
dren, as well as the choice of treatment. In addition, parental factors must be
carefully considered when treating children. Developmental biological fac-
tors may also influence choice of drug, if pharmacotherapy is indicated. In
addition, cognitive-developmental factors may influence the choice of assess-
ment and treatment strategies.

Elder Adults

PTSD may have its onset or reoccurrence at any point in the life cycle. It
may persist for decades and even intensify in old age. Developmental factors
unique to older adults may influence susceptibility to PTSD among older
adults, including a sense of helplessness produced by illness, diminished
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functional capacity and cognitive capacity, or social marginalization. Death
of loved ones can trigger intrusive recollections of traumatic losses, thereby
precipitating a relapse of PT'SD symptoms that may have been in remission for
decades. Retirement and the life review process of old age can also increase
vulnerability to the development of PTSD for the first time, exacerbation
of an existing condition, or relapse. Developmental biological factors may
influence both the choice and recommended dosage of any drug selected for
pharmacotherapy, while cognitive status may influence the approach to both
assessment and psychotherapy for older patients with PTSD. Recent studies
on elders with PTSD suggest that CBT may be helpful with this population.

Factors Affecting Treatment Decisions

At present, few empirical data exist to guide us in the question of how to
decide the course of treatment for PTSD. However, some clinical consider-
ations are discussed below.

Treatment Goals

All treatments presented in these guidelines have proponents who claim that
they are clinically useful for patients with PTSD. The therapeutic goals for
each treatment, however, are not necessarily the same. Some treatments (e.g.,
CBT, pharmacotherapy, and EMDR) target PTSD symptom reduction as the
major clinical outcome by which efficacy should be judged. Other treatments
(e.g., hypnosis, art therapy, and possibly psychodynamic therapy) empha-
size the capacity to enrich the therapeutic process rather than the ability to
improve directly PTSD symptoms. Still other treatments (e.g., psychosocial
rehabilitation) emphasize functional improvement, with or without reduc-
tion of PTSD symptoms. Finally, some interventions (e.g., hospitalization,
substance abuse treatment) focus primarily on severe disruptive behaviors or
comorbid disorders that must be addressed before PTSD treatment per se can
be initiated. More recently, there is an increased awareness among clinical
researchers that the goals of treatment should include reduction of not only
PTSD symptom severity but also associated symptoms, such as depression,
general anxiety, anger, shame, and guilt, as well as improved quality of life.
Ultimately, this recognition will yield a broader range of assessment within
clinical trials and perhaps the development of additional targets for treat-
ment.

Treatment of PTSD

“Successful treatment” of PTSD is the major criterion by which all clinical
practice is evaluated in these guidelines. Our definition for this is based in
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a reduction of symptom frequency, intensity, or severity as a function of the
intervention. Some treatments appear to reduce all clusters of PTSD symp-
toms, whereas others seem to be effective in attenuating one symptom cluster
(e.g., intrusion [Criterion B], avoidant/numbing [Criterion C], or arousal
[Criterion D] symptoms) but not others. In this volume, Weathers, Keane,
and Foa (Chapter 2) and Balaban (Chapter 3) discuss state-of-the-art meth-
ods for assessing and monitoring PTSD symptom severity during treatment
trials for adults and children, respectively. Some experts have challenged the
focus on specific symptoms when evaluating various therapeutic approaches,
arguing that the best gauge of clinical efficacy is the capacity of a given treat-
ment to produce global improvement in PTSD rather than specific symptom
reduction. In these guidelines, however, the major criterion for treatment
efficacy is reduction of PTSD symptoms, although clinical global improve-
ment is indicated when available.

Comorbidity

As do persons with other mental disorders, patients with PTSD usually have
at least one other psychiatric disorder. Indeed, U.S. epidemiological find-
ings indicate that 80% of patients with lifetime PTSD have lifetime depres-
sion, another anxiety disorder, or chemical abuse/dependency. Good clinical
practice dictates that the best treatment is one that might be expected to
ameliorate both PTSD and comorbid symptoms. Therefore, the presence of a
specific comorbid disorder may prompt a clinician to choose one particular
treatment rather than another. In recognition of this principle, the revised
guidelines have added a chapter focused on the treatment of PTSD with
comorbid psychiatric conditions. Again, it must be emphasized, however, that
treatment of PTSD is the major criterion by which all the clinical practices
have been evaluated. It is notable that some treatments aimed at reduction of
PTSD symptoms, such as CBT, were found concomitantly to reduce associated
symptoms, such as depression, general anxiety, guilt, and anger.

Suicidality

Self-destructive and impulsive behaviors, although not part of the core PTSD
symptom complex, are recognized as associated features of this disorder that
may profoundly affect clinical management. Therefore, the routine assess-
ment of all patients presenting with PTSD should include a careful evaluation
of current suicidal ideation and past history of suicidal attempts. Risk factors
for suicide should also be assessed, such as current depression and substance
abuse. If significant suicidality is present, it must be addressed before any
other treatment is initiated. If the patient cannot be safely managed as an
outpatient, hospitalization should be the immediate clinical focus. If suicidal-
ity is secondary to depression and/or substance abuse, clinical attention must
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focus on either or both of these conditions before initiating treatment for
PTSD.

Chemical Abuse/Dependence

Lifetime prevalence rates of alcohol abuse/dependence among men and
women with PTSD are approximately 52 and 28%, respectively, whereas life-
time prevalence rates for drug abuse/dependence are 35 and 27%, respectively.
Such comorbid disorders not only complicate treatment but in some cases
may also exacerbate PTSD itself. In addition, a number of legal substances,
such as nicotine, caffeine, and sympathomimetics (e.g., nasal decongestants)
may interfere with treatment and should therefore be carefully assessed in all
patients with PTSD. In many cases, if significant chemical abuse/dependency
is present, it should be treated until it is under control, and before treat-
ment for PTSD is initiated. As noted by Najavits, Ryngala, Back, and Bolton
(Chapter 21, this volume, regarding comorbid disorders), clinical trials are
underway and researchers have recently examined approaches designed for
concurrent treatment of PTSD and comorbid alcohol/substance misuse. One
of these studies shows that patients with comorbid alcohol dependence and
PTSD show excellent outcome when treated simultaneously for both disorders
by exposure therapy, yielding reductions in both drinking and PTSD symp-
toms. These results suggest that, whenever possible, a concurrent approach
may be better than treating each disorder sequentially.

Concurrent General Medical Conditions

There is mounting evidence that traumatized individuals appear to be at
greater risk of developing medical illnesses. Compared to nontraumatized
individuals, trauma survivors report more medical symptoms, use more medi-
cal services, have more medical illnesses detected during a physical examina-
tion, and display higher mortality. A few studies suggest that such adverse
medical consequences may be mediated by PTSD. This has generated consid-
erable interest in screening primary and specialty medical patients for both
trauma histories and symptoms of PTSD. This work is in its infancy, however,
and there are no studies examining the effects of treatment of PTSD among
medical patients.

Disability and Functional Impairment

People with PTSD differ greatly from one another with respect to symptom
severity, chronicity, complexity, comorbidity, associated symptoms, and func-
tional impairment. These differences may affect both choice of treatment
and clinical goals. For some patients with chronic PTSD, functional improve-
ment may be much more important than reduction of PTSD symptoms. In
others (especially those who have been subjected to protracted child sexual
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abuse or politically motivated torture), clinical interventions often need
to focus primarily on symptoms of dissociation, impulsivity, affect liability,
somatization, interpersonal difficulties, or pathological changes in identity.
Therefore, although the major emphasis in these guidelines is on reduction
of core PTSD symptoms, clinicians may find that functional improvement is
the most important or appropriate clinical priority for some patients.

Indications for Hospitalization

Inpatient treatment should be considered when the individual is in imminent
danger of harming self or others, has experienced functional or psychologi-
cal destabilization, exhibits a significant loss of functioning, is in the throes
of major psychosocial stressors, and/or is in need of specialized observation/
evaluation in a secure environment. The general recommendation is that such
a hospitalization must occur in collaboration with outpatient providers and
be integrated into the overall long-term treatment plan that has been devel-
oped. We have not included a separate chapter on inpatient treatment, as we
did in the first edition, because many different types of treatment reviewed in
these chapters may be provided during hospitalization.

What Treatments Are Included in the Guidelines?

For more than 100 years, the treatment for trauma-related disturbances has
appeared in professional literature. This rich literature has provided us with
much clinical wisdom. In the last two decades, researchers have studied sev-
eral treatments for PTSD studied using experimental and statistical meth-
ods. Thus, at the present time, we have both clinical and scientific knowl-
edge about what treatment modalities may help patients with posttrauma
problems. Accordingly, the guidelines contain a variety of psychotherapies
and pharmacotherapies developed for trauma survivors. The scientific and
clinical evidence for the efficacy of these therapies in reducing PTSD and
related symptoms varies greatly. In this volume we have decided to present
the various treatments that are being applied to PTSD rather than focus-
ing only on evidence-based treatments, which at this point comprise exclu-
sively psychopharmacological and direct therapeutic methods (i.e., CBT and
EMDR).

Clinical Research Issues

What Are Well-Controlled Studies?

The use of rigorous scientific methods in PTSD clinical trials has increased
dramatically in the last 25 years of clinical research. Well-controlled studies
should have the following features:
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1. Clearly defined target symptoms. Merely experiencing a trauma in and of
itself is not an indication for treatment. Significant trauma-related symptoms,
such as PTSD or depression, should be present to justify treatment. Whatever
the target symptom or syndrome, it should be defined clearly, so that appro-
priate measures can be employed to assess improvement. Ascertaining the
diagnosis is important, as is specification of a precise threshold for symptom
severity as an inclusion criterion for entering treatment (see Weathers et al.,
Chapter 2, and Balaban, Chapter 3, this volume).

Clear articulation of inclusion and exclusion criteria is a key feature of
scientific rigor. Delineation of inclusion—exclusion criteria can assist both in
examining predictors of outcome and in evaluating the efficacy of the treat-
ment and its generalizability beyond the studied sample. A treatment that is
effective regardless of sample differences is a more robust and more useful
treatment.

2. Reliable and valid measures. Once target symptoms have been identified
and the population defined, measures with good psychometric properties
should be employed (see earlier discussion on measures). For studies target-
ing a particular diagnosis, assessment should include instruments designed
to yield diagnoses and symptom severity. Measures must be developmentally
appropriate for young children because current DSM-IV-TR criteria do not
adequately capture how PTSD symptoms are developmentally manifested.

3. Use of blind evaluators. Early studies of treatment of traumatized indi-
viduals relied primarily on therapist and patient reports to evaluate treatment
efficacy, and introduced expectancy and demand biases into the evaluation.
The use of blind evaluators is a current requirement for a credible treatment
outcome study. Two procedures are involved in keeping an evaluator blind.
First, the evaluator should not be the same person conducting the treatment.
Second, patients should be trained not to reveal their treatment condition
during the evaluation, so as not to bias the blind evaluator’s ratings.

4. Assessor training. The reliability and validity of an assessment depends
largely on the skill of the evaluator; thus, training of assessors is critical, and
a minimum criterion should be specified. This includes demonstrating inter-
rater reliability and calibrating assessment procedures over the course of the
study to prevent evaluator drift.

5. Manualized, replicable, specific treatment programs. It is also important
that the chosen treatment is designed to address the target problem defined
by inclusion criteria. Thus, if PTSD is the disorder targeted for treatment,
employing a treatment specifically developed for PTSD would be most appro-
priate. Use of a detailed treatment manual is of utmost importance in evaluat-
ing treatment efficacy because it helps to ensure consistent treatment delivery
across patients and across therapists, and affords replicability of the treat-
ment to determine generalizability.

6. Equipoise with regard to treatment conditions. To eliminate the potential
for bias, if more than one active treatment is being provided, therapists must



Introduction 13

have equivalent backgrounds, experience, allegiance, and training in each
treatment provided by an equivalently experienced trainer in that treatment
model, with equivalent amounts of ongoing supervision in each model.

7. Unbiased assignment to treatment. To eliminate one potential source of
bias, neither patient nor therapist should be allowed to choose the patient’s
treatment condition. Instead, a patient should be assigned randomly to a treat-
ment condition, or assigned via a stratified sampling approach. This helps to
ensure that observed differences or similarities among treatments are due to
the techniques employed rather than to extraneous factors. To separate the
effects of treatment from those of the therapist, each treatment should be
delivered by at least two therapists, and patients should be randomly assigned
to therapists within each condition.

8. Treatment adherence. Another component of a well-controlled study is
the use of treatment adherence ratings. These ratings indicate whether the
treatments were carried out as planned, and whether components of one
treatment condition drifted into another.

9. Data analysis conducted according to accepted procedures. The final com-
ponent of a well-controlled study is the use of accepted data-analytic proce-
dures. All participants who are randomized and who receive treatment should
be included in all data analyses. Selective administration of instruments to
only a portion of participants, or data analyses of only some instruments,
can potentially bias outcomes. There is surely value in calculating “competer”
analyses, but a comprehensive view of the effectiveness of a treatment comes
only from “intent-to-treat” analyses.

Limitations of Well-Controlled Studies

Although controlled studies are essential for evaluating the efficacy of a given
treatment approach, the data emerging from such studies are by no means
without problems. The stringent requirements of such studies can render
unrepresentative samples; therefore, the generalizablity of the results may
be limited. For example, the requirement of random assignment to studies
that include placebo may be acceptable to some patients but not to others,
and the factors that lead someone to enroll in such studies may be germane
to how well he or she responds to treatment. Differential rates of dropout
also need to be considered when evaluating completed studies. Some treat-
ments by their very nature are powerful and/or may not be consistent with the
patient’s expectations of treatment, leading to dropout. This can and should
influence conclusions.

Another source of bias in knowledge derived from controlled studies is
that certain treatment approaches are more amenable than others for scien-
tific study. For example, short-term and structured treatments, such as CBT
and medication, are more suitable for controlled trials than longer, less struc-
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tured treatments. As a result, there is more knowledge about the efficacy of
the former than of the latter.

What Is Effect Size?

There are many ways to calculate the effectiveness of a given treatment in
ameliorating a clinical condition. One way is to examine how many treated
people lose their diagnosis. Another way is to calculate reduction in symptom
severity from pre- to posttreatment or to follow-up. “Effect size” is a statisti-
cal method developed to evaluate in a standardized manner how much, on
average, a given treatment program reduces the severity of target symptoms.
Using an effect size method enables us to compare efficacy of different types
of treatments across studies. We applied effect size analyses to all empirical
studies discussed in this volume. To enhance comparability among the posi-
tion papers, procedures for calculating and presenting effect sizes were stan-
dardized in two ways. First, a single effect size statistic was adopted: a mem-
ber of Cohen’s d family of effect size estimators known as Hedges’s unbiased
g Like Cohen’s d, Hedges’s unbiased g is easy to conceptualize. It is based
on the standardized difference between two means, typically the mean of a
treatment sample minus the mean of a comparison sample divided by pooled
standard deviations of the two samples. Therefore, each whole number rep-
resents one standard deviation away from the comparison sample mean. For
example, if g= 0.5, the mean of the treatment sample would be estimated to
be 0.5 standard deviation above the comparison sample. Unlike Cohen’s d,
which systematically overestimates when used with small samples, Hedges’s
unbiased gincludes a mathematical adjustment for small-sample bias. To fur-
ther ease comparability, the signs of all effect sizes were then adjusted such
that positive effect sizes always represent better outcome than the comparison
group.

Second, a hierarchical procedure was adopted for selecting the stud-
ies to be included in each position paper. This was done because studies
with different kinds of comparison groups produce effect sizes that are not
directly comparable, even when utilizing the same effect size statistic. If
enough studies that utilized comparison groups, such as a waiting list or
a nonspecific control treatment, were available for inclusion in a position
paper, studies utilizing other comparison group types were not included.
If the number of “no-treatment” comparison studies was inadequate for
drawing conclusions, studies utilizing “placebo” comparison groups were
included, with the caution that the effect sizes calculated from these studies
would tend to be smaller by comparison, even if the treatments were equally
effective.

Only if enough studies of either type were not available would purely
within-subjects experimental designs with no comparison group be included.
In these designs, the only way to calculate a standardized difference effect
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size is to estimate a comparison group’s scores by using the pretreatment
scores of the treatment group. Because these estimated scores are not inde-
pendent, effect sizes resulting from these calculations are inflated compared
to effect sizes from the other two comparison group types and should not be
compared directly with them.

The State of Current Knowledge about Treatment of PTSD

Research on treatment efficacy for PTSD began in the early 1980s, with the
introduction of the disorder into DSM-III. Since then, many case reports and
studies have been published. These studies vary with respect to their method-
ological rigor; therefore, the strength of conclusions that can be drawn from
them is different for different treatments. Since the initial guidelines were
published in 2000, several new studies have been added to the guidelines, and
a number of treatments have advanced in their level of evidence. However,
the absence of evidence for a technique or approach does not imply that it
does not work, only that it has not yet been subjected to rigorous scientific
scrutiny.

Controlled research on additional approaches to treating PTSD is
needed; many international projects are ongoing as of the writing of these
guidelines. Most conclusions on the treatment of PTSD are based on efficacy
trials and should be viewed cautiously as a result. The field awaits the comple-
tion of effectiveness trials to determine the extent to which findings in con-
trolled treatment trials generalize to other clinical environments. As with all
disorders, periodic updates of these guidelines are needed to track progress
in the field.

Combined Treatments

Few studies systematically examined the value of combining psychotherapy
with medication, or combinations of medications. Research on other dis-
orders (e.g., depression) has shown benefits from combination approaches.
One small study of combined trauma-focused CBT (TF-CBT) and sertra-
line showed no added benefit to TF-CBT alone for sexually abused chil-
dren. Furthermore, one study with adults has shown that the average par-
tial responders to medication (e.g., sertraline) benefited from the addition
of prolonged exposure therapy. Only a few studies examined whether
programs that include a wide variety of cognitive-behavioral techniques
yield better outcome than programs that include fewer techniques. On the
whole, these studies do not support the administration of more complex
programs. Despite the scarcity of knowledge, clinical wisdom dictates the
use of combined treatments for some patients. Many patients with PTSD
also have depression. If depression is severe, a combination of psychother-
apy and medication is often desired.
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The Coding System

To help clinicians appropriately evaluate the treatment approaches presented
in the guidelines, the following coding system was devised to denote the
strength of the evidence for each approach. Each recommendation is identi-
fied as falling into one of six categories of endorsements, each indicated by a
letter. The six categories represent varying levels of evidence for the use of a
specific treatment procedure, or for a specific recommendation. This system
was adopted from the AHCPR classification of Level of Evidence.

Level A: Evidence is based on randomized, well-controlled clinical trials
for individuals with PTSD.

Level B: Evidence is based on well-designed clinical studies, without ran-
domization or placebo comparison for individuals with PTSD.

Level C: Evidence is based on service and naturalistic clinical studies,
combined with clinical observations that are sufficiently compelling
to warrant use of the treatment technique or follow the specific rec-
ommendation.

Level D: Evidence is based on long-standing and widespread clinical prac-
tice that has not been subjected to empirical tests in PTSD.

Level E: Evidence is based on long-standing practice by circumscribed
groups of clinicians that has not been subjected to empirical tests in
PTSD.

Level F: Evidence is based on recently developed treatment that has not
been subjected to clinical or empirical tests in PTSD.

Treatment Considerations

Therapist Training

To utilize most appropriately the information contained in these guidelines,
individuals should be professionally trained and licensed in their state or
country. Typical training would include a graduate-level degree, a clinical
internship or its equivalent, and past supervision in the specific technique or
approach employed.

Choice of Treatment Setting

Most treatments for PTSD take place in an outpatient setting, such as psychi-
atric or psychological clinics and counseling centers. For children, treatment
may occur in schools, homes, community settings, or residential treatment
facilities. However, an inpatient setting may be required when the patient
manifests a significant tendency for suicidality or severe comorbid disorders
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(e.g., psychotic episode, severe borderline personality). The treatment setting
should be determined during the initial diagnostic evaluation. Careful moni-
toring of the patient’s mental status throughout treatment may indicate the
appropriateness of changes in the treatment setting.

Treatment Management

A comprehensive diagnostic evaluation should precede treatment to deter-
mine the presence of PTSD and whether PTSD symptoms constitute the pre-
dominant problem of the patient. Once the diagnosis is ascertained, irre-
spective of the treatment chosen, the clinician should establish a professional
milieu. First, the clinician must form and maintain a therapeutic alliance.
Special attention should be given to trust and safety issues. Many individuals
with PTSD have difficulties trusting others, especially if the trauma had inter-
personal aspects (e.g., assault, rape). Other patients have related problems in
recognizing and respecting personal boundaries when they enter a therapeu-
tic relationship. Therefore, during the first stage of therapy, attention should
be directed to these sensitive issues and to providing reassurance that the
patient’s welfare is the priority of the therapeutic relationship. Second, the
therapist should demonstrate concern with the patient’s physical safety when
planning the treatment, such as appraising the safety of places selected for
exposure exercises, or monitoring the safety of the woman who has justleft an
abusive relationship. Third, the clinician should provide education and reas-
surance with regard to the PTSD symptoms and related problems. Fourth,
the patient’s PTSD symptoms and general functioning should be monitored
over time. Fifth, comorbid conditions should be identified and addressed.
When necessary, it is important to work with other health professionals and
with the patient’s family members and significant others.

Many patients with PTSD require dependable and steady therapeutic
relationships because their symptoms do not remit completely and can exac-
erbate with anniversary reactions and trauma reminders. For these reasons,
it is important to assure the patient of the continued availability of his or
her therapist. Finally, many patients with PTSD have ongoing crises in their
lives and may need to rely intermittently upon a supportive therapist. Cri-
ses that arise during the course of therapy have clear implications for the
sequencing of treatments for some patients. Starts and pauses in treatment
may characterize the only way that they can engage the process of change.
Acknowledging this, and accounting for this in designing a treatment plan
may avert problems during the intensive therapeutic phase. Additional treat-
ment considerations are presented by Friedman, Cohen, Foa, and Keane in
Chapter 22, this volume.

When working with traumatized children and adolescents it is usually
optimal to include parents or other caregivers in treatment, and it is crucial to
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form a therapeutic alliance with these caregivers as well. When treating chil-
dren, therapists often interact with school, child protection, child advocacy,
juvenile justice, and a variety of other child and family child welfare agen-
cies. It is crucial that therapists working with traumatized children become
familiar with these systems. At the same time, therapists need to be sensitive
to the complex relationship between adolescents and their parent or guard-
ians, and allow flexible relationships with them depending on the individual
circumstances.

Treatment Resistance

Despite the progress that has been achieved in the treatment of PTSD, many
patients do not benefit from the first line of treatment. The phenomenon of
treatment resistance has been particularly noted among Vietnam War veter-
ans receiving VA treatment in the United States, but other trauma popula-
tions have their share of treatment failures. It seems that patients with chro-
nicity, pervasive dysfunction, and/or high comorbidity are especially resistant
to first-line therapy. These patients may be especially good candidates for
programs that include multiple treatment modalities such as meditation, psy-
chotherapy, family therapy, and rehabilitation therapy.

Readiness for Treatment

Several factors deter many traumatized individuals with acute PTSD from
seeking treatment for the disorder: They assume that the symptoms will dis-
sipate with time; they feel that nothing can help them, or that there is an ele-
ment of shame surrounding their traumatic experiences. In addition, PTSD
is characterized by avoidance of reminders of the traumatic event (Criterion
C for the diagnosis). If the patient views therapy as a forum for discussing or
approaching the topic of the trauma, it is understandable that many people
with PTSD delay or refuse treatment. Accordingly, attempts to offer treatment
in this initial stage often fail. Even when PTSD becomes chronic, many either
do not seek treatment or they present to treatment with related symptoms,
such as depression. Therefore, after diagnosing the disorder, a crucial first
step to prepare the patient for treatment of PTSD is educating him or her
about the disorder and its high rates among trauma survivors. Many are reluc-
tant to enter treatment because they view their PTSD symptoms as a personal
failure. For many patients, normalization of their symptoms results in imme-
diate relief and reduces their reluctance to continue treatment.

Some patients are reluctant to enter treatment because it often entails
discussing the traumatic event either during the assessment or in therapy.
The clinician should encourage patients to express their misgivings and be
sensitive to the distress they experience when discussing or recounting their
traumatic experiences, so that their concerns can be addressed in the first
stage of therapy.
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Validity of Memories of Traumatic Events

To receive the diagnosis of PTSD, one must first be exposed to a traumatic
event. Treatment of PTSD typically involves the processing of this event, its
meaning, and its consequences. All the methods in the guidelines presuppose
the existence of a verifiable and valid traumatic event. The guidelines do not
address the use of any of these treatment approaches in an effort to recover
unconscious memories of past traumatic events.

The Task Force does acknowledge that memories for traumatic events
are sometimes not reported, or are forgotten by individuals who seek mental
health treatment. But because of lack of scientific evidence, the Task Force
does not support the position that the presence of some of the symptoms of
PTSD (emotional numbing, concentration problems, etc.) is clear evidence
that the patient experienced a traumatic event. To be clear, this Task Force
does not support the use of these guidelines to assist in the recovery of forgot-
ten traumatic memories.

How to Use the Guidelines

These guidelines summarize the state of the art in the treatment of PTSD
to inform mental health professionals about the care of patients with PTSD.
They begin when the patient has been diagnosed as having PTSD, accord-
ing to the DSM-IV criteria. The guidelines also assume that the patient has
been evaluated for comorbid disorders and include treatments with various
degrees of evidence for efficacy, indicated by the coding system described
earlier and the conclusions section for each treatment approach.

The clinician is encouraged to adopt treatments that have been proven
effective. However, it is important to remember that several treatments with
proven efficacy are available. Also, many treatments that have not been evalu-
ated in well-controlled studies have been practiced extensively and have accu-
mulated clinical evidence for their efficacy. The distinction between clinical
wisdom and scientific knowledge is emphasized here. Not all of the art of
psychotherapy has been examined in RCTs. Experienced and sensitive clini-
cians are often in the best position to determine the nature and the timing of
specific psychological and psychopharmacological interventions.

We also recognize that not all treatments are universally effective. Even
the best treatments we have to offer fail in certain circumstances. Clinicians
are encouraged to assess systematically those patients who do not respond to
interventions to determine the presence of undisclosed or undetected condi-
tions that might be responsible for a nonresponse. Detection of factors related
to a lack of full participation in a treatment plan may also assist the clinician
in understanding a poor outcome. Given that several treatments for PTSD
have empirical support, the clinician can apply these treatments sequentially
to optimize treatment success.



20 Introduction

Finally, the choice of treatment approach should depend on the clinical
circumstances presented by the specific patient (e.g., the presence of comor-
bid disorders and the patient’s preferences), as well as the efficacy of the treat-
ment modality. Although clinicians have learned much about the treatment
of PTSD in the past 28 years, they still need to learn much more. Clinicians
are encouraged to incorporate into their clinical practice the approaches
that have proven efficacy. In this way, the public health of society will be
enhanced. This is the goal of the ISTSS and its production of these treatment
guidelines.
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Posttraumatic stress disorder (PTSD) is a complex, often chronic and
debilitating mental disorder that develops in response to catastrophic life
events such as combat, sexual assault, natural disasters, and other extreme
stressors. As currently conceptualized in DSM-IV-TR (American Psychiatric
Association, 2000) the core PTSD syndrome involves 17 symptoms in three
symptom clusters: reexperiencing the trauma, avoidance and numbing, and
hyperarousal. In addition, the clinical picture for trauma survivors is often
complicated by associated features, such as guilt, dissociation, alterations in
personality, affect dysregulation, and marked impairment in intimacy and
attachment (Herman, 1992; Wilson, 2004); comorbid disorders, such as
depression, substance abuse, and other anxiety disorders (Brown, Campbell,
Lehman, Grisham, & Mancill, 2001; Kessler, Sonnega, Bromet, Hughes, &
Nelson, 1995; Orsillo et al., 1996); and a variety of physical health complaints
(Kimerling, Clum, McQuery, & Schnurr, 2002; Schnurr, Green, & Kaltman,
2007). Thus, PTSD is a multifaceted disorder that manifests in cognitive,
affective, behavioral, and physiological response channels. In its most severe
form, PTSD can disrupt virtually every aspect of normal functioning and
presents multiple targets for assessment and intervention.

The effects of psychological trauma have been noted throughout history
and intermittently have been a focus for mental health professionals (Her-
man, 1992; Trimble, 1985; van der Kolk, 2007). However, the introduction
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of PTSD as a formal diagnosis in DSM-III (American Psychiatric Association,
1980) prompted a remarkably active and sustained period of investigation,
resulting in a voluminous and ever-expanding empirical literature on trauma
and trauma-related syndromes. On the one hand, PTSD has been the focus of
much of this resurgence of interest in trauma and has had substantial utility
and heuristic value as the central construct in the field of traumatic stress.

On the other hand, PTSD also has been the subject of considerable con-
troversy, and critics have challenged many of its underlying assumptions (e.g.,
Rosen, 2004b). Some of the most salient issues include long-standing debate
regarding the nature of trauma and its unique effects; extensive revision of
the diagnostic criteria; poorly defined and overlapping symptom criteria;
high rates of comorbidity and concerns regarding differential diagnosis; lack
of an objective, definitive test or biological marker; overreliance on retrospec-
tive self-report; and concerns about response bias, especially the potential for
symptom exaggeration or malingering.

Although many of these issues are general and constitute important
concerns in almost all areas of psychopathology, some are specific to PTSD.
Together, they challenge the field of traumatic stress to clarify the conceptual
underpinnings of PTSD and provide empirically based answers to the follow-
ing questions: What is the nature of psychological trauma, and how is it best
defined? What is the link between trauma and PTSD? What are the defin-
ing features of the PTSD syndrome? How is PTSD different from other dis-
orders? Although much work clearly remains, substantial progress has been
made thus far in addressing these and other important questions. The vari-
ous criticisms notwithstanding, the fact remains that PTSD is an extensively
investigated and well-validated disorder, with more than 25 years of rigorous
and programmatic research into its phenomenology, etiology, and treatment
(for a recent summary, see Friedman, Resick, & Keane, 2007). From a con-
struct validation perspective (Cronbach & Meehl, 1955), PTSD is defined by
an extensive and increasingly well-articulated nomological network, based on
empirical validity evidence from a wide variety of sources.

Moreover, these research achievements would not have been possible
without the development of a psychometrically sound measurement tech-
nology. As with any mental disorder, advances in the scientific understand-
ing of PTSD depend on the availability and appropriate use of reliable and
valid assessment instruments and procedures. Fortunately, assessment has
been one of the most active, productive areas of investigation in the field of
traumatic stress. Over the last 20 years considerable progress has been made
in the development and empirical evaluation of assessment instruments for
measuring trauma exposure and PTSD, as well as related syndromes, such
as acute stress disorder and complex PTSD. In the years immediately follow-
ing the introduction of PTSD in DSM-III, few measures were available. Since
the mid-1980s, however, dozens of measures have been developed, including
questionnaires, structured interviews, and psychophysiological procedures,
and more continue to appear every year. Some interview and self-report mea-
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sures, such as the Impact of Events Scale (IES; Horowitz, Wilner, & Alvarez,
1979), the Mississippi Scale for Combat-Related PTSD (Mississippi Scale;
Keane, Caddell, & Taylor, 1988), the PTSD Checklist (PCL; Weathers, Litz,
Herman, Huska, & Keane, 1993), the Interview and Self-Report versions of
the PTSD Symptom Scale (PSS; Foa, Riggs, Dancu, & Rothbaum, 1993), and
the Clinician-Administered PTSD Scale (CAPS; Blake et al., 1995), have been
extensively validated and widely adopted. In addition, a broad array of assess-
ment protocols have been developed, ranging from single-measure surveys to
comprehensive multimeasure approaches (Schlenger, Jordan, Caddell, Ebert,
& Fairbank, 2004). Furthermore, assessment of trauma and PTSD has been
the focus of several books, some of which have now appeared in revised edi-
tions (Briere, 2004; Carlson, 1997; Wilson & Keane, 2004).

Thus, ample resources are now available to conduct psychometrically
sound assessments of trauma survivors in any context, and it is no longer
defensible for clinicians to do otherwise. When we summarized the state of
PTSD assessment in the mid-1990s (Weathers & Keane, 1999), we noted that
although the use of standardized measures was becoming the norm, it was
lacking even in some published studies, and almost certainly absent in many
clinical settings because of the lag time in disseminating empirically based
procedures. Ten years later, however, the use of standardized measures is a
requirement for research and is strongly encouraged as part of best practice
for clinical work. This welcome progress has been facilitated by several fac-
tors. First, there have been continued advances in the measurement of trauma
and PTSD. New measures have been developed and existing measures have
been extensively validated. Many of these measures are in the public domain
and are disseminated widely through outlets such as the National Center for
PTSD (www.ncptsd.va.gov). Second, a new generation of clinicians and investi-
gators has been trained in settings where such measures are used and, conse-
quently, has incorporated evidence-based measures into routine assessment
and treatment activities.

Third, there is a growing emphasis in the mental health field more
broadly on evidence-based assessment (EBA; Hunsley & Mash, 2005). EBA
complements the long-standing emphasis on evidence-based treatment
and is a key component of a comprehensive and integrative evidence-based
approach to mental health services. From the outset, research and practice in
PTSD assessment have been firmly grounded in empirical methods, drawing
on both classic psychometric and behavioral assessment traditions (Fairbank,
Keane, & Malloy, 1983; Malloy, Fairbank, & Keane, 1983). Over time, PTSD
assessment has continued to exhibit many of the hallmarks of EBA, includ-
ing (1) the development of psychometrically sound individual instruments;
(2) afocus on multimethod assessment across multiple response channels, as
well as empirical methods for combining information from multiple sources
(Keane, Wolfe, & Taylor, 1987; Kulka et al., 1991); and (3) investigations of
the generalizability of measures across different trauma populations and set-
tings, including consideration of the impact of gender, ethnicity, and culture
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(Kimerling, Ouimette, & Wolfe, 2002; Marsella, Friedman, Gerrity, & Scurf-
ield, 1996). PTSD assessment clearly exemplifies the principles of EBA and is
in many respects a model for the evidence-based approach to assessment of
mental disorders.

In this chapter we provide an overview of the conceptual and practi-
cal considerations involved in designing and implementing an assessment
protocol for trauma and PTSD. We outline the basic tasks and issues in the
assessment of trauma survivors. Next, we provide an overview of some of the
most commonly used measures. Last, we offer recommendations for tailor-
ing a protocol for a given clinical or research application. Due to the enor-
mous scope of the literature, our coverage is selective. We focus on the PTSD
syndrome rather than trauma exposure per se or other trauma-related syn-
dromes, such as acute stress disorder or complex PTSD. We also focus on self-
report and interview measures rather than on physiological procedures or
other assessment modalities. Furthermore, we focus primarily on diagnosis.
Although diagnosis is an essential goal in most assessments, there are other
important goals and activities in a comprehensive assessment of trauma sur-
vivors, including clinical management, history taking, functional analysis of
problem behaviors, case formulation, and treatment planning (see Briere,
2004; Carlson, 1997; Litz & Weathers, 1994; Wilson & Keane, 2004). Finally,
we limit our discussion to the assessment of adults.

Tasks and Issues

PTSD is a multifaceted disorder that poses a number of significant concep-
tual and practical challenges with regard to accurate assessment and diag-
nosis. In this section we outline the main tasks involved in a comprehensive
evaluation of trauma exposure and trauma-related symptoms, and discuss
some of the most salient issues associated with each task. In contemporary
clinical practice, establishing a diagnosis involves adherence to DSM-IV-TR
guidelines and diagnostic criteria. Although there are limitations of the DSM
approach in general (e.g., the issue of categorical vs. dimensional approaches
to classification), and limitations of the PTSD criteria specifically, DSM-IV-TR
represents the current official conceptualization of PTSD and should be fol-
lowed closely to maintain a consistent operational definition of the construct
throughout the field of traumatic stress. In clinical settings a PTSD diagnosis
is part of a DSM-IV-TR multiaxial diagnosis; thus, it should always conform to
the official diagnostic criteria. In research settings it may be useful in some
cases to investigate alternative operational definitions of trauma and PTSD.
However, even then, it would be essential also to provide a standard DSM-1V
diagnosis to serve as a reference point for evaluating the impact of adopting
a different definition.

Current diagnostic criteria for PTSD include exposure to a traumatic
stressor (Criterion A); development of a characteristic syndrome involving
reexperiencing, avoidance and numbing, and hyperarousal symptoms (Crite-
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ria B-D); duration of at least 1 month (Criterion E); and clinically significant
distress or impairment in social or occupational functioning (Criterion F).
Unlike most other anxiety disorders, or even acute stress disorder, PTSD cri-
teria do not include the usual exclusion criteria that the syndrome is not due
to the physiological effects of a substance or a general medical condition, and
is not better accounted for by another disorder.

A comprehensive PTSD assessment would evaluate all of the diagnos-
tic criteria, and would also evaluate associated features and comorbid disor-
ders, establish differential diagnosis, and measure and identify the effects of
response bias. Although some of these tasks can be accomplished satisfacto-
rily with the use of self-report measures, most are best accomplished with a
structured interview, and much of the discussion in this section of the vari-
ous issues associated with diagnosing PTSD is most directly relevant for an
interview format. Self-report measures are limited by their fixed item content
and rating scale format, and their effectiveness is dependent on respondents’
ability to interpret items accurately and make appropriate ratings. In con-
trast, interviews provide ample opportunity to ask follow-up questions, clarify
items and responses, and use clinical judgment in making the final ratings.
Although a putative diagnosis can be made on the basis of a self-report mea-
sure, a formal diagnosis is not ordinarily made on the basis of self-report
measures alone. It may be appropriate in some research settings to derive a
putative diagnosis based only on a self-report measure, but in clinical settings
this is rarely an adequate substitute for a diagnosis made by a qualified clini-
cian using a well-validated structured interview.

Assess Criterion A

The first step in assessing PTSD is to establish that an individual has been
exposed to an extreme stressor that satisfies the DSM-IV-TR definition of a
trauma described in Criterion A. “Trauma” has proven to be remarkably diffi-
cult to define, and Criterion A has evolved considerably since PTSD was intro-
duced in DSM-III. Criterion A in DSM-IV-TR comprises a two-part definition
of a traumatic event and incorporates three distinct elements. Criterion Al
presents the first two elements. The first element involves the type of expo-
sure (i.e., whether an individual directly experienced the event, witnessed, or
learned about it indirectly). The second element, which is the basis for distin-
guishing traumatic stressors from ordinary stressors, requires that the event
entail life threat, serious injury, or threat to physical integrity. Criterion A2
presents the third element, which requires that the event trigger an intense
emotional response of fear, horror, or helplessness.

Criterion A has been the subject of considerable controversy. Critics have
questioned whether trauma can be adequately defined and distinguished
from ordinary stressors, and some have called for eliminating Criterion A
altogether and defining PTSD only in terms of the characteristic symptoms
(e.g., Maier, 2006; Solomon & Canino, 1990; for a full discussion of the Cri-
terion A problem, see Weathers & Keane, 2007). One of the most important



28 ASSESSMENT AND DIAGNOSIS OF PTSD

criticisms of Criterion A in DSM-IV-TR is that it represents an overly broad
definition of trauma that allows too many stressors to be categorized as trau-
mas, a situation that McNally (2004) has labeled “conceptual bracket creep.”
Several aspects of DSM-IV-TR Criterion A potentially contribute to bracket
creep, including the ambiguous phrases “confronted with” and “threat to
physical integrity,” both of which could be interpreted in ways that represent
a marked departure from the original intent of Criterion A. However, as we
have argued elsewhere (Weathers & Keane, 2007), these aspects are essential
to provide sufficient coverage for the wide range of stressors that could be
traumatic. Any risk for bracket creep that they create can be mitigated by
considering the accompanying text, which clearly emphasizes direct personal
involvement with extreme stressors, where “extreme” refers primarily to life-
threatening.

Despite its limitations, Criterion A plays an important role in the current
conceptualization of PTSD; thus, its assessment requires careful attention.
In practical terms, Criterion A serves a gatekeeping function by establishing
a threshold of stressor severity that must be met before a diagnosis of PTSD
can be made. Unless exposure to an unequivocal traumatic stressor can be
established, a diagnosis of PTSD cannot be made, even if the rest of the crite-
ria are met. According to DSM-IV-TR, in those cases in which the syndrome is
present but the stressor does not meet Criterion A, the appropriate diagnosis
is adjustment disorder. Thus, Criterion A is a crucial consideration in dif-
ferential diagnosis. Although it provides flexibility to allow for clinical judg-
ment in determining whether a stressor constitutes a trauma, it is important
to maintain a threshold of stressor severity to guard against bracket creep. For
example, when assessing events that involve indirect exposure (i.e., that hap-
pened to someone else), it is essential to establish that the respondent had a
very close relationship with the individual directly exposed to the trauma.

The primary goal for assessing Criterion A is to identify at least one event
that satisfies Criteria Al and A2, and can be used as the index event for symp-
tom inquiry. This can be accomplished in a variety of ways. In some cases the
index event will be the main reason for a clinical referral (or for recruitment
into a research study); thus, it may have been identified prior to the assess-
ment. In addition, some interviews and self-report measures provide a means
of screening for possible traumas and identifying an index event for symptom
inquiry. Another alternative is to administer a dedicated trauma exposure
measure. These range from broad-spectrum measures that evaluate exposure
to a broad range of stressors, to focal measures that evaluate exposure to a
single type of trauma, such as combat (for recent reviews of trauma exposure
measures, see Keane, Street, & Stafford, 2004; Norris & Hamblen, 2004). In
addition to identifying an index event for symptom inquiry, whenever pos-
sible it also important to assess for exposure to other traumatic events across
the lifespan. Exposure to multiple lifetime traumas is typical (e.g., Breslau et
al., 1998; Kessler et al., 1995), and previous traumas may influence reactions
to the index event.
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The assessment of Criterion A becomes more challenging when the stres-
sor cannot readily be conceptualized as a unitary event. DSM-IV-TR refers to
“a stressor,” “an event,” or “the traumatic event,” thus implying that the stres-
sor is a single, well-delineated event. Some traumas, such as a sexual or physi-
cal assault, a motor vehicle accident (MVA), or an earthquake or tornado
are relatively circumscribed and provide a reasonable fit for the single-event
model. However, this does not reflect the reality of many types of trauma,
such as combat, childhood sexual abuse, community violence, domestic vio-
lence, or a life-threatening illness, which may comprise multiple traumatic
stressors or multiple occurrences of the same stressor over months or even
years. In such cases, a reasonable approach would be to ensure that at least
one aspect of the stressor meets Criterion A, then ask the respondent to con-
sider the stressor as a whole and link symptoms to the most traumatic aspects.
Therefore, for some trauma types, the index “event” may actually be a sum-
mary label for multiple Criterion A events (e.g., “the most difficult parts of
your combat experiences”). Another possible approach is to ask the respon-
dent to identify one of the multiple traumatic events as the most distressing at
present in terms of causing the most frequent and severe symptoms, then use
that event as the basis for symptom inquiry.

Assess Symptom Criteria

The next step is to assess the 17 symptoms of PTSD and determine whether the
respondent has the requisite number of symptoms in each of the three symp-
tom clusters (i.e., at least one of five reexperiencing symptoms, at least three of
seven avoidance and numbing symptoms, and at least two of five hyperarousal
symptoms). There are a number of potential difficulties in accomplishing
this task. First, PTSD is a multifaceted disorder with a large number of symp-
toms, representing a broad array of overt and covert behaviors in multiple
response channels. Second, some of the symptoms, particularly flashbacks,
amnesia, and sense of foreshortened future, are poorly conceptualized and
vaguely defined in the diagnostic criteria. They are not well understood by
many experienced clinicians, much less by respondents, which makes them
subject to idiosyncratic interpretation leading to substantial error variance in
inquiry, response, and rating.

Third, some of the symptoms overlap substantially, both within a cluster
(e.g., overlap within the reexperiencing symptoms among intrusive thoughts,
cued distress, cued physiological reactivity) and across clusters (e.g., night-
mares and sleep disturbance), and are difficult to assess and to rate indepen-
dently. This can lead to “double-coding,” whereby respondents are credited
with two or more symptoms for essentially the same problem, which can result
in inflation of the overall PTSD severity score. Fourth, many of the symptoms,
such as the emotional numbing, are negative symptoms or behavioral deficits.
These are particularly difficult to assess because to respondents they may not
be as evident as are the positive symptoms, such as the reexperiencing and
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hyperarousal symptoms (Keane, 1989). Furthermore, inquiring about nega-
tive symptoms is difficult because it often amounts to asking the awkward
question of how often something does not occur.

Determine Presence or Absence of Individual Symptoms

Assessing individual symptoms involves two objectives. The first objective is
to evaluate whether the respondent’s description of a symptom fits the diag-
nostic criterion phenomenologically. For example, for the symptom reacting or
Jeeling as if the traumatic event were recurring, commonly referred to as a “flash-
back,” it is essential to determine that the respondent’s experience involves a
true dissociative quality, with a distinct alteration in mental status. Without
the dissociative quality, this symptom would be difficult to distinguish from
other reexperiencing symptoms, such intrusive recollections. Similarly, for
the symptom inability to recall an important aspect of the trawma, it is essential to
determine that the “amnesia” is functioning as a type of avoidance of a feared
part of the trauma memory. Other reasons for amnesia, such as having been
unconscious during part of the traumatic event, or even ordinary forgetting
with the passage of time, would not count for this symptom. Elsewhere we
have provided a full description of all 17 symptoms and guidelines for their
assessment (Weathers et al., 2004).

The second objective is to evaluate whether the respondent’s description
of a symptom represents a clinically significant problem and not simply an
expectable, normative reaction that is not indicative of mental disorder and
does not require treatment. As Spitzer, First, and Wakefield (2007) recently
noted, PTSD symptoms may be worded so broadly that some respondents may
make false-positive endorsements because they interpret them as referring to
normal rather than pathological reactions to stress. Spitzer et al. suggested
that one solution for the DSM-V revision of PTSD criteria might be to raise
the threshold of symptom severity by adding qualifiers, such as “excessively
intense, frequent, or enduring,” to the symptom descriptors. This approach
would make the threshold between normal and pathological reaction more
explicit. However, this distinction is already evident in several DSM-IV-TR
symptoms (e.g., intense psychological distress, markedly diminished interest, exagger-
ated startle response) and in Criterion F (clinically significant distress), and should
be routinely factored into clinical judgment on structured interviews. On
self-report measures, an appropriately stringent threshold can be achieved by
identifying appropriate cutoffs for item severity ratings.

Link Symptoms to the Index Event

Once the presence of individual symptoms is established, the next step is to
establish an explicit link between the symptoms and the index event. For the
symptoms to count toward a diagnosis of PTSD, they must have developed
following exposure to the trauma and must be attributable to it, at least in
the sense of it being the immediate precipitant. For respondents with previ-
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ous trauma exposure or previous PTSD symptoms, it must be clear that the
current syndrome was exacerbated by the index event. In any case, it must be
clear that the symptoms represent a distinct change from a previous level of
functioning prior to the index event.

This is a relatively straightforward task for the five reexperiencing symp-
toms (B1-Bb), the two effortful avoidance symptoms (C1-C2), and amnesia
(C3) because all are inherently linked to the trauma in that they explicitly
refer to the index event. The remaining nine symptoms, the rest of the Clus-
ter C symptoms (C4-C7) and the hyperarousal symptoms (D1-D5), are not
inherently linked to the trauma, so specific inquiry is required to establish
that these symptoms are functionally related to the index event. This is a
much more difficult task, especially in a self-report format. It is more feasible
in a structured interview, but in many cases, especially when the index trauma
occurred many years prior to the diagnostic interview, as with childhood
sexual abuse, the link to the symptoms is still ambiguous and requires clini-
cal judgment. To make this task explicit and to assist interviewers in making
the appropriate determination, the CAPS, for example, includes a trauma-
related inquiry and rating for each of the last nine symptoms. Interviewers
ask about the onset of the symptom and rate the link between the symptom
and the index event as definite, probably, or unlikely. Symptoms rated as definite
or probably are counted toward a PTSD diagnosis. Symptoms rated as unlikely
because they are explicitly attributable to some other cause, are not counted
toward a diagnosis.

Quantify Symptom Severity

Although it is not essential for diagnosis, quantifying PTSD symptom sever-
ity is very useful for a variety of clinical and research applications. Having
a continuous measure of severity for the syndrome, for symptom clusters,
or even for individual items, provides a more flexible, sensitive metric than
dichotomous present-absent ratings. Among their most important functions,
continuous measures of PTSD (1) dimensionalize PTSD severity and allow for
more precise statements about current clinical status; (2) permit the evalua-
tion of group differences in mean PTSD severity; (3) provide PTSD variables
for use in correlational and regression analyses (e.g., to evaluate convergent
and discriminant validity, employ PTSD severity as a predictor or criterion
in multiple regression, or include individual symptom scores in factor analy-
sis); and (4) permit the assessment of changes in symptom severity over time,
especially in treatment outcome studies.

Clarify Chronology

DSM-IV-TR requires that the PTSD symptoms have lasted at least 1 month to
distinguish short-term, normative reactions to stress from a more chronic syn-
drome indicative of a mental disorder. The syndrome is specified as “acute” if
symptoms have lasted atleast 1 month butless than 3 months, and as “chronic”
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if symptoms have lasted longer than 3 months. In addition, if the symptoms
began 6 months or more after the index event, the syndrome is specified as
“with delayed onset.”

Evaluate Subjective Distress and Functional Impairment

Following the assessment of symptom criteria, the next task is to evaluate Cri-
terion F, which requires that the syndrome cause clinically significant subjec-
tive distress or functional impairment. The degree of subjective distress is typi-
cally evident from assessment of the individual symptoms. Distress is included
explicitly as part of the criterion language for several of the reexperiencing
symptoms and is implicit for a number of other symptoms in all three symp-
tom clusters. With structured interviews, clinicians consider subjective dis-
tress as they determine the presence or absence of individual symptoms; thus,
the global evaluation of distress for Criterion F is essentially redundant with
symptom inquiry. Self-report measures typically do not include a separate,
overall rating of subjective distress, so this aspect of Criterion F is inferred
from the total severity score. In contrast, although functional impairment
can be inferred from symptom-level inquiry, it is often better evaluated glob-
ally, at the syndrome level, to understand how the combined impact of all
symptoms in the clinical presentation are affecting current social and occu-
pational functioning. Several structured interview and self-report measures
include separate ratings to assess the impact of the syndrome on key domains
of functioning.

It notable that in DSM-IV-TR, Criterion F is satisfied by the presence
of either clinically significant distress or functional impairment. Individuals
may experience substantial distress but still manage to get through their daily
lives, although perhaps with diminished productivity and interpersonal con-
nectedness; thus, they may report only moderate or even mild impairment. In
such cases, on the one hand, a diagnosis of PTSD would still be appropriate,
at least according to the current conceptualization of the disorder. On the
other hand, it is somewhat implausible that an individual would have clini-
cally significant distress but not have at least some degree of impaired func-
tioning, so subjective distress and functional impairment typically are both
involved in the clinical presentation.

Establish Differential Diagnosis

As with any mental disorder, differential diagnosis is a crucial task in assess-
ing PTSD. An important discrimination that must be made is between PTSD
and adjustment disorder. According to DSM-IV-TR, a diagnosis of adjustment
disorder is warranted when either the symptoms that develop following a Cri-
terion A stressor do not meet full PTSD criteria or the symptoms develop
following a stressor that does not meet Criterion A. The latter distinction is
crucial because it provides diagnostic coverage for individuals who develop
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symptoms in response to low-magnitude stressors, yet maintains a relatively
stringent threshold of stressor severity, thereby addressing the problem of
bracket creep and excessive diagnosis of PTSD.

Apart from the distinction between PTSD and adjustment disorder, the
differential diagnosis of PTSD and other disorders is generally unambigu-
ous and typically much less difficult than the differential diagnosis between,
say, a mood disorder with psychotic features and schizophrenia. PTSD is eas-
ily distinguished from acute stress disorder in that PTSD involves symptoms
that persist beyond 1 month following the index event. Beyond that, although
there is some symptom overlap with other disorders, such as major depression
and other anxiety disorders, no other disorder could plausibly account for the
characteristic syndrome of PTSD, particularly the defining features of reex-
periencing and effortful avoidance. Furthermore, the usual exclusion criteria
regarding the physiological effects of a substance or a general medical condi-
tion are not directly relevant because there is no evidence that any substance
use syndrome or medical condition could account for the PTSD syndrome.

Assess Comorbid Disorders

Although PTSD can usually be readily distinguished from other disorders, it
often co-occurs with other disorders, especially major depression, substance
use disorders, and other anxiety disorders (Keane & Kaloupek, 1997; Kessler
et al,, 1995). The presence of additional disorders indicates a more compli-
cated and severe clinical presentation, with multiple targets for assessment
and intervention. Therefore, a comprehensive assessment of PTSD must
include a thorough evaluation of comorbidity, with the goals of determining
what other disorders may be present, prioritizing targets for intervention, and
developing an appropriate treatment plan. As discussed below, multiscale
inventories can play a valuable role in alerting the clinician to the presence of
comorbid problems, but the best approach is to administer a structured diag-
nostic interview, such as the Structured Clinical Interview for DSM-1V (SCID;
First, Spitzer, Gibbon, & Williams, 1996).

Assess Associated Features

In addition to comorbid disorders, the clinical presentation of PTSD often
involves other clinically significant clinical problems, most notably guilt (i.e.,
survivor guilt, guilt over acts of commission or omission), as well as a group
of symptoms referred to as “complex PTSD,” which may result from chronic
interpersonal trauma such as physical and sexual abuse or marital violence
(Herman, 1992). The main symptoms of complex PTSD include affect dys-
regulation, dissociation, alterations in perceptions of self and perpetrator,
markedly impaired interpersonal relationships, and alterations of meaning,
including a loss of faith accompanied by feelings of hopelessness and despair.
Although not currently part of the diagnostic criteria for PTSD, these symp-
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toms are listed as associated features to alert those who work with victims
of chronic interpersonal trauma to give special attention to these problem
areas. It is important to note that problems such as guilt, shame, and altera-
tions in perceptions of self and other are also often seen in individuals whose
PTSD stems from events other than interpersonal traumas (Foa, Ehlers,
Clark, Tolin, & Orsillo, 1999).

Assess Response Bias

A crucial task in the assessment of PTSD is a thorough evaluation of response
bias, particularly symptom exaggeration or malingering (Guriel & Fremouw,
2003; Rosen & Taylor, 2007). More than other mental disorders, PTSD is par-
ticularly susceptible to malingering because it is a highly compensable disor-
der, both within the Veterans Department of Affairs (VA) for combat veterans
seeking service-connected disability compensation and in the context of civil
litigation. Malingering poses a threat not only to the validity of clinical assess-
ment but also to the integrity of the research database in the field of trau-
matic stress (Rosen, 2004a). In the differential diagnosis section of the PTSD
text, DSM-IV-TR includes the instruction to rule out malingering when there
is the possibility of secondary gain.

In practice, though, this can be difficult to accomplish. On most PTSD
measures, including self-report measures and structured interviews, the items
are transparent, the pathological response is easily discerned, and there is
no means of detecting response bias, all of which make it relatively easy to
invent or exaggerate a pathological presentation. Nevertheless, several dif-
ferent approaches to clinical assessment can potentially detect malingering
and other types of response bias, and one or more of these should be used
whenever possible. One approach is to draw on multiple sources of informa-
tion, such as public records, medical records, and collateral reports from
friends, family members, or others who know the respondent well, to corrob-
orate the trauma exposure, as well as the presence and impact of any PTSD
symptoms. A second approach is to administer a multiscale inventory, such
as the Minnesota Multiphasic Personality Inventory—2nd edition (MMPI-
2) and Personality Assessment Inventory (described below), which include
psychometrically sound scales to detect response bias. A third approach is
to administer a dedicated malingering instrument, such as the Structured
Interview of Reported Symptoms (SIRS; Rogers, Bagby, & Dickens, 1992).
Each of these strategies will require additional time and resources, but will
increase confidence in the validity of responses and the final outcome of the
assessment process.

Integrate Information across Measures

The use of multiple measures has long been advocated in the assessment of
PTSD (Keane, Fairbank, Caddell, Zimering, & Bender, 1985; Keane et al.,
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1987; Kulka et al., 1991), and a typical comprehensive protocol may include
a trauma exposure measure, a structured interview for PTSD, one or more
self-report measures of PTSD, a multiscale inventory, and possibly even a
psychophysiological assessment. From a construct validity perspective, each
PTSD measure is seen as a fallible indicator of the underlying construct,
and the limitations of any single measure are offset by the strengths of
another measure. However, combining information across measures can be
difficult, and currently few empirical guidelines are available. Sequential
decision rules can be developed, and scores from different measures can be
combined with regression techniques (Kraemer, 1992; Kulka et al., 1991),
but these approaches require very large samples and may be impractical
in many settings. A second approach is to use clinical judgment. When all
indicators are positive or negative, the decision would be considered settled.
When indicators are discordant, however, there are several options. One
is to give priority to the best measures (e.g., structured interviews). A sec-
ond option is to debrief the respondent and inquire about attributions for
the discordance. A third option is to administer additional measures, or
gather other, additional information that might help to account for the dis-
cordance.

Measures

In this section we describe some of the most widely used measures of PTSD,
including structured interviews and self-report measures (for a comprehensive
list of measures of trauma and PTSD, and an estimate of frequency of their
use, see Elhai, Gray, Kashdan, & Franklin, 2005). These measures vary in the
extent to which they correspond to DSM diagnostic criteria for PTSD. All of
the interviews correspond directly to DSM criteria. However, the self-report
measures can be divided into those that correspond directly to DSM and
those that assess trauma-relevant symptoms but do not correspond directly to
DSM. PTSD measures also vary in format, especially in terms of the wording
of items, the number of response options, the type of response dimension
(e.g., symptom frequency, level of subjective distress), and time frame (e.g.,
past week, past month). Therefore, when selecting a measure, it is important
to review it carefully to ensure that it is appropriate for the intended purpose.
We conclude this section with a discussion of the use of multiscale personality
inventories in the assessment of PTSD. This review is selective and focuses on
instruments that are likely to be useful in a wide variety of settings. In addi-
tion to the resources already cited, further information and access to specific
instruments is available from the International Society for Traumatic Stress
Studies (ISTSS; www.istss.org/resources/browse.cfm) and the National Center for
PTSD (NCPTSD; www.nceptsd.va.gov), which also provides a link for accessing
and searching the Published International Literature on Traumatic Stress
(PILOTS) database.



36 ASSESSMENT AND DIAGNOSIS OF PTSD

Structured Interviews

Structured interviews are considered the “gold standard” in the diagnosis of
mental disorders. Thus, whenever possible, a structured interview should be
included in the assessment of PTSD. Several well-validated interviews exist
for PTSD and meet a variety of clinical and research needs. In this section
we describe four interviews that vary in their features, and in their potential
utility, for different applications. In considering the relative merits of these
interviews, it is important to recognize that an interview is more than just
the words on the page. The standard administration and scoring of a struc-
tured interview for PTSD requires expertise in diagnostic interviewing and
differential diagnosis, a thorough conceptual understanding of trauma and
the clinical presentation of PTSD, and extensive experience with that par-
ticular interview. Therefore, it is not appropriate to compare interviews sim-
ply by examining written features, such as the content of the prompts and
the nature of the rating scale. An adequate description of an interview must
include information about how it is to be administered and by whom. This
description should specify how follow-up inquiry after an initial prompt is
handled, and how much clinical judgment is involved in translating responses
into ratings. It should also specify the appropriate qualifications for inter-
viewers, including training in diagnostic interviewing, experience in assess-
ing trauma survivors, and documented reliability for the specific interview.
This is particularly relevant for interviews that provide relatively less structure
and guidance in terms of prompts and rating scale anchors, and that rely
more heavily on the clinical skill and judgment of the interviewer.

Structured Clinical Interview for DSM-1V

The SCID (Firstetal., 1996) is a comprehensive structured interview designed
to diagnose all the major DSM-IV disorders. There are a number of versions
of the SCID, including three research versions and a clinical version for Axis
I disorders, and a version to diagnose personality disorders (for extensive
information on the various versions, see the SCID website at www.scid4.org).
The PTSD module of the SCID can be administered in the context of the
full SCID but often is administered alone or with a few additional modules
to assess the disorders most highly comorbid with PTSD (e.g., depression,
other anxiety disorders). As with all SCID modules, the PTSD module maps
directly on to DSM-IV diagnostic criteria. It begins with a brief screening for
potentially traumatic events, followed by two questions to identify the worst
event for symptom inquiry and to determine whether that event satisfies Cri-
terion A. The symptom inquiry section is next and comprises a single prompt
for each of the 17 PTSD symptoms, although interviewers may ask additional
questions as needed to clarify responses. The module concludes with several
questions regarding the onset and course of symptoms. All criteria are rated
as ? = inadequate information, 1 = absent, 2 = subthreshold, or 3 = threshold. A
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respondent is diagnosed with PTSD if all diagnostic criteria are met (i.e., are
rated as 3 = threshold).

The SCID PTSD module appears to have good reliability and convergent
validity. Kulka and colleagues (1991) found a kappa of .93 for interrater reli-
ability. Similarly, Keane and colleagues (1998) found good interrater reliabil-
ity for PTSD ratings of current, never, and lifetime, with 77% agreement and
aweighted kappa of .68. They also found good test-retest reliability, with 78 %
agreement and a weighted kappa of .66. Both of these reports involved a large
sample of male veterans in a PTSD-focused study. Other investigators have
found strong reliability in other samples and settings. Skre, Onstad, Torgersen,
and Kringlen (1991) found a kappa of .77 for interrater reliability. Zanarini
and colleagues (2000) found kappas of .88 for interrater reliability and .78
for test-retest reliability. In a second study, Zanarini and Frankenburg (2001)
found kappas of 1.0 for both interrater and test-retest, indicating perfect reli-
ability. With respect to validity, Schlenger and colleagues (1992) found that
the SCID PTSD module was positively associated with self-report measures
of PTSD, including the Mississippi Scale (kappa = .53) and the Keane PTSD
Scale (PK) of the MMPI (kappa = .48), and had excellent diagnostic utility
against a composite PTSD diagnosis (e.g., sensitivity = .81, specificity = .98).

The SCID PTSD module has several advantages. It is relatively brief, it
corresponds to DSM criteria for PTSD, and it incorporates the other well-
established features of the SCID. However, it also has some disadvantages.
One limitation is that the trauma screening section is cursory and may not
provide a sufficient context for eliciting reports of traumatic events. The pri-
mary limitation, however, is that it yields essentially present—-absent ratings for
individual symptoms and for the diagnosis. Because it does not provide con-
tinuous severity scores, it cannot be used as a dimensional measure of PTSD,
nor can it be used to detect changes in symptom severity.

PTSD Symptom Scale—Interview

The PTSD Symptom Scale—Interview (PSS-I; Foa et al., 1993), a structured
interview originally developed to assess DSM-III-R criteria for PTSD, com-
prises 17 questions that correspond to the 17 symptom criteria for PTSD. The
severity of each symptom over the past 2 weeks is rated on a 4-point scale. In
the original version, the rating scale anchors were 0 = not at all, 1 = a little bit,
2 = somewhat, or 3 = very much. These were modified in the current version for
DSM-1V, so they now include combined frequency and intensity ratings (e.g.,
1 = once per week or less/a little and 3 = five or more times per week/very much) (Foa
& Tolin, 2000). The rationale for combining severity and frequency ratings
on the PSS-I is that for some symptoms, such as nightmares, frequency is
the most relevant dimension because nightmares are by definition severe. For
other symptoms, such as hypervigilance and sense of foreshortened future,
which typically are experienced continuously, severity is the only relevant
dimension. The PSS-I yields a severity/frequency score for each of the three
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PTSD symptom clusters, as well as a total PTSD severity score. It also yields a
PTSD diagnosis, which is obtained by following a rationally derived scoring
rule, whereby an item is counted as a symptom toward a diagnosis if it is rated
as 1 = once per week or less/a little.

The PSS-I has excellent psychometric properties. In its original report
(Foaetal., 1993), the PSS-I demonstrated strong internal consistency, with an
alpha coefficient of .85 for all 17 items. It also demonstrated good test-retest
reliability (r= .80 for total severity) and very high interrater reliability (kappa
=.91) for a PTSD diagnosis, and an intraclass correlation of .97 for total sever-
ity. Validity is also excellent. The PSS-I had a sensitivity of .88, a specificity of
.96, and an efficiency of .94 for predicting a diagnosis of PTSD based on the
SCID. Furthermore, it correlated strongly with several self-report measures of
PTSD, depression, and anxiety.

More recently, Foa and Tolin (2000) also reported excellent psychomet-
ric properties and concluded that, in general, the PSS-I compares favorably
with the CAPS. In this study, the PSS-I again demonstrated strong internal
consistency, with an alpha of .86 for total severity, and excellent interrater reli-
ability, with correlations ranging from .91 to .93 for the three symptom clus-
ters, and .93 for total severity. The PSS-I also showed good correspondence
with the SCID PTSD module and the CAPS. PSS-I total severity score corre-
lated .73 with the SCID PTSD module and .87 with CAPS total severity score.
At the diagnostic level, the PSS-I had a kappa of .65, with the CAPS scored
with the original Frequency (F) = 1/Intensity (I) = 2 rule, and a kappa of .56
with the SCID PTSD module. Foa and Tolin also found that the PSS-I took
significantly less time to administer than did the CAPS (22 vs. 33 minutes for
the full sample; 29 vs. 43 minutes for those with PTSD based on the PSS-I).

Advantages of the PSS-I are that it is relatively brief and easy to admin-
ister; it yields a PTSD diagnosis, as well as continuous severity scores for the
three symptom clusters and the full syndrome; and it has strong reliability
and validity. One disadvantage is that it includes only a single question for
each symptom. However, the PSS-I manual (Hembree, Foa, & Feeny, 2002)
provides instructions and additional questions to guide interviewers in follow-
ing up on ambiguous responses. Another disadvantage is that the diagnostic
scoring rule was rationally derived, and alternative rules have not been pro-
posed or evaluated. This scoring rule may be relatively liberal in that it yields
PTSD prevalence rates substantially higher than the original F1/12 scoring
rule for the CAPS (Foa & Tolin, 2000), which is the most lenient CAPS rule
recommended for routine use.

Structured Interview for PTSD

The Structured Interview for PTSD (Davidson, Smith, & Kudler, 1989) was
developed to assess DSM-III and DSM-III-R criteria for PTSD. Originally
referred to as the SI-PTSD, it was modified in 1997 to correspond to DSM-IV
criteria and relabeled as the SIP (Davidson, Malik, & Travers, 1997). The SIP
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comprises 19 items, including 17 items that correspond to DSM-IV diagnostic
criteria for PTSD and two items measuring trauma-related guilt. Items are
rated on a 5-point scale (0-4), and those that are rated as 2 = moderate or
higher are considered symptom endorsements. The SIP yields a continuous
measure of PTSD symptom severity, as well as a dichotomous DSM-IV PTSD
diagnosis.

The SIP appears to have good psychometric properties. In the original
report, Davidson and colleagues (1989) reported a full-scale alpha of .94,
test—retest reliability of .71, and excellent interrater reliability, with intraclass
correlations ranging from .97 to .99, and perfect diagnostic agreement. They
also reported good diagnostic utility against the SCID PTSD module, with a
sensitivity of .96, a specificity of .80, and a kappa of .79. For the revised version,
Davidson and colleagues (1997) reported a full-scale alpha of .80, test-retest
reliability of .89, and interrater reliability of .90. They also reported moderate
to strong correlations with self-report measures of PTSD, and moderate cor-
relations with measures of depression and anxiety. Diagnostic utility against
the SCID PTSD module varied by cutoff of the Total Severity score, but at a
cutoff of 20 the SIP achieved perfect agreement with the SCID. Finally, the
SIP demonstrated good sensitivity to clinical change as a treatment outcome
measure.

As with the PSS-I, the advantages of the SIP are that it is relatively brief
and easy to administer; it yields a continuous measure of PTSD symptom sever-
ity, as well as a dichotomous PTSD diagnosis; and it appears to be psychomet-
rically sound. In addition the SIP provides follow-up prompts and rating scale
descriptors to help clarify symptom inquiry and ratings. One disadvantage is
that the SIP relies on a single, rationally derived scoring rule for obtaining a
diagnosis. Furthermore, the psychometric findings, although promising, are
somewhat limited and have not been independently confirmed by other inves-
tigators.

Clinician-Administered PTSD Scale

Developed in 1989 at the NCPTSD, the CAPS (Blake et al., 1990, 1995) is a
comprehensive structured interview for PTSD. The CAPS comprises 30 items,
including 17 items that assess the DSM-IV symptoms of PTSD; 5 items that
assess onset, duration, subjective distress, and functional impairment; 3 items
that assess overall response validity, symptom severity, and symptom improve-
ment; and 5 items that assess associated symptoms, including trauma-related
guilt and dissociation. In addition, the CAPS assesses Criterion A by means of
the Life Events Checklist, which screens for possible trauma exposure, and a
trauma inquiry section that evaluates both parts of Criterion A and identifies
an index event for symptom inquiry. At the symptom level, the CAPS yields
continuous and dichotomous scores for each item, and at the syndrome level,
it yields a continuous measure of overall PTSD symptom severity, in addition
to a dichotomous PTSD diagnosis.
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The CAPS has several distinctive features. First, it assesses the frequency
and intensity of each symptom on separate 5-point (0—4) rating scales. Sec-
ond, CAPS items include initial prompt questions, as well as a number of fol-
low-up questions to help clarify ambiguous responses. Third, CAPS prompt
questions and rating scale anchors contain clear behavioral referents to
increase the uniformity of inquiry and the accuracy of ratings. Fourth, the
CAPS includes a “trauma-related” inquiry and rating scale for the numbing
and hyperarousal symptoms to assess explicitly the link between these symp-
toms and the index event. Fifth, the CAPS provides a procedure for determin-
ing lifetime diagnostic status. Finally, a variety of scoring rules are available
for converting CAPS scores into a PTSD diagnosis, which allows the CAPS
diagnosis to be adjusted for different assessment tasks (Weathers, Ruscio, &
Keane, 1999).

As we have discussed in detail elsewhere (Weathers, Keane, & Davidson,
2001), the CAPS has been studied extensively and has excellent psychometric
properties. It is the most widely used structured interview for PTSD and has
proven useful for a variety of clinical and research assessment needs. The
CAPS is available in a published version, which includes the interview book-
let, an interviewer’s guide, and a technical manual (Weathers et al., 2004).
It is also available in many languages with information accumulating about
its psychometric characteristics in these different languages (e.g., Charney
& Keane, 2007). Qualified investigators may obtain a research version of
the CAPS and an abbreviated manual from the NCPTSD website. The main
disadvantages of the CAPS are that it takes longer than other interviews to
administer and requires more extensive training to become proficient in its
administration and scoring.

Self-Report Measures
DSM-Correspondent Measures
PTSD CHECKLIST

The PCL (Weathers et al., 1993) is a self-report measure of PTSD developed
at the National Center for PTSD in 1990. The 17 PCL items correspond to
the 17 DSM-IV symptoms of PTSD. Respondents rate how much they were
bothered by each symptom over the past month using a 5-point scale, ranging
from 1 = not at all to 5 = extremely. The three versions of the PCL are identical
except for the description of the target eventin the first eight items (i.e., items
tapping reexperiencing, effortful avoidance, and amnesia). The Civilian Ver-
sion (PCL-C), which refers to “a stressful experience from the past,” and the
Military Version (PCL-M), which refers to “a stressful military experience,”
are appropriate when a specific stressor has not been identified. In contrast,
the Specific Version (PCL-S) refers to a specific stressor identified by either
the participant or, in some research applications, the investigator. The PCL
yields a continuous measure of PTSD symptom severity for each of the three
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symptom clusters and for the whole syndrome. It may also be scored to yield a
dichotomous PTSD diagnosis, by counting items rated 3 = moderately or higher
as a symptom toward a diagnosis, then following the DSM-IV diagnostic rule
of at least one reexperiencing symptom, at least three avoidance and numb-
ing symptoms, and at least two hyperarousal symptoms.

The PCL has been widely adopted and extensively evaluated, and has
excellent psychometric properties across a variety of trauma populations. In
the original work with male combat veterans (Weathers et al., 1993) the PCL
demonstrated high internal consistency for the full scale, with an alpha of .97,
and excellent test-retest reliability, with a correlation of .96 between separate
administrations 2—-3 days apart. The PCL also correlated strongly with other
measures of PTSD and combat exposure, and demonstrated good diagnostic
utility against the SCID PTSD module, with a sensitivity of .82, a specificity of
.83, and a kappa of .64. Also, in a sample of victims of MVAs or sexual assault,
Blanchard, Jones-Alexander, Buckley, and Forneris (1996) reported excellent
internal consistency, with a full-scale alpha of .94, and strong correspondence
with the CAPS. Using a slightly lower PCL cutoff of 44, they found a sensitivity
of .94, a specificity of .86, and an efficiency of .94 against a CAPS diagnosis
of PTSD. They also found that each PCL item correlated significantly with
its counterpart on the CAPS, with seven correlations higher than .70, and
all but three higher than .60. Furthermore, in a sample of college students
with mixed civilian trauma, Ruggiero, Del Ben, Scotti, and Rabalais (2003)
reported excellent internal consistency, with a full-scale alpha of .94; test—
retest reliability ranging from .68 to .92, depending on the retest interval;
and strong correlations with self-report measures of PTSD, depression, and
anxiety.

In addition to its ability to predict an interview-based diagnosis of PTSD,
the PCL is useful for a range of other assessment tasks, including screen-
ing for possible PTSD (e.g., Andrykowski, Cordova, Studts, & Miller, 1998;
Dobie etal., 2002), detecting clinical change (e.g., Forbes, Creamer, & Biddle,
2001), and estimating PTSD prevalence in large-scale epidemiological surveys
(e.g., Kang, Natelson, Mahan, Lee, & Murphy, 2003). The PCL was also used
extensively in factor-analytic studies of PTSD (e.g., Asmundson et al., 2000;
DuHamel et al., 2004; Palmieri, Weathers, Difede, & King, 2007; Simms, Wat-
son, & Doebbeling, 2002), the cumulative findings of which have challenged
the DSM-IV three-cluster approach to PTSD symptoms.

One concern about the PCL literature is that different studies have used
different versions, and the version used is not always clearly specified. There-
fore, it cannot be assumed that the psychometric findings for one version
generalize to the others. Another question that needs further investigation
involves the choice of specific cutoff scores on the PCL. The optimal cutoff
score has varied across trauma type, setting, and task (e.g., screening vs. dif-
ferential diagnosis), and clearly no single cutoff is appropriate for all applica-
tions. The best approach in selecting a PCL cutoff for a trauma type in a given
setting is to use cutoffs identified in studies of similar samples.
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DAVIDSON TRAUMA SCALE

The Davidson Trauma Scale (DTS; Davidson, 1996) is another 17-item, self-
report measure that assesses the DSM-IV diagnostic criteria for PTSD. The
item format is similar that of the CAPS, in that the frequency and severity of
each symptom is rated on separate 4-point scales. The Frequency scale ranges
from 0 = not at all to 4 = every day, and the Severity scale ranges from 0 = not
at all distressing to 4 = extremely distressing. The time frame for ratings is the
past week. This allows for frequent administrations, which is valuable in treat-
ment outcome studies, but limits the use of the DTS as a diagnostic measure
because it does cover the required duration for PTSD symptoms of at least
1 month. Although the main purpose of the DTS is to provide a continuous
measure of PTSD symptom severity, the manual provides a table for convert-
ing DTS total scores into a probability of having a PTSD diagnosis.

The DTS appears to have good psychometric properties. Davidson (1996)
found high internal consistency, with alphas for frequency, severity, and total
scores all above .90, and strong test-retest reliability with a correlation of .86
between administrations over a I-week interval. The DTS also demonstrated
good convergent and discriminant validity, correlating strongly with several
other PTSD measures, and not correlating with a measure of extraversion. In
addition, the DTS distinguished between groups that varied in PTSD sever-
ity and was sensitive to changes in PTSD severity as a function of treatment.
Finally, the DTS demonstrated good diagnostic utility against the SCID PTSD
module. A cutoff of 40, which was described as the most accurate, had a sen-
sitivity of .69, a specificity of .95, and an efficiency of .83.

The DTS appears to be a useful measure of PTSD. It is well suited for
tracking changes in symptom severity in treatment outcome studies and
has been widely adopted for this purpose (Davidson, Tharwani, & Connor,
2002). One limitation is that little additional psychometric work has been
conducted, so it is not clear how well the original findings generalize to other
samples and settings.

POSTTRAUMATIC STRESS DIAGNOSTIC SCALE

The Posttraumatic Stress Diagnostic Scale (PDS; Foa, 1995; Foa, Cashman,
Jaycox, & Perry, 1997), a 49-item self-report measure of PTSD, is designed to
assess all of the DSM-IV diagnostic criteria for PTSD. The PDS, which is based
on the self-report counterpart (PSS-SR) of the PSS-I described earlier (Foa
etal., 1993), is one of only two self-report instruments that assess all DSM-1V
PTSD criteria and was designed as a screening instrument for identifying a
diagnosis of PTSD in the general population or in a population of trauma
survivors. Accordingly, the PDS include four sections. The first two sections
assess Criterion A. The first comprises a list of common potential traumatic
events and asks respondents to indicate whether they have experienced one
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or more of those events. The second section establishes which event that they
endorsed in the first section is the most distressing to them at present, how
long ago this most distressing event occurred, and whether they were hor-
rified, terrified, or feeling helpless during the event. The third section asks
respondents to rate the frequency/severity of the 17 PTSD symptoms, linking
them to the traumatic event identified in the second section. The fourth sec-
tion assesses functional impairment. Symptoms are rated on a 4-point fre-
quency scale with respect to the past month, with 0 = not at all or only one time,
1 = once a week or less/once in a while, 2 = two to four times a week/half the time, and
3 = five or more times a week/almost always. Symptom scores are summed to yield
a total symptom severity score, which ranges from 0 to 51 and is classified into
one of four severity categories: mild (10 or lower), moderate (11-20), moderate
to severe (21-35), and severe (36 or higher). The PDS also yields a dichotomous
PTSD diagnosis.

The PDS is psychometrically sound. In terms of reliability, Foa and col-
leagues (1997) reported strong internal consistency, with an alpha of .92
across the 17 symptom items, and good test-retest reliability, with a corre-
lation of .83 for total severity and a kappa of .74 for a PTSD diagnosis. In
terms of validity, Foa et al. found that the PDS strongly correlated with self-
report measures of PTSD, depression, and anxiety. Furthermore, the PDS
total severity score and the total number of symptoms endorsed significantly
discriminated individuals with and without a PTSD diagnosis based on the
SCID PTSD module. Finally, the PDS demonstrated adequate diagnostic util-
ity against the SCID, with a sensitivity of .89, a specificity of .75, an efficiency
of .82, and a kappa of .65.

Advantages of the PDS are that it assesses all the PTSD diagnostic crite-
ria, it was developed with careful attention to content validity, it yields both
a continuous measure of symptom severity and a PTSD diagnosis, and it
appears to have good psychometric properties in an initial sample of trauma
survivors. Because of its ability to assess all the PTSD diagnostic criteria, it has
been widely used in studies examining the rate of PTSD in populations that
experienced a traumatic event (e.g., earthquakes, war). The PDS have been
translated into numerous languages (e.g., Croatian, Hebrew, Spanish, Chi-
nese, Japanese, German, French, Persian, Arabic, Dutch, and Lughara). The
psychometric properties of the PDS have been examined in several cultures,
replicating those found in the original study. For example, Powell and Rosner
(2005) administered the Croatian version of the PDS and other measures of
trauma-related psychopathology (IES and Beck Depression Inventory [BDI])
to 812 people living in Sarajevo or Benja Luka in Bosnia and Herzegovina, of
whom the majority had experienced a high number of traumatic war events.
The correlations between the total scale and the subscales were all quite high
at .89, .93, and .87 for reexperiencing, avoidance, and hyperarousal, respec-
tively. Convergent and discriminant validity were also adequate. The correla-
tion between the PDS and the IES was .75, whereas the correlation between
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the PDS and the BDI was .60. Similar results were reported by Griesel, Wessa,
and Flor (2006), who used the German version of the PDS with 143 trauma
survivors. One possible disadvantage is that because the PDS relies on a sin-
gle, rationally derived diagnostic scoring rule, alternative rules have not been
proposed or evaluated.

DETAILED ASSESSMENT OF POSTTRAUMATIC STRESS

The Detailed Assessment of Posttraumatic Stress (DAPS; Briere, 2001) is a
104-item, comprehensive, self-report measure of trauma and PTSD. Similar to
the PDS, the DAPS evaluates all DSM-IV diagnostic criteria for PTSD, includ-
ing trauma exposure, the 17 PTSD symptoms, and the degree of functional
impairment. Beyond that, though, the DAPS includes scales assessing peri-
traumatic distress and dissociation, trauma-specific dissociation, substance
abuse, and suicidality. Furthermore, the DAPS includes scales to assess posi-
tive and negative response bias, and is the only dedicated PTSD measure, self-
report or interview, to do so. T-scores based on a normative sample of approxi-
mately 400 trauma-exposed adults are used to generate a dimensional profile
incorporating the two response validity scales and 11 clinical scales. For the
clinical scales, 7T-score elevations of 65 and above are considered clinically
significant. In addition, decision rules are provided for generating a probable
diagnosis of PTSD or acute stress disorder.

As reported in the professional manual, the DAPS initial psychometric
analyses are promising. Internal consistency was excellent, with high alpha
coefficients for all scales except for Negative Bias (NB) and Relative Trauma
Exposure (RTE), which are not expected to be internally consistent, because
they do not tap a coherent construct. In addition, the response bias scales
demonstrated good convergent and discriminant validity with other self-
report measures of response validity, and the clinical scales demonstrated
good convergent and discriminant validity with other self-report measures of
PTSD and other types of psychopathology. Finally, a PTSD diagnosis based
on the DAPS had good diagnostic utility against the CAPS, with a good bal-
ance between sensitivity (.88) and specificity (.86), a high level of efficiency
(.87), and a good kappa coefficient (.73).

The DAPS appears to be a valuable addition to the PTSD assessment
toolkit and would be useful for a range of research and clinical applications.
Its main advantages are the inclusion of response validity scales, complete
coverage of all PTSD diagnostic criteria, thorough assessment of peritrau-
matic responses and various associated features of PTSD, and the availability
of normative data. A potential disadvantage is that it is longer than other
self-report PTSD measures. Also, the DAPS is a relatively new instrument, and
little additional psychometric work has appeared in the literature. However,
Elhai et al. (2005) found that the DAPS is in reasonably widespread use in
clinical and research settings, so more empirical reports are likely to emerge
soon.
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Other PTSD-Focused Measures
IMPACT OF EVENT SCALE

Developed prior to the formal recognition of PTSD as a mental disorder in
DSM-III, the IES (Horowitz et al., 1979) is the oldest standardized measure of
posttraumatic symptoms. The IES is the most widely used self-report measure
in the field of traumatic stress and has played an invaluable role by providing
a common metric across studies with diverse assessment batteries. Based on
Horowitz’s biphasic model of stress response, the IES comprises 15 items, 7
of which assess intrusive symptoms, and 8 of which assess avoidance. The fre-
quency of each symptom’s occurrence over the past week is rated on a 4-point
scale, ranging from 0 = not at all, 1 = rarely, 3 = sometimes, and 5 = often. The
psychometric properties of the IES have been extensively evaluated and, as
Sundin and Horowitz (2002) concluded in a recent review, it has proven to be
a consistently reliable and valid measure of trauma-related symptoms.

However, the IES does not assess hyperarousal symptoms; therefore,
it does not provide complete coverage of the PTSD symptom criteria. To
address this limitation Weiss and Marmar (1997) developed a 22-item revised
version (IES-R) by adding six hyperarousal items and one dissociative item.
They also made several important modifications to the rating scale, which
include changing the response dimension from symptom frequency to degree
of subjective distress, expanding the number of response options from four
to five, and relabeling the anchors so that 0 = not at all, 1 = a lttle bit, 2 =
moderately, 3 = quite a bit, and 4 = extremely. Although the addition of the new
items brought the IES-R more in line with DSM-IV criteria, it still does not
directly correspond to the diagnostic criteria, unlike the measures discussed
in the previous section. Some DSM-IV PTSD symptoms are not assessed at all
(diminished interest, estrangement, sense of foreshortened future), and oth-
ers are assessed somewhat ambiguously (amnesia, restricted range of affect).
Nonetheless, the various modifications make the IES-R an attractive measure
for many applications. Its use has steadily increased since its introduction,
and accumulating psychometric evidence indicates that the revised version
demonstrates the same high level of reliability and validity as the original
IES (Weiss, 2004). It should be emphasized that introduction of the IES-R
does not mean that the IES is now considered obsolete (Sundin & Horow-
itz, 2002). Both measures are currently in use and can be used effectively to
assess trauma-related symptomatology.

MISSISSIPPI SCALE FOR COMBAT-RELATED PTSD

The Mississippi Scale (Keane et al., 1988) is a 35-item self-report measure of
PTSD symptoms and associated features. Items are rated on a 5-point scale,
with anchors that vary according to item content (e.g., 1 = never to 5 = very
Jrequently, 1 = never true to 5 = always true). The Mississippi Scale is the most
widely used measure of combat-related PTSD. It has excellent psychometric



46 ASSESSMENT AND DIAGNOSIS OF PTSD

properties (e.g., Keane et al., 1988; King & King, 1994; King, King, Fairbank,
Schlenger, & Surface, 1993; McFall, Smith, Mackay, & Tarver, 1990) and was
selected as the primary PTSD measure in the National Vietnam Veterans
Readjustment Study (NVVRS; Kulka et al., 1991).

A Civilian Version of the Mississippi Scale (CMS) was developed for
assessing nonmilitary PTSD in the NVVRS. The most significant change
involved revision of items containing references to the military, either by
deleting the reference or by rephrasing items so that they referred instead
to events “in the past.” Four items were subsequently added to provide better
coverage of the DSM-III-R PTSD criteria, creating a 39-item version, as well
as a 35-item version of the CMS. Vreven, Gudanowski, King, and King (1995)
evaluated the 35-item version and concluded that it performed reasonably
well but warranted some revisions. However, Lauterbach, Vrana, and King
(1997), after evaluating both the 35-item and 39-item versions, concluded
that the CMS performed more like a general measure of distress, and cau-
tioned against interpreting it as a specific measure of PTSD. In an effort to
enhance the utility of the CMS for specific applications, investigators have
revised the it by deleting, adding, and modifying items, and by using uni-
form response options for all items (e.g., Inkelas, Loux, Bourque, Widawski,
& Nguyen, 2000; Norris & Perilla, 1996). Despite these efforts, generally the
CMS has not performed as well as the original combat version, although it is
difficult to reach firm conclusions because of variability across studies in the
format, method of administration, and nature of the sample. One consistent
concern has focused on the reverse-scored items, which have proven to be
particularly problematic and may need to be revised or dropped (Conrad,
Wright, & McKnight, 2004; Inkelas et al., 2000).

Multiscale Personality Inventories

The two measures discussed in this section, the Minnesota Multiphasic Per-
sonality Inventory—2nd edition (MMPI-2; Butcher et al., 2001) and the Per-
sonality Assessment Inventory (PAI; Morey, 2007) are broad spectrum instru-
ments that assess a wide variety of aspects of personality and psychopathology.
They have several advantages for the assessment of PTSD. First, they include
specialized PTSD scales. Second, they permit the assessment of comorbid
disorders and associated clinical features. Third, they allow an estimate of
overall severity of disturbance. Fourth, they allow the evaluation of response
bias.

MINNESOTA MULTIPHASIC PERSONALITY INVENTORY

The Minnesota Multiphasic Personality Inventory (MMPI; Hathaway &
McKinley, 1951) is one of the oldest and most widely used psychological assess-
ment instruments. The MMPI was revised in 1989, and the MMPI-2 (Butcher
et al., 2001), which incorporated a number of innovative new features, has
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continued the tradition of the MMPI as a preeminent multiscale personality
inventory. The MMPI-2 permits a broad, psychometrically sound assessment
of personality, psychopathology, and various forms of response bias.

The MMPI/MMPI-2 has been used extensively in the assessment of PTSD,
particularly in combat veterans. The earliest studies that employed the MMPI
led to the identification of a mean F-2-8 PTSD profile, as well as the con-
struction of a specialized PTSD scale, the Keane PTSD Scale (PK; Fairbank
et al., 1983; Keane, Malloy, & Fairbank, 1984). Subsequent researchers have
found that although scales F, 2, and 8§ typically figure prominently in mean
PTSD profiles, other scales are often elevated, and in general there is sub-
stantial heterogeneity in profiles both within and across studies (e.g., Glenn,
Beckham, & Sampson, 2002; Wise, 1996). This has led some investigators
to supplement the mean profile approach with an individualized approach
based on the frequency of code types for individual respondents (e.g., Glenn
etal., 2002).

More directly relevant for PTSD diagnosis is the PK. The original PK
comprised 49 MMPI items that discriminated between Vietnam War com-
bat veterans with PTSD and Vietnam veterans with other psychiatric disor-
ders. For the MMPI-2, three redundant items were dropped and one item
was reworded (Lyons & Keane, 1992). Keane and colleagues (1984) found
that a cutoff of 30 (27 in the MMPI-2) provided the best discrimination, with
82% correct classification in both a derivation and a cross-validation sample.
Subsequent research has generally confirmed the diagnostic utility of the PK,
although performance has varied, possibly as a function of sample charac-
teristics and diagnostic procedures, and the cutoff scores have tended to be
lower (e.g., Cannon, Bell, Andrews, & Finkelstein, 1987; Watson, Kucala, &
Manifold, 1986).

The PK has also been used successfully in civilian trauma samples (e.g.,
Koretzky & Peck, 1990). However, some investigators have cautioned that it
may be more a measure of general distress than a specific measure of PTSD.
For example, Scheibe, Bagby, Miller, and Dorian (2001) found that several
standard MMPI-2 clinical and content scales, especially Scales 7 and 8 and the
Anxiety and Anger content scales, were more effective than the PK for pre-
dicting PTSD in workplace accident victims. Finally, the PK has been evalu-
ated for use as a stand-alone measure, with a performance in this format that
appears comparable to its performance when administered in the context of
the full MMPI/MMPI-2 (Herman, Weathers, Litz, & Keane, 1996; Lyons &
Scotti, 1994).

One of the most valuable features of the MMPI-2 is the availability of an
array of response validity indicators. Given the concerns about malingering
in PTSD, the MMPI-2 scales that detect a fake-bad response style, especially
Infrequency (F), Infrequency-Back (Fp), and Gough’s Dissimulation scales
(Ds) (Rogers, Sewell, Martin, & Vitaco, 2003), are particularly useful in the
assessment of PTSD. In addition, a new scale, the Infrequency-PTSD (Fptsd),
was developed to improve discrimination of genuine and feigned PTSD
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(Elhai, Ruggiero, Frueh, Beckham, & Gold, 2002). In the original study Elhai
and colleagues (2002) found that Fptsd outperformed existing MMPI-2 scales
in detecting feigned PTSD. However, a follow-up study revealed that Fptsd
improved detection of feigned PTSD over F but not Fp. Furthermore, Mar-
shall and Bagby (2006) recently found that Fptsd did not improve detection
over the existing family of F scales, possibly because Fptsd shares a substantial
proportion of items with Fp. Clearly, more research is needed to determine
the clinical usefulness of this scale.

In summary, the MMPI-2 is a valuable addition to a PTSD assessment
battery. It assesses the wide range of problems typically seen in the clini-
cal presentation of PTSD and provides sophisticated methods for detecting
malingering and other types of response bias. Penk, Rierdan, Losardo, and
Robinowitz (2006) provide a thorough overview of the various clinical appli-
cations of the MMPI-2, and describe in some detail how information from the
MMPI-2 can be integrated effectively with information from other sources.

PERSONALITY ASSESSMENT INVENTORY

Developed in 1991, the PAI (Morey, 2007) has grown rapidly in popularity
in clinical, research, and forensic settings. The PAI comprises 344 items that
make up 22 nonoverlapping scales, including 4 response validity scales, 11
clinical scales, 5 treatment scales, and 2 interpersonal scales. In addition, 9
of the clinical scales and 1 of the treatment scales have subscales reflecting
key aspects of the construct assessed by the parent scale (e.g., the Cognitive,
Affective, and Physiological subscales of the Depression scale). The validity
scales detect random or careless responding and the tendency to present in
an overly positive or negative manner, and include Inconsistency (ICN), Infre-
quency (INF), Negative Impression (NIM), and Positive Impression (PIM).
The clinical scales assess well-established clinical syndromes, and include
Somatic Complaints (SOM), Anxiety (ANX), Anxiety-Related Disorders
(ARD), Depression (DEP), Mania (MAN), Paranoia (PAR), Schizophrenia
(SCZ), Borderline Features (BOR), Antisocial Features (ANT), Alcohol Prob-
lems (ALC), and Drug Problems (DRG). The treatment scales assess several
key areas relevant to clinical management, and include Aggression (AGG),
Suicidal Ideation (SUI), Stress (STR), Nonsupport (NON), and Treatment
Rejection (RXR). Finally, the interpersonal scales assess two aspects of nor-
mal personality, and include Dominance (DOM) and Warmth (WRM).

In contrast to the MMPI/MMPI-2, which was developed using an empiri-
cal criterion keying method, the PAI was developed using a construct valida-
tion approach that emphasized explication of the constructs to be assessed
and content validity of the items for assessing the constructs. In addition,
rather than a true—false response format, PAI items are rated on a 4-point
scale, with anchors of false, not at all true; slightly true; mainly true; and very true.
PAI profiles are presented in 7-scores, based on a census-matched norma-
tive sample. T*scores of 70 and higher are considered clinically significant.
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Another reference point for scale interpretation is the “skyline,” which rep-
resents scores that are two standard deviations above the mean of a clinical
normative sample.

Because the PAl is a relatively new instrument, only a limited number of
studies have investigated its use in the assessment of PTSD. However, studies
that have emerged indicate that the PAI has considerable promise and may be
very useful as a research and clinical tool with trauma survivors. A focal point
for PTSD assessment with the PAI is the Traumatic Stress subscale of the
Anxiety-Related Disorders scale (ARD-T), which comprises eight items: Five
items primarily assess reexperiencing, one assesses effortful avoidance, one
assesses loss of interest in usual activities, and one assesses guilt. Each ARD-T
item is linked to a previous experience, sometimes referred to broadly and not
necessarily as a stressor (“about my past”) and other times more specifically
as a trauma (“something horrible” or “since I had a very bad experience”).
Although it does not explicitly assess Criterion A and covers only about half of
DSM-IV PTSD symptom criteria, ARD-T does assess some of the most distinc-
tive aspects of PTSD and typically is the most elevated PAI scale in individuals
with PTSD. In addition, several other conceptually relevant PAI scales and
subscales appear to be elevated in PTSD. For example, Mozley, Miller, Weath-
ers, Beckham, and Feldman (2005) administered the PAI to 176 male combat
veterans with PTSD. They found significant elevations on NIM, SOM, ANX,
ARD, DEP, and SCZ, with the highest elevations on ARD-T and DEP. They
also found that ARD-T correlated strongly with the Mississippi Scale (.67) and
moderately with the PK scale of the MMPI-2 (.58) and the DTS (.44).

Furthermore, McDevitt-Murphy, Weathers, Adkins, and Daniels (2005)
compared PAI profiles in a community sample of 55 women with and with-
out PTSD. The PTSD group scored significantly higher than the non-PTSD
group on a number of scales, including ANX, DEP, ARD, SOM, PAR, BOR,
and SCZ, as well as NON and RXR. The largest group differences were for
ARD-T and the Physiological subscale of Depression (DEP-P). ARD-T and
DEP-P also had the highest correlations with CAPS total severity (r= .72 for
ARD-T, r = .66 for DEP-P). Finally, ARD-T and DEP-P demonstrated strong
diagnostic utility against the CAPS at levels comparable to that of the PCL,
which had the highest quality of efficiency of all the measures in the study.

In a subsequent study, McDevitt-Murphy, Weathers, Flood, Eakin, and
Benson (2007) compared the discriminant validity of the PAT and MMPI-2 for
distinguishing PTSD, depression, and social phobia in college students. The
PAI and MMPI-2 differentiated the PTSD and well-adjusted control groups,
with substantially higher elevations for the PTSD group on a number of scales
on both measures. For the PAI, the largest group difference was for ARD-
T, with other large differences on PIM, ANX, ARD, DEP, BOR, and RXR.
The PAI and MMPI-2 also differentiated the PTSD and social phobia groups,
although the pattern of group differences varied somewhat and the effect
sizes were smaller. However, the PAI was more effective than the MMPI-2
in differentiating the PTSD and depression groups. For the PAI, significant
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group differences between PTSD and depression were found for PIM, ARD-
T, the Grandiosity subscale of the Mania scale (MAN-G), and the Antisocial
Behaviors (ANT-A) and Egocentricity (ANT-E) subscales of the Antisocial
Features scale. In contrast, for the MMPI-2, a significant group difference was
found only for the Low Self-Esteem content scale (LSE).

Based on the relatively small literature thus far, the PAI appears to have
considerable merit for the assessment of PTSD. As with the MMPI-2, the PAI
rigorously evaluates various forms of response bias, assesses a wide range of
comorbid syndromes, and contains a specialized PTSD scale. Because it was
developed with a construct validation approach, the PAI provides a straight-
forward assessment of contemporary constructs related to diagnosis and clini-
cal management. In addition, preliminary evidence suggests that it has better
discriminant validity for distinguishing PTSD from other commonly comor-
bid disorders, such as depression.

Recommendations for Designing

a PTSD Assessment

In this section we offer some recommendations and guidelines to assist
in selection of PTSD assessment instruments and creation of an appropri-
ate assessment battery protocol for a given setting, target population, and
intended application. These guidelines are not necessarily relevant to all situ-
ations, but they are generally applicable to most PTSD assessments.

1. Establish explicit goals. All decisions regarding the selection of assess-
ment measures should grow out of a clear statement of what the assessment is
intended to accomplish. What are the goals for the assessment, and what end
products are desired (i.e., inferences, conclusions, and decisions made based
on the assessment)? The most common goals for PTSD assessment include
screening for possible trauma exposure and PTSD, establishing a diagnosis
of PTSD, and quantifying PTSD symptom severity. These goals have direct
implications for instrument selection. For example, self-report measures are
useful for screening and quantifying symptom severity but should not be used
as the sole basis for diagnosis. Structured interviews are useful for diagnosis
and, in some cases, for quantifying symptom severity, but are too inefficient
for large-scale screening. When resources are available, it may be tempting to
use a shotgun approach and administer as many measures as possible. How-
ever, this raises the question of incremental validity and creates the prob-
lem of respondent burden and possible noncompliance with the assessment
tasks.

2. Consider the target population and assessment context. Taking into account
the nature of the target population and the context will help to guide selec-
tion of appropriate measures. Key variables include sex, age, type of trauma
(e.g., combat, sexual assault, mixed civilian trauma; also, relatively circum-
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scribed vs. chronic, repeated trauma), and the setting (clinic vs. community;
inpatient vs. outpatient; trauma-focused vs. general psychiatric or medical). It
is important to select measures that have been well-validated for the specific
population. The nature of the population may also help to determine what
domains other than the core syndrome of PTSD to emphasize, such as life-
time trauma history, comorbidity, associated features of PTSD, malingering,
and other types of response bias.

3. Consider the available resources. The types of measures that can be
administered and the scope of the assessment will depend on personnel and
the amount of time available. What assessment personnel are available, what
training and qualifications do they have, and how much time are they able to
devote to the assessment protocol? Questionnaires may be administered and
scored by clerical staff, and trained lay interviewers may administer highly
structured research interviews, but appropriately trained and credentialed cli-
nicians are required for conducting clinical interviews and making a clinical
diagnosis. Furthermore, how much time is available for the assessment? Key
considerations include the time commitment and cost of assessment person-
nel, as well as respondent burden and any logistical constraints in the assess-
ment context. Regarding respondent burden, are respondents able to tolerate
the assessment procedure and provide valid information? Will the assessment
need to be abbreviated or divided into multiple sessions? Time considerations
will also determine the emphasis given to the various assessment domains.
Most assessment protocols involve trade-offs and compromises, with more
time and resources given to the primary targets of PTSD diagnostic status
and symptom severity, and relatively less time to other targets, such as comor-
bidity and response bias.

4. Enhance compliance with the assessment. To obtain the most valid infor-
mation, it is important for respondents to be invested in the assessment pro-
cess. Trauma is associated with a sense of powerlessness and helplessness, and
extensive avoidance and lack of trust are often central issues. An effort should
be made to engage and to empower respondents by offering encouragement
and support to confront feared material, and by increasing predictability
and controllability. Predictability can be enhanced by being transparent and
explaining clearly all aspects of the assessment process, including specific
assessment activities, specific questions, and the rationale for each. Control-
lability can be enhanced by promoting respondents’ autonomy and choice
throughout the assessment, emphasizing informed consent and the right to
withdraw at any point or take a break if the process becomes too emotionally
taxing, and reassuring respondents about confidentiality.

5. Use an interview whenever possible. As discussed earlier, interviews have
several advantages over self-report measures. When time is limited, either
the SCID or PSS-I is appropriate. The SCID evaluates all DSM-IV-TR crite-
ria and yields a diagnosis of PTSD. The PSS-I yields both a diagnosis and a
continuous measure of PTSD symptom severity, although the index trauma
must be identified by some other measure, and it is necessary to ensure that
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the symptoms have lasted at least a month. When there is sufficient time, the
CAPS is a good choice. It too yields a diagnosis and a continuous measure of
severity, and also provides more detailed information that may be useful for
functional analysis and treatment planning.

6. Use a DSM-correspondent self-report measure whenever possible. Apart from
interviews, DSM-correspondent self-report measures are the most impor-
tant component of a multimeasure PTSD assessment and for some appli-
cations may serve as the primary or even sole measure. Many of the non-
DSM-correspondent measures make useful supplements but provide only an
indirect evaluation of DSM-IV-TR PTSD criteria. If an interview is not admin-
istered, and only one DSM-correspondent measure is used, then the PDS or
DAPS is a good choice because each measure covers all the criteria and pro-
vides a diagnosis and continuous measure of severity.

7. Use the most appropriate scoring rule for a given application. Although
indispensable in the assessment of PTSD, continuous measures introduce an
additional layer of complexity when there is a need to convert them to dichot-
omous scores (i.e., by selecting a cutoff score to define caseness, or by dichoto-
mizing item scores and following DSM-IV-TR criteria to derive a diagnosis).
Whenever possible it is crucial to select the appropriate scoring rule for a
given population, context, and assessment task (e.g., screening, differential
diagnosis). The available empirical evidence indicates that the performance
of cutoffs and scoring rules varies widely across samples. Unfortunately, for
many measures, there is not sufficient research to guide the selection of an
optimal rule because either alternative rules have not been proposed or the
rules have not been adequately validated.

8. Use multiple measures whenever possible. As noted earlier, the use of mul-
tiple measures has long been advocated in the assessment of PTSD. A bat-
tery that would meet most clinical and research needs would include a PTSD
interview; a DSM-correspondent measure; a supplemental measure, such as
the IES or the Mississippi Scale; and either the MMPI-2 or the PAIL If time
permits, an interview covering other disorders, such as the non-PTSD por-
tions of the SCID, would be very helpful. In choosing between the MMPI-2
and PAI, the advantages of the MMPI-2 are that it has a much more extensive
research base and has been used to assess PTSD for more than 25 years. The
advantages of the PAI are that it is shorter (344 vs. 567 items), the scales cor-
respond to familiar concepts in contemporary diagnosis and clinical manage-
ment, and the specialized PTSD scale appears to have greater discriminant
validity than do any of the MMPI-2 scales.

9. Evaluate response bias. Response bias, particularly malingering, should
be assessed routinely in all clinical and research assessments of PTSD. The
MMPI-2 and PAI are excellent resources in this regard because of their rigor-
ous, well-validated procedures for evaluating under- and overreporting. In
settings with a very high potential for malingering, it might be necessary to
include a dedicated malingering instrument, such as the SIRS. This crucial
assessment domain has been given insufficient attention in the field of trau-
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matic stress in particular, and in the assessment of mental health disorders
more broadly (Rosen, 2004; Rosen & Taylor, 2007).

Summary and Future Directions

Considerable progress has been made in the development and evaluation of
standardized measures for assessing trauma exposure and PTSD. Clinicians
and investigators now have available a wide variety of instruments and pro-
tocols that provide psychometrically sound and practicable measurement of
PTSD for almost any application across settings. As noted earlier, the use of
such instruments is now de rigueur for empirical studies, and is increasingly
expected in clinical settings as well. The increasing focus on the use of EBA
procedures will foster the continued dissemination of such measures, until
they become part of routine clinical practice.

Although progress has been made, much remains to be done. First, as
we noted nearly a decade ago (Weathers & Keane, 1999), there are actually
too many measures of trauma and PTSD, and more new measures appear
every year. Although progress in instrument development is always welcome,
rarely do new measures represent an improvement over existing ones. Most
are largely redundant and represent minor variations on previous measures.
However, they do differ in at least some respects, thus hindering progress in
PTSD research by reducing comparability of findings across studies. A more
productive approach would be to expand the empirical foundation for the
best existing measures, thereby moving toward a consensus battery for the
field of traumatic stress. This would involve the accumulation of validity evi-
dence from multiple sources, including evidence of convergent and discrimi-
nant validity, diagnostic utility, sensitivity to clinical change, and structural
evidence from factor-analytic studies. At this point, discriminant validity is
arguably the most important source of evidence and, unfortunately, the one
that to date is the most underdeveloped. Given the high rates of comorbidity
in PTSD, particularly the overlap with depression and other anxiety disor-
ders, it is crucial to demonstrate that PTSD assessment instruments measure
symptomatology uniquely attributable to PTSD rather than simply reflecting
nonspecific distress.

Second, more research is needed to evaluate the generalizability of
standardized measures across trauma types (e.g., combat vs. sexual assault),
settings (e.g., inpatient vs. outpatient, clinical vs. research, trauma clinic vs.
primary care), key demographic characteristics (age, gender, ethnicity), and
cultures, including the comparability and psychometric performance of trans-
lations of measures into other languages. It is essential to document empiri-
cally, rather than to assume, that a measure developed and evaluated primar-
ily in one population will perform similarly in a different context. Closely
related to this is the need to evaluate different scoring rules and cutoff scores
for standardized measures to identify the optimal scoring method for a given
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assessment task in a given population. Third, much more work is needed to
develop methods for combining the information from multiple measures.
Although the use of multiple measures is recommended, currently there is
little empirical guidance as to how to integrate findings across measures.

Fourth, PTSD diagnostic criteria have evolved considerably since DSM-
IIT and likely will continue to evolve, so PTSD assessment measures need to
be updated accordingly. Apropos of this issue, Spitzer and colleagues (2007),
responding to a series of articles criticizing the PTSD construct, recently
proposed several revisions of the PTSD criteria for DSM-V. For example, to
address the apparent nonspecificity of the PTSD syndrome, they suggested
eliminating PTSD symptom criteria that are also criteria for other disorders—
specifically, irritability, insomnia, difficulty concentrating, and diminished
interest—then combining the remaining symptoms in Criteria C and D into
a single cluster. Spitzer and colleagues emphasized that they were not being
prescriptive, and that experts in the field of traumatic stress would be in the
best position to generate the most appropriate revisions.

Such changes in the diagnostic criteria are largely speculative at this
point. What is clear, however, is that scientific knowledge regarding the phe-
nomenology, etiology, and treatment of PTSD will continue to broaden and
deepen, and that sound measurement will play a vital role. The construct
of PTSD has fostered a sustained and systematic investigation of the human
response to trauma, and EBA will continue to provide the foundation for
the study and care of those individuals who suffer the psychological toll of
catastrophe.
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CHAPTER 3

Assessment of Children

Victor Balaban

As recently as the 1980s, children’s psychological responses to many types
of traumatic events were widely assumed to be transient and not overly impor-
tant (Rigamer, 1986). It is now accepted that a wide variety of traumas can
have devastating effects on children. The study of children’s psychological
responses to trauma is still at an early stage; many published studies on chil-
dren’s psychological responses to trauma are contradictory, and even basic
questions such as age and gender differences have notyet been resolved (Yule,
2001). Children and adolescents have been found to experience posttrau-
matic stress symptoms from many types of events, including war (Allwood,
Bell-Dolan, & Husain, 2002; Balaban, 2006), illness (Brown, Madan-Swain, &
Lambert, 2003), community violence (Cooley-Quille, Boyd, Frantz, & Walsh,
2001), family violence (Grych, Jouriles, Swank, McDonald, & Norwood, 2000),
and natural disasters (McFarlane, Policansky, & Irwin, 1987).

Accurate and timely assessment of posttraumatic stress disorder (PTSD)
symptoms in children is extremely important because poor developmental
outcomes are associated with untreated trauma symptoms (Grych etal., 2000;
Yates, Dodds, Sroufe, & Egeland, 2003). Posttraumatic stress can impact cogni-
tive functioning, initiative, personality style, self-esteem, outlook, and impulse
control (Pynoos & Nader, 1991). Personality changes have been reported in
very young children (Gislason & Call, 1982; Terr, 1988). Childhood trauma
studies have also consistently found regressive behavior and a marked change
in attitude toward the future, with negative expectations and a sense of fore-
shortened future (Pynoos & Eth, 1986; Pynoos & Nader, 1991).

One reason for the lack of definitive knowledge about the epidemiol-
ogy of traumatic responses in children is that researchers have carried out
assessments with a variety of instruments of differing levels of reliability. As a
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result, there is a tremendous need for systematic psychological assessment of
children after trauma to better establish the prevalence and etiology of chil-
dren’s posttraumatic symptomatology, and to be able to design interventions
more effectively.

Diagnostic Criteria for PTSD

PTSD is an anxiety disorder that can occur after exposure to traumatic stress,
and symptoms of PTSD are among the most common types of psychological
distress observed in children after trauma. PTSD is characterized by (1) per-
sistent reexperiencing of the traumatic event, such as recurring or intrusive
thoughts; (2) avoidance of cues associated with the trauma, or emotional
numbing; and (3) persistent physiological hyperreactivity or arousal. Signs
and symptoms must be present for more than 1 month following the trau-
matic event and cause clinically significant disturbance in functioning. A
child is considered to have acute stress disorder (ASD) when these criteria
are met during the month following a traumatic event. PTSD is further char-
acterized as acute when present for less than 3 months, chronic when present
for more than 3 months, or delayed onset when symptoms develop initially
6 months or more after the trauma (American Psychiatric Association, 1994
[DSM-1V]; Pfefferbaum, 1997; Yule, 1999).

DSM-1V diagnostic criteria for PTSD are designed for adults, not for chil-
dren. Instruments used in postemergency assessment of young children must
take into account their limited verbal skills and different ways of reacting to
stress. For example, children who are too young to verbalize their symptoms
may not be able to express signs of numbing and withdrawal, and they may
show reexperiencing symptoms in the form of play reenactment rather than
flashbacks or intrusive thoughts (Eth, Silverstein, & Pynoos, 1985; Scheer-
inga, Zeanah, Drell, & Larrieu, 1995).

Choosing the Appropriate Assessment Instrument

“Psychological assessment” is the area of psychology devoted to examination
and analysis of behaviors and/or psychological characteristics by means of
construction, administration, scoring, and interpretation of tests and other
measurement devices (Anastasi & Urbino, 1996). When conducting post-
trauma assessments, there is generally not a single “best” instrument. Dif-
ferent instruments are appropriate for different contexts, and even psycho-
metrically sound instruments may have other characteristics that could limit
their usefulness in different types of populations or emergencies. A good psy-
chological instrument should be both reliable and valid, although validity is
generally considered to be the measure of the usefulness of a test (Anastasi
& Urbino, 1996).!
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Thousands of assessment interviews, instruments, and rating scales
have been developed to assess hundreds of different constructs, and simply
using a well-known instrument, without taking into consideration its specific
characteristics and the context in which it will be used, can result in wasted
opportunities and effort. For example, because the majority of psychologi-
cal instruments were not developed for assessing traumatized populations,
they do not assess symptoms that are known empirically to be associated with
child and adolescent trauma (Balaban, 2006; Saylor & DeRoma, 2002). In
addition, many older scales that may have impressive bodies of psychometric
data behind them were not developed explicitly for children, or may have
been based on older or unclear definitions of underlying constructs. Newer
scales often have been designed to overcome these problems, but they may
not yet have been in use long enough to establish definitive conclusions on
their validity or reliability. Until recently, one of the factors which hampered
the assessment of trauma-related mental health effects in children and ado-
lescents was a lack of reliable, validated instruments, but there is now a range
of acceptable instruments available for assessing child and adolescent psycho-
pathology (Myers & Winters, 2002).

This chapter is intended to help bring methodological consistency to
future assessments by providing a review of instruments appropriate for
assessing PTSD in children and adolescents. Two categories of instruments
are reviewed: questionnaires and self-report instruments, and structured and
semistructured interviews. The instruments for assessing PTSD in children
discussed in this chapter, and information on obtaining and administering
them, are summarized in Table 3.1.

Questionnaires and Self-Report Instruments
Child PTSD Reaction Index

The Child PTSD Reaction Index (CPTSD-RI), one of the mostly widely used
measures in childhood PTSD research, is a scale for assessing posttrauma
symptoms and PTSD in children ages 6—17 after exposure to a broad range of
traumatic events. It contains 20 items that are scored 0 to 4 points according
to presence of symptoms, and takes 15-20 minutes to administer. CPTSD-
RI items are written in age-appropriate language. It has been translated
into several different languages and used with children and adolescents in
the aftermath of many different types of traumas. The CPTSD-RI has more
psychometric research behind it than most other assessment scales for juve-
nile trauma, and it has shown good reliability and validity. A shorter, seven-
question version of the CPTSD-RI has also been developed (Ohan, Myers, &
Collett, 2002; Pynoos et al., 1987, 1993).

The CPTSD-RI is most likely to be appropriate for assessing children
after disasters and emergencies. Explicitly designed for children and adoles-
cents, it has been used in a variety of emergency contexts. In addition, it is
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inexpensive, simple, fast to administer and to score, and has a body of psycho-
metric research to support it.

Impact of Event Scale—Revised

The Impact of Event Scale (IES), one of the first self-report measures of post-
traumatic disturbance designed to measure current subjective distress related
to a specific event, is a widely used instrument in adult PTSD research (Horow-
itz, Wilner, & Alvarez, 1979). It was developed prior to the adoption of PTSD
as a legitimate diagnosis in 1980; as result, an updated version, the Impact of
Event Scale—Revised (IES-R) was developed to accommodate the new DSM-
IV criteria for PTSD. The IES-R comprises 22 items that measure symptoms
of intrusion, avoidance, and arousal. It takes approximately 10—15 minutes to
administer. It has been translated into several different languages.

It is important to note that the IES-R does not cover all the symptoms of
PTSD. In addition, the instrument has not been modified to assess specific
manifestation of child and adolescent trauma, and the psychometric proper-
ties of the IES-R have not yet been studied in younger children (Briere, 1997;
Jones & Kafetsios, 2002; Ohan et al., 2002; Weiss & Marmar, 1997).

The IES-R is appropriate for screening children who have been exposed
to a specific, discrete trauma, but its focus on effects of a specific event may
limit its applicability in contexts where children have been exposed to multi-
ple or ongoing traumas. In addition, although it has been used with children
and adolescents, the IES-R was designed for adults, so it may not be the best
instrument for child assessments. A shorter, 13-item version of the IES-R has
been developed to assess children in postconflict settings, but psychometric
data are still limited (Smith, Perrin, Dyregrov, & Yule, 2002).

Posttraumatic Stress Symptoms in Children

The Posttraumatic Stress Symptoms in Children (PTSS-C) measure was
developed to be an easy-to-administer instrument for identifying posttrau-
matic symptoms and diagnosing PTSD in children in chaotic disaster con-
texts. It takes approximately 30 minutes to administer and comprises 30 yes—
no items. The first 17 items are based on DSM criteria for PTSD; the rest are
designed to assess child-specific posttraumatic symptoms, such as feelings of
guilt, hyperactivity, and so forth. The limited available data have shown that
the PTSS-C has good validity (Ahmad, Sundelin-Wahlsten, Sofi, Qahar, & von
Knorring, 2000).

The PTSS-C is easy to administer and is designed specifically for assess-
ing younger children exposed to chaotic war environment and trauma con-
texts. However, it is a relatively new instrument with little validation data avail-
able, which can make comparisons of its results and those of measures using
other postemergency assessment scales difficult.
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Trauma Symptom Checklist for Children

The Trauma Symptom Checklist for Children (TSCC), a self-report scale that
assesses distress and posttraumatic symptoms after acute or chronic trauma,
has been used primarily to assess children’s responses to sexual abuse. It com-
prises 54 items divided into six subscales: Anxiety, Depression, Anger, Post-
traumatic Stress, Dissociation, and Sexual Concerns. Shorter, 44-and 40-item
versions of the TSCC that do not contain items relating to sexual concerns are
also available.

The TSCC has been shown to have good validity, and extensive psycho-
metric data have been collected on both clinical and nonclinical populations.
It does not assess all symptoms of PTSD, though, so it may be more useful for
screening than for diagnosis (Briere, 1996).

Trauma Symptom Checklist for Young Children

The Trauma Symptom Checklist for Young Children (TSCYC; Briere et al.,
2001) is a caretaker report measure for children ages 3—12. Caretakers rate
each symptom on a 4-point scale based on how frequently it has occurred
in the last month. The TSCYC contains eight clinical scales: Posttraumatic
Stress—Intrusion (PTSI), Posttraumatic Stress—Avoidance (PTS-AV), Post-
traumatic Stress—Arousal (PTS-AR), Sexual Concerns (SC), Dissociation
(DIS), Anxiety (ANX), Depression (DEP), and Anger/Aggression (ANG).
It also contains a summary posttraumatic stress scale, Posttraumatic Stress—
Total (PTS-TOT), and several scales to ascertain the validity of response level
(RL) and atypical response (ATR) in caretaker reports.

The TSCYC is easy to administer and requires minimal training. How-
ever, the scale does not ask questions related to trauma-specific child symp-
toms (i.e., repetitive play or regression of previously learned skills).

Child PTSD Symptom Scale

The Child PTSD Symptom Scale (CPSS), a self-report scale, assesses DSM-1V
symptoms and functional impairment related to PTSD in a developmentally
appropriate format and language for children and adolescents ages 8-18. It
comprises 17 questions that assess the frequency of symptoms of PTSD in the
previous month, and seven additional questions that assess daily functioning
(i.e., school performance, relationships with friends). Only preliminary vali-
dation data are available for the CPSS, but the early data are good. Sensitivity
and cutoff scores for diagnosing PTSD are still being developed (Foa, John-
son, Feeny, & Treadwell, 2001; Ohan et al., 2002).

Although the CPSS is rapidly administered and designed for children, it
is a relatively new instrument with little validation data available, which may
make comparing its results with those from other posttrauma scales more
difficult.
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PTSD Symptoms in Preschool-Age Children

PTSD Symptoms in Preschool-Age Children (PTSDPAC; Levendosky et al.,
2002) is a caregiver-completed measure based on DSM-IV criteria for PTSD,
with additional items related to young children. Parents report the presence
or absence of symptoms, and the number of endorsed items is summed to
create a total score. Parents are asked to endorse the presence of symptoms,
including those relevant to reexperiencing (playing out the event with toys,
having dreams about the event, having flashbacks, avoidance, hyperarousal,
and loss of previously attained skills). Parents are asked to answer each item
in relation to their child’s behavior since the traumatic event. The PTSDPAC
relies solely on parent report and asks no questions about frequency or onset
of symptoms.

Child Behavior Checklist

The Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2000) was not
specifically designed to measure PTSD in children; however, researchers have
created a post hoc PTSD scale from items in previous versions of the CBCL
(Levendosky, Huth-Bocks, Semel, & Shapiro, 2002). The PTSD items on the
CBCL include argues, difficulty concentrating, obsessive thoughts, cling-
ing, irrational fears, feels persecuted, nervous, nightmares, fearful/anxious,
guilty, headaches, nausea, stomachaches, vomiting, secretive, sullen/irritable,
labile mood, difficulty sleeping, sad, and withdrawn; parents rate each item
as not true, somewhat or sometimes true, or very true/often true within the last 2
months. Levendosky and colleagues (2002) found no correlation between the
CBCL PTSD scale and a measure created to assess PTSD symptoms. However,
Dehon and Scheeringa (2005), using a modified version of the CBCL PTSD
scale to screen for PTSD in a sample of children ages 2—6 compared to a struc-
tured clinical interview, have reported promising sensitivity and specificity.

Structured and Semistructured Interviews

Posttraumatic Stress Disorder Semistructured Interview
and Observation Record

The Posttraumatic Stress Disorder Semistructured Interview and Observa-
tion Record (Scheeringa & Zeanah, 1994) is an examinee-based interview of
the primary caretaker, with the child present in the room. The interviewer
first asks the child’s parent about a series of traumas the child may have expe-
rienced. If a parent endorses a trauma, she is then asked when it occurred
and whether she considered the event traumatic for the child. Next, the inter-
viewer reads a series of stem questions about each PTSD symptom. If a respon-
dent endorses a symptom, then the interviewer asks for specific examples,
until he or she is convinced of the presence of the symptom and some level of
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dysfunction as a result, for example, “Has your child had flashbacks, where it
looks like he’s reliving the event and reacting to it?” The interviewer asks for
specific examples observed by the parent, then requests information about
the onset, frequency, and duration of the symptom. Symptoms measured by
the interview include those from the list of DSM-IV criteria and other devel-
opmentally based young child symptoms, such as loss of previous skills, new
separation anxiety, or aggression.

This measure requires a high level of clinical skill to administer. The
interviewer must observe symptoms of the child, while directing questions to
the parent and making decisions about the symptoms described by the par-
ent. The scale does come with a coding manual to help users identify signs
and symptoms, and with high-quality interviewers, this measure can give
an accurate diagnostic picture. Although the measure does include direct
observation of the child during the course of the parent interview, it does not
include any direct interviewing of the child either verbally or in play form.

Diagnostic Interview for Children and Adolescents—Revised

The Diagnostic Interview for Children and Adolescents (DICA; Reich, Lea-
cock, & Shanfield, 1994) was developed in 1969 primarily for clinical and
epidemiological research and has since undergone many revisions. The
revised DICA (DICA-R), the most recent version, is a semistructured inter-
view designed to assess present and lifetime diagnoses. The DICA-R PTSD
module comprises 17 questions and is one of 18 diagnostic scales. The PTSD
portion of the interview is based on an event the child identifies as traumatic.
Lay interviewers who receive 2—4 weeks of training can administer the DICA-
R. A diagnosis can be based on either parent or child/adolescent interview,
but a thorough assessment should consider information from both sources.

Kiddie Schedule for Affective Disorders and Schizophrenia
for School-Age Children—Present and Lifetime Version

The original Kiddie Schedule for Affective Disorders and Schizophrenia for
School-Age Children (K-SADS; Kaufman et al., 1997) was designed as a com-
prehensive instrument to assess psychopathology in children. This semistruc-
tured interview assesses full and partial diagnosis, including present and life-
time diagnosis of PTSD (K-SADS-PL). The PTSD module is one of 32 scales
and varies in length depending on the number of endorsed items. Intensive
training is needed to administer the instrument because of the importance of
diagnostic classification and differential diagnosis. The clinician integrates
parent report of observable behavior and child self-report when formulating
a diagnosis. In the PTSD module, the scale initially assesses whether any of a
variety of traumatic events have occurred recently or in the past, then assesses
PTSD diagnostic criteria for one specific event.
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Clinician-Administered PTSD Scale for Children and Adolescents

The Clinician-Administered PTSD Scale for Children and Adolescents (CAPS-
CA; Newman et al., 2004) is a semistructured clinical interview designed to
assess PTSD symptoms and associated symptoms in children and adolescents.
The CAPS-CA comprises 36 questions based on a specific event the child
identifies as most distressing. The CAPS-CA evaluates current and lifetime
diagnosis, frequency and intensity of symptoms, as well as social, developmen-
tal, and scholastic functioning. A diagnosis also incorporates the interviewer’s
clinical judgment regarding the type of trauma and impact on functioning.

Factors 1in Designin
Posttrauma Child Psychological Assessments

In addition to selecting the correct instrument, recent research suggests that
several important factors be taken into consideration when planning post-
trauma assessments of children.

Necessity of Assessing Severity and Type of Trauma

It is essential that the type, nature, and duration of trauma be assessed in
children. Severity of posttraumatic symptoms in children has been found to
be related to the level of exposure (Cooley-Quille et al., 2001) and number
of exposures (Allwood et al., 2002). A variety of questionnaires have been
designed to assess levels of exposure to various types of traumas. These ques-
tionnaires are not mental health assessment tools themselves, but they can
provide an important way to identify atrisk children and adolescents and
should be used whenever possible as part of posttrauma mental health assess-
ments (for a review, see Saylor & DeRoma, 2002).

Necessity of Assessing Multiple Disorders

Youth with PTSD often carry dual diagnoses, which makes it difficult for clini-
cians to distinguish between overlapping symptoms. High rates of comorbid-
ity have been documented in youth exposed to a variety of traumas (Kilpat-
rick et al., 2003; Sack, Seeley, Him, & Clarke, 1998). Although a great deal
of the current knowledge of children’s psychological responses to trauma is
based on PTSD research, PTSD is only one of a range of possible responses
to trauma. Traumatized children can exhibit a range of trauma-based symp-
toms, including anxiety, depression, somatic disturbances, learning problems,
oppositional behaviors, and conduct disorder (Goenjian et al., 1995; Sack et
al., 1995; Yule, 2001). Although the wide range of symptoms displayed can
make diagnosis more difficult, accurate diagnosis of PTSD remains essen-
tial.
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Independent Assessment of Children’s Behavior

Assessing child mental health often requires input from several informants.
Children have generally been found to be able to report their own internal
states accurately, but often they are not reliable observers of their own behav-
iors. Adults, in contrast, are generally reliable observers of children’s behav-
iors, but have a tendency to underestimate children’s internal distress (Jensen,
Salzberg, Richters, & Watanabe, 1993; Loeber, Green, Lahey, & Stouthamer-
Loeber, 1991). Whenever possible, assessments of children should include an
adult’s assessment of their behavior. However, this should not be a substitute
for an assessment of the children themselves.

Assessment of Family Members, Especially Mothers

If possible, the mental health status of primary caretakers should be assessed
at the same time as children are assessed. A variety of studies have indicated
that parental adjustment is an important predictor of children’s mental
health outcomes, particularly maternal reactions (Laor, Wolmer, & Cohen,
2001; McFarlane et al., 1987; Pynoos, Goenjian, & Steinberg, 1988; Smith,
Perrin, Yule, & Rabe-Hesketh, 2001).

Functional Status

Whenever possible, instruments that include questions of social and behav-
ioral functioning should be used in assessment of children after exposure
to trauma. Appropriate and adaptive behaviors may be very different in the
aftermath of emergencies, so the presence of symptoms does not always indi-
cate functional disability, nor does the absence of reported symptoms indi-
cate lack of distress (e.g., Bolton et al., 2000; Sack et al., 1995; Shalev, Tuval-
Mashiach, & Hadar, 2004; Terr, 1988).

Age and Developmental Differences

Although the impact of age on children’s posttraumatic behavior and psy-
chopathology are not yet well understood, it is critically important that any
assessment instruments be age- and developmentally appropriate (i.e., poste-
mergency assessments of young children must take into account their limited
verbal skills and different ways of reacting to stress). For example, children
too young to verbalize their symptoms may not be able to express signs of
numbing and withdrawal, and they may show reexperiencing symptoms in
the form of play reenactment rather than flashbacks or intrusive thoughts
(Eth et al., 1985; Scheeringa et al., 1995). In general, screening instruments
for children under age 5 should only be given to adult caretakers because
children this young are developmentally unable to report psychiatric symp-
toms of this type accurately.
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Not all pediatric instruments are equally applicable for all children.
Instruments for younger children must be carefully constructed with age-
appropriate language and concepts; it is very important that an instrument
be used with children the age for whom it was developed. In addition, there is
evidence that children’s reporting of physical symptoms is strongly influenced
both by the level of cognitive development, and by family, parents, peers, and
school and community environments (Rhee, 2003). It is likely that similar
factors may influence children’s reporting of psychological symptoms as well.
There is a need for further studies that address these complicated develop-
mental issues.

Risk and Resilience Factors

A variety of studies have identified risk factors that influence response to
trauma and affect recovery, including exposure to previous traumas, preex-
isting psychopathology, and lack of social support (Caffo & Belaise, 2003;
Pfefferbaum, 1997). Other studies of traumatized child populations have also
indicated that family displacement and parental loss can add to the effects of
the original trauma itself (Norris et al., 2002). Ideally, posttrauma assessment
and screening would include questions to assess these and other potential
risk factors, as a way to identify populations of children and adolescents who
may be at higher risk for developing trauma-related psychopathology. One
promising area for further research is the PsySTART studies, particularly the
assessment of Thai children after the Asian tsunami, in which researchers
accurately identified risk factors for future development of PTSD, inquiring
about trauma-related experiences rather than current symptoms (Thienkrua
et al.,, 2006).

Although most research on the effects of trauma has focused on negative
impacts, recent research has also begun to evaluate positive changes (often
referred to as “posttraumatic growth” or “adversarial growth”) that may also
occur following trauma (e.g., Linley & Joseph, 2004; Tedeschi, Park, & Cal-
houn, 1998). In general, it has been found that the majority of adults exposed
to disasters and emergencies show resilience and do not develop trauma-
related psychopathology (Shalev et al., 2004), but comparable data on chil-
dren and adolescents are not yet available. Future work should include the
identification and testing of measures of resilience and adversarial growth in
children and adolescents.

Cross-Cultural Differences

Any scale must be used with caution when the population being assessed
is different from the one on which the test was validated. Many assessment
instruments may not be appropriately sensitive to cultural and ethnic vari-
ability, and simply translating an instrument into another language does not
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necessarily mean that the same symptoms or the same disorders are being
assessed across cultures. Even when language is not an issue, original valida-
tion studies of an instrument may not be sufficient to establish cutoff scores
in a new setting or population. For example, a test validated in a middle-class
clinical population may need to be revalidated for use in a non-Western con-
text or in an inner-city population exposed to chronic violence (Kleinman &
Good, 1986; Mollica, Cui, McInnes, & Massagli, 2002).

If time and resources allow, there are several strategies that maximize
cross-cultural validity of existing scales in settings in which they have not
been validated or of new scales being developed in cross-cultural settings.
The first step would be to use ethnographic methods (key informant inter-
viewing, focus groups, free listing, pile sorts, etc.) to determine what symp-
toms people may be experiencing as a result of trauma, and to learn the
names and symptoms of comparable, locally recognized responses to trauma.
The next step would be to translate the scale into the local language (s). Accu-
rate translation and back-translation is particularly important when assessing
mental health because even minor mistranslations of expressions for mental
and emotional states can often alter substantially the meaning of questions.
Finally, a pilot study should be conducted to determine the validity of the
instrument. At a minimum, an instrument should be shown to have adequate
internal reliability, as well as adequate convergent validity with other mea-
sures of the same disorder (for more detailed explanations of the process of
instrument development and validation, e.g., see Anastasi & Urbino, 1996;
Bolton, 2001; Mollica et al., 1992).

Even with instruments used in cross-cultural settings, it is not always
clear from published articles whether or how an instrument has actually been
validated for all the various cultures. Therefore, it is always best to contact the
author and/or the publisher of an instrument to be certain how much validity
an instrument is known to have in any particular culture.

The fact that very few instruments have been validated in non-Western
populations does not mean that psychological assessment with existing instru-
ments cannot be carried out. Guarnaccia’s (1993) comparison of anxiety and
depression disorders with a local disorder, ataques de nervios, in the aftermath
of floods in Puerto Rico, and Bolton’s (2001) comparison of depression and a
locally recognized grief syndrome, agahinda gakabijein postgenocide Rwanda,
are examples of how this can be accomplished. Few current studies directly
compare the psychological responses to trauma of children in one culture to
those in another, although at least one ongoing study addresses these issues
by evaluating HIV-affected, sexually abused children in Zambia for the pres-
ence of PTSD and depressive symptoms, assessing how these are manifested
cross-culturally, validating instruments among these children, then adapting
evidence-based treatment approaches using local providers (Murray, 2006).
Future research should focus on understanding the impact of cultural factors
on pediatric responses to trauma (Hinshaw & Nigg, 1999; Yule, 2001).
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Discussion

Effective intervention for children and families following trauma can be facil-
itated by careful screening and assessments with valid and reliable instru-
ments. Questionnaires and interviews are important tools that serve different
functions in posttrauma child assessments. Self-report symptom checklists
and questionnaires are important public health tools for mental health, and
are extremely useful for screening and for epidemiological research, but they
should not be the sole criteria for making clinical diagnoses. No checklist
can replace the role of a mental health professional. However, diagnostic
interviews are time-consuming to conduct and generally require training to
administer, which can limit their use in large populations. Questionnaires
and symptom checklists can be used in conjunction with structured and semi-
structured interviews as part of a process that includes initial screening to
identify at-risk children for more thorough examination by clinicians.

This discussion has focused on instruments for the assessment of chil-
dren, but it is also important to consider the interpersonal, social, and cul-
tural contexts in which child assessments take place. Assessments should
ideally be conducted in environments where children feel safe to express
themselves and in ways that will not cause any additional anxiety. The design
of posttrauma assessments requires careful consideration on a case-by-case
basis. For example, younger children may be afraid of being separated from
their parents, or in some cultures parents may not consent to children being
assessed by themselves, so it may be appropriate in some settings to conduct
child assessments and adult and family assessments simultaneously.

When designing posttrauma assessments it is also important to consider
the role of resilience and the goal of promoting mental health, and not to
focus exclusively on illness and psychopathology. Ideally, future research will
identify patterns of child resilience, coping, and recovery in the aftermath of
trauma.

Note

1. When choosing instruments for psychological assessment, it is important to note
that whereas some instruments are in the public domain, others must be licensed
to be used. In general, it is useful first to contact the author about the availability of
an instrument because there are often different ways in which instruments can be
used (i.e., some licensed instruments can be used at no charge, if the author of the
test is involved). Further information on rating scales can generally be located in
reference resources such as Tests in Print (Murphy, Plake, Impara, & Spies, 2002),
the Mental Measurements Yearbook (Plake, Impara, & Spies, 2003), and electronic
databases such as Health and Psychosocial Instruments (HAPT).
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Critical incident stress debriefing (CISD), first described by Mitchell in
1983, stimulated the development of several similar interventions known col-
lectively as psychological debriefing (PD). PD became widely used following
traumatic events in the 1980s and 1990s, fueled by anecdotal reports of its
effectiveness. In the mid-1990s researchers began to question the evidence
base that proclaimed its effectiveness and called for randomized controlled
trials (Bisson & Deahl, 1994; Raphael, Meldrum, & McFarlane 1995). This
has resulted in the completion of several randomized controlled trials of PD,
allowing a more confident evaluation of its true effectiveness (see Bisson,
McFarlane, & Rose, 2000; National Collaborating Centre for Mental Health,
2005; Rose, Bisson, Churchill, & Wessely, 2005; Van Emmerick, Kamphuis,
Hulsbosch, & Emmelkamp, 2002).

In the first edition of this volume, Bisson and colleagues (2000) con-
cluded that the absence of rigorous research into early interventions was dis-
appointing, and that it was essential that efforts be made to determine what,
if anything, should be offered to individuals following traumatic events. A
bias toward the more systematic study of individual PD as a stand-alone inter-
vention was noted, as opposed to group PD as part of a more comprehensive
traumatic stress management program. No evidence to support the preven-
tive value of debriefing delivered in a single session was found. The authors
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recommended further randomized controlled trials, especially with group
interventions (e.g., the efficacy of group PD as part of an overall traumatic
stress management program, particularly in relation to emergency workers),
children, multiple-session interventions, and methods of crisis intervention
that do not involve intense reexposure to the traumatic event. In the last 6
years, several of these areas have been addressed. A number of randomized
controlled trials of multiple-session interventions now exist (see Litz & Bryant,
Chapter 6, this volume) and more randomized controlled trials of PD have
been completed. This chapter reviews the current evidence base for PD.

Theoretical Context

Acute preventive interventions can only be implemented if there is broad
acceptance of a notion of collective responsibility, and the value of group sur-
vival and care for individuals. Hence, the effectiveness and theoretical under-
pinnings of debriefing are critically dependent upon more general systems
of leadership and the management of morale, and entail an essential series
of beliefs about the dignity of the individual and his or her importance to
the broader social group. The clinical practice of debriefing has often been
driven by the immediacy of the imperative to help rather than the develop-
ment of a sophisticated theory that is carefully applied and tested to establish
its usefulness for widespread implementation. In many ways, acute preventive
interventions may be seen to be as much products of social movements as they
are interventions emerging from refinements in clinical practice. However,
theoretical origins of debriefing appear to come from a variety of sources.

The Proximity, Immediacy, and Expectancy Model

The management of acute combat stress disorders is a school of treatment
that emerged in World War I and was then rediscovered in World War II. The
proximity, immediacy, and expectancy (PIE) model is based on these three
principles described by Kardiner and Spiegel (1947) and also used in more
recent conflicts (e.g., Israeli soldiers during the Lebanon War; see Solomon &
Benbenishty, 1988) in which individuals were treated close to the battle zone
(proximity), as soon as possible (immediacy), and with the expectation of
returning to duty (expectancy).

The Narrative Tradition

During World War II, General Marshall (1944), the chief historian of the U.S.
Army at that time, used and subsequently wrote about debriefing. He advo-
cated holding debriefing sessions on the battlefield as soon as possible after
the action, and estimated that 7 hours were needed to debrief one fighting
day. Although one of the main functions of these meetings was information
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gathering, Marshall noted that the emotional effects of the debriefing were
“spiritually purging,” “morale-building” experiences that the men usually rel-
ished. Marshall’s debriefing method provided a structured intervention that
recognized and respected individuals’ experiences, grief, and expression of
emotional responses. He believed that the debriefing technique was relatively
simple and could be performed by commanders without the need for special-
ist training. In a sense, his exploration of the events of battle gave the troops
an opportunity to develop a narrative, or “internal verbal representation,” of
the experience.

Group Psychotherapy

Another paradigm employed in the CISD model is that of group psychother-
apy. Lindy, Green, Grace, and Titchener (1983) have spoken of the “trauma
membrane” that forms around a community involved in disaster. This notion
refers to the mutual and tacit understanding that envelops people who have
undergone similar suffering. These principles are central to the efficacy of
group intervention. Groups use the therapeutic forces within the group, and
the constructive support and interaction to heal people and modify their
reactions. The adaptive outcome of the group is the primary aim, rather than
the focus on individuals.

Crisis Intervention

Social psychiatry has a particular focus on the role of life events as a cause
of psychiatric illness. Its accompanying arm of intervention is crisis interven-
tion, as originally championed by Caplan (1961) and Lindemann (1944).
Crisis intervention assumes that a clear precipitant exists and that the indi-
vidual’s distress is clear. It attempts to remove such distress from the domain
of illness and presumes that the patient has experienced an offense that has
caused this disequilibrium because of its suddenness, which has not allowed
the individual time to master his or her emotional response. The essence of
the intervention is that the temporary support of the mental health profes-
sional will bring about mastery. It is a model of intervention based on the
premise that the event is over, and the symptoms exhibited by the patient are
no longer appropriate. The therapist provides a reorganizing influence that
assists the individual who is feeling overwhelmed. The critical dimension is to
assist the person in reestablishing rational problem solving.

Grief Counseling

The concepts of crisis intervention rapidly extended into management of the
bereaved. Lindemann’s (1944) work after the Coconut Grove nightclub fire
led to both an investigation of the stages of grief and interventions that might
be helpful. Progressively, grief counseling grew away from crisis intervention
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as a separate discipline. First, Raphael’s (1977) work with widows at high risk
of negative outcomes following bereavement highlighted the value of inter-
ventions in this context. These therapies included an educational component
aimed at normalizing the feelings and behaviors associated with grief. Second,
the importance of expression of the range of complex emotions associated
with loss was often assisted by visiting memorials and handling possessions
of the dead person. Focusing on the relationship with the deceased allowed
the development of the individual’s new sense of identity and integrated self-
concept. Raphael’s use of this approach to assist the bereaved following the
Granville train disaster led her to advocate for the importance of acute inter-
ventions and support following disasters.

Cognitive-Behavioral Therapies

Although behavior therapy only became a clinical practice in the last half of
the 20th century, the learning principles underlying its development were
well understood in the first half of the century. Two aspects have contributed
particularly to debriefing. First, its procedures of desensitization and expo-
sure provided an explicit rationale to include in debriefing a discussion of
the trauma to reduce distress and to minimize avoidance in the immediate
aftermath of traumatic experiences. A further contribution to emerge from
cognitive-behavioral therapy has been the exploration of the cognitive sche-
mas associated with traumatic memories. Cognitive-behavioral therapy for
posttraumatic stress disorder (PTSD) emerged within the same time frame
as early posttrauma preventive interventions. Therefore, this area of clinical
practice has not seen full application to early intervention impact. However,
the idea of manualized treatments was brought to psychotherapy research by
behavioral therapy, and manualized debriefings have become an important
component of this field.

Psychoeducation

In many regards, debriefing is a form of psychoeducation. This is an impor-
tant component of many cognitive-behavioral treatments. It raises questions
regarding the extent to which treatments of psychological trauma owe their
treatment effects to simple provision of educational information as opposed
to more specific factors. There appears to be little doubt that giving trauma-
tized individuals a psychological map to help them understand their reac-
tions does much to contain their distress and allow them to engage in a series
of self-regulatory processes.

Catharsis

The expression of affect associated with the memory of an event is also a
central component of debriefing. The notion of catharsis goes back to Breuer
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and Freud’s (1893) first lecture, “On the Psychical Mechanism of Hysterical
Phenomena: Preliminary Communication.”

Key Issues

One of the intellectual questions that is important to debriefing and early
intervention generally is whether symptoms arising in relation to an event
simply reflect a distress response or are indicative of a more substantial psy-
chiatric disorder. Some psychological models emphasize that social and intra-
psychic factors are critical determinants of psychological symptoms. Implicit
in this idea is the suggestion that efforts to shape an individual’s processing
of the event might help to minimize or prevent any prolonged distress or
pathology. Biological model theorists argue that people with PTSD show an
abnormal acute stress response of a biological nature (Yehuda, McFarlane, &
Shalev, 1998). If individuals with a normal biological stress response do not
develop PTSD, the question may be raised as to whether, for such individuals,
interventions may modify the adaptive acute stress response in such a way
as to increase the risk of PTSD. Given the dictum “First, do no harm,” the
challenge is to demonstrate that in individuals who have a predicted normal
outcome, specific acute interventions do not interfere with processes of nor-
mal adaptation. In their separate domains, the theories that contribute to
debriefing appear sound. However, the issue arises as to whether they have
been applied in optimal ways, and whether the objectives of debriefing have
been addressed in the most effective ways possible.

Another key issue is what outcomes are important. Most studies of early
interventions have used “treatment” outcomes, primarily measuring efficacy
or harm by whether they increase or decrease PTSD symptoms compared to
natural recovery. It may be unrealistic to expectan early intervention to reduce
PTSD symptoms and lead us to ignore other important, potential outcomes
(Deahl, 2000), including return of function irrespective of symptom outcome
(Ursano, Fullerton, & Norwood, 2003) and its screening function. Satisfac-
tion of those who receive the early intervention is widely noted. Indeed, high
levels of satisfaction have been reported, although it is difficult to determine
whether this is specific to the early intervention, or whether it reflects the per-
ception that contact with someone shortly after a traumatic event is helpful.
It is also difficult to imagine that individuals in control groups would rate no
intervention as satisfying.

Description of Techniques

CISD was first described by Mitchell (1983) as a group intervention for ambu-
lance personnel following exposure to traumatic situations in their work. It
was described as a form of crisis intervention as opposed to a form of psy-
chological treatment; therefore, it does not have the same philosophy (i.e.,
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debriefing does not explicitly treat a pathological response). CISD and other
PD models have become recognized as semistructured interventions designed
to reduce initial distress and to prevent the development of later psychologi-
cal sequelae, such as PTSD following traumatic events, by promoting emo-
tional processing through the ventilation and normalization of reactions, and
preparation for possible future experiences. Further aims are to identify indi-
viduals who may benefit from more formalized treatment and to offer such
treatment to them.

It has generally been considered that any individual exposed to the
traumatic event is eligible for PD irrespective of the presence of psychologi-
cal symptoms. It is, however, apparent that many participants of debriefings
would have fulfilled the criteria for acute stress disorder or had symptoms of
PTSD, anxiety, and depression. Debriefings have been used with survivors/
victims, emergency workers, and providers of psychological care. The focus of
PD is on current reactions of those involved in a trauma rather than earlier
life experiences that may shape their individual reactions. Psychiatric “label-
ing” is avoided, and the emphasis is placed on normalization of the experi-
ence. The participants are assured that they are normal people who have
experienced an abnormal event. Mitchell and Everly (1995) have argued that
debriefing should be considered as one part of a comprehensive, systematic,
multicomponent approach to the management of traumatic stress (critical
incident stress management [CISM]), and that it should not be used as a one-
time, stand-alone intervention. Despite this assertion, many practitioners
have used debriefing as a stand-alone intervention.

Mitchell’s (1983) CISD is a seven-phase technique. The introduction phase
concerns explanation of the purpose of the debriefing, guidelines, and some
introductions. During the fact phase, a factual description of exactly what hap-
pened is produced, with acknowledgment of accompanying emotions if they
are expressed, but these are not considered in detail at this time. The thought
phase considers participants’ thoughts at the time of the incident. The reac-
tion phase focuses on participants’ emotions associated with the event. The
symptoms phase aims to help move participants from the emotional reaction to
a more cognitively oriented stage in which various trauma-related symptoms
are discussed. The teaching phase flows from the symptoms phase and is led by
the facilitators, who discuss typical symptoms and coping strategies for stress.
The reentry phase clarifies issues, gives participants the opportunity to ask
questions, provides a summary of the debriefing, and ends with closure.

Since Mitchell’s initial description of CISD, several authors have described
other, different forms of psychological debriefing (Rose, 1997). Dyregrov
(1989) described PD, which represents his interpretation of Mitchell’s tech-
nique and is indeed very similar, although it specifically includes discussion
of sensory information experienced at the time. Dyregrov also appeared to
devote more attention to individual reactions and to the normalization of
reactions. The seven stages of PD, as described by Dyregrov, are detailed as
follows:
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1. The introduction. The debriefer(s) states that the purpose of the meet-
ing is to review the participant(s) reactions to the trauma, to discuss them,
and to identify methods of dealing with them to prevent future problems.
The debriefer assumes control and specifies his or her own competence to
inspire confidence in participants. Three rules are made explicit: (a) par-
ticipants are under no obligation to say anything except why they have come
and what their role was vis-a-vis the traumatic event; (b) confidentiality is
emphasized in groups, and the members understand not to divulge outside
the group what others have said; and (c) the focus of the discussions is on the
impressions and reactions of participants.

2. Expectations and facts. The details of what actually happened are dis-
cussed in considerable detail, without focusing on thoughts, impressions, and
emotional reactions. Participants are encouraged to describe their expec-
tations (i.e., did they expect what happened?). Expectations are felt to be
extremely important in certain situations; for example, unexpectedly encoun-
tering injured children can magnify the intensity of a traumatic situation. Dis-
cussion of expectation is believed to focus individuals on their experiences at
the time and to help them understand why they reacted the way they did.

3. Thoughts and impressions. When the facts are being described, the
debriefer elicits thoughts and impressions by asking questions, such as “What
were your thoughts when you first realized you were injured?” and “What did
you do?” This information aims to (a) construct a picture of what happened,
(b) put individual reactions into perspective, and (c) help with the integra-
tion of traumatic experiences. Sensory impressions in all five modalities are
elicited when the debriefer, for example, asks, “What did you see, hear, touch,
smell, taste?” The aim is to produce a more realistic reconstruction of the
trauma.

4. Emotional reactions. This is usually the longest stage in the PD. The
earlier questions concerning thoughts and impressions lead to answers con-
cerning emotions. The debriefer attempts to aid the release of emotions with
questions about some of the common reactions during the trauma, such as
fear, helplessness, frustration, self-reproach, anger, guilt, anxiety, and depres-
sion. Emotional reactions that participants have experienced since the event
are also discussed.

5. Normalization. After participants’ emotional reactions have been
expressed, the debriefer aims to facilitate their acceptance by stressing that
the reactions are entirely normal. When more than one person is present
in the PD, it is likely that emotions will be shared. Acknowledgment of this
universality of experience helps with normalization. The debriefer stresses
that individuals do not have to experience all of the emotions that normally
occur after a trauma, but it is normal to experience some reaction after a
critical incident. The debriefer also describes common symptoms that indi-
viduals may experience in the future: intrusive thoughts and images; distress
when reminded of what happened; attempts to avoid thoughts, feelings, and
reminders; detachment from others; loss of interest in things that once gave
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pleasure; anxiety and depressed mood; sleep disturbance, including night-
mares; irritability and anger; shame and guilt; hypervigilance; and increased
startle reactions.

6. Future planning/coping. This stage allows the debriefer to focus on ways
of managing symptoms should they arise and to attempt to mobilize internal
support mechanisms (e.g., discussion of coping mechanisms) and external
supports (e.g., family and friends). Emphasis is on the importance of open
discussion of feelings with family and friends, highlighting the possibility that
additional support may be needed from them for a while.

7. Disengagement. In this stage, other topics are discussed. Leaflets
describing normal reactions and how to cope with them may be distributed.
Guidance is also given regarding the need for further help and where it may
be obtained, if necessary. Participants are advised to seek further help, for
example, if (a) psychological symptoms do not decrease after 4-6 weeks; (b)
psychological symptoms increase over time; (c) there is ongoing loss of func-
tion and occupation/family difficulties; or (d) others comment on marked
personality changes.

Raphael (1986) described a psychological debriefing that although less
structured than the Mitchell and Dyregrov models, still had much in com-
mon with them, including the fact that it was designed as a group interven-
tion for secondary rather than primary victims. She suggested particular
topics for discussion that might be useful during the debriefing, including
personally experienced disaster stressors, such as death encounter; survivor
conflict, loss, and dislocation; positive and negative feelings; victims and their
problems; and the special nature of disaster work and personal experiences.

Another model, the multiple stressor debriefing model (Armstrong,
O’Callahan, & Marmar, 1991), designed for use with American Red Cross
personnel, contains elements from the other debriefings but is the first model
to focus on pretrauma strategies adopted by individuals to deal with stressful
situations. Four stages are completed. The first stage, disclosure of events, is
followed by the second, consideration of feelings and reactions. In the third
stage, coping strategies are discussed, including the previous ways that indi-
viduals have dealt with stressful events. Finally, the termination stage consid-
ers what it will be like leaving the disaster, the positive work done, and the
need to talk to significant others about experiences and feelings.

These group PD models have been modified for use with groups of pri-
mary victims and also for development of interventions for individuals who
have recently been exposed to a trauma (see, e.g., Hobbs, Mayou, Harrison, &
Warlock, 1996; Lee, Slade, & Lygo, 1996). The individual debriefings described
in the literature to date have adopted a seven-stage model very similar to that
of Mitchell. With the group processes obviously missing, the debriefings focus
directly on one individual’s experiences and reactions. Some authors have
commented that because group factors are of essential importance to the
process of PD, the technique should not be transferred for use with individu-
als (see, e.g., Dyregrov, 1998). In individual PD, the facilitator normalizes the
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individual’s reactions by sharing information gained from previous trauma
victims and the literature, rather than by highlighting common reactions
within a group. Most reported individual debriefings have been for primary
victims with physical injuries. When dealing with individuals who have sus-
tained significant physical injury, attention has also centered on discussion of
physical concerns, and possible emotions and reactions associated with dis-
ability/disfigurement (Bisson, Jenkins, Alexander, & Bannister, 1997).

In addition to describing an early, brief crisis intervention, the term
“psychological debriefing” has also been used to describe a variety of other
interventions. For example, Hayman and Scaturo (1992) described an eight-
session “psychological debriefing” for military personnel following the Gulf
War. Busuttil and colleagues (1995) described “debriefing” as an integral part
of a group treatment package for chronic PTSD. Such diverse usage of the
term has resulted in a somewhat confused literature, and these applications
are beyond the scope of this chapter. Here, we use the term to denote a brief
preventive technique that occurs within 1 month of a traumatic event.

Method of Collecting Data

This review primarily considers randomized controlled trials of PD. To iden-
tify all potential studies, the authors drew on the results of two systematic
reviews of randomized controlled trials of brief, early psychological inter-
ventions following trauma that involved at least one author of this chapter
(National Collaborating Centre for Mental Health, 2005; Rose et al., 2005),
supplemented by trials subsequently identified. The independently per-
formed systematic reviews included electronic searches in which we used stan-
dardized search strings of 16 databases (Biosis, Center Register of Controlled
Trials [CCTR], Cumulative Index to Nursing and Allied Health Literature
[CINAHL], Cochrane Library, EMBASE, LILACS, MEDLINE, National
Research Register [NRR], Occupational Safety and Health, Pascal, Published
International Literature on Traumatic Stress [PILOTS], PsycINFO, PsychLit,
PSYNDEX, System for Information on Grey Literature in Europe [SIGLE],
SOCIOFILE) and a hand search of the jJournal of Traumatic Stress. We also
contacted experts in the traumatic stress field and asked to identify other
randomized controlled trials of which they were aware.

All potentiallyappropriate studiesidentified by the searches were obtained
and critically read. The references of all identified articles were scrutinized
and any relevant ones obtained to identify further randomized controlled
trials. The Cochrane Review (Rose et al., 2005) included 15 studies, com-
pared with seven studies included in the United Kingdom’s National Institute
of Health and Clinical Excellence (NICE) guidelines review (National Col-
laborating Centre for Mental Health, 2005). This reflects the stricter inclu-
sion criteria used by the NICE guideline development group, resulting in the
exclusion of studies of PD following childbirth and those that did not meet
the required methodological standards. For the purpose of this review we
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have excluded childbirth studies but have included all other randomized con-
trolled trials of PD or interventions similar to PD delivered within 1 month of
a traumatic event with the potential to fulfill the DSM-IV (American Psychi-
atric Association, 1994) a criteria for PTSD.

To give the reader a wider knowledge of the literature in this area, con-
trolled trials that have not been randomized are summarized in the second
part of Table 4.1.

Literature Review

Thirteen randomized controlled trials that fulfilled the inclusion criteria
were identified (Bisson et al., 1997; Bordow & Porritt, 1979; Bunn & Clarke,
1979; Campfield & Hills, 2001; Conlon, Fahy, & Conroy, 1999; Dolan, Bowyer,
Freeman, & Little, 1999; Hobbs et al., 1996; Mayou, Ehlers, & Hobbs, 2000;
Lee et al., 1996; Litz & Adler, 2005; Marchand et al., 2006; Rose, Brewin,
Andrews, & Kirk, 1999; Sijbrandij, Olff, Reitsma, Carlier, & Gersons, 2006;
Stevens & Adshead, 1996 [published in Hobbs & Adshead, 1996]). The stud-
ies covered a variety of traumatic events and are summarized in the first part
of Table 4.1. Eleven of the studies compared PD with a nonintervention con-
trol group. Campfield and Hills (2001) compared psychological debriefing
within 10 hours of the traumatic event, with psychological debriefing more
than 48 hours after the traumatic event. Conlon and colleagues (1999) com-
pared PD with the provision of advice and a leaflet. Sijbrandij and colleagues
(2006) conducted a dismantling study in which emotional debriefing and
psychoeducational debriefing were compared with a nonintervention control
group.

In 12 studies the PD was delivered during a single session. Marchand and
colleagues (2006) delivered the PD over two sessions. Whereas Litz and Adler
(2005) conducted the only study of group PD, in the Campfield and Hills
(2001) study, PDs were delivered individually or to small groups. In the Bisson
and colleagues (1997) study, PDs were delivered individually or to couples.
Three studies had additional control groups of social worker input over 3
months (Bordow & Porritt, 1979), education alone (Rose et al., 1999), and a
stress education class (Litz & Adler, 2005).

Methodological Quality

Methodological quality varied considerably among the studies considered.
The highest quality studies had several methodological strengths, includ-
ing good sample sizes, concealed randomization, and use of well-validated
outcome measures administered by assessors blind to the randomization.
The lowest quality studies suffered from various methodological weaknesses,
including small sample sizes, outcomes measured by the debriefer, and very
short follow-up periods.
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Results

Table 4.1 describes the results of the trials, including their effect sizes, when it
was possible to calculate them. Of the 10 studies that compared individual PD
with no intervention, 2 were positive, 5 were neutral, and 3 were negative. The
one group PD study, conducted with active duty military personnel (Litz &
Adler, 2005) was neutral. Campfield and Hills (2001) found a marked differ-
ence in favor of PD within 10 hours of the traumatic event in their study over
PD delivered more than 48 hours after the traumatic event. Bordow and Por-
ritt (1979) found that PD fared worse than did 3 months of social worker input.
There was no difference between PD and education (Litz & Adler, 2005; Rose
et al.,, 1999). Sijbrandij and colleagues (2006) found that emotional debrief-
ing fared worse than psychoeducational debriefing and no intervention. Only
two studies provided follow-up beyond 1 year, and both were negative (Bis-
son et al., 1997; Hobbs et al., 1996; Mayou et al., 2000). However, confounds
may have accounted for the more severe symptoms in the debriefing groups,
rather than an iatrogenic effect of the one-session intervention.

Despite randomization, the debriefing groups in the studies had more
severe injuries, longer hospital stays, and, in one study, a more extensive prior
history of exposure to traumatic events (Bisson et al., 1997).

Although many of the PD studies have methodological flaws, there are
many possible theoretical explanations for both neutral and negative find-
ings. For example, there is preliminary evidence that increased arousal in the
immediate phases posttrauma is linked to long-term pathology, and it is possi-
ble that PD interventions with primary civilian survivors are too brief to allow
for adequate emotional processing, that they increase arousal and anxiety
levels, or that they inadvertently decrease the likelihood that individuals will
pursue more intensive interventions. For this reason, an expert panel noted
that the use of any intervention focused on emotional processing during the
early period posttrauma may be contraindicated (Watson, 2004). There are
particularly strong recommendations against its use in postdisaster settings
involving mass trauma due to the chaotic postincident environment, the need
for attention to pragmatic material needs, possible cultural and bereavement
issues, and multiple recovery trajectories based on complex variables (Wat-
son, Friedman, Ruzek, & Norris, 2002).

Nonrandomized Controlled Trial Evidence

More of the nonrandomized controlled trials shown in the second part of
Table 4.1 reported positive results, although, in common with the random-
ized controlled trials, positive, neutral and negative results were reported.
None of these studies adhered to the rigors of the randomized controlled
trial, and they were also characterized by other methodological flaws, includ-
ing those described in the previous section.

Text continues on page 98
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Results of Previous Systematic Reviews

The results of previous systematic reviews that have only included randomized
controlled trials are consistent with the results of this review despite their dif-
fering inclusion criteria. The United Kingdom’s NICE guidelines (National
Collaborating Centre for Mental Health, 2005) found no difference between
PD and no intervention groups on reducing the likelihood of having a PTSD
diagnosis at 3- to 6-month follow-up, but a significant difference favoring the
control over the PD group at 13-month follow-up, although this was based on
the result of one study only (Bisson et al., 1997). The Cochrane Review (Rose et
al., 2005) found no evidence of PD group reduction in PTSD severity greater
than that in the no-intervention group at 1-4 months, 6-13 months, or at 3
years.

Another systematic review (Van Emmerick et al., 2002) included two
nonrandomized controlled trials (Carlier, Voerman, & Gersons, 2000; Shalev,
Peri, Rogel-Fuchs, Ursana, & Marlowe, 1998) among the seven that satisfied
their strict inclusion criteria. They performed a meta-analysis of the effect
sizes of the studies and concluded that PD did not improve natural recov-
ery from psychological trauma. This contrasts with positive results reported
in reviews that included other forms of evidence and focused on a broader
definition of crisis intervention (e.g., Everly, Boyle, & Lating, 1999; Roberts &
Everly, 2006).

Summary and Recommendations

Since the first edition of this volume was published, four new randomized con-
trolled trials have been identified. With the exception of Campfield and Hills
(2001), their findings support and strengthen the original conclusion that no
evidence suggested that PD is effective in the prevention of PTSD symptoms
shortly after a traumatic event or in the prevention of longer term psychologi-
cal sequelae. Follow-up of the Hobbs and colleagues (1996), Mayou and col-
leagues (2000), and Sijbrandij and colleagues (2006) studies suggest that indi-
vidual PD may exacerbate symptoms in some individuals. Their finding that
more symptomatic individuals—increased intrusion and avoidance in Mayou
and colleagues and increased hyperarousal in Sijbrandij and colleagues—fare
worse following debriefing than those with less symptoms is particularly con-
cerning because these individuals are at increased risk of developing longer
term psychological sequelae (Brewin, Andrews, & Valentine, 2000).

The two positive studies (Bordow & Porritt, 1979; Bunn & Clarke, 1979)
were conducted before PD was formally described, and thvwwe interventions
appeared to involve less intensive reliving of the traumatic incident than
occurs in CISD and PD. The Campfield and Hills (2001) results suggest that
PD may be helpful for some people. Given the absence of a no-intervention
control group, it is not possible to comment on whether their PD group would
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have fared better than a no-intervention group, but the markedly better out-
comes in those who received PD within 10 hours are striking, and it should
be noted that the only other study to implement a PD-like intervention within
12 hours posttrauma also obtained a positive result (Bunn & Clarke, 1979).
Campfield and Hills argued that their study supported the use of immediate
PD for civilian employees who were victims of robbery. However, the primary
investigator who conducted all debriefings reported that she may have been
biased in favor of immediate debriefing. Other studies have found no differ-
ence in outcome for different timings of PD (Marchand et al., 2006), or a
better outcome with those who received PD later (Bisson et al., 1997). How-
ever, in these two studies, no one was debriefed until several days after the
traumatic event. The results may also have been different in the Campfield
and Hills study because they included individuals with essentially less trauma-
tizing events. Participants were selected on the basis of having been involved
in a robbery, but individuals in robberies in which a weapon was used were
excluded. The possibility that less traumatized individuals benefit more from
PD is supported by the childbirth literature on PD, in which the study with
the biggest effect size in favor of PD (Lavender & Walkinshaw, 1998) excluded
all instrumental childbirths.

One of the major criticisms of systematic reviews of PD studies has been
that most of the randomized controlled trials have been of individual PD and
have not considered a group format or population as originally described by
Mitchell (1983). This is a valid criticism and one explicitly acknowledged in
the original chapter (Bisson et al., 2000), the Cochrane Review (Rose et al.,
2005), and the NICE guidelines (National Collaborating Centre for Mental
Health, 2005). The group delivery of PD to helpers has now been addressed
by the Litz and Adler (2005) study, which resulted in a neutral outcome.
Although active duty personnel rated their satisfaction with CISD as high
and exhibited a trend toward greater perceived command support at 9-month
follow-up, mental health outcomes at follow-up did not worsen as a result of
CISD, and there were no differences among the CISD, stress education, and
survey-only conditions on any behavioral health outcome, including PTSD,
depression, general well-being, aggressive behavior, marital satisfaction, per-
ceived organizational support, or morale. Heart rate and blood pressure read-
ings before and after the sessions did not indicate a change in physiological
stress, and subjective ratings of distress did not change pre- to postsession.

It remains vital that we not overgeneralize research findings beyond the
particular situations or populations investigated. The results of studies regard-
ing one form of intervention (e.g., PD), similarly, should not be overgener-
alized to form conclusions about other forms of intervention, even though
related (Bisson, Brayne, Ochberg, & Everley, 2007). This has been a problem
in the past and is potentially very damaging for the prospects of dissemina-
tion of effective early interventions in the future. One of the most popular
daytime radio programs in the United Kingdom highlighted the “fact” that
no psychological interventions worked at all following traumatic events. The
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authors of the Cochrane Review attempted to limit any damage caused by this
false information by publicizing the early interventions that had been shown
to be effective. They wrote to one of the main national newspapers in the
United Kingdom, but their response was rejected. Several months later, their
views were published in the British Journal of Psychiatry, with minimal impact
on the general population (Rose, Bisson, & Wessely, 2003).

A further issue is that although the trials demonstrate no specific effect
of particular methods of debriefing, they do not address nonspecific effects of
the intervention. The assessment process and the control intervention, which
may be no intervention, have the capacity to convey a significant amount of
information to the participants and to imply a sense of care and concern. The
current studies do not address the question of what the impact of no interven-
tion at all would be. Answering this question is an important issue because
the existence of a system of care may be a powerful form of communication.

Clinical Implications

Current evidence suggests that individual PD should not be used follow-
ing traumatic events. There remains an absence of evidence with regard
to group PD as one component of a package of care, although the Litz and
Adler (2005) study of group PD alone suggests that there is unlikely to be a
significant beneficial effect of group PD. Therefore, we do not advocate its
use. Indeed even some of the staunchest advocates of debriefing do not now
advocate it as a one-off intervention, and they argue instead that it should
only be used as part of an overall CISM package, and then only after careful
assessment (Everly & Mitchell, 1999). This is a far cry from its ongoing use in
certain areas as a routine single-session, stand-alone intervention for anybody
involved in a traumatic event.

The actual effectiveness of CISM and other models of early intervention,
such as psychological first aid (National Child Traumatic Stress Network and
National Center for PTSD, 2006; Ruzek et al., 2007) and trauma risk manage-
ment (Jones, Roberts, & Greenberg, 2003), in preventing PTSD and reducing
distress following traumatic events has yet to be determined but is worthy of
further exploration. One impact of PD is to address issues of mental health
literacy. Given the stigma and poor understanding of these issues in the gen-
eral population, the question that remains is whether early interventions cre-
ate an environment where there is a greater take-up of services if individu-
als become symptomatic. Early interventions have the potential to monitor
a population, identify individuals at risk, and implement follow-up and early
treatment for these individuals.

At present, however, early cognitive-behavioral interventions for symp-
tomatic individuals appear to show the most promise for amelioration of dis-
tress and prevention of long-term psychopathology (see Litz & Bryant, Chap-
ter 6, this volume; Ruzek, 2006).

Given the current evidence base, it is important to remember that the
usual reaction following a traumatic event is a normal one that leads to recov-
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ery. We should not disrupt this process, but it may be helpful to consider five
recent recommendations, the first two by Bisson and colleagues (2007) and
the final three by Watson (2007):

1. Shortly after a traumatic event, it is important that those affected
should be provided, in an empathic manner, with practical, pragmatic psy-
chological support. Individuals should be provided with information about
possible reactions; what they can do to help themselves (coping strategies);
accessing support from those around them (particularly families and commu-
nity); and how, where, and when to access further help, if necessary.

2. It is important to make provision for the appropriate early support
of individuals following a traumatic event. However, any early intervention
approach should be based on an accurate and current assessment of need
prior to intervention. People cope with stress in differing ways. No formal
intervention should be mandated for all exposed to trauma. Use of trauma
support should be voluntary except in cases where eventrelated impairment
is a threat to an individual’s own safety or the safety of others.

3. Strive to make interventions culturally sensitive, developmentally
appropriate, and related to the local formulation of problems and ways of
coping.

4. Lack of distress and/or rapid recovery may not be a desired outcome.
Ethnic, political, cultural, and economic factors may contribute to differing
goals for functioning and identity, and providers should be sensitive to the
particular motivations of each survivor.

5. Because of the dearth of evidence in early interventions, as much as
possible, strive to evaluate whether early interventions are effective in amelio-
rating specific outcomes, or whether new interventions should be designed to
accomplish such objectives.

Future Research

We can see little advantage in investing limited research resources into fur-
ther evaluation of individual or group PD as a single-session intervention. It
is probable that certain components of PD are helpful. Indeed, several com-
ponents of PD, such as education, are included in interventions shown to be
effective for treating established PTSD. The research focus should now be on
the development of new approaches, with PD as a stand-alone intervention
regarded as an intervention with good face validity and an appropriate subject
for randomized controlled trials, but one that was not shown to be effective in
either significantly reducing distress or preventing long-term psychopathol-
ogy. The metaphorical baby should not be thrown out with the bathwater,
however. The PD era should not only inform the development of new inter-
ventions but also serve as a stark reminder that psychological interventions
can be extremely powerful and cause negative, as well as positive, effects.
Therefore, future research efforts should focus on evaluating tailored, mul-
tilevel systems of care for high-risk populations, such as emergency services
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workers, as well as innovative applications of methods proven to be effective
in other posttrauma settings, such as cognitive-behavioral interventions. If,
in the future, early treatment is shown to be superior to late treatment, the
argument for contact in the immediate posttrauma period to identify those
at highest risk will be further strengthened.
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Over the past several decades, a variety of acute interventions have been
conducted among children after traumatic experiences. “Acute interven-
tions” are defined in this chapter as interventions provided in the first 6 weeks
after exposure. Such strategies have included psychoeducation; bereavement
support; various forms of psychological debriefing; clarification of cognitive
distortions; discussion of thoughts and feelings; reinforcing adaptive coping
and safety behaviors, and use of support systems; structured and unstruc-
tured art and play activities; and massage. Interventions have been delivered
using a variety of modalities, including individual, group, and classroom ses-
sions; crisis intervention groups; provision of psychoeducational materials;
and establishment of crisis hotlines.

Much of the material describing these efforts has been published not
in mainstream psychological and psychiatric journals, but rather in journals
devoted to other disciplines that have less stringent standards for method-
ological rigor. In addition, the majority of these reports provide only anec-
dotal findings, with relatively few using randomized designs with adequate
control groups. This chapter presents two theoretical models for conceptual-
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izing and addressing child traumatic stress, a review of current acute inter-
ventions for traumatized children, a critical review of selected published stud-
ies on acute interventions for children and adolescents, and future directions
for the development and evaluation of acute interventions.

Theoretical Context

Developmental Framework

Over the past decade, a conceptual model of childhood traumatic stress has
been progressively refined (Pynoos, Steinberg, & Wraith, 1995). The model
assigns a tripartite etiology to acute posttraumatic reactions that arise from
(1) aspects of the traumatic experience; (2) trauma and loss reminders; and
(3) posttrauma stresses and adversities. Both objective and subjective features
of traumatic experiences have been shown to predict severity of posttraumatic
reaction (Goenjian et al., 2001). Trauma and loss reminders can include
sights, sounds, places, smells, specific people, time of day, situations, or feel-
ings (e.g., being afraid or anxious). They are associated with intense psycho-
logical and physiological reactivity, and serve to provoke and maintain dis-
tress. They also underlie avoidant behavior because children and adolescents
restrict their activities to avoid confronting powerful reminders that evoke
traumatic images and reactions. Traumatic events are commonly associated
with a cascade of secondary adversities. These constitute additional sources
of distress and increase the risk of comorbidity of posttraumatic stress reac-
tions with other adverse reactions. Secondary adversities complicate efforts at
adjustment, interfere with normal opportunities for development, and initi-
ate maladaptive coping responses.

Theory on Stress, Coping, and Adaptation

The following five basic principles have received broad empirical support
for facilitating positive adaptation following stress: (1) promoting a sense of
safety; (2) promoting calming; (3) promoting a sense of self- and community
efficacy; (4) promoting connectedness; and (5) instilling hope (Hobfoll et
al., 2007).

Promoting a Sense of Safety

Physiological and psychological responses to trauma constitute alarm reac-
tions, and trigger feelings of helplessness and concerns over safety. Traumatic
events also interrupt young children’s expectations of protection from par-
ents/caregivers. Many early intervention strategies are intended to help chil-
dren restore a sense of safety by managing and reducing these physiological
and psychological responses, enhancing parent/caregiver capacity for pro-
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tecting and responding to their children, reestablishing a family routine to
increase predictability, and reducing exposure to further trauma.

Promoting Calming

Traumatic events create anxiety, fear, and emotional arousal that can inter-
fere with sleep, attention, and concentration. For children who have serious
difficulty orienting to the environment or managing overwhelming emo-
tions, anxiety management techniques (e.g., grounding, breathing, muscle
relaxation, cognitive restructuring) and problem-solving strategies are used
to reduce the severity of these reactions and enhance children’s ability to
calm down. Establishing routines and encouraging normal child activities
have also been used to promote a sense of calm for children.

Promoting a Sense of Self- and Community Efficacy

Disaster research has indicated that loss of personal, social, and economic
resources is associated with diminished perception of self-efficacy and confi-
dence in the community’s ability to promote recovery (Galea et al., 2002; Nor-
ris & Kaniasty, 1996). To address issues of self-efficacy, intervention strategies
include providing practical assistance, encouraging positive coping, assisting
with problem solving, promoting proactive engagement in constructive activi-
ties, and linking with ancillary services.

Promoting Connectedness

The objective of connecting individuals and families with social supports is
based on research indicating that social support is related to improved emo-
tional well-being and recovery following trauma (Bleich, Gelkopf, & Solomon,
2003; Stein et al., 2004). Promoting social connectedness includes increasing
different types of social support (e.g., emotional closeness, physical assistance,
material support), and enhancing the range of sources of support and family
cohesion (Layne et al.,, 2001). Many interventions promote connectedness by
using group and family modalities, facilitating connections with loved ones,
and identifying and assisting those who lack strong support.

Instilling Hope

Survivors who are likely to have more favorable outcomes are those who main-
tain optimism, positive expectancy, and a feeling of confidence that life and
self are predictable (Carver, 1998). Many intervention strategies are designed
to promote a sense of hopefulness about the future and expectations of recov-
ery. These include connecting children and families with services to rebuild
their lives, and encouraging proactive problem solving and prosocial com-
munity activities.
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Acute Interventions

For a variety of reasons there is a paucity of rigorous intervention studies
among children and adolescents in the early aftermath of disasters and terror-
ism (Steinberg, Brymer, Steinberg, & Pfefferbaum, 2006). Many of the lessons
learned from the general stress literature have been applied to the design of
acute interventions. These interventions fall into four major categories. First,
there have been systemic approaches that include psychoeducation; consulta-
tion with school personnel, media, and parents; and establishment of crisis
hotlines (e.g., Blaufarb & Levine, 1972; Echterling, 1989; Macy et al., 2004;
Ponton & Bryant, 1991). Psychoeducation typically includes information about
the nature and course of posttraumatic stress reactions, affirms that they are
understandable and expectable; identifies and helps with ways to cope with
trauma reminders; and discusses ways to manage distress. Psychoeducation
has been geared to children, adolescents, parents, school personnel, and other
child caregiving professionals. Macy and colleagues (2004) described a com-
munity-based continuum of response that includes the affected community
in the design and implementation after a crisis or disaster. Such an approach
includes community-based assessment and communitywide services for chil-
dren, adolescents, families, and other child caregivers.

Second, art and massage therapies have been employed (e.g., Chapman,
Morabito, Ladakakos, Schreier, & Knudson, 2001; Field, Seligman, Scafidi,
& Schansberg, 1996). In the Chapman and colleagues (2001) study, chil-
dren made successive drawings of aspects of their traumatic experiences and
engaged in retelling the event to develop a trauma narrative. During this pro-
cess, the researchers discussed misperceptions, rescue and revenge fantasies,
blame, shame, and guilt, and coping strategies.

Third, trauma- and grief-focused cognitive-behavioral approaches have
been used (e.g., Stubenbort, Donnelly, & Cohen, 2001). Cognitive-behavioral
approaches have utilized components summarized by the acronym PRAC-
TICE, including psychoeducation and parenting skills, relaxation, affective
modulation, cognitive coping and processing, trauma narrative, in vivo mas-
tery of trauma reminders, conjoint child—parent sessions, and enhancement
of future safety and development (Cohen, Mannarino, & Deblinger, 2006).
For further details on CBT for children and adolescents, see Cohen, Manna-
rino, Deblinger, and Berliner (Chapter 8, this volume).

Fourth, debriefing strategies have included reconstruction of the event,
identification of thoughts and feelings about the event, psychoeducation and
normalization, and information on coping (e.g., Morgan & White, 2003; Stal-
lard et al., 2006; Vila, Porche, & Mouren-Simeoni, 1999; Yule, 1992). Over
the past decade, research on the effectiveness of debriefing techniques, one
of the most widely used acute interventions after a range of traumatic events,
has been mixed (McNally, Bryant, & Ehlers, 2003). Additionally, there has
been limited empirical support for other approaches, and a pressing need for
a comprehensive operational guide for conducting acute interventions.
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Inresponse, the psychological firstaid (PFA) approach has been endorsed

as an acute intervention that is supportive and nonintrusive. The goal is not
to force disclosure of traumatic details, but to respond to immediate needs
and concerns, and provide information to survivors. As one example of a PFA
approach, the National Child Traumatic Stress Network and the National
Center for Posttraumatic Stress Disorder have developed Psychological First
Aid: Field Operations Guide, Second Edition (Brymer et al., 2006), an evidence-
informed modular approach for assisting children, adolescents, adults, and
families in reducing the initial distress caused by catastrophic events, and
fostering short- and long-term adaptive functioning. An overview of the eight
core actions of PFA are presented in Table 5.1.

TABLE 5.1. Psychological First Aid Core Actions

1.

Contact and engagement
Goal: To respond to contacts initiated by survivors, or to initiate contacts in a non-
intrusive, compassionate, and helpful manner.

Safety and comfort
Goal: To enhance immediate and ongoing safety, and provide physical and
emotional comfort.

Stabilization (if needed)
Goal: To calm and orient emotionally overwhelmed or disoriented survivors.

Information gathering: Current needs and concerns
Goal: To identify immediate needs and concerns, gather additional information,
and tailor psychological first aid interventions.

. Practical assistance

Goal: To offer practical help to survivors in addressing immediate needs and
concerns.

Connection with social supports
Goal: To help establish brief or ongoing contacts with primary support persons
and other sources of support, including family members, friends, and community
helping resources.

Information on coping
Goal: To provide information about stress reactions and coping to reduce distress
and promote adaptive functioning.

Linkage with collaborative services
Goal: To link survivors with available services needed at the time or in the future.

Note. These core actions of psychological first aid constitute the basic objectives of providing early
assistance within days or weeks following an event. Providers should be flexible, basing the amount of

time they spend on each core action on the survivors’ specific needs and concerns.
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Method of Collecting Data

We used five different search engines in the literature search: PsycINFO,
Google Scholar, JSTOR (Journal Storage), Info Trac One File, and Criminal
Justice Abstracts, using a combination of the following key words: “early inter-
vention,” “child trauma,” “psychological first aid,” “EMDR” (eye movement
desensitization and reprocessing), and “debriefing.” We consulted colleagues
in the field and reviewed several book chapters.

” «

Literature Review

The first part of Table 5.2 identifies three randomized controlled studies of
acute posttrauma interventions among children and adolescents that include
posttraumatic stress disorder (PTSD) as an outcome measure. In an early
study of debriefing, Yule (1992) reported statistically lower scores on the
Impact of Event Scale (IES) among 24 students receiving debriefing 10 days
after the sinking of the Jupiter compared to 15 students who received no help
until a year later. The significant difference in total IES score was attributable
to lower scores on intrusion items. There was no effect on anxiety or depres-
sion. This study would have benefited from the collection of baseline data.

Chapman and colleagues (2001) conducted a randomized controlled
study of the effectiveness of manualized art therapy compared with hospital
care as usual. These subjects had experienced traumatic injuries that required
hospitalization for a minimum of 24 hours. The experimental subjects were
engaged in art therapy within days of the accident. There were no between-
group differences in PTSD scores measured at 1 week and 1 month posttreat-
ment. This study also failed to utilize a dose of exposure methodology and,
surprisingly, did not provide statistical analyses to support the findings.

In a randomized control trial of debriefing, Stallard and colleagues
(2006) compared outcomes for 82 experimental subjects and 76 controls.
The experimental group was provided with a manualized debriefing inter-
vention 4 weeks following road traffic accidents, whereas the control group
was engaged in a non-accident-focused discussion. Children in both groups
showed significant pre—post improvements in PTSD, depression, and anxi-
ety, with the only difference being that children in the experimental group
reported fewer behavioral and emotional problems. There were no between-
group differences in PTSD diagnosis, depression, and anxiety at postinter-
vention. The authors conclude that this form of early intervention is not effec-
tive. An important issue for this study, as well as many others, is the lack of
control for level of exposure to the traumatic incident. For example, in this
study, there were no specific analyses of subgroups within each condition that
initially met diagnostic criteria for PTSD.
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In regard to randomized controlled studies using other interventions,
Field and colleagues (1996) compared eight sessions of massage therapy to a
video—attention control condition provided to 60 grade-school-age children
within the first month after being exposed to a hurricane. The findings indi-
cated that children in the massage condition experienced greater reduction
in anxiety, depression, and cortisol levels, and an increase in positive feelings.
The lack of follow-up, and the absence of a postintervention PTSD assess-
ment, are important limitations of this study.

The second part of Table 5.2 identifies one nonrandomized controlled
study. In a quasi-experimental design, Vila and colleagues (1999) conducted
two group debriefing sessions with 21 directly exposed children 24 hours and
6 weeks after a hostage-taking situation in their classroom. This group was
compared with 21 students in another classroom in the school who were not
directly exposed. Follow-up data were collected up to 18 months postevent.
The findings indicated that debriefing did not prevent PTSD or anxiety dis-
orders. Additionally, the directly exposed students who did not receive any
treatment had worse outcomes. The lack of random assignment, subjects not
receiving the same treatments (some subjects only received one debriefing
session and others received individual treatment), and incomparability of the
comparison group make this study difficult to interpret.

Summary and Recommendations

In reviewing the literature on acute interventions for children following trau-
matic events, most studies to date have been limited by small sample size, lack
of adequate control/comparison groups, and absence of long-term follow-up.
Some studies have geared evaluation metrics to specific intervention objec-
tives, whereas others have used available child or adolescent measures. Such
standardized instruments may not be adequately sensitive in detecting the
benefits of the intervention, especially if these domains are not intervention
targets. Another problem is the variability in the time posttrauma in which
the intervention is delivered, making cross-study comparisons difficult.

Especially in disaster situations, their unpredictable nature and the
chaos that typically permeates the postdisaster environment are undoubtedly
severe obstacles to well-planned and -designed mental health research. In
addition, because community systems, including school, health, and mental
health systems, are responding to the event, it is difficult to utilize optimal
research strategies while integrating research into these response activities
(Steinberg et al., 2006). Nevertheless, especially in disaster-prone areas, pre-
paratory training in acute interventions, preliminary design of study meth-
ods, metrics, and preapproved Institutional Review Board (IRB) protocols
can set the stage for studies that may be implemented in the acute aftermath.
Such preplanned studies can then provide more systematic and rigorous data
to establish the evidence base for these interventions.
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In particular, the evidence base for PFA needs to be established in pro-
gressive stages that correspond to a number of basic research questions.
These questions address issues ranging from the evaluation of training to
assessment of short- and long-term PFA effectiveness. Among the overarching
research questions are the following:

1. What types of training methods and resources are needed to dissemi-
nate PFA effectively?

2. Do trained PFA practitioners adhere to the PFA protocol?

3. Can PFA be delivered effectively by providers and effectively received
by disaster survivors in actual disaster settings?

4. Does implementing the PFA protocol with fidelity assist in realization
of each of the specific PFA objectives (internal evaluation)?

5. Does implementing the PFA protocol lead to improved outcomes
compared to other intervention practices (external evaluation)?
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CHAPTER 6

Early Cognitive—BehaVioral

Interventions for Adults

Brett T. Litz and Richard A. Bryant

Theoretical Context

It is often presumed that there is a critical threshold or window of opportu-
nity to help those who are vulnerable to development of chronic posttrau-
matic stress disorder (PTSD) in the early aftermath of trauma (e.g., Roth-
baum, Foa, & Riggs, 1992). There is also convincing evidence that preventing
chronic PTSD is imperative because PTSD can be pernicious and disabling
for many people across the lifespan (e.g., Kessler, Sonnega, & Bromet, 1995;
Kulka, Schlenger, & Fairbanks, 1990). Even more alarming, when individuals
with chronic PTSD overcome various personal, familial, cultural, economic,
and logistical barriers to care, they may still not get the care they need (e.g.,
Becker, Zayfert, & Anderson, 2004), their problems may be so entrenched that
they fail to benefit from formal treatment (e.g., Kessler et al., 1995; Schnurr,
Friedman, & Foy, 2003), or they may drop out of treatment prematurely (Tar-
rier, Pilgrim, & Sommerfield, 1999; Van Minnen, Arntz, & Keijsers, 2002).
As a result, early intervention to prevent chronic PTSD and other problems
brought about by exposure to trauma is a critical public health mandate (e.g.,
Litz & Gray, 2004).

In theory, if those trauma survivors most at risk for chronic PTSD can
get early symptom relief and learn to manage various painful posttraumatic

117



118 EARLY INTERVENTIONS

sequelae effectively, they may recover in lasting ways. Because trauma sur-
vivors in many instances are exposed to health care contexts or emergency
services personnel in the hours, days, and weeks after trauma, this period
is ripe for capturing those most at risk for serious posttraumatic difficulties
and promoting recovery. However, longitudinal research has shown that early
signs of distress or ineffective functioning are not necessarily indicative of a
certain course of posttraumatic difficulties or resilience. Although many who
are initially impaired recover effectively over time (e.g., Bonanno, 2005), the
emergence of PTSD may be delayed (e.g., Buckley, Blanchard, & Hickling,
1996; Gray, Bolton, & Litz, 2004). Thus, another challenge for the field is to
generate risk algorithms with the greatest predictive validity, so that those
most in need are offered the scarce, early intervention resources.

The central question for this chapter is as follows: What is the state of
evidence for early mental health intervention to prevent chronic PTSD and
related disability for adult trauma survivors? There are two prevailing meth-
ods of early intervention for adults: “psychological debriefing” and “cognitive-
behavioral therapy” (CBT; Litz, Gray, Bryant, & Adler, 2002). In Chapter 4
(this volume), Bisson, McFarlane, Rose, Ruzek, and Watson address the effi-
cacy and appropriateness of debriefing. This chapter address the efficacy of
CBT approaches. Although there are a variety of appropriate and worthy early
intervention targets and goals (e.g., encouraging healthy coping and self-
care, increasing social connectedness, preventing revictimization, addressing
traumatic bereavement; Litz & Maguen, 2007), this chapter only reviews trials
that attempt to prevent chronic PTSD using CBT. Open and uncontrolled tri-
als are considerably less revealing because they capitalize on natural recovery
trajectories; therefore, this chapter emphasizes evidence from A-rated ran-
domized controlled trials (RCTs).

It should be underscored that best practice recommendations for early
intervention depend not only on the quality and quantity (replicability) of
efficacy trials but also on evidence of effectiveness. Factors that inform deci-
sions about what intervention strategies to use, whom to target, who provides
the intervention, and when the intervention is provided include the scope
and impact of the traumatic events, the social and cultural context, the exi-
gencies of different traumas (e.g., serious physical injury), the role(s) of sur-
vivors and survivor groups (e.g., first responders), resources (personal, social,
governmental, professional), preclinical activities and preparatory activi-
ties (e.g., training, information in the posttrauma context), barriers to care
(including beliefs that interfere with help seeking), and the current state of
the individual or group (e.g., refugees in transit). Unfortunately, there are no
early intervention, CBT-based effectiveness trials. Because trauma type and
trauma context may vary a great deal, practitioners need to know whether
CBT is an effective early intervention for the types of challenges their patients
face. Accordingly, the CBT trials reviewed below are categorized according to
the types of trauma survivors studied.
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Description of Techniques

The CBT strategies used to target PTSD in the early intervention con-
text generally mirror CBT techniques that have been found to ameliorate
chronic PTSD symptoms in tertiary care (e.g., Foa et al., 1999). The CBT
trials described below typically employed a family of CBT strategies (Keane
& Barlow, 2002), including psychoeducation, stress management skills train-
ing, cognitive therapy (CT), and exposure therapy (ET). All of the CBT is
collaborative, action-oriented and experiential, and utilizes homework and
in vivo application of strategies learned in face-to-face therapy. Occasionally,
a specific CBT strategy is tested in isolation, (usually CT; e.g., Ehlers, Mayou,
& Bryant, 1998), and dismantling studies are rare. Unfortunately, all of the
best RCTs (described in detail below) are, with the exception of effect size,
incomparable due to procedural variations (e.g., length of intervention) and
differences in the specific CBT techniques employed across studies.

There is no standardized content or process of delivering psychoeduca-
tion. Therapists commonly share information that (1) promotes understand-
ing of the impact of trauma on functional capacities and psychological health
and well-being, (2) helps patients explain the cause of their difficulties, com-
monly by employing a conditioning and learning frame, which also provides a
cogent rationale for the intervention, and (3) provides accurate expectations
about the demands and course of the treatment and positive expectancies
about its efficacy. In the best trials, educational information is manualized
to standardize presentation within RCTs. In trials, psychoeducation is always
provided in the beginning of the first formal therapy session. In practice,
psychoeducation can be an evolving process that occurs over the course of
therapy as new challenges and experiences emerge.

There is also no standardized content or process for stress manage-
ment. Typically, arousal and negative affect management skills are taught
in some fashion. Deep, slow, diaphragmatic breathing is the most frequent
technique employed, followed by progressive muscle relaxation. In most
CBT trials, patients are not taught these skills to a criterion and the therapy
time they receive is dwarfed by other components of CBT for PTSD: ET and
CT.

Although CT techniques vary in the trials described below, the core strat-
egies are shared by all CT (e.g., Hollon, Stewart, & Strunk, 2006): Provide
experiential opportunities for patients to monitor, to examine critically, and
to change the way they think about various trauma-related challenges and
modify beliefs about the meaning and implication of the trauma as mani-
fested in generalized expectations about the self and various outcomes. CT
is highly effective in the treatment of chronic PTSD; however, there is no
evidence that it is any more or less effective than other CBT-based interven-
tions (e.g., Marks, Lovell, Noshirvani, Livanou, & Thrasher, 1998; Resick &
Schnicke, 1992). In addition, virtually all CTs for PTSD incorporate an expo-
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sure component (e.g., in vivo confrontation of difficult situations, writing
about the trauma).

ET comprises repeated presentations of trauma-related stimuli, typi-
cally in the patient’s imagination, coupled with prevention of various avoid-
ance behaviors and maneuvers (e.g., making sure that the patient focuses on
dreaded feelings and events). The memories are processed in as rich and
salient a way as possible; sensations, thoughts, beliefs, and especially feel-
ings that arise during recall of the trauma are uncovered, disclosed, and
managed many times. Patients are asked to close their eyes and describe an
event in the first-person present tense to maximize vividness and experien-
tial focus. They are taught how to rate subjective units of distress (SUDS),
which are monitored repeatedly and act as a guide of patients’ distress and a
strategy to monitor reduction in negative affect. Sometimes, patients are pro-
vided an audiotape of the within-session experience (e.g., Foa et al., 1999);
at other times, they are required simply to repeat as homework the exercise
they learned in session (e.g., Bryant, Sackville, & Dang, 1999). Ideally, the
result of these activities is in-session and across-session extinction of condi-
tioned reactions. The ensuing cumulative and lasting reductions in aversive
reactions to trauma reminders, in theory, can lead to various success experi-
ences, enhanced self-efficacy, and symptom reduction. However, it should be
emphasized that the necessary and sufficient change agents for ET’s efficacy
are uncertain. There is general agreement that nonreinforced exposure is
an optimal and efficient method of providing a corrective experience that
counteracts maladaptive ways of thinking about the meaning and implica-
tion of the trauma (the pain is not unbearable, arousal and negative affect
peak, the person does not go crazy, others can understand and bear witness
to their experience, etc.).

Method of Collecting Data

Table 6.1 provides a snapshot summary of the results of early intervention tri-
als that used CBT strategies. The PILOTS database (Published International
Literature on Traumatic Stress) PubMed, and PsycINFO were searched for
the following terms: “early intervention,” “acute stress disorder,” “cognitive-
behavioral therapy,” and “posttraumatic stress.” Trials were included if the
goal was the prevention of chronic PTSD using some combination of CBT
described earlier. The trials are grouped according to the following scheme:
mixed-gender motor vehicle accidents (MVAs) and industrial accidents; mixed-gender
accidents and nonsexual assaults; and female-only sexual and nonsexual assaults.
Three trials targeted a single trauma type: MVAs (Ehlers, Clark, & Hack-
mann, 2003; Gidron et al., 2001) and sexual assault (Echeburua, de Corral,
& Sarasua, 1996); these were included under the mixed-gender accidents and
female assault categories, respectively. The review that follows focuses on the
trials that met most or all of the International Society for Traumatic Stress
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Studies (ISTSS) guidelines intended to maximize internal validity in clinical
trials (e.g., Foa & Meadows, 1997).

Literature Review

Mixed-Gender MVAs and Industrial Accidents

In one of the early, well-designed trials, Bryant, Harvey, and Dang (1998)
compared five 90-minute weekly individual sessions of a heterogeneous set
of CBT strategies (psychoeducation, relaxation training, CT, and imaginal
and in vivo exposure) to the same amount of supportive counseling (SC),
which included psychoeducation, general problem-solving skills training,
and unconditional support. Far fewer participants receiving CBT met criteria
for PTSD at posttreatment and at the 6-month follow-up. Moreover, the CBT
arm led to impressive clinical and statistical reductions in avoidance, intru-
sive, and depressive symptomatology.

In each of their studies, Bryant and colleagues provided CBT within the
first month of a trauma to individuals with acute stress disorder (ASD; Ameri-
can Psychiatric Association, 1994) to ensure that the intervention was pro-
vided to the individuals most at risk for chronic PTSD (e.g., Bryant & Harvey,
1997). Ehlers and colleagues (2003) reasoned that because MVA survivors
have a steady recovery trajectory over several months (Ehlers et al., 1998),
early intervention should be considered only for those survivors who have
PTSD several months after the accident. Because the goal of early intervention
is the prevention of chronic PTSD, which can become a lifelong struggle, this
reasoning is sound. Ehlers and colleagues also posited correctly that because
there was no untreated control group in previous early intervention CBT tri-
als of accident survivors, they could not conclude that the CBT was effective
per se; it might be that supportive counseling impedes recovery because it
fails to offer specific change agents.

In their well-designed trial, Ehlers and colleagues (2003) targeted MVA
survivors approximately 4 months after their accident, comparing a specific
form of CBT, CT (up to 12 weekly and three monthly booster sessions), with a
repeated assessment (no treatment) and a self-help booklet based on cognitive
and behavioral principles. The results were unequivocally supportive of CT.
Not only was the self-help booklet ineffective but no intervention produced
higher end-state functioning at follow-up. This is consistent with another self-
help booklet trial that was unequivocally negative (Turpin, Downs, & Mason,
2005). It appears that there is sufficient evidence not to recommend informa-
tional booklets as an early intervention for trauma, if the target of treatment
is reduction of PTSD symptoms and enhancement of quality of life. On the
other hand, informational materials about PTSD that also provide accurate,
stigma-reducing expectations about what early intervention (and tertiary
care) entails and information on obtaining help are arguably an important
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resource in settings where traumatized individuals are routinely processed
(e.g., emergency rooms).

The rates of patients meeting PTSD criteria at follow-up were 11 and
17%, respectively, for the groups receiving CBT in the Ehlers and colleagues
(2003) and Bryant and colleagues (1998) trials. These rates are extremely
impressive in light of the rates for the control groups (e.g., 61% of the patients
in the self-help arm in Ehlers and colleagues were PTSD cases at follow-up),
and they represent small, absolute numbers in light of the size of the various
arms of the studies. Because the criterion of functional impairment was not
used to establish a PTSD diagnosis in either study, it is unclear what the PTSD
diagnosis signifies posttreatment: It could very well be that the PTSD preva-
lence rates would be attenuated considerably.

The rates of PTSD at follow-up in these excellent and very positive trials
nonetheless raise the question: What should the goal of early intervention be?
Itisunrealisticand conceptually baseless to expect an early intervention to pre-
vent vulnerability for posttraumatic difficulties across the lifespan (especially
in the event of certain horrific traumatic events; Litz & Gray, 2004). Because
of the relatively arbitrary nature of diagnostic cut points, significant symptom
reduction and enhanced functional capacities (and quality of life) are more
valid indicators of efficacy (Litz, 2004). With the exception of the early trials
with sexual assault victims, which employed behavioral indicators of change
(e.g., Frank, Anderson, & Stewart, 1988; see also the trial by Echeburua), effi-
cacy trials have focused exclusively on medical model outcomes (e.g., preva-
lence and degree of self-disclosed disease burden, and comorbid conditions),
without evaluating functional capacities. If posttraumatic functional impair-
ment were routinely required for a diagnosis, using DSM-IV Criterion F, then
the PTSD diagnosis in early intervention trials would have substantially more
meaning.

Mixed-Gender Accidents and Nonsexual Assaults

No study in this category substantiated its reason for culling these two dis-
parate trauma types, so the assumption is that this was done to meet study
recruitment goals. These experiences are fundamentally different. Assaults
introduce human maliciousness and betrayal of trust (most assaults are
perpetrated by intimates), which adversely influence adaptation and create
greater risk for chronic posttraumatic difficulties, especially interpersonal
problems (e.g., Kessler et al., 1995; Norris, Friedman, & Watson, 2002). The
evidence supporting the efficacy of CBT is, accordingly, less clear cut for trials
that targeted both accident and assault survivors.

Bryant and colleagues (1999) examined the differential efficacy of five
90-minute sessions of ET plus anxiety management, ET alone, and SC pro-
vided to patients with ASD within 2 weeks of trauma exposure (the difference
in intervention method makes this study somewhat incomparable to Bryant
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etal., 1998). The results were somewhat mixed. There were fewer PTSD cases
for both active interventions at 6 months, but the three arms did not differ in
their impact on intrusive reexperiencing symptoms (indexed by the Impact
of Event Scale [IES]; Horowitz, Wilner, & Alvarez, 1979) at the 6-month fol-
low-up (at posttreatment, SC differed from ET), and there were no differen-
tial effects for total PTSD severity, as indexed by the Clinician-Administered
PTSD Scale (CAPS; Blake, Weathers, & Nagy, 1995). A 4-year follow-up of
approximately 50% of those treated originally showed no impact on reports
of intrusive symptoms, but the two CBT arms were highly different from SC
on IES Avoidance scores, as they had been at 6 months (Bryant, Moulds, &
Nixon, 2003). Notably, the CBT interventions did not affect depression across
the follow-up intervals (indexed by the Beck Depression Inventory [BDI];
Beck, Steer, & Garbin, 1988).

In an optimally designed trial, Bryant, Moulds, and Guthrie (2005)
examined whether the addition of elements of hypnosis would improve the
CBT package used in Bryant and colleagues (1998), again, relative to SC. The
group’s exclusion of individuals who reported sexual abuse in childhood may
have reduced external validity of the results. A completer analysis revealed
fewer PTSD cases at the 6-month follow-up for both active treatments rela-
tive to SC; impressively, these effects were maintained at a 3-year follow-up
(Bryant, Moulds, & Nixon, 2006). However, the attrition rate for CBT was
greater than that for SC. Although CBT plus hypnosis led to quicker gains
(at posttreatment), it had no long-term differential impact, and the intent-to-
treat (ITT) analyses yielded an equal number of PTSD cases at the 6-month
follow-up. There was also no differential effect of either the CBT arm or end-
stage functioning, and differential effect sizes were more moderate relative to
Ehlers and colleagues (2003) and Bryant and colleagues (1999) —although,
relative to Bryant and colleagues, there was a stronger effect on Intrusions.
It is worth noting that Bryant and colleagues (1999, 2003) required the pres-
ence of impairment for a diagnosis of PTSD and, accordingly, these studies
do suggest that early provision of CBT does lead to less PTSD and related-
impairment than does counseling.

In a well-powered study, Bisson, Shepherd, and Joy (2004) compared four
1-hour CBT sessions to no intervention, provided to individuals endorsing at
least moderate PTSD symptoms 1-3 weeks after mild to moderate physical
injury. There were no statistical differences in CAPS scores between the two
treatment groups, and there was a relatively small effect size based on CAPS
scores. The CBT did not affect symptoms of anxiety and depression.

Female-Only Sexual and Nonsexual Assaults

In their small study, Echeburta and colleagues (1996) targeted treatment-
seeking, female, sexual assault survivors with PTSD within 3 months of the
assault. They examined the impact of five 1-hour sessions of cognitive therapy
plus coping skills training (CT+) compared to progressive muscle relaxation
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only. Both armsled to highly significant change in PTSD diagnosis at 12-month
follow-up, but relative to PTSD symptom severity at 12 months, the CT+ arm
performed better. There were no differences between the two treatments in
fears of assault-related situations, anxiety, depression, and functional abilities
at 12 months. The fact that both groups improved considerably suggests that
a no-intervention control group is needed.

As a follow-up to Foa, Hearst-Ikeda, and Perry’s (1995) initial uncon-
trolled trial, Foa, Zoellner, and Feeny (2006) conducted a well-designed, state-
of-the-art early intervention trial of women survivors of sexual and physical
aggression. Their CBT was a mixture of exposure (imaginal and in vivo) and
CT, with the addition of psychoeducation and breathing retraining, provided
in four weekly, 2-hour meetings within 4 weeks of the assault. Unlike Foa and
colleagues’ (1995) treatment model for chronic PTSD, there was no emphasis
on exposure above the other elements, and the therapy was briefer. Foa and
colleagues (2006) compared CBT with SC (four weekly, 2-hour meetings) and
four weekly, 2-hour repeated assessments of PTSD and current functioning
(assessment only [AO]).

Foa and colleagues (2006) demonstrated that weekly, very thorough
monitoring of symptoms and functioning by a caring, knowledgeable, and
credible professional facilitates recovery and prevents chronic PTSD to the
same degree as does CBT. At each posttreatment interval, the CBT and the
AO arms did not differ on any outcome measure (70% of the AO group no
longer had PTSD at the last follow-up). Consistent with Ehlers and colleagues’
(2003) argument that elements of SC may delay or impede recovery, Foa and
colleagues also showed that the SC arm led to worse outcomes at posttreat-
ment, although, contrary to Ehlers and colleagues, these effect sizes were
very low, and the differences disappeared at the last follow-up. In the CBT
group, self-reported PTSD scores improved, but clinician ratings of PTSD
scores did not when compared with SC at the postintervention interval and
at the 3-month follow-up; there were no differences in depression, end-stage
functioning, or clinically significant change. There were also no differences
in end-stage functioning between the three arms at the last follow-up; 85%
of the AO group, 87.5% of the SC group, and 91% of the CBT group demon-
strated clinically significant change.

The results of Foa and colleagues’ (2006) trial are surprising in light of
the extensive evidence of CBT efficacy for chronic PTSD in female assault sur-
vivors (e.g., Foa, Rothbaum, & Riggs, 1991). The reasons for this are unclear.
Foa and colleagues made homework optional in their early intervention trial
(to make it sound less onerous), which is in contrast with their CBT package
for patients with chronic PTSD. They argue that downplaying the necessity
of in vivo exposure and homework-based imaginal exposure trials may have
attenuated the effects of the CBT—a viable hypothesis.

If modification of the “fear structure” by varied means (experiential
reductions in negative affect, unrealized catastrophic expectations, etc.)
is the change agent in ET for physical and sexual assault in women, then
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the results of Foa and colleagues’ (2006) trial are particularly inexplicable,
because the in vivo and imaginal exposure components of their brief CBT
should be effective and long-lasting in an early intervention framework; this
is because the fear structure is less generalized and the maladaptive associa-
tions are less rigidly overlearned. In learning terms, extinction-based proce-
dures, such as imaginal and in vivo ET, produce an inhibition of the con-
ditioned response: The association between assault-related cues and danger
is not eradicated; rather, it is lessened in retrieval strength (i.e., inhibited;
Bouton & Swartzentruber, 1991). The retrieval strength of nondanger asso-
ciations should be much stronger if therapeutic exposure occurs weeks after
conditioning (assault) relative to years later. It could be that the AO and SC
groups in Foa and colleagues’ trial had similar positive outcomes because,
over time, both treatments had natural, nonreinforced exposure to trauma-
related cues, or because the CBT was not potent enough or optimally imple-
mented. For example, it may be that the spacing and timing of prolonged
exposure trials might need to be different in an early intervention frame (see
Lang, Craske, & Bjork, 1999).

Summary and Recommendations

CBT should be employed routinely as an early intervention for survivors of
relatively discrete accidents who endorse significant, enduring posttraumatic
difficulties. The studies by Bryant and colleagues (1998) and Ehlers and col-
leagues (2003) stand out as definitive efforts, with very strong standardized
effects. At present, it is unknown how much time should elapse after a trau-
matic experience before CBT is recommended to an individual as a course
of treatment. If the intervention is provided too early (hours to days), the net
will be cast too widely, and many individuals will be provided CBT who do not
need this expensive and scarce form of expert care. In addition, if the CBT
is provided too early, most traumatized individuals will be too distraught,
bereft, or consumed with other pressing needs, and may be unable to abide
by the various demands of the approach (e.g., homework; Litz et al., 2002).
It is for this reason that numerous trials have not commenced early interven-
tion before 2 weeks have passed since the traumatic event (Bryant et al., 1998,
1999, 2003). There now appears to be evidence that repeated monitoring
of symptoms can hasten recovery in some and assist in the identification of
those most in need; thus, it seems most prudent to follow the timing param-
eters and procedures very successfully employed by Ehlers and colleagues;
that is, when feasible, clinicians should begin a process of self- or professional
monitoring of impact soon after exposure to trauma and wait several months
before offering formal CBT only to those whose symptoms either do not abate
or arise anew. Whereas most accident survivors visit emergency rooms, such
a policy could readily be part of a discharge plan (see Zatsick, Roy-Byrne,
& Russo, 2001). The monitoring could be conducted efficiently with vari-
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ous Telehealth methods (e.g., automated telephoning, Internet-based moni-
toring). Clinically, the added benefit of routine monitoring within the first
weeks is that it can also trigger self-referral to formal CBT, if symptoms or
impairment are sufficiently severe.

It is difficult to draw definitive conclusions from studies that included
both physical and sexual assault survivors, and it is problematic to compare
these with accident-only trials. What is clear is that the efficacy data are con-
siderably less strong and more focalized, and, in the case of female physi-
cal and sexual assault, disappointing. For mixed-gender accident and assault
survivors, CBT appears to reduce avoidance behaviors successfully (e.g., Bry-
ant et al., 1999), but it has little impact on other symptoms of PTSD and
co-occurring depression. Trials that included assault survivors may have less
positive results because adaptation to interpersonal violence, especially sex-
ual violence, is more complicated and multifaceted. MVAs and industrial acci-
dents are typically circumscribed, and CBT is well prepared to address anxi-
ety and functioning in these contexts. The negative psychological and social
impact of interpersonal violence is much more likely to generalize beyond the
incident context, so experiences with human brutality and sadism, in contrast
to MVAs and industrial accidents, are more likely to negatively affect core
beliefs that otherwise sustain well-being. These factors may complicate early
interventions using CBT, necessitate a unique set of targets and strategies, or
require novel, yet-to-be-tested approaches.

CBT appears to hasten recovery in female assault survivors relative to
supportive care, but supportive care also leads to marked improvement over
time. In one of the best-designed studies to date, CBT did not confer any
lasting advantage relative to a monitoring-only condition. At the very least,
this underscores that assault survivors who endorse severe symptoms and dif-
ficulties in the first few weeks should be provided sustained, repeated, and
credible symptom monitoring. Consistent with recommendations by Foa and
colleagues (2006), the repeated monitoring should be conducted in a warm,
empathic, careful, yet inquisitive context.

Until alternative CBT early intervention therapies can be developed and
tested to outperform the results of repeated monitoring, it is prudent to rec-
ommend CBT for those women who fail to benefit from continued monitor-
ing over several months given the strong efficacy of CBT for assault victims
with enduring PTSD. It is also wise to prepare women assault survivors for the
possibility of CBT during the monitoring phase. This would entail providing
women with accurate expectations about what CBT would demand of them
and where to get services. Once an individual considers seeking early interven-
tion, it is appropriate to provide questions and answers that might enhance
readiness and motivation for care, as well as to consider obstacles to interven-
tion (e.g., no health insurance, stigma, a lack of family support). The dropout
rates for CBT in existing trials are substantial, and because considerably less
restrictive entry criteria are used in clinical contexts, active treatment should
be avoided until obstacles to compliance and motivation are addressed.
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Future early intervention trials should not only comply with all the rec-
ommendations made by the ISTSS for maximizing internal validity but also
include a repeated AO comparison group. Researchers might also consider
alternatives to SC, such as placebo control groups, because some evidence
suggests that SC impedes recovery, and at the very least, active interventions
outdoing inert therapies do not advance the field. Other good candidates for
comparison groups to CBT include behavioral interventions that target stress
and negative affect reduction/regulation only (with no traumatic memory
processing of any kind), and interventions designed only to target mainte-
nance of self-care (sleep hygiene, eating properly and regularly, exercise) and
functioning in relationships and at work.

Future early intervention trials might also systematically evaluate indices
of functional capacities (work, leisure, self-care, relationship satisfaction) and
track these over time. Most CBT-based early interventions address what is gen-
erally labeled as “relapse prevention” at the end of treatment. Because this is
the least articulated aspect of care in published studies, it is unclear whether
sufficient attention is focused on plans for coping and managing inevitable
periods in the future, when a survivor is faced with particularly salient or sus-
tained traumatic reminders. Because traumatic events may impose a lifetime
burden of symptom exacerbations, CBT is especially well suited to provide
survivors a toolkit of coping skills and the proper guidance to use them dur-
ing times of stress. Given the considerable lifetime burden, an outcome is
successful if a person is able to maintain functioning over time in the face of
symptoms.

Researchers working with assault victims might consider the unique early
phenomenology and the initial challenges imposed by physical assaults, espe-
cially sexual assault. CBT models need to be designed and tested to address
these issues. Generally, CBT entails a variety of treatment strategies and
components, so it becomes important to examine the key mediators to posi-
tive outcomes. Likely candidates are self-efficacy, treatment outcome expec-
tations, acceptance/meaning making, and the acquisition of a thoughtful
approach to self management over time. Dismantling studies are needed to
determine the elements necessary to promote recovery from different types
of traumatic events.

Formal, resource-intensive secondary prevention interventions should be
applied only to trauma survivors who are least likely to recover on their own;
but unfortunately, it is unclear at present how best to identify survivors most
at risk for chronic PTSD. Based on current knowledge, ASD is a reasonable
predictor of long-term outcome and impairment (and approximately 75% of
individuals with ASD develop chronic PTSD). However, the utility of ASD has
been questioned (e.g., Harvey & Bryant, 2002). For example, the incremen-
tal validity of the dissociation symptoms, relative to an assessment of “early”
PTSD, appears to be questionable (Brewin, Andrews, & Rose, 2003). In future
research, it would be prudent to evaluate PTSD at each assessment interval
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in early intervention trials. Ultimately, there are multiple, interrelated path-
ways to the development of chronic PTSD (e.g., Brewin, Andrews, & Valen-
tin, 2000; King, Vogt, & King, 2004), and these factors vary across different
trauma contexts. Unfortunately, to date, risk research has not informed deci-
sions about early intervention (e.g., Litz et al., 2002).

Future research should examine different methods of determining who
most needs care. For example, early posttraumatic depression and severe
hyperarousal appear to increase risk for development of chronic PTSD
(Freedman, Brandes, & Peri, 1999; Harvey & Bryant, 1999; Shalev, Freed-
man, & Peri, 1997). Prior exposure to trauma and personality traits (e.g., neg-
ative affectivity) are also good candidates to consider (Dougall, Herberman,
Delahanty, Inslicht, & Baum, 2000; King, King, Foy, Keane, & Fairbank, 1999;
Miller, 2004; Stretch, Knudson, & Durand, 1998). Clues to answer the ques-
tion of who most needs care may be found by generating and testing modera-
tors of intervention efficacy: Whom is the intervention most likely to benefit?
What types of traumatic experiences, current social contexts, and personal
characteristics attenuate outcomes? Unfortunately, most trials to date possess
limited numbers of participants, a factor that makes it impossible to conduct
valid mediator and moderator analyses.

Another critical and highly related research priority is to vary the tim-
ing of CBT initiation systematically in clinical trials. At present, there is no
scientific basis to guide decision making about timing early intervention
for trauma. Two highly divergent methods have been deployed successfully;
intervening within approximately 2 weeks after trauma exposure (e.g., Bryant
et al,, 1998) and waiting several months (Ehlers et al., 2003). However, these
strategies have not been compared empirically.

CBT is administered across multiple sessions, requires considerable thera-
pist expertise, and is demanding of therapist and survivor time and resources.
From a public health standpoint, individualized CBT will not reach the
majority of individuals who most need intervention. As a result, it will prove
fruitful to adapt various CBT technologies to a self-help or self-management
framework (e.g., Lange, van de Ven, & Schrieken, 2001; Litz, Williams, Wang,
& Engel, 2004). CBT is also not readily available to first-responder and other
groups for whom trauma exposure represents an occupational hazard (e.g.,
the military). At present, debriefing models are attractive because they are
cogent, face-valid, and especially well suited for the emergency services and
employee assistance programs. It is relatively easy to learn debriefing and to
be trained; the debriefing culture is egalitarian in the sense that one does not
need professional preparation to be trained. Commanders, managers, and
planners appreciate debriefing models because they deemphasize psychopa-
thology and highlight the expectation of return to work/duty. CBT methods
and technologies, especially stress management and stress inoculation, are
highly amenable to work cultures, but more complete application will require
attention to dissemination and to program development.
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Cognitive-Behavioral Therapy
for Adults

Shawn P. Cahill, Barbara Olasov Rothbaum,
Patricia A. Resick, and Victoria M. Follette

This chapter reviews the extant literature on cognitive-behavioral therapy
(CBT) for chronic (duration of symptoms greater than 3 months) posttrau-
matic stress disorder (PTSD) among adults. Due to the strength of the lit-
erature base in this area, only published or “in press” empirical studies are
included and only some studies are highlighted in the text. Based on this
review, we offer suggestions regarding decision making for the use of CBT
in the treatment of PTSD and future research. As in all of the chapters, the
reader should consult the source documents or treatment manuals for more
details.

Theoretical Context

CBT for PTSD encompasses numerous diverse techniques. Earlier thera-
pies (systematic desensitization, relaxation training, biofeedback) focused
primarily on Mowrer’s (1960) two-factor theory of conditioned fear and
operant avoidance. With the later development of other therapy procedures
specifically focused on PTSD symptoms (prolonged exposure, stress inocu-
lation training, cognitive therapy, cognitive processing therapy) emotional/
information-processing theories of PTSD predominated over learning theory.
Social-cognitive theories focus on the content of cognitions within a social
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context. Recently there have been efforts to integrate the two theories in
Brewin’s dual representation theory. There is supporting research evidence
for all three theoretical approaches.

Contemporary learning theory attempts to account for much of the
development and maintenance of the PTSD symptoms (Hayes, Follette, &
Follette, 1995; Hayes, Wilson, Gifford, Follette, & Strosahl, 1996; Naugle &
Follette, 1998). Reexperiencing and arousal symptoms are viewed as condi-
tioned emotional responses that result from classical conditioning during the
traumatic event, which are subsequently elicited by environmental stimuli.
According to behavioral theory, although initial symptoms may be caused
by the trauma, many current symptoms may represent attempts to manage
trauma-induced distress. These attempts then respond to current situational
contingencies and become functionally autonomous. Avoidance behaviors,
behavioral excesses, and behavioral deficits are under operant control. Appro-
priate reinforcers in the environment may be lacking, or reinforcers may be
ineffective or aversive. Clinical problems can also result from inappropriate
stimulus control, whereby the response is appropriate but occurs under the
wrong conditions. Problematic behavior is under the control of antecedent
stimuli and reinforcing stimuli that affect the probability of the occurrence
of the behavior. Thoughts, feelings, and physiological responses are classi-
fied as private events that can serve as antecedent stimuli or consequences.
Therefore, as a result of applied behavior analysis, the focus for treatment
may not necessarily be on the trauma itself, but on the maladaptive behavior
that developed in the aftermath of the trauma. However, exposure to condi-
tioned stimuli in the absence of the negative consequences is hypothesized to
extinguish conditioned emotional reactions. Therefore, in behavioral theory,
as well as information-processing theories, exposure is presumed to be the
appropriate treatment for reexperiencing and arousal symptoms, whereas
contingency management would be implemented for avoidance and other
behavioral problems.

Emotional processing theory (Foa & Kozak, 1986) holds that PTSD
emerges due to the development of a fear network in memory that elicits
escape and avoidance behavior (Foa, Steketee, & Rothbaum, 1989). Men-
tal fear structures include stimulus, responses, and meaning elements. Any
information associated with the trauma is likely to activate the fear structure.
The fear structure in people with PTSD is thought to include a particularly
large number of stimulus elements; therefore, it is easily accessed. Attempts
to avoid this activation result in the avoidance symptoms of PTSD. Emotional
processing theory proposes that successful therapy involves correcting the
pathological elements of the fear structure, and that this corrective process is
the essence of emotional processing. Two conditions have been proposed to
be required for fear reduction. First, the fear structure must be activated. Sec-
ond, new information must be provided that includes elements incompatible
with the existing pathological elements, so that they can be corrected. Expo-
sure procedures consist of confronting the patient with trauma related infor-
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mation, thus activating the trauma memory. This activation constitutes an
opportunity for the patient to integrate corrective information, thus modify-
ing the pathological elements of the trauma memory. Of particular relevance
to PTSD are studies demonstrating that fear activation during treatment pro-
motes successful outcome (e.g., Foa, Riggs, Massie, & Yarczower, 1995; Pit-
man, Orr, Altman, & Longpre, 1996).

Several mechanisms are thought to be involved in the specific changes
relevant to improvement of PTSD. First, repeated imaginal reliving of the
trauma is thought to promote extinction of conditioned fear reactions (also
called “habituation” in the theory), thus reducing anxiety previously associ-
ated with the trauma memory and correcting the patient’s erroneous belief
that anxiety stays forever unless avoidance or escape is realized. In fact, PTSD
can be viewed as a failure of extinction to occur. Second, the process of delib-
erately confronting the feared memory blocks negative reinforcement of
cognitive and behavioral avoidance of trauma-related thoughts, feelings, and
reminders. Third, reliving the trauma in a therapeutic, supportive setting
incorporates safety information into the trauma memory, thereby helping the
patient to realize that remembering the trauma is not dangerous. Fourth,
focusing on the trauma memory for a prolonged period helps the patient to
differentiate the trauma event from other, nontraumatic events, thereby ren-
dering the trauma as a specific occurrence rather than as a representation of
a dangerous world and of an incompetent self. Fifth, the process of imaginal
reliving helps to change the meaning of PTSD symptoms from being a sign
of personal incompetence to one of mastery and courage. Sixth, prolonged,
repeated reliving of the traumatic event affords the opportunity to focus on
details central to negative self-evaluations, thereby allowing modification of
those evaluations (Foa, Hembree, & Rothbaum, 2007). Many of these mecha-
nisms also operate in exposure in vivo. However, the mechanisms most salient
during in vivo exposure are the correction of erroneous probability estimates
of danger and extinction of fearful responses to trauma-relevant stimuli.

The social-cognitive theories are also concerned with information pro-
cessing, but they focus on the impact of trauma on a person’s belief system
and the adjustment that is necessary to reconcile the traumatic event with
prior beliefs and expectations. These theories focus on a range of primary
(fear, sadness, anger) and secondary (guilt, shame) emotions, and not just
fear. They are the basis for cognitive therapies for PTSD. New information
that is congruent with prior beliefs about self or world is assimilated quickly
and without effort because the information matches schemas, and little atten-
tion is needed to incorporate it. However, when events occur that are schema-
discrepant, individuals must reconcile the event with their beliefs about
themselves and the world. Their schemas must be altered (“accommodation”)
to incorporate this new information. However, people often avoid this pro-
cess because of the strong affect associated with the trauma and, frequently,
because altering beliefs may leave people feeling more vulnerable to future
traumatic events. Thus, rather than accommodating their beliefs to incorpo-
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rate the trauma, victims may distort the trauma (“assimilation”) to keep their
beliefs intact.

An alternative to assimilation or accommodation is overaccommoda-
tion (Resick & Schnicke, 1992). In this case, trauma victims alter their belief
structure to the extreme in an attempt to prevent future traumas. Overac-
commodated beliefs may take the form of extreme distrust and poor regard
for self and others. Prior traumatic events or negative preexisting beliefs
contribute to “the evidence” that these extreme statements are true. Overac-
commodated beliefs interfere with natural emotions that emanated from the
event (e.g., fear, sadness), therefore preventing appropriate processing of the
emotions and beliefs. Furthermore, overgeneralized negative statements can
produce secondary emotions that originally might not have been associated
with the event (e.g., shame, guilt). Given this social-cognitive model, affective
expression is needed, not for habituation, but so that the trauma memory may
be processed fully. It is assumed that natural affect, once accessed, will dis-
sipate rather quickly, and that the work of accommodating the schemas with
the new information can begin. Once faulty beliefs regarding the event and
overaccommodated beliefs about oneself and the world are challenged, then
secondary emotions also diminish, along with the intrusive reminders.

In an attempt to reconcile the theories of PTSD, Brewin, Dalgleish, and
Joseph (1996) have proposed a dual representation theory that incorporates
both the information-processing and social-cognitive theories. They proposed
that sensory input is subject to both conscious and nonconscious processing.
Dual representation theory describes two types of emotional reactions. One
type, the primary reaction, is conditioned during the event (e.g., fear) and is
activated along with reexperienced sensory and physiological information.
Other, secondary, emotional reactions (e.g., anger, guilt) result from the con-
sequences and implications of the trauma. Brewin and colleagues propose
that emotional processing of the trauma has two elements: the activation of
nonconscious memories (as suggested by the information-processing theo-
ries) and the conscious attempt to search for meaning, ascribe cause or blame,
and to resolve conflicts between the event and prior expectations and beliefs.
The goal of this process is to reduce the negative emotions and to restore a
sense of relative safety and control in one’s environment. This theory suggests
that both exposure and cognitive therapy may be needed in some cases.

Description of Techniques

Seven different cognitive-behavioral treatments for PTSD are reviewed. A
brief description of each treatment is provided below. The techniques are
exposure therapy (EX), stress inoculation training (SIT), cognitive process-
ing therapy (CPT), cognitive therapy (CT), relaxation training (RLX), dia-
lectical behavior therapy (DBT), and acceptance and commitment therapy
(ACT). In addition, many studies have evaluated treatments that combine
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elements of two or more of the preceding treatments, such as EX combined
with SIT or CT. The previous edition of this volume (Rothbaum, Meadows,
Resick, & Foy, 2000) included a review of the literature on systematic desensi-
tization, assertiveness training, and biofeedback. Because there was very lim-
ited research support for these techniques at the time and no new, relevant
research has been published since, we have not included them in this chap-
ter.

Exposure Therapy

A variety of terms have been used to describe prolonged exposure to anxiety-
provoking stimuli without relaxation or other anxiety-reducing methods.
These include “flooding,” “imaginal,” in vivo, and “directed”; in this chapter,
these are referred to collectively as “exposure therapy” (EX). EX typically
begins with the development of an anxiety hierarchy. In some forms of EX
(e.g., flooding), treatment sessions are begun with exposure to the highest
rated item on the hierarchy; others begin with items rated as moderately
anxiety-provoking. EX methods share the common feature of confrontation
with frightening yet realistically safe stimuli that continues until the anxiety
is reduced. By continuing to expose oneself to a frightening stimulus, anxi-
ety diminishes, leading to a decrease in the escape and avoidance behaviors
maintained via negative reinforcement (Mowrer, 1960). A more recent con-
ceptualization of EX’s mechanism of action was put forth by Foa and Kozak
(1986), with the introduction of emotional processing theory for anxiety dis-
orders in general, and by Foa and Rothbaum (1998) for PTSD in particular.
As noted earlier, there are several variants of EX. In imaginal exposure,
patients confront their memories of the traumatic event. In some imaginal
methods (e.g., Foa, Rothbaum, Riggs, & Murdock, 1991; Foa et al., 1999),
patients provide their own narrative by discussing the trauma in detail in
the present tense for prolonged periods of time (e.g., 45—60 minutes), with
prompting by the therapist for omitted details. In other forms of imaginal
exposure (e.g., Cooper & Clum, 1989; Keane, Fairbank, Caddell, & Zimering,
1989), the therapist presents a scene to the patient based on information
gathered prior to the exposure exercise. Duration and number of exposure
sessions have also varied, sometimes within the same study. Finally, most
exposure treatments do not consist solely of exposure but include other com-
ponents, such as psychoeducation or relaxation training. Some treatments
that combine such components spend vastly more time on exposure than on
these other components, which are often presented as preliminary ways of
building up to the exposure. In such cases, we treat the program as a form
of EX. Other treatments combine EX with more extensive use of the other
elements, in which case we treat them as a combined (COMB) treatment. An
exception is cognitive processing therapy, which in its original form is a com-
bined treatment. But because itis a specific protocol that has been researched
and can be implemented with or without the narrative accounts, we consider
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it separately from the combined treatments. Details on the implementation of
exposure for PTSD are provided in Foa and colleagues (2007).

Stress Inoculation Training

Stress inoculation training (SIT) was developed by Meichenbaum (1974)
as an anxiety management treatment. It was later modified by Kilpatrick,
Veronen, and Resick (1982) to treat rape survivors, although this was prior to
widespread use of the PTSD diagnosis to describe postrape symptomatology.
The modified SIT program included education, muscle relaxation training,
breathing retraining, role playing, covert modeling, guided self-dialogue,
graduated in vivo exposure, and thought stopping. Some studies did not
include some of the original SIT strategies, such as in vivo exposure, because
these were included in the comparison treatments. The rationale underlying
SIT focuses on anxiety that becomes conditioned at the time of the trauma
and generalizes to many situations. Patients learn to manage this anxiety by
using these new skills, thus decreasing avoidance and anxiety.

Cognitive Processing Therapy

Cognitive processing therapy (CPT), developed by Resick and Schnicke
(1993), originally targeted rape-related PTSD in a group format. It incor-
porates elements of cognitive therapy (CT) and exposure, although it is pre-
dominantly a cognitive therapy. The trauma-focused CT component includes
training to challenge problematic cognitions, particularly selfblame and
attempts mentally to undo the traumatic event. Patients are asked first to chal-
lenge assimilated beliefs regarding the event itself, using the skills obtained in
challenging thoughts and beliefs, and later to work on overgeneralized beliefs
emanating from the rape. Among them are beliefs about safety, trust, power/
control, esteem, and intimacy (McCann & Pearlman, 1990). The exposure
component consists of writing a detailed account of the trauma and reading
it back in the presence of the therapist and at home. Aside from the expres-
sion of affect, the account is used to generate the patient’s “stuck points,”
moments during the assault that cause conflict with previously held beliefs
or are particularly hard to accept. These points receive particular attention
during CT. CPT has subsequently been applied to other trauma populations
and has been studied as an individual or group treatment with or without the
written accounts.

Cognitive Therapy

Cognitive therapy (CT) was initially developed by Beck and colleagues (Beck,
1976; Beck, Rush, Shaw, & Emery, 1979) to treat depression, then further
developed as a treatment for anxiety and other disorders (Beck, Emery, &
Greenberg, 1985; Clark, 1986). CT is based on Beck’s (1976) theory that the
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interpretation of an event, rather than the event itself, is what determines
emotional states. Thus, interpretations that are negatively biased lead to
negative emotions. These erroneous or unhelpful interpretations are gen-
erally referred to as automatic (“dysfunctional”) thoughts and are typically
seen as either inaccurate or as too extreme for the situation that prompted
them. Cognitive therapy aims to modify automatic thoughts. This occurs in
steps wherein patients are taught to identify these dysfunctional thoughts, to
challenge those thoughts evaluated as inaccurate or unhelpful, and finally to
replace them with more logical or beneficial thoughts. Much attention is paid
to trauma survivors’ appraisals of safety/danger, trust, and views of them-
selves, which serve to maintain a continued sense of current threat (Ehlers &
Clark, 2000).

Relaxation Training

Relaxation training (RLX) has been used to treat PTSD as part of a compre-
hensive program, such as SIT, and as a primary intervention used as a com-
parison condition for other treatments. As with other anxiety management
methods, such as SIT, RLX is intended to provide a way for patients to reduce
anxiety that may be elicited by trauma-related stimuli.

Dialectical Behavior Therapy

Dialectical behavior therapy (DBT; Linehan, 1993), a treatment approach first
developed as an intervention for chronically suicidal people meeting criteria
for borderline personality disorder (BPD), has subsequently been applied to
other conditions. Within the DBT framework, the psychopathology associ-
ated with the diagnosis of BPD is conceptualized as the result of an interac-
tion between biological factors that contribute to intense, long-lasting emo-
tional reactions to environmental events and experiential factors, particularly
an invalidating environment during childhood, that lead to deficits in emo-
tion regulation skills. Because many individuals with PTSD also experience
many of the difficulties associated with BPD, and many individuals with BPD
also have PTSD, proponents have suggested that DBT may be useful in the
treatment of PTSD and have advanced two approaches to applying DBT to
PTSD (Wagner & Linehan, 2006). The first approach would be to utilize DBT
as the primary intervention, in a manner similar to how it is implemented
to treat BPD. The second approach would be to provide DBT skills training
to facilitate the tolerability and efficacy of subsequent trauma-focused treat-
ment, such as EX.

One of the distinguishing features of DBT is the explicit application
of “dialectical theory,” the recognition of the oppositional nature of reality
(thesis—antithesis). The most important dialectical tension is between accep-
tance of the patient as he or she is and recognition of the need or desirability
for change (Wagner & Linehan, 2006). Recognition of the tension between
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acceptance and change guides both conceptualization and technique selec-
tion; some interventions are designed to promote acceptance, whereas others
foster change.

Acceptance and Commitment Therapy

Acceptance and commitment therapy (ACT) is theoretically based on an
analysis of language from the perspective of functional contextualism (Fol-
lette, Palm, & Hall, 2004; Hayes, 1987, Hayes & Wilson, 1994). A central
tenent of ACT (Hayes, Strosahl, & Wilson, 1999) is that much of human suf-
fering is brought about by “experiential avoidance,” the attempt to prevent or
modify unwanted private experiences (e.g., the reexperiencing symptoms of
PTSD). Such attempts are generally not very effective and, paradoxically, may
result in more of the very thoughts and emotions the person was attempting
to avoid. Faced with such failures, the person may then resort to increasingly
dysfunctional means to achieve experiential avoidance (e.g., social isolation,
substance abuse). Because the very attempt to control internal experiences
is thought to be the problem from the ACT perspective, interventions are
designed instead to promote the person’s acceptance of internal experiences,
whatever they might be, while acting in accord with his or her values.

Method of Collecting Data

We gathered information via PsychLIT, PsychINFO, and Published Interna-
tional Literature on Traumatic Stress (PILOTS) searches and analyzed rel-
evant reference lists from articles, chapters, and books, and personal com-
munication with PTSD researchers. We then examined individual studies to
judge their methodology according to the nine features of well-controlled
studies described in the introductory chapter (Foa, Keane, Friedman, &
Cohen, Chapter 1, this volume) and added the results to the comprehensive
summary. The methods and primary results are summarized in Table 7.1 for
randomized controlled studies and in Table 7.2 for nonrandomized studies.
Seven of the features of well-controlled studies—(1) clearly defined tar-
get symptoms; (2) reliable and valid measures; (3) use of blind evaluators; (4)
assessor training; (5) manualized, replicable, specific treatment programs;
(6) unbiased assignment to treatment; and (7) treatment adherence—
correspond to the “gold standards” for clinical research (Foa & Meadows,
1997) established in the previous edition of this volume and continue to serve
as the core features addressed in our methodological critique of studies in
the current review. The two added features, intent to treat (ITT) data analy-
ses and “equipoise” or comparability of treatment conditions regarding thera-
pist background and experience, allegiance, training, and supervision for all

Text continues on page 189
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treatments in comparative outcome studies—deserve some consideration at
the outset. Of the 64 randomized controlled trials (RCTs) listed in Table 7.1,
more than half (57%) reported ITT analyses, with a trend toward greater
incidence of ITT analyses in more recent studies. For example, only 38% of
studies published through 2000 (when the previous edition of this volume was
published) reported ITT analyses, in comparison to 64% of studies published
after 2000; and 75% of the most recent studies, published in 2007-2008 or
currently in press, reported ITT analyses.

With regard to equipoise of treatment conditions, most studies directly
comparing different CBT programs have adopted the strategy of using multi-
ple therapists, describing the therapists or providing information about their
level of education, having all therapists administer all treatments, providing
specific training in the study treatments, and providing ongoing supervision
over the course of the study. Indeed, 11 of the 18 studies comparing differ-
ent CBT programs (including five studies comparing CBT to EMDR) met all
four of these criteria, and three additional studies met at least three of the
four. Six of the studies offered at least some additional information about the
therapists’ background or experience with the treatments prior to participa-
tion in the study, although much of this information seemed highly impres-
sionistic. Only one study (Foa, Rothbaum, Riggs, & Murdock, 1991) reported
having compared patient outcomes across therapists and found no significant
differences. Another study (Foa et al., 2005) compared outcomes achieved
among patients treated by doctoral-level therapists at the researchers’ institu-
tion with those obtained by masters’-level therapists from the local rape crisis
center who received training and ongoing supervision from the researchers:
No significant differences in treatment response were observed between the
two sites.

An alternative approach adopted by two large-scale, multisite studies
comparing CBT and present-centered therapy (PCT) classified in this review
as a form of supportive counseling. In these studies, the researchers used a
large number of therapists and randomly assigned different groups of ther-
apists to administer each of the two study treatments. The use of random
assignments to allocate therapists to treatment conditions would be expected
to balance therapist effects across the two treatment conditions (Schnurr et
al., 2005; Schnurr, Friedman, Lavori, & Hsieh, 2001).

Literature Review

Exposure Therapy

Exposure therapy (EX) as a primary treatment for PTSD has been studied
in 24 randomized trials and 9 nonrandomized studies with individual treat-
ment. The populations that have been studied include male (5 studies) and
female (1 study) veterans; female assault survivors (6 studies); mixed-gender
and mixed-trauma survivors (12 studies); refugees (4 studies) and earth-
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quake survivors (4 studies); and individuals affected by the September 11,
2001, attacks on the World Trade Center (1 study). To summarize, the over-
whelming majority of studies found significant pre- to posttreatment changes
on standardized measures of PTSD severity. Randomized controlled trials
have compared EX to control conditions such as wait list (WL; 10 studies),
supportive counseling (SC; 4 studies), RLX (3 studies), psychoeducation (2
studies), and treatment as usual (TAU; 3 studies). Consistently, EX has been
more effective than the WL and the nonspecific control conditions. Compar-
ative treatment studies in which two active PTSD treatments were compared
have found no significant differences between EX and other forms of CBT for
PTSD outcomes (SIT, CPT, CT, eye movement desensitization and reprocess-
ing [EMDR]; 10 studies) and four of five studies that compared EX plus SIT
or CT to EX alone were nonsignificant. However, it must be pointed out that
most of these studies were not powered to find anything but large effect size
differences (Schnurr, 2007). Given that the comparison of active and effec-
tive treatments would be expected to find only small to medium effect size
differences, more research is needed to determine if there are differences
between these active treatments or whether the addition of other components
may be beneficial. Exposure therapy has been administered in different ways,
including the combination of imaginal plus in vivo exposure, imaginal expo-
sure alone, in vivo exposure alone, and exposure assisted by virtual reality or
other technology.

Imaginal plus In Vivo Exposure

The combination of imaginal plus in vivo exposure has been studied in 12 ran-
domized and four nonrandomized studies. Eight of the randomized and all
four nonrandomized studies used variations of the prolonged exposure (PE)
protocol developed by Foa and colleagues (2007). Except where noted, the PE
protocol studies included nine 90-minute sessions once or twice weekly; the
first two sessions were devoted to patient education and treatment planning,
and the remaining sessions focused on conducting imaginal exposure. Home-
work comprised additional imaginal exposure via listening to audiotapes of
the in-session imaginal exposures and implementing in vivo exposure. Among
the randomized studies of PE, five had very similar designs, in which female
survivors of assault (predominately rape) with chronic PTSD were randomly
assigned to PE, WL, or another form of CBT, including SIT (Foa et al., 1991,
1999); PE combined with SIT (PE/SIT; Foa et al., 1999); PE combined with
CT (PE/CT; Foa et al., 2005); CPT (Resick, Nishith, Weaver, Astin, & Feurer,
2002); or EMDR (Rothbaum, Astin, & Marsteller, 2005). These five studies
met all seven “gold standards”; thus, strong conclusions may be drawn about
the efficacy of PE. Results indicated that PE was associated with significant
reductions in PTSD severity and was superior to WL in all studies except that
of Foa and colleagues (1991), in which the improvement in PE was not sta-
tistically superior to that in WL, a finding that may be attributed to lack of
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power due to the small number of subjects (10 completers in each group).
Treatment gains were maintained at follow-up assessments occurring 3—-12
months after completion of treatment, and there were no significant PTSD
severity differences between any of the comparison CBT conditions in any
study either immediately after treatment or at follow-up. A unique feature of
the Foa and colleagues (2005) study that compared PE and PE/CT with WL
was the use of flexible dosing rule, in which participants who achieved at least
70% reduction in self-reported PTSD severity by session 8 were scheduled to
terminate at session 9. The remaining participants were offered additional
sessions, up to 12 total sessions. Among participants who received additional
sessions (58% of the sample), additional improvement occurred between ses-
sion 8 and the final session.

In a sixth landmark study that also met all seven “gold standards,” female
veterans and active duty personnel (N = 284) with chronic PTSD were ran-
domly assigned to 10 sessions of PE or present-centered therapy (Schnurr
et al., 2007). Most patients in this study were exposed to multiple traumatic
events, but the most common trauma was sexual assault (93%), most of which
occurred while the patient served in the service. Moreover, the type of trauma
most frequently identified as the index trauma was sexual trauma (68%), fol-
lowed by physical assault (16%) and war-zone exposure (6%). Overall, women
who received PE experienced greater reduction in PTSD symptoms at post-
treatment and 3-month follow-up, and were less likely to meet diagnostic cri-
teria for PTSD and more likely to achieve remission. However, there were no
significant differences at 6-month follow-up. Although dropout was higher
for PE than for present-centered therapy, a similar percentage of dropouts
receiving PE no longer met criteria for PTSD or achieved remission as drop-
outs receiving present-centered therapy (28 vs. 22% for loss of diagnosis,
respectively; 10 vs. 9% for remission, respectively).

The remaining two randomized studies of PE included mixed-gender
and mixed-trauma samples and failed to meet one or more of the “gold stan-
dards.” In an innovative augmentation design, Rothbaum and colleagues
(2006) provided 10 weeks of open-label treatment with sertraline, one of only
two medications with U.S. Food and Drug Administration (FDA) indication
for PTSD, to men and women with chronic PTSD, then randomly assigned
patients either to continue on sertraline alone for 5 additional weeks (N = 31)
or to continue sertraline and receive 10 PE sessions administered twice weekly
(N = 34). Treatment with sertraline was associated with significant improve-
ment during the first 10 weeks of treatment, followed by further improvement
with the addition of PE, compared to maintenance of gains but no further
improvementin the sertraline-only condition. Despite the differential pattern
of improvement during the last 5 weeks of treatment, the difference between
groups at the end of treatment was small and not statistically significant. A
post hoc analysis that divided participants into groups based on their initial
response to sertraline at Week 10 (excellent responders vs. partial respond-
ers) found that the augmentation effect was limited to medication partial
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responders, for whom the addition of PE resulted in significantly better out-
come than sertraline alone. This study met all of the “gold standards” except
for formally evaluating treatment fidelity for PE (pill counts were reported,
attesting to compliance with medication).

Utilizing a crossover design, Richards, Lovell, and Marks (1994) evalu-
ated an EX program that provided four 60-minute sessions of imaginal expo-
sure plus corresponding homework either preceded by or followed by four
60-minute sessions of in vivo exposure plus corresponding homework. Half of
the participants (male and female survivors of nonmilitary traumas) received
imaginal exposure sessions followed by in vivo exposure sessions, and the
remaining participants received the procedures in the reverse order (seven
participants per condition). Results indicated that both procedures were asso-
ciated with improvement, and that improvement was greater for the first pro-
cedure administered, regardless of exposure modality, than for the second
procedure. The only difference between the exposure procedures was that
in vivo exposure produced a greater reduction in phobic avoidance than did
imaginal exposure. Outcome was evaluated via self-report measures or mea-
sures administered by the therapist, and assessment of treatment fidelity was
not reported. In a subsequent study, Marks, Lovell, Noshirvani, Livanou, and
Thrasher (1998) utilized an EX protocol of five weekly, 90-minute sessions
of imaginal exposure followed by five sessions devoted to in vivo exposure,
plus corresponding homework between sessions. Male and female survivors
of civilian traumas with chronic PTSD were randomly assigned to EX, CT, EX
plus CT, or RLX. Results for 77 completers revealed that all three active treat-
ments led to more improvement than did RLX, but there were no differences
among active treatments. In a study by Taylor and colleagues (2003), four
weekly 90-minute sessions of imaginal exposure followed by four sessions of
in vivo exposure (plus corresponding homework) were compared with eight
90-minute sessions of EMDR or RLX. All three treatments were associated
with improvement. EX, but not EMDR, was found to be superior to RLX. The
studies by Marks and colleagues and Taylor and colleagues met all seven “gold
standards.”

In the final randomized study, Paunovic and Ost (2001) found that 16-20
sessions (60-120 minutes’ duration) of EX (imaginal exposure followed by in
vivo exposure) plus homework was as effective as EX plus CT among 20 politi-
cal refugees (three females). All treatment in this study was administered by
a single therapist, who also administered all outcome measures, and assess-
ment of treatment fidelity was not reported.

Imaginal Exposure Alone

Imaginal exposure without in vivo exposure has been examined in nine ran-
domized studies and two nonrandomized studies. Four of these are older
studies that were conducted with male veterans, primarily from the Vietnam
War; four were conducted with mixed-gender/mixed-trauma civilian popu-
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lations; and three were conducted with mixed-gender refugee populations.
Keane and colleagues (1989) compared EX to a WL control for 24 veterans
and found beneficial effects for reexperiencing symptoms. Cooper and Clum
(1989) compared EX to standard treatment for 14 completers and found that
EX improved self-report of symptoms directly related to the trauma. Boudew-
yns and Hyer (1990) compared EX to traditional counseling in 51 veterans
and found that 75% of those designated as treatment successes had received
exposure. None of these studies included independent evaluators, nor did
they assess treatment fidelity.

Tarrier and colleagues (1999) compared 16 (60-minute) sessions of ima-
ginal exposure to CT in a mixed-gender/mixed-trauma civilian sample of 72
participants with chronic PTSD and found that both treatments were equally
effective in reducing symptoms from pre- to posttreatment. Bryant, Moulds,
Guthrie, Dang, and Nixon (2003) compared imaginal exposure to imagi-
nal exposure plus cognitive restructuring or supportive counseling in eight
weekly 90-minute sessions in a sample of 58 civilians (males and females) with
chronic PTSD. Results from the completer analyses, but not the ITT analyses,
indicated that both exposure conditions led to more improvement than the
counseling, with further advantages to the group that received the cognitive
restructuring.

Two studies by Vaughan and colleagues (one randomized) utilized a
variation of imaginal exposure called “image habituation training,” in which
participants create brief scripts related to specific images that are reexperi-
enced, then tape-recorded and listened to repeatedly. Thus, image habitua-
tion training protocol differs in significant ways from how imaginal exposure
was conducted in the studies described previously, which involve imaginal
exposure to the full trauma memory in at least several sessions before focus-
ing on isolated aspects of the memory. Vaughan and colleagues (1994) com-
pared 3-5 sessions of image habituation training with EMDR and applied
muscle relaxation in 36 male and female civilian participants (78% met full
criteria for PTSD). All treatments led to significant but modest improvement
that was comparable across treatments and was superior to WL. The research-
ers did not report the treatment fidelity.

Three randomized studies of four sessions of narrative EX among ref-
ugees and survivors of torture have been conducted. Narrative EX differs
from typical EX in that patients are helped to construct narrative accounts
of their entire lives, from birth to the present, including, but not limited to, a
detailed account of specific traumatic events they have experienced over their
lifetimes. Two of these studies were reported in English (Bichescu, Neuner,
Schauer, & Elbert, 2007; Neuner, Schauer, Klaschik, Karunakara, & Elbert,
2004) and the third in German (Schauer et al., 2006). Neuner and colleagues
(2004) compared four sessions of either narrative EX or SC to a single ses-
sion of psychoeducation among 43 male and female Sudanese refugees with
chronic PTSD, living in a Ugandan refugee settlement. At 1-year follow-up,
participants receiving narrative EX had significantly less severe self-reported
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PTSD symptoms than either of the other treatments. Compared to a single
session of psychoeducation, the effect size (ES) for narrative EX immediately
after treatment was 0.10, which increased to 0.42 at 4-month follow-up, and
1.29 at 1-year follow-up. Bichescu and colleagues (2007) compared five ses-
sions of narrative EX with one session of psychoeducation among 18 former
political detainees with PTSD of the Romanian Communist regime. At the
6-month follow-up assessment, there was a greater reduction in the number of
PTSD symptoms, especially avoidance and hyperarousal symptoms, for narra-
tive EX than for psychoeducation (ES = 1.41). Both studies met several of the
“gold standards,” although neither study reported on treatment fidelity. In a
third randomized study, Schauer and colleagues (2006) compared nine ses-
sions of narrative EX to TAU for 32 victims of organized violence or physical
and sexual torture. At the 6-month follow-up, narrative EX had resulted in a
significant reduction in self-reported PTSD severity, whereas TAU resulted in
no change.!

In Vivo Exposure

We have already noted the Richards and colleagues (1994) crossover study
designed to assess the relative contributions of imaginal and in vivo expo-
sure, and the finding that both types of exposure were associated with
improvement and that ¢n vivo exposure resulted in somewhat greater reduc-
tion of phobic avoidance than imaginal exposure. Basoglu and colleagues
conducted two studies (one randomized) of self-directed in vivo exposure
in the treatment of PTSD symptoms among survivors of a 1999 earthquake
in Turkey. The treatment was described to patients as a way to gain a sense
of control over distressing trauma reminders and associated symptoms, and
involved the development of a list of treatment targets and instruction in how
to implement the self-exposures. In the randomized study (Basoglu, Salcio-
glu, Livanou, Kalender, & Gonul, 2005), which met all seven “gold standards,”
59 male and female earthquake survivors with chronic PTSD were randomly
assigned to WL or to one session of self-directed in vivo EX, then evaluated
6 weeks later. Treatment produced significantly greater reduction in PTSD
severity than WL, and treatment gains were maintained or increased during
the course of follow-up.

Technology-Assisted Exposure

Four studies (two randomized) have examined the use of technology to assist
EX. Although not randomized, the first study to apply virtual reality (VR)
EX for PTSD found it helpful for Vietnam War veterans (Rothbaum, Hodges,
Ready, Graap, & Alarcon, 2001), and it is currently being used to treat veterans
with PTSD from the current Iraq War (Gerardi, Rothbaum, Ressler, Heekin,
& Rizzo, 2008). Difede, Cukor, and colleagues (2007) randomly assigned 21
individuals with chronic PTSD related to the September 11, 2001, attack on
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the World Trade Center to 6—-13 sessions of graduated virtual reality exposure
to images of the jets hitting the Twin Towers and their subsequent collapse
or to WL. In both of these studies, virtual reality EX was associated with
significant reductions in PTSD symptoms, and the randomized trial found
significantly greater reduction in PTSD for treatment compared to WL; treat-
ment gains in the randomized trial were maintained at 6-month follow-up.
The randomized trial met all of the “gold standards” except assessment of
treatment fidelity.

Basoglu and colleagues studied the use of an earthquake simulator, a
small house based on a movable platform that simulated earth tremors, the
intensity of which could be controlled by participants, to treat individuals
with symptoms of PTSD and depression following an earthquake in Turkey.
In their first (nonrandomized) study, Basoglu, Livanour, and Salcioglu (2003)
administered one 60-minute session in the earthquake simulator to 10 female
survivors, eight of whom had chronic PTSD. In their second study (Basoglu,
Salcioglu, & Livanou, 2007), 31 male and female earthquake survivors with
chronic PTSD were randomly assigned to WL or to one session of treat-
ment comprising 60 minutes of education about the treatment rational plus
9-70 minutes (M = 33 minutes) in the simulator. Posttreatment assessments
occurred 4 and 8 weeks after treatment. Both studies found significant reduc-
tion in PTSD severity associated with exposure in the earthquake simulator,
and the randomized study found that PTSD severity was significantly lower
for the treatment compared to the WL condition. There was either further
improvement or maintenance of gains during follow-up, up to 1-2 years in
the randomized study. The randomized study met all of the “gold standards”
except for assessment of treatment fidelity.

Summary

The strongest evidence, based on the largest number of studies, is for the
combination of imaginal plus in vivo exposure, although there is evidence
that each component can be effective in at least some populations, and there
have been more studies supporting the efficacy of imaginal exposure than
for in vivo exposure. However, there is not adequate research to determine
whether one modality is superior to the other, or whether the combination
of imaginal plus in vivo exposure is superior to the individual modalities. EX
has been compared with several other CBT programs, and a number of stud-
ies have evaluated whether adding other CBT interventions to EX enhances
outcome. In general, treatment outcome for EX is comparable to that of other
CBT programs, and the addition of other treatment components (SIT, CT)
does not significantly enhance the efficacy of the combination of imaginal
plus in vivo exposure, although the addition of CT may enhance the efficacy
of imaginal exposure alone. However, as mentioned earlier, more studies that
are powered for medium and small effect sizes (larger sample sizes or more
assessment time points) or equivalence trials will be needed to determine if
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the lack of differences is due to methodological reasons. Research on technol-
ogy to assist in the administration of EX is relatively new, but it shows prom-
ise, although the availability of such technology is limited at present and its
relative efficacy compared to conventional therapy has not been studied.

Stress Inoculation Training

Eight studies (four randomized) have examined the efficacy of stress inocula-
tion training (SIT), four with female sexual assault survivors and four with
male veterans. As discussed earlier for EX, Foa and colleagues conducted
two well-controlled studies of SIT in the treatment of female sexual assault
victims with PTSD, comparing SIT to EX, SC, and WL in the first study (Foa
etal, 1991); and comparing SIT alone to EX alone, EX plus SIT, and WL in
the second study (Foa et al., 1999). Compared to WL, both studies found that
nine 90-minute sessions of SIT were effective in reducing PTSD and related
symptoms, and that SIT and EX were of comparable efficacy.

In a randomized study with veterans, Keane and colleagues (1989)
reported in an end note that the original design of the study involved random
assignment to EX, SIT, or WL. However, due to the low completion rate in the
SIT condition, results for that condition were not included in the analyses. In
the fourth, randomized study (Chemtob, Novaco, Hamada, & Gross, 1997),
veterans with PTSD and high levels of anger received either 12 sessions of
SIT focused on anger management (Novaco, 1994) or TAU for a comparable
period of time. Compared to the control condition, SIT resulted in decreased
anger, increased anger control, and fewer reexperiencing symptoms.

In summary, all four studies with female assault survivors found SIT to
be effective, but only two studies were well controlled. One controlled study
of individually administered SIT targeting the anger among male veterans
found reductions in anger and PTSD reexperiencing symptoms. Thus, SIT has
received mixed results, having its strongest support for female rape victims.
More controlled research is needed on SIT, especially studies that include the
in vivo exposure components that were originally part of the protocol.

Cognitive Processing Therapy

Six studies, four of which were randomized, have examined the efficacy of cog-
nitive processing therapy (CPT). A study meeting all of the “gold standards”
for a randomized clinical trial compared CPT, PE, and a WL control group
(Resick etal., 2002) among female rape survivors. Participants in the WL con-
dition were subsequently randomized into one of the two active conditions,
allowing for a replication of the findings. There were no statistical differences
between PE and CPT on PTSD, but both showed large improvement compared
to the WL control group. CPT was statistically better than PE for two of four
measures of guilt (intention-to-treat [ITT] ES advantages for CPT of 0.36 and
0.46 on the hindsight bias and lack of justification subscales, respectively, of
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the Trauma-Related Guilt Inventory; Kubany et al., 1996). Resick, Nishith, and
Griffin (2003) subsequently conducted a secondary analysis to examine the
effects of PE and CPT on symptoms of complex PTSD. There were no over-
all differences between the two therapies on a measure that assesses various
aspects of complex PTSD, the Trauma Symptom Inventory (TSI; Briere, 1995).
The sample was divided into rape victims with (41%) and without (59%) a his-
tory of child sexual abuse (CSA). Combining the two forms of treatment, the
authors found no differences between the two trauma groups in PTSD and
depression at pretreatment, and both groups displayed comparable improve-
ment at posttreatment and maintained treatment gains at 9-month follow-
up. Participants with a CSA history did score higher on several of the TSI
subscales, both before and after treatment. With treatment, improvement of
patients with a CSA history was marked and equal to that of patients without
such histories, but because they started with higher scores, they ended with
higher scores. When the pretreatment scores were covaried out, there were
no significant differences between the two groups at the follow-up periods,
indicating that even though participants who had experienced CSA had more
complicated presentations, they too benefited from CPT and PE.

Chard (2005) developed an adaptation of CPT (CPT-SA) for victims of
CSA and conducted a study that meets all the “gold standards.” Despite the
earlier Resick and colleagues (2003) results indicating that CPT is effective in
reducing PTSD related to CSA, Chard and others propose that victims of CSA
have a range of complex posttraumatic sequelae, as well as PTSD symptoms,
that need to be addressed to profit more fully from evidence-based PTSD
treatment. This adaptation of CPT includes a combination of group and indi-
vidual treatment, with the processing of written exposures occurring in the
individual treatment, and the cognitive interventions occurring primarily in
the group context. The treatment protocol also adds modules that focus on
developmental issues, communication skills, and seeking social support. In a
trial comparing this 17-week treatment to WL, the treatment was highly effi-
cacious, with a posttreatment ES of 1.52. There was also evidence that the par-
ticipants continued to improve from posttreatment to 3-month assessment.

Resick and colleagues (2008) conducted an RCT meeting all of the “gold
standards” to dismantle the components of CPT. Sexually and/or physically
abused women were randomized to the full protocol, to the CT-only version
of CPT (CPT-C), or a written account-only condition (WA). All three ver-
sions resulted in substantial reductions in PTSD scores and there was an over-
all group effect on the main analyses. On the primary analyses with mixed-
effects regression analyses across treatment sessions as well as pretreatment,
posttreatment, and follow-up scores, which allowed for enough power to
detect differences, there was an overall group effect indicating that CPT-C
was superior to WA on PTSD and depressive symptoms. There were no signifi-
cant differences between full CPT and the WA condition or the CPT-C condi-
tion. Thus, adding the written account to cognitive therapy did not improve
outcomes.
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Monson and colleagues (2006) conducted a WL controlled study of CPT
in male and female veterans with chronic military-related PTSD. CPT was
superior to WL in reducing PTSD and comorbid symptoms; 40% of the ITT
sample receiving CPT no longer met criteria for a PTSD diagnosis. They also
found that PTSD-related disability status was not associated with the out-
comes. This study met all of the “gold standards” for clinical research and,
together with the Schnurr and colleagues (2007) study of PE, provides the
most encouraging results to date in the treatment of veterans with military-
related PTSD. In a report on effectiveness, Schultz, Resick, Huber, and Grif-
fin (2006) examined archival data from a service-based community orga-
nization to evaluate CPT administered to 53 refugees (seven men) from
Afghanistan and Bosnia—Herzegovina. All treatment was conducted in the
client’s native languages and an interpreter was necessary to facilitate treat-
ment in approximately half of the cases. Treatment comprised an average of
17 90- to 120-minute sessions and was associated with a significant reduction
in self-reported PTSD severity. Although treatment requiring the presence of
an interpreter was associated with longer duration than treatment without an
interpreter (33 vs. 41 hours), there was no difference in treatment outcome.

In summary, CPT has received consistent support in four studies meeting
all the “gold standards” for clinical research and two nonrandomized studies.
Study samples have been female victims of physical and sexual assault and
CSA; male and female veterans; and male and female refugees.

Cognitive Therapy

Nine studies, seven randomized, have examined CT for trauma survivors,
three of which were reviewed earlier (Marks et al., 1998; Resick et al., 2008;
Tarrier etal., 1999). Marks and colleagues (1998) conducted a well-controlled
study that met all seven “gold standards” and did not find differences between
CT, EX, or the combination, but all three were more effective than RLX. As
described earlier, CPT includes a strong cognitive component and the Resick
and colleagues (2008) dismantling study indicated that the effectiveness of
the CPT-C version was equal to full CPT and better than written accounts
only. Tarrier and colleagues (1999) compared CT to imaginal EX for sur-
vivors of a variety of traumas and found them equally effective in produc-
ing improvement relative to pretreatment. Treatment gains were maintained
at b-year follow-up, and those who received CT did better than those who
received imaginal exposure treatment (Tarrier & Sommerfield, 2004).

The CT program based on the Ehlers and Clark (2000) theory of PTSD,
which incorporates a variety of interventions, including use of imaginal and
in vivo exposure exercises, has been evaluated in three randomized (Dufty,
Gillespie, & Clark, 2007; Ehlers et al., 2003; Ehlers, Clark, Hackmann,
McManus, & Fennell, 2005) and two nonrandomized studies (Ehlers et al.,
2005; Gillespie, Duffy, Hackmann, & Clark, 2002). In the first study, Gillespie
and colleagues (2002) found that CT was associated with significant reduc-



Cognitive-Behavioral Therapy for Adults 199

tions in self-reported PTSD and depression among survivors of a terrorist
bomb attack in Omagh, Northern Ireland. Duffy and colleagues (2007) sub-
sequently conducted an RCT in Northern Ireland with men and women with
terrorism- and civil-conflict-related PTSD. Compared to WL, CT resulted in
significantly greater improvement on self-reported PTSD and depression.

Ehlers and colleagues (2003) conducted an RCT comparing CT or a
self-help booklet to WL with motor vehicle accident (MVA) victims after a
period of self-monitoring. They found that a small percentage of patients
(12%) improved by self-monitoring alone. The remaining patients with PTSD
were randomized into one of the three conditions approximately 3 months
after the accident. Although the 64-page self-help booklet included cognitive-
behavioral principles and education about PTSD, this condition was no differ-
ent than the WL condition and both were less effective than CT. Indeed, CT
was highly effective and had no dropouts. In a subsequent article, Ehlers and
colleagues (2005) reported results first from a nonrandomized and second
a randomized study in mixed-gender/trauma civilian samples. CT in both
studies was associated with low dropout, significant improvement in PTSD
severity, and maintenance of gains at follow-up, whereas WL in the controlled
study resulted in no change on PTSD severity. Both of the nonrandomized
and one of the randomized studies reported by Ehlers and her collaborators
relied exclusively on self-report measures to assess treatment outcome. Only
the two randomized studies reported by Ehlers and colleagues (2003, 2005)
utilized a structured interview of PTSD severity administered by a blind, inde-
pendent evaluator, and none of the studies reported on treatment fidelity.

In summary, different CT programs have been effective in reducing
PTSD severity compared to WL (two studies), a self-help booklet (one study),
and RLX (one study). Two studies found comparable outcomes immediately
after treatment for CT and EX, and two studies found that CT alone was com-
parable to CT plus some kind of exposure.

Relaxation Training

Four randomized studies have utilized RLX as a comparison condition to
evaluate the efficacy of some other CBT program. As discussed earlier,
Marks and colleagues (1998) compared EX, CT, and EX plus CT to RLX
and found that although RLX was associated with significant improvement,
as a group, the CBT conditions produced greater improvement. Taylor and
colleagues (2003) also found that EX, but not EMDR, was superior to RLX,
and Echeburia, de Corral, Zubizarreta, and Sarasua (1997) found that the
combination of EX plus CT was superior to RLX. In the only study to include
a WL control condition, Vaughan and colleagues (1994; discussed previously)
found that active treatment (ET, EMDR, and RLX) was superior to WL con-
trol but did not report any comparisons of the individual treatments with
WL. Thus, it is unknown whether RLX was superior to WL. Comparisons
among treatments found no significant differences on overall PTSD sever-
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ity. Although RLX may be a component of effective treatment for PTSD, the
evidence does not support the use of RLX as a stand-alone treatment because
other CBT interventions, such as exposure and combined treatments, have
been found to be superior.

Dialectical Behavior Therapy

The effect of interventions based on dialectical behavior therapy (DBT),
either alone or in combination with EX, on PTSD severity has been evalu-
ated in three randomized studies and one nonrandomized study. Zlotnick
and colleagues (1997) randomly assigned 48 female CSA survivors either to
15 weekly, 2-hour group therapy sessions or to a WL. The content of the group
sessions comprised education and practice of various affect management
skills, including emotion identification, anger management, self-soothing,
and distress tolerance. The group treatment resulted in significant reductions
in self-reported PTSD severity and dissociation, compared to no change in
the WL condition. This study met five of the “gold standards,” failing to use
a clinician rating of PTSD severity administered by a blind evaluator at post-
treatment and to report treatment fidelity.

Cloitre, Koenen, Cohen, and Han (2002) evaluated a two-phase treatment
that comprised eight weekly individual therapy sessions teaching DBT-based
affect and interpersonal regulation skills, followed by eight twice-weekly ses-
sions of imaginal EX. Participants in the study were 58 adult female survivors
of childhood physical and sexual abuse. The comparison condition was WL,
and most assessment measures were obtained at pretreatment, midtreatment
(between completion of two phases of treatment), and posttreatment. Unfor-
tunately, the primary outcome measure, the Clinician-Administered PTSD
Scale (CAPS), was not administered between the two phases. Thus the evalu-
ation of the DBT component alone on PTSD severity was evaluated through
self-report only. Overall, the two-phase treatment resulted in significantly
greater reductions than WL on measures of PTSD severity, anger expression,
dissociation, alexithymia, depression, and anxiety, along with increased abil-
ity to regulate negative affect. Analyses focused only on changes during the
first phase revealed that the skills training component of treatment resulted
in significant reductions in anger expression, depression, and anxiety, along
with improvements in negative mood regulation, but no change in PTSD, dis-
sociation, or alexithymia. There were no changes from pre- to midtreatment
on any measure in the WL condition. This study met all of the “gold stan-
dards,” although use of WL as the comparison condition precludes drawing
strong conclusions regarding the effect of skills training on the acceptability
or efficacy of the subsequent EX. In a nonrandomized study, Levitt, Malta,
Martin, Davis, and Cloitre (2007) administered the same two-phase interven-
tion to 59 men and women with PTSD symptoms related to the September 11,
2001, attacks on the World Trade Center. All participants were recruited at
least 1 year after the attacks. The number of sessions administered in each ses-
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sion varied according to clinical judgment, but averaged 10 Phase 1 sessions
and 9.1 Phase 2 sessions. Pre- to posttreatment improvement was observed
on a range of outcome measures, and ESs for self-report measures of PTSD,
depression, negative mood regulation, and functional impairment were simi-
lar to those reported by Cloitre and colleagues.

Bradley and Follingstad (2003) also used a two-phase treatment that
comprised nine 2%-hour group sessions focused on education and teaching
affect regulation skills, followed by 9 sessions focused on structured writ-
ing assignments among 49 incarcerated women with histories of exposure
to interpersonal violence. In the writing assignments, participants were not
required to write about any specific traumatic event, but they were encour-
age to write about their lives, including their experiences with violence, and
to draw connections between past experiences and current feelings. Partici-
pants were randomly assigned to treatment or to WL conditions. Although
no diagnostic measure of PTSD was administered, results revealed that treat-
ment was associated with greater improvement than was WL on six out of
seven subscales of the self-report TSI. Specific inclusion—exclusion criteria
were not reported, the interventions were not well-described, and treatment
fidelity was not reported.

In summary, the research on DBT-based interventions is limited at pres-
ent. One well-conducted study (Cloitre et al., 2002) clearly indicated that the
combination of DBT skills training, followed by imaginal exposure to the
trauma memory, both delivered individually, was an effective treatment for
PTSD and a range of concomitant problems. The success of this two-phase
treatment was replicated in an uncontrolled study with a very different sam-
ple (victims of childhood abuse and survivors of the September 11, 2001, ter-
rorist attacks, respectively). A midtreatment assessment in the Cloitre and
colleagues (2002) study permitted isolation of the DBT component, which
resulted in improvements relative to WL on some measures but not on PTSD
severity. By contrast, the Zlotnick and colleagues (1997) study of group DBT-
based treatment did result in significant reductions of PTSD severity. This
difference in outcome may be due to differences in samples studied or dif-
ferences in DBT protocols, such as format (individual vs. group therapy) and
length of treatment (8 vs. 15 sessions). Although the rationale for phased
treatment includes the idea that preliminary treatment with DBT skills train-
ing enhances implementation of subsequent EX, no published studies have
evaluated this issue thus far.

Acceptance and Commitment Therapy (ACT)

At present, no published studies, randomized or nonrandomized, have eval-
uated the efficacy of ACT for the treatment of PTSD. Currently, however,
there are ongoing evaluations of this treatment and several papers have docu-
mented experiential avoidance as a process in maintaining trauma-related

symptoms (Batten, Orsillo, & Walser, 2005).
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Combination Treatment

Forty-eight studies, 34 randomized and 14 nonrandomized, evaluated various
combinations of EX, CT, or anxiety management training, not including stud-
ies of CPT (reviewed earlier) or EMDR (reviewed in Spates, Koch, Cusack, Pag-
oto, & Waller, Chapter 11, this volume), except those studies in which EMDR
was directly compared with a combined CBT program (Devilly & Spence,
1999; Lee, Gavriel, Drummond, Richards, & Greenwald, 2002; Power et al.,
2002). The randomized studies have compared the combination CBT treat-
ments to WL (23 studies); to nonspecific control treatments, such as SC (five
studies) and RLX (three studies); to TAU (two studies); and to other active
treatments (nine studies). Most of these studies administered the treatment
in individual therapy sessions. Populations included in the randomized stud-
ies of individual therapy include male and female MVA survivors (Blanchard
etal., 2003; Fecteau & Nicki, 1999; Maercker, Zollner, Menning, Rabe, & Karl,
2006); female victims of sexual or nonsexual assault (Echeburta et al., 1997;
Foa et al., 1999, 2005) and CSA (Echeburta et al., 1997; Foa et al., 2005;
McDonagh et al., 2005) or domestic violence (Kubany, Hill, & Owens, 2003;
Kubany et al., 2004); male veterans (Glynn et al., 1999); refugees (Hinton
et al., 2004; Hinton, Chhean, et al., 2005; Otto et al., 2003; Paunovic & Ost,
2001); police officers (Gersons, Carlier, Lamberts, & van der Kolk, 2000), and
rescue workers following the September 11, 2001, attacks on the World Trade
Center (Difede, Malta, et al., 2007); and mixed-gender/trauma samples (Bry-
antetal., 2003; Frommberger etal., 2004; Lee etal., 2002; Lindauer, Gersons,
etal., 2005; Marks et al., 1998; Power et al., 2002). Populations in the random-
ized studies of group treatment were male veterans (Schnurr et al., 2007),
mixed-gender/trauma civilians (Hollifield, Sinclair-Lian, Warner, & Ham-
merschlag, 2007), and MVA victims (Beck, Coffey, Foy, Keane, & Blanchard,
in press). Innovations examined in randomized studies include the develop-
ment of treatments that (1) target PTSD samples with comorbid conditions
such as panic disorder (e.g., Falsetti, Resnick, Davis, & Gallagher, 2001) or
severe mental illness (Mueser et al., 2008) (for a more detailed discussion of
comorbidity, including with substance use disorders, see Najavits et al., Chap-
ter 21, this volume), (2) target nightmares (Davis & Wright, 2007; Krakow,
Hollifield, et al., 2001), and (3) can be implemented via the Internet (Hirai
& Clum, 2005; Lange, van de Ven, Schrieken, & Emmelkamp, 2001; Lange et
al., 2003; Litz, Engel, Bryant, & Papa, 2007). In general, these studies found
significant improvement from pre- to posttreatment and active CBT was more
effective than WL or nonspecific control treatments.

Several studies have compared combined CBT programs with other
active treatments. Three studies have compared a combined CBT program
to EMDR. Power and colleagues (2002) compared EX plus CT to EMDR and
WL in a mixed-gender/trauma sample. Compared to WL, both treatments
were effective, and treatment gains were maintained at follow-up, with no
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significant differences between the two active treatments. Lee and colleagues
(2002) compared EX combined with SIT to EMDR in a mixed-gender/trauma
sample and found no significant differences at posttreatment, although
greater improvement was observed for EMDR at follow-up. The Structured
Clinical Interview for PTSD (SIP) severity was administered by the therapists
rather than by a blind independent evaluator. Both of these studies utilized
random assignment. A third study (Devilly & Spence, 1999), comparing EX
combined with SIT and additional CT interventions to EMDR in a mixed-
gender/trauma sample, utilized a block randomization procedure in which
the first 10 participants received CBT (randomly determined), the next 10
received EMDR, and the remaining participants were assigned to their condi-
tion in an alternating fashion. Although both treatments were associated with
improvement, CBT was found to be superior to EMDR both immediately after
treatment and at follow-up.

Frommberger and colleagues (2004) randomly assigned participants
(mixed-gender/trauma) to either EX plus SIT or to paroxetine, one of two
medications with FDA indication of effectiveness for PTSD. Both groups
showed significant improvement, with no differences between treatments.
Although therapists in the study had been trained in EX by Foa, and thera-
pists received supervision by experienced CBT therapists, no information was
reported on assessment of treatment fidelity. Hollifield and colleagues (2007)
compared a group combined CBT treatment program that incorporated edu-
cation, behavioral activation, cognitive restructuring, image rehearsal ther-
apy (discussed in more detail below), and systematic desensitization to acu-
puncture and WL. Compared to WL, both the combined CBT program and
acupuncture resulted in significant reduction of self-reported PTSD severity,
but the two treatments did not differ in terms of effectiveness.

Group Combination Therapy

Three studies (one randomized) have evaluated CBT programs combining
EX with cognitive restructuring and/or coping skills training administered in
groups of male veterans with chronic, military-related PTSD. Monson, Rodri-
guez, and Warner (2005) reported program evaluation results on 45 veter-
ans who received group combination CBT (N = 18) or group skills training
(anger, anxiety, and stress management, interpersonal skills). Group assign-
ment was not conducted randomly. Neither treatment was associated with
significant improvement in self-reported PTSD severity. By contrast, Ready
and colleagues (2008) found that a group-administered combination CBT
program did result in significant improvement on PTSD severity (ES = 1.35)
and the treatment gains were maintained at 6-month follow-up. However,
the average CAPS score at posttreatment and follow-up (both greater than
60) indicated that most patients continued to suffer significant PTSD despite
completing treatment.
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Schnurr and colleagues (2003) randomly assigned 360 male Vietnam
War veterans to either group EX or to group present-centered therapy. Treat-
ment comprised 30 weekly sessions plus five monthly booster sessions. They
found a statistically significant but small reduction in PTSD severity for both
groups, with an average change in CAPS scores of 6.4 points after 7 months,
of treatment and 7.6 points after 1 year, with differences between groups. The
randomized study met all seven of the “gold standards.” As previously noted,
Hollifield and colleagues (2007) found group CBT was more effective than
WL in a mixed-gender/trauma nonveteran sample. Most recently, Beck and
colleagues (in press) randomly assigned male and female MVA survivors to
group-administered combination CBT to WL. Although both groups showed
significant reductions in PTSD severity from pre- to posttreatment, improve-
ment was significantly greater for the CBT condition (ES =0.84).

Innovations

PTSD is highly comorbid with other disorders. For example, approximately
11% of individuals with PTSD also have comorbid panic disorder, com-
pared to only about 4% prevalence of panic disorder in the general popula-
tion (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995). Falsetti and col-
leagues (2001) integrated components of panic control therapy (Barlow &
Craske, 1988, 1994), such as interoceptive and in vivo EX exercises, with CPT
components of exposure to the trauma memory via writing and reading a
trauma narrative, and CT. Result of this small study of 22 women (various
traumas) indicated that treatment compared to WL was associated with a
greater reduction in the percentage of women meeting criteria for PTSD and
in panic symptoms.

Three small randomized studies of Cambodian and Vietnamese refugees
were conducted by researchers at Massachusetts General Hospital (Hinton et
al., 2004; Hinton, Cchean, et al., 2005; Otto et al., 2003). Frequently in this
population, psychiatric distress manifests itself in “neck-focused” panic (Hin-
ton et al., 2006) and orthostatically triggered (Hinton, Pollack, et al., 2005)
panic. The treatment integrated interoceptive exposure exercises with ima-
ginal and n vivo exposure, anxiety management training, cognitive restruc-
turing, and training in cognitive flexibility. In all three studies, participants
had continued to meet criteria for PTSD despite a history of treatment with
an adequate dose of a serotonin reuptake inhibitor (SRI) plus supportive
counseling. Participants were then randomly assigned to continuation on SRI
medication alone or augmentation of the SRI medication with the combined
CBT program. In all three studies, treatment was associated with substantial
declines in PTSD severity and scores on the Anxiety Sensitivity Index com-
pared to minimal improvement in these areas for the medication-only group.
The same pattern was observed for PTSD severity in the two studies that
included an appropriate measure. The lack of a PTSD treatment-only condi-
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tion in these studies precludes definitive conclusions about the role of adding
panic control treatment to treatment for PTSD because itis possible that PTSD
treatment alone would also reduce panic symptoms. Similarly, the lack of a
panic treatment-only condition in these studies precludes definitive conclu-
sions about the role of adding PTSD treatment to treatment for panic because
it is possible that panic treatment alone would also reduce PTSD symptoms.
Wald and Taylor (2007) conducted a nonrandomized study of treatment that
involved, sequentially, four sessions each of interoceptive exposure, imaginal
exposure, and in vivo exposure. Assessment of PTSD severity and anxiety sen-
sitivity at each treatment visit indicated gradual reductions across all three
phases of the exposure treatment, suggesting that interoceptive exposure was
as effective in reducing PTSD severity as imaginal or in vivo exposure, and
that imaginal and in vivo exposure were as effective as interoceptive exposure
in reducing anxiety sensitivity.

Individuals with severe mental illnesses, such as schizophrenia, schizoaf-
fective disorder, severe major depression, and bipolar disorder, are at high
risk for exposure to the kinds of traumatic events most likely to produce
PTSD, such as sexual and physical assault (Goodman, Rosenberg, Mueser, &
Drake, 1997). Mueser and colleagues (2007) developed and evaluated a CBT
program for the treatment of PTSD among individuals with severe mental ill-
ness, many of whom also meet criteria for personality disorders and substance
use disorders. The primary focus of the treatment is on cognitive restructur-
ing, but the program also includes coping skills training. The treatment has
been evaluated in two nonrandomized studies, in which CBT was delivered
individually (Rosenberg, Mueser, Jankowski, Salyers, & Acker, 2004) and in
a group format (Mueser et al., 2007). In a recently completed randomized
study, Mueser and colleagues (2008) found individually administered CBT
to be more effective than TAU across a range of outcome variables. Interest-
ingly, treatment ESs for PTSD were larger among the more severely ill par-
ticipants, and the amount of homework completed was associated with better
outcome.

Nightmares and sleep disturbance are two common symptoms of PTSD.
Krakow, Kellner, Pathak,and Lambert (1995, 1996; see also Kellner, Neidhardt,
Krakow, & Pathak, 1992) developed image rehearsal therapy, which combines
instruction in sleep hygiene, cognitive restructuring, and imaginal exposure
with the content of the nightmare, which is intentionally altered in some way.
Krakow, Johnston, and colleagues (2001) first administered three sessions of
image rehearsal therapy in small groups to individuals with trauma-related
nightmares in a nonrandomized study of male and female victims of sexual
and nonsexual assault and found significant reductions in nightmares, sleep
disruption, and PTSD. Krakow, Hollifield, and colleagues (2001) conducted
arandomized study of image rehearsal therapy (three sessions, administered
in small groups) in a group of female sexual assault victims. Compared to
WL, treatment resulted in significant reductions in nightmares, sleep disrup-
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tions, and PTSD. Forbes, Phelps, and McHugh (2001) replicated the pattern
of improvement on nightmares, sleep disruption, and PTSD severity in a
nonrandomized study of six sessions of image rehearsal treatment admin-
istered in small groups of Vietnam War veterans. Davis and Wright (2007)
slightly modified the image rescripting therapy by adding relaxation train-
ing, increased exposure to the trauma-related content through writing and
talking about the nightmares, and education about common trauma-related
themes typically explored in CPT. Treatment with this exposure, relaxation,
and rescripting therapy (ERRT) was administered individually or in small
groups for three weekly sessions. As with previous studies of image rehearsal
therapy, treatment was associated with greater reductions in nightmares,
sleep disruption, and PTSD severity than was WL.

Ready access to evidence-based treatment for PTSD is generally limited
in the United States to large cities or those cities with medical schools or
academic graduate training programs in clinical psychology. This situation is
changing in the Department of Veterans Affairs (VA) system, in which recent
initiatives actively promote the dissemination of evidence-based treatments
to make them more widely available to veterans. Yet even in locations where
CBT is available, some individuals may be particularly hesitant to seek men-
tal health services due to concerns about stigmatization, for example active
duty military personnel. One innovation in the delivery of treatment that
has the potential to address these limitations is use of the Internet to admin-
ister treatment. Lange and his colleagues have developed a treatment pro-
gram called Interapy, which uses writing assignments administered via the
Internet to implement a combination of education, exposure, and cognitive
restructuring. Participants complete their written assignments, then receive
feedback from a therapist who has read the assignments. All screening and
pre- and posttreatment assessments were also conducted via the Internet. In
the first two studies of Interapy, one randomized (Lange et al., 2001) and
one nonrandomized (Lange et al., 2000) study, participants were psychology
undergraduate students who completed the treatment for course credit. All
participants reported having experienced a traumatic event at least 3 months
earlier and reported symptoms of posttraumatic stress. In a third study
(Lange et al., 2003), also a randomized trial, participants were recruited
more broadly from the population of Amsterdam (N = 184, although only
54% of the sample completed the posttreatment evaluation; rates of noncom-
pletion were similar across conditions). All three studies found that Inter-
apy was associated with significant reductions in PTSD symptoms, and the
two randomized trials found greater improvement for Interapy compared to
WL.

Hirai and Clum (2005) also evaluated a CBT program delivered via the
Internet, which included instruction in anxiety management techniques,
cognitive restructuring, and exposure via writing. Patients (N = 36) were
recruited from both college psychology undergraduate students and the
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community at large. Initial screening was conducted by telephone interview,
and the remaining pre- and posttreatment assessments were self-report mea-
sures collected either online or via regular mail. Participants were selected
for having reported the experience of a traumatic event and the presence
of PTSD symptoms; histories of CSA and combat were exclusionary criteria
out of concern for suicide risk. Treatment resulted in significantly greater
improvement on the Stressful Responses Questionnaire—Frequency scale
(SRQ; Clum, 1999) for reexperiencing and avoidance but not arousal. On
the more familiar Impact of Events Scale—Revised (IES-R), ESs on all three
scales favored the treatment condition, but none of the comparisons achieved
statistical significance.

In the methodologically most sophisticated study of Internet-delivered
CBT, Litz and colleagues (2007) recruited Department of Defense service
members with PTSD related to the September 11, 2001, attack on the Penta-
gon, and military personnel with PTSD related to combat in Iraq or Afghani-
stan (N=45). The pretreatment assessment included a clinician-administered
assessment of PTSD severity by the study therapists, and posttreatment assess-
ment was administered by an independent evaluator, blind to the partici-
pants’ study condition. Treatments comprised one face-to-face meeting with
a study therapist, with the remainder of the intervention administered via the
Internet. The CBT comprised a combination of anxiety management, cogni-
tive restructuring, ¢n vivo exposure, and exposure to the trauma memory via
writing; the comparison condition was supportive counseling. There were no
significant differences between groups in the I'TT analysis, but CBT resulted
in greater improvement among completers at the 6-month follow-up.

Taken together, these studies provide strong support for the use of several
CBT programs for the treatment of PTSD, but there is no consistent evidence
for clear superiority of one treatment over the others. We have noted innova-
tions in the populations studied, such as explicitly targeting nightmares and
addressing comorbid conditions, and in treatment delivery mechanisms that
may make access to CBT more readily available.

Summary and Recommendations

The evidence in support of the effectiveness of individual CBT for the treat-
ment of PTSD in adults is now quite compelling. Numerous such programs
have been shown to work in well-controlled studies meeting high method-
ological standards. Considering both the quantity and quality of evidence
supporting each treatment, EX has the most studies, with 24 randomized con-
trolled studies that, with few exceptions, support its use across a wide range
of traumatized populations. Across studies, EX has been effectively imple-
mented in numerous ways, including imaginal exposure, in vivo exposure,
and writing about the trauma, although the most frequent and, therefore,
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most supported method of implementing exposure is the combination of
imaginal exposure to the trauma memory plus ¢n vivo exposure to feared and
avoided, but low-risk people, places, situations and activities. In fact, no other
treatment modality has received as much support as EX.

The next most supported CBT approaches are variations of cognitive
therapy and SIT. Among the cognitive therapies, Resick’s CPT has received
support from four randomized controlled trials across different trauma sam-
ples, including female survivors of rape and CSA, and male and female vet-
erans; Ehlers and Clark’s cognitive therapy has received support from three
randomized controlled studies utilizing mixed-gender/trauma samples and
individuals affected by terrorism in Northern Ireland; Beck’s cognitive ther-
apy is supported by four randomized studies with female assault survivors
and mixed-gender/trauma samples. SIT for PTSD among female assault vic-
tims has support from two randomized studies but has not been found effec-
tive in the treatment of male combat veterans except in one study, in which
anger was the target of intervention and there was some concomitant effect
on PTSD reexperiencing symptoms.

Direct comparisons between different efficacious CBT programs (e.g.,
EX vs. CT) have generally found comparable outcomes across different treat-
ments. Similarly, studies that have compared combined treatment programs
with the constituent components (e.g., EX plus SIT vs. EX alone) found com-
parable outcomes for the individual treatments and the combination treat-
ments. Accordingly, EX (the combination of imaginal plus in vivo exposure),
CT, SIT, and several of the various combination programs (e.g., CPT) are
assigned an Agency for Health Care Policy and Research (AHCPR) Level A
rating and are recommended as first-line psychological treatments for PTSD.
More research with larger samples, repeated assessments using longitudinal
analysis methods, or equivalence analyses will be needed to determine if
there are small effect size differences between two active treatments and to
determine more definitively if the various techniques and components are
truly equivalent.

CBT is intended to be a short-term treatment, and 8-15 sessions last-
ing 60-120 minutes once or twice weekly may be used as a general guide-
line for planning the duration of treatment. However, some patients may be
responsive to fewer sessions and other patients with more complex conditions
may require a somewhat longer course of treatment. Accordingly, it is recom-
mended that treatment not be terminated arbitrarily based on the number
of sessions. Rather, treatment duration should be determined by a combi-
nation of the patient’s progress and current symptoms status: If the patient
has shown improvement but continues to experience significant PTSD, then
continued treatment is likely to result in further benefit. If the patient has not
shown improvement with a particular CBT approach in this period of time,
then the therapist may wish to consider one of the other evidence-based treat-
ments (e.g., shift from EX to CT or SIT).
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Most studies of CBT for PTSD have administered the treatment as indi-
vidual therapy, and the studies that evaluated group-administered treatment
have produced mixed results. Two of the three studies of group CBT with
veterans found little or no improvement on PTSD, whereas better results were
obtained with civilian samples. However, the treatment protocols also differed
considerably across these studies, making it difficult to specify what accounts
for the difference in outcome. In addition, no studies have directly compared
group-administered treatment with the same treatment administered indi-
vidually to determine the effect of the different treatment delivery methods.
One particular CBT program that was effectively administered in a group
format is imagery rehearsal therapy targeting nightmares. However, given the
limited evidence base for this treatment relative to other CBT programs to
date, imagery rehearsal therapy is not recommended as a first-line treatment
for PTSD. It may be useful as an ancillary treatment if residual sleep problems
remain after a course of other CBT.

Two recent technological innovations are the use of virtual reality tech-
nology to implement EX and delivery of CBT via the Internet. At present,
the amount of research on these technologies is limited and it is currently
unknown how virtual reality EX or CBT administered through the Internet
compares to the same treatment administered in the more conventional man-
ner. Practical considerations also limit the utility of these treatments at this
time. Although virtual reality technology may make it feasible to implement
certain kinds of exposure exercises that would be difficult to implement in
vivo (e.g., riding in a military helicopter for Vietnam War veterans), there
are practical limitations to its widespread use: The technology is still rela-
tively expensive, few therapists have access to it, and treatment programs are
available for only a limited number of traumas. Use of the Internet to deliver
treatment has the potential to provide CBT to people in locations where it
would otherwise not be available. However, use of a technology that allows a
therapist to deliver treatment to someone he or she has never seen in person
could very well mean providing treatment to someone in a different state or
even country, raising ethical and legal issues that would need to be worked
out prior to our making strong recommendations supporting the routine use
of this service delivery mechanism.

The limited research on RLX indicates thatitis less efficacious than other
CBT programs and, based on the previous edition of this volume (Rothbaum
et al., 2000), biofeedback and assertiveness training have not been found to
be effective in the treatment of PTSD. Accordingly, such methods cannot be
recommended as primary treatments for PTSD, although relaxation may be
part of a combination CBT program, and assertiveness training may be useful
as ancillary interventions for specific problems in certain patients with PTSD.
The proposal that skills training in affect and interpersonal regulation, based
on DBT, may play a useful role in the treatment of PTSD is supported in
three randomized studies. In one study that employed group therapy with
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DBT-based intervention as the primary mode of treatment, the intervention
was found to be more effective than the WL condition. Given the limited evi-
dence for the efficacy of DBT-based skills training as a primary treatment for
PTSD in comparison to other CBT programs (i.e., EX, CT, and SIT) we can-
not recommend routine use of this treatment modality for PTSD at this time.
Two studies that employed DBT interventions as preparation for undergoing
more trauma-focused interventions found this combination to be efficacious,
although two considerations lead to us to conclude that routine application of
DBT skills training prior to trauma-focused treatment is not recommended
at this time. The first consideration is the strength of the evidence for other
CBT interventions (i.e., EX, CT, and SIT) that have been helpful without such
preliminary skills training. The second consideration is that, to date, no pub-
lished studies have evaluated whether preliminary skills training enhances
outcome for trauma-focused CBT. There are insufficient data to evaluate the
efficacy of ACT at this time. Thus, we cannot recommend ACT as a first-line
treatment for PTSD.

Future Directions

Research Methods

Our review has revealed three methodological limitations of much of the cur-
rent research on treatment for PTSD. First, a significant minority of studies
reported analyses only for treatment completers. As attrition from treatment
may be related to treatment outcome (e.g., patients not responding well to
treatment may be more likely to drop out), and attrition may be differential
across study groups (e.g., dropout from CBT is higher than for control condi-
tions; Hembree et al., 2003), completer analyses may yield biased results. This
concern is supported by the observation that studies reporting both com-
pleter and ITT analyses typically find stronger treatment effects in the com-
pleter sample (e.g., Bryant et al., 2003; Foa et al., 2005; Resick et al., 2002).
Although the proportion of studies reporting I'TT analyses is increasing, 25%
of studies published in 2007-2008 or currently “in press” exclusively reported
completer analyses.

Second, most studies comparing different CBT programs did not have
adequate samples to detect anything but large effect sizes. Thus, the general
finding of comparable outcomes across different CBT programs may reflect
low statistical power to detect small, but real, differences in efficacy. Future
comparative outcome studies should be adequately powered to detect medium
or even small effect sizes. And third, greater attention should be paid to the
possible role of therapist effects (e.g., therapist background and allegiance)
on treatment outcome, particularly in studies comparing active treatments.
This may take the form of reporting greater detail about study therapists,
using a large number of therapists and randomly assigning therapists to treat-
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ment conditions, and conducting analyses to evaluate variability in treatment
outcome that may be related to therapist characteristics.

Comorbidity

Although most studies of CBT for PTSD include measures of common comor-
bid psychopathology, such as severity of depression and general anxiety, much
less is known about effect of comorbidity on the efficacy of treatment for
PTSD, and the effect of treatment for PTSD on comorbid conditions. Avail-
able evidence on such questions is limited and mixed. Although many stud-
ies have found reductions in depression diagnosis along with improvements
in PTSD (e.g., Resick et al., 2002, 2008), there is evidence from the Tarrier
and colleagues (1999) study of imaginal EX and CT that comorbidity with
generalized anxiety disorder (GAD) is associated with worse outcome; yet, in
contrast, the study of a combined CBT condition by Blanchard and colleagues
(2003) found that treatment for PTSD reduced the incidence of GAD. To the
extent that comorbidity reduces the efficacy of current treatments for PTSD,
or that treatment for PTSD does not affect comorbidity, what are the optimal
strategies for addressing comorbidity? The study by Falsetti and colleagues
(2001) integrating panic control treatment with CPT provides one model for
addressing common comorbidities, although additional research is needed to
determine whether development or implementation of such integrated treat-
ments is a necessary or optimal way to address comorbidity.

Related to the issue of comorbidity is the idea that certain trauma popu-
lations, such as victims of childhood abuse or domestic violence, have unique
or additional needs that are not adequately addressed by certain CBT inter-
ventions, such as EX. For the most part, such recommendations are based
on clinical judgment and research into matching patients with treatments or
comparisons of the adapted treatments with the original treatment (e.g., EX
with and without DBT skills or CPT-SA compared to CPT among CSA survi-
vors) is needed.

Necessary, Sufficient, and Facilitating Conditions
for Treating PTSD

As this review has demonstrated, a large number of studies has found a broad
range of interventions to be effective in the treatment of PTSD, yet the sheer
variety of treatment conditions that leads to improvement on PTSD (e.g., con-
trast the vast procedural differences among EX, CT, and SIT) indicates that
although we have identified some of the sufficient conditions for the treatment
of PTSD, we have not yet isolated the necessary conditions for its treatment,
nor have we been able to specify which conditions, though not necessary for
PTSD treatment, serve to facilitate it. Clear differentiation of the necessary,
sufficient, and facilitatory conditions would be expected to streamline treat-
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ments by eliminating unnecessary components that neither contribute to
overall efficacy nor maximize treatment outcome.

Mechanisms of Recovery from PTSD

Related to the preceding point is the observation that different CBT treat-
ments, historically, were predicated on somewhat different theoretical formu-
lations but appear to have similar efficacy. This raises the question of whether
different mechanisms of recovery operate in different treatments that coinci-
dentally yield similar results, or whether these seemingly different treatments
actually tap into the same mechanisms. If the latter is the case, what are these
mechanisms, and what is their relationship to natural recovery? We expect
that a greater understanding of the mechanisms responsible for recovery
from PTSD will lead to enhanced interventions for the treatment and preven-
tion of chronic PTSD.

Enhancing Treatment Outcome

Our focus in this review has been on evidence for the efficacy of CBT for
PTSD. Yet even among the best outcomes achieved in the treatment stud-
ies considered here, some participants receive little benefit, and many oth-
ers have at least some residual symptoms of PTSD. The principal strategy
employed thus far to enhance outcome has been to combine different treat-
ment strategies, such as adding CT or SIT to EX, yet results of the few stud-
ies that have specifically studied this strategy have yielded generally disap-
pointing results. What may be needed is the use of more creative research
designs that isolate individuals who do not respond adequately to one of the
currently supported treatments to identify needed alternative or additional
interventions to achieve good outcome. Along these lines, studies of predic-
tors of treatment outcome may lead to treatment matching that could facili-
tate outcomes.

Making Evidence-Based Treatment Widely Available

Evidence-based treatments for PTSD are of little use to trauma survivors if
therapists who see these patients are not trained in, or for other reasons do
not use, them. Creating innovative treatment delivery systems, such as the use
of the Internet to deliver therapy, is one way to make treatments more avail-
able. Another approach is to identify and address the barriers that may exist
for therapists in learning and using these treatments. Specifically, research
needs to identify the most effective and efficient ways to train therapists in
the use of evidence-based treatments, and to motivate them to use these treat-
ments. Research on dissemination and implementation of evidence-based
treatments may be one of the most important next-generation topics.
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CHAPTER 8

Cognitive—Behavioral Therapy

for Children and Adolescents

Judith A. Cohen, Anthony P. Mannarino,
Esther Deblinger, and Lucy Berliner

Theoretical Context

Children who experience traumatic life events may develop a wide variety
of problems, including symptoms of anxiety, depression, behavioral dysreg-
ulation, substance use, and/or posttraumatic stress disorder (PTSD). Many
children are also resilient and do not develop any lasting mental health prob-
lems. This chapter describes trauma-specific cognitive-behavioral therapies
(CBTs) thatare typically provided in settings other than schools. In this chap-
ter we focus on how trauma-specific CBT treats PTSD symptoms. However,
it is important to remember that children develop many other difficulties in
response to trauma, and that trauma-specific CBT can effectively target prob-
lems other than PTSD.

By definition, upon exposure to a traumatic experience, children experi-
ence upsetting “affective states” or emotions: fear, terror, abhorrence. Chil-
dren may feel other negative emotions, such as sadness, anger, and rage.
These feelings may be mixed with positive feelings, such as excitement or
arousal, if aspects of the experience were stimulating or pleasurable; such
mixed feelings can contribute to confusion and increased guilt or shame. In
the course of growing up, children experience numerous new and anxiety-
provoking situations that once mastered are either forgotten or remembered
as troubling, but successful, experiences. Children’s memories of traumatic
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events differ from these ordinary, anxiety-provoking memories; because of
the manner in which traumatic memories are encoded, reminders may trig-
ger a recurrence of the emotions associated with the original traumatic expe-
rience. A traumatic reminder may be any person, place, thing, or situation
that reminds the child of the original trauma. One of the hallmarks of PTSD
is children’s generalization of trauma reminders, such that innocuous envi-
ronmental cues automatically trigger both memories and the negative emo-
tions associated with previous traumatic events. When children remember
the traumatic event in this way, they may reexperience the same affective
responses they experienced at the time of the original trauma. Generaliza-
tion of trauma reminders leads to triggering of trauma memories and the
associated feelings by increasing the number of inherently innocuous cues
(e.g., for a child who was sexually abused in her bathroom, any bathroom may
become a traumatic reminder; simply entering a bathroom may lead to over-
whelming trauma memories and the fearful feelings she experienced during
the original sexual abuse). Over time such a child may become overwhelmed
with negative affect and develop major depression, generalized anxiety, or
panic disorder. Other children may develop marked instability of affect, or
difficulty with “affective regulation” (easily losing their temper, crying with
minimal provocation, etc.) as more and more cues in the environment trigger
traumatic memories and the associated negative emotions.

The classic form of “behavioral dysregulation” in childhood PTSD is
avoidance of trauma reminders, in which children avoid people, places, situa-
tions, and things that remind them of the traumatic event. Because children
may have idiosyncratic memories of the trauma and/or trauma perpetrator,
these reminders may be difficult to connect with the original trauma, particu-
larly in the case of very young or developmentally challenged children. Very
young children have difficulties at times distinguishing fantasy from reality
and may refer to a violent perpetrator as a monster, ultimately developing
stress reactions to other people, characters, or objects that they associate with
“monsters.” As with affective reminders, children’s generalization of avoidant
behaviors may range from avoiding the specific environment in which the
trauma took place to avoiding even innocuous cues. For example, the girl
in the previous paragraph who was sexually abused in the bathroom may at
first avoid the bathroom where the abuse occurred, but as her fear response
becomes generalized, as described earlier, her behavioral avoidance may also
become generalized, such that she also avoids other bathrooms, for example,
bathrooms at school. Such a girl might be at risk for developing secondary
problems, such as enuresis or school refusal. If her parents do not under-
stand the basis for these behaviors, then they might punish her, which might
result in this child developing additional oppositional behavioral difficulties.
As affective dysregulation becomes more uncomfortable, and avoidant strate-
gies become less effective in keeping away trauma reminders, some children
may turn to stronger methods of avoidance, such as using drugs or alcohol
temporarily to manage their upsetting affective states. As in adults, substance
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abuse can lead to behavioral difficulties while children are under the influ-
ence, and/or when they are attempting to obtain drugs or alcohol. Particu-
larly because many youth do not have independent financial means through
which to buy drugs, they often need to steal money or turn to prostitution to
obtain them. This in turn exposes these youth both to increased risky behav-
iors and to peers who engage in antisocial acts.

Body (physiological) dysregulation occurs in children with PTSD, as described
elsewhere in this book (see Donnelly, Chapter 10, this volume).

Cognitive distortions may develop when children do not understand why
bad things have happened to them. Because younger children have natural
cognitive tendencies toward egocentrism, overgeneralizing, and identifying
the simplest explanation for events, they may be particularly vulnerable to
development of cognitive distortions following trauma (“Daddy beat Mommy
because she is bad”). In their natural attempts to make sense of their world,
and partially as a result of their developmentally normative belief in prev-
alent moral (“Things should be fair”) and social ideals (i.e., “Wrongdoing
gets punished”), many traumatized children may come to believe that they
did something to “deserve” or cause the traumatic event they experienced,
or that they could or should have done something to prevent the traumatic
event. This idea of self-blame or guilt is one common cognitive distortion.
Another is shame (i.e., that there is something inherently wrong, bad, or dam-
aged about the child) related to the traumatic event, which either caused the
event or came about as a result of the traumatic event and now cannot be
taken away. In some cases the child may develop these distorted cognitions
in direct response to the perpetrator of the traumatic event (i.e., the person
who is abusing the child, or battering the child’s mother, may directly tell
the child, “This is your fault” or blame the nonoffending parent for these
actions). In such a scenario the c