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ABSTRACT

Posttraumatic Stress Disorder (PTSD) is a significaublic health concern and can have long-term
emotional, social and financial consequences fividuals and society. Lifetime prevalence in tiemeral
population is estimated at 8% and rates of expasuRDst-Traumatic Events (PTE) indicate approxatyat
50 to 65% have been exposed to at least one Pifigiimlives. This indicates that approximately 8326%

of people exposed may also have a diagnosis of Patdme time in their life. It is therefore paramb
that sufferers receive effective treatment. A ca$esuccessful treatment using Emotional Freedom
Technique (EFT) combined with more conventionalchsyogical treatment for a woman, DS, suffering
from acute PTSD with travel anxiety post a motohnigke accident is presented. The client's progreas
evaluated at baseline and post treatment. Aftesessions, over an eight week period, improvemsats
noted on all identified goals and on all assessrtesis such that at post treatment DS no longer threst
criteria for PTSD. The case highlights the utildf/ single case designs to evaluate the clinicalsiats
made in selection of treatment of PTSD. Theoretiogblications of this study are discussed and an
evaluation of using EFT in this case is provided.

Keywords: Posttraumatic Stress Disorder, Cognitive Behavioerapy, Emotional Freedom Techniques,
Exposure Therapy, Motor Vehicle Accidents

1. INTRODUCTION reluctance to drive. Referral objectives were tovjue
treatment to reduce distress and enable DS tonrétur
1.1. Referral Context and Information driving confidently. DS’s CTP insurance company
. approved her assessment and upon receipt of the
1.1.1. Referral Sourceand Referral Objectives assessment report and treatment plan funded eight

DS, a 54 year old woman, was referred by herpsychological treatment sessions.
General Practitioner (GP) in 2011, for psy_chologic_a 1.2. Presenting Problems
treatment after she and her daughter were in auseri
Motor Vehicle Accident (MVA) two months prior. DS During assessment DS reported that since the MVA
was driving in the rain on a four lane motorway whnét she had experienced: Intrusive memories of thehgras
by a semi-trailer, spinning her vehicle across pacallel difficulty falling and staying asleep; nightmareboat
traffic lanes. It was then hit by another vehickefdre the crash; difficulties concentrating and pain @r faw
coming to a halt in trees on the median strip. B2 and hands. To overcome her fear of driving she
referral indicated DS was suffering from emotional recommenced driving the day after the MVA. Despite
lability, tearfulness, insomnia, nightmares andeaegal  this she still felt extremely fearful and reported:
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Experiencing a pounding heart; difficulties breathi
hypervigilance to potential danger; feeling jumpyda
easily startled when driving. She subsequently dai
driving on the highway and planned complex routies v
local roads to avoid potential contact with truckier
intrusive repetitive thoughts included that she /and
her daughter might have died and that she should ha
better protected her daughter.

2.CRITICAL REVIEW OF THE
SCIENTIFIC LITERATURE:
ASSESSMENT AND DIAGNOSIS

The following literature review explores the resbar
related to assessment and diagnosis of PTSD and
presence in people having experienced a serious MVA

2.1.Diagnostic Criteria and Symptomatology of
PTSD

PTSD is a psychiatric disorder first included ire th
Diagnostic and Statistical Manual of Mental Disasde
[l (DSM 11I) almost 30 years ago (Spitzet al., 2007).
Initially conceptualized as a condition primarilyanifest
in military personnel exposed to combat trauma itow
accepted as a disorder that may develop in aduolis a
children who have direct or indirect exposure to
extremely traumatic events such as natural disgster
childhood physical and sexual abuse, vehicularraomd
vehicular accidents, terrorist attacks, life thesdng
situations and illnesses (Bisson and Andrew, 2007).

According to the DSM-IV-TR (APA, 2000) which was
the relevant diagnostic manual for the year 204 bjtain
a diagnosis of PTSD an individual must experience o
witness an event involving actual or threatenedidea
serious injury, or threat to the physical integofyself or
others (Criteria Al), in conjunction with intenseaf,
helplessness or horror (Criteria A2). Differenbatifrom
Acute Stress Disorder (ASD) requires specified core
symptoms which are classified into three clust&s:
experiencing (Criteria B), avoidance and numbing
(Criteria C) and hyperarousal (Criteria D) that mak
be present for more than one month (Criteria E)e Th
symptoms must cause significant
impairment across important areas of functioning.(e
social/occupational) (Criteria F).

The World Health Organization's (WHO)
International Classification of Disease 10th Editio
(ICD-10; WHO, 1992), an alternative classification
typically used in Europe and elsewhere, classH&SD
(F43.1) as a mental and behavioural disorder asisuti
with reactions to severe stress. The specific 10D-1
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itsiclude

Criteria differ from the DSM-IV-TR (APA, 2000) irhe
areas of subjective distress, the number of aveelan
symptoms, the inability to recall some importarpexgs

of the stressor, the number of hyperarousal symgtom
the duration of symptoms, the requirement for fiomzt!
impairment and numbing of general responsivenesst. F
(2007) considers the ICD-10 criteria to be lesmgént,
which may impact on prevalence estimates (given the
ICD-10’s status as the ‘international standardnfran
epidemiological perspective).

2.2.Overlapping Symptoms, Differential

Diagnoses and Co-Mor bidities

Owing to symptom overlap, differential diagnoses
adjustment  disorders, mood disorders,
Obsessive-Compulsive Disorder (OCD) and other
anxiety disorders (Benedek and Wynn, 2011), mild
traumatic brain injury (especially where loss of
consciousness is a factor) (Hogeal., 2008; Stein and
McAllister, 2009), malingering (APA, 2000) and ASD,
which is diagnosed in the first 4 weeks and invslae
stressor of any severity (ACPMH, 2007).

Approximately 80% of individuals with PTSD
present with a co-morbid psychiatric disorder (Aetsdh
2000; Baldwinet al., 2005; Kessleet al., 1995). The
Australian National Mental Health and Well Beingi®y
(Creameret al., 2001) reported that 85% of men and
80% of women who met criteria for PTSD also met
criteria for another Axis | diagnosis, most comnyonl
major depression (51% of men and 65% of women),
other anxiety disorders (Generalised Anxiety Diswrd
(GAD) [40% of men and 22% of women], social
phobia [32% of men and 13% of women], panic
disorder [15% of men and 17% of women]) and
alcohol and/or drug abuse/dependence. Blanchard and
Hickling’s (2004) review of MVA literature found
that within the anxiety disorders group, specifearf
of travel and/or GAD were most common.

2.3. Incidence and Prevalence of PTSD

Studies of rates of exposure to Post-Traumatic &ven
(PTE) in the general population indicate approxetyab0

distress and/orto 65% have been exposed to at least one PTE in the

lives (Breslauet al., 1998; Creameret al., 2001;
Kessleret al., 1995). The National Co-morbidity Survey
(Kessleret al., 1995) indicated that lifetime prevalence of
PTSD in American adults was approximately 8%.
Considered in the context of the incidence of expm$o
PTE’s, this indicates that approximately 15 to 286%
people exposed may also have a diagnosis of PTSD at
some time in their life (Breslau, 2001). More sfieally,
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Norris (1992) large-scale survey of MVA survivoaufd
the lifetime prevalence of PTSD was 7.4% with MVA's

The Impact of Event Scale Revised (IES-R; Weiss and
Marmar, 1997) is a PTSD-focused measure commonly

rated as one of the leading causes in the generalised across trauma populations (Newraaal., 1996)

population at 2.7 in 100 over a lifetime.
2.4. Assessment of PTSD

The International Society of Traumatic Stress Ssidi
(ISTSS) Practice Guidelines (Foat al., 2009)

and assesses symptoms of intrusion, avoidance,
hyperarousal and dissociation. It is considerethé¢oa
valid and reliable measure of trauma related sympto
(Sundin and Horowitz, 2002) with good test-retest
reliability and internal consistency for each ofeth

recommend using multiple measures to conduct asubscales (Weiss and Marmar, 1997).

comprehensive assessment for PTSD diagnosticiariter
associated features and co-morbid disorders.

2.5. Assessment Toolsfor PTSD

Assessment tools for PTSD include structured 'ecovery. The Posttraumatic Cognitions

interviews and self-report measures.
2.6. Structured I nterview Schedules

Structured interviewschedulesare considered the
“gold standard” in diagnosing mental disorders. F&66D
(Weatherset al., 2009) these include the Structured
Clinical Interview for DSM-IV (SCID) PTSD module
(First et al., 1996); the PTSD Symptom Scale-Interview
(PTSD-Il; Foaet al., 1993); the Structured Interview for
PTSD (SIP; Davidsoret al., 1997) and most widely

used; the Clinician-Administered PTSD Scale (CAPS;

Blake et al., 1990; 1995; 2000). The ISTSS practice
guidelines deem interview schedules to have extelle
psychometric properties, although the CAPS is tlstm
extensively studied in clinical and research sg#in
(Weatherset al., 2009). It is the only schedule that

The literature on the PTSD recovery process places
emphasis on the role of negative and dysfunctional
cognitions in the development and maintenance &PT
(Becket al., 2004) and their importance in treatment and
Inventory
(PTCI; Foaet al., 1999) is a 33-item measure, commonly
used to identify post-trauma erroneous and negative
cognitions that can be targeted in cognitive-behaei
treatment (Foa and Rothbaum, 2001). It producested t
score along with three subscale scores: Negatigeittmns
about self, negative cognitions about the world aelf
blame. The authors report adequate test-retesbityi and
convergent and discriminate validity with two other
measures of trauma cognitions; the Personal Bediats
Reactions Scale (PBRS; Resgtlal., 1991) and the World
Assumptions Scale (WAS; Janoff-Bulman, 1989; 1992);
which was confirmed and extended in a replicatimalys
with MVA survivors (Becket al., 2004).

2.8. Other Assessment Tools Commonly Used

A Mental Status Examination (MSE), which

investigates symptom frequency and intensity usingproyides a template for systematic clinical appahe

behaviourally specific anchor points (Elrehial., 2005).

The CAPS assesses post-traumatic exposure viaifdne L

Events Checklist (LEC; Blaket al., 1995) which helps
determine fulfillment of Criterion A for PTSD diagsis.

2.7. Self-Report M easur es

a client’'s emotional and cognitive functioning for
diagnoses (Page and Stritzke, 2006), is considered
essential to inform case formulation and treatrptamning.

The Depression Anxiety Stress Scale (DASS;
Lovibond and Lovibond, 1996) measures depression,
anxiety and stress from a dimensional perspectieé a

Self-report measures include DSM-Correspondentcyrrently exists in two formats. The DASS-21 is & 2

and other general PTSD focused measures. DSM

item questionnaire scored on a four-point Likeralsc
Correspondent measures include: The PTSD checklisynd is a valid shortened version of the 42-itemlesca
(PCL; Weatheret al., 1993); the Posttraumatic Stress (DASS-42). Each scale also provides a total score (
Diagnostic Scale (PDS; Foa, 1995; Feaal., 1997)  minimum to 42-maximum). The DASS-21 shows
and the Detailed Assessment of Posttraumatic Stresadequate test-retest reliability, validity and intd
(DAPS; Briere, 2001). consistency (Antongt al., 1998; Henry and Crawford,
The PDS is a 49-item self-report measure of PTSD2005; Lovibond and Lovibond, 1996; Mgal., 2007).
symptom severity for a single traumatic event, @apg The Travel Anxiety Questionnaire (TAQ; Hickling and
all DSM-1V criteria A to F for PTSD. It is reportead have Blanchard, 2006) assesses specific driving behaketr
strong internal consistency reliability € 0.92) across the might be negatively affected by an MVA. The more
17 symptom items and good test-retest reliabitity (.83 items endorsed, the more likely driving has been

for total severity) and inter-rater reliability € 0.74) for negatively affected and endorsed items can be
PTSD diagnosis (Foet al., 1997). specifically targeted in treatment.
///// Sdence Publications 42 CRP
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The Subjective Units of Distress Scale (SUDS;
Wolpe, 1991) is used for self-assessment of the
intensity of distress/disturbance being experienioed

an individual, where zero represents no disturbance

and 10 or 100 (depending on the scale used)
represents the worst distress or disturbance

experienced or imagined. The SUDS score can bedescribed

used as a benchmark to monitor progress of treatmen
and is typically employed when teaching anxiety
management strategies or during exposure sessions.

3. COMPREHENSIVE ASSESSMENT
AND FORMULATION

3.1. Client Presentation
3.1.1. Mental State Examination (M SE)

DS attended alone, on time and appeared her state
54 years of age, presenting as well-groomed in tsmar
casual clothing. She was co-operative with therigey
process, maintained good eye contact, smiled
appropriately and was open and forthright in her
answers. She appeared comfortable and rapport wa

3.3.History of Presenting Problems and
Precipitating Factors

DS was referred for psychological treatment by her
GP post the MVA owing to concerns about emotional
lability, tearfulness, insomnia and nightmares. She
suffering menopausal-related depressive
symptoms five years ago, which was treated suaaigssf
with antidepressants. Prior to the MVA DS experezhc
minor life stressors associated with her elderltheds
recent cohabitation. At the time of the MVA, as her
youngest daughter had almost finished her schadding
was considering returning to the workforce from ethi
she had been absent since the birth of her fiikt.ch
DS presented for initial assessment eight weeks pos

MVA. She reported heightened general anxiety, neshif
as agitation, difficulty relaxing, trembling anda¥ing,

ryness of the mouth; and increased worry and #nxie

hen travelling by car. Car travel reportedly ppétated
panic-like symptoms (increased heart rate, sweating
difficulty breathing) when travelling on the highyar
when a truck passed her and exacerbation of muscle
tension leading to pain in her jaw, hands and back.
S Other sleep disturbance

symptoms included

established quickly. Her speech rate and volume waggdifficulty getting to sleep, staying asleep anghtimares
normal and she answered questions articulately. Hembout the MVA); decreased ability to concentrate;

range of affect was appropriate being euthymic on
initial presentation, however as she describedVii@&

her affect changed and was punctuated with anxietly
tearfulness and she described tension in her jawd$

preoccupation with thoughts and memories associated
with the MVA including intrusive memories of the MV

and unpleasant thoughts that she and her dauglagr m
have died; flashback experiences of the spinnirigcle

and shoulders. DS described her mood as generallynd seeing her daughter’s pallid terrified face.

anxious and she described bouts of irritability.efieh
was no evidence of any perceptual disturbance,dbrm
thought disorder, suicidal ideation or intent. D&sw
optimistic and forward thinking, alert and orienttd

Neither DS nor her daughter MS was seriously
injured requiring hospitalization; MS suffered aipthsh
neck injury requiring physiotherapy and a neck brac
DS described guilt associated with the belief tbla¢

time, place and person. Recent and remote memoryghould have better protected her daughter. Foligithe
appeared unimpaired and she answered questions abo@rash she stayed calm until the ambulance arriesgite

her past without difficulty. Insight was good ankes
exhibited good motivation to engage in treatment.

3.2. Personal History
3.2.2. Patient Detail

At the time of assessment, DS was a 54 year-old

caucasian female, residing with her 56 year-olcdhnd,

two daughters aged 17 and 20 years and, for thespas
months, her elderly mother who was reportedly surffe
from depression. Ten years prior DS’s father diéd o
heart attack. Her youngest daughter, MS, was atignd
grade 12 at a local high school and her eldest ltaug
KS, was attending TAFE.
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being trapped in the motor vehicle and MS being
“hysterical”. After MS was treated DS describedttha
everything “felt surreal and like it was happeninglow
motion” and she “fell apart and became hysterical”
herself when she realised they could have died.

3.4. Developmental and Family History

DS, the eldest of two daughters, was born six weeks
premature and experienced feeding problems as w bab
She was raised in rural Australia and married at 24
She was an overweight child and experienced
considerable tormenting through primary school. DS
described a generally happy family life until shecdme
the family primary carer at age 15 when her mothaes
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hospitalised for “a nervous breakdown”. She congalet with females more likely to develop PTSD; that &went
secondary school with average marks and began mvork was unpredictable and uncontrollable and involveth b
the local newsagents. She met her husband and nioved real and perceived life threat; intense negativetiemal
the Brisbane after the birth of her first daugh{&. The responses and a dissociative reaction post thé.even
marriage was described as “happy” and her daughssts Possible perpetuating factors include ongoing injur
been easy to raise with only typical teenage lieisting. rehabilitation for MS; avoidance of driving on the
After her father died 10 years ago her mother ettto  highway in order to avoid the distress associatéth w
be closer to the family and finally moved in withem  traumatic reminders which according to learningotiye
approximately ~six months ago having become maintains PTSD symptoms (Cahill and Foa, 2007);sDS’
significantly depressed. Socially, DS reported pgsiand  mother's depression; the insurance claim and plessib

long lasting relationships within the social netwat her  |egal proceedings and problematic core beliefs as
daughters’ school and with close childhood friends. identified on the PTCI.

3.5. Predisposing, Risk and Perpetuating Factors 3.6, Strengths and Protective Factors

The literature indicates several risk factors that DS Sought treatment prompt|y and demonstrated
increase the likelihood of developing PTSD. Thear ¢ strong motivation and commitment to it. This was
be summarised into four main groups: (1) Variabhed  supported by her positive experiences of previous
are specific to the individual (age, gender, prasio psychological treatment and cognizance of whenhsite
psychological dysfunction, genetic predisposititamily coped well with difficulties in the past. She wasen
dysfunction  previous traumatic experiences); (2) and intelligent, displaying good insight into heavel
characteristics of the stressor (extent of expoquesence  anxiety by continuing to drive despite her feare $iad
of life threat, witnessing of death, unpredictaypiland experienced a positive response from bystanders,
uncontrollability, loss of loved one, physical injuwhether ~ medical personnel and the insurance company pogt MV
it was an event of nature or human caused); (3) theand felt hopeful about returning to her pre-MVA
individual's emotional response to the stressorith functioning amidst good family relationships and
perception of threat, cognitive predispositionsgrde of  Positive support from family and friends. DS hadt no
perceived or actual responsibility felt for the eye Witnessed any death or loss of a loved one in theAM
intensity of negative emotional responses immelgiate NOr had she suffered any serious physical injudes
post event, experience of dissociative reactionseatime ~ debilitating or severe chronic pain.
of stressor); and (4) the responses towards theveur 37 Assessment Results
from those around them including the degree of

emotional, physica| and material support they recei DS'’s Life Events Checklist (LEC) results indicated
(Briere, 2004; Voget al., 2007). endorsement of the recent MVA as a single traumatic

In MVA survivors a number of other specific risk incident and no others. The description of the even
factors for the development of PTSD have emergeah fr  fulfilled DSM IV-TR Criterion A for PTSD, Al and A2
the literature: (1) Being deemed to not be respmasor The CAPS was used for a comprehensive assessment
their accident (Chossegres al., 2011; Hicklinget al., for PTSD based on the research evidence that istse
2005); (2) having more serious or severe injuries extensively studied structured interview schedube f
(Blanchard and Hickling, 2004; Chossegebsl., 2011; PTSD (Weatherst al., 2009). Using the more stringent
Mayou, 2002); (3) the presence of ongoing litigatio recommended scoring rules of F1/12 (Frequency 1,
(Beck and Coffey, 2007; Blanchard and Hickling, 200 Intensity 2) and TSEV65 (Total Severity score of) 65
Hickling et al., 2005; Mayou, 2002) and (4) persistence (Blake et al., 2000) DS’s responses fulfilled the DSM
of pain six months post-accident (Chossegebsal., IV-TR criteria for Acute PTSD (APA, 2000). She sedr
2011; Mayou, 2002; Sharp and Harvey, 2001). a symptom severity total of 85 and fulfilled the/I21

DS reported no history of PTSD or PTE prior to the rule for five of five re-experiencing (Criterion Bfjve of
MVA. She reported a menopausal related depressiveseven avoidance and numbing (Criterion C) and difre
episode in 2006, treated successfully with medicati five hyperarousal (Criterion D) symptoms. The diorat
Family psychiatric history includes; the history loér of the disturbance was two months (Criterion E) and
mother’'s nervous breakdown and no other reportedinvolved significant distress and impairment in iabc
episodes of depression or other psychiatric histotlyin and occupational functioning, satisfying Criteribn As
the family. Other risk factors for DS include: Gend the duration of symptoms was less than three mdrehs
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PTSD was specified as Acute. On the Associated DS’s responses on the TAQ indicated that she was
features questions (26 to 30) DS endorsed a peditiv.  experiencing severe anxiety associated with driving
guestion 26 “guilt over acts of commission or orneis% situations that were similar to the traumatic event
with a score of two on frequencsofne of thetime) and a  (driving on the highway, driving in heavy traffidriving
two on intensity ifhoderate, guilt feelings definitely with trucks and in the location of the MVA) and tHneer
present, some distress but still manageable). Further avoidance of these situations was “all the time”.
questioning revealed that DS was experiencing guilt DS’s responses in the assessment interview and
associated with the belief that she “should hawtgeted across self-report questionnaires revealed no rater
her daughter better’. DS had experienced someinconsistencies nor did she appear to be exagggraér
derealisation (question 29) immediately post the AV symptoms. At the time of treatment DS had not
but had no recurrence in the last month. instigated any legal action. She appeared highly
The self-report questionnaires DASS21, PDS, IES-R,motivated to return to premorbid functlomng. O\Ibr_a
PTCI and Travel Anxiety Questionnaire were comglete these results support the assessment as beingaradid
Results of the PDS and the IES-R were used tolastab '€liable representation of her current conditionthwi
convergent validity for the CAPS, based on researchMalingering considered highly unlikely.
(Foaet al., 1997; Weiss and Marmar, 1997) suggesting 3.8. Multi-Axial Diagnosis
that these self-report instruments are valid ardidke . ] . o ]
PDS, 16 of a possible 17 symptoms were endorséd wit

ratings of “severe” on both symptom severity anetle Axis | 309.81 Posttraumatic Stress Disorder
of impairment in functioning. A total score of 62 the Acute . _

IES-R was significantly higher than the recommended® AXis |l V71.09 No diagnosis

cut-off score of 33 (Creamast al., 2003) indicating a ¢ Axis |l None

high amount of emotional distress and likely diagigo * Axis IV Adjustment to mother moving in with
of PTSD. The PDS and IES-R results concurred with  the family
the CAPS supporting the DSM IV-TR diagnosis of * AxisV GAF = 56 (current)
Acute PTSD (APA, 2000).

Owing to the reported history of depression further
investigation was completed and confirmed no curren «  309.24 Adjustment Disorder with Anxious Mood
significant symptoms of depression. On the DASS-21. 308.3 Acute Stress Disorder

DS scored in th_e “Normal” range for depressiond8) ., 309029 Specific Phobia Situational Type
the 59th percentile, the “Severe” range for anx{&g) at

the 99th percentile and in the “Moderate” rangestoess 4. CRITICAL REVIEW OEF THE

(22) at the 93rd percentile. DS was not taking any
psychotropic medications or illicit substances. tWén SCIENTIFIC LITERATURE FOR

3.9. Differential Diagnoses

occasional glass of wine when dining out her altoho TREATMENT OF PTSD
consumption was not considered excessive. N
The PTCI was used to identify specific trauma liglie World authorities generally agree on the treatment

for use in Cognitive Behavior Therapy (CBT) and the 9uidelines for PTSD with only minor differences
TAQ provided specific behavioural markers for gaals reported. The Australian Guidelines for Treatmeft o
exposure treatment. DS’s total PTCI score of 97 wasAdults with Acute Stress Disorder and PTSD (ACPMH,
more representative of individuals experiencingitna ~ 2007) and British Guidelines (NICE, 2005) specifica
with PTSD” than for those experiencing “no traunaa” indicate the first line of treatment is vivo exposure
“trauma but no PTSD”. Her scores on the “negative with the addition of Trauma-Focused Cognitive
cognitions about self” and “negative cognitionsathihe ~ Behavioural Therapy (TF-CBT) or Eye Movement
world” subscales were representative of individwali® Desensitization and Reprocessing (EMDR). Although
have experienced “trauma with PTSD”. Her scorehen t currently not included as a recommended treatment i
third subscale, “self blame”, was representative ofthe world authority guidelines, the last few yehes/e
individuals who have experienced “no Trauma” and seen an accumulation of evidence for the effectigerof
“trauma but no PTSD” and reflected that DS did not using the Emotional Freedom Techniques (EFT) in
blame herself for the MVA or the difficulties since treating people presenting with PTSD symptoms
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(Church, 2013; Church and Feinstein, 2013; Feinstei
2012; 2010). In a recent study by Karatzsal. (2011)

reduction by re-experiencing the trauma event in
controlled conditions with corrective information

comparing the use of EFT and EMD-R to treat PTSD incorporated into existing fear structures (lversbal.,

symptoms, both were found to produce effectiveiadh

2011); Cognitive Therapy (CT) including Cognitive

change in an equal amount of sessions. The (2007processing Therapy (CPT) with relaxation techniques
and NICE (2005) recommend psychopharmacologicaland narration of the traumatic event orally or iritiwg
treatment should not be used as a preferred routingya/DoD, 2010) to modify maladaptive interpretation
first line therapy, but be considered adjunctive to or appraisals of events that lead to negative emati
trauma-focused psychological therapy when a persorstates; and in some complex cases, such as adults
has not gained benefit from psychological therapy exposed to childhood abuse, the addition of skills

alone.

4.1. Psychosocial Treatments

A significant amount of literature exists on the
psychological treatment of PTSD covering a broamea
of interventions (APS, 2010; Bisson and Andrew€)2.0
Bissonet al., 2007; Cukort al., 2010; Najavits, 2002),
however comparison of research studies on

the

training such as affect regulation and interpersona
effectiveness (Iversoet al., 2011).

CBT is normally a short term treatment of
approximately eight to 12 sessions of 60 to 90 min
duration once to twice weekly. Some patients magdne
fewer sessions; others with more complex conditems
comorbidities may need longer (Calilal., 2009).

Exposure therapy (EX) is possibly the most

effectiveness of treatments is complicated by highinvestigated CBT component and involves exposirg th

attrition rates (Schottenbauet al., 2008); treatment

client to anxiety provoking stimuli associated witie

combination versus single treatment modalites andtrauma. It is frequently used with other CBT tecjugis
heterogeneous, population groups and trauma typesych as CT. EX can be imaginah, vivo or a writing

(Schottenbaueret al., 2008). Notwithstanding, meta-

task. Most commonly imaginal exposure is used for

analyses and systematic reviews conducted in tste |a traumatic memories arith vivo exposure for feared and

10 years (ACPMH, 2007; Bisson and Andrew, 2009;

Bisson et al., 2007; Bradleyet al., 2005; Cloitre,
2009; APS, 2010; Ponniah and Hollon, 2009; VA/DoD,

2010) indicated that sound evidence exists for theRandomized Controlled Treatment

effectiveness of trauma-focused psychological tneats
for chronic PTSD, but not for treatments that diot n
focus on the patient’s traumatic memories.

avoided (but low risk) stimuli such as people, p&c
situations or activities (Cahiét al., 2009). At the time of
publishing in 2009, the ISTSS guidelines cited 24
(RCT) studies
supporting EX use across trauma populations.

Other empirically supported CBT interventions
include variations on Stress Inoculation Therapy an

A number of systematic reviews and meta analysescognitive Therapy (CT) (Cahikt al., 2009) including

(Robertset al., 2009a; 2009b; 2010) concluded that

Cognitive Processing Therapy (CPT), Some 13 RCT’s

for those people showing acute traumatic streésshave explored their use with positive outcomes for
symptoms post-incident, TF-CBT was effective when gjyerse trauma populations including female rapd an

compared to both wait list and supportive coungglin
groups. Rothbaurst al. (2012) investigated the effect
of a modified individual prolonged exposure treatine

interpersonal violence victims (Faa al., 1999; 1991,
Resick et al., 2002; Resicket al., 2008); childhood
sexual abuse (Chard, 2005); male and/or femalearete

versus assessment on a mixed trauma sample WithiQChemtobet al., 1997; Monsonet al., 2006); MVA
12 h post incident. Results indicated that the iciims (Ehlerset al., 2003); terrorist bomb attack

intervention was effective at reducing posttraumati
stress reactions and depression.

4.2. Trauma-Focused
Therapy (TF-CBT)

TF-CBT for PTSD includes diverse techniques
broadly encompassing: Coping  skills
interventions (stress inoculation, fear managenserdt
relaxation training) for anxiety and reconditioning
anxiety responses; exposure therapy for

Cognitive Behavior
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survivors (Duffyet al., 2007) and mixed gender/trauma
population (Ehlerset al., 2003; Markset al., 1998;
Tarrieret al., 1999).

4.3. Eye Movement Desensitization and
Reprocessing (EMDR)

EMDR, a technique developed by Francine Shapiro
in 1987 has been more controversial in its accegtas
effective for the treatment of PTSD (Beatal., 2008). It

responsénvolves attending to bilateral stimulation such g

CRP



Terri Sheldon / Current Research in Psychology 54063, 2014

movements, hand tapping or auditory tones inwaitlist or no treatment (Sheet al., 2009) and world
conjunction with exposure therapy through recall of authorities (ACPMH, 2007; NICE, 2005; ISTSS, 2009)
trauma related memories, emotions, body sensationsecommend its use as adjunctive to individual e,
and thoughts (Ponniah and Hollon, 2009). A revidw 0 but not as a standalone treatment.

seven meta-analyses by Spatesl. (2009) concluded

that it was comparable to exposure based therapy irft-7- Pharmacotherapy

terms of effectivness, although one meta-analysis A rationale for the use of pharmacotherapy hasaris
conducted by Davidson and Parker (2001) concludedqom significant evidence that a number of altenasi in
that the data did not support any incremental BeDéf oy neyrobiological mechanisms occur in association

the eye movements or any other bilateral stimutatio with PTSD (Bonneet al., 2004; Charney, 2004
Despite this conclusion EMDR has been rated by o meisteret al. 2007: Southwicket al.. 2007

various authorities as having Agency for HealthcareY ; : - ;
; : ehuda and McFarlane, 1995) in conjunction with the
Research and Quality (AHCPR) Level A evidence, considerable overlap of symptoms with other anxiety

considered the highest, for effectiveness in treati . ) o
adult PTSD (APS, 2010; Spates al., 2009) and is  9/sorders and depression and the frequent co-nitybid
with other psychiatric conditions that respond to

recommended by the ACPMH (2007) and NICE medication (Friedmagt al., 2009).

(2005) as a first line treatment. The use of medication as a first line treatment of
4.4. Emotional Freedom Techniques (EFT) adult PTSD is contentious, as evidenced by theriff)

professional practice guidelines worldwide (ACPMH,

EFT has been classed as an energy psychologyogz; ApA, 2000; ISTSS, 2009; NICE, 2005; VA/DoD,
therapy and was developed by Craig (2008) as amp10). Indeed a recent review (Hetriek al., 2010)

abbreviated method derived from the complex diaitios  tyund no difference between groups using combined

and treatment protocols of Thought Field Therapy pharmacotherapy (SSRI) and CBT and those usingreith
(Callahan and Trubo, 2002). It has been studied@mtl gy chological or pharmacological treatment alone.

to be efficacious as a clinical intervention fovaxiety Notwithstanding, SSRI's are the recommended first-
of ~ psychological conditions including PTSD |ine pharmacological treatment (ACPMH, 2007; APA,
(Churchet al., 2013; 2012; Sakat al., 2010); anxiety 2000: Bandelowet al., 2008: ISTSS, 2009: NICE,

and phobia's (Jonest al., 2011; Salast al.,, 2011 >q05: vA/DoD, 2010) based on consideration that

Sezgin and Ozcan, 2009); depression (Chuethl., — goRy's reduce PTSD symptoms, are effective against
2012; Stapletoret al., 2013); pain (Brattberg, 2008) ¢o.morbid disorders and associated symptoms ane hav
and weight loss and cravings (Staplenal., 20117 qreater safety and fewer side effects than other

2012). EFT involves traditional exposure therapgl an antidepressants (e.g., Tricyclics and MAOI's) (APA,
cognitive restructuring with the addition of somati 5000- Bandelowet al.. 2008: ISTSS 2009). However
stimulation of certain acupressure points (ChuB1.3)  qera|| response rates are considered low asHasss0%
that are hypothesized to send signals that ardidaticg of patients improve on SSRI's (Faa al., 2002) and
to the amygdala (Fang al., 2009; Feinstein, 2010). A parely 300 achieve full remission (Bergeral., 2009).
clinical report provided by Burke (2010) examiné® t  pRegyits for the newer alpha-2 antagonist Mirtazapin
use of EFT for three people presenting with streksed (Bahket al., 2002; Davidson and Parker, 2001; Kéhal.
symptoms post an MVA. Each person was treated avith 2005) and SNRI Venlafaxine (Davidsa al., 2006a;

single session of EFT resulting in rapid reliefPFSD  5006h; Stahkt al., 2005) have been promising and trials
symptoms in all three cases. are ongoing at this time.

45. Combined Versus Single Modality Treatment A number of small RCT’s on the use of atypical
antipsychotics indicate that they may be usefulaas

Direct comparisons between the different CBT adjunctive treatment for patients with PTSD whoibith
treatments deemed effective, including EMDR, have symptoms of psychosis, paranoia, physical aggressio
generally found comparable outcomes as have thosgor refractory patients who have failed to respdnd
comparing combined treatment programs with indigldu  SSRI'S (Friedman, 2011; Friedman and Davidson, 2010
modality treatments (Spatesal., 2009). Friedmanet al., 2009). Benzodiazepines, in contrast, are

contraindicated for PTSD treatment because of their
4.6. Group Therapy sedating effects, without reducing typical PTSD

Research on the effectiveness of group therapy forsymptoms (Friedmaret al., 2009; Steinet al., 2009;

the treatment of PTSD is suggestive that it isdvatian Ipser and Stein, 2012).
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indicated by calm driving on highways under these

same conditions
« Decrease negative cognitions about self and thkelwor
5.1. Applying the Evidence * Improve overall functioning, sense of wellbeing and
safety indicated by reported improvements in
concentration and sleep, decrease in anxious
physiology, decrease in muscle tension and change
in trauma-influenced cognitions

5. DESCRIPTION OF TREATMENT
CONDUCTED AND CASE OUTCOME

When applying the research evidence to clinical
case work Rubin (2007) emphasizes the importance of
individually tailoring a treatment program to coahei
the client's goals, values and preferences alorty wi
their personal circumstances and the experientbeof
practitioner.

5.4. Length of Treatment

Treatment occurred across six sessions with tise fir
five occurring once weekly and the last sessiomrehr
weeks later. Session length was either 60 or 90 min

5.2. Description of Treatment Conducted

The choice of psychological intervention including

TF-CBT, EX, (both imaginary anih vivo) and EFT, in

the current case of DS was based on all of the
aforementioned research and the fact that DS had us
EFT in the past successfully for
management and was comfortable with the technique.

duration with details of sessions included belowclt
session included a session rating scale and SUy ra
for distress during the preceding week.

food craving 55 Treatment

Session 1 (90
Psychoeducation and Feedback

min):

The specific components of the treatment program
included psychoeducation about PTSD and the rdéona  After the assessment was complete and outcomes
for EX treatment, CBT and EFT; relaxation training discussed, this session focused on: Developmetiteof
including Progressive Muscle Relaxation (PMR) and clinical formulation; psychoeducation about common
controlled breathing; cognitive restructuring anBTE  reactions in PTSD using specific examples from DS’s
for maladaptive and dysfunctional beliefs resultant experience for practical illustration; treatmentioaales
from the incident; imaginary prolonged exposure for prolonged imaginal andin vivo exposure in
through verbal and written narrative with EFT conjunction with EFT to treat cognitive and behavad
treatment for sections of the narrative that preduc avoidance; controlled breathing training, prognessi
strong emotional responses or distréssjivo exposure  muscle relaxation and EFT to manage symptoms of
for avoided driving stimuli and homework tasks. The hyperarousal and sleep disturbance; cognitive fiyera
research into MVA-related PTSD was also utilised fo and EFT for trauma based beliefs and thoughts and a
treatment of travel anxiety. Before exposure treatin  summary of the goals and format of treatment sassio
was initiated DS’s medical practitioner was corelt A controlled breathing and PMR skills training
to exclude health-based contraindications. The CTPsession was included and recorded as auditory dites
insurance company approved eight treatment session®S’s iPhone for playback and use in the homework
consequential to the assessment report. practice set. EFT was used in session on physabgi
symptoms of hyperarousal including constricted
5.3. Treatment Goals breathing, muscle tension and increased heart rate.

The psychologist and client collaboratively develdp Homework included: A handout on common
treatment goals, which included: reactions to trauma to read and share with family
members and practice in the use of EFT, PMR and
« Decrease emotional distress and intrusive memoriescontrolled breathing exercises twice a day to lendged

thoughts and ruminations on a provided record form.

» Decrease hyperarousal symptoms in general and56 Treatment Sesson 2 (60 min): Cognitive

on exposure to traumatic reminders in particular, .
to be indicated by attenuation of anxious -Ia-r?grgg)i/efasnd EFT for Traumatic Thoughts

physiology and cognitive state when confronted

with reminded of the event Homework tasks were reviewed and a SUDS rating
« Improve sleep and relaxation skills of 60 (100 being the highest) was reported by DSHe
» Decrease avoidance of driving on highways, night level of distress during the week. Session focus om

driving, driving in the rain and/or near trucks, recognizing the effect of traumatic experiencebelefs
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and thoughts. An automatic-thought monitoring form and used while driving, when trucks passed. ThErp
(situations, emotions, automatic thoughts) waszeti to statement was recorded on DS’s iPhone for homework
demonstrate the concepts using examples of untelpfuuse. Homework comprised: Continued exposure by dail
thinking patterns from DS’s PTCI responses. travel on two lane one way main roads for a mininafm
DS reported the thoughts that were having the most45 min; to continue challenging unhelpful thinkiagd
significant effect were “that she could have diedid daily EFT, PMR and controlled breathing exercises.
that she “should have protected her daughter”. EFTPlanned next session was forvivo exposure to travel
was conducted focusing on these beliefs and the feasituations 3 and 4 and if time and anxiety levelsptted;
associated with initial distress rated on the SUR}S invivo exposure of travel situation 1 as listed'able 1.
80 or 90 and after 10 to 15 min at a zero. Homework . . . .
was to write the story of the MVA with as much deta 5.9. Treatment  Session _5: (_90 min) in Vivo
as she could including her thoughts and feelings,  EXPposuretoTravel Situation 3, 4and 1

monitor and record unhelpful thinking patterns (see  Homework reviewed and most recent post-SUDS
Appendix B for a copy of form provided) and to for driving on the local two lane main roads was

continue EFT, PMR and controlled breathing practice reported at 0. DS reported the coping statement had
for managing hyperarousal symptoms. been helpful and she felt “aware” rather than ansio

5.7. Treatment Sesson 3 (90 min): Imaginal driving on local single and two lane roads. Proleg

Prolonoed Exposure with EET and the in vivo_exposure session on .the local four lane, one
Develogment OIE)aTravel Fear Hierarchy way, high speed (110 kph) highway for a total of 35

min with pre SUDs reported at 95, peak at 100 when

Homework tasks were reviewed and a SUDS ratingsandwiched between two semi-trailers and post at
for the week of 35 was reported. DS reported thatSUDS 30. A brief break of 10 min was taken and EFT
during the week the travel needs had necessitaged h conducted on any concerning thoughts she had about
driving on busier roads. doingin vivo exposure on travel situations 1.

Exposure treatment commenced with DS telling the  Prolongedin vivo exposure to travel situation 1 began
story of the event in first person narrative withrauch with a SUDS of 65 and after 35 min had diminishect
detail as possible. When DS reported finding ansyps of 20. Homework set was to continue dailyetav
emotional ‘hot spot’, detail was requested and &T E o whatever roads were necessary and to not avoid

setup statement and treatment rounds were impletent highway travel nor the accident site. The nextieegslan
Once her distress was at a SUDS of 10 or lessttng s was for a review in three weeks time.

continued with a repetition of EFT treatment forckea
emotional ‘hot spot’ that occurred. Recorded SUDS 5.10. Treatment Session 6: (90 min) Review of

ratings were: 80 at pre, 95 at peak and 0 at pitst a Goals and Progress and Relapse
three repetitions of the story in the 40 min sassio Prevention Planning (3 Weeks L ater)

A collaborative travel fear hierarchy was
developed as listed ifable 1. All travel situations DS was given the PTCI, PDS, IES-R and DASS21

from one to six were being actively avoided, with to complete. A review of goals and progress with DS
situation seven minimized by DS. The next sessionindicated that she had made significant progresh wi
was planned for two days hence to stamt vivo travel anxiety reporting that she now felt she was
exposure treatment on travel situations five and si “aware” rather than anxious while driving &ble 2 for
with the treating psychologist to accompany DS. details). She had spontaneously driven past the MVA
Homework tasks were: To continue to read the storysite the previous week and stated she felt no anxie
of the event out loud during the week daily; conéin  Her lower back, neck and hand tension were reduced
monitoring and recording unhelpful thoughts andlydai from a SUDS (zero to ten scale) of eight, to ond an
EFT, PMR and controlled breathing exercises for jaw tension from nine to two. She reported thatirtyr
hyperarousal and pain symptoms. the last week she had not been troubled by anysive

5.8. Treatment Sesson 4: (60 min) in Vivo memories or thoughts and was feeling almost “back t

Exposureto Travel Situation 5and 6 my old self” and the CAPS was re-completed.
DS felt it appropriate to finish sessions with s@ss

SUDS pre-session was rated at 70, peak at 75 angdix and was confident to continue to use the siiase
post at 50. A coping statement was installed wiTE  taught and indicated she would re-contact if needed
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Table 1. Collaborative travel fear hierarchy

Travel situation Initial SUDS
Driving on the 3 or 4 lane one way highway sandeitbetween two semi-trailers in both adjacent lanes

Driving past the MVA site 100
Driving on the 3 or 4 lane one way highway +1 sénailer passing 920

Driving on the 3 or 4 lane one way highway + no isérailers passing 85

Driving on 2 lane one way main road +1 semi-trgilassing 75

Driving on 2 lane one way main roads + no semldrgassing 65

Driving on single lane roads 55

Table 2. SUDS ratings for feared travel situations pre post treatment
Travel situation SUDS pre treatment SUDS at session 6

Driving on the 3 or 4 lane one way highway sandethetween
two semi trailers in both adjacent lanes

Driving past the MVA site 100 10
Driving on the 3 or 4 lane one way highway +1 seailer passing 90 5
Driving on the 3 or 4 lane one way highway + no iseailers passing 85 0
Driving on 2 lane one way main road +1 semi trgilassing 75 0
Driving on 2 lane one way main roads + no semidrgassing 65 0
Driving on single lane roads 55 0

Relapse prevention was discussed and included: A The results of the CAPS were supported by similar
plan for continued use of strategies to addressesomreductions of scores below the threshold for céhic
low frequency and intensity symptoms revealed m th significance on the PD$ig. 2) and the IES-RKig. 3).
CAPS interview; possibility of re-experiencing of Figure 4 below illustrates that DS’s responses on the
some symptoms even after “recovery”, such as thePTCl had also changed with her total score post-
anniversary date of the MVA; discussion of early treatment being more reflective of a person who had
warning signs that could identify slips which could suffered a trauma but did not meet criteria for BTS
trigger use of relapse prevention strategies (|ische- DASS21 results as depicted Fig. 5 indicate that
reading resources; stress inoculation strategiesDS’s scores on all subscales of the DASS had
automatic thought and cognitive restructuring decreased. Statistical analyses for reliable aimicell
worksheets; use of EFT on distressing thoughts,change on scores pre- and post-treatment (see
feelings and pain; developing and implementing newAppendices C, D and E for calculations) indicatiealt t
hierarchies and being aware of any possibleDS’s score on the Anxiety and Stress subscale both

behavioural avoidance). reflected reliable and clinical change from thenidal
to normal population at a confidence level of 99%
6. RESULTS (2.58 standard deviations). Her pre-treatment soore

the Depression subscale was in the normal range and

Responses on the CAPS, PDS, IES-R, PTCI andjeclined further post-treatment, however it did not
DASS21 are depicted iffig. 1-5 reflected changes in  reach significance owing to a likely floor effect.
scores from pre (assessment) to post treatment. At post-treatment DS no longer qualified for a

Using the recommended value of a 15 point changediagnosis of PTSD although she still reported some
on CAPS total severity as a marker of clinically symptoms on Criterion B (re-experiencing symptoms)
significant improvement (Blakeet al., 2000), DS's  and Criterion D (hyperarousal symptoms) within the
change from 85 (pre) to 13 (post) is clinicallyrsfgcant ~ previous month however all were of low frequency
(Fig. 1 below). Further she no longer qualified for a (score of 1) and intensity (score of 1). In a foMap
diagnosis of PTSD. Her global severity rating oe th phone call one month post-session six, approximaiz|
CAPS had improved from a two (moderate) to a onemonths post-incident, DS reported that she was
(mild) and her global improvement score of one asymptomatic and the low frequency and intensity re
indicated she had made considerable improvement buéxperiencing and hyperarousal symptoms previously
was not yet completely asymptomatic. reported in session six had ceased.
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Fig. 1. Results of the CAPS pre (assessment) and post &saitm
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Fig. 2. Results of the PDS pre (assessment) to post treitme
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Fig. 3. Results of the IES-R pre (assessment) and posteat
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Fig. 4. Results of the PTCI pre (assessment) and post &aatm
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Fig. 5. Results of the DASS21 pre (assessment) and pasineat
7.EVALUATION AND CRITIQUE Psychoeducation about PTSD and the rationaledlfor a
treatment methods used facilitated DS’s understandi
7.1. Positive Outcomes commitment and engagement. Collaboratively

conceptualizing DS’s concerns along with her stifeng

DS engaged well in treatment and exhibited and positive coping mechanisms and normalizing her
significant motivation completing all homework task reactions to the extreme stressor was integrakelpitig
Of her own volition and in her eagerness, she &ddn DS comprehend that her problems were understandable
her exposure homework despite the considerablemanageable and treatable. DS's commitment to famimg
reported fear. This could have been potentially fears was exhibited pre-treatment by her prepassdte
problematic if difficulties had occurred for whicdhe continue driving immediately post the MVA despite
was unprepared; however, fortunately this did notfeeling very anxious. DS reported that having the
occur. Rapport and therapeutic alliance was easilytreatment therapist present in the car for proldnge
established and with the aid of the assessmeninfisgd  exposure driving sessions increased her motivatiuh
diagnosis, collaborative goals and the treatmeat pl confidence in the treatment process. This alsonaitb
were readily accepted by DS. for more control over the treatment process and
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immediate access to DS’s fear responses which couldTSD showed spontaneous improvement in symptoms
be treated accordingly. over the first six to eight months and by 12 months
EFT and stress inoculation training was benefigiall approximately 65% has shown some improvement.
used for DS in the early stages of treatment tp hel Approximately 30% of survivors still met full crite for
manage hyperarousal, pain and muscle tension symspto PTSD at 12 months post MVA. This indicates thate¢he
with good results, allowing her to learn skills tttehe is some spontaneous remission for Acute PTSD
could immediately apply. The use of technology i) symptoms over time but a significant number of peop
to record the controlled breathing and PMR exescis® continue to suffer psychological symptoms or full

to replay a ‘coping statement’ was particularly dfesial diagnostic criteria PTSD and require specific tmeatt
and enabled her to have a portable tool to usehwhic (Blanchard and Hickling, 2004).
increased her confidence in applying the techniques DS was treated in the acute stage of PTSD, witBin 1

DS’s prognosis for recovery was positive due to the weeks but at least eight weeks post MVA. It is fues
fact that: The traumatic event was a single indidshe that if left untreated she may have been one of the
had no history of any prior significant trauma axi\ll potential 65% referred to above who showed some
diagnoses; she had no co-morbid depression oramdest spontaneous improvement without treatment by 12
abuse difficulties; she did not experience the loks months. However, it is also possible and indeedbaiote
loved one in the accident nor was she or anyone elsthat without treatment she would have continued to
seriously or critically injured in the MVA. suffer from some psychological symptoms that would

In accord with the Australian (ACPMH, 2007) and the have impacted negatively on her quality of life exsplly
British (NICE, 2005) guidelines pharmacologicabktreent  given the level of avoidance that she indicated whe
was not used as adjunctive or a first line treatrf@anDS engaging in. This raises the issue of early memtalth
although it was considered during the assessmenegs  intervention and whether it is possible to prevém
and was reconsidered throughout treatment and nuiéd development of chronic PTSD and its related digadsl
based on DS's responses and progress.

The prediction that CBT, EFT and prolonged exposure 8. CONCLUSION
would be the appropriate treatment for DS'’s prexdiemt _ o
was accurate and that she did in fact benefit efected in Based on the high prevalence, chronicity of the

results on all assessment measures, suggestinghthato ~ symptoms, high comorbidity of psychiatric problems,
longer met criteria for PTSD post-treatment. Furttere, ~ functional impairment (Khouzamet al., 2005) and
one month post the final treatment session DS tegohat ~ €stimations of the financial costs (DuPental., 1996;
her last few low intensity/frequency symptoms hesblved ~ Rice and Miller, 1998; Solomon and Davidson, 1997;

and she considered that she had largely retumngueto  Wittchen, 2002); it is reasonable to surmise tHaSD
morbid functioning. causes much personal suffering and is a considerabl

societal burden. It is therefore paramount tha¢ctive
7.2. Difficulties treatments continue to be developed and utilisethén
. . . . . treatment of PTSD sufferers. Robust research exists
One difficulty experienced in treating DS was in g nhnorting effective treatments for chronic and tacu
relation to  the ftre_atmg | the_rgpl_sts available prgp however further research on early interveniio
appointment times for in prolongaa vivo exposure  yarranted to help identify and separate factors #na
driving sessions, which required longer than the pegiciive of resilience and spontaneous recovieoyn
standard 60 min treatment sessions. To allow foryngse predicting a high need for early intervention
consistent therapeutic sessions of flexible dumtio In the case of DS, it is suggestive that early
appointments were made outside of the usual practic 5 opriate evidence-based psychological treatrfemt
hours so as not to disrupt other patient bookings. —  5¢,1e PTSD was beneficial. The inclusion of EFThie
DS continued to suffer some mild physical pain in eaiment regimen, although not currently recomreeind
her jaw which did not completely resolve at the efd by the world authorities on treating PTSD, was regmb

treatment. A referral to a physiotherapist was py ps as beneficial in quickly decreasing anxiety
recommended to assess and treat as appropriate. associated with traumatic memories in the retelling

7.3.Discussion of Practice Issues and Future story narrative and provided another tool for her t
Development manage her hyperarousal when away from sessioar Aft
six sessions, she no longer met diagnostic critkmia
Blanchard and Hickling (1997; 2004) found that PTSD, nor was she suffering from any post trauma
approximately 55% of MVA survivors who had acute symptoms. Overall, this made a significant positive

///// Science Publications 53 CRP



Terri Sheldon / Current Research in Psychology 54063, 2014
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Although a single case study has its limitations ife and L.M. Miller et al.,, 2004. Psychometric
contributions to the evidence base for the treatnoén properties of the Posttraumatic Cognitions Inventor
PTSD, these case study results are consistent theth (PTCI): A replication with motor vehicle accident
body of research that points to EFT being worthy of  syrvivors. Psychol. Assess., 16: 289-298. DOI:
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Appendix A
Session Rating Scale (SRS V.3.0)

Name Age(Yrs):
ID# Sex: M/F
Session # Date:

Please rate today’s session by placing a mark on the line nearest to the description that best fits vour

experience.
Relationship

Idid not feel I felt heard,

heard, understood, I ==l understood. and

and respected. respected.

Goals and Topics

We did nof work 1 I We worked on and
on or talk about ,

hat 1 wanted talked about what I
“, alt{ W antj tuo; wanted to work on
;‘boc:uton and fa and talk about.

’ Approach or Method

The therapist’s 1 1 The therapist’s

approach is a good

approach is not a
fit for me.

good fit for me.

Overall
There was Overall, today’s
something L I session was right
missing in the for me.
session today. . .
588 Y Institute for the Study of Therapeutic Change

www.talkingcure.com
© 2002, Scott D. Miller, Barry L. Duncan and Lynn Johnson

///// Science Publications 60 CRP



Terri Sheldon / Current Research in Psychology 540)63, 2014

Appendix B
Automatic Thoughts Form
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Appendix C

Reliable and Clinical Change Calculations for
DASS-21 Anxiety Subscale

Study Details

Study / Client Identifier: Mrs E 2012

Assessment Details: pre to post tx

Measurement Device: DASS21- Anxiety subscale
Time 1 Score: 16

Time 2 Score: 0

Test-retest reliability of measurement device: 0.88
Standard deviation of sample used to estimatebiktia
of device: 8.12

Clinical Sample Mean: 10.9

Clinical Sample Standard Deviation: 8.12

Normal Sample Mean: 4.7

Normal Sample Standard Deviation: 4.91

Standard error of measurement: 2.81285 Standaod err
of the difference: 3.97797

In order to change with: 68.26% confidence (1dure
must be a change of at least: 3.978 95% confidence
(1.96 sd), there must be a change of at least6889
99% confidence (2.58 sd), there must be a changée of
least: 10.24658

Your client's score of -16 suggests that he / HIAS
changed with at least 68.26% confidence. HAS chénge
with at least 95% confidence. HAS changed witleast
99% confidence.

Clinical Cut-Offs

This Programme has computed that:

It appearsthat clinical samples score higher.
Therefore, a decreasein scores over time
equates to improverment. This programme has
made the necessary adjustmentsto the clinical
change computations.

A). 1.96 standard deviations away fromthe clinical
meanis: -5.0152
So, has the client reliably changed (with at least
95% confidence) AND changed from being within
1.96 standard deviations of the clinical mean to
now being 1.96 standard deviations away from the
clinical mean?

Some Criteria Were Not Met
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B). 1.96 standard deviations away from the normal
mean is: 14.3236
So, has the client reliably changed (with at least
95% confidence) AND changed from
being more than 1.96 standard deviations away the
normal mean to now being within 1.96 standard
deviations of the normal mean?

YES

C). Mid-way between the clinical and normal
distributionsis: 7.0363
So, has the client reliably changed (with at least
95% confidence) AND changed clinical status
according to the intersection of the clinical and
normal distributions?

YES

Appendix D

Reliable and Clinical Change Calculations for
DASS-21 Depression Subscale

Study Details

Study / Client Identifier: Mrs E 2012

Assessment Details: pre to post tx

Measurement Device: DASS21- Depression subscale
Time 1 Score: 8

Time 2 Score: 2

Test-retest reliability of measurement device: 0.88
Standard deviation of sample used to estimatebititia
of device: 9.3

Clinical Sample Mean: 10.65

Clinical Sample Standard Deviation: 9.3

Normal Sample Mean: 6.34

Normal Sample Standard Deviation: 6.97

Standard error of measurement: 3.22161 Standaod err
of the difference: 4.55605

In order to change with: 68.26% confidence (1dre
must be a change of at least: 4.556 95% confidence
(1.96 sd), there must be a change of at least98.92
99% confidence (2.58 sd), there must be a change of
least: 11.73561

Your client's score of -6 suggests that he / s#SH
changed with at least 68.26% confidence. Has NOT
changed with at least 95% confidence. Has NOT
changed with at least 99% confidence.

Clinical Cut-Offs

This Programme has conputed that:

It appearsthat clinical samples score higher.

Therefore, a decreasein scores over time

equatesto improvement. This programme has
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made the necessary adjustmentsto the clinical
change computations.
A). 1.96 standard deviations away from the clinical
mean is. -7.578

So, has the client reliably changed (with at least
95% confidence) AND changed from being within
1.96 standard deviations of the clinical mean to
now being 1.96 standard deviations away from the
clinical mean?

Some Criteria Were Not Met
1.96 standard deviations away from the normal

mean is; 20.0012

So, has the client reliably changed (with at least
95% confidence) AND changed from
being more than 1.96 standard deviations away the
normal mean to now being within 1.96 standard
deviations of the normal mean?

Some Criteria Were Not Met
Mid-way between the clinical and normal
distributionsis: 8.18639 So, has the client reliably
changed (with at least 95% confidence) AND
changed clinical status according to the intersecti
of the clinical and normal distributions?

Some Criteria Were Not Met

B).

Q).

Appendix E

Reliable and Clinical Change Generator
Study Details
Study / Client Identifier: Mrs E 2012
Assessment Details: pre to post tx
Measurement Device: DASS21- Stress subscale
Time 1 Score: 22
Time 2 Score: 6
Test-retest reliability of measurement device: 0.88
Standard deviation of sample used to estimatebiktia
of device: 11.15
Clinical Sample Mean: 21.1
Clinical Sample Standard Deviation: 10.15
Normal Sample Mean: 10.11
Normal Sample Standard Deviation: 7.91
Standard error of measurement: 3.86247 Standaod err
of the difference: 5.46236
In order to change with: 68.26% confidence (1dure
must be a change of at least: 5.462 95% confidence
(1.96 sd), there must be a change of at least0603F
99% confidence (2.58 sd), there must be a change of
least: 14.07011
Your client's score of -16 suggests that he / A
changed with at least 68.26% confidence. HAS chénge
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with at least 95% confidence. HAS changed witheast
99% confidence.
Clinical Cut-Offs
ThisProgramme has conmputed that:
It appearsthat clinical samples score higher.
Therefore, a decreasein scores over time
equatesto improvement. This programme has
made the necessary adjustments to the clinical
change computations.
A). 1.96 standard deviations away from the clinical

meanis. 1.206
So, has the client reliably changed (with at least
95% confidence) AND changed from being within
1.96 standard deviations of the clinical mean to
now being 1.96 standard deviations away from the
clinical mean?

Some Criteria Were Not Met

1.96 standard deviations away from the normal

mean is. 25.6136
So, has the client reliably changed (with at least
95% confidence) AND changed from
being more than 1.96 standard deviations away the
normal mean to now being within 1.96 standard
deviations of the normal mean?

Some Criteria Were Not Met

B).

C). Mid-way between the clinical and normal
distributionsis: 14.92345 So, has the client
reliably changed (with at least 95% confidence)
AND changed clinical status according to the
intersection of the clinical and normal
distributions?

YES
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