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Psychological therapies for post-traumatic stress

disorder’

GWEN ADSHEAD

Background After exposure to
traumatic stressors, a subgroup of
survivors (20-30%) will develop
post-traumatic stress disorder (PTSD).

Aims Since the incidence and prevalence
rates for PTSD in the community are
significant, it is importantthat general
practitioners and psychiatrists be familiar
with possible therapeutic options. In this
review we shall look at the published
evidence about the effectiveness of

psychological treatments for PTSD.

Method The psychopathological
mechanisms involved in PTSD are
discussed. Studies of the effectiveness of
different psychological therapies are
reviewed.

Results The review suggests that
persistent fear or shame reactions are

key aspects of PTSD. Evidence from
systematic reviews suggests that
psychotherapeutic treatments are
effective in the therapy of reactions based
on fear, and may increase the effectiveness
of pharmacological therapy. There is less
systematic evidence for the efficacy of
interventionsfor symptomsbasedonshame.

Conclusions Although a proportion of
patients with complex or chronic PTSD
may require specialist interventions, most
patients can be treated effectively by a
general psychiatric service which can offer
both pharmacological and psychological
interventions.

Declaration of interest None.

fSee editorial, pp.93-94, this issue.
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It is clear that traumatic events, especially
those which induce significant feelings of
fear and helplessness, can cause psycho-
logical disorders in those who survive them.
The most common post-traumatic dis-
orders are depression and substance misuse;
other possible disorders include acute stress
reactions, anxiety states such as phobic and
panic disorders, and personality change
after trauma. It is unusual for any one
post-traumatic disorder to occur in iso-
lation; comorbidity is the norm.

Although one of the less common types
of post-traumatic psychopathology, post-
traumatic stress disorder (PTSD) has
received considerable clinical and research
attention over the past 18 years. PTSD
occurs in 20-30% of people who are
exposed to traumatic stressors; it is rare
for patients to present with ‘pure’ PTSD.

It is not possible in a brief review to
examine the indications for, or efficacy of,
psychological therapies for all the post-
traumatic disorders. For most disorders,
therapeutic
indicated; and therefore this review will

standard interventions are
be confined to psychological therapies for
PTSD in adults. The treatment of PTSD in
children is a specialist area which will not
be dealt with here. Although psycho-
pharmacological treatments are outside
the remit of this review, they are often
combined with psychological interventions,
and play an important role in the effective
of PTSD. Recent
demonstrates that PTSD is

physiological disorder, with demonstrable
effects on the hypothalamic—pituitary axis,

treatment research

a neuro-

hippocampal volume, and endogenous

opioid function.

ASSESSMENT FOR
PSYCHOLOGICALTHERAPY
OF PTSD

Clinicians are as likely to see people with
PTSD as they are to see patients with
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schizophrenia. The prevalence of PTSD is
1% in the general (US) population; lifetime
prevalence rates are reported to be up to
9.2% (Helzer et al, 1987; Kessler et al,
1995). The prevalence is higher in those ex-
posed to traumatic events; the experience of
interpersonal violence increases the pre-
valence up to 20-30%. Treatment planning
entails a detailed assessment addressing the
key features of PTSD.

The entry criterion (Criterion A) for the
diagnosis of PTSD (DSM-IV; American
Psychiatric Association, 1994) defines trau-
matic stressors (as opposed to ordinarily
unpleasant stressors) as the witnessing of,
or experiencing, threat to life or severe
injury to the self, or to a significant other.
This objective aspect of Criterion A reflects
the established finding that threat to life is a
potent predictor of PTSD, which dis-
tinguishes PTSD from other types of stress-
induced illness. The other specifically
traumatic aspect of stressors is the sub-
jective experience of “intense fear and
helplessness”. The experience of a life-
threatening stressor, and the experience of
intense fear and/or helplessness, are neces-
sary for a diagnosis of PTSD.

The objective and subjective criteria for
PTSD neatly reflect current thinking about
the aetiology of PTSD. One the one hand,
the risk of developing PTSD is directly
related to exposure to traumatic stressors;
that is, the more exposure, the higher the
risk of developing PTSD. The duration of
the traumatic event is important as an indi-
cator of the degree of exposure, and the
assessor needs to enquire about the ‘fear’
aspect of the traumatic experience,
especially the perception of threat to life.

On the other hand, there is ample evi-
dence that personality structure and ex-
perience (such as neuroticism or childhood
adversity) in the period before the trau-
matic event also influence the risk of
developing PTSD. The personal history of
the individual patient needs to be examined
for information about previous vulner-
ability factors (such as early fear ex-
periences and insecure attachments) and
resilience factors (such as self-esteem).
Early fear experiences may be significant
in terms of later capacity to manage threat
(Dodge et al, 1997). Individuals may have
high degrees of resilience even where there
has been early and severe childhood
adversity.

When the trauma occurred is thera-
peutically relevant. If the traumatic event
occurred between 4 and 8 weeks before
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the interview, then the patient is likely to be
experiencing severe symptoms. If many
dissociative symptoms are present, these
may constitute an acute stress disorder
(American Psychiatric Association, 1994).
Although such disorders often resolve
spontaneously over the following 4-6
weeks, patients may benefit from a short-
term intervention (see below). Acute stress
disorder is a risk factor for the development
of later PTSD.

The nature of the patient’s traumatic
experience is also important to assess,
because some types of trauma are more
likely than others to provoke PTSD. High-
risk stressors include those which involve
grotesque sensory images, interpersonal
violence (especially sexual assault) and
chronic fear and helplessness.

Finally, it is important to assess the
patient’s world view (Weltanschauung)
before the trauma occurred. Individuals at
risk of developing PTSD include those
who tend to have an “all or nothing’ view
of events and their part in them. Cultural
stereotypes (especially about gender role)
are highly relevant (Turner et al, 1996).
Resilient individuals tend to see themselves
as neither omnipotent nor helpless in the
face of stress; and they are not ashamed
to seek help and use what is offered. In
contrast, vulnerable individuals tend to
see care-seeking as shameful and anxiety-
inducing.

TREATMENT PLANNING

The conscious and/or unconscious neuro-
physiological
traumatic stressors are overlaid with the
psychological meaning ascribed to the
experience by the individual, and his or
her conscious and unconscious beliefs
about him or herself and the world. The
sudden and acute experience of terror,
and one’s own mortality, has an impact
which is both physiological and psycho-

sequelae of experiencing

logical. It is therefore essential to consider
both these aspects in treatment planning.
Most explanatory models of PTSD have
argued that it represents a failure to process
the experience of fear; reflecting in turn
either a previous vulnerability to fear, or
exposure to extremes of fear (Foa & Kozak,
1986). However, some patients suffer more
from other affects, especially sadness, guilt
and shame (Andrews, 1998). For such
individuals, it seems likely that something
about the traumatic experience affected

their sense of themselves: the way they
think about themselves, and about others
in relationships with them. Their symptoms
seem to express less about the shattering of
external security by fear, and more about a
fragmentation of an inner sense of security.

These different types of affective reac-
tions have implications for psychological
therapy. Patients with principally fear-
based reactions will need therapies which
address the management of fear and
anxiety. Patients with shame-based reac-
tions will need a psychological therapy
which focuses on cognitive representations
of the self, and relationships with others.
Previous experiences of fear and safety will
be relevant to both types of patient, espe-
cially in terms of forming a therapeutic
alliance. Both shame and fear reactions
can coexist in the same patient.

REVIEW OF PSYCHOLOGICAL
THERAPIES FORPTSD:
META-ANALYSES

This paper is not a comprehensive systematic
review, although we searched the literature
from the past 5 years both by computer and
‘by hand’. Two recent meta-analyses have
studied the psychological treatment of
PTSD (Sherman, 1998; van Etten & Taylor,
1998).  Studies
methods were included in both analyses.
Psychological therapies appear to be more
effective than psychotropic medication
(van Etten & Taylor, 1998), although
patients treated with both improved more
than did controls. Sherman found sig-
nificant effects for all psychological thera-

using  psychodynamic

pies, particularly for behavioural therapy,
but found no support for one single
rationale for therapy. His positive view
contrasts with that of Shalev et al (1996),
who found less significant effects for
psychological therapies. However, Shalev
et al included several studies that were

open-ended, and where the therapy
programme was less structured.
THERAPIES ADDRESSING

FEAR

Most of the therapies described in the meta-
analyses include behavioural and cognitive
strategies for managing fear by exposure
to the feared stimulus, whether in imag-
ination or in the external world. Exposure
therapy seems to be effective for many
patients, including combat veterans and
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PSYCHOLOGICAL THERAPIES FOR PTSD

victims of interpersonal violence. Exposure
therapy usually takes the form of systematic
desensitisation, in which the patient is
gradually encouraged to reduce avoidance
of the feared image or memory. Exposure
may be imaginary or live (Richards ez al,
1994), and utilises trauma-based imagery
generated by the patient in the form of
remembered images, or a written script.
Exposure therapies can also be com-
bined with cognitive processing interven-
tions (e.g. Resick & Schnicke, 1993),
stress inoculation and relaxation tech-
niques, and anxiety management training
(Rothbaum & Foa, 1996). Both exposure
and cognitive restructuring techniques seem
to be effective, and are more effective than
relaxation alone (Marks et al, 1998).
Another form of exposure therapy employs
combined with

cognitive reprocessing

saccadic eye-movements (eye-movement
desensitisation and reprocessing, EMDR).
Recent studies suggest that this strategy
can be effective with combat veterans, and
survivors of child abuse and disasters.

Most of the studies of fear-based ther-
apies report a decrease in ‘target’ symptoms
of PTSD, namely avoidance and intrusion
phenomena such as flashbacks. Fear-based
therapies are probably most effective in
patients: who describe high levels of intru-
sive phenomena; who are not severely
depressed or misusing substances; in whom
the traumatic experience was a relatively
discrete episode in their lives; who do not
have extensive histories of trauma previous
to the index event; and who had reasonably
good psychological health before the index
event.

The traumatic event need not be recent
for fear-based therapies to be effective, as is
demonstrated by Case 1.

Case I. Mrs Jenkins

Several years before presentation, Mrs Jenkins had
been traumatically bereaved while on holiday
abroad. Her husband was killed by a bomb which
exploded outside their hotel during a period of civil
unrest. Mrs Jenkins was able to give an account of
what had happened (hearing the noise, coming out
and finding the body), but it was lacking in detail.
She was drinking heavily, socially withdrawn, and
sensitive to loud noises in the street; fireworks night
was especially difficult. After some initial work to
establish the therapeutic alliance, exposure work
was planned. Mrs Jenkins agreed to describe her
experiences in as much detail as possible, over a
number of sessions. She was also encouraged to
write an account of her experience between
sessions. At the third session, Mrs Jenkins recalled
afresh seeing the “blueness” of her husband's eyes as
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he lay dying. This memory was acutely distressing to
recall, but significant symptomatic relief followed this
session. Subsequent sessions were easier, and at
the end of six sessions, Mrs Jenkins was clinically
improved and ready to be discharged.

Most therapy now takes place in out-
patient settings. It is relatively short-term
(8-15 sessions), and patients are en-
couraged to do
sessions. The session content may follow a
set order according to established pro-
tocols. Although cognitive techniques do
address
beliefs and self-schemata, most of the
emphasis of these therapies is on the
minimisation of avoidance behaviour, and

‘homework® between

the question of dysfunctional

experience of avoided fear, with subsequent
reduction of anxiety and increase in
confidence.

Much of the earliest work in this area
was done with combat veterans, and in
in-patient settings. Typically such work
included group psychotherapy and behav-
ioural interventions. In a review of such
interventions, Read Johnson (1997) suggests
that the in-patient programmes were in-
effective for PTSD. However, a related
discussion paper points out that nearly half
of the subjects studied had histories of
childhood trauma, and many had ex-
perienced significant traumatic experience
after combat. Short-term or unimodal
therapeutic strategies are unlikely to be
successful with patients who need to make
sense of both fear and shame experiences,
and who are having to cope with many
other stressors simultaneously.

THERAPIES ADDRESSING
SHAME

The experience of shame is closely linked to
the feelings of depression, guilt and humil-
iation. Shame and guilt can be difficult to
distinguish; although both involve negative
self-evaluation, feelings of guilt may relate
more to behaviour, whereas shame may
reflect low self-esteem and self-criticism
1998).
shame

with post-
tend to
describe less intrusion and re-experiencing

(Andrews, Patients

traumatic experiences
phenomena associated with PTSD. Instead,
they describe experiences of ruminating on
what went wrong, how they failed, their
sense of hopelessness and helplessness,
and other self-directed cognitions such as
guilt. The painful thoughts and feelings
seem to be less to do with fear of death,
and more to do with the loss of an inner
sense of self-confidence and esteem.
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This type of post-traumatic present-
ation, affects the
patient’s concept of self, has also been
called ‘complex PTSD’ (Herman, 1992).
Herman describes the following character-

which particularly

istics of complex PTSD:

(a) experience of prolonged abusive

coercion;
(b) alterations in affect regulation;

(c) alterations in consciousness, especially
depersonalisation and de-realisation
states;

(d) alterations in self-perception;

(e) alterations in perception of trauma/
perpetrator;

(f) alterations in relations with others; and
(g) alterations in systems of meaning.

In DSM-IV field trials, Roth et al
(1997) found that complex PTSD is asso-
ciated with the experience of prolonged
exposure to trauma (i.e. over days, months
or years), and first exposure at an early age.
Complex PTSD is also associated with pro-
longed interpersonal victimisation, such as
battering by a partner, torture or prisoner-
of-war experiences, and child abuse.

An atypical case makes a good example
(and also makes the point that complex
PTSD is not only related to child abuse or
torture).

Case 2. Mr Smith

Mr Smith was assaulted from behind by a man whom
he could not see, and who was unknown to him. He
was repeatedly beaten about the head, and the
assault only ended when the man ran off. Mr Smith
was powerless to defend himself against this man.
He felt helpless and humiliated. This experience
contrasted with his previous views about himself as
a powerful man, who could handle anything and
was the leader and provider for his family.

Mr Smith's self identity was bound up with being
strong and powerful. Thus, at one level he identifies
strongly with his assailant, shares his values and
wants to be like him. He despises his own experience
of being assaulted and helpless. On the other hand,
to value his victimised self, he must make a split from
his assailant in his mind, and let that identification
go. He has to lose and mourn a real part of himself.
He alternates between feeling ashamed and
depressed.

It is perhaps noteworthy that Mr Smith’s
difficulties developed after an attack which
lasted some 20 minutes. One can only spec-
ulate about the damage done to the sense of
self, if attacks like this go on for many
years. Although the symptoms of complex
PTSD resemble depressive symptoms, the
alteration in the sense of self is crucial to
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personal functioning. It may be that the
concept of complex PTSD overlaps with
the concept of “enduring personality
change after trauma”, as described in
ICD-10 (World Health Organization,
1992).

The aim of shame-based therapies,
especially in cases of complex PTSD, is to
try to help the patient to restore some sense
of meaning in terms of their own sense of
self, and to move from the traumatic sense
of self to a narrative (and developing) sense
of self (Lindy, 1996). Sessions focus on
beliefs about the self and others and on
the experience of painful feelings such as
shame and rage. The awareness and expres-
sion of the patient’s anger are important
aspects of the therapeutic process; for many
patients, a continuing sense of shame
relates to a profound and pervasive anger.
In such cases, there may be less need to go
over, or rehearse, details of the traumatic
experience: indeed, such a process may be
counter-productive because it can increase
distress and shame in someone who is
already not coping well with such feelings.
In general, the patient is not avoiding
thinking about the experience, but rather
is ruminating about it. Exposure therapy
(including detailed rehearsal or exposure
to traumatic memory) is therefore unlikely
to be helpful in such cases, because it
dismantles defences against psychological
distress. Instead, the therapeutic emphasis
is on support for coping strategies, and
the shoring-up of defences (Embry, 1990).
The therapeutic aim is to generate with
the patient an environment in which feelings
of shame (and sometimes of accompanying
rage) can be safely explored. Although it is
vital for both fear-based and shame-based
therapies that the therapeutic environment
is safe (Turner et al, 1996), this aspect of
treatment is more pronounced for patients
with complex PTSD because they lack inner
capacities for self-soothing, at least in-
itially. The therapist may have to help the
patient to learn to soothe themself, and
teach them how to contain arousal;
adjunctive medication can be useful here.

Difference between fear-based
and shame-based therapies

Unlike fear-based therapies, in a shame-
based therapy the relationship between the
patient and the therapist is likely to be itself
a major part of the therapeutic process.
This is because, for many patients, the
traumatic events took place in the context
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of an ongoing relationship; the relationship
was the trauma. Therefore, the patient’s
thoughts and fantasies about the therapist
(transference) and the therapist’s thoughts
and fantasies about the patient (counter-
transference) will become part of the clin-
ical effort. Patients may find it hard to
trust the therapist, and the establishment
of a therapeutic alliance may take months
rather than weeks. Alternatively, patients
may become intensely dependent on their
therapist, and seek to hand over to them
all responsibility for their health.

The therapist, too may have responses
to the patient which need consideration.
In particular, the therapist needs to guard
against the following countertransferential
reactions:

(a) Rejection of the patient (“they’re too
awful”) —such a feeling may reflect
the clinician’s own reluctance to think
about terrible experiences.

(b

Certainty for the patient (“let me tell
you what happened to you”) - this
may represent a way for the therapist
to control anxiety-provoking material.
Other types of control reaction in the
therapist include giving advice or
instructions to the patient.

—
g]
-

Exploitation of the patient’s com-
pliance or dependence (“you don’t
mind if I do this, do you?”).

A potent way to reduce psychological
shame is to decrease the sense of alienation
and isolation that it brings. It may be for
this reason that group therapies have been
widely used in post-traumatic psycho-
therapy (Turner et al, 1996). These can be
short-term  or long-term; exclusively
focused on a traumatic event or not. Many
patients have found that the development
of self-help groups is effective not only in
reducing shame but also in increasing a
sense of self-empowerment, challenging
passivity and helplessness. The main role
of the therapist (where there is one) will
be to establish safety in the group, with
particular attention to group boundaries
and setting limits to behaviour.

Acute readers may have noticed a
similarity between the psychotherapy of
complex PTSD and the psychotherapeutic
treatment of personality disorders. This is
unsurprising, given that early childhood
trauma is an established risk factor for the
development of later personality disorder.
Clinicians working with personality-
disordered patients may find some useful
in the

information literature on the

CLINICAL IMPLICATIONS

PSYCHOLOGICAL THERAPIES FOR PTSD

® PTSD can be treated effectively with psychological interventions.

m Psychological interventions are more effective than pharmacological
interventions, although both are better than placebo.

B Fear-based reactions and shame-based reactions may need different types of

psychological therapy.

LIMITATIONS

B There have been far fewer studies of the efficacy of psychological therapies for

complex PTSD, or shame-based reactions.

B There may be other psychopathological variables active, apart from shame and

fear.

B Most treatment studies are made on highly selected samples.

GWEN ADSHEAD, MRCPsych, Traumatic Stress Clinic, 73 Charlotte Street, London WIP ILB, or Psychotherapy
Department, Broadmoor Hospital, Crowthorne, Berkshire RG45 7EG
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psychodynamic treatment of PTSD (Embry,
1990; Lindy, 1996).

EARLY AND BRIEF
INTERVENTIONS

Although it was hoped that early inter-
ventions such as debriefing might prevent
the development of PTSD, there is little evi-
dence that this is so (Wessely et al, 1997;
Bolwig, 1998). In fact, there is some reason
to think that some vulnerable individuals
may experience more symptoms as a result
of a debriefing intervention (Bisson et al,
1997). Such data suggest that early inter-
ventions may only be of value to some indi-
viduals, and that such interventions need to
be targeted. When supportive interventions
are offered to survivors of traumatic events,
most people do report finding them helpful,
so there is still research to be done on what
this ‘help’ might be. There are important
implications for public health and civil
litigation here.

CLINICAL IMPLICATIONS

All clinicians need to know something
about the psychotherapeutic treatment of
PTSD; not least because epidemiological
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research suggests that its prevalence in the
community is high. There is every reason
to think that many patients who are
referred for psychiatric help may be suffer-
ing from one of the post-traumatic stress
disorders. Although there are now a
number of specialised treatment centres
for psychological trauma in the UK, many
people can, and should, be treated by their
home-based psychiatric and psychological
services.
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