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ABSTRACT 

MORGEN JORA Y JUEL 

USE OF EVIDENCE-BASED PRACTICE RESOURCES AND EMPIRICALLY 
SUPPORTED TREATMENTS FOR POSTTRAUMA TIC STRESS DISORDER 

AMONG UNIVERSITY COUNSELING CENTER PSYCHOLOGISTS 

AUGUST 2012 

In the present study, an attempt was made to determine the degree to which 

psychologists at college and university counseling centers (UCCs) utilized empirically 

supported treatments with their posttraumatic stress disorder (PTSD) c.lients. In addition, 

an attempt was made to determine how frequently UCC psychologists utilized a number 

of evidence-based practice resources with a wide range of clients. The Trauma Practices 

Questionnaire (Craig & Sprang, 2009, 201 O; Sprang & Craig, 2007), the author-generated 

Treatment Approaches Routinely Utilized with PTSD Clients Questionnaire, the 

Evidence-Based Practice Questionnaire (modeled after a survey by Mullen & Bacon, 

2006), and the author-generated Demographic and Professional Information 

Questionnaire were administered on an Internet survey website to participants recruited 

through advertising on a social networking website or contacted via email. 

One hundred and ten participants, including 83 women and 27 men, were 

included in the final results. A repeated measures analysis of variance (ANOV A) with 

Least Significant Difference post-hoc tests showed significant differences between 
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psychologists' utilization of cognitive therapy (CT), behavioral therapy (BT), and eye 

movement desensitization and reprocessing therapy (EMDR) with PTSD clients. A chi

square goodness of fit test showed that the majority of psychologists did not regularly 

utilize exposure therapy with their PTSD clients. In addition, a chi-square goodness of fit 

test indicated that the majority of psychologists rarely utilized treatment manuals with a 

wide range of clients. Lastly, chi-square goodness of fit tests showed that a significant 

proportion of psychologists did not refer to the practice guidelines from the International 

Society for Traumatic Stress Studies (ISTSS) when treating PTSD clients, but that a 

much higher percentage of psychologists had utilized at least one set of practice 

guidelines over the course of their career. 
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CHAPTER I 

INTRODUCTION 

The experiences of survivors of traumatic events have been described for 

thousands of years (Kramer, 1969). Although physicians had observed traumatic 

reactions for centuries, explanations for psychological conditions that preceded the 

diagnostic language of posttraumatic stress disorder, such as soldier's irritable heart and 

railway spine, were first introduced during the late 1800s (Monson, Friedman, & La 

Bash, 2007). Since that time, a number of theoretical explanations ( e.g., psychoanalytic, 

behavioral, cognitive) have been offered to explain the symptoms seen in traumatized 

clients. In addition, the term posttraumatic stress disorder (PTSD) was first introduced in 

1980 with the publication of the third edition of the Diagnostic and Statistical Manual of 

A1ental Disorders (DSM-III). The diagnostic criteria specified for this new diagnosis 

included three symptom clusters: reexperiencing the traumatic event, avoidance and 

numbing, and increased arousal. 

Although it was once believed that traumatic events were relatively uncommon 

events, researchers now know that this is not the case. In fact, research has shown that 

51 % of women and 61 % of men have been exposed to at least one traumatic event in a 

lifetime (Bromet, Sonnega, & Kessler~ 1998). This statistic indicated that it is actually 

quite normative for individuals to experience one or more traumatic events. Of the 

individuals exposed to a traumatic event, roughly 15-25% will go on to develop PTSD 
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(Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995; Norris & Slone, 2007). 

Furthermore, the lifetime prevalence rate for PTSD is 8-12% in the general adult 

population (Kessler et al., 1995). These numbers indicated that thousands of individuals 

across the United States meet full criteria for PTSD at any given time. Although hard to 

measure, the financial, emotional, and physical costs of PTSD are certainly immense. 

Historically, interest in the treatment of PTSD increased following the Vietnam 

War, with the majority of early PTSD research (prior to 1990) focused on the experiences 

of war veterans (Joseph, Williams, & Yule, 1997). While research with war veterans has 

been extremely important, the field's early emphasis on war trauma meant that many 

trauma survivors have only recently become the focus of intensive research efforts 

(Bloom, Yeager, & Roberts, 2004). Individuals who have only more recently received 

research attention have included the survivors of childhood sexual abuse, domestic 

violence, motor vehicle accidents, rape, sexual assault, and violent crimes. In addition, 

certain treatment settings have received the bulk of researchers' attention, since most 

studies have been conducted with community mental health or Veteran's Affairs (VA) 

clients. On the other hand, few studies have been conducted with college and university 

counseling center students or private practice clients. 

The dearth of research examining the treatment of college and university students 

with PTSD is concerning in light of research showing that 80 to 84% of college students 

have experienced one or more potentially traumatic events (Hayman, 1999). In addition, 

seven to 17% of college students meet criteria for PTSD at any given time (Lauterbauch 
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& Vrana, 2001 ), and an overall trend of increasing psychopathology among college 

students has led college and university counseling center (UCC) staff to describe college 

campuses as a climate of crisis (Kay, 2010). Substance abuse, PTSD, anxiety disorders, 

depressive disorders, and self-mutilation are now common events on college campuses 

(Kadison & DiGeronimo, 2004). For instance, a rigorous study completed by Blanco and 

colleagues pooled 2200 college students and found that 46% met criteria for one or more 

psychiatric diagnosis, 20% abused alcohol, and 18% had a personality disorder (Blanco et 

al., 2008). Blanco et al. noted that their findings reiterated the trend of increasing 

psychopathology among college students and pointed to the need for additional resources 

and staff. In the midst of this alarming trend on college campuses, UCC staff has worked 

diligently to meet the ever-increasing needs of the study body. Unfortunately, UCC 

clinicians have had to address the mental health needs of their clients without the 

guidance of outcome studies specific to their clientele; this author was unable to locate 

any outcome studies utilizing UCC clients. 

With the large number of individuals suffering the emotional, physical, and 

financial costs of PTSD, the effective treatment of this mental health issue is imperative. 

Psychologists treating PTSD clients have a number of treatments from which to choose, 

including cognitive therapy, behavioral therapy, exposure therapy, creative therapies, 

psychodynamic, eye movement desensitization and reprocessing therapy (EMDR), 

solution-focused therapy, and hypnosis (to name just a few). Proponents of each of these 

approaches conceptualize PTSD differently and recommend the use of dissimilar 
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interventions. With such an extensive number of treatment options available, 

psychologists from a wide range of theoretical backgrounds are likely unsure as to which 

treatments would be most beneficial for their clients. 

Fortunately, the field of psychology's movement toward evidence-based practice 

over the past 30 years has been able to provide much needed guidance. Evidence-based 

practice (EBP) is a term used to describe the use of treatments that have been evaluated 

by well-designed studies and been found to be effective by consensus review (Rosenthal, 

2004); this EBP movement has been spurred by studies showing that psychologists who 

use treatments supported by research have better client outcomes ( e.g., Cukrowicz et al., 

2005; Dawes, Faust, & Meehl, 1989). Psychologists committed to EBP strive to utilize 

empirically supported treatments (ESTs), which are treatments with clearly delineated 

interventions that have been shown to be efficacious in randomized clinical trials 

(Chambless & Hollon, 1998). ESTs have thus met very stringent criteria (Whaley & 

Davis, 2007). Psychologists dedicated to EBP have a number of resources available to 

them, including treatment manuals and practice guidelines; however, the field has placed 

particular emphasis on practice guidelines, which offer a comprehensive and up-to-date 

review of the literature. In addition, an American Psychological Association (APA) task 

force has published a statement stressing a commitment to utilizing EBP (Falzon, 

Davidson, & Bruns, 2010). Finally, recent research has also shown that most 

psychologists value EBP and the role of ES Ts when making treatment decisions ( e.g., 

Norcross, Beutler, & Levant, 2006). 
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Despite the lack of outcome studies with college students, UCC psychologists 

committed to EBP have a variety of PTSD-specific resources available to them, including 

peer-reviewed journals, systematic reviews, PTSD treatment manuals, and PTSD practice 

guidelines. Although each of these resources has offered important treatment information, 

the recently published practice guidelines from the International Society for Traumatic 

Stress Studies (ISTSS) have provided the most comprehensive review of PTSD research 

(Foa, Keane, Friedman, & Cohen, 2009). The authors of these guidelines exhaustively 

reviewed the research for a wide range of PTSD treatments, with four treatments 

ultimately recognized as having the most Level A empirical support (i.e., highest level 

evidence was based on randomized, well-controlled clinical trials for individuals with 

PTSD). The four treatments that received this highest rating included cognitive therapy, 

behavioral therapy, eye movement desensitization and reprocessing (EMDR), and 

exposure therapy. The ISTSS guidelines thus specified that these four approaches should 

be considered first-line treatment choices with PTSD clients. 

Despite the large number of EBP resources available and psychologists' increased 

recognition of the value of ES Ts, research has indicated that psychologists infrequently 

utilize certain EBP resources when making treatment decisions. For example, a study by 

Addis and Krasnow (2000) surveyed 891 psychologists regarding their use of treatment 

manuals with PTSD clients. Addis and Krasnow reported that 23% of psychologists had 

not even heard about treatment manuals and 69% had rarely or never used a treatment 

manual. However, many psychologists also noted that they believed that the use of 
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treatment manuals could improve client outcome. A study by Mullen and Bacon (2006) 

also examined psychologists' awareness and use of EBP resources with PTSD clients. 

These authors reported that 81 % of psychologists had heard about practice guidelines, but 

that only 6% had ever utilized practice guidelines when planning treatment. Furthermore, 

none of the psychologists were able to list an organization that had published PTSD 

practice guidelines. 

Psychologists have been largely slow to utilize EBP resources, so the 

implementation of ES Ts with PTSD clients has been extremely problematic (Sprang, 

Craig, & Clark, 2008). This implementation problem is especially concerning in light of 

the fact that PTSD research over the past IO years has ""led to the identification of well

recognized assessment and treatment principles" (Couineau & Forbes, 2011, p. 1). Across 

outcome studies, the use of cognitive therapy, behavioral therapy, EMDR, and exposure 

therapy has received the most widespread and consistent empirical support. However, 

several studies have shown that psychologists often do not utilize the most widely 

supported treatments with their PTSD clients. 

One study completed by Becker, Zayfert, and Anderson (2004) examined 

psychologists' attitudes toward and use of exposure therapy (a Level A treatment) with 

PTSD clients. Becker and colleagues reported that about 50% of psychologists were 

familiar with exposure therapy, but that only 17% had ever used this approach with 

PTSD clients. Another study completed more recently examined psychologists' use of 

exposure therapy with PTSD clients (Minnen, Hendriks, & Olff, 20 I 0). Results of this 
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study indicated that psychologists reported high confidence in the exposure therapy, but 

infrequent use of this approach with PTSD clients. Overall, these studies highlighted the 

underutilization of exposure therapy in light of the extensive empirical support for this 

approach. 

Another study completed by Rosen and colleagues (2004) compared the PTSD 

practice patterns of psychologists working in several VA medical centers with the ISTSS 

practice guidelines. Rosen et al. reported that very few psychologists utilized treatment 

manuals with their PTSD clients, and again noted that exposure therapy was 

underutilized. Finally, Sprang, Craig, and Clark (2008) surveyed the practice patterns of 

psychologists to determine how frequently they utilized treatments recommended by the 

ISTSS. Sprang et al. reported that the most frequent treatment approach of choice was 

cognitive-behavioral therapy, and that the majority of psychologists reported using at 

least some cognitive and behavioral interventions. However, only a very small percentage 

of psychologists utilized either EMDR or exposure therapy, despite widespread empirical 

support (Level A ratings) for both of these approaches. Rosen and colleagues went on to 

recommend that additional research on current practice patterns was needed. 

These studies point to psychologists' underutilization of EBP resources and 

infrequent use of some of the most empirically supported treatments. No studies to date 

have examined UCC psychologists' use of treatment manuals, practice guidelines, or 

other EBP resources. Furthermore, no studies to date have examined UCC psychologists' 

utilization of ES Ts with their PTSD clients. It is crucial that this gap in the literature be 
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studied, as UCC clients deserve effective treatment. The purpose of this study is to 

determine which EBP resources UCC psychologists are utilizing, and to gather 

information about the practice patterns of UCC psychologists in order to determine the 

degree to which they are utilizing ES Ts with their PTSD clients. A review of relevant 

literature related to various PTSD treatments, the EBP movement, and the unique 

challenges and opportunities of university counseling centers will be considered in the 

following chapter. 
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CHAPTER II 

LITERATURE REVIEW 

Overview of Adult Posttraumatic Stress Disorder 

Historical Background 

The literary origins of posttraumatic stress disorder (PTSD) go back many 

centuries. For instance, over 4000 years ago the Sumerians reported intense 

psychological pain following the destruction of Ur (Kramer, 1969). The Book of 

Lamentations also described symptoms of posttraumatic stress when noting ~eremiah' s 

reaction to the destruction of Jerusalem in the Fifth Century BC (Holy Bible, New 

Revised Standard Version). Homer's Iliad, one of the oldest texts in Western literature, is 

in many ways a recounting of psychological trauma and is considered to be an eminent 

text on traumatic stress. In fact, some trauma specialists have noted that the Iliad predated 

many modem research findings in its accurate and complex portrayal of the 

psychological impacts of war (Weisaeth, 2002). 

William Shakespeare described reactions to stress and trauma in several of his 

plays, including Henry IV. In addition, Samuel Pepys vividly wrote down his reactions to 

the Great Fire of London in his 1666 diary. Pepys wrote "it is strange to think how to this 

very day I cannot sleep a night without great terrors of the fire" six months after the fire 

(quoted in Daly, 1983, p. 66). This description from his diary aptly described the 

reexperiencing and hyperarousal components of the modern conception of PTSD. In sum, 
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the works of Shakespeare, Pepys, and Homer serve to highlight the centrality of 

psychological trauma in the story lines of W estem history books and literature. This 

extensive historical documentation of reactions to trauma has been excellently 

summarized by van der Kolk and McFarlane's assertion that "history is written in blood" 

(1996, p. 3 ). 

Beginning in the 1800s, physicians treating soldiers and other traumatized 

individuals began to assign names to the cluster of symptoms they were witnessing in 

their patients. Soldier's irritable heart, Da Costa's syndrome, battle fatigue, shell shock, 

combat neurosis, railway spine, and fright neuroses were all terms used to describe the 

symptoms experienced by soldiers and civilians following extreme stress (Trimble, 

1981 ). In addition, John Erichsen' s 1866 work on railway spine in many ways marked the 

beginning of the medical community's interest in posttraumatic reactions (Young, 1999). 

While studying the victims of railway accidents, Erichsen came to believe that the 

psychological symptoms following a traumatic event were the direct result of a physical 

injury. He did not believe that the symptoms of shock, heightened anxiety, and emotional 

pain had their roots in psychological phenomena (Erichsen, 1866). On the other hand, 

other medical doctors at the time disagreed with Erichsen; they argued that railroad spine 

did in fact have psychological origins (Page, 1885). Although the medical community 

was starting to recognize the need to better understand the victims of traumatic events, 

great disagreement persisted regarding how symptoms developed and how to alleviate the 

physical and emotional pain. 
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In regard to the history of PTSD within the field of psychiatry, psychiatrists in the 

late 1800s were among the first to provide psychological explanations for posttraumatic 

reactions (Monson, Friedman, & La Bash, 2007). Still lacking a common language to 

describe their patients' experiences, psychiatrists used the terminology of post-trauma 

syndrome, war neurosis, and traumatophobia to describe patients who had survived 

traumatic events. In particular, Sigmund Freud and Josef Breuer were among the first 

psychiatrists to speak directly about psychological trauma and its effects. In 1895, Freud 

stated in The Aetiology of Hysteria that symptoms of hysteria were caused by childhood 

sexual trauma (Herman, 1992). However, after (in his own words) receiving ''an icy 

reception from the asses" ( cited in Masson, 1984 ), Freud replaced his original theory with 

the assertion that hysteria was caused by childhood sexual wishes. Lastly, Pierre Janet 

was a contemporary of Freud who developed a theory of trauma highlighting his belief 

that traumatic experiences were often not able to be integrated into existing cognitive 

maps (Janet, 1925). Taken together, these psychoanalysts had a pivotal role in developing 

the field's first psychological frameworks aimed at understanding traumatized patients. 

Although psychoanalytic theory initially dominated the field of psychiatry, 

behaviorism began to take hold in the early 1900s. As it did, new insights were added to 

the field's understanding of psychological trauma. For example, Ivan Pavlov's work in 

classical conditioning led to greater understanding of hyperarousal symptoms following 

trauma. Secondly, B.F. Skinner's research in operant conditioning provided insight into 

the role of avoidant behavior as a negative reinforcer. The theories of behaviorism were 
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then followed by the cognitive revolution, with its emphasis on the inner workings of the 

mind. As noted by Monson, Friedman, and La Bash (2007), cognitive theories of PTSD 

... do not presuppose that PTSD is only a disorder of anxiety, but rather a disorder 

that results in myriad emotions associated with disturbances in the ability to make 

meaning of one's experience and disrupted beliefs about oneself, others, and the 

world. (p. 46) 

Most recently, a third wave of behaviorism expanded beyond traditional 

cognitive and behavior approaches to include Zen Buddhist teachings and an emphasis on 

mindfulness (Hayes, Follette, & Linehan, 2004). Proponents of this movement stressed 

the importance of individuals working towards acceptance of themselves and others. 

Types of approaches that exemplify this movement include dialectical behavioral therapy 

(DBT) and acceptance and commitment therapy (ACT). Taken together, these approaches 

added to the trauma field by offering new tools for addressing avoidance symptoms and 

also highlighting the need for trauma survivors to find new ways to process their 

emotions. 

Despite the many contributions toward the understanding of posttraumatic stress 

since the late 1800s, the core symptoms of PTSD were only recently formally recognized 

by the Diagnostic and Statistical Manual of Mental Disorders (DSM). As noted by 

Herman, "the knowledge of horrible events periodically intrudes into public awareness 

but is rarely retained for long. Denial, repression, and dissociation operate on a social as 

well as individual level" (1992, p. 2). The DSM-I, which was published by the American 
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Psychiatric Association in 1952, introduced the term gross stress reaction to describe the 

condition of veterans returning home from World War II and the Korean War (DSM-I, p. 

40). At the time, posttraumatic reactions were thought to be the "aftereffects of 

previously healthy persons who began having symptoms related to intolerable stress" 

(Bloom, 1999, p. 34). The DSM-II later replaced the term gross stress reaction with 

transient situational disturbance, but it was not until the DSM-III was published in 1980 

that the term posttraumatic stress disorder was introduced. Spurred by the dedicated 

work of professionals working with veterans of the Vietnam War, the fields of psychiatry 

and psychology finally had a common language for describing posttraumatic reactions 

(Figley, 1978). 

Definitions and Diagnostic Criteria 

Traumatic and overwhelming life experiences have been widespread over the 

course of history, and have impacted individuals in many different ways. A psychological 

trauma is defined as an emotional state of stress or discomfort brought on by memories 

of a horrific event. In general, psychological trauma is experienced by individuals who 

feel overwhelmed with feelings of fear, helplessness, and horror during a traumatic event 

(Resnick, 2001 ). Mcfarlane and de Girolamo ( 1996) have categorized traumatic events 

into three types, noting that the type of traumatic event has a large impact on the 

individual's response to the trauma. They specify that, 

First, there are time-limited events such as an aircraft accident or a rape, which 

are characterized by the unpreparedness of the victim and the high intensity. By 
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contrast, sequential stressors can have a cumulative effect; these stressors are 

particularly relevant for emergency service workers such as police. Finally, there 

are stressors characterized by long-lasting exposure to danger, which can evoke 

uncertainty and helplessness; such stressors include combat involving multiple 

exposures and repeated interfamilial abuse affecting attachment bonds and 

disrupting a basic inner sense of security. (p. 133) 

Although a large number of individuals experience one of more traumatic events 

during their lifetime, many of them never develop symptoms of PTSD. The DSM-IV-TR 

(2000) defines PTSD as an anxiety disorder that can develop after individuals have 

experienced a traumatic event in which they experienced, witnessed, or were confronted 

with an event that involved actual or threatened death or serious injury (including threats 

to the physical integrity of self or others). In addition, the response of these individuals 

must have included intense feelings of fear, helplessness, or horror. The DSM-IV-TR 

separates the main characteristics of PTSD into three symptom clusters of reexperiencing 

a traumatic event, avoidance and numbing, and increased arousal. To meet diagnostic 

criteria, individuals must have experienced a specific number of symptoms under each of 

the three clusters for more than a month, and must have experienced significant distress 

or impairment in one or more major areas of functioning. Furthermore, individuals 

experiencing symptoms for one to three months can be specified as acute, whereas clients 

experiencing symptoms for more than three months can be specified as chronic. 
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Psychologists can also specify with delayed onset if symptoms began at least three 

months after the stressor. 

As previously stated, the first symptom cluster consists of reexperiencing 

symptoms; examples of reexperiencing symptoms include flashbacks, traumatic 

nightmares, and psychological or physiological reactions to trauma-related triggers. 

These symptoms highlight the intrusiveness of the behaviors, thoughts, and feelings 

associated with the trauma. Secondly, a restricted range of affect, diminished interest in 

activities previously enjoyed, avoiding trauma-related thoughts and feelings, and 

avoiding places or activities associated with the trauma are all symptoms of avoidance 

and numbing. These behaviors are considered to be strategies to minimize the distress of 

reexperiencing symptoms. Lastly, examples of increased arousal include an exaggerated 

startle reaction, insomnia, and difficulty concentrating. This last cluster of PTSD 

symptoms is similar to symptoms of other anxiety disorders, and is one reason why 

PTSD has been classified as an anxiety disorder (DSM-IV-TR, 2000). 

Although the inclusion of a formal PTSD diagnosis was hugely beneficial to the 

trauma field, some psychologists believed that the diagnostic criteria of PTSD ignored 

the potentially traumatic effects of more chronic experiences of trauma and abuse. In 

order to fill this gap, several trauma specialists came up with conceptualizations and 

diagnostic labels to describe the impact of long-term trauma. Examples of these 

diagnostic labels included: complex PTSD (Herman, 1992), self-trauma disturbance 

(Briere, 2002), and disorders of extreme stress (DESNOS) (Pelcovitz, et al., 1996). 
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Individuals who might meet criteria for this more complex type of PTSD included men 

with a history of childhood abuse and women exposed to long-term domestic violence as 

adults. Furthermore, Herman (1992) and other trauma specialists observed that these 

survivors often presented with great challenges and distress in the areas of identity, 

boundaries, interpersonal relationships, and affect regulation (van der Kolk, Roth, 

Pelcovitz, Sunday, & Spinazzola, 2005). 

Judith Herman is an eminent trauma specialist who has had an enormous impact 

on the field's movement toward recognizing and treating the survivors of chronic trauma. 

She described the criteria for complex PTSD in her landmark book, Trauma and 

Recovery, published in 1992. The first criteria for her complex PTSD diagnosis states that 

individuals must have been subjected to totalitarian control over a prolonged period of 

time. Secondly, the survivors must have experienced changes in the following areas as a 

result of the traumatic event: affection regulation (e.g., self-injury), consciousness (e.g., 

dissociative episodes), self-perception ( e.g., self-blame), perception of perpetrator ( e.g., 

preoccupation with their relationship with the perpetrator), interpersonal relationships 

( e.g., persistent distrust), and systems of meaning ( e.g., loss of sustaining faith). Complex 

PTSD thus involves changes in virtually all areas in the lives of survivors. In addition, it 

is noteworthy that the criteria for complex PTSD are mutually exclusive of the symptoms 

of reexperiencing, avoidance, and hyperarousal necessary for a diagnosis of PTSD 

diagnosis as specified in the DSM-IV-TR. 
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Epidemiology and Course of Trauma and PTSD 

Research examining the prevalence of trauma has shown unequivocally that 

trauma is a common occurrence in the United States ( e.g., Norris, 1992; Resnick, 

Kilpatrick, Dansky, Saunders, & Best, 1993). The National Comorbidity Survey (NCS) 

continues to be the gold standard in providing estimates of trauma exposure for adults in 

the United States (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995). For this study, 

roughly 2,800 men and 3,000 women ( ages 15-54 years old) were interviewed in their 

homes and asked about 12 specific types of trauma. Findings from the NCS indicated that 

51 % of women and 61 % of men had been exposed to at least one event that met the 

definition of trauma (Bro met, Sonnega, & Kessler, 1998). Also, over half of those 

exposed to a traumatic event had been traumatized more than once. Similar findings were 

also reported from a study conducted in Australia with 10,000 adults (Creamer, Burgess, 

& Mcfarlane, 2001 ). Among this Australian sample, 50% of women and 65% of men 

had experienced a traumatic event. Lastly, the Detroit Area Survey interviewed 2,200 

adults over the phone and reported an astonishing 90% prevalence rate of lifetime 

exposure to a traumatic event (Breslau et al., 1998). Taken together, these studies 

indicated that the majority of Americans will experience one or more traumatic events 

over the course of their lifetime. 

As noted by Lombardo and Gray, "If depression is the common cold of behavior 

disorders, PTSD may be the influenza" (2005, p. 3). Estimates of the lifetime prevalence 

of PTSD have been quite consistent since the publication of the DSM-III-R. For example, 
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a Detroit Health Maintenance Organization survey reported a 9% lifetime prevalence rate 

(Breslau, Davis, Andrewski, & Peterson, 1991 ), the NCS reported an 8% lifetime 

prevalence rate (Kessler et al., 1995), and the National Comorbidy Study Replication 

reported a 7% lifetime prevalence rate (Kessler, Berglund, Demler, Jin, & Walters, 2005). 

Thus, across studies, research has indicated a lifetime PTSD prevalence rate of 8-12% in 

the general population, along with the finding that roughly 25% of individuals who 

experience a trauma will develop PTSD (Norris & Slone, 2007). The good news hidden 

among these statistics is that a large number of individuals who experience a single 

traumatic event will never meet full diagnostic criteria for PTSD. 

Although the course of PTSD certainly varies greatly from person to person, 

several trends exist. First of all, initial symptoms often include dissociation, anxiety, and 

shock. Then, often within days of the traumatic event, individuals start to experience 

symptoms of either PTSD or depression. The NCS examined the course of PTSD in the 

general population via its 10-year longitudinal study (Kessler et al., 1995). The authors of 

the NCS reported that most of the symptom improvement occurred during the first year, 

with roughly 33% of the sample no longer meeting criteria for PTSD at that time. 

However, the often chronic nature of PTSD was demonstrated in the study' s finding that 

over 30% of their PTSD sample continued to have PTSD symptoms 10 years after the 

traumatic event. The Epidemiologic Catchman Area Study also examined the course of 

PTSD and had similar findings (Helzer, Robins, & McEvoy, 1987). This study found that 

33% of respondents with a history of PTSD still had symptoms three years after the 
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traumatic event. Across studies, the finding that PTSD is frequently a chronic condition 

thoroughly contradicts the DSM-IV-TR's assertion that 50% of clients no longer meet 

criteria for PTSD after three months. 

Many psychological models have also been developed to explain the course of 

PTSD following exposure to a traumatic event. For example, the residual stress model 

was originally developed to explain the development of PTSD-like symptoms in World 

War II pilots (Grinker & Spiegel, 1945). This model specified that the severity of pilots' 

PTSD-like symptoms was largely proportional to the severity of the stress they had 

experienced in combat, largely ignoring the role of individual risk factors. Later, a model 

of PTSD called the stress evaporation model was developed (Borus, 1973). This model 

stated that individual factors play a central role in the development of chronic PTSD, and 

predicted that PTSD symptoms ultimately decline over time. Later, Horowitz (1993) 

proposed a model of PTSD that included the following five stages: outcry, denial , 

oscillation between denial and obtrusive memories, working through, and completion of 

the response. Horowitz stressed that the symptoms of PTSD ebb and flow over time, and 

he believed that a large number of survivors never complete all five stages. Despite the 

sometimes contradictory models of PTSD, research has consistently found that greater 

exposure to trauma is associated with increased intensity of PTSD symptoms ( e.g. , 

Mollica et al., 1998). This finding suggested a fairly linear casual model of PTSD, in 

which "antecedent exposure to trauma leads predictably to PTSD, and the greater the 
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exposure, the more probable it is that persons will suffer severe symptoms" (Silove, 

2007, p. 243). 

The emotional, physical, social, and financial costs of PTSD are enormous. To 

begin, many individuals with PTSD have also experienced one or more comorbid 

psychiatric conditions, such as depressive disorders, phobias, substance abuse, 

somatization disorders, or another anxiety disorder (Kessler, 2000; Solomon & Davidson, 

1997). Furthermore, Breslau et al.' s landmark study reported that 83% of individuals with 

PTSD were diagnosed with at least one other psychiatric disorder (Bresleau et al., 1991 ). 

Breslau and colleagues also indicated that individuals with PTSD were six times more 

likely than those without PTSD to have a second psychiatric condition. Also, although 

alcohol abuse is a common problem across various types of trauma, veterans with PTSD 

are found to be especially susceptible. Almost 30 years ago, a study of 40 Vietnam 

veterans found that 63% reported heavy and abusive alcohol use (Keane, Caddell, Martin, 

Zimering, & Fairbank, 1983). 

Profound changes also occur within individuals with PTSD. As such, individuals 

with PTSD often struggle to assign meaning to traumatic events, question their previous 

beliefs about spirituality, and can ultimately come to question whether life itself is 

meaningful at all (Boehnlein, 2007). The enormous cost of PTSD is also evident in the 

NCS's finding that individuals with PTSD had a higher suicide attempt rate than 

individuals with any other anxiety disorder (Kessler et al., 1995). In fact, one study with 

Vietnam veterans found that 19% of their sample had attempted suicide (Hendin & Haas, 
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1991 ). Clients questioning their belief system and lacking a coherent meaning system 

were clearly more susceptible to committing acts of violence against themselves. 

PTSD takes a physical toll as well. Studies conducted with rape victims, disaster 

victims, combat veterans, and refuges have found that they frequently suffer a wide-range 

of serious health complaints (Elhai, North, & Frueh, 2005; Green & Kimerling, 2004). 

And, although some health problems can stem directly from the traumatic event ( e.g., 

fracturing one's back in a car accident), the majority of health problems reported by those 

with PTSD have no known etiological basis (Boscarino, 2006; Zatzick, Jurkovich, 

Gentillelo, Wisner, & Rivara, 2002). For instance, a 1998 study by Felitti and colleagues 

found that individuals who had survived childhood abuse were more likely to develop 

adult cancer, heart disease, and chronic lung problems. Sareen, Cox, Clara, and 

Asmundson (2005) also reported that PTSD was associated with increased odds of 

vascular, neurological, gastrointestinal, and metabolic conditions in a large national 

sample. Lastly, a recent study of 20,000 former prisoners of war (POWs) from World 

War II found that they had increased risk for hypertension, chronic heart disease, and 

circulatory problems when compared with POWs who had not been diagnosed with 

PTSD (Kang, Bullman, & Taylor, 2006). 

Research has also demonstrated that individuals with PTSD are more likely to 

have limited social support, marital problems, and occupational concerns. In regard to 

financial and occupational issues, the amount of work impairment with PTSD is similar 

to the amount of work lost to major depression (Breslau et al., 1998). Based on the 1998 
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Breslau et al. study, it is also predicted that the U.S. loses roughly three billion dollars 

each year to productivity loss related to PTSD symptoms. There is also evidence that 

individuals with PTSD often do not reach their full potential (e.g., educational attainment, 

career development) because of PTSD symptomatology (Ballenger et al., 2000). Finally, 

PTSD has sometimes led to long-term functional disability. A study completed by Green, 

Mcfarlane, Hunter, and Griggs (1993) found that individuals with PTSD experienced 

work-related dysfunction similar to that of individuals with severe physical disabilities. 

Types of Trauma 

Although early definitions of trauma centered on the assumption that traumatic 

events were rare occurrences, it soon became clear that this definition was problematic. 

More recently, researchers have recognized that determining whether an event might be 

traumatic should instead center on the tendency of the event to produce psychological 

problems (Joseph, Williams, & Yule, 1997). A partial list of events that have been found 

to lead to the development of PTSD include the following: terrorist attacks, child abuse, 

motor vehicle accidents, emergency worker exposure to trauma, rape, sexual assault, war, 

criminal victimization, the sudden death of a loved one, intimate partner violence, 

stalking, torture, political violence, and being diagnosed with a life-threatening illness. In 

addition, traumatic events have often been categorized according to whether the trauma 

involved a natural disaster ( e.g., earthquakes, floods), an accidental human act ( e.g., 

motor vehicle accidents), short-term interpersonal violence ( e.g., rape), long-term 

interpersonal violence ( e.g., child abuse), or combat. These distinctions have been helpful 
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because abuse or assault that is interpersonal in nature is more likely to lead to PTSD 

than natural disasters or other unintended events (Herman, 1992). 

Natural disasters that can lead to the development of PTSD include volcanic 

eruptions, dam collapses, tomados, fires, hurricanes, floods, nuclear accidents, and 

earthquakes. These types of traumatic events are actually quite common in the U.S., as 

roughly 13 to 30% of individuals have experienced at least one natural disaster (Briere & 

Elliott, 2000). The most traumatic aspects of these events were often physical injury, 

property loss, and fear of death. One study by Shore, Tatum, and Vollmer ( 1986) 

examined the experiences of the 500 survivors of the Mount Saint Helen's volcano 

eruption that had killed 62 people. When compared to a control group, the survivors of 

this deadly volcano had higher lifetime rates of PTSD, depression, and anxiety. Looking 

across studies, psychological symptoms associated with natural disasters include PTSD, 

anxiety, dissociation, symptoms of major depressive disorder, and somatic complaints 

(e.g., Khoury et al., 1997; McMillan, Smith, & Fisher, 1997). 

The second broad category of traumatic events that can lead to PTSD includes 

unintended human acts, such as motor vehicle accidents (MVAs). Approximately 20% of 

Americans have been involved in a serious MV A, adding up to more than three million 

injured each year (U.S. Department of Transportation, 2000). MVAs are one of the most 

common traumatic events in this country, with research showing that roughly 23% of 

survivors of personal injury MV As will develop PTSD within a few months after the 

accident ( e.g., Ehlers, Mayou, & Bryant, 1998). In addition, a large percentage of the 

23 



survivors of MV As go on to develop depression, panic disorder, or substance abuse 

(Blanchard & Hickling, 2004). The burden of this type of traumatic event goes well 

beyond that of physical injury or damage to vehicles. 

The third category involves short-term, interpersonal acts, such as rape, sexual 

assault, muggings, shootings, and stabbings. To begin with, rape is defined as 

"nonconsensual oral, anal, or vaginal sexual penetration," whereas the term sexual 

assault describes "any forced sexual contact short of rape" (Briere & Scott, 2006). 

Spitzberg conducted an extensive review of 120 studies and noted an overall rape 

prevalence rate of 13% for women and 3% for men (1999). However, it should also be 

noted that sexual assault crime statistics certainly do not capture the true extent of sexual 

violence, as these numbers do not take into account the many victims who never file a 

police report (Kilpatrick, 2002). Both rape and sexual assault are particularly devastating 

and traumatic; both events put victims at substantial risk for developing PTSD (Kessler et 

al., 1995). Factors that can make this type of traumatic event especially overwhelming 

have included the intentional nature of the trauma and the frequent revictimization of 

survivors by the legal system. In addition, crimes that involved random violence ( e.g., a 

random shooting in a McDonald's restaurant that killed 21 people and injured 15 others) 

can also result in symptoms of PTSD. Lastly, a study conducted by Singer, Anglin, Song, 

and Lunghofer (1995) found that 3 to 33% of male teenagers had reported being shot at 

or shot and 6 to 16% said that they had been attacked or stabbed with a knife. The victims 

of this type of violence have been disproportionately male. 
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In contrast to the more short-term interpersonal violence just mentioned, some 

traumatic events occur over the span of several weeks, months, or years. Childhood 

physical abuse, childhood sexual abuse, and intimate partner violence are poignant 

examples of this type of interpersonal trauma. For example, each year over four million 

women are the victims of intimate partner violence, with half of them suffering serious 

injury and 3,000 suffering fatal injuries (Tjaden & Thoennes, 2000). Victims of these 

types of trauma have been disproportionately women, with some research indicating that 

33 to 50% of women in the general population will be physically abused by an intimate 

partner at some point in their lives (World Health Organization, 2005). Of course, 

physical abuse, sexual assault, and emotional abuse are often not mutually exclusive 

events in intimate pattner relationships. 

Childhood sexual and physical abuse are also pervasive in the U.S. Studies have 

indicated that 10 to 20% of men and 25 to 35% of women were sexually abused as 

children, and that 10-20% of men and women were physically abused as children ( e.g., 

Briere & Elliott, 2003; Finkelhor, Hotaling, Lewis, & Smith, 1990. Child abuse causes 

significant distress and dysfunction as children are 

... traumatized during the most critical period of their lives: when assumptions 

about self, others, and the world are being formed; when their relations to their 

own internal states are being established; and when coping and affiliative skills 

are first acquired. (Briere, 1992, p. 15) 
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As previously mentioned, Judith Herman's landmark book, Trauma and 

Recovery, offered a new diagnosis of complex PTSD to describe the array of symptoms 

associated with prolonged child abuse, intimate partner violence, and other long-standing 

traumas (Herman, 1992). Abuse that falls under the category of long-term interpersonal 

violence has thus been viewed through the lens of both the complex PTSD and traditional 

(simple) PTSD diagnoses. 

The final category of trauma focuses on the trauma experienced by those in war 

combat. War trauma can involve a wide range of violent and potentially traumatic 

experiences, including: physical injury, witnessing the injury or death of others, capture, 

threat of death or serious injury, killing and injuring combatants or civilians, torture, 

extreme physical deprivation, and confinement (Weathers, Litz, & Keane, 1995). 

Historically, it was the Vietnam War that set the stage for increased interest in the study 

of trauma. The effects of war have thus been particularly well researched when compared 

with other types of trauma (Joseph, Williams, & Yule, 1997), and research with veterans 

has played a pivotal role in the development of a number of PTSD treatments. The large 

numbers of veterans affected by traumatic events also warrants great attention; 20 years 

ago a review by Zwi noted that there had been 127 wars and more than 20 million war

related deaths since World War II (1991). 

Although somewhat dated, the National Vietnam Veterans Readjustment Study 

(NVVRS) was a rigorous study completed in response to a 1983 congressional mandate 

demanding an investigation into the psychological problems of Vietnam veterans. The 
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investigators of this study reported that 33% of male and 25% of female Vietnam 

veterans had PTSD (Kulka et al., 1990). Based on the findings of this study, the authors 

extrapolated that approximately 33% of male and 25% of female veterans will have 

PTSD at some point in their lives (Kulka et al., 1990). More recently, the prevalence of 

PTSD among veterans was highlighted in research showing that the number of veterans 

receiving VA disability payments for PTSD rose 80% between 1999 and 2004, while the 

number of veterans receiving payments for other disabilities rose by only 12% 

(Department of Veterans Affairs, 2005). Although the reasons for this increase are 

certainly multifaceted, this finding does point to the huge impact of PTSD on returning 

veterans. 

Although it is certainly helpful to speak of distinct categories of traumatic events, 

it should also be noted that traumas are certainly not always mutually exclusive events. 

Unfortunately, very little research has examined differences between individuals with 

single verses multiple traumas (Foa, Keane, Friedman, & Cohen, 2009). For example, it 

is still unclear whether the survivors of single traumas are more responsive to treatment 

than survivors of multiple traumatic events. And, although random, noninterpersonal 

traumatic events ( e.g., natural disasters, house fires) are often unrelated to previous life 

experiences, a number of studies have found that survivors of interpersonal traumas are 

statistically more likely to be victimized by interpersonal trauma in the future ( e.g., 

Classen et al., 2002). Although the relationship between multiple traumatic experiences is 

still not fully understood, research has indicated that the development of PTSD in the 
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survivors of sexual assault may play a role in repeat traumatization ( e.g., Kilpatrick, 

Saunders, V eronen, Best, & Von, 1987). Researchers in the area of childhood abuse have 

also found that survivors of childhood sexual abuse are more likely to be abused as adults 

(Classen et al, 2002). 

Culture and Gender 

Although the overall prevalence rate for PTSD is roughly 8-12% of the population 

at large, this number greatly oversimplifies great complexities and variability associated 

with gender and cultural background. The importance of the inclusion of gender issues in 

PTSD research was aptly noted in Kimerling, Ouimette, and W eitlauf' s (2007) assertion 

that "effective research and treatment of posttraumatic stress disorder (PTSD) requires 

attention to gender issues regarding trauma exposure, traumatic stress reactions, and 

treatment" (p. 207). According to the National Comorbidity Survey Replication study, the 

lifetime prevalence rate of PTSD was 9.7% for women and 3.6% for men (Kessler et al., 

2005). Further information about gender issues and PTSD were gathered in Tolin and 

Foa's meta-analysis of sex differences in PTSD (2006). This review of the past 25 years 

of PTSD research found that men were more frequently exposed to potentially traumatic 

events, whereas women were more likely to meet criteria for PTSD. 

Women are at increased risk of PTSD for a number of reasons. The primary 

reason for women's greater prevalence of PTSD seems to rest on the finding that women 

in the United States are more frequently the victims of intentional acts of violence ( e.g., 

rape, domestic violence, and childhood sexual abuse) ( e.g., Kessler et al., 1995, 2005). 
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Research has consistently shown that victims of intentional acts of violence are especially 

likely to develop PTSD. A second reason for the gender difference involves broad social 

factors, such as sexual inequality ( e.g., sexual harassment, job discrimination) that put 

women at greater risk than men in the workplace and other institutions. Women's 

increased risk for developing PTSD may also reflect the fact that the same event ( e.g., 

physical assault) may be objectively more harmful to women than to men. In addition, 

women are more likely to suffer nontraumatic stresssors; this can make it more difficult 

for women to recover from potentially traumatic events ( e.g., Byrne, Resnick, Kilpatrick, 

Best, & Saunders, 1999). As noted by Briere and Scott (2006), a number of variables put 

women and people of color at greater risk for developing PTSD. However, they stressed 

that "there is no reason to expect that women or people of color are inherently less hardy, 

or in some other way especially prone to trauma effects" (p. 15). In other words, it is 

important not to blame the victim when considering gender and cultural differences. 

Researchers Stamm and Friedman have argued that "all humans have the capacity 

to experience and express fear, helplessness, or horror when exposed to trauma" (2000, p. 

70). As such, symptoms of PTSD have certainly been observed cross-culturally. To name 

just a few examples, intense posttraumatic reactions have been documented in survivors 

of the war in Afghanistan, survivors of a volcano eruption in Colombia, and Sri Lankans 

exposed to civil war (Cash, 2006). The most recent World Disaster Report distributed by 

the International Federation of the Red Cross (IFRC) reported the following distribution 

of potentially traumatic events across the globe: Asia: 42% (of global totals), Americas: 
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22%, Africa: 15%, Europe: 15%, and Oceania: 6%. These numbers have indicated that, 

although potentially traumatic events occur world-wide, geographic variations also play a 

role. 

Although no one cultural group is immune to the effects of trauma, research 

consistently points to cultural variations in the development of PTSD. The examination 

of cross-cultural factors in the development of PTSD first began following reports of the 

adjustment of Jewish refugees from Nazi Germany after World War II (Boehnlein & 

Kinzie, 1997). Since that time, cultural variations in PTSD have consistently been found 

in each of the following areas: etiology, perceptions of threat and subjective experience 

of traumatic stress, expression of symptoms, comorbidity, course, outcome, and treatment 

(Cash, 2006). Seemingly no aspect of PTSD can be examined apart from cultural 

considerations. 

Just as being a woman is a risk factor for traumatic stress in American society, so 

does identifying as a non-Caucasian increase the likelihood of experiencing a potentially 

traumatic event (Briere, 2004). In particular, research has demonstrated that Hispanics 

and African Americans are at greater risk than Caucasians (e.g., Ruch & Chandler, 1983). 

Echoing research examining gender differences, a primary reason for this difference 

centers on issues of racial inequality with which minority racial groups have to contend 

on a regular basis. Along with experiences of discrimination and other forms of 

oppression, ethnic minorities were also more likely to live in stressful living situations, 

identify as lower socioeconomic status, become incarcerated, manage chronic health 
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issues, come from a single parent home, and be unemployed (Hacker, 1992). However, it 

should be stressed once again that the higher rate of PTSD among certain cultural groups 

in no way reflects a decreased ability to effectively manage stress. This point was noted 

by Allen's (1996) assertion that "the majority of African Americans do not suffer from 

PTSD nor do they consider themselves traumatized as individuals ... many have learned 

to cope and survive despite difficult life experiences" (p. 210). 

Although an in-depth analysis of cultural considerations is beyond the scope of 

this study, it should also be noted that culture often acts as a force protecting individuals 

from the harmful effects of stress and trauma. Culture serves as a protective agent by 

providing social support, giving individuals an identity based on shared values, and 

giving individuals a common vision of the future. Individuals' culture often helps them 

find meaning in traumatic events and can provide rituals to assist in the healing process. 

However, as noted by de Vries, "culture is a double-edged sword. Because of human 

beings' dependence on it, its loss becomes traumatic" (1996, p. 400). Individuals who are 

strongly connected to their culture can thus suffer an even greater loss if a traumatic 

event disrupts their cultural support system. 

Summary of Adult Posttraumatic Stress Disorder 

Traumatic events are a common occurrence in the United States and around the 

world (e.g., Resnick et al., 1993). Although the symptoms of PTSD were first described 

thousands of years ago, the field has witnessed expansive gains in the understanding of 

posttraumatic reactions over the past 60 years. Initially, the experiences of war veterans 
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were particularly well studied when compared to other types of traumatic events (Joseph 

et al., 1997). However, researchers have recently placed special emphases on the impact 

of long-term interpersonal violence, such as childhood sexual abuse and domestic 

violence. In addition, researchers have made important strides in understanding the 

prevalence of PTSD, the course of PTSD, and the impact of gender and culture on the 

development of PTSD. 

Psychotherapeutic Interventions 

Individual Therapy: The Treatment of Chronic PTSD with Adults 

way: 

One client with PTSD described his experience in psychotherapy in the following 

When I first started coming, I couldn't connect with anyone! I was numb all the 

time. I didn't care if my son cried. I couldn't feel his pain ... My wife was afraid 

to talk to me on most days because I kept yelling at her. I was pissed off all the 

time! But lately, I've realized that underneath all that anger and the numbness was 

a hell of a lot of fear. I don't want to die!.. When I'm not numb and angry, I can't 

stop thinking about running through that village with those two guys shooting at 

me, catching up after I stumbled and shooting me in the back!" ( cited in Cash, 

2006, p. 181) 

The field of psychology has made the search for effective treatments of PTSD a 

priority for the past 20 years. The most common psychosocial treatments for the 

survivors of traumatic events have included the following: cognitive approaches, 
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behavioral interventions, hypnotherapy, anxiety management, crisis intervention, 

psychodynamic techniques, group therapy (including self-help groups), and family 

therapy. These treatment approaches have been utilized with a wide range of trauma 

survivors, including the survivors of terrorism, domestic violence, combat, rape, child 

abuse, motor vehicle accidents, and natural disasters. 

As noted by van der Kolk, van der Hart, and Burbridge (2002), the treatment of 

PTSD often involves three principle components. First of all, psychologists work with 

clients to help them actively process and come to terms with the overwhelming event 

they had experienced. Secondly, psychologists help their clients learn to control and 

master physiological stress reactions to the particular triggers for their traumatic event. 

Finally, psychologists typically work with their clients to help them reestablish a 

supportive interpersonal network. In sum, these principles stress that a traumatized 

person must "'move from being dominated and haunted by the past to being present in the 

here-and-now, capable of responding to current exigencies with his or her fullest 

potential" (van der Kolk, van der Hart, & Burbridge, p. 33). By confronting traumatic 

memories from their past, survivors are able to once again live in the here-and-now in a 

way that allows for healthy relationships and a renewed sense of purpose. 

The scientific rigor of the research of various PTSD treatments has continued to 

improve as the field has placed greater emphasis on the treatment of PTSD over the past 

decade ( e.g., expansion of sampling, more diverse treatment models). As summarized by 

Najavits (2007), several key findings in the treatment of PTSD across studies included: 
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( 1) PTSD-specific treatments work better than treatment as usual, (2) a variety of 

treatments are effective, (3) PTSD treatments fall into two broad categories: past-focused 

and present-focused, ( 4) effective treatments often do not differ significantly from each 

other (in terms of degree of effectiveness), and (5) combining treatments is intuitively 

appealing, but combining two treatments is often no more effective than using each 

treatment alone. In addition, Najavits noted that although the empirical base for PTSD 

has improved dramatically over the past decade, notable treatment obstacles still remain 

for PTSD survivors. She also highlighted that psychologists still utilize several untested 

treatments, and she stressed that further research in the treatment of PTSD was absolutely 

essential. In sum, research has found multiple treatment approaches to be very effective 

with PTSD survivors, but more research is absolutely essential in order to determine the 

efficacy of less common approaches and to better understand when and if eclectic 

approaches may be warranted. 

Cognitive Therapy 

Cognitive therapy is an umbrella term that includes a number of interventions that 

are based on extensive theoretical literature. Cognitive therapy (CT) was originally 

developed by Beck and his colleagues to treat depression, and was later utilized to treat 

anxiety and a wide range of other disorders. Beck's theory was based on his belief that 

individuals' interpretation of an event, and not the event itself, ultimately determined 

their emotional state (Beck, 197 6). CT' s theoretical foundation has centered on the 

assumption that individuals are characterized by the way in which they think about the 
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world around them, other people, and themselves. As such, this approach stated that 

mental health issues arise from dysfunctional and distorted cognitions. 

According to CT, mental health is defined according to whether individuals are 

able to successfully modify their cognitive schemas over time by assimilating new 

information from new life experiences. However, CT theorists believed that individuals 

who experience a traumatic event often question their previously held cognitive schemas, 

yet are unable to successfully modify them (Shalev, Bonne, & Eth, 1996). In addition, CT 

stated that trauma survivors who become dominated by cognitions, such as, "I am 

extremely vulnerable" or "I will get harmed again" eventually develop anxiety or mood 

disorders (Ehlers, Clark, Hackmann, McManus, & Fennell, 2005). 

In general, cognitive therapy with PTSD clients centered on a guided 

reconsideration of negative beliefs about the self, others, and the environment that arose 

from the traumatic event. Therapists work with clients to challenge and reevaluate 

negative assumptions, and over time this process helps clients to develop a more positive 

and empowering sense of self and others. Negative assumptions or interpretations are 

referred to as automatic (or dysfunctional) thoughts; over the course of therapy those 

thoughts are confronted as either completely inaccurate or simply too extreme (Ehlers & 

Clark, 2000). Two main goals of this approach are to decrease the frequency of clients' 

distorted thinking and to help clients integrate their post-trauma identity with the person 

they were before the traumatic event. The process of challenging negative assumptions 
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also helps clients develop a more coherent and integrated understanding of the traumatic 

event and the impact of the event on their life (Foa, Molnar, & Cashman, 1995). 

Cognitive therapy can be either present-focused or past-focused. When 

emphasizing the present, clients use diaries and monitoring forms to elicit and confront 

distorted thinking (Resick, Monson, & Rizvi, 2008). Homework assignments are a central 

component to this present-focused approach. Psychologists also frequently utilize 

teaching interventions, and "clients are taught to identify and to dispute their unrealistic 

or exaggerated thoughts about themselves, the world, and their futures with more 

probabilistic reasoning and evidence-based argument" (Resick et al., 2008, p. 78). In this 

approach, client and psychologist work together while investigating, reality-testing, and 

problem-solving. Psychologists also help clients examine alternative (and more realistic 

and adaptive) interpretations and challenge distorted thinking by generating contradictory 

evidence (Beck & Weishaar, 1989). Other present-focused CT interventions include: 

redefining, decentering, guided imagery, hypothesis testing, reattribution, and re framing. 

In contrast to the present-focused approach, past-focused CT puts greater 

emphasis on the traumatic event and is much more constructivist in nature. This form of 

CT focuses on the particular meanings the client has assigned to the traumatic event, and 

how those meanings contradict or confirm previously held assumptions. Therapists thus 

work with their clients to modify irrational negative cognitions that have developed in 

response to a traumatic event (Ehlers et al., 2005). In other instances, therapists work 

with clients to confront negative beliefs about themselves that were reinforced by the 
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traumatic event. For example, a man's belief that he is extremely vulnerable might be 

reinforced after being the victim of a natural disaster. In addition, a woman might replace 

a belief in her personal value with a belief that she is worthless after being sexually 

assaulted. In either case, therapists would teach their clients to question their beliefs and 

might use Socratic questioning to confront distorted thinking ( e.g., "I don't understand ... 

how was it your fault that you were raped that night?"). Finally, toward the end of 

treatment CT therapists confront the generalization of faulty cognitions and help clients 

solidify a renewed sense of personal safety and self-worth (Cahill, Rothbaum, Resick, & 

Follette, 2009). 

Behavioral Therapy 

The behavioral therapy (BT) approach to treating PTSD is based on the belief that 

classical conditioning and operant conditioning play a primary role in the development of 

psychopathology. As described by Shalev et al. (1996), 

Subjects who originally react to a traumatic event (unconditioned stimulus, UCS) 

with fear and arousal (unconditioned response, UCR) will, according to this 

model, continue to show the same conditioned response (CR) to cues ( conditioned 

stimuli, CS) that have been paired with the stressful stimuli. (p. 170) 

Through the process of classical conditioning, individuals who have witnessed a 

traumatic event often become conditioned to a large number of stimuli that were present 

during the event (e.g., smells, sounds, images). Stimuli that were not anxiety-provoking 

pre-trauma ( e.g., the smell of a certain cologne for a rape victim) can thus come to 
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instigate intense anxiety following a traumatic event (Michael, Ehlers, & Halligan, 2005). 

Through the process of stimulus generalization, other reminders that were not even 

present during a traumatic event can also result in extreme anxiety. For example, a man 

who developed PTSD after combat might experience overwhelming anxiety after hearing 

gunfire or after listening to music from the country in which the combat occurred. 

Although PTSD symptoms initially develop through the process of classical 

conditioning, symptoms of PTSD are maintained over time through the process of the 

operant conditioning ( e.g., reinforcement) of avoidance behavior (Zoellner, Eftekhari, & 

Bedard-Gilligan, 2009). BT theorists also posit that the avoidance of cues related to the 

trauma is reinforced with a reduction in anxiety. And, although avoidance behavior 

results in some short-term reinforcement (by a decrease in anxiety), avoidance behavior 

also prevents the extinction of the original conditioned response. In sum, although feeling 

highly anxious when exposed to reminders of a traumatic event is an expected and 

completely normal reaction, individuals who develop chronic PTSD (as compared with 

trauma survivors who do not develop PTSD) more frequently engage in classical 

conditioning, operant conditioning, avoidance, and generalization mechanisms (Keane, 

Zimering, & Caddell, 1985). 

BT interventions for PTSD are broadly divided into exposure procedures and 

anxiety management strategies. The belief that the treatment for trauma should involve 

some form of exposure has an extensive history in both psychiatry and psychology 

(Fenichel, 1945). Exposure interventions typical involve prolonged exposure to an 
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anxiety-provoking stimuli without clients being able to engage in relaxation or other 

anxiety-reducing strategies. The four types of exposure therapy (EX) include imaginal 

exposure, in vivo exposure, flooding, and systematic desensitization (Hembree & Foa, 

2000). Imaginal exposure involves the confrontation of memories of a traumatic event, 

whereas in vivo exposure requires that clients directly confront their feared stimuli. On 

the other hand, systematic desensitization entails having clients make a hierarchy of 

anxiety-provoking stimuli; clients begin by confronting the least stressful trauma 

reminder and then move sequentially through increasingly anxiety-provoking reminders. 

In contrast, the technique of flooding requires that clients confront their most feared 

stimuli without having experienced success in managing less distressful stimuli. As noted 

by Mowrer (1960) and reiterated by Cahill et al. (2009), 

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, anxiety diminishes, leading to a 

decrease in the escape and avoidance behaviors maintained via negative 

reinforcement. (p. 143) 

It is also important to note that many psychologists do not have accurate 

information regarding the use of this type of therapy. In particular, research has indicated 

that the following four myths affect psychologists' decisions about whether to utilize EX 

with PTSD clients (Feeny, Hembree, & Zoellner, 2003). First of all, psychologists often 

wrongly assume that EX is not flexible enough to allow them to make necessary 
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adjustments to meet the needs of their diverse clientele. In reality, several EX 

psychologists have highlighted ways in which EX can be tailored to the needs of 

particular clients (e.g., Hembree, Marshall, Fitzgibbons, & Foa, 2001). Secondly, many 

psychologists mistakenly believe that EX treatment by itself is not adequate treatment for 

a PTSD client. In fact, across studies, EX research clearly indicates that EX treatment 

alone is just as effective as EX plus another treatment approach when treating PTSD 

clients (Feeny et al., 2003). In addition, many psychologists mistakenly believe that 

evidence supporting the use of EX does not generalize to clinical settings in the real 

world. A growing research body has shown that the treatment effects of EX do in fact 

generalize to the real world. Lastly, many psychologists have come to falsely believe that 

the dropout rates for EX are extremely high, and that EX frequently make symptoms 

worse. Recent research has indicated that EX is in fact tolerable and that the completion 

rate of treatment is comparable to other PTSD treatments (e.g., Foa, Zoellner, Feeny, 

Hembree, & Alvarez-Conrad, 2002). Taken together, these and other EX myths often 

result in psychologists underutilizing one of the most effective treatments for PTSD 

clients. 

Anxiety management strategies consist of the second broad category of BT 

interventions. Specific interventions commonly included in this category are: relaxation 

training, controlled breathing, social skills training, role playing, and positive imagery. 

One or more of these strategies can be used as the primary approach, or as part of a more 

comprehensive treatment approach. Although the techniques themselves are quite self-
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explanatory, it should be noted that these strategies are utilized by therapists who believe 

that the intense anxiety associated with PTSD is at least partly the result of inadequate 

coping skills (Foa, 2000). The emphasis of these interventions is to give clients tools to 

help them reduce the anxiety they experience when they encounter triggers of the 

traumatic event. Psychologists also frequently encourage their clients to utilize anxiety 

management strategies on a regular basis as a way to decrease their overall level of 

anxiety from a wide-range of stressors (Stapleton & Taylor, 2006). 

Psychodynamic Therapy 

The current psychodynamic approach to the treatment of PTSD is largely based 

on the contributions of Sigmund Freud, Joseph Breuer, and Anna Freud. Although the 

diagnosis of PTSD was not formally introduced until 1980, Joseph Breuer and Sigmund 

Freud had discussed the role of trauma in their seminal book, Studies in Hysteria ( 1895). 

One of the major premises of this book was the assertion that mental disorders were often 

the result of psychological trauma (as cited in Kudler, Krupnick, Blank, Herman, & 

Horowitz, 2009). Freud further specified that individuals who experience a traumatic 

event frequently repress memories of the trauma as a defense against painful thoughts 

and feelings. He also believed that repressed memories were never truly forgotten, as 

they continued to reside in the unconscious. 

Freud believed that clients often try to maintain psychic balance after 

experiencing a traumatic event by engaging in a variety of defense mechanisms. 

Although used as a way to manage overwhelming feelings, these strategies can ultimately 
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lead to a significant distortion of reality. He believed that psychotherapy was needed for 

individuals who were unable to achieve a new psychic balance by directly addressing and 

confronting painful memories of the traumatic event. He further believed that individuals 

develop intense psychological symptoms after they become stuck in the past and begin to 

utilize a large number of defenses ( as cited in Kudler et al. , 2009). 

Many psychodynamic theorists have built upon the work of Freud. For example, 

Horowitz developed a psychodynamic information-processing model following World 

War II to explain the development of PTSD symptoms (Horowitz, 1973). Like Freud, 

Horowitz theorized that intrapsychic conflict and extensive use of denial were central 

components in the development of PTSD (Foa & Meadows, 1998). However, he departed 

from the work of Freud in that he did not think that it was essential to bring about 

personality change in order to successfully treat a PTSD client. He theorized and 

empirically validated the central role of intrusive thinking and avoidance behavior in the 

treatment of traumatized clients. Furthermore, he developed various models of change 

while also recognizing that clients' beliefs about themselves and others often change after 

surviving a traumatic event. 

In general, psychodynamic theorists have agreed on several key factors in the 

development of PTSD. First of all, they believe that the self-healing capacity of 

individuals is severely impaired after witnessing a traumatic event. Secondly, they 

highlight the importance of past and present interpersonal relationships in the 

development and maintenance of PTSD symptoms (Shalev et al., 1996). They also 
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recognize that traumatized individuals struggle with questions of meaning, and that often 

anxiety becomes so overwhelming that survivors experience great difficulty processing 

affect in an adaptive way. They have theorized that individuals who develop PTSD are 

unable to cope effectively with a wide range of affect, making it difficult for them to 

work through emotional pain related to the trauma. Lastly, psychodynamic theorists 

highlight the importance of the following concepts in the development to PTSD: 

intrapsychic conflict, defense mechanisms, symptoms (as meaningful), both the 

conscious and unconscious, transference, the therapeutic relationship (as central), and 

countertransference ( e.g., Kudler, 2007). 

Formal psychoanalysis originally entailed psychologists meeting with clients 

several times a week for several years. Psychologists would work to establish a strong 

alliance, and would ask clients to openly discuss anything and everything that came into 

their mind ( e.g., memories, wishes, fears). Treatment largely consisted of psychologists 

stating observations, confronting clients as needed, and providing interpretations 

regarding clients' behavior (e.g., Freud, 1966). Psychologists worked to provide clients 

with insight into their psychological pain, and asked clients to discuss painful memories 

that might otherwise have been repressed. 

The formal psychoanalysis approach utilized by Sigmund Freud and others has 

now been largely replaced with psychodynamic psychotherapy, which typically involves 

meetings once a week for a period of 12 weeks or more. Psychodynamic psychologists 

initially focus on helping clients establish a sense of safety, while also working to build a 
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strong therapeutic alliance (Roth & Batson, 1997; Shalev et al., 1996). Psychodynamic 

psychologists strive to continually demonstrate a compassionate and nonjudgmental 

stance, as building a therapeutic alliance can be an especially difficult task for trauma 

survivors (e.g., Foreman & Marmar, 1985). Psychologists also utilize the therapeutic 

relationship in a way that helps trauma survivors address questions related to how a 

traumatic event has changed their sense of self. In addition, psychologists also frequently 

ask clients to discuss traumatic events in great detail, often asking clients to tell their 

painful stories multiple times (Chu, 1998). Finally, psychologists strive to convey that 

they are not overwhelmed by the details of the event during the story-telling portion of 

treatment. This stance alone is a powerful therapeutic tool, as psychologists try to show 

clients that traumatic events can be explored and discussed without injuring or 

overwhelming clients or psychologists (Briere, 1996). In many ways, these 

psychodynamic strategies mirror exposure-based treatment interventions. 

After confronting traumatic memories, psychologists ultimately explore and 

confront clients' underlying beliefs related to the traumatic event. It is at this point in 

treatment that psychologists try to bring about client insight by exploring clients' 

conscious and the unconscious motivations (Lindy, 1993). Psychologists also work to 

help clients modify distorted meanings and interpretations associated with the trauma 

(e.g., I am a weak person) in a way that decreases exaggerated feelings of guilt and 

shame. The final stage of treatment then centers on the termination process. At this point 

in treatment, psychologists help clients confront any sense of loss related to the traumatic 
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event and begin to process the upcoming termination of the therapeutic relationship 

(Kudler et al., 2009). Clients are encouraged to discuss their thoughts and feelings related 

to the upcoming termination as a way to increase their sense of mastery over the ending 

of treatment. Psychologists also help clients make connections between past losses and 

the ending of therapy. 

Eye Movement Desensitization and Reprocessing Therapy 

Eye Movement Desensitization and Reprocessing (EMDR) is a therapeutic 

approach developed by Francine Shapiro that utilizes directed eye movements to treat the 

survivors of traumatic events. Shapiro developed this approach specifically as a treatment 

for PTSD. As noted by Shapiro in her book, Eye Movement Desensitization and 

Reprocessing: Basic Principles, Protocols, and Procedures, EDMR was based on a 

chance observation in May of 1987 (Shapiro, 1995, p. 2): 

While walking through the park one day, I noticed that some disturbing thoughts I 

was having suddenly disappeared. I also noticed that when I brought these 

thoughts back to mind, they were not as upsetting or as valid as before. . . What 

caught my attention on that day was that my disturbing thoughts were 

disappearing and changing without any conscious effort. Fascinated, I started 

paying very close attention to what was going on. I noticed that when disturbing 

thoughts came into my mind, my eyes spontaneously started moving very rapidly 

back and forth in an upward diagonal. Again the thoughts disappeared, and when 

I brought them back to mind, their negative charge was greatly reduced. 
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Following her experience in the park that day, Shapiro began to experiment by 

deliberately conducting eye movements while concentrating on upsetting thoughts and 

memories. Shapiro found that she was able to decrease the intensity and frequency of 

disturbing thoughts by using this technique (Shapiro, 1995). She then began using this 

technique with coworkers and friends. Over the course of the next six months, Shapiro 

developed her standard procedure which she called Eye Movement Desensitization. The 

name of her treatment was later changed to Eye Movement Desensitization and 

Reprocessing after she noted that both the cognitive restructuring of memories and 

exposure elements were equally important to the success of her approach. 

In regard to the theoretical backbone of EMDR, this approach is unique in that the 

theory of EMDR developed after Shapiro discovered the effectiveness of eye movements 

in treating trauma (Sikes & Sikes, 2003). However, several theorists have attempted to 

explain the role of bilateral stimulation in the treatment of trauma, with the theory of 

adaptive information processing being the most widely accepted (Shapiro & Maxfield, 

2002). Adaptive information processing theory states that clients' natural ability to 

process and integrate information is severely hindered following exposure to a traumatic 

event. As noted by Parnell ( 1997), experiencing a traumatic event causes individuals to 

develop false beliefs about themselves and the world around them. EMDR theorists assert 

that those beliefs and cognitions are then the impetus for a variety of symptoms, 

including feelings of hopelessness, a sense of worthlessness, and high anxiety. EMDR 
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psychologists also believe that active learning is needed before the appropriate cognitive 

connections can be reestablished. 

EMDR psychologists assert that the use of eye movements facilitates active 

learning, allowing traumatized individuals to learn from traumatic events and disregard 

maladaptive thoughts and feelings. The adaptive information processing theory also 

asserts that "as the image becomes less salient, clients are better able to access and attend 

to more adaptive information, forging new connections within the memory networks" 

(Shapiro & Maxfield, 2002, p. 935). According to proponents of EMDR, it is clients' 

improved capacity to process a wide range of information that ultimately leads to an 

improvement in the intensity and frequency of PTSD symptoms. 

As specified by Shapiro, EMDR consists of eight phases of treatment (Shapiro, 

1995; Shapiro & Maxfield, 2002). First of all, psychologists gather extensive background 

information about the client during phase one of treatment. Phase two is the preparation 

stage; psychologists build rapport, set appropriate expectations, and provide necessary 

information about treatment. During the third phase, psychologists ask their clients to 

come up with a visual image of the trauma ( e.g., a visual memory of a specific incident of 

abuse) and a negative belief related to the trauma ( e.g., "the sexual abuse was my fault"). 

Clients are also asked to provide a positive belief about themselves ("I was just a child, I 

did my best to survive"), which they also rate. Psychologists proceed by asking clients 

several questions related to how they feel when they think of the trauma and how those 

memories affect them physically (Shapiro, 1995). 
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Phase four is the desensitization and reprocessing stage of treatment. During this 

phase, clients are asked to hold their distressing image in mind and focus on their 

negative belief while tracking the psychologist's fingers going back and forth across their 

field of vision. This sweeping motion occurs at the rate of one back-and-forth movement 

per second (Spates, Koch, Cusack, Pagoto, & Waller, 2009). Clients are then asked to let 

go of the memory and take a deep breath after 20 of those sweeping movements (roughly 

20 seconds). Clients then describe their current thoughts and feelings, and psychologists 

use that information to determine which distressing images need to be further addressed 

in the future. 

Phase five begins once clients report very little distress with the previously 

distressing image. Clients are then asked to hold a positive cognition in mind while 

tracking the psychologist's fingers as done previously. Stage six entails asking clients to 

mentally scan for any remaining distress, while stage seven involves highlighting coping 

strategies ( e.g., relaxation strategies, journaling) that clients can use to cope with 

distressing feelings that arise in the future (Shapiro, 1989, 1995). The final phase of 

treatment is the reevaluation phase, at which time psychologists determine if treatment 

goals have been met and schedule additional sessions as needed. 

Solution-focused Therapy 

Solution-focused brief therapy (SFBT) was developed by social workers Steve de 

Shazer and Insoo Kim Berg of the Brief Family Therapy Center roughly 20 years ago. As 

noted by Delong and Berg (2002), SFBT was designed to help clients focus on successes 
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in their lives and to help clients find more ways to engage in those successful behaviors. 

De Shazer and Kim Berg have conducted extensive research on SFBT, and have 

continued to stream-line their approach based on feedback from clients. In the spirit of 

Ockham's Razor, this modification process eventually resulted in the removal of several 

components of traditional psychotherapy that did not seem to positively impact the 

outcome of treatment (Macdonald, 2007). Consequently, SFBT is set apart from most 

other therapy approaches because it is often characterized by the interventions that are 

not utilized and the assumptions of treatment that were not espoused (McKergow & 

Korman, 2009). 

In light of the many unique components of SFBT, it is perhaps not surprising that 

de Shazer and Kim Berg did not include a traditional theory of psychopathology ( de 

Shazer, 1994). Instead, the focus of treatment has been on the here-and-now thoughts and 

behaviors of clients, rather than the historical development of their mental health issues. 

In fact, de Shazer used the word theory to describe what was going on currently in the 

therapy room, and not as an explanation for the development of psychopathology. As 

noted by Zamarripa, the unique beliefs of SFBT therapists include: 

A firm belief in client competencies and strengths, a belief that focusing on 

"problem-free times" (exceptions) can facilitate a process where clients find their 

own solutions to what is troubling them, and that a future focus is often more 

helpful and empowering for clients as opposed to a deep exploration of the past. 

(2009, p. 1) 
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SFBT psychologists do not believe that it is their job to change the cognitive and 

behavioral processes of their clients. Therefore, they do not try to change their clients' 

beliefs, emotions, or personality traits. They do, however, believe that life can improve 

for their clients. They trust that clients want to do something different in their lives, and 

that clients are fully capable of setting their own goals and evaluating their own progress 

toward those goals (McKergow & Korman, 2009). SFBT psychologists also believe that 

clients' friends and family members will take notice when things start to improve. Lastly, 

SFBT psychologists believe that treatment should be as simple as possible, and that 

treatment should help clients simplify their lives. 

In general, SFBT psychologists focus their attention on what clients say they 

want, and on what difference that change would make in the clients' routine daily 

activities. They ask questions to ascertain what will help their clients make progress 

toward their stated goals (Macdonald, 2007). In fact, the questions asked by SFBT 

psychologists provide a great deal of information about this approach. Examples of 

questions asked by SFBT psychologists include "how will your best friend know that 

therapy has been helpful for you?" and "suppose a miracle happened while you slept, but 

you didn't know that it had happened. After you woke up, how would you discover that 

the miracle had happened?" These questions point to SFBT psychologists' desire to help 

clients remain in the present moment by helping them stay focused on attainable 

solutions for their everyday lives. 
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After clarifying clients' goals, SFBT psychologists identify any current behaviors 

that are beneficial to clients. Psychologists also listen very carefully to the words of their 

clients, believing that the language used by clients provides essential clues into solutions 

for current problems (McKergow & Korman, 2009). Psychologists utilize very simple 

and concrete language when adding to the descriptions given by their clients. Taken 

together, these simple and concrete interventions help clients simplify how they talk 

about their life and learn how to focus on what is most important and helpful. By 

focusing on the here-and-now, SFBT psychologists help clients focus on their current 

struggles in a way that brings about real solutions. 

Group Therapy 

Historically speaking, group therapy was viewed as a treatment of choice for 

PTSD immediately following the recognition of PTSD as a psychiatric diagnosis 

(Horowitz & Solomon, 1975). Since that time, group therapy has continued to be a 

commonly utilized treatment approach with PTSD clients (Shea, McDevitt-Murphy, 

Ready, & Schnurr, 2009). Group therapy is a broad treatment modality, with 

interventions varying according to theoretical orientation, group structure, treatment 

goals, and frequency of sessions. However, several beliefs and assumptions are common 

amongst group therapy psychologists. As noted by Foy and colleagues (2001 ), group 

therapy psychologists (1) recognize that it is very important to directly acknowledge and 

validate the traumatic experience, (2) believe that normalizing PTSD symptoms is 

extremely important, (3) actively utilize the experiences of other group members with 
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similar traumatic events, and (4) take a nonjudgmental stance, and (5) acknowledge that 

clients engage in certain behaviors as a way to survive the traumatic event. Taken 

together, these central components work together to create a safe and respectful 

therapeutic environment in which clients are able to work toward reestablishing trust in 

themselves and with others (Yalom, 1995). 

Group therapy psychologists believe that the group format offers advantages over 

other treatment modalities when working with PTSD clients. For example, the group 

format offers a unique opportunity to address the isolation and alienation often 

experienced by trauma survivors. As stated by Allen and Bloom (1994), the interpersonal 

nature of group therapy is believed to be especially effective at restoring clients' sense of 

safety, their ability to trust, and their sense of self-worth. In addition, group therapy is 

also believed to be especially advantageous when treating PTSD clients who feel 

ostracized and blamed by society at large. For example, a woman who had been sexually 

assaulted and then revictimized by the court system would likely benefit from addressing 

her concerns in a group therapy setting. 

Group therapy approaches for PTSD generally fall into one of the following 

categories: ( 1) process, psychodynamic, or interpersonal group, (2) supportive group, or 

(3) cognitive-behavioral group. The first category covers a broad range of 

psychodynamic, interpersonal, and process groups that utilize interventions aimed at 

insight-based learning and change. Psychodynamic group psychologists believe that 

clients must gain insight into how current difficulties are related to their past. They strive 
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to bring clients' unconscious traumatic memories into current awareness in a way that 

brings about an integrated sense of self. On the other hand, process group psychologists 

help clients become more aware of their feelings as they occur and learn how to express 

their needs and concerns as they arise (Classen, Koopman, Nevill-Manning, & Spiegel, 

2001). Lastly, interpersonal groups help clients identify behaviors that interfere with their 

ability to receive social support; psychologists thus encourage clients to practice 

interpersonal skills on other group members (Y alom, 1995). 

The second broad category of group therapy for PTSD is supportive groups. The 

goal of this type of group is to improve the daily functioning of PTSD clients by: 

Providing a safe and supportive atmosphere in which participants can begin to let 

down their guard, increase trust and connection with others, feel accepted and 

validated, and develop an increased sense of mastery over their problems through 

the feedback and support of the group members. (Shea et al., 2009, p. 309-310) 

Although interpersonal support is certainly an important component of all types of group 

therapy, the heart and soul of interpersonal therapy is the giving and receiving of 

emotional support amongst group members. Psychologists work to reinforce healthy 

behaviors, facilitate relationship-building between group members, and normalize the 

experiences of group members. 

The final type of group therapy approach is cognitive-behavioral. Cognitive

behavioral psychologists work to reduce the severity of clients' current PTSD symptoms 

and to improve clients' ability to manage symptoms when they recur in the future (Foy et 
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al., 2001 ). Cognitive-behavioral psychologists also support clients in decreasing 

avoidance behavior and utilize interventions that bring about cognitive restructuring for 

distorted beliefs related to the traumatic event. Lastly, this approach is unique in its 

emphasis on relapse prevention training that aims to equip clients with skills to maintain 

control over PTSD symptoms over time (Foy, Ruzek, Glynn, Riney, & Gusman, 1997). 

Couples and Family Therapy 

As a result of having experienced a traumatic event, clients with PTSD often have 

a very difficult time developing and sustaining healthy relationships. The use of couples 

and family therapy with PTSD clients is thus based on the long-held recognition that 

support from family and friends is a central component to a client's recovery from PTSD. 

However, research from multiple studies has demonstrated that partners of individuals 

with chronic PTSD experience a greater sense of caregiver burden, increased rates of 

social withdrawal, and poor psychological adjustment ( e.g., Keane & Barlow, 2002). In 

addition, combat veterans with PTSD (as compared with veterans who do not have 

PTSD) reported a higher rate of marital instability (Kessler, 2000) and were more likely 

to become divorced ( e.g., Jordan et al., 1992). Comprehensive studies have further shown 

that individuals with PTSD exhibit reduced intimacy with partners, demonstrate higher 

levels of verbal and physical hostility, report lower relationship satisfaction, and often 

struggle to resolve conflict (Keane & Barrow, 2002; Wilson & Kurtz, 1997). 

Although research has often focused on the impact of PTSD on partners, chronic 

PTSD also affects children. Studies conducted by Byrne and Riggs (2002) and Zalihic, 
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Zalihic, and Pivic (2008) found that the families of individuals with PTSD were 

frequently affected via greater rates of parenting difficulty, behavioral problems in 

children, and poor family functioning overall. In treatment involving the families of 

PTSD clients, the goal of treatment is frequently to decrease the negative effects of the 

traumatic event on the entire family unit. Family therapy does not see the individual with 

PTSD as the identified patient; instead, the entire family unit is seen as part of the 

problem and part of the solution. 

One of the most detailed descriptions of family therapy with trauma survivors has 

been developed by Figley (1983, 1988). Overall, the goal of Figley's approach has been 

to "empower the family to overcome and learn from their ordeal and, in so doing, be 

more prepared to handle future adversities" (Figley, 1995, p. 351 ). The five phases of 

treatment outlined by Figley include the following: helping clients commit to therapy 

goals, framing the problem, reframing the problem, developing a healing story, and 

closure and preparedness (Figley, 1995). Another comprehensive approach to trauma 

work with an entire family has been developed by Erickson (1989). The overall goal of 

Erickson's approach was to strengthen family cohesion by improving families' ability to 

communicate effectively and support one another. Interventions utilized with this 

approach are intended to help family members better respond to the needs of other family 

members, engage in appropriate self-disclosure, and come up with a shared response to 

current challenges (Erickson, 1989). 

55 



In regard to couples counseling with PTSD clients, two of the most frequently 

utilized treatment approaches include critical interaction therapy and emotionally focused 

couples therapy. Critical interaction therapy was developed by Johnson and colleagues to 

address common relational patterns in the families of Vietnam War veterans (Johnson, 

Feldman, & Lubin, 1995). The focus of Johnson's approach was families' critical 

interaction, which was defined as a "repetitive conflict that is covertly associated with the 

traumatic memory" (p. 404). Critical interaction therapy psychologists teach couples 

about the interactional process, highlight any connections to the traumatic event, 

encourage both partners to stop blaming one another, and promote improved problem

solving and communication skills. 

On the other hand, emotionally focused couples therapy with PTSD clients 

emphasizes the "reprocessing the emotional responses that organize attachment behaviors 

(Johnson & Williams-Keeler, 1998, p. 29). The nine stages of EFT treatment include: 

assessment, identifying current interactional patterns, identifying underlying feelings, 

labeling negative interaction problems as the problem, taking ownership of relationship 

fears, increasing acceptance, finding ways to get needs met appropriately, developing 

new coping strategies, and integrating new interactional patterns into daily life (Johnson 

& Williams-Keller, 1998). These psychologists also place special emphasis on any 

feelings of anxiety, sadness, or loss related to the traumatic event. 
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Hypnosis 

Although various forms of hypnosis have been utilized for centuries, the field of 

psychology first began to develop and test this technique during the 19th century 

(Ellenberger, 1970). In fact, both Sigmund Freud and Josef Breuer studied the 

relationship between traumatic life events and the use of hypnosis. Much more recently, 

Division 30 of the American Psychological Association has defined hypnosis as: 

A procedure during which a health professional or researcher suggests that a 

client, patient, or subject experience changes in sensations, perceptions, thought, 

or behavior. The hypnotic context is generally established by an induction 

procedure. (Kirsch, 1994, p. 143) 

Many hypnosis psychologists have asserted that the use of hypnosis is appropriate 

and effective at each stage of treatment with PTSD clients. To begin, hypnotic 

suggestions can be used to help clients decrease feelings of anxiety early in treatment. 

For example, clients can be taught to engage in self-hypnosis as a way to self-soothe 

outside of therapy (e.g., Jiranek, 1993). Hypnosis can later be used in conjunction with 

exposure therapy to help clients to feel less overwhelmed as they confront traumatic 

memories (Scheff, 1980). Another helpful hypnotic technique for PTSD clients is age 

regression. During age regression, clients are hypnotically induced to an earlier time in 

their lives, typically an age when they experienced traumatic events. When used 

appropriately, age regression can help clients understand the origin of bodily symptoms 

and can improve memories of a traumatic event (Brown, Scheflin, & Hammond, 1998). 
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Hypnotic techniques can also be used later in treatment to help clients maintain 

treatment gains by strengthening coping strategies. For example, clients can learn to 

project unwanted thoughts and feelings away from themselves onto an imaginary screen 

as a way to help them feel more in control (Cardena, Maldonado, van der Hart, & 

Spiegel, 2009). PTSD clients who struggle with feelings of hopelessness can also benefit 

from age progression, a technique that involves getting clients into a hypnotic state and 

then asking them to create an image of the type of person they would like to be in the 

future. Clients are often able to more accurately imagine their future ( e.g., less impacted 

by distorted thinking) after imagining their future in this way. 

Creative Therapies 

Creative therapies for the treatment of PTSD include the use music, art, dance, 

poetry, and drama to alleviate PTSD symptoms (e.g., flashbacks, feeling detached from 

others, outbursts of anger). This treatment approach was formally introduced in the 1940s 

to treat severely mentally ill clients who were unable to engage in the highly verbal 

process of traditional psychotherapy (Johnson, Lahad, & Gray, 2009). A Vietnam veteran 

aptly describes the healing power of creative therapies in his assertion that '"My artwork 

is my healing, my opportunity to be the real me, to let others know that we can heal from 

the horrors of the past" (Handel, Steidle, Zacek, & Zacek, 1995, p. 31). The process of 

creating artwork had helped him confront his past, express a more authentic self, and feel 

empowered in the knowledge that other survivors would benefit from his example. 
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The use of creative therapies was originally conceptualized from the standpoint of 

the psychoanalytic concepts of projection and externalization. However, it is now largely 

recognized that creative therapy interventions actually have a great deal in common with 

mainstream cognitive and behavioral approaches (e.g., Lahad, 2006). To begin, clients 

who draw images of past traumatic events (as well as all other creative therapy 

modalities) are largely engaging in a form of self-imposed imaginal exposure therapy. In 

fact, some have described creative therapies' portrayal of past traumatic experience as 

"halfway between in vivo and in vitro exposure" (Johnson, Lahad, & Gray, 2009, p. 480). 

This is a very noteworthy statement in light of research showing that exposure therapy 

has been one of the most effective interventions for the treatment of PTSD. The early 

work of McNiff (1975) and the later work of Avrahami (2005) both examined the 

similarities between creative therapy and exposure therapy. Avrahami asserted the 

exceptional attributes of creative therapies in her statement that: 

Encouraging the pictorial expression of the client's inner experience, art therapy 

communicates with the trauma in its own language- a language of shapes, colors, 

and sensations. This process enables dissociated materials stored as visual 

memories to reach consciousness and be expressed. Through art, fragmented 

traumatic memory can assume a concrete form in which the complete experience 

is visualized. (Avrahami, 2005) 

She believed that the unique process of art therapy allowed clients to more fully recall 

past memories of traumatic events in a way that allowed for greater healing. 
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Creative therapies frequently utilize components of cognitive therapy through the 

processes of journaling, drawing, storytelling, and self-expression through music. 

Studies have indicated that participating in these creative processes allows clients to 

confront their traumatic past and eventually retell traumatic events in more empowering 

ways ( e.g., Johnson et al., 2009). In particular, research has shown that storytelling, role

playing and narrative therapy help clients identify distorted cognitions, confront distorted 

thinking, and reframe current problems. Studies conducted by Reisner (2002) and Meyer

Weitz and Sliep (2005) have supported the use of narrative therapies with trauma 

survivors. 

Creative therapies also provide excellent opportunities for containment work, a 

key element when working with traumatized clients. By engaging in creative endeavors, 

such as painting, clients are able to work with concrete objects that have clear boundaries. 

As described by A vrahami, "First, the visual art medium is a concrete vessel with 

boundaries ... This vessel can concretely contain the inner chaotic, fragmented, 

unanticipated, and amorphous traumatic experience within" (2005, p. 11 ). The artistic 

process can thereby help clients make sense of past chaotic events, and can over time 

increase their sense of control over their environment. In addition, clients can use artistic 

means to create grounding objects that they can use to calm themselves when feeling 

overwhelmed ( e.g., a colored stone). These grounding objects are especially helpful for 

clients who dissociate when reminded of traumatic events. Taken together, creative 

therapies offer clients a unique opportunity to express themselves in a safe and authentic 
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way, challenge negative beliefs about themselves and others, and feel more in control of 

their environment. 

Complex PTSD: The Treatment of Relational Trauma 

According to Judith Herman, the original formulation of PTSD largely ignored 

the experiences of survivors of prolonged, interpersonal trauma ( e.g., childhood sexual 

abuse, domestic violence). Herman (1992) therefore introduced an alternative form of 

posttraumatic stress disorder for survivors of prolonged, repeated exposure, and named 

the new cluster of symptoms complex PTSD. Her new conceptualization emphasized the 

challenges survivors face relating with others and holding onto a positive sense of self 

following long-term exposure to trauma and abuse. She further noted that: 

The responses to trauma are best understood as a spectrum of conditions rather 

than as a single disorder. They range from a brief stress reaction that gets better 

by itself and never qualifies for a diagnosis, to classic or simple PTSD, to the 

complex syndrome of pro-longed, repeated trauma. (Herman, 1992, p.119) 

Herman divided the treatment of complex PTSD into three broad stages: 

establishing safety, remembrance and mourning, and reconnecting with ordinary life 

(Herman, 1992). During the first treatment stage, psychologists work with clients to build 

a strong therapeutic relationship. This is a lengthy process for most trauma survivors. In 

addition, psychologists teach affect regulation skills and provide psychoeducational 

information. The second treatment stage of remembrance and mourning is initiated after 

clients are able to reliably utilize healthy coping and affect regulation skills. At this point, 
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psychologists carefully guide clients to discuss and actively process traumatic memories 

that had previously been avoided. This work continues until both client and psychologist 

recognize a significant improvement in client functioning. Then, during the final 

treatment stage, psychologists help clients make changes in areas of life that had 

previously been ignored. This time in treatment can be a very exciting time for self

growth and discovery. Areas that are frequency discussed during this stage of treatment 

include sexual functioning, parenting struggles, career questioning, and establishing and 

maintaining healthy relationships outside of treatment (Courtois, 2008; Herman, 1992). 

Summary of Psychotherapeutic Interventions for Posttraumatic Stress Disorder 

A wide range of psychotherapeutic interventions have been utilized with adults 

with chronic PTSD. However, three common goals held by the majority of psychologists 

include: (1) helping clients process the traumatic event, (2) teaching clients to master 

their physiological reactions to reminders of the traumatic event, and (3) working with 

clients to reestablish a support network (van der Hart et al., 2002). The theoretical 

background and interventions utilized with 10 treatment approaches were reviewed, 

including cognitive therapy, behavioral therapy, exposure therapy, EMDR, and solution

focused therapy, as well as Herman's work with survivors oflong-term, interpersonal 

trauma and abuse. 
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Empirically Supported Treatments 

Overview: Research in the Field of Psychology 

Historically, mental health psychologists made clinical decisions based solely on 

their own intuition and personal judgment. As there were no research studies to peruse, 

psychologists had to rely on their own clinical and life experiences to determine which 

interventions were most appropriate for their clients. Theories of mental illness were 

certainly used to guide psychologists' choice of interventions, but these theories were 

developed and disseminated without a research base supporting their effectiveness. 

Although somewhat surprising by today's standards, clients largely accepted and trusted 

the interventions used by their psychologists without question (Kramer & Glazer, 2001 ). 

Research examining the effectiveness of psychotherapy first began around 1924, 

when the treatment of PTSD was largely based on the work of Freud. However, 

psychologists began to develop new therapeutic approaches over time that differed 

greatly from the approach of Freud; these approaches added a great deal to the research 

base in the field (Lambert, Bergin, & Garfield, 2004). For example, Carl Rogers 

emphasized the need for a strong empathic connection during treatment. In addition, 

Joseph Wolpe's, Psychotherapy by Reciprocal Inhibition (1958), highlighted the 

important role of client behaviors and situational contingencies; behavioral therapy 

approaches became popular following the publication of his book. Cognitive therapy was 

the next major development in the field, developed largely in reaction to the learning

based approaches. Pioneers in cognitive therapy focused on the role of distorted thinking 
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in the development of mental health issues (e.g., Albert Ellis, Aaron Beck). Beck's 

(1976) Cognitive Therapy and the Emotional Disorders was also extremely influential. 

Taken together, the development of these various movements motivated researchers to 

determine which interventions were most effective with vari~us psychological disorders. 

One of the first comprehensive studies examining the effectiveness of 

psychotherapy across multiple studies was conducted by British psychologist Hans 

Eysenck in 1952. Eysenck reviewed 24 studies and concluded that there was no research 

supporting the use of psychotherapy. More specifically, he reported that psychotherapy 

was less effective than no treatment at all (Eysenck, 1952). As would be expected, this 

research finding outraged many psychologists. Nonetheless, his article was noteworthy in 

that it brought about considerable interest to scientific inquiry in the field of psychology. 

In fact, both the quantity and the rigor of scientific study has increased steadily since that 

very controversial publication (Lambert, Bergin, & Garfield, 2004 ). 

During the 1970s, comprehensive reviews of empirical research were conducted 

by Bergin (1971 ), Bergin and Lambert (1978), and Meltzoff and Kornreich (1970). As 

noted by Meltzoff and Kornreich, by 1970 it took "the patience of Job and the mind of a 

bank auditor" to integrate the outcome research in psychology (Meltzoff & Kornreich, 

1970, p. 52). Beginning in the late 1970s, the use of meta-analysis also provided a way to 

make sense of the rapidly growing body of research. Researchers were thrilled to have 

better tools for making sense of the sometimes contradictory research findings. 
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On the heels of these advances in statistical analysis, Smith, Glass, and Miller 

published an extremely pivotal book that statistically analyzed 475 outcome studies 

(1980). The authors' exhaustive review of these outcome studies resulted in two primary 

findings across studies. First of all, Smith and colleagues found that the effects of therapy 

were superior to no-treatment and control conditions. Secondly, they reported that many 

different types of therapy appeared to be equally effective across a range of mental health 

issues. Over the past 30 years, the finding that psychotherapy is superior to no-treatment 

has been reinforced by countless studies (see Lambert & Ogles, 2004 for an extensive 

review of this research). Overall, the field has continued to place greater emphasis on 

understanding which treatment approaches are most effective with a wide-range of 

mental health diagnoses. As noted by Lambert and colleagues, "the number of studies on 

psychotherapy has increased so dramatically that just reviewing the reviews has become a 

daunting task" (2004, p. 4). The explosion of research continues to demonstrate the field 

of psychology's commitment to providing safe and effective treatment for individuals 

with mental health needs. 

The Integration of Science and Practice 

As previously noted, empirical research historically had very little impact on 

psychologists' choice of interventions. Even with the large increase in research over the 

past 30 years, there was still a large disconnect between science and practice up until very 

recently. For example, Cohen, Sargent, and Sechrest conducted a study in 1986 in which 

the majority of practitioners did not believe that clinical trial research articles were an 
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important source of information for them in their practice. A study by Morrow-Bradley 

and Elliot (1986) reported similar findings. These researchers found that most 

psychologists did not value or actively utilize research articles that examined the 

effectiveness of various treatments. Thus, although a large number of sound empirical 

studies were being done in the field by the 1980's, the impact on the everyday work of 

psychologists was still quite minimal. 

Psychologists noted several reasons why they were not pursuing research in the 

field. To begin, many psychologists believed that researchers were not conducting 

clinical studies that were applicable to the realities of their practice (Westen, Novotny, & 

Thompson-Brenner, 2004). Psychologists took issue with the fact that most studies only 

included participants who met criteria for a particular Axis I disorder, thereby excluding 

all participants with comorbid conditions. They felt that that excluding participants with 

comorbid conditions effectively ignored the needs of the majority of clients seen in 

treatment. As discussed by Wachtel, psychologists also believed that the stringent criteria 

used in the research studies: 

Guarantees that research on the efficacy of psychotherapy will be conducted on 

samples that differ very substantially from the majority of patients actually in 

psychotherapy. This is a rather strange way to extend the reach of science into 

daily clinical practice." (Wachtel, 2010, p. 254) 

Finally, therapists disagreed with the frequent use of manualized treatment plans in 

empirical studies. Again, manualized treatments plans were a vast departure from the 
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clinical experience of therapists who rarely relied on a treatment manual when making 

treatment decisions. Very aware of these and other limitations, many psychologists 

simply chose to not utilize research in the field. 

Despite the division between science and practice that had extended for years, 

several forces ultimately led to a greater integration of clinical research with clinical 

practice. To begin, the greater specificity of the Diagnostic and Statistical Manual of 

Mental Disorders (DSM-IV) of the American Psychiatric Association (1994) resulted in 

increased interest in developing specific treatments for specific DSM disorders (Lambert 

et al., 2004). This 1994 revision of the DSM made it easier for researchers to measure 

treatment outcomes; they were able to simply measure symptoms pre-treatment and post

treatment. The increased popularity of cognitive-behavioral treatments (CBT) was also 

instrumental in the emergence of evidence-based practice. It was much easier to test the 

efficacy of the more concrete CBT interventions than less straightforward treatment 

approaches ( e.g., psychodynamic ). 

As psychologists began to more frequently utilize empirical research in their 

practice, a number of terms began to be used to describe treatments that had been found 

to be efficacious. These included the terms empirically validated treatments (EVTs), 

evidence-based practice (EBP), and empirically supported treatments (ES Ts) (Whaley & 

Davis, 2007). To begin, the term evidence-based practice (EBP) was a broad term 

originating in evidence-based medicine. EBP was typically used to describe 

professionals' use of interventions that had been evaluated by well-designed clinical 
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research studies, published in peer-reviewed journals, and found to be effective by 

consensus review (Rosenthal, 2004). Explained another way, Corcoran and Vandiver 

(2004) noted that EBP is a professional process whereby psychologists are to "select 

from the corpus of the available evidence the most useful information to apply to a 

particular client who has sought services. In addition, it is important to note that EBP also 

places great value on the clinical experience of psychologists and stresses that 

psychologists must be attuned to the context of patient characteristics, culture, and 

preferences" (APA Presidential Task Force, 2006, p. 273). In other words, EBP requires 

psychologists' active utilization of a number of sources of information (including 

psychologist expertise) in order to determine the appropriate intervention for particular 

clients. 

Systematic reviews and practice guidelines were generally considered to be the 

most useful, up-to-date, and comprehensive resources for psychologists committed to the 

EBP. Systematic reviews are comprehensive reviews of clinical studies published in 

professional journals and books. This type of review has been completed by a number of 

professional journals, including the Journal of Clinical Psychology and Evidence-based 

Mental Health. On the other hand, practice guidelines have included a systematic review 

of outcome research along with recommendations about treatment by a group of fellow 

professionals. Practice guidelines have been extremely practical for psychologists; they 

give detailed information about which interventions are most appropriate for a number of 

mental health issues. In addition, expert consensus guidelines are one type of practice 
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guideline whereby the guidelines are developed by a broad-based panel of experts ( e.g., 

the International Society for Traumatic Stress Studies Guidelines for the Treatment of 

PTSD, Practice Guidelines for Schizophrenia). Expert consensus guidelines have also 

been published by a number of professional journals, including Psychiatry and The 

Journal of Clinical Psychology. 

The American Psychological Association (AP A) and several other noteworthy 

psychological and psychiatric organizations had made statements strongly supporting 

psychologists' use of EBP. However, several barriers have made it difficult for 

psychologists committed to EBP to fully integrate ES Ts into their practice. First of all, 

many psychologists committed to EBP have indicated that it is very difficult to stay up

to-date with peer-reviewed journal articles. Also, although psychologists often receive 

extensive training in research methods, very little training is typically given regarding 

how to implement effective practices (Falzon, Davidson, & Bruns, 2010). Psychologists 

are thus often simply unable to systematically review research; they lack the tools needed 

to translate research findings into their everyday clinical work. 

The term empirically validated therapies (EVTs) was originally coined by the 

APA Division 12 Task Force on Promotion and Dissemination of Psychological 

Procedures (1995) as a way to specify more stringent inclusion criteria beyond what had 

previously been used for EBP (Whaley & Davis, 2007). Since that time, Chambless and 

Hollon and many others have chosen to use the phrase empirically supported treatments 

(ES Ts) instead of EVT ( 1998). They believe that EST is the more appropriate term 
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because it highlights that the validation of treatment approaches is an ongoing process 

that will never be complete. Chambless and Hollon (1998) have defined an EST as a 

treatment approach with clearly delineated treatment interventions that have been shown 

to be efficacious in controlled research with a specific population. These authors further 

specified that "efficacy is best demonstrated in randomized clinical trials (RCTs) in 

which patients are randomly assigned to the treatment of interest or one or more 

comparison conditions- or carefully controlled single case experiments and their group 

analogues" (Chambless & Hollon, 1998, p. 7). The utilization ofESTs is thus a major 

component (but not the only component) of evidence-based practice. Although a detailed 

explanation of the current understanding of EBT and ESTs is beyond the scope of this 

paper, a statement by Whaley and Davis (2007) will be included to provide some 

additional information about the terms EST and EBP in the field of psychology. 

Empirically supported treatment (EST) is a subcategory of evidence-based 

practice (EBP) that emphasizes internal validity over external validity and utilizes 

scientific reasoning that is inductive. In evidence-based practice, there is an 

attempt to balance external validity and internal validity in the promotion of 

treatments to inform clinical practice, as well as to base science on both deductive 

and inductive reasoning strategies. It is important to note, however, that the 

adoption of the broader ( and more flexible) definition of evidence-based practice 

does not change the fact that empirically supported treatment using RCT 

methodology meets the highest standard of causal inference. (p. 568) 
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Increased Awareness and Acceptance of EBP 

Changes occurring outside the fields of psychology and psychiatry also certainly 

influenced the EBP movement by the early 1990s. In particular, the EBP movement in 

medicine had a large impact on the mental health field. Secondly, changes in the 

reimbursement system for mental health services had a large effect on psychologists 

(Lambert, Bergin, & Garfield, 2004 ), since managed care organizations placed enormous 

emphasis on ESTs and clinical guidelines as a way to manage costs. Health Maintenance 

Organizations (HMOs) then often used their far-reaching power to encourage (and 

sometimes force) psychologists to use ESTs and to develop more uniform treatments. 

Although the HMO's focus on cost reduction (and not treatment quality) was problematic 

and concerning for psychologists in many ways, it clearly played a pivotal role in helping 

psychologists support EBP. Psychologists' reimbursement for clinical services often 

depended on it. And, although many psychologists had legitimate concerns about the 

impact of HM Os on the mental health field, they also held onto hope that the EBP 

movement would ultimately benefit their clients. 

Evidence-based practice was in fact heavily emphasized within the fields of 

psychology, social work, and psychiatry by roughly the year 2000 (Mullen & Bacon, 

2006). Thus, psychologists had largely come to a consensus in recognizing the value of 

EBP and the role of ES Ts when making treatment decisions ( e.g., Chambless & 

Ollendick, 2000; Norcross, Beutler, & Levant, 2006). Psychologists had also started to 

take advantage of the work of several task forces dedicated to developing practice 
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guidelines ( e.g., Roth & Fonagy, 2005). Then, in a noteworthy culmination of previous 

events, the AP A adopted a statement on EBP that was based on the work of the AP A 

Presidential Task Force on Evidence-Based Practice (APA Presidential Task Force on 

Evidence-Based Practice, 2006). This task force highlighted the field's history of 

integrating science and practice and voiced a commitment to use EBP within all aspects 

of the field of psychology (Falzon, Davidson, & Bruns, 20 I 0). The AP A had decisively 

declared the importance of the EBP movement. 

The field of psychology's movement toward a more expansive definition of ES Ts 

has also served to increase psychologists' acceptance of the EBP movement. As noted by 

Nelson and Steele (2006), "if treatments are to be successfully disseminated and 

implemented as a part of the EBP movement, research evidence must be reconceptualized 

to take into account a broader range of questions related to the success of a treatment in 

the field" (p. 389). To address this need, Nelson and Steele (2006) developed a 

multifaceted approach to treatment evaluation that included four primary components: 

outcome evaluation, provider evaluation, consumer satisfaction, and economic 

evaluation. Although the outcome evaluation component of this model included the more 

traditionally defined aspects of treatment evaluation (e.g., efficacy research, effectiveness 

research, mediators), the other components went well beyond previous models to 

highlight the following: the appeal of the treatment to provider and client, the satisfaction 

of practitioners and clients following treatment, and the cost effectiveness of the 

treatment. This model was able to finally highlight a number of concerns held by 
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clinicians and clients ( e.g., do clinicians find the treatment appealing?) that had 

previously been ignored, thereby presenting a model for developing ESTs that finally 

accounted for the realities of busy practitioners. 

Overall, many psychologists were starting to become comfortable with the 

zeitgeist. A number of psychologists had also started to experience positive results from 

utilizing ESTs. Research showing that client outcomes were better with ESTs had also 

been published. For example, a study conducted by Cukrowicz and colleagues (2005) 

reported that the use of ES Ts in a training clinic resulted in a significant improvement in 

client outcome over a period of four years. A follow-up study by Cukrowicz et al. (2011) 

yielded further support for the EBP and the use of ES Ts. This study compared the 

outcomes of 549 clients treated before and after a community clinic's shift to ESTs. 

Results of this study indicated that clients treated after the clinic's shift to ES Ts had 

better outcomes than clients treated before this change. This study was able to 

demonstrate that ESTs had a very positive impact in the real world of clinical practice. 

Current Implementation Barriers and Future Directions 

Despite psychologists' increased commitment to the EBP movement, several 

barriers have continued to affect clinicians' use of empirically supported treatments. One 

barrier has centered around challenges in disseminating up-to-date EST information to 

psychologists and clinics. As noted by Sprang, Craig, and Clark, "dissemination of most 

evidence based assessment and treatment approaches into mental health practice settings 

remains extraordinarily problematic" (2008, p. 162). In fact, implementation issues need 
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to be addressed at all levels before psychologists can effectively utilize EBP in their 

everyday practice. To begin, psychologists and researchers are often inadequately trained 

in EBP during graduate school. Without adequate training in graduate school, including 

an emphasis on lifelong learning, psychologists have often been ill-equipped to utilize 

EBP in their practice (Mullen, Bellamy, Bledsoe, & Francois, 2007). In addition, 

graduate schools often do not fully engaged students in the most up-to-date information 

about ESTs or adequately encourage students to remain committed to EBP following 

graduation ( e.g., Edmond, Megivern, Williams, Rochman, & Howard, 2006). The field 

has also not developed a system that gives busy psychologists access to the most current 

EBP resources in an effective, concise, and engaging manner. Lastly, the culture of 

psychologists has hindered dissemination efforts. As described by Westen, the 

relationship between psychologists and researchers had "never been an easy one, 

generally characterized on both sides by feelings of superiority and occasional public 

snipes" (2007, p. 3). The frequently off-putting relationship between psychologists and 

researchers has often made it difficult for psychologists to fully engage in the efforts of 

researchers. 

A qualitative study conducted by Nelson, Steele, and Mize (2006) has provided 

additional insight into current implementation barriers of empirically supported 

treatments. These researchers conducted two community mental health focus groups, 

which examined clinicians' attitudes toward EBPs, with a focus on challenges with 

implementing EBPs. The focus groups were taped, transcribed, and coded for themes. 
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Major themes of this study included a desire for greater emphasis on the therapeutic 

relationship, concerns about the applicability of EST research, and the desire for greater 

flexibility within treatment protocols. In addition, clinicians discussed a number of 

implementation challenges related to characteristics of ES Ts and unique challenges 

associated ·with working in a community setting. 

Three main challenges related to the characteristics of ES Ts themselves emerged. 

First of all, many clinicians stated that they believed that evidence-based treatment 

protocols were too long to be effectively implemented in community practice ( e.g., 

"When you start looking at interventions that take 6,7,8.9,12, 16 sessions, you just don't 

get the results because the turnover is high.") Secondly, many clinicians thought that they 

lacked the training needed to implement several treatment approaches. One clinician 

noted that "You have to make sure you're well-trained in a given therapy. A little bit of 

knowledge can be dangerous if we don't really know what we are doing." Finally, 

clinicians stated that the highly controlled conditions and exclusion criteria in clinical 

trials made them question the relevance of EST research findings to their practice ( e.g., 

"In our realm, things change very rapidly and we just don't have the luxury of having a 

set protocol..."). Several clinicians thus noted that they preferred to use more familiar 

treatments, even if they lacked substantial research backing (Nelson et al., 2006). 

Clinicians also identified several aspects of working in a community setting that 

made implementation challenging. First, many clinicians stated that heavy caseloads and 

limited time made it very difficult to learn new approaches and become proficient in their 
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delivery (e.g., "None of us have time to learn a new treatment"). Many clinicians also 

indicated that they lacked the training and necessary supervision needed to implement 

EBPs. In addition, clinicians highlighted the idea that treatments that were not cost 

effective or reimbursable by third-party payers were simply not viable ( e.g., "A treatment 

may be the best thing in the world, but if we can't fund it, we can't do it"). Lastly, 

clinicians repeatedly talked about seeing clients with complex clinical presentations, 

often carrying multiple diagnoses and encountering multiple stressors (Nelson et al., 

2006). Many clinicians believed that EBPs were designed for and tested with clients with 

one diagnosis and were thus insufficient and inappropriate for these clients. Clinicians 

also reported that some clients simply refused to participate in certain evidence-based 

approaches ( e.g., "No way am I doing some manualized treatment"). 

Research findings have also indicated that many employment and organizational 

constraints to EBP have not been addressed in an effective manner (e.g., Bellamy, 

Bledsoe, & Traube, 2006; Mullen, Bellamy, & Bledsoe, 2005). After reviewing the 

research in this area, Katon, Zatzick, Bond, and Williams (2006) noted that the following 

areas needed to be addressed before the implementation of ES Ts could occur in a more 

systematic fashion: 

The training and quality of staff; organizational issues involved in change; the 

need for administrative, business, and clinical leaders to champion and support 

change; optimum methods to train staff and sustain changes in practice; the 

degree of consultation and continued support organizations' need from outside 
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experts; measuring fidelity to evidence-based models; business models for the 

intervention that are sustainable; external factors such as state regulations and 

mandates; third-party factors that reinforce or are barriers to change; the need for 

technologic changes, such as case registries and electronic records. (p. 611-612) 

As evidenced by the work of a number of researchers, extensive systematic efforts 

toward utilizing ES Ts are still needed in many components of mental health treatment. In 

addition to these complicated implementation challenges, many questions regarding first 

order change at the psychologist level remained unanswered. For example, how aware of 

the EBP movement are psychologists in various clinical settings? How committed to the 

utilization of ES Ts are psychologists a decade or more into the EBP movement? In 

addition, research has not yet ascertained which EBP resources psychologists are utilizing 

when making treatment choices (e.g., journal articles, treatment guidelines). 

Summary of Empirically Supported Treatments 

Although psychologists originally made treatment decisions based solely on 

intuition and clinical experience, this began to change around 1924. At that time, a 

number of treatment approaches were introduced, and outcome research played a major 

role in determining which treatments were most beneficial to clients. By the 1970s, 

comprehensive reviews of outcome research in psychology had been published, and new 

statistical tools helped researchers make sense of the expanding body of research (Bergin, 

1971 ). However, despite the explosion in outcome research, a large disconnect 

persevered between science and practice. In fact, psychologists have historically been 
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slow to utilize EBP resources when making treatment decisions, despite research 

indicating that the use of ES Ts improves client outcomes (Cukrowiez et al., 2005). 

Finally, many questions remain unanswered regarding psychologists' current awareness 

of the EBP movement, their use of various EBP resources, and how frequently they 

utilize various ESTs with clients. 

Empirically Supported Treatments for Posttraumatic Stress Disorder 

Introduction 

The field of psychology's increased emphasis on EBP and ES Ts certainly affected 

research efforts examining the effectiveness of various PTSD treatments. However, up 

until recently, the investigation of PTSD treatments had focused almost exclusively on 

war-related traumas. Although some studies included the survivors of natural and human

made disasters prior to 1990, the vast majority of research had centered on the 

experiences of young, military men (Bloom, Yeager, & Roberts, 2004). This trend began 

to change in the 1990s when attention was successfully directed toward the treatment of 

the survivors of sexual assaults, terrorist attacks, violent crimes, motor vehicle accidents, 

gunshot injuries, and other traumas ( e.g., Austin & Godleski, 1999). During this time, it 

was initially unclear how much research with war veterans could be generalized to the 

survivors of other traumatic events. Efforts were thus made to determine which treatment 

interventions would be effective with clients who had experienced a wide-range of 

traumatic events. 
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Cognitive Therapy (CT) 

A persuasive body of research supports the use of cognitive therapy (CT) 

interventions in the treatment of PTSD clients. Overall, various CT treatments have been 

found to be very effective in reducing PTSD symptom severity; research has shown CT 

to be more effective than a waiting list (two studies), a self-help booklet (one study), and 

relaxation training ( one study) (Cahill et al., 2009). Researchers in nine studies (seven 

randomized) have examined the effectiveness of CT with survivors of traumatic events. 

For example, Tarrier and colleagues (1999) compared CT and exposure therapy (EX) 

with clients who had survived various traumatic events. These authors reported that both 

approaches had a significant treatment effect when comparing pretreatment and 

posttreatment symptoms. However, follow-up research published in 2004 indicated that 

individuals who had undergone CT upheld greater treatment gains at a five-year follow

up (Tarrier & Sommerfield, 2004). Another study by Ehlers and colleagues (2003) 

utilized a randomized control with survivors of motor vehicle accidents. Ehlers and 

colleagues reported that CT was more effective than a 64-page self-help booklet and a 

waitlist group. CT was in fact very effective, and resulted in no dropouts. Finally, a 2005 

study by Ehlers, Clark, Hackmann, McManus, and Fennell examined the treatment 

effects of CT with two non-military samples. Both CT samples demonstrated a 

significant decrease in PTSD symptom severity, a low dropout, and a strong maintenance 

of treatment gains at follow-up. 
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Behavioral Therapy (BT) 

Behavioral therapy (BT) interventions studied with PTSD clients have included 

systematic desensitization, flooding, exposure therapy, and anxiety management 

strategies. To begin, a number of controlled studies and case study reports have 

demonstrated the effectiveness of systematic desensitization (SD) in treating PTSD. For 

example, Frank et al. (1988) reported that SD outperformed a wait-list, and a study by 

Peniston (1986) found that SD plus biofeedback resulted in greater treatment gains 

compared with a control group. However, research also indicated that SD therapy is 

rarely a treatment of choice for psychologists, as SD can be quite inefficient when 

multiple hierarchies are needed to address a client's anxiety (Najavits, 2007). 

Consequently, very little research has been done on SD since the 1980s. 

Flooding interventions have been found to be effective in addressing PTSD 

symptoms in several controlled studies. As noted by Shalev and colleagues ( 1996), 

flooding had a significant effect on reexperiencing and anxiety symptoms across these 

various studies. One study completed reported that flooding significantly decreased 

symptoms of depression and anxiety with PTSD clients (Keane et al., 1989). Another 

study conducted by Boudewyns and colleagues reported that flooding improved the 

adjustment of traumatized Vietnam veterans (1990). However, a study by Pitman, 

Altman, Greenwald, and Longpre ( 1991) reported that symptoms of anxiety, depression, 

and alcohol abuse actually worsened during flooding therapy. In general, research on 

flooding has been much more limited than research examining exposure therapies. 
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Exposure therapy (EX) was one of the first PTSD treatments to be empirically 

supported, and is considered to be a gold standard of treatment (Najavits, 2007). As such, 

research has consistently indicated that EX reduces the severity of PTSD symptoms and 

helps clients begin the process of recovery following traumatic events. EX has been 

studied as a primary treatment for PTSD clients in at least 24 randomized studies and 

nine nonrandomized studies (Cahill et al., 2009). Participants in these studies have 

included the following: veterans, refugees, women who have survived sexual assault, 

mixed-trauma survivors, and survivors of earthquakes. Across these 24 studies, EX had 

outperformed relaxation training (Marks, Lovell, Noshirvani, Livanou, & Thrasher, 

1998), supportive counseling (Neuner, Schauer, Klaschik, Karunakara, & Elbert, 2004), 

psychoducation (Cahill et al., 2009), and a waitlist ( e.g., Basoglu, Salcioglu, Livanou, 

Kalender, & Acar, 2005). Finally, the International Society for Traumatic Stress Studies 

has provided guidance regarding the choice of imaginal verses in vivo exposure. Cahill 

and colleagues (2009) state that: 

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." (p. 195) 
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The final major category of BT treatments included anxiety management 

strategies, such as relaxation training (RLX), controlled breathing, role-playing, and 

social skills training. In general, RLX has been associated with moderate improvement in 

PTSD symptoms. However, most studies comparing RLX (used as a sole treatment) with 

other treatments have found that the other approaches instigate greater symptom 

improvement. Only four randomized studies have examined RLX (as a comparison 

condition) with another PTSD treatment approach. For example, Marks et al. (1998) 

compared RLX with several other approaches (EX, CT, EX plus CT) and found that RLX 

participants demonstrated noteworthy symptom improvement. However, RLX 

participants demonstrated significantly fewer treatment gains when compared with the 

other three treatments. Another randomized study by Tay]or et al. (2003) demonstrated 

that RLX was less effective than EX, but equally effective as EMDR, in addressing 

PTSD symptoms. Lastly, a study by Echeburua, de Corral, Zubizarreta, and Sarasua 

(1997) found that EX plus CT had a greater treatment effect than RLX alone with PTSD 

clients. In general, research with RLX has supported the use of RLX as one component of 

effective PTSD treatment, but not as a stand-alone treatment. 

Psychodynamic Therapy 

Although psychodynamic therapy is a common approach with PTSD clients, the 

number of research studies that have met criteria for EST is extremely limited. Only a 

few empirical studies with randomized designs, validated outcome measures, and 

controlled variables have been published. However, this approach does have an extensive 
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history in the form of case reports, beginning with Breuer and Freud's own Studies on 

Hysteria ( 1895). Much more recently, Goldschmidt (1986) published a case study in 

which psychodynamic therapy was utilized with an adult who had witnessed the suicide 

of both his parents. Over the course of treatment this client reportedly experienced 

decreased anxiety, avoidance behavior, and self-harm thoughts. Another single case study 

was conducted by Krupnick ( 1997), who examined the use of brief psychodynamic 

therapy with PTSD clients. Krupnick's goal for treatment was to help the client 

"reestablish a sense of coherence and meaning" that had been disturbed following the 

traumatic event (p. 77). Krupnick reported that the client did in fact experience 

significant treatment gains over the course of treatment. 

Despite the challenges inherent in conducting controlled studies with 

psychodynamic interventions, several empirical studies have been completed. A 

controlled outcome study by Brom and colleagues compared the efficacy of trauma 

desensitization, brief psychodynamic therapy, and hypnotherapy in reducing the severity 

of PTSD symptoms (Brom, Kleber, & Defares, 1989). In this study, 112 participants were 

randomly assigned to a therapy group or a wait-list control group. Results indicated that 

participants in the psychodynamic therapy group demonstrated greater gains than the 

control group; however, psychodynamic treatment was not beneficial for all participants. 

These researchers also noted that clients who participated in the brief psychodynamic 

group showed the greatest improvement following termination. Another study by 

Horowitz and colleagues (1986) reported similar findings (Horowitz, Marmar, Weiss, 
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Kaltreider, & Wilner, 1986). A clinical study was also conducted by Lindy (1988) 

involving 37 combat veterans with PTSD. Lindy reported that significant changes were 

noted in self-report measures of PTSD symptoms completed by both by psychologists 

and clients. Clients also demonstrated an improved ability to manage stress, decreased 

estrangement, and an improved ability to trust. 

EMDR 

Rigorous research studies have supported the use of EMDR with PTSD clients; 

research has shown EMDR to be an effective and appropriate treatment choice for PTSD 

clients. Nonetheless, EMDR has a very controversial history (Najavits, 2007). Initial 

research with EMDR was criticized for a number of reasons: questions about the 

accuracy of clients' diagnoses, concerns about whether clinically significant symptoms 

were present prior to treatment, researchers' failure to use standardized instruments to 

evaluate treatment outcome, and high vulnerability to measurement bias. In addition to 

concerns about treatment rigor, EMDR' s rapid adoption (prior to clear-cut empirical 

support) and lack of a strong theoretical backing were also controversial. Another point 

of controversy centered on uncertainty about whether eye movements ( or alternative 

forms of dual stimulation, such as tapping or auditory tones) significantly contributed to 

the efficacy of EMDR (Spates et al., 2009). In fact, numerous studies have reported that 

eye movements do not significantly contribute to the efficacy of EMDR (Chemtob, Tolin, 

van der Kolk, & Pitman, 2000). For instance, Davidson and Parker conducted a 
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comprehensive meta-analysis to examine this question and concluded that eye 

movements did not have a significant effect on treatment outcome (2001). 

In response to these criticisms, recent research has become much more rigorous. 

The following EMDR studies were published in peer-reviewed journals, had participants 

who were formally diagnosed with PTSD, utilized random assignment, and included 

either a control or comparison group. One of the first random assignment, controlled 

studies was completed by Vaughan and colleagues (1994) who compared the treatment 

effects of EMDR with relaxation training and image habituation training and found that 

all three approaches improved PTSD symptoms. However, the EMDR approach resulted 

in a greater decrease in the frequency and intensity of intrusive thoughts. A more recent 

study by Taylor et al. (2003) involved the random assignment of PTSD clients to 

exposure therapy, EMDR, or relaxation. Assessment of symptom reduction was 

completed by blind assessors who evaluated PTSD symptoms at pre-treatment, one

month post-treatment, and three-month follow-up. Although all of the approaches 

resulted in a reduction of PTSD symptoms ( e.g., guilt, depression, anger), participants 

who received exposure therapy demonstrated a more significant reduction in avoidance 

and reexperiencing behaviors. 

Another rigorous clinical trial was conducted with female rape survivors 

diagnosed with PTSD (Rothbaum, Astin, & Marsteller, 2005). Participants were assigned 

to EMDR, prolonged exposure, or a waitlist control group, and blind assessments were 

completed at pretreatment, one week posttreatment, and at a six-month follow-up. The 
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authors reported that both prolonged exposure and EMDR resulted in statistically 

significant improvements in anxiety, depression, and PTSD symptoms. Participants of 

EMDR and prolonged exposure also demonstrated better post-treatment functioning 

compared to the waitlist. Lastly, van der Kolk et al. addressed many of the criticisms 

against EMDR research in a study that directly compared EMDR with the 

pharmacological treatment of PTSD (fluoxetine) and a pill placebo (2007). Blind 

evaluators also received extensive training administering reliable and valid treatment 

measures at pre-treatment, post-treatment, and six-month follow-up. The results of this 

study indicated that all three groups demonstrated decreased symptoms of PTSD and 

depression at post-treatment and follow-up. However, EMDR was superior to pill 

placebo at post-treatment and was superior to fluoxetine at the six-month follow-up. 

Solution-focused Brief Therapy (SFBT) 

The first empirical studies of SFBT were completed inl 994 (Macdonald, 2007), 

and the first systematic review of SFBT was completed by Gingerich and Eisengart in 

2000. Gingerich and Eisengart reviewed 15 outcome studies and were only able to cite 

preliminary evidence for supporting this approach. They then updated their study a year 

later and reported significant improvement in client symptoms in 11 out of 18 studies. 

Only a few randomized controlled studies have been conducted since that time. One 

study conducted by Lindforss and Magnusson ( 1997) utilized recurrent off enders in a 

Swedish prison who either received SFBT treatment or were part of a control group. 

These authors reported that 86% of the control group reoffended, whereas only 60% of 
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the' experimental group reoffended. Another randomized controlled study was conducted 

by Knekt and Lindfors; they reported that SFBT participants experienced a 26% 

improvement in anxiety disorder symptoms at both seven-month and 12-month follow

up (2004). 

Two meta-analyses of SFBT have been conducted. A meta-analyses by Starns and 

colleagues reviewed 21 studies and reported an effect size of d = .37, a small to moderate 

positive effect (Starns, Dekovic, Buist, & de Vries, 2006). The authors were disappointed 

in the results, but explained their findings by noting that SFBT had not done better than 

treatment as usual due to the large impact of common factors on treatment outcome. A 

meta-analysis conducted by Kim (2006) examined 22 studies, with an overall finding that 

the treatment effect of SFBT was small but positive. Kim also noted that SFBT was as 

good as treatment as usual. In sum, although the SFBT research showed promise, the 

overall treatment effects across studies have often ranged from small to moderate. 

Group Therapy 

Studies examining the various types of group therapy approaches have overall 

demonstrated an improvement in PTSD symptoms (from pre-treatment to post-treatment) 

with effect sizes ranging from small to large (e.g., Krakow et al., 2001). To begin, 

research has largely supported the use of CBT group therapy for the treatment of PTSD. 

Studies with combat veterans have reported mean effect sizes of 0.81, while studies with 

sexual abuse survivors have reported mean effect sizes of 0.89 (Shea et al., 2009). One 

study with Australian veterans of the Vietnam War consisted of a 12-week CBT group 
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therapy (Creamer, Elliott, Forbes, Biddle, & Hawthorne, 2006). Creamer et al. reported 

within-treatment effect sizes that were moderate to large, while also noting that effect 

sizes continued to increase at follow-up. 

Empirical studies with therapy groups described as psychodynamic, 

interpersonal, and process-oriented have also been associated with an improvement in 

PTSD symptoms, with pre-post effect sizes ranging from small to medium (Shea et al., 

2009). However, research with interpersonal (IPT) group therapy has demonstrated 

particularly significant research findings. For instance, a study by Cloitre and Koenen 

(2001) reported a significant improvement in PTSD symptoms when comparing an IPT 

group with a nonrandomized waitlist control group. The authors of this study also 

highlighted that these research findings pointed to the power of various group processes, 

such as normalization. 

Compared with other group approaches, studies examining support groups have 

been quite limited. Support groups are usually utilized as a comparison group for a main 

treatment condition, such as a CBT or IPT group, and not as a stand-alone treatment. For 

example, studies conducted in 1988 (Resick, Jordan, Girelli, Hutter, & Marhoefer

Dvarak) and 2003 (Schnurr et al.) compared support groups as a comparison condition 

with CBT group therapy. Both studies reported significant pre-post differences for the 

support group, while within-group effect sizes were small. Thus, although significant pre

post differences have been found for support group treatment, support groups have been 

typically viewed as less effective than other group therapy modalities. 
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Couples and Family Therapy 

Although family and couples therapy approaches have been used with PTSD 

clients for many years, the research base in this area has been severely limited. In general, 

studies examining couples and family therapy PTSD treatments have utilized very small 

sample sizes and have not included a control group (Riggs, Monson, Glynn, & Canterino, 

2009). For example, a small dissertation study completed in 1988 utilized behavioral 

couples therapy and a waiting list group with couples in which the male partner had 

combat-related PTSD (Sweany, 1988). Results indicated marginally significant group 

differences, and participants in the treatment condition reported a greater reduction in 

PTSD symptoms. The only published randomized controlled study for PTSD with either 

couples or family therapy was completed by Glynn et al. (1999). Glynn and colleagues 

randomly assigned 42 Vietnam War veterans to one of three groups: exposure, exposure 

followed by family therapy, or a wait-list. Results of this study indicated that the two 

treatment groups improved more than the wait-list group with anxiety-related symptoms 

( e.g., arousal), but not with avoidance behavior. Thus, although some strong theoretical 

cases have been made for couples and family therapy, the lack of empirical support has 

made it very difficult for psychologists to determine when it is beneficial to include 

partners and family members. In light of the dearth of empirical studies, the International 

Society for Traumatic Stress (ISTSS) has made the following statement in their practice 

guidelines for PTSD: 
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The paucity of empirical studies of couple/family therapy for PTSD means that 

decision criteria for when to use these approaches, and the consequences of not 

including them when they are warranted, remain largely unknown ... Therefore, at 

the present time, it is recommended that when couple and family therapy are used 

with people who have PTSD, they should be concurrent with, or follow, evidence

based treatments focused on alleviating PTSD symptoms. (Riggs et al., 2009, p. 

472) 

Hypnosis 

The majority of the research examining the use of hypnosis with PTSD clients has 

consisted of case studies. Case studies certainly have their limitations ( e.g., lack of 

formalized assessment procedures); nonetheless, case studies have consistently found 

hypnosis to be very effective in the treatment of PTSD (e.g., Donatone, 2006: Jiranek, 

1993). In particular, hypnotic techniques have been found to be effective with pain 

management (Richmond et al., 1996), anxiety (Kirsch, Montgomery, & Sapirstein, 1995), 

and nightmares ( e.g., Kingsbury, 1993). In addition, many psychologists have reported 

that hypnosis has been helpful in addressing dissociative symptoms present in their PTSD 

clients (e.g., van der Hart, Boon, & van Everdingen, 1990). Despite the internal validity 

concerns with these studies, the resounding support for hypnosis with PTSD clients is 

certainly impressive. 

Although empirical studies have been limited, a few meta-analyses of the 

treatment of anxiety and pain disorders have shown that hypnotic strategies can greatly 
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increase the effectiveness of CBT and psychodynamic therapies (Kirsch, Capafons, 

Cardena, & Amigo, 1999). As such, Kirsch and colleagues argued that hypnosis can be 

very effectively utilized as a secondary treatment intervention with other more traditional 

(and research-based) approaches. In regard to various treatment populations, researchers 

have examined the use of hypnosis with survivors of rape (Pantesco, 2005), victims of 

vehicle and industrial accidents (Carter, 2005), incarcerated women with PTSD (Salemo, 

2005), and victims of robbery (Moore, 2001 ). Some very important research has also 

been conducted examining the use of hypnosis with various cross-cultural groups ( e.g., 

Native American Vietnam War veterans, Hispanic bum victims). 

The International Society for Traumatic Stress Studies (ISTSS) has stated that 

hypnotic interventions can help improve treatment outcome, improve clients' coping 

skills, and help clients feel a greater sense of control over their environment (Cardena et 

al., 2009). However, the ISTSS also asserted that hypnosis is best utilized as an adjunct 

treatment for PTSD. The practice guidelines published by the ISTSS state the following: 

Although systematic outcome research has been limited, there is consistent 

clinical evidence that hypnosis can facilitate, intensify, and shorten treatment 

(Level B). The consistency of clinical reports and observations going back for 

almost two centuries, coupled with some controlled studies, suggest that hypnosis 

is an effective and safe adjunctive procedure in the treatment of PTSD and other 

posttraumatic conditions (Level A). (Cardena et al., 2009, p. 447) 
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Creative Therapies 

Research examining the use of creative therapies with PTSD clients is extremely 

limited; the evidence supporting its use comes almost exclusively from case studies and 

the informal experience of psychologists (Johnson et al., 2009). Nonetheless, case studies 

and clinical experience have indicated that creative therapies help clients access past 

memories of trauma (Steele, 2003), improve interpersonal relationships (Carey, 2006), 

sleep better (Hernandez-Ruiz, 2005), and decrease clients' feelings of hopelessness 

(Dintino & Johnson, 1996). In addition, the findings from case studies have consistently 

indicated that creative therapies decrease primary PTSD symptoms and improve clients' 

overall level of functioning (Johnson et al., 2009). However, the use of creative therapies 

in the treatment of PTSD has simply not yet been supported in empirical research. The 

International Society for Traumatic Stress Studies (ISTSS) thus strongly recommends 

that rigorous empirical studies be conducted to determine the therapeutic benefits of 

creative therapies with PTSD clients. This committee also highlighted the need to further 

explore the use of creative therapies cross-culturally, as creative therapies could 

potentially off er significant benefits over more traditional treatments in these areas. 

Complex Posttraumatic Stress Disorder · 

Herman's three symptom clusters of complex PTSD have been supported by a 

number of studies ( e.g., Bryer, Nelson, Miller, & Krol, 1987; Saxe et al., 1993). 

Herman's stated characterological features of complex PTSD have also been confirmed 

by research (e.g., Courtois, 1979; van der Kolk, Perry, & Herman, 1991). However, 
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studies examining the effectiveness of Herman's treatment model for complex PTSD are 

largely nonexistent. Although the treatment of complex PTSD is extremely difficult to 

standardize and evaluate systematically, the need for research in this area is extremely 

high. Research examining the efficacy of Herman's treatment approach would provide 

vital information on the treatment of individuals who often require long-term treatment 

support. 

Practice Guidelines for Posttraumatic Stress Disorder 

A large number of research studies have examined the efficacy of a wide-range of 

PTSD treatments. As previously mentioned, psychologists committed to EBP have a 

number of sources of empirical information from which to choose, including single 

studies and systematic reviews. However, the field's movement toward EBP has also 

included a special emphasis on practice guidelines. Practice guidelines are especially 

helpful and practical for psychologists because they offer a concise summary of the most 

up-to-date empirical research. As summarized by Goodheart (2011 ), practice guidelines 

are significant for a number of reasons: 

They facilitate the integration of science into practice, offer a framework for 

clinical decision making, provide benchmarks for evaluating treatments, benefit 

patients by promoting quality improvements and discouraging harmful practices, 

identify gaps in research and care, and give psychologists flexible tools to support 

their work. (p. 341) 
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Goodheart also highlighted her belief that "guidelines are a central link between evidence 

(science) and clinical decision making (practice)" (p. 342). Taken together, Goodheart 

and others (e.g., Foa at al., 2009) have provided compelling arguments for the use of 

practice guidelines. However, very little is known about the impact of practice guidelines 

on psychologists' treatment decisions. At this point, it is also unknown to what degree 

psychologists are even aware of various guidelines. 

Several guidelines have been developed for the treatment of clients with PTSD. 

These guidelines include the American Psychiatric Association Practice Guidelines 

(2011), the National Institute for Clinical Excellence (NICE) Practice Guidelines (2005), 

the Veteran's Affairs/Department of Defense (VA/DoD) Clinical Practice Guidelines 

(2010), and the 2009 Practice Guidelines from the International Society for Traumatic 

Stress Studies (ISTSS). Each of these guidelines has reviewed extensive research on a 

number of PTSD treatments. In addition, all of the guidelines utilized a rating system, 

with a panel of psychologists ultimately making decisions about how to rate each 

approach. Lastly, the recommendations made by each of these groups have been 

communicated to professionals as an online document, published book, or peer-reviewed 

journal article. 

Although all of the PTSD guidelines have been beneficial and have likely 

impacted different sub-groups of psychologists, the most comprehensive guidelines have 

been published by the International Society for Traumatic Stress Studies (ISTSS, 2009). 

The 2009 ISTSS practice guidelines were "based on an extensive review of the clinical 
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and research literature prepared by experts in each field" and were published in the book 

Effective treatments for PTSD: Practice guidelines from the International Society for 

Traumatic Stress Studies, second edition (Foa et al., 2009, p. 1). This book was divided 

into sections reviewing empirical research for various PTSD treatments and a much 

briefer treatment guidelines section. The treatment approaches reviewed for adults with 

chronic PTSD included: cognitive-behavioral therapy, psychopharmacotherapy, EMDR, 

group therapy, psychodynamic therapy, psychosocial rehabilitation, hypnosis, couples 

and family therapy, and creative therapies. 

In making its recommendations, the ISTSS utilized a coding system to evaluate 

the various treatments. That coding system consisted of six categories (A-F), which 

represented the strength of the evidence supporting each treatment approach. Although 

described in greater detail in the book, the level of evidence evaluated by the ISTSS 

ranged from Level A ("evidence is based on randomized, well-controlled clinical trials 

for individuals with PTSD") to Level F ("evidence is based on recently developed 

treatment that has not been subjected to clinical or empirical tests in PTSD") (Foa et al., 

2009, p. 16). The ISTSS recommended and noted Level A support for exposure therapy, 

cognitive-behavioral interventions, and EMDR; these psychosocial treatments have all 

met stringent research standards via randomized, well-controlled clinical trials. The 

practice guidelines section of the book thus included a classification rating for studies 

supporting each treatment approach (A-F), along with information indicating the general 

strength of the evidence for each treatment. Psychologists with limited time also have the 
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option of focusing on the recommendations portion of the guidelines, which offer concise 

information about whether a particular PTSD treatment is ultimately recommended by 

the ISTSS panel. 

Summary of Empirically Supported Treatments for PTSD 

The field's movement toward EBP has resulted in an influx of outcome studies 

examining the efficacy of a number of treatment approaches. The empirical support for 

10 PTSD treatment approaches was reviewed, with special emphasis placed on 

approaches that met the stringent criteria of ES Ts. The central role of practice guidelines 

in the effective treatment of PTSD clients was also noted, as these guidelines have 

provided an essential link between science and practice in the field (Goodheart, 2011 ). In 

addition, the practice guidelines published by the ISTSS were highlighted as being a 

particularly comprehensive and useful resource for psychologists. The ISTSS has 

strongly recommended three treatment approaches: exposure therapy, cognitive

behavioral interventions, and EMDR. 

University Counseling Centers: PTSD Treatments 

with a Student Population 

Background: The University Counseling Center 

Psychologists certainly treat clients with PTSD in a wide range of settings, 

including college and university counseling centers (UCCs). In fact, research has 

consistently shown that 80 to 84 % of college students have experienced a potentially 

traumatic event, with many of those students eventually seeking support at their UCC 
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(Hayman, 1999). However, the UCC has been a relatively new addition to the college and 

university campus. The first UCC-like facility was established at the University of 

Minnesota in 1932 (Kirk, 1966). That department offered professional vocational and 

educational guidance in a more formalized manner than what had been previously 

available. The University of Illinois later followed their lead with the founding of their 

Student Personnel Bureau in 1938; this agency was staffed with seven part-time faculty 

counselors, a psychologist, and an administrative director (Ewing, 1973). Other leaders in 

the founding of UCCs included the University of Missouri in 1938 and Ohio State 

University in the early 1940s (Hedahl, 1978). Although university staff had recognized 

the importance of formalized support services as far back as the early 1900s, that need 

had been filled informally and sporadically by faculty and deans until the introduction of 

the UCC. 

The number of UCCs increased slowly at first, but a notable increase in the 

number of departments dedicated to counseling, vocational guidance, and testing services 

was evident by the early 1940s (Hedahl, 1958). By 1950, Embree noted that the field's 

movement toward the establishment of counseling centers ( or bureaus) was "one of the 

most striking and productive phases of the personnel-guidance mental hygiene movement 

during the past two decades" (1950, p. 465). Factors relevant to this increase in UCC 

facilities included developments in student personnel work ( e.g., movement toward more 

formalized training), an increased emphasis on vocational guidance, and various trends 

within the field of clinical psychology (Hedahl, 1978). Taken as a whole, these factors 
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changed the priorities of university staff in a way that emphasized the need for increased 

training and resources for mental health services. 

UCCs have certainly had to change and adapt since the 1940s. For example, a 

large influx of college students following World War II (WWII) required UCCs to make 

significant changes to personnel and services (Hedahl, 1978). Veterans returning to 

campus had a number of unique challenges that staff were better able to address with help 

from a Veterans Administration (VA) guidance program. In fact, many VA guidance 

centers that began as part of that program eventually became UCCs (serving all students) 

after the VA contract ended. In addition to WWII, a number of wide-spread cultural 

forces helped to form and reform the role of UCCs over the past 60 years. Examples of 

national and world events that have affected the role of UCCs include: the Korean War, 

the Vietnam War, the space age, automation, computers, the drug culture, protest 

marches, assassinations, the sexual revolution, sexism, racism, affirmative action, Desert 

Storm, the Internet, school shootings, the September 11 attacks, and Hurricane Katrina. 

In general, UCC psychologists have been able to offer much-needed support to students 

dealing with a number of potentially traumatic world events. Through helping 

universities weather these events, UCCs centers have become more well-established and 

respected among the university community. 

In more recent history, the role of the UCC psychologist has expanded well 

beyond the role of individual or group therapist. UCC psychologists now commonly lead 

orientation programs, teach mental health courses, create primary prevention programs, 
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act as consultants to various departments on campus, provide crisis services, complete 

intelligence and personality testing, supervise psychologists in training, conduct research, 

do outreach, and act as advocates for underprivileged groups. This wide variety of tasks 

has been reported to be both exhilarating and exhausting for UCC staff. An excellent 

description of the work of the UCC psychologist has been provided by Paul Grayson in 

his book College Mental Health Practice. (2006, p. 1 ). He writes: 

Any psychologist who comes to work at a college clinic soon discovers that 

college mental health is a world unto itself ... Outsiders sometimes wonder if it 

gets repetitive listening to the same old student complaints all day long. The truth 

is, you never quite know what to expect when a new college patient enters your 

office. Psychologists new to college services must learn to practice in fresh and 

flexible ways. 'Therapist' feels too narrow and pure to capture the scope of the 

work. In addition to their more conventional role as counselors or 

psychotherapists, college psychologists are variously called on to do triage; 

manage referrals; provide reassurance, feedback, and information; serve as long

term supports and patient advocates; conduct consultations; and handle crises. 

Grayson highlighted his belief that the UCC provides a very unique counseling 

experience for client and psychologist alike. His description of the complex demands 

placed on UCC staff also highlights changes in the roles of UCC psychologists over time. 
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Increasing Rates of Psychopathology on College Campuses 

Research has repeatedly shown that college students frequently experience a wide 

range of mental health issues. In addition, researchers and clinicians alike have noted an 

increase in students' severe psychological problems over recent years (e.g., Kay, 2010). 

The authors of the popular book, College of the Overwhelmed: The Campus Mental 

Health Crisis and What You Can Do about It, asserted the following statement about this 

finding: "there is a crisis on our campuses. Depression, sleep disorders, substance abuse, 

anxiety disorders, eating disorders, impulsive behaviors (including sexual promiscuity 

and self-mutilation), and even suicide are no longer rare anomalies. They are part of 

college life" (Kadison & DiGeronimo, 2004, p. 153). Kadison and DiGeronimo also 

noted that the climate of crisis on college campuses includes many mental health issues 

that are dangerous or life- threatening. 

One survey in particular has had a significant effect on highlighting increased 

rates of psychopathology among college students; this self-report student survey has been 

conducted annually since 2000 by the American College Health Association (ACHA). 

One of the recent ACHA surveys from the 2006 school year reported the following 

percentages of mental health issues from a sample of 95,000 students: 1.8% had anorexia, 

13.4% had an anxiety disorder, 2.2% had bulimia, 18.4% had a depressive disorder, 9.3% 

had considered suicide within the last year, 7.7% had seasonal affective disorder, and 

4.0% had substance abuse problems (American College Health Association, 2007). The 

ACHA findings from a sample of 80,121 students during the 2008 school year largely 

100 



replicated these findings (American College Health Association, 2009). However, the 

2008 study also reported the percentage of students who had experienced the following 

during the previous year: 93% had felt overwhelmed, 63% had felt hopeless, 91 % felt 

exhausted (but not from physical activity), and 45% had felt so depressed that it was 

difficult to function. In addition, Kay (2010) provided an excellent graph noting the 

ACHA survey's increasing rates of psychopathology between 2000 and 2007. 

A comprehensive study utilizing self-report measures of college students was also 

completed by the Healthy Minds Study group at the University of Michigan (Eisenberg, 

Gollust, Golberstein, & Hefner, 2007). For this study, researchers utilized a range of self

report measures, such as the Patient Health Questionnaire ( a widely used depression 

screening tool). The researchers reported that 15.6% of undergraduates and 13% of 

graduate students met criteria for either a depressive or anxiety disorder. In addition, 15% 

of students were either taking psychotropic medication or were currently in 

psychotherapy. Eisenberg and colleagues also reported that only 36% of those who met 

criteria for a major depressive episode were getting help. This study thus highlighted a 

large discrepancy between the number of clients needing services and the number of 

clients receiving appropriate levels of care. 

A 2009 self-report study completed by Zivin et al. provided additional 

information about the persistent nature of mental health issues among college students 

(Zivin et al., 2009). Zivin and colleagues found that more than 50% of students met 

criteria for one or more mental health diagnosis, and that 60% of those students still met 
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full criteria two years later. In addition, alcohol and substance problems also appeared to 

be increasing. Results from the 2008 National Center on Addiction and Substance Abuse 

Study (CASA, 2008) indicated the following about their student participants: 23% met 

the medical definition of alcohol or drug abuse or dependence, 40% reported binge 

drinking during the previous two weeks, 4% reported smoking marijuana heavily (up 

from 2%), and 8% reported illegal drug use other than marijuana (up from 5%). Thus, the 

efforts of college campuses to curb alcohol and drug use seem to have resulted in few 

gams. 

Surveys completed by UCC directors have also pointed to an increase in 

psychopathology among college students. For example, a 2004 study reported that 86% 

of UCC directors had detected increased rates of psychopathology during recent years 

(Gallagher, 2004). UCC directors at that time also estimated that around 40% of 

counseling center clients had severe problems. The most recent results of this annual 

survey estimated that 50% of counseling center clients have severe psychological 

problems and 8% of all students have serious mental health issues that require treatment 

(Gallagher, 2008). In addition, 67% of UCC directors reported an increase in crisis 

counseling, 60% reported growing demand without an increase in resources, 53% 

reported increases in self-injury, and 35% reported increased rates of eating disorders. 

The overall trend reported by UCC directors has indicated increasing psychopathology 

among students and a frequent shortage of resources and staff to meet those growing 

needs. 
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Although self-report measures and UCC director surveys have provided vital 

information, these types of studies also have inherent limitations. The field has thus 

moved toward a more rigorous assessment of college students. For example, a 

longitudinal study was completed by UCC psychologists from 1988 through 2001 that 

utilized a variety of objective assessment instruments (Benton, Robertson, Tseng, 

Newton, & Benton, 2003). These researchers reported increased rates of problems in 14 

of 19 areas, including rates of sexual assault, depression, suicidal ideation, and 

personality disorders. More recently, the Center for the Study of Collegiate Mental 

Health published findings from its pilot study (Center for the Study of Collegiate Mental 

Health, 2009). This study was significant because it only accessed clients of UCCs (and 

not the general student population). The researchers in this study reported the following: 

90% of UCC clients had attended counseling prior to college, 5% had been hospitalized 

for mental health issues prior to college, 10% had been prescribed psychotropic 

medication prior to college, and 7% admitted that they had a strong fear of acting 

violently. _ 

Lastly, a rigorous study was published in 2008 that reported the 12-month 

prevalence rates of psychiatric diagnoses among college students (Blanco et al., 2008). 

This study utilized face-to-face interviews, the use of a structured clinical interview, and 

various assessment instruments. The authors reported the following about their 

participant pool of 2200 college students: 46% met criteria for one or more psychiatric 

diagnosis, 11 % had a mood disorder, 20% had an alcohol use disorder, and 18% had a 
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personality disorder. This study yielded further support for the increase in 

psychopathology among college students and the need for more expansive services to 

meet those needs. Blanco and colleagues also reported that college students with alcohol 

or drug issues are especially unlikely to seek treatment at their UCC. 

A number of explanations have been provided to explain this alarming trend on 

college campuses. Theories explaining students' mental health disturbances have 

included the following: the alienating effects of various forms of technology, increased 

academic pressure, the aftereffects of an economic recession, the psychological impact of 

various national and world effects ( e.g., terrorism, natural disasters, political unrest), and 

a decrease in the stigma associated with seeking mental health services (Berger, 2002; 

Silverman, 2004). The author of the book, College Mental Health Practice (2006), also 

speculated about the impact of "soulless and attention-deficient popular entertainments, 

rampant consumerism, and the splintering of society into relatively isolated groups" 

(Grayson, 2006, p. 9). Grayson was highlighting the possible shift in the cultural 

underpinnings of young adults that may leave students feeling empty and isolated. 

However, the most widely accepted and research-based explanation for these trends has 

been excellently summarized by Kay (2010). This explanation has been supported by a 

number of clinical and epidemiological studies: 

Scientific advances in the diagnosis and treatment of mental disorders have 

undoubtedly permitted some students, who heretofore would not have attended 

college, to do so. The development of more effective mental health care through 
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advances in psychotherapy and psychopharmacology enables many teenagers to 

achieve a degree of emotional stability necessary for college and success in their 

studies and social-emotional development. Increasingly sophisticated college 

mental health services have ensured continuity of care for these students as well 

as providing assistance to a growing population of students presenting with new 

problems after matriculation. (p. 1) 

Kay noted that advancements in mental health treatments have simply made it 

possible for a larger number of students with mental health issues to attend college. 

However, regardless of the possible explanations for this trend, the fact remains that there 

are more students with trauma histories, depressive disorders, chemical dependency, and 

anxiety disorders on college campuses today. UCC clinicians have thus had to play a 

central role in helping those students transition to and remain in college. As demands 

have increased, UCC clinicians have responded with increases in programming, staffing, 

and services whenever possible. Many UCC clinicians have had to be creative in their 

attempts to manage increasing demands with limited ( and sometimes shrinking) 

resources. For many UCCs, the struggle to manage supply and demand has continued to 

be extremely challenging (Keeling & Heitzmann, 2003 ). 

Traumatic Events and PTSD Among College Students 

As noted by Kolts, Lombardo, and Faulkner (2004), "assaults, rapes, suicides, 

hate crimes, intimidations, and even homicides are becoming increasingly common on 

and around college campuses." Several studies have examined the prevalence of 
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potentially traumatic events (PTEs) among college students. Across studies, the overall 

prevalence rate for PTEs has ranged from 65% to 84% (Humphrey & White, 2000; Marx 

& Sloan, 2002; Scarpa et al., 2002). A large percentage of college students have 

experienced one or more PTEs. Read et al. completed a study examining rates of PTEs 

among college students utilizing PTSD diagnostic criterion A, trauma exposure, as 

indicated in the DSM-IV-TR (Read, White, Ouimette, Colder, & Farrow, 2011). They 

utilized a sample of 3014 students at two public universities and found that 66% of 

students reported exposure to a criterion A traumatic event. Furthermore, 25% of the 

sample had been physically assaulted, 7% had been sexually assaulted (11 % of women, 

2% of men), and roughly 33% had experienced a life-threatening illness or the 

unexpected death of a loved one. Although specific rates of PTEs have varied across 

studies, most studies have shown that at least six out of 10 college students have 

experienced a PTE. 

Some students who experience a PTE will develop PTSD, others will not. Only a 

handful of studies have examined the prevalence of PTSD among college students, as the 

majority of PTSD research has focused on non-student populations ( e.g., veterans). 

However, the research that has been conducted with college students indicates that about 

7% to 1 7% of college students meet criteria for PTSD (Lauterbauch & Vrana, 2001; 

Marx & Sloan, 2003; Twamley, Hami, & Stein, 2004). However, the percentage of PTSD 

among UCC clients is likely much higher. In addition, various sociodemographic 

variables influence the development of PTSD. To begin, women report higher rates of 
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PTSD than men; this finding has been supported by numerous studies (e.g., Read et al., 

2011 ). Other sociodemographic variables, such as ethnicity and socioeconomic status, 

have also been reported to affect risk for PTSD (Norris & Sloan, 2007). Finally, the 

development of PTSD among students is more likely when students have experienced a 

threat to their life, have been physically harmed, or have witnessed the death or serious 

injury of a loved one (Bernat, Ronfeldt, Calhoun, & Arias, 1998). 

The Treatment of UCC Clients with PTSD: Integrating Science and Practice 

With so many college students with a history of PTEs, the effective treatment for 

PTSD is imperative. As such, several researchers and clinicians have highlighted the 

treatment considerations unique to working with college students. First of all, Grayson 

(2006) and others have stressed that clinicians must work within the confines of students' 

developmental stage in order for treatment to be effective. Research related to these 

developmental tasks goes back to the 1960's, but is still very relevant to college students 

today. One of the most cross-culturally relevant and frequently cited psychosocial 

models of study development (Schuh, 1989) was proposed by Chickering ( 1969) and 

later revised by Chickering and Reisser (1993). This model centered on seven vectors of 

development that represented the primary areas of growth among college students. 

However, Chickering and Reisser also recognized that variation exists in the rate of 

growth within and across vectors, according to number of individual, cultural, and 

socioeconomic factors. 
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Chickering and Reisser's (1993) first vector focused on the development of 

competence in a number of areas ( e.g., intellectual competence, physical skills). Students' 

sense of competency was said to increase after they received accurate feedback from 

others and they learned to trust their abilities. The second vector centered on the effective 

management of emotions; students progressed along this vector as they learned to 

manage everyday irritations, cope with fears without becoming immobilized, and heal 

emotional wounds. The third vector involved the students' movement toward 

interdependence and the ability to think critically and make decisions without continual 

approval from peers. Depending on the students' cultural background, this stage could 

also include an emotional, physical, or financial separation from parents. The fourth 

vector of this model involved the development of mature interpersonal relationships, 

which were defined as involving the tolerance and appreciation for differences and the 

capacity for intimacy. 

Chickering and Reisser's (1993) fifth vector was the establishment of identity, 

which was broken down into seven components: (1) comfort with appearance; (2) 

comfort with gender and sexual orientation; (3) sense of self in a social, historical, and 

cultural context; ( 4) clarification of self-concept; ( 5) sense of self in response to feedback 

from valued others; ( 6) self-acceptance; and (7) personal stability and integration. This 

part of the model provided detailed information on identity development that went well 

beyond the models of several other developmental theories ( e.g., Amstein, 1984; 

Erikson, 1956). The sixth vector of development focused on the students' sense of purpose 
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( Chickering and Reisser, 1993 ), and entailed students learning to unify a number of goals 

within the context of a larger and more meaningful principle. Finally, the final vector was 

the development of integrity. The development of integrity involved the ability to balance 

self-interest with the interests of others and to affirm core values and beliefs while 

respecting others' point of view. Students moved through this final vector when they were 

able make value-laden decisions with conviction. 

In addition to various developmental considerations, psychologists treating 

college students must also be cognizant of current trends on college campuses. Recent 

trends have included the following: a greater number of transfer students, a higher 

percentage of high school graduates entering college, more women attending college, 

greater racial diversity on many college campuses, and the reality of overwhelming 

student loan debt for many students. In addition, the effects of a poor economy on 

students has led to more stopout and dropout students (Aud, KewalRamani, & Frohlich, 

2011). 

To begin, the total undergraduate enrollment has gradually increased over the past 

30 years, from 10.5 to 17.6 million students (Aud, KewalRamani, & Fohlich, 2011). 

Current research has indicated that about 70 percent of high school students began 

college immediately following graduation (up from 49 percent in 1980). In fact, 66 

percent of men and 7 4 percent of women who graduated high school began college 

immediately following graduation. Female students now comprise more than half of the 

total enrollment within each racial and ethnic group. Furthermore, enrollment numbers 
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have continued to increase for every racial group. For example, since 1980 Hispanic 

enrollment has increased more than five-fold, Asian/Pacific Islander enrollment has more 

than quadrupled, and Black enrollment has more than doubled (Aud et al., 2011 ). The 

enrollment rates of Caucasian students have also increased, but at a much smaller rate 

compared to other racial and ethnic groups. 

Rising college costs have also certainly impacted students; the cost of attending 

college has increased by 400% over the past 25 years. Recent data have indicated that it 

now costs around 12,100 dollars a year to attend a public two-year college, 19,300 dollars 

a year to attend a public four-year college, and 37,400 dollars a year to attend a private 

four-year college (Aud, KewalRamani, & Fohlich, 2011). As a result, 45% of four-year 

college students and 60% of community college students work more than 20 hours a 

week (Orozco & Cauthen, 2009). Rising college costs and the challenges associated with 

the current recession have affected students in a number of ways, including high levels of 

student debt that would have astonished previous generations (Davis, 2006). 

Harsh economic realities have also led to an increase in stopout students (i.e., 

those who plan to pause their education and return at a later date) and dropout students 

(i.e., those who leave college without plans to return), who leave college for financial 

reasons. In particular, many colleges have been paying increased attention to the 

challenges faced by stopout students. For example, the University of New Mexico has 

developed a stopout recovery program to address the challenges faced by their stopout 

students. Staff at this university found that factors influencing their students' decision to 
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stopout included: being unable to get the courses they needed to graduate, inconsistent 

student advising, and being unable to afford tuition. Lastly, current economic factors 

have also led to an increasing number of students who transfer between colleges. One 

recent study reported that one third of all students transfer at least once within a five-year 

period (Chen et al., 2012) In fact, the most prevalent transfer destination is actually 

public two-year institutions. Chen and colleagues reported that roughly half of all 

students who transferred from a four-year institution made a reverse-transfer to a two

year institution (2012). 

In addition to these current trends, various unique challenges associated with 

working in the UCC setting must also be considered. First of all, many UCCs limit the 

number of counseling sessions available to students due to financial restraints and 

increasing caseloads (Gallagher, 2004). In addition to these restraints, the academic 

calendar itself imposes a limit of 16 sessions over the course of a semester. Another 

challenge with the UCC setting is that a large number of students only come to one or 

two sessions before terminating treatment (Grayson, 2006). Similarly, UCC psychologists 

frequently have to deal with no-shows and rescheduled appointments with clientele who 

schedule therapy appointments as needed, rather than committing to the more traditional 

weekly sessions. This less structured approach to treatment presents challenges to 

psychologists who may have greater difficulty building rapport than in a more traditional 

weekly approach and are often unable to work toward an agreed-upon termination. In 

addition, UCC psychologists must also manage relationships with other students, faculty, 
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administrators, and parents. This management of conflicting needs can be a delicate 

balancing act, especially during times of crisis when the well-being of the college 

community may contradict the needs of a particular student (and vice versa). Lastly, 

issues of confidentiality can be especially challenging amongst demanding phone calls 

from parents and faculty. 

EBP and the UCC: Choosing Treatments that Work 

Whether the survivors of a sexual assault, car accident, war-related traumatic 

event, or natural disaster, college students all deserve quality and efficacious mental 

health treatment. It is extremely important that psychologists engage in EBP and strive to 

engage in both the science and art of psychotherapy with their clients. Although the 

importance of the EBP movement was discussed in detail earlier, it should be noted that 

several researchers have argued that the use of ES Ts improves psychologists' client 

outcomes (e.g., Dawes, Faust, & Meehl, 1989). Furthermore, research has shown that 

trauma specialists who utilize EBP treatments experience less compassion fatigue, less 

burnout, and more compassion satisfaction (Craig & Sprang, 2010). The EBP movement 

is especially relevant for the many UCC psychologists with limited resources and an 

increasing number of clients with serious mental health issues. 

UCC psychologists committed to EBP could ideally review research examining 

the efficacy of various PTSD treatments with college students and look to outcome 

studies conducted with PTSD clients in the general adult population ( e.g., community 

mental health). Unfortunately, researchers have examined some aspects of trauma with 
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college students ( e.g., examining the impact of the September 11 attacks on college 

students), but outcome studies with UCC students have been limited to non-clinical 

samples of student volunteers (Rutter, Weatherill, Krill, Orazem, & Taft, 2011 ). These 

studies have lacked the rigor necessary to determine ESTs, as findings from non-clinical 

samples cannot be generalized to a clinical population. This author was thus unable to 

locate any studies to date that have examined the efficacy of PTSD treatments with UCC 

clientele. As noted by Baez (2005), 

Campus based therapists wanting to know the evidence-based treatment literature 

in our field would likely be disappointed by the scarcity of outcome research on 

anxiety disorders in college mental health. Moreover, the majority of the existing 

empirical evidence in college settings is based on non-clinical samples, especially 

psychology student volunteers. (p. 3 7) 

In light of the increasing severity of mental health issues amongst college students, the 

need for outcome studies with college students with PTSD cannot be overstated. 

UCC psychologists committed to EBP must therefore tum to outcome studies 

completed with PTSD clients in the general adult population. Sources of research 

available to UCC psychologists have included: copious single studies published in peer 

reviewed journals, numerous systematic reviews of multiple studies, PTSD-specific 

treatment manuals, and PTSD practice guidelines published by a number of 

organizations. Each of these resources offers slightly different guidance regarding the 

evidence-based treatment of clients with PTSD. However, it should be noted that the use 
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of treatment manuals has sparked considerable debate in the field. On the one hand, many 

researchers have cited that psychologists' adherence to manual-based treatment when 

using ESTs results in greater treatment gains (e.g., Schulte, Kunzel, Pepping, & Schulte

Bahrenberg, 1992). On the other hand, treatment manuals have been criticized for a 

number of reasons ( e.g., they do not adequately allow for clinical experience of 

psychologists), and a study by Castonguay and colleagues suggested that treatment 

manuals may not be beneficial under certain treatment conditions (Castonguay, 

Goldfried, Wiser, Raue, & Hayes, 1996). As stated by Addis and Krasnow, 

"psychotherapy treatment manuals reflect both the conflicts and the promises associated 

with the changes occurring in our field" (2000, p. 331). Lastly, practice guidelines are 

generally considered to be the most time-efficient, up-to-date, and comprehensive 

resource for EBP. As noted earlier, the 2009 practice guidelines published by the 

International Society for Traumatic Stress Studies (ISTSS) offer the most comprehensive 

review of PTSD outcome research (Hudson, 2011). 

Unanswered Questions Regarding EBP Resources and ESTs with PTSD Clients in 

University Counseling Centers 

Despite the void of outcome studies with UCC clients, UCC psychologists 

committed to EBP have a number of resources available to them. It is currently unclear 

how frequently UCC psychologists have utilized EBP resources with their clients. In fact, 

research conducted in other settings has indicated that clinicians' use of various EBP 

resources is quite limited, and that the impact of EST research on everyday treatment 
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decisions is quite small ( e.g., Lehman & Steinwachs, 1998; Whaley & Davis, 2007). A 

research to practice gap has also been described by the U.S. Public Health Service (U.S. 

Public Health Service, 2000, p. 3 7), with Ruzek and Rosen (2009) recently reiterating 

this point in their statement that "although evidence-based practice guidelines have been 

published and made widely available, application of empirically-based treatments remain 

sparse and inconsistent, and best practices in the management of PTSD have not yet been 

widely disseminated or implemented" (p. 980). The need to address this gap has also 

been highlighted by the Mental Health Education, Research, and Clinical Center 

(MIRECC), an organization committed to improving the quality of PTSD treatment. 

MIRECC members have noted that "a key first step in this process is determining current 

PTSD practice patterns in light of the recommendations of emerging practice guidelines" 

(Rosen et al., 2004, p. 214). Many important questions remain unanswered regarding (1) 

the frequency in which UCC psychologists have utilized the most widely supported ESTs 

with PTSD clients and (2) which EBP resources UCC psychologists have utilized when 

making treatment decisions about a wide range of clients. 

Only a handful of studies have examined psychologists' use of EBP resources 

when making treatment decisions. For example, a study by Addis and Krasnow (2000) 

surveyed 891 psychologists nationwide about their awareness of treatment manuals, 

attitudes toward treatment manuals, and their thoughts about the content of treatment 

manuals. The majority of their sample was employed in a private practice setting. Results 

of this survey indicated that 23% of the psychologists had not even heard of treatment 
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manuals and 3 7% were totally unaware of the contents of a treatment manual. 

Psychologists also reported limited use of treatment manuals; 4 7% had never used a 

treatment manual and 22% had rarely used treatment manuals in their clinical practice. 

Reasons cited for not using treatment manuals included the belief that treatment manuals 

made it more difficult to be attuned to the needs of clients, and the belief that manuals 

overemphasized therapeutic techniques. However, psychologists also indicated that they 

believed that treatment manuals helped psychologists stay on track and could improve 

client outcomes when used properly (Addis & Krasnow, 2000). 

A second study conducted by Mullen and Bacon (2006) investigated clinicians' 

use of a number of EBP resources when making treatment decisions. The purpose of this 

study was to examine clinicians' awareness and use of practice guidelines, j oumal 

articles, and books. The participants in this study were 124 mental health professionals 

who were employed at a large mental health clinic in the United States. Results of this 

study indicated that the majority of psychiatrists (94%) and psychologists (81 % ) had 

heard about practice guidelines. However, only 13% of psychologists indicated that they 

were familiar with a particular set of treatment guidelines, and none of the psychologists 

were able to actually list an organization that had developed guidelines. In regard to the 

use of guidelines, only 6% of psychologists had ever used practice guidelines to help 

them plan treatment. Mullen and Bacon also reported that 38% of psychologists referred 

to professional literature once a week, with an additional 31 % reviewing this resource 

once or twice a month (Mullen & Bacon, 2006). Overall, the results from this study were 
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consistent with the finding that "it is commonly acknowledged that practice guidelines 

and new evidence-based interventions are infrequently adopted by health practitioners, 

with many years elapsing between the introduction and adoption of evidence-based 

practice" (Couineau & Forbes, 2011, p. 266). 

Research examining psychologists' use of EBP resources is extremely limited. No 

study to date has focused on UCC psychologists' use of treatment manuals, practice 

guidelines, and other EBP resources. In addition, no study has inquired into UCC 

psychologists' use of the ISTSS practice guidelines with their PTSD clients. 

On the other hand, a large number of studies have investigated the effectiveness 

of various treatment approaches with non-UCC PTSD clients. In fact, "in the past 10 

years, a significant body of the research on the treatment of posttraumatic stress disorder 

has led to the identification of well-recognized assessment and treatment principles" 

(Couineau & Forbes, 2011, p. 1). The research base for outcome studies with a wide

range of PTSD treatments was quite expansive; this research was examined in detail 

earlier in this document. Across studies, the treatments that have received the most 

consistent empirical backing with PTSD clients include cognitive therapy, behavioral 

therapy, EMDR, and exposure therapy. The practice guidelines from the ISTSS 

recommended these four approaches (Foa et al., 2009). 

Despite the largely conclusive support for several PTSD treatments, research has 

indicated that psychologists have been hesitant to utilize some of the most empirically 

supported treatments. In particular, psychologists have reported infrequent use of EMDR 
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or exposure therapy with their PTSD clients. One study by Becker, Zayfert, and 

Anderson (2004) examined psychologists' attitudes toward and utilization of exposure 

therapy with PTSD clients. Participants in this study consisted of 207 psychologists; 58% 

in private practice and less than 20% in medical centers or university settings. Becker and 

colleagues reported that half of the psychologists were familiar with exposure therapy, 

but that the vast majority of psychologists did not use exposure therapy when treating 

PTSD clients. In fact, only a small minority (17%) had ever used imaginal exposure with 

PTSD clients, and exposure therapy was not even utilized by psychologists with 

extensive training in behavioral therapy (Becker et al., 2004). The majority of 

psychologists cited a lack of training ( 60%) as the reason for not having used this 

approach, but other reasons included: client suicidality, client dissociation, any comorbid 

disorder, and psychologists' belief that exposure therapy would lead to an increase in 

symptoms. The authors viewed these stated contraindications for using exposure therapy 

as troubling, as "virtually none of the contraindications were empirically based" (Becker 

et al., 2004, p. 289). Furthermore, Becker and colleagues noted that many clients who 

would benefit from exposure therapy are inappropriately excluded based on 

psychologists' erroneous beliefs that exposure therapy is associated many 

contraindications. 

A second study that examined clinicians' use of exposure therapy with PTSD 

clients was conducted by van Minnen, Hendriks, and Olff (2010). The participants in this 

study included 255 self-identified trauma specialists who were presented with four cases 
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in which several factors were manipulated (e.g., client comorbidity, treatment 

preferences). The results of this study indicated that exposure therapy was largely 

underutilized and that the majority of clinicians were not trained in this technique. The 

authors stated that, 

Despite its underuse in our expert cohort, and in contrast to our expectations, the 

respondents found imaginal exposure to be more credible as a PTSD treatment 

than pharmacotherapy or supportive counseling, and confirming our hypothesis, 

the more training the participants had enjoyed, the more often they offered 

imaginal exposure in their practice and the more highly they rated its credibility. 

(p. 318) 

In general, an interesting contradiction was observed between clinicians' relatively high 

confidence in exposure therapy and their infrequent use of this approach. In addition, van 

Minnen and colleagues reported that fear of symptom exacerbation and concerns about 

client dropout played a major role in clinicians' decision not to utilize exposure therapy. 

Lastly, the authors recommended that all clinicians seek comprehensive training in this 

empirically supported technique. 

A study was also completed by Rosen and colleagues (2004) that compared the 

practices of clinicians in several VA medical centers with the practice guidelines 

published by the ISTSS. Participants consisted of 321 VA medical center clinicians 

surveyed in 1999 and 271 VA clinicians surveyed in 2001; this sample was divided into 

PTSD specialists and generalist providers (non-PTSD specialists). VA providers who 

119 



self-identified as PTSD specialists routinely addressed clients' concerns about safety and 

trust, provided psychoeducation about PTSD symptoms, taught coping skills, and worked 

through trauma-related beliefs and feelings. In addition, roughly half of the specialists 

taught anger management and behavioral techniques focused on sleep difficulties. 

However, very few of the specialists had used a manualized treatment, and less than 10% 

routinely utilized exposure therapy with their PTSD clients (Rosen et al., 2004). 

Generalists in this study used present-oriented treatments, such as coping skills, 

psychoeducation, anger management, sleep hygiene, at roughly the same rate as the 

PTSD specialists. In addition, only 10% of generalists routinely used exposure therapy, 

and only about 7% routinely used treatment manuals. However, generalists were 

significantly less likely than trauma specialists to discuss traumatic events with their 

clients. In sum, Rosen and colleagues were able to provide a glimpse into the treatments 

used with PTSD clients in several VA settings. They noted several discrepancies between 

current practices and the ISTSS guidelines, most notably the infrequent use of exposure 

therapy among both groups of clinicians. Rosen et al. recommended that further research 

be completed exploring the implementation of practice guidelines, clinicians' attitudes 

toward these guidelines, and the EBP resources used by clinicians. 

Most recently, Sprang, Craig, and Clark (2008) surveyed the practice patterns of 

clinicians to determine how frequently they utilized evidence-based treatments four years 

after the ISTSS guidelines were published. The participants in this study consisted of 

1121 mental health professionals (18% were psychologists) who completed the Trauma 

120 



Practices Questionnaire (TPQ). The TPQ is a questionnaire developed by Sprang and 

Craig (2007) that asks specific questions about clinicians' use of cognitive, behavioral, 

solution-focused, EMDR, eclectic, and psychodynamic interventions with trauma clients. 

In addition, Sprang et al. inquired into clinicians' overall treatment of choice with PTSD 

clients. Results of this study indicated that many of the clinicians ( 46%) could not 

identify a treatment approach of choice with PTSD clients. However, 29% identified 

CBT as their treatment of choice, 5% cited EMDR, 6% cited supportive psychotherapy, 

5% were eclectic, and 2% cited psychoeducation. In addition, less than 2% cited grief 

therapy, art therapy, play therapy, solution-focused therapy, or psychodynamic therapy as 

their treatment of choice. 

In regard to specific interventions utilized, a large number of respondents 

endorsed cognitive and behavioral interventions ( e.g., identifying and disputing irrational 

beliefs, teaching relaxation training, using systematic desensitization). Sprang et al. noted 

that these interventions are supported by empirical studies with PTSD clients and have 

been recommended by the ISTSS guidelines. Furthermore, the authors noted a 

discrepancy between practice patterns and evidence-based treatment in their finding that 

only a very small percentage of clinicians utilized EMDR interventions, despite the Level 

A rating assigned to EMDR by the ISTSS. Lastly, although exposure therapy has been 

recommended by the ISTSS, the clinicians in this sample rarely cited exposure as their 

preferred treatment approach. Sprang and colleagues noted that organizational barriers 

( e.g., commitment to EBP), clinician factors ( e.g., discomfort with the technique), and 
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client issues ( e.g., aversion to the procedure) likely all impacted the underutilization of 

exposure therapy with trauma clients. They also stressed that further research was needed 

to determine current practice patterns and ways to increase the utilization of ES Ts with 

PTSD clients. 

Summary of PTSD Treatment in University Counseling Centers 

The role of the college and university counseling center and UCC psychologists 

has continued to evolve since the first UCC was established in 1932 (Kirk, 1966). This 

progression has been instigated by many national and world events (e.g., Vietnam War, 

attacks of September 11 ), as well as the overall trend of increasing psychopathology 

among college students in recent years (Kay, 2010). As rates of depression, PTSD, 

substance abuse, and eating disorders have increased among college students, UCC 

psychologists been called on to help UCC clients manage their problems more effectively 

so that they can succeed academically. One especially alarming trend among college 

students has been increasing incidents of rape, suicide, hate crimes, and other traumatic 

events (Kolts et al., 2004 ). In fact, the overall prevalence rate of potentially traumatic 

events among college students has ranged from 65-84%, indicating that many UCC 

clients likely exhibit PTSD symptomatology (Marx & Sloan, 2002). The high prevalence 

of potentially traumatic events experienced by college students highlights the need for the 

safe and effective treatment of this clientele. Unfortunately, very little research has been 

conducted on the evidence-based practice resources utilized by UCC psychologists and 

the practice patterns of UCC psychologists when treating clients who have PTSD. 
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Summary of the Literature Review 

Great advances have been made in the treatment of PTSD over the past 60 years. 

Psychologists treating clients with PTSD have had a range of treatment choices available, 

including cognitive therapy, behavioral therapy, psychodynamic, EMDR, exposure 

therapy, solution-focused therapy, psychodynamic therapy, and art therapy. Each of these 

approaches offers a range of interventions and boasts a passionate following. Fortunately, 

the field's movement toward ESTs has provided guidance to psychologists committed to 

providing compassionate and effective treatment to survivors of traumatic events 

(Corcoran & Vandiver, 2004). The EBP movement has been very important in light of 

the vulnerability of many PTSD clients. 

Psychologists treating PTSD clients have a number of empirically-based 

resources available when making treatment decisions, including treatment manuals, 

single study journals, and practice guidelines, most notably the ISTSS practice 

guidelines. Over time, outcome studies with PTSD clients have consistently shown that 

several treatments are efficacious and have been recommended by the ISTSS. These 

treatments include cognitive therapy, behavior therapy, exposure therapy, and EMDR 

(Foa et al., 2009). However, despite the strong empirical support for these interventions, 

little is known about how frequently UCC psychologists utilize these ESTs with their 

clients. In addition, the degree to which UCC psychologists utilize various EBP 

resources, including treatment manuals and practice guidelines, is also unknown. Only a 

handful of studies have examined these questions; studies by Addis and Krasnow (2000) 
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and Mullen and Bacon (2006) have indicated that clinicians rarely use treatment manuals 

or practice guidelines with their clients. A few studies have also examined clinicians' use 

of ES Ts, with results showing that EMDR and exposure therapy are underutilized and 

that cognitive and behavioral interventions are frequently the treatments of choice 

(Becker et al., 2004; Rosen et al., 2004; Sprang et al., 2008). 

Although some advances have been made in determining how frequently 

psychologists use ESTs with PTSD clients, no studies to date have examined the practice 

patterns ofUCC psychologists when treating trauma clients. This void in the PTSD 

research base is particularly concerning in light of the high rate of potentially traumatic 

events on and around college campuses (Kolts et al., 2004) and the overall trend of 

increasingly psychopathology among college students (Kay, 2010). Professors, staff, and 

UCC psychologists alike have described the alarmingly high rates of mental health issues 

among college students and have expressed concern about the current crisis across many 

college campuses. Gathering information about the current practices of UCC 

psychologists with PTSD clients and the EBP resources they utilize will offer much 

needed guidance regarding what steps need to be taken to ensure the efficacious 

treatment of college students with PTSD. 

Purpose of the Study 

The President's New Freedom Commission (2003) has suggested that a 20-year 

gap may exist between the knowledge generated from efficacy studies and the 

implementation of those methods into practice. Several studies have shown that many 
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clinicians do not utilize EBP resources and rarely utilize PTSD treatments that have 

received the highest rating from the ISTSS. No research to date has focused on the 

practice patterns of psychologists working in the UCC with clients diagnosed with PTSD 

or examined UCC psychologists' use of treatment manuals, practice guidelines, and other 

EBP resources. The purpose of this study is to gather information about the EBP 

resources utilized by UCC psychologists and to determine the degree to which UCC 

psychologists use ESTs with their PTSD clients. 

Hypotheses 

1. Statistically significant mean differences will be observed between psychologists' 

utilization of Cognitive therapy, Behavioral Therapy, and EMDR as measured by 

the Trauma Practices Questionnaire (TPQ). 

2. A statistically significant majority of psychologists (51 % or more) will not utilize 

exposure therapy with their PTSD clients as measured by the Treatment 

Approaches Routinely Utilized with PTSD Clients Questionnaire. 

3. A statistically significant majority of psychologists ( 51 % or more) will ''rarely" or 

"never" utilize treatment manuals with their clients as measured by the Evidence

Based Practice Questionnaire. 

4. A statistically significant proportion of psychologists ( 51 % or more) will indicate 

that the ISTSS practice guidelines hav~ had "no impact" or "minimal impact" on 

their treatment decisions when treating PTSD clients as measured by the 

Evidence-Based Practice Questionnaire. 
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5. A statistically significant proportion of psychologists ( 51 % or more) will indicate 

that practice guidelines have overall had "no impact" or '"minimal impact" on 

their treatment decisions when treating a wide range of clients as measured by the 

Evidence-Based Practice Questionnaire. 
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CHAPTER III 

METHODOLOGY 

Participants 

Psychologists currently seeing individual therapy clients at a college or university 

counseling center (UCC) were recruited for the present study. All of the participants held 

a doctoral degree and were licensed in their state. 

Instrumentation 

Trauma Practices Questionnaire 

The Trauma Practices Questionnaire (TPQ; Craig & Sprang, 2009, 2010; Sprang 

& Craig, 2007) was used to assess UCC psychologists' current practice patterns and the 

degree to which they utilized empirically supported treatments (ESTs) when treating 

clients with posttraumatic stress disorder (PTSD) (see Appendix A). The TPQ is a 19-

item scale that measures clinicians' use of eye movement desensitization and 

reprocessing therapy (EMDR), cognitive therapy, behavioral therapy, psychodynamic 

therapy, eclectic therapy, and solution-focused therapy; it is an analog measure that taps 

into the major assumptions of each of these therapy factors. The TPQ is a self-report 

survey that consists of a Likert scale ranging from O (never) to 6 (always). Examples of 

items on this survey include "I dispute irrational thoughts" and "I complete the task of 

counterconditioning." Subscale totals for each of the six treatment approaches are tallied 
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by summing either three (for five approaches) or four items (one approach); these totals 

range from 0-24. A within scale average for each of the six treatment approaches is then 

calculated. A low score indicates infrequent use of a treatment approach with PTSD 

clients, whereas a high score indicates frequent use of a treatment approach with PTSD 

clients. The TPQ has been validated via an exploratory factor analysis that was able to 

reproduce a six-factor structure in a previous study (Sprang & Craig, 2007). A 

confirmatory factor analysis has also been completed on split-half samples of this scale 

(Craig & Sprang, 2009). In addition, the scale showed a 90% goodness of fit, a 95% 

Comparative Fix Index, a 95% Incremental Fit Index, and accounted for 65% of the 

variance with alpha reliability coefficients ranging from .71 for cognitive therapy to .94 

for EMDR (Craig & Sprang, 2009). 

Treatment Approaches Routinely Utilized with PTSD Clients Questionnaire 

An author-generated questionnaire (see Appendix B) was utilized to gather 

information about a larger number of PTSD treatment approaches beyond the six 

approaches accessed with the TPQ. This instrument was also different from the TPQ, in 

that this instrument focused on overall treatment approach and not on specific 

interventions utilized. This questionnaire asked participants "which of the following 

treatment approaches do you routinely utilize with clients with PTSD?" along with a list 

of 19 treatment choices (e.g., art therapy, grief therapy, interpersonal therapy, hypnosis). 

Participants were asked to review all of the 19 approaches and mark an "X" next to each 

of the approaches that they routinely utilize with their PTSD clients. Each item on this 
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instrument was scored independently; participants scored a one if they routinely utilized a 

certain approach ( and thus marked an "X") and a zero if they did not routinely utilize that 

approach. 

Evidence-Based Practice Questionnaire 

An author-generated Evidence-Based Practice (EBP) Questionnaire (see 

Appendix C) was modeled after a survey developed by Mullen and Bacon (2006). The 

portions of Mullen and Bacon's survey utilized for the development of this questionnaire 

included items from a measure used in their study Implementation of Practice Guidelines 

and Evidence-Based Treatment: A Survey of Psychiatrists, Psychologists, and Social 

Workers. The questionnaire utilized for the current study consisted of nine self-reported 

items inquiring into psychologists' (1) use of various EBP resources (e.g., "In general, 

how often do you read or refer to single-study journal articles in your field?"); (2) 

awareness of the EBP movement (e.g., "Prior to taking this survey, had you heard about 

the field of psychology's movement toward evidence-based practice and the field's 

emphasis on empirically supported treatments?"); and (3) self-reported commitment to 

the EBP movement (e.g., "How would you rate your overall commitment to evidence

based practice?"). Each item on this measure was scored separately. Five items accessed 

psychologists' use of various EBP resources with a wide-range of clients; participants 

were asked to indicate how frequently they utilized each resource on a five-point Likert 

scale ranging from "daily" to "rarely or never," with higher scores indicating more 

frequent use of a particular EBP resource. Two items also accessed psychologists' use of 
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practice guidelines with a wide-range of clients and then specifically with PTSD clients; 

participants indicated the impact of practice guidelines on a four-point Likert scale 

ranging from "no impact" to ''large impact," with higher scores indicating a greater 

impact of practice guidelines. In addition, one item asked psychologists if they were 

aware of the field's movement toward EBP; participants could answer "yes" (score of 

one) or "no" (score of zero). Finally, one item measured psychologists' commitment to 

EBP; participants indicated their level of commitment on a three-point Likert scale 

ranging from "high" to "low," with higher scores indicating greater commitment to the 

EBP movement. 

Demographic and Professional Information Questionnaire 

The Demographic and Professional Information Questionnaire included 11 

questions designed to aid in the author's understanding of the participant sample (see 

Appendix D). This questionnaire included items about psychologists' age, ethnicity, 

gender, sexual orientation, and highest degree earned in psychology. An item also 

inquired into whether participants worked at an agency that was involved in doctoral or 

master's level training. In addition, this questionnaire asked about psychologists' area of 

specialization ( e.g., counseling psychology), whether they were a licensed psychologist, 

how long they had been licensed, and whether they were currently seeing clients in a 

university counseling center. Lastly, one Likert scale item asked psychologists to 

estimate roughly how many PTSD clients they had treated in a university counseling 

center setting ( 1-5 clients, 6-10 clients, 11-20 clients, or 21 or more clients). 
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Procedure 

The investigator recruited participants in four ways: (1) emailing personal 

contacts who worked in UCCs and inviting them to participate in the study, (2) emailing 

training directors of college or university counseling centers registered with the 

Association of Psychology Postdoctoral and Internship Centers (APPIC), (3) emailing 

counseling center directors from a database provided by the 2010 National Survey of 

Counseling Center Directors, and ( 4) through an advertising link on a social networking 

website. 

To begin, the investigator emailed personal contacts who worked at U CCs and 

invited them to participate in the study. She also contacted participants from a list of 

email addresses of the 150 training directors who participated in the 2011 APPIC match 

and the 320 counseling center directors who completed the 2010 National Survey of 

Counseling Center Directors. The investigator emailed one out of every five names on the 

two lists, beginning with the first name on each list; 64 UCC directors and 30 APPIC 

training directors were contacted. Also, only one email was sent when the same name 

happened to be picked from both lists. The investigator then contacted one out of every 

five names on each list beginning with the second person (and later the third, fourth, and 

fifth individuals). As this process resulted in too few participants for the study, potential 

participants were contacted a second time via email several weeks after the original 

request for participant. Recruitment ceased when 125 participants had completed the 

survey. 
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A Request for Participation Email (see Appendix E) provided all email 

participants with instructions about how to participate in the study and encouraged them 

to forward the email to other psychologists ( especially psychologists at their UCC) who 

met the professional parameters of the study. Hence, the investigator utilized snowball 

sampling (Loewenthal, 2001 ). In the email, psychologists were also be informed that they 

could enter to receive 1 of 10 $50 Amazon.com gift cards as an incentive to participate in 

the study. 

The psychologists who decided to participate in the study were instructed to 

mouse-click on the hyperlink (URL address) provided in the Request for Participation 

Email to access the Psychdata survey constructed specifically for this study. When the 

participants arrived at the designated website, they saw the Informed Consent Form 

screen ( see Appendix F). This form detailed the purpose of the study, explained the 

requirements for participation, and informed participants about confidentiality. In 

addition, this form specified the possible risks and benefits associated with participation 

and informed participants that they could terminate their participation in the study at any 

time by exiting the web browser. A statement at the bottom of the Informed Consent 

Form screen read "If you have read and agree to the above statements, please click on the 

'Continue' button below to indicate your consent to participant in this study." After 

consenting to participate in the study, participants were presented with the four 

previously mentioned questionnaires in the following order: Demographic and 

Professional Information Questionnaire, Treatment Approaches Routinely Utilized with 
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PTSD Clients Questionnaire, Evidence-Based Practice Questionnaire, and the Trauma 

Practices Questionnaire. Lastly, participants were presented with a screen asking if they 

would like to enter a drawing for an Amazon.com gift card and/or receive a summary of 

the study results emailed to them. Interested participants were instructed to enter their 

email address at that time. 

In addition to contacting participants by email, the investigator also contacted 

participants via an advertising link on a social networking website. Those participants 

accessed the four questionnaires on the Psychdata website from a link provided on the 

advertisement. All procedural processes were identical to those outlined above for 

participants. 

Hypotheses and Statistical Design 

An alpha level of .05 was used for all analyses. The first hypothesis predicted 

statistically significant mean differences between psychologists' utilization of cognitive 

therapy, behavioral therapy, and EMDR, as evidenced by their scores on the Trauma 

Practices Questionnaire (TPQ). Analysis of the difference between these means was 

examined through a within subjects one-factor Repeated Measures Analysis of Variance 

(ANOV A) test. The means for this analysis were calculated by first totaling the subscale 

for each treatment approach (0-24), and then calculating the mean subscale score for each 

treatment by dividing by the number of TPQ items for that treatment approach ( either 

three or four). 
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The second hypothesis predicted that a statistically significant majority of 

psychologists ( 51 % or more) would not regularly utilize exposure therapy with their 

PTSD clients, as measured by the Treatment Approaches Routinely Utilized with PTSD 

Clients Questionnaire. A chi-square goodness-of-fit test was used for this analysis. 

The third hypothesis predicted that a statistically significant majority of 

psychologists ( 51 % or more) would "rarely" or "never" utilize treatment manuals with 

their clients, as measured by the Evidence-Based Practice Questionnaire. A chi-square 

goodness-of-fit test was used for this analysis. 

The fourth hypothesis predicted that a statistically significant proportion of 

psychologists (51 % or more) would indicate that the ISTSS practice guidelines had "no 

impact" or "minimal impact" on their treatment decisions when treating PTSD clients, as 

measured by the Evidence-Based Practice Questionnaire. A chi-square goodness-of-fit 

test was used for this analysis. 

The fifth hypothesis predicted that a statistically significant proportion of 

psychologists ( 51 % or more) would indicate that practice guidelines had overall had "no 

impact" or "minimal impact" on their treatment decisions when treating a wide range of 

clients, as measured by the Evidence-Based Practice Questionnaire. A chi-square 

goodness-of-fit test was used for this analysis. 

In addition, descriptive statistics were analyzed the results were reported on all 

items of the Demographic and Professional Information Questionnaire in order to provide 

detailed information about the participant sample ( e.g., sexual orientation, area of 
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specialization in psychology). The percentage of psychologists who routinely utilized 

each of the 19 approaches in the Treatment Approaches Routinely Utilized with PTSD 

Clients Questionnaire and a mean for each the six treatment approaches of the TPQ was 

also calculated. Furthermore, descriptive statistics were analyzed for each item of the 

Evidence-Based Practice Questionnaire (e.g., the percentage of psychologists who 

routinely referred to single-study journal articles when making treatment decisions). 

Lastly, this researcher was unable to conduct exploratory analyses comparing the practice 

patterns of UCC psychologists from training agencies (i.e., agencies training masters 

level or doctoral level clinicians) with the practice patterns of psychologists at non

training agencies due to an inadequate number of participants from non-training agencies. 
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CHAPTER IV 

RESULTS 

One hundred and twenty-five surveys were completed by university counseling 

center psychologists using a Psychdata.com online survey. One hundred and ten surveys 

were utilized in the final data analysis. Fifteen surveys were ~onsidered unusable as a 

result of the following: (1) an incomplete data set, (2) participants did not have a Ph.D. or 

Psy.D. in psychology, (3) participants were not licensed in their state, or (4) participants 

were not currently working in a university counseling center. In regard to demographic 

information, the participant sample consisted of 83 women (75%) and 27 men. 

Participants ranged in age from 27 to 65, with a mean age of 43.6. The race/ethnicity of 

participants was as follows: 88% Caucasian, 4% Black, 4% Asian, 3% Hispanic, and 1 % 

Biracial. Furthermore, 78% of participants identified as heterosexual, 10% as gay/lesbian, 

and 12% as bisexual. 

All participants held a Ph.D. (78%) or a Psy.D. (22%) and were equally divided 

between counseling ( 51 % ) and clinical psychology ( 49% ). The mean number of years as 

a licensed psychologist was 10.1. The vast majority of participants (90%) worked at a 

counseling center that was involved in either doctoral or masters level training. Finally, 

participants were asked to estimate the number of individual therapy clients with 

posttraumatic stress disorder (PTSD) that they had treated in a college setting. The results 

indicated the following: 48% had worked with 21 or more PTSD clients, 26% had 
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worked with 11 to 20 PTSD clients, 16% had worked with 6 to 10 PTSD clients, and 

10% had worked with 5 or less PTSD clients. 

The first hypothesis predicted statistically significant differences between 

psychologists' utilization of cognitive therapy (CT), behavioral therapy (BT), and eye 

movement desensitization and reprocessing therapy (EMDR) with PTSD clients, as 

measured by the Trauma Practices Questionnaire (TPQ). A calculation of treatment 

means revealed that CT was utilized most frequently (M = 3.82, SD= 1.32), followed by 

BT (M = 2.64, SD= 1.25) and EMDR (M = 0.33, SD= 0.93). A repeated measures 

analysis of variance with Least Significant Different post-hoc tests was conducted to 

determine whether the differences between treatment means were statistically significant. 

Results of this analyses indicated that the hypothesis of statistically significance 

differences between the treatment means was accepted overall and in every pairwise 

comparison (see Table 1 and Table 2). 

Table 1 

Analysis of Variance Comparisons of Cognitive Therapy (CT), and Behavioral Therapy 
(BT), and Eye Movement Desensitization and Reprocessing Therapy (EMDR) 

Source SS df MS F p 

Therapy 692.26 2 346.13 283 .68 .001 

Error 265.99 218 1.22 

Note: SS = Sum of Squares, df= degrees of freedom, MS= Mean square. 
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Table 2 

Fisher's Least Significant Difference T-Comparisons with Cognitive Therapy (CT), 
Behavioral Therapy (BT), and Eye Movement Desensitization and Reprocessing Therapy 
(EMDR) 

-'----------------------------
Groups 

EMDR verses CT 
EMDR versus BT 

CT verses BT 

t 
23.10 
15.48 
8.04 

p 
.001 
.001 
.001 

The second hypothesis predicted that a statistically significant majority of 

psychologists ( 51 % or more) would not regularly utilize exposure therapy with their 

PTSD clients. Sixty-five percent of psychologists in this sample indicated that they did 

not regularly utilize exposure therapy with their PTSD clients. A chi-square goodness of 

fit test comparing the observed verses expected percentage of psychologists utilizing 

exposure therapy indicated that·/ (1) = 9.31, p = .002, thus rejecting the null hypothesis 

that an equal number of psychologists would and would not utilize exposure therapy. The 

results of the chi-square goodness of fit test supported the hypothesis that a statistically 

significant majority of psychologists would not regularly utilize exposure therapy with 

their PTSD clients. 

The third hypothesis predicted that a statistically significant majority of 

psychologists (51 % or more) would "rarely" or "never" utilize treatment manuals with a 

wide range of clients, as measured by the Evidence-Based Practice Questionnaire. Sixty

four percent of psychologists indicated that they rarely or never utilized treatment 

manuals with a wide range of clients. A chi-square goodness of fit test comparing the 
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observed verses the expected percentage of psychologists utilizing exposure therapy 

indicated that x2 (3) = 96.62, p < .001, thus rejecting the null hypothesis that an equal 

percentage of psychologists would endorse each of the alternatives for this item. The 

results of the chi-square goodness of fit test supported the hypothesis that a statistically 

significant majority of psychologists would infrequently utilize treatment manuals with a 

wide range of clients. 

The fourth hypothesis predicted that a statistically significant proportion of 

psychologists ( 51 % or more) would indicate that the practice guidelines from the 

International Society for Traumatic Stress Studies (ISTSS) have had "no impact" or 

"minimal impact" on their treatment decisions with PTSD clients. Seventy-five percent of 

the psychologists indicated that the ISTSS guidelines had no impact or a minimal impact 

on their work with PTSD clients. A chi-square goodness of fit test comparing the 

observed verses the expected percentage of psychologists utilizing the ISTSS practice 

guidelines indicated that x2 (3) = 31.24, p < .001, thus rejecting the null hypothesis that 

an equal percentage of psychologists would endorse each of the alternatives for this item. 

The results of the chi-square goodness of fit test supported the hypothesis that a 

statistically significant majority of psychologists would not refer to the ISTSS practice 

guidelines when making treatment decisions for their PTSD clients. 

The fifth hypothesis predicted that a statistically significant proportion of 

psychologists (51 % or more) would report that practice guidelines have overall had "no 

impact" or "minimal impact" on their treatment decisions with a wide range of clients. 
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Thirty-five percent of the psychologists in the sample indicated that practice guidelines 

had no impact or a minimal impact on their treatment decisions. A chi-square goodness 

of fit test comparing the observed verses the expected percentage of psychologists 

utilizing practice guidelines indicated that x2 (3) = 78.87, p < .001, thus rejecting the null 

hypothesis that an equal percentage of psychologists would endorse each of the 

alternatives for this item. However, the hypothesis that a statistically significant majority 

of psychologists would not refer to the practice guidelines when making treatment 

decisions was not confirmed. 

In addition to the statistical analyses of the five hypotheses, descriptive data was 

also calculated for the 19 treatment approaches of the Treatment Approaches Routinely 

Utilized with PTSD Clients Questionnaire (see Table 3). Of the 19 treatment approaches, 

UCC psychologists most commonly utilized cognitive therapy, mindfulness-based 

approaches, psychoeducation, and interpersonal therapy interventions with their PTSD 

clients. On the other hand, UCC psychologists rarely utilized EMDR, hypnosis, 

constructionist, or art/play therapy approaches with their PTSD clients. Means were also 

calculated for the six PTSD treatment approaches of the TPQ: eclectic approach (M = 

4.01, SD= 1.21), cognitive therapy (M = 3.82, SD= 1.32), solution-focused therapy (M 

= 3.03, SD= 1.01), behavioral therapy (M = 2.64, SD= 1.25), psychodynamic (M = 2.21, 

SD= 1.26), and EMDR (M = 0.34, SD= 0.93). 
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Table 3 

The Percentage of University Counseling Center Psychologists who Routinely Utilized 
Various Treatment Approaches with their PTSD Clients 
Treatment Percentage % Treatment 
Cognitive Therapy 89.1 Psychodynamic 
Mindfulness-based 67.3 Grief Therapy 
Psychoeducation 54.5 Eclectic 
Interpersonal 52.7 Solution-focused 
Behavioral Therapy 46.4 Systems Therapy 
Humanistic/Existential 40. 0 Constructionist 
Exposure Therapy 35.5 EMDR 
Rogerian 33.6 Hypnosis 
Gestalt/Experiential 30.0 Art/Play Therapy 
Feminist Therapy 29.1 

Percentage% 
29.1 
26.4 
24.5 
24.5 
20.9 

9.1 
8.2 
8.2 
6.4 

The Evidence-Based Practice Questionnaire also gathered information about the 

frequency with which psychologists utilized various empirical resources when making 

treatment decisions for a wide range of clients. The percentage of psychologists who 

utilized various empirical resources several times a year or more was as follows: book or 

book chapters (88.2%), systematic reviews of outcome literature (82.7%), single-study 

journal articles (81.8% ), web-based resources (78.2% ), and treatment manuals (36.3% ). 

Furthermore, 109 of the 110 psychologists reported that they were aware of the field's 

movement toward greater emphasis on evidence-based practice (EBP). Lastly, 20.0% of 

psychologists reported a high level of commitment to the evidence-based practice (EBP) 

movement, 57 .3% reported a moderate level of commitment, and 22. 7% reported a low 

level of commitment. 

Despite the researcher's attempts to contact a large number of psychologists from 

both training and non-training agencies ( e.g., contacting each potential participant twice 
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via email), only 11 of the 110 total participants (10%) worked in a counseling center that 

was not involved in masters or doctoral level training. As such, the 10 to 1 ratio of group 

sizes resulted in inadequate power (15%) to compare the practice patterns of 

psychologists from training and non-training agencies (i.e., there would have only been a 

15% chance of rejecting the null hypothesis it if was not true). 
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CHAPTER V 

DISCUSSION 

The present study investigated the degree to which psychologists at college and 

university counseling centers (UCCs) utilized empirically supported treatments with their 

posttraumatic stress disorder (PTSD) clients. In addition, an attempt was made to 

determine the degree to which UCC psychologists utilized a number of evidence-based 

practice resources with a wide range of clients. Results of this study supported the 

prediction that significant differences would be found between psychologists' utilization 

. of cognitive therapy (CT), behavioral therapy (BT), and eye movement desensitization 

and reprocessing therapy (EMDR) with PTSD clients. The second hypothesis predicting 

that a significant majority of participants would not regularly utilize exposure therapy 

with their PTSD clients was also supported. In addition, the hypothesis that a significant 

majority of psychologists would rarely utilize treatment manuals with a wide range was 

supported, as was the hypothesis that a significant proportion of psychologists would not 

utilize the International Society for Traumatic Stress Studies (ISTSS) practice guidelines 

with their PTSD clients. Lastly, the hypothesis predicting that a significant proportion of 

psychologists would infrequently utilize practice guidelines with a wide range of clients 

was not supported. 
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Cognitive Therapy, Behavioral Therapy, and EMDR 

The current study was the first to compare UCC psychologists' utilization of 

cognitive therapy, behavioral therapy, and EMDR with PTSD clients. Statistically 

significant differences were found between UCC psychologists' utilization of CT, BT, 

and EMDR with PTSD clients. UCC psychologists utilized CT the most frequently, 

followed by BT and EMDR. Although all three approaches have comprehensive 

empirical support (e.g., Tarrier et al., 1999; Vaughan et al., 1994), the results of this study 

supported previous research findings that CT and BT treatment approaches are utilized 

much more frequently than EMDR by psychologists working in a number of treatment 

settings. 

Only a few studies have examined the treatment approaches utilized by clinicians 

working with PTSD clients in other treatment settings. A study by Rosen and colleagues 

(2004) compared the treatment practices of hundreds of clinicians in several Veterans 

Affairs (VA) medical centers with the practice guidelines published by the ISTSS. VA 

providers in this study reported that they frequently utilized a number of BT ( e.g., coping 

skills, sleep hygiene) and CT interventions ( e.g., working through trauma-related beliefs, 

challenging distorted thinking). However, none of the VA clinicians in this study even 

occasionally utilized EMDR with their PTSD clients. Overall, the findings from the VA 

study indicated that very few clinicians were trained in EMDR, and that the use of 

EMDR was likely less among VA clinicians than in other treatment settings. 
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A more comprehensive study accessing the practice patterns of clinicians with 

PTSD clients was completed by Sprang, Craig, and Clark (2008). The participants in this 

study consisted of 1121 mental health professionals ( 18% were psychologists) who 

completed a questionnaire about their use of a number of PTSD treatments. In regard to 

specific interventions utilized, a large number of respondents endorsed CT and BT 

interventions ( e.g., identifying and disputing irrational beliefs, teaching relaxation 

training, using systematic desensitization). Sprang et al. noted that these interventions are 

supported by empirical studies and have been recommended in the ISTSS guidelines. 

Furthermore, the authors noted a discrepancy between practice patterns and evidence

based treatment in their finding that only a small percentage of clinicians utilized EMDR 

interventions, despite the Level A rating assigned to EMDR by the ISTSS. Finally, the 

majority of participants in the Sprang et al. study who professed a treatment of choice 

identified CT or BT as their treatment of choice, whereas few participants reported 

EMDR as their treatment of choice (2008). Consistent with these previous studies, this 

research has shown that psychologists who have been trained in CT and BT are aware of 

the empirical support for these approaches, and feel comfortable utilizing these 

interventions with traumatized clients. The current study also supports previous findings 

that few clinicians believe that they have the necessary training or feel adequately 

compelled by the empirical research to utilize EMDR with their clients. 
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Underutilization of Exposure Therapy 

The current study was the first to date to investigate UCC psychologists' 

utilization of exposure therapy with PTSD clients. Results indicated that a statistically 

significant majority of psychologists did not regularly utilize exposure therapy with their 

PTSD clients. Despite the strong empirical support for exposure therapy, results of this 

study indicated that UCC psychologists likely underutilize this treatment approach with 

their PTSD clients. 

Although no studies to date have examined PTSD treatments utilized by U CC 

psychologists, researchers have studied the use of exposure therapy in other settings. The 

results of the current study support the consistent finding from previous research that 

clinicians underutilize exposure therapy, despite its strong empirical validation. For 

example, the study by Rosen et al. (2004) with VA clinicians also found infrequent use of 

exposure therapy. Becker, Zayfert, and Anderson (2004) also reported that only a small 

minority (17%) of the 207 licensed psychologists in their study utilized exposure therapy 

with clients with PTSD or other anxiety disorders. Participants cited lack of training and 

worries about clients decompensating as reasons for not utilizing this approach. The 

authors viewed the participants' stated contraindications for using exposure therapy as 

troubling, as "virtually none of the contraindications were empirically based" (Becker et 

al., 2004, p. 289). In addition, only 31 % of their sample had received formal training in 

the use of exposure therapy. Exposure therapy was not widely accepted or utilized even 
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among psychologists with a strong interest and training in behavioral treatments for 

PTSD. 

A recent study by Sprang, Craig, and Clark (2008) reported that clinicians rarely 

utilized exposure therapy as a preferred treatment approach, even four years after 

exposure therapy was recommended by the ISTSS. These researchers noted that 

organizational barriers ( e.g., commitment to EBP), clinician factors ( e.g., discomfort with 

the technique), and client issues ( e.g., aversion to the procedure) likely all impacted the 

underutilization of exposure therapy with trauma clients. Furthermore, a study by van 

Minnen, Hendriks, and Olff (2009) investigated trauma experts' use of exposure therapy 

with their PTSD clients. Results of this study showed that exposure therapy was 

underutilized, and that the majority of participants were undertrained in that approach. 

Participants reported that a fear of symptom exacerbation or client dropout affected their 

decision not to use this treatment approach. However, clinicians in that study did find 

exposure therapy to be more credible than a number of othe! treatment approaches. 

Overall, the results of the current study support previous research showing that a number 

of barriers, including myths surrounding this approach, continue to obstruct the 

implementation of exposure therapy across various treatment settings. 

Infrequent Use of Treatment Manuals 

The current study was the first study to date to investigate UCC psychologists' 

utilization of treatment manuals with a wide range of clients. Results indicated that a 

statistically significant majority of psychologists rarely or never utilized treatments 
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manuals with their clients. In general, the results of this study supported previous 

research, indicating that most clinicians do not utilize a manualized treatment approach 

and highlighting an overall trend that the impact of empirically supported treatment 

(EST) research on everyday treatment decisions may still be limited (Whaley & Davis, 

2007). 

Although no research to date has examined UCC psychologists' utilization of 

treatment manuals, two studies have examined clinicians' use of treatment manuals in 

other settings. The first study was completed by Rosen and colleagues (2004) with VA 

clinicians. The results of this study revealed that few VA clinicians utilized a manualized 

treatment with their PTSD clients. In addition, a more comprehensive look at use of 

treatment manuals was conducted by Addis and Krasnow (2000). These researchers 

surveyed 891 mostly private practice psychologists nationwide about their awareness of 

treatment manuals, attitudes toward treatment manuals, and their thoughts about the 

content of treatment manuals. Results of this survey indicated that 23% of the 

psychologists had not heard of treatment manuals and 3 7% were unaware of the contents 

of a treatment manual. In addition, 69% of psychologists had either rarely or never used a 

treatment manual in their clinical practice. Reasons cited for not using treatment manuals 

included the belief that treatment manuals made it more difficult to be attuned to the 

needs of clients and the belief that manuals overemphasized therapeutic techniques. 

However, pmticipants did note that they thought that treatment manuals helped 
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psychologists stay on track and could improve client outcomes when used properly 

(Addis & Krasnow, 2000). 

Overall, the results of this study support previous research findings that few 

psychologists utilize treatment manuals. Although several studies have found that 

psychologists' adherence to manual-based treatments can result in greater treatment gains 

( e.g., Schulte et al., 1992), it seems that many clinicians infrequently utilize them based 

on limited or inaccurate information about this resource. Although some psychologists 

have argued that treatment manuals may not be beneficial under some treatment 

conditions (Castonguay, Goldfried, Wiser, Raue, & Hayes, 1996), psychologists would 

certainly benefit from more comprehensive information about this resource. 

Practice Guidelines 

The current study was the first study to date to investigate UCC psychologists' 

utilization of practice guidelines with a wide range of clients and to inquire specifically 

into UCC psychologists' use of the ISTSS practice guidelines with PTSD clients. As 

predicted, only a small percentage of UCC psychologists (25%) reported that the ISTSS 

practice guidelines had a significant impact on their work with traumatized clients. 

However, a much larger percentage (65%) of UCC psychologists reported that one or 

more practice guidelines had a significant impact on their work with a wide range of 

clients. This finding was unexpected in light of previous research showing that few 

clinicians utilize practice guidelines. 
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Although no studies have focused on UCC psychologists' use of practice 

guidelines, a study conducted by Mullen and Bacon (2006) did examine various mental 

health professionals' awareness of and use of practice guidelines. In this study, the 

majority of psychiatrists (94%) and psychologists (81 % ) had heard about practice 

guidelines, yet only 13% of psychologists were familiar with a particular set of treatment 

guidelines. Furthermore, no psychologists were able to list an organization that had 

developed guidelines. In regard to the use of guidelines, only one psychologist in the 

Mullen and Bacon study had ever used practice guidelines during treatment planning. 

This comprehensive study showed that many mental health professionals possess limited 

information about practice guidelines and rarely utilize them with their clients. 

Overall, results from the current study, showing that 25% ofUCC psychologists 

had utilized the ISTSS practice guidelines with their PTSD clients, were consistent with 

the Mullen and Bacon (2006) study. Both findings point to a lack of comprehensive use 

of practice guidelines, as most UCC psychologists in the current study were unaware of 

the most comprehensive set of PTSD practice guidelines or simply chose not to utilize 

them. These research findings support Ruzek and Rosen's (2009) assertion that "although 

evidence-based practice guidelines have been published and made widely available ... best 

practices in the management of PTSD have not yet been widely disseminated or 

implemented" (p. 980). 

On the other hand, the unexpected finding that the majority of UCC psychologists 

( 65%) in the current study had utilized at least one set of practice guidelines points to 
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greater implementation of practice guidelines since the Mullen and Bacon study. This 

research finding was encouraging, as it indicated that quite a few UCC psychologists 

were taking advantage of this valuable resource. 

Use of Evidence-based Practice Resources and Empirically Supported Treatments 

Studies examining the treatments utilized by mental health clinicians working 

with PTSD clients have shown that some of the most empirically supported treatments 

are underutilized. In particular, despite strong empirical support for the use CT, BT, 

EMDR, and exposure therapy, studies have consistently shown that EMDR and exposure 

therapy are underutilized. Studies by Rosen and colleagues (2004) and Becker et al. 

(2004) reported frequent use of CT and (non-exposure-based) BT treatments, but an 

underutilization of EMDR and exposure therapy among clinicians. Similarly, a study by 

Sprang et al. (2008) reported frequent use of CT and BT treatments and with an 

underutilization of EMDR. 

While several studies have investigated practice patterns of clinicians in a number 

of treatment settings, no study to date had focused on the treatments utilized by UCC 

psychologists with their PTSD clients. This gap in the PTSD literature could have 

occurred for a number of reasons, including the field's tendency to focus on the treatment 

needs of PTSD clients in VA and community settings, while neglecting the needs of the 

college students with PTSD. It is also possible that there are fewer researchers working 

with or connected to UCCs or that other unique barriers related to conducting research in 

UCCs (e.g., scheduling issues related to semester breaks) could be making it more 
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difficult to complete studies with UCC clinicians and clients. Nonetheless, results of the 

current UCC study indicated frequent utilization of CT (89.1%) and BT (46.4%) and 

infrequent utilization of EMDR (8.2%) and exposure therapy (35.5%) with PTSD clients. 

These findings thus support the results from earlier studies with non-UCC clinicians. 

The current study focused on UCC psychologists' utilization of BT, CT, EMDR, 

and exposure therapy with their PTSD clients, yet the results also highlighted 

participants' frequent utilization of mindfulness-based approaches (67.3%), 

psychoeducation (54.5%), and interpersonal therapy (52.7%). This finding was consistent 

with previous research showing that many clinicians prefer present-focused (verses past

focused) treatments for PTSD (Najavits, 2006). Although previous research has indicated 

that "non-trauma-focused treatments tend to be less efficacious in treating PTSD than 

trauma-focused treatments, or have not been studied sufficiently to determine their 

effectiveness," participants' frequent use of interpersonal therapy and mindfulness-based 

interventions was consistent with research showing that clinicians often utilize non

trauma-focused treatments with their PTSD clients (Ehlers et al., 2010, p. 270). 

Furthermore, psychologists in the current study may have been aware of the promising 

empirical support for mindfulness-based approaches (Hayes, Luoma, Bond, Masuda, & 

Lillis, 2006) and interpersonal therapy (Campanini et al., 2010) with PTSD clients and 

the strong empirical support for these treatments with other treatment groups. As such, 

the UCC psychologists' use of these treatments likely represented their decision to utilize 
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non-PTSD-specific treatment approaches that have strong empirical support with other 

treatment populations. 

Although though no research to date has focused on the resources utilized by 

UCC psychologists with a wide range of clients, a few studies had examined mental 

health clinicians' utilization of various EBP resources. Studies by Rosen and colleagues 

(2004) with VA clinicians and Addis and Krasnow (2006) with private practice 

clinicians both reported infrequent use of treatment manuals. In addition, the Addis and 

Krasnow study (2006) indicated that many clinicians had either not heard of treatment 

manuals or were totally unaware of the contents of treatment manuals. The results of the 

current study supported previous findings in that the majority of UCC psychologists 

(64%) had rarely utilized treatment manuals. These findings suggest that UCC 

psychologists may have limited training and expertise with this resource. 

In regard to practice guidelines, a previous study by Mullen and Bacon (2006) 

found that clinicians were unfamiliar with and rarely utilized practice guidelines. Results 

from the current study indicated that 65% of UCC psychologists had utilized at least one 

set of practice guidelines in their work with a wide range of clients. This percentage was 

higher than anticipated, and points to possible increase in the use of practice guidelines 

over the past five years. On the other hand, only 25% of UCC psychologists in the current 

study had utilized the ISTSS practice guidelines with their PTSD clients, indicating that 

psychologists' awareness of this particular set of guidelines is likely still quite low. With 
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the large number of traumatized clients seen in UCCs, it was disappointing that so few 

psychologists were taking advantage of this comprehensive and practical resource. 

Implications for Theory 

The current study was thoroughly practice-oriented, and was not designed to test 

theory. Although speculative, information gathered about UCC psychologists' practice 

patterns did suggest possible theoretical underpinnings of their trauma work. First of all, 

cognitive therapy was utilized the most frequently with PTSD clients, suggesting that 

psychologists believed that distorted cognitions may have played a role in their clients' 

development of PTSD. In addition, psychologists in this study appeared to believe that 

classical conditioning and operant conditioning mechanisms played a primary role in 

their clients' symptoms via their regular use of BT interventions. Other commonly 

utilized PTSD treatment approaches included acceptance-based approaches and 

interpersonal therapy. It can be inferred from these findings that psychologists' believed 

that an inability to tolerate uncomfortable affect and be in the present moment, along with 

a lack of genuine and empathic relationships, were often key factors in the development 

and maintenance of PTSD symptoms. The infrequent use of EMDR and exposure therapy 

also indicated that psychologists may not have bought into the healing role of rapid eye 

movements or the need to face traumatic memories via exposure therapy. Overall, the 

results of this study indicated that many UCC psychologists utilize an eclectic mixture of 

theory and interventions in their treatment of PTSD clients. 
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Implications for Research 

The findings from the current study, along with the results from other studies with 

non-UCC clinicians, have highlighted a number of research gaps that need to be 

addressed. To begin, an overall trend of this study was that UCC psychologists did not 

utilize some of the most empirically supported PTSD treatments and also did not utilize a 

number of EBP resources. This finding suggests that a number of barriers are still 

affecting psychologists' utilization of these various treatments and resources. One 

possible solution to this disconnect between science and practice is a more practice

friendly and multifaceted approach to treatment evaluation that takes into account 

important client and clinician variables. One such model is the previously mentioned 

Nelson and Steele multifaceted approach to treatment evaluation (2006). It is thus 

recommended that future research begin to utilize a more multifaceted approach to 

determining ESTs in hopes that researchers and clinicians can work together toward the 

successful implementation of evidence-based approaches. Examining the model 

developed by Nelson and Steele (2006), it is also recommended that researchers examine 

UCC psychologists' practice patterns along with information about clinician and clients' 

evaluation of the treatment both before and post-treatment. The information provided via 

the evaluations could thus be compared to the EBP research base to see if the experiences 

of clinicians and clients in the field matched the recommendation of the EBP movement. 

It is also recommended that future researchers compare the PTSD practice 

patterns and use of empirical resources for UCC psychologists from training and non-
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training counseling centers, as these exploratory analyses were unable to be completed in 

the current study. This future research would provide important information about the 

impact of training on psychologists' use of various evidence-based treatments and 

resources. As such, information gathered about differences in evidence-based practice 

between psychologists at training and non-training agencies could point to ways in which 

all psychologists could more fully integrate EBP into their clinical practice. 

Although the current study provided insight into the EBP resources utilized by 

UCC psychologists, additional research is needed in this area. To begin, researchers 

could investigate ways in which various EBP resources ( e.g., treatment manuals) could 

be adapted in order to maximize treatment gains for UCC students. This type of research 

would certainly improve client care, and UCC psychologists would likely be more apt to 

use EBP resources that take into consideration the unique needs of college students. In 

addition, future researchers should investigate variables that may influence the adoption 

and utilization of various EBP resources, such as population specifics ( e.g., age of client), 

patient preferences, gender of clinician, the acquisition of specialized training, and factors 

related to the specific UCC (e.g., session limits). Detailed information about the 

characteristics of clinicians who have successfully implement EBPs would provide a 

roadmap for graduate programs and continuing education courses. It is also 

recommended that researchers gather information about the specific sets of practice 

guidelines that are utilized by UCC psychologists, as this information was not gathered in 

the current study. Lastly, qualitative researchers could provide much needed insight into 

156 



the reasons why UCC psychologists choose to utilize various EBP resources and not to 

utilize others. This information from clinicians could then be used to guide the research 

efforts of those working to expand the EBP movement. 

Implications for Training 

The results from the current study have a number of important training 

implications. First of all, the finding that only a minority ofUCC psychologists utilized 

exposure therapy was consistent with previous studies that found that many (non-UCC) 

clinicians did not utilize exposure therapy due to a lack of knowledge and training 

opportunities (Becker et al., 2004; Rosen et al., 2004). It thus seems likely that a lack of 

knowledge and training played a role among the UCC psychologists in the current study. 

As such, the findings from the current study point to the need for more expansive 

graduate school training in exposure therapy. This training could provide detailed and 

accurate information to dispel myths about exposure therapy, while also providing 

extensive hands-on guidance for using this treatment approach with clients. Students 

would also ideally have a place in which they could discuss any concerns they might 

have about using this approach ( e.g., concerns about using exposure therapy with clients 

who have experienced the same traumatic event as they have). In particular, it is 

recommended that graduate programs refer to the guidelines proposed by F oa and 

Rothbaum (1998) that were developed to address several of the common concerns about 

using exposure therapy by highlighting client selection criteria and providing practical 

tips for executing specific exposure interventions. Guidelines, such as those developed by 
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Foa and Rothbaum (1998), would provide helpful guidance to inexperienced clinicians 

who are anxious or uncertain about utilizing exposure interventions. 

With the large number of counseling psychologists working in UCCs (Munley, 

Pate, & Duncan, 2008), it also recommended that counseling psychology students in 

particular receive more intensive training in integrating science and practice elements of 

psychology. Historically, the model for graduate training in psychology has been the 

Boulder model, which was developed during a 14-day meeting sponsored by the AP A in 

over 60 years ago (Raimy, 1950). The Boulder Model established the following: the need 

for psychologists to be fully trained as scientists who can both consume and produce 

scientific knowledge, the doctorate (with a formal dissertation) as level of training for 

psychologists, and the need for academic coursework, research activities, and practice

related experiences to be integrated throughout graduate school (Peterson & Park, 2005). 

Although the Boulder model is still very relevant today, the successful integration 

of science and practice in the field has often been unhurried and inconsistent. As such, it 

has been suggested that counseling psychology programs be "bolder with the Boulder 

model" in order to address "the fact that our scientist-professional rhetoric outdistances 

our training and educational practices" (Davison, 1998, p. 163). As suggested by Davison 

(1998) and Calhoun, Moras, Pilkonis, and Rehm (1998), it is recommended that 

counseling psychology programs strive to integrate the Boulder model via the following: 

discontinue coursework that is not supported by empirical research, place students in 

practicum settings that place emphasis on ESTs, seek faculty mentors who are capable of 
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teaching and supervising ESTs, introduce students to EST training manuals, and train 

students to evaluate the effectiveness of treatments and to change treatments when 

necessary. Making just a few changes to counseling psychology training programs could 

better prepare future UCC psychologists in utilizing evidence-based treatments and could 

consequently help improve client outcomes. On the other hand, limited faculty time and 

shrinking financial resources at universities are also key issues that need to be addressed 

at the local and national level. 

Although graduate schools provide the first line of training for graduate students, 

predoctoral and postdoctoral training experiences are crucial components of graduate 

students' professional development. As such, the results of the current study point to the 

need for predoctoral and postdoctoral training programs to make changes in their 

teaching of EBP practices, while also keeping in mind the limited time and financial 

resources of these programs. First of all, it is recommended that internship supervisors 

encourage trainees to consider EST research, practical considerations ( e.g., cost of 

treatment) and diversity considerations ( e.g., a student's identity as a gay man) when 

making treatment decisions ( e.g., Calhoun et al., 1998). In addition, internship trainees 

would benefit from comprehensive discussions about treatment manuals, with an 

emphasis on the more recent theory driven approaches to manualized treatment. Training 

directors should also ideally instigate several discussions about the pros and cons of ESTs 

and the EBP movement over the course of the interns' training year as a way to encourage 

growth in trainees' identity development as a scientist-practitioner. With the large number 
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of doctoral students completing predoctoral and postdoctoral internships at UCCs, 

modifications to the EBP training in these settings would have a large impact on future 

psychologists' decisions related to the use of EST treatments and EBP resources. 

Implications for Practice 

The mean number of years that psychologists in the current study had been 

licensed was 10.1, while the mean age of the psychologists was 43.6. The finding from 

the current study that many experienced UCC psychologists underutilized a number of 

empirically supported PTSD treatments and EBP resources points to several practice 

implications. First, although these findings were certainly related to a number of complex 

factors, they do infer that many psychologists are not staying up-do-date on the latest 

PTSD research findings. One way to address this gap would be for licensed psychologists 

to stay up-to-date with empirical research via mandatory continuing education (CE) 

requirements on a range of EBP-related topics (Calhoun et al., 1998). As noted by 

Calhoun and colleagues, it would be especially beneficial to offer intensive and in-depth 

EBP training opportunities, such as multiple day courses or opportunities for supervision 

or consultation following a training event. 

It is also recommended that clinical directors look to agencies that have 

experienced success with evidence-based practice for guidance regarding ways to move 

beyond treatment-as-usual. For example, one agency that was able to make enormous 

progress toward the comprehensive use of ES Ts over a one year period was a mental 

health clinic in Los Angeles, California (Williams, Rogers, Carson, Sherer, & Hudson, 
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2012). The staff at this agency was highly motivated by a fiscal mandate, which required 

that the majority of their clinical services be supported by EST research. The agency 

reported several major improvements based on this initiative: (1) an astounding 1,000% 

increase in the number of clients treated with an EST via intensive training in new 

treatment models; (2) leadership development among staff; (3) guidance regarding the 

applicability of ESTs to a diverse client population; (4) ongoing consultation 

opportunities; ( 5) increased funding,; and ( 6) organizational support at all levels 

(Williams et al., 2012). 

The findings from the current study indicated that most UCC psychologists were 

aware of the EBP movement (as all but one psychologist had heard of the movement), but 

that self-reported commitment to the movement varied a great deal (20% high 

commitment, 27% moderate, 22% low). In addition to required CE trainings, it is 

recommended that psychologist with limited time and resources utilize EBP resources 

that are quickly and easily reviewed. Research has shown that most psychologists get the 

majority of their treatment-related information from the Internet, colleagues, books, and 

workshops (Nelson et al., 2006), as most psychologists do not regularly utilize academic 

journals. It is thus recommended that psychologists with little time to dedicate to 

empirical research look to websites (e.g., the Division 12 website includes EBP 

information), practice guidelines, email listserves, or knowledgeable colleagues as ways 

to familiarize themselves with current research. 
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A third practice-related implication is the need for psychologists to support one 

another in challenging myths associated with several effective treatments ( e.g., the 

misconception that exposure therapy is associated with high client dropout) and to begin 

to change the ways in which they think about and talk about the EBP movement. In 

particular, psychologists would benefit from a cognitive shift away from black-and-white 

thinking about various EBP resources and treatments (e.g., the belief that utilizing ESTs 

must involve complete adherence to a treatment model) and toward more accurately 

seeing the EBP movement as a tool for addressing complex problems with real clients 

(Stewart, Wiltsey Stirman, & Chambless, 2012). In addition, the results of the current 

study show that psychologists would benefit from taking a risk in their clinical work by 

researching and then utilizing a new EST with one client. Although pressures to stay up

to-date with the EBP movement may well seem overwhelming for many psychologists, 

choosing one new EST to utilize with one client would be an excellent first step. 

Limitations 

Several limitations in the current study should be noted and considered when 

interpreting the results. First of all, the self-selection nature of the study was a limitation. 

As opposed to random assignment, self-selection increased the likelihood that 

participants opted into or out of this study for various personal or professional reasons; 

the results of the current study may not be representative of all UCC psychologists. For 

example, it is possible that psychologists who were committed to the EBP movement 

chose to complete the study more frequently after reading about the nature of the study. 

162 



Similarly, it is possible that psychologists with an interest in trauma work more 

frequently completed the survey due to the study's emphasis on PTSD treatments with 

college students. As is often the case, additional funding and time would also have 

allowed for a larger sample size that could have been more representative of UCC 

psychologists across the United States. 

A second limitation of the study was the relatively low numbers of non

Caucasian, male, and non-heterosexual psychologists. Although a disproportionately 

large number of UCC psychologists are women who identify as Caucasian and 

heterosexual, the lack of diversity among participants makes it difficult to determine 

whether the results of this study can be generalized to other demographic groups ( e.g., 

gay men). If similar studies were completed in the future, it would be beneficial to target 

the advertising of the study to more diverse social networking and professional groups 

(e.g., the diversity division of the Texas Psychological Association). In addition to better 

representing diversity in the field, a larger and more diverse sample could allow 

researchers to examine differences between the treatment practices of various 

demographic groups (e.g., are men or women more likely to utilize exposure therapy?). It 

is also recommended that future research examine the relationship between various 

demographic and professional variables on UCC psychologists' use of various treatments 

and EBP resources. This analyses would provide much-needed information about factors 

that influence psychologists' use of various EST treatments and EBP resources. 
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In addition, it is important to note that these findings are based on provider self

report and thus may not reflect the actual practices of UCC psychologists. It is possible 

that psychologists may have inadvertently overestimated or underestimated the frequency 

in which they utilized various EBP resources. Furthermore, it is also possible that some 

participants purposely distorted their reported treatment interventions on certain parts of 

the survey. As noted by Sprang and colleagues (2008), a limitation of self-report surveys 

is the fact that "survey responses are naturally compromised by the provider's 

interpretation of survey items and their retrospective recall of past practice behavior" (p. 

173). Although costly, it is recommended that future research in PTSD practice patterns 

utilize audio or video recordings of therapy sessions in addition to the use of surveys. 

Finally, a limitation of the study was the use of the researcher-developed survey 

Treatment Approaches Routinely Utilized with PTSD Clients Questionnaire. Although 

this survey provided valuable information and the researcher was unable to locate any 

other appropriate surveys to access practice patterns, it is possible that aspects of the 

survey were unclear or that additional treatments should have been included. It is thus 

recommended that researchers focus on the development and validation of instruments 

that can provide detailed and accurate information about PTSD practice patterns. 

Furthermore, two participants in the study provided feedback that they wished there had 

been a way to indicate when they made referrals for various treatment approaches; one 

participant noted that she did not utilize EMDR herself, but she did refer trauma clients 
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for EMDR. As such, it is recommended that future research better take into account 

referral practices for various treatments. 

Conclusion 

Posttraumatic stress disorder affects many individuals throughout the world, and 

the development of PTSD is often life-altering. Although PTSD certainly has many faces, 

the experiences of college students with PTSD have historically been overlooked. As 

such, research focused on the unique experiences of college students with PTSD and the 

most effective treatments with this population is virtually nonexistent. Although this void 

seems an injustice to trauma survivors, it is important for researchers and psychologists to 

look ahead and to prioritize ways in which college students with trauma histories can heal 

and flourish amongst a tragic past. A number of tools will help along the way, including 

genuine compassion for survivors and an ability for psychologists to connect with clients 

who frequently struggle with isolation and fear. However, it will also be essential for 

psychologists to carve time out of their busy schedules to immerse themselves in 

research-based tools; this will ensure that they continue to expose themselves to new 

ideas and new treatments many years past licensure. It is certainly possible for 

psychologists to utilize "what works" with their clients ... if only there exists an openness 

to change and the necessary financial and time resources to equip them along the way. 
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Use the following scale to indicate how you have worked with individual therapy clients 
who have experienced a major trauma and presented with symptoms characteristic of 
PTSD. We are interested in your treatment approach with clients with a formal PTSD 
diagnosis, as well as clients who probably met criteria for PTSD but were never formally 
diagnosed. Although you may have worked with PTSD clients in other settings ( e.g., 
private practice), we are ONLY interested in your work with clients in a university 
counseling center setting. Please also note that we want you to indicate how frequently 
you personally perform a procedure. 

Never Rarely Occasionally Sometimes Often Almost Always 

Always 

0 1 2 3 4 5 6 

In my work with traumatized individuals with symptoms characteristic of PTSD, I 

1. __ Identify the client's irrational beliefs. 

2. __ Dispute irrational thoughts. 

3. __ Replace irrational cognitions with more adaptive beliefs. 

4. __ Shift the focus as soon as possible onto current solutions (versus client problems 

or symptoms). 

5. __ Identify what is working and prescribe more of the same. 

6. __ Identify the individual's core conflicts that make them vulnerable to regression. 

7. __ Facilitate transference and employ interpretation. 

8. __ Have the client move their eyes from side to side while picturing a traumatic 

image. 

9. __ Complete the task of counterconditioning. 

10. Work to weaken the bond between a traumatic stimuli and anxiety through 

reciprocal inhibition. 

1 I. __ Use behavioral techniques such as: relaxation training and systematic 

desensitization. 
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12. __ Use EMDR. 

13. __ Use solution-focused techniques. 

14. Integrate multiple theories and techniques to develop individualized treatment 

plans. 

15. __ Utilize an eclectic approach versus a purist approach. 

16. __ Use psychodynamic techniques such as: uncovering of past traumas, catharsis. 

17. __ Use multiple techniques not necessarily adhering to a prescribed theory. 

18. I desensitize the individual's experience of the traumatic material by prolonged 
exposure accompanied with eye movements from side to side. 

19. __ I have the individual picture a scene that represents an aspect of the trauma 
while having them move their eyes from side to side. 
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Treatment Approaches Routinely Utilized with PTSD Clients Questionnaire 
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Thinking about your work in university counseling centers, which of the following 
treatment approaches do you routinely utilize with clients with PTSD? We are interested 
in the treatment approach( es) you utilize with individual therapy clients with a formal 
PTSD diagnosis, as well as clients who probably met criteria for PTSD but were never 
formally diagnosed. Please briefly review all of the choices, and then put an "X" next to 
each of the approaches that you routinely utilize with your PTSD clients. 

Acceptance or mindfulness-based interventions _ 
Art/Play/Music/Dance Therapy _ 
Behavioral Therapy_ 
Cognitive Therapy _ 
Constructionist 
Eclectic approaches _ 
EMDR (Eye Movement Desensitization.and Reprocessing) _ 
Exposure therapy _ 
Feminist Therapy _ 
Gestalt/Experiential/Emotion-focused Therapy_ 
Grief therapy _ 
Humanistic/Existential Therapy 
Hypnosis_ 
Interpersonal Therapy_ 
Psychoanalytic/Psychodynamic Therapy_ 
Psychoeducational _ 
Rogerian/Person-centered Therapy_ 
Solution-focused Therapy _ 
S ystems/F amil y systems Therapy_ 
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Evidence-Based Practice Questionnaire 
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1. In general, how often do you read or refer to single-study journal articles in your field? 
Please do not include journal articles that are systematic reviews of multiple studies. 

Daily 
One or more times a week 
One or more times a month 
Several times a year 
Rarely or Never (once a year or less) 

2. In general, how often do you read or refer to systematic reviews of outcome literature 
in your field? Systematic reviews are comprehensive reviews of clinical studies 
published in professional journals and books. 

Daily 
One or more times a week 
One or more times a month 
Several times a year 
Rarely or Never (once a year or less) 

3. In general, how often do you utilize treatment manuals when making decisions about 
which interventions to use with a particular client? 

Daily 
One or more times a week 
One or more times a month 
Several times a year 
Rarely or Never (once a year or less) 

4. In general, how often do you read or refer to books or book chapters that discuss the 
empirical support for various treatment approaches? 

Daily 
One or more times a week 
One or more times a month 
Several times a year 
Rarely or Never ( once or less a year) 

5. In general, how often do you read or refer to Web-based resources discussing the 
empirical support for various treatment approaches? 

Daily 
One or more times a week 
One or more times a month 
Several times a year 
Rarely or Never ( once or less a year) 
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6. Professional organizations have developed practice guidelines for clinical conditions 
such as depression, schizophrenia, and PTSD. For example, the International Society for 
Traumatic Stress Studies (ISTSS) has developed practice guidelines for the treatment of 
PTSD that were discussed in the book "Effective Treatments for PTSD: Practice 
Guidelines from the International Society for Traumatic Stress Studies". How would you 
best describe your utilization of the ISTSS practice guidelines with your PTSD clients? 

1- The ISTSS guidelines have had no impact on my work with PTSD clients. 
2- The impact of the ISTSS guidelines on my work with PTSD clients has been 

minimal. 
3- The impact of the ISTSS guidelines on my work with PTSD clients has been 

moderate. 
4- The impact of the ISTSS guidelines on my work with PTSD clients has been 

large. 

7. In general (with a wide range of clients), how would you describe your utilization of 
practice guidelines when making treatment decisions about clients? 

1- Practice guidelines have had no impact on my work. 
2- The impact of practice guidelines has been minimal. 
3- The impact of the practice guidelines has been moderate. 
4- The impact of the practice guidelines has been large. 

8. Over the past 1 O years, the field of psychology has made a shift towards greater 
emphasis on evidence-based practice (EBP). EBP involves a professional's active 
utilization of a number of sources of empirical information in clinical practice ( e.g., 
journal articles, practice guidelines), with a special emphasis on empirically supported 
treatments (treatments that have been shown to be effective in randomized clinical trials). 
Prior to taking this survey, had you heard about the field of psychology's movement 
towards evidence-based practice (EBP) and the field's emphasis on empirically supported 

treatments? 
Yes 
No 

9. How would you rate your overall commitment to evidence-based practice (EBP)? This 
would entail staying up-to-date with research findings and striving to utilize empirically 
supported treatments in your clinical practice. 

High level of commitment 
Moderate level of commitment 
Low level of commitment 

222 



APPENDIXD 

Demographic and Professional Information Questionnaire 

223 



I.Age: __ 

2. Race/Ethnicity: 
African/ African American/Black, non-Hispanic 
Asian/ Asian American 
Biracial 
Caucasian/European/White, non-Hispanic 
Hispanic/Latino 
Native American/Pacific Islander/Eskimo/ Aleutian 

3. Gender: 
Female 
Male 
Trans gender 
Intersex 

4. Sexual Orientation: 
Gay/Lesbian 
Bisexual 
Heterosexual 

5. Highest degree earned in psychology: 
B.A./B.S. 
M.A./M.S. 
Ph.D. 
Psy.D. 

6. Area of Specialization in Psychology: 
Counseling Psychology 
Clinical Psychology 
School Psychology 

7. Are you a licensed psychologist in your state? 
Yes 
No 
In progress 

8. Number of years as a licensed psychologist: ___ _ 

9. Are you currently seeing individual therapy clients at a college or university 

counseling center? 
Yes 
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No 

10. Is your counseling center involved in either doctoral or M.A. level training? 
Yes 
No 

11. Roughly how many individual therapy clients have you treated in the university 
counseling center setting who have presented with symptoms characteristic of PTSD? 
Please include clients with a fonnal PTSD diagnosis, as well as clients who probably met 
criteria for PTSD but were never fonnally diagnosed. 

1- 0-5 clients 
3- 6-10 clients 
4- 11-20 clients 
5- 21 or more clients 
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Dear Potential Participant, 

My name is Morgen Juel, and I am a doctoral student in the Counseling Psychology 
program at Texas Woman's University. I am currently conducting my dissertation 
research and would really appreciate your assistance. 

I am investigating the treatment approaches utilized by college and university counseling 
center psychologists when treating clients with posttraumatic stress disorder (PTSD) and 
the resources they utilize when making treatment decisions. I am hopeful that the results 
of this study will provide valuable information regarding the treatment of college students 
with PTSD. 

Participants must be licensed psychologists who are currently working in a college or 
university counseling center. Participation in this study will take approximately 15 
minutes and is completely voluntary and confidential. Participants will have the 
opportunity to enter a drawing to receive 1 of 10 gift cards to Amazon.com in the amount 
of $50. In addition, participants who are interested in the study's findings will be emailed 
a summary of the results. Interested participants can log onto the website designated 
below. 

As you are the only staff member at your counseling center being contacted, I would also 
greatly appreciate it if you could take a minute to forward this email to any other licensed 
psychologists at your agency. If you have any questions, please do not hesitate to contact 
me or my dissertation advisor, Dr. Linda Rubin, using the contact information listed 
below. Thank you in advance for your time and consideration! 

The research study website address is: https://www.psychdata.com/s.asp?SID=l4635. 

Morgen J. Juel, M.A. 
Doctoral Student and Principal Investigator 
Texas Woman's University 
Counseling Psychology 
Phone: 218.829.1155 
Email: morgenellerbusch@hbtmail.com 

Linda Rubin, Ph.D. 
Professor/Licensed Psychologist 
Counseling Psychology 
Department of Psychology and Philosophy 
Texas Woman's University 
Phone: 940.898.2314 
Email: LRubin@twu.edu 

227 



There is a potential loss of confidentiality in all email, downloading, and internet 

transactions. 
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TEXAS WOMAN'S UNIVERSITY 
CONSENT TO PARTICIPATE IN RESEARCH 

Title: Use of Evidence-Based Practice Resources and Empirically Supported Treatments 
for PTSD Among University Counseling Center Psychologists 

Principal Investigator: Morgen Juel, M.A. 
Telephone: 218/829-1155 
Email: morgenellerbusch@hotmail.com 

Explanation and Purpose of the Research 

Faculty Advisor: Linda Rubin, Ph.D. 
Telephone: 940/898-2314 
Email: lrubin@mail.twu.edu 

You are being asked to participate in a research study for Morgen Juel M.A., to fulfill a 
doctoral dissertation requirement at Texas Woman's University. The present study is 
being conducted under the direction of Linda Rubin, Ph.D. The purpose of this research 
study is to investigate the degree to which psychologists at college and university 
counseling centers utilize empirically supported treatments with their clients with 
posttraumatic stress disorder (PTSD). In addition, an attempt will be made to determine 
the degree to which college and university counseling center psychologists utilize a 
number of evidence-based practice resources with a wide range of clients. The instrument 
will be surveying doctoral level licensed psychologists currently seeing clients in a 
college or university counseling center setting. 

Research Procedures 

If you agree to participate in the present study, you will be given a set of four short 
questionnaires. Two questionnaires will ask you questions about the various treatment 
approaches you utilize when treating college or university counseling center clients with 
PTSD. Another questionnaire will ask you questions about how frequently you utilize 
various evidence-based practice resources. The last questionnaire will ask you about 
demographic and professional information, including information about your age, gender, 
and professional background. It is expected that your total time commitment for 
completing the study packet will be approximately 15 minutes. The maximum total time 
commitment for the study is estimated to be 20 minutes. 

Confidentiality 

Confidentiality will be protected to the extent that is allowed by the law. All of the 
answers that you provide in the questionnaires are anonymous and you will not be asked 
to provide any identifying information at any point during the study. No one will have 
access to any data related to this study with the exception of the researcher, the faculty 
advisor, and three faculty committee members. The data collected in the present study 
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will only be used for research purposes. These data may be used, not only for the 
principal investigator's doctoral dissertation, but also in future publications or 
presentations. 

Potential Risks 

There is a potential risk for loss of confidentiality in all Internet communications, 
including emails and downloads. Confidentiality will be protected as much as possible in 
the following ways. Internet Provider addresses will not be accessed or traced. All of the 
survey pages are designed so that pressing the "Back" button will not result in the 
retrieval of data. The survey pages and the survey link will be encrypted and protected 
using 128-bit Secure Socket Layer Technology. All responses to the survey questions 
will be encrypted instantly and all data stored on the Psychdata server will stay stored 
until the principal investigator accesses them. The data can only be accessed by the 
principal investigator and the faculty advisor through the use of a usemame and password 
known only to them. It is possible for someone to view your responses if you do not exit 
your browser when you have completed the questionnaires. So, to ensure your 
confidentiality, please remember to close your browser once you have submitted your 
questionnaires, or if you choose not to participate. 

All data collected will be stored in a secure location in the home of the primary 
investigator. All data stored on the hard drive of the principal investigator's computer, or 
any mass storage device, will be destroyed within five years of completing the study. All 
files will be destroyed by erasing and/or deleting them off of the hard drive and mass 
storage devices. Any paper printouts of data will be destroyed using a paper shredder. 

The potential risks or ill effects from participating in this study also include loss of time, 
fatigue while completing the survey, and some psychological discomfort and/or irritation 
at questions being asked. If you feel uncomfortable or do not have time to complete the 
full survey you may stop participating at any time without penalty. Participation in this 
study is voluntary. 

The researchers will try to prevent any problem that could happen because of this 
research. You should let the researchers know at once if there is a problem and they will 
help you. However, TWU does not provide medical services or financial assistance for 
injuries that might happen because you are taking part in this research. 

Benefits 

A direct benefit of this study is that you will have the opportunity to enter a drawing to 
receive 1 of 1 O gift cards to Amazon.com in the amount of $50. You will also have the 
opportunity to have a summary of the results emailed to you. Participants who would like 
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to enter the drawing for the Amazon.com gift card and/or receive a summary of the 
results will have the opportunity to provide their email address on the next screen. 

Questions regarding the Study 

If you have any questions regarding the research study you may contact the researcher or 
advisor. Contact numbers and email addresses for the principal investigator and faculty 
advisor are located at the top of this form. Please note that there is a risk of a loss of 
confidentiality through all email transactions. You may contact the principal investigator 
or faculty advisor regardless of whether or not you complete the questionnaires, and any 
questions you have cannot be traced back to any actual survey responses you answered. If 
you have any questions about your rights as a participant in the research study or the way 
this study has been conducted, you may contact the Texas Woman's University Office of 
Research and Sponsored Programs at 940-898-3378 or via email at IRB@twu.edu. Please 
print a copy of this consent form for your own records and in case you need to refer to it 
in the future. 

If you would like to proceed with participation in the study, please click the "Continue" 
button to acknowledge that you have read and consent to the information provided above. 
If you do not wish to complete the survey at this time, please close your browser and 
completely exit the program. 
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1. Would you like to be entered into the drawing to receive 1 of 10 gift cards to 

Amazon.com in the amount of $50? 

Yes. Please provide your email address: ___________ _ 

No. 

2. Would you like a summary of the results of this study emailed to you? 

Yes. Please provide your email address: ___________ _ 

No. 
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EXAS WOMAN'S UNIVERSITY 

DENTON DALLAS HOUSTON 

January 3, ~012 

Ms. Morgen J. Juel 

Dear Ms. Juel: 

Institutional Review Board 
Office of Research ond Sponsored Programs 
PO. Box 4256 I 9, Denton, TX 76204·5619 
940·898·3378 FAX 940.898-4416 
e·moil: IRB@twu.edu 

Re: Use of Evidence-Based Practice Resources and Empirically Supported Treatments for 
Posttraumatic Stress Disorder Among University Counseling Center Psychologists (Protocol#: 
16899) 

The above referenced study has been reviewed by the TWU Institutional Review Board (IRB) and 
appears to nieet our requirements for the protection of individuals' rights. 

If applicable, agency approval letters must be submitted to the IRB upon receipt PRIOR to any data 
collection a~ that agency. A copy of the annual/final report is enclosed. A final report must be filed 
with the Institutional Review Board at the completion of the study. Because you do not utilize a signed 
consent fonn for your study, the filing of signatures of subjects with the IRB is not required. 

This approval is valid one year from January 3, 2012. Any modifications to this study must be 
submitted for review to the IRB using the Modification Request Form. Additionally, the IRB must be 
notified Lrnmediately of any unanticipated incidents. If you have any questions, please contact the 
TWUIRB. 

enc. 

Sincerely, 
.,-,. 

~~Vv~,~till. 
Dr ~;h;· tieOmellas, Chair 

Institutional Review Board - Denton 

cc. Dr. D~ Miller, Department of Psychology & Philosophy 

Dr. Linda Rubin, Department of Psychology & Philosophy 

Graduate School 
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