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Abdract
This research investigated the efficacy of an operantly Cognitive-Behavioura trauma treatment
protocol (TTP) in two cases which had previoudy been treated unsuccessfully with EMDR. In line
with previous research, both participants improved following TTP - to the extent where one of the
participants was asymptomatic at post-treatment and 3 month follow-up. These cases dso
demondtrate the ability of a Cognitive-Behaviourd intervention to successfully treet childnood sexud
abusevictimslater inlife,



Recent advancement in the controlled research of Cognitive Behaviour Therapy (CBT) for
Pogt Traumatic Stress Disorder (PTSD) has led to the prominence of imagina and in vivo exposure
as atreatment option. This therapeutic intervention was found in 1989 to display utility with cases of
combat PTSD (e.g. Keane, Fairbank, Caddell and Zimmering, 1989; Cooper and Clum, 1989),
femde sexud and non-sexud assault victims ( Foa, Rothbaum, Riggs and Murdoch, 1991; Foa,
Dancu, Hembree, Jaycox, Meadows and Street, 1999), childhood sexua abuse (Dancu, Foa and
Smucker, 1993), and generic trauma groups (Marks, Lovell, Noshirvani, Livanou and Thrasher,
1998; Devilly and Spence, 1999).

The year 1989 dso saw the introduction of another technique which utilises imagind
expaosure, which became known as Eye Movement Desengtisation and Reprocessing (EMDR,;
Shapiro, 1989). In this article the investigator claimed that “ enough information has been given here
to achieve complete desengtization of 75 - 80% of any individualy treated trauma-related memory
inasngle 50-min sesson” (page 221). The promise of a curative trestment led to the research of
it's efficacy with trauma cases (e.g. Shapiro, 1989; Forbes, Creamer and Rycroft, 1994; Rothbaum
1997; Carlson, Chemtob, Rusnak, Hedlund and Muraoka, 1998; Devilly, Spence and Rapee,
1998), aswell asfor phobic type responses (e.g. Feske and Goldstein, 1997; Muris, Merckelbach,
Holdrinet and Sijsenaar, 1998). Unfortunately, the results of some of these investigations were
limited by their methodology (see Lohr, Tolin and Lilienfidd, 1998, for acritica review of the
EMDR literature) and alack of agreement on the interpretation of these results (see Shapiro, 1996,
for areview of the EMDR literature as a comparison to the Lohr et a., 1998, review). However,
two things have become clear over this decade of research: The eye movements appear superfluous
to the procedure (e.g. Renfrey and Spates, 1994; Foley and Spates, 1995; Carrigan and Levis,
1999; Devilly et d., 1998), and no one has managed to replicate Shapiro’s (1989) results.

Another picture beginning to emerge is that some trestment-outcome studiesinto EMDR
have found the positive effects of EMDR to deteriorate over time (e.g. Feske and Goldstein, 1997,
Devilly and Spence, 1999; Macklin, Metzger, Lasko, Berry, Orr and Pitman, in press). Therefore, it
is necessary at thistime to begin to investigate whether this is a phenomena due such people being
treatment refractory or more related to the intervention type. This has been discussed at greater
length by Devilly (in submisson, @).

With two trestments for PTSD daming such efficacy, it is surprisng that until 1999 there

3



was adearth of research into their comparative efficacy. The research on EMDR had been largdly
limited to evaluating treatment components (e.g. Devilly, Spence, and Rapee, 1998; Foley and
Spates, 1995) or comparing a pecific treatment againgt wait-list controls or other unvalidated
treatments (e.g. Shapiro, 1989; Rothbaum, 1997; Carlson et d., 1998). Muriset . (1998) did
compare exposure in vivo against EMDR in child spider phobics and found a distinct superiority for
invivo exposure. To address the deficiency in the area of PTSD, Devilly and Spence (1999)
compared EMDR againgt a CBT trauma trestment protocol (TTP; prolonged imaginal exposure and
in vivo exposure in combination with stress inoculation training and cognitive therapy) in a
controlled research design utilising generic trauma cases. It was found that the TTP was both
datidticaly and dlinicaly more effective in reducing pathology related to PTSD than EMDR and that
this superiority was maintained and, in fact, became more evident by three month follow-up.

Infact, a the end of the Devilly and Spence (1999) trid, most of the EMDR participants
ill met criteriafor PTSD. Therefore, once dl the data had been collected and the results were
known, these participants were offered the TTP treatment, amove ethically driven. This research,
therefore, looks at two participants who firstly received EMDR and then received TTP. In
accordance with the results from the mgor study, it was hypothesised that these participants would
improve following the TTP and that these improvements would be maintained over time.

Method

Design

This research should be seen within the context of alarger sudy (Devilly and Spence, 1999)
which dlocated participants, usng a dtratified randomisation technique, into two conditions, TTP or
EMDR. Following the completion of this larger study, and the availability of the results, it became
clear that TTP gppeared more effective than EMDR in reducing PTSD symptomatology. Asa
result, those participants who had received EMDR and who were till sgnificantly bothered by
symptoms of trauma at the 3 month follow-up were offered the CBT trauma trestment protocol.
Two participants accepted this offer and they provide the basis of this study. Nine of the initia
eleven EMDR treated cases were classified asfailures (ftill meeting dl criteriafor PTSD as
messured by the PSS-SR) and six of these were contacted at the end of the initid research study to
be offered trestment. The other three participants could not be contacted due to moving house. Of
the sx contacted two were aready receiving further therapy esewhere, two did not reply to
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messages |eft and the two who did reply wished for further treatment.

Trestment was evauated using a modified non-concurrent single subjects design, in which
the same treatments were introduced to the two participants in the same order. Anna completed the
3 month follow-up after EMDR and, as the data from the larger study were not analysed until al
treastment had ceased, was offered TTP afurther 11 months later. Anna, therefore, was
adminigered a new intake questionnaire battery at the beginning of the TTP. Jll was one of the
participants who was treated towards the end of the larger research project and by the time we
received her 3 month follow-up after EMDR, dl trestment had ceased. Therefore, she was offered
and began the TTP within 1 week of completing her EMDR, 3 month, follow-up battery and hence
anew intake assessment was seen as redundant and unnecessarily burdensome. Thus, it should be
noted that the TTP intake scores on al measures for Jil are in fact from her 3 month follow-up from
EMDR. Due to the results of the larger study (Devilly and Spence, 1999) it was not possible to vary
the order of treatments (i.e. one of the participants to have TTP first and then EMDR). Furthermore,
it was deemed unethical to provide one of the participants with continued EMDR therapy to assess
that any change was due to the specific regimen rather than ‘ extra trestment’.

Participants

Annawas a46 year old femae who presented at the dlinic following advertiang for the
larger research study by the author at a Victims of Homicide support group. This lady had been
married for 27 years and lived with her husband in what had become a volatile rdationship. Anna
reported that the marriage had only deteriorated over the last 3 years, since the death of her son, yet
was not an abusive relationship. Anna' s symptomeatology was related to her son’s murder. Her son,
Bill, had been stabbed by aloca gang whilst a work and was taken to hospital. Annareceived a
phone cal from witnesses to the assault and immediately went to the hospital. On arriva sheran into
the emergency room and saw Bill, surrounded in blood, being given open-heart massage by a
doctor. The night progressed for the worse and Bill eventually died 1-2 hours later. During the first
assessment session Anna described her main problems (from the Persond Problem Definition
questionnaire; PPD) as experiencing nightmares, alack of direction in her persond relationships,
experiencing ‘flashbacks everyday, and generd deep difficulties. She had aso stopped paid
employment since the incident, increased her dcohol intake and was taking psychotropic medication
(sertrdine and dprazolam) daily. She explained the deterioration of her marriage as being dueto an
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inability to “move-on” when the rest of the family had and being generdly “angry with life’. During
the course of thergpy Annareated her most strident belief to be that she “didn’t do enough and let
Bill down’.

Jll, was a 25 year old student who was referred to the research project by aloca medica
practitioner. At intake, she reported a severe history of physical and sexua abuse by her step-father
from the age of 8 to 10 years old, and another incident of sexud abuse involving her step-father at
the age of 12 years old. Her step-father committed suicide when police became involved. She felt
that these incidents had affected her life since the abuse began, but that it had become amore
prominent and distressing issue for her over the last 6 years. During the first assessment Jll
described her main problems as being the degree to which she experienced anger outbursts, had
low sdf-esteem, mistrusted peopl€ sintentions, felt isolated, and was generdly anxious. During
thergpy JlI highlighted the beliefs that she “should have done more to stop him” and that she “was
dirty” asthe most pervasive negative tenets in her life related to the abuse. At intake she was taking
no medication and drank only moderately (about 8 standard glasses of wine per week).

Measures

Severity of presenting complaints was assessed throughout the study (pre-, post-treatment,
2 week and 3 month follow-up) using the following measures; the trait measure of the Spidberger
State-Trait Anxiety Inventory (STAI-Y 2; Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983),
Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961), Symptom
Checklist-90-R (SCL; Derogatis, 1992), Subjective Units of Disturbance Scale (SUD; Wolpe,
1969), Persond Problem Definition Questionnaire (PPD; Devilly & Gournay, work in progress),
Civilian Mississppi scdefor PTSD (CMS; Keane, Caddell & Taylor, 1988), Impact of Events
Scde (IES; Horowitz, Wilner & Alvarez, 1979), PTSD Symptom Scale - Self-Report (PSS-SR;
Foaet a., 1993), PTSD Interview (PTSD-I; Watson et a., 1991), Credibility / Expectancy
Questionnaire (CEQ; Devilly and Borkovec, in press), and the Distress/ Endorsement Vaidation
Scade (DEVS; Devilly, in submission, b). These measures are discussed in greeter detall in the larger
study (Devilly and Spence, 1999). The PTSD-I isa DSM-I11-R based, clinician administered
interview and was administered at intake to clarify a PTSD diagnoss. Both participants met the

criteriafor a current diagnosis of PTSD.



Therapigts
There were two thergpists (A and B) who saw the participants in this study, both of whom

weretrained in EMDR to Leve 1l by the EMDR Indtitute. Therapist A wasaso trained in
prolonged exposure by Foa (1995), and this therapist conducted al TTP therapy. Therapist B
initidly saw Annaand ddivered the EMDR thergpy, yet was not available to continue and ddliver
the TTP to this participant 1 year later, having moved from the area. Therefore, therapist A
delivered TTPto Annaand EMDR and TTPto Jil.

Procedures

EMDR: EMDR was administered as aready adequately described by Devilly, Spence and
Rapee (1998), and Shapiro (1989), amongst others. However, no matter how much detail is
provided within awritten research report, there will never be enough room to enable the author to
fully insulate the paper againgt charges of “lack of fiddity” to the procedure. With thisismind it has
been decided that, in addition to the above referenced descriptions of the EMDR procedure, a
reproduction here of the fidelity checklist as used in this sudy would prove to be a beneficia
addition to the available research on this topic. This checklist wasinitialy produced in private
consultation with Dr. Howard Lipke (who has acted in previous studies as the primary fiddlity rater
for the EMDR Indtitute) for Pitman, Orr, Altman, Longpre, Poiré, and Macklin (1996). The current
author is grateful to these researchers for giving permisson for this checklist to be used by Devilly
and Spence (1999). This checklist has had even more items added to the checklist than the one
produced by Dr. Lipke to make sure that there was no cross pollination between the trestment
gpproaches of EMDR and TTP. The checklist includes:

Instructs patient on proper 0-100 (or 0-10) rating of suds; obtains name of uncomfortable
emotion; ascertains where in body uncomfortable emotion isfelt; ingtructs patient in providing
feedback; informs patient that if Yhe objects, she doesn’t have to give details of thoughts; obtains
negative sdf-satement (unless patient has difficulty providing); obtains positive cognition (unless
patient has difficulty providing); obtainsrating of postive cognition (VoPC) (unless patient has
difficulty providing); beginsfird treetment sesson by explaining EMDR process; ingructs patient to
attend to scene, negative fedings, and negative thoughts during finger movements, performs finger
movements within described parametersif patient is following; if patient is not following, makes
appropriate changes, e.g. changes speed, distance from face, or direction or dows progression of
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increase in number of movements or uses dternate finger rasing; performsinitia set of a least 24
back and forth movements, unless patient Sgna's to stop; encourages eye movementsiif patient
shows intense emotion; if patient ops moving eyes without Sgnaling thergpist, works to get eyes
moving again, and if unable, works to prevent dissociation; if suds appears & lowest levd,
reintroduces origina scene and rechecks suds; if desengtisation is not complete, inquires asto
reason and continues finger movements; when scene is desengtised, takes VVoPC on current positive
cognition; if VOPC has not reached 7, inquires as to reason and re-performs finger movements with
current poditive cognition; if discomfort persds, there is no change in experience, or experience
“loops’, attempts changein direction and / or speed of finger movements, performs one or more of
the following interventions to ded with resstance (not
necessarily in order) before moving to next item: changes focus of atention (e.g. visud to feding),
focuses on specific agpect of experience (e.g. a gpecific sound or part of theimage), has patient
imagine unspoken words, inquires whether materid is being excluded from awareness intentiondly
and if so, reminds patient to let experience unfold, has patient approach scene from a distance, uses
positive thoughts with scene, addresses interfering motivetions (e.g. avoidance of current life
problems), performs finger movements with derived positive cognitions or projected fearful
gtuations,; avoids pursuing aline of materid that will require longer than the 120 minute limit to
complete; terminates sesson within 120 minutes, chooses an gppropriate termination point; focuses
on positive and distancing ideas when necessary to help conclude session; performs body scan and
body scan protocol a termination; uses relaxation techniques when necessary to help conclude
sesson; check that uses techniques not within EMDR protocol or uses too much cognitive
intervention.

This checklist was marked both overall and for each item on a scale of 0 (unacceptable), 1
(margind), and 2 (low) to 6 (high). This was completed by an independent rater who was
experienced in trestment ddivery, had been trained to EMDR levd |1, and was not aware of the

research results.



TTP: The cognitive Behaviourd Trauma Treatment Protocol was initidly based upon the
work of Foaet d., (1991). However, TTP did not strictly follow al of the Foa research group
recommendations. As discussed in Devilly and Spence (1999), it was felt that Fod s origina design
could be improved by removing inert procedures from the stress inoculation training, increasing the
time gpent on more active components, changing the timing of thergpeutic ddivery to once aweek
ingtead of bi-weekly and introducing a much stronger and more integrative cognitive component.
Table 1 outlinesthe TTP as used in this study and described further by Devilly and Spence (1999).
However, whilst many agree that EMDR needs appropriate training to be ddivered effectively, this
same principleis not dways gpplied to CBT techniques. The author would like to stress that
traditional CBT is no less sendtive to lack of experience, inappropriate ddlivery or therapist
variables than any other treatment gpproach, a point not taken into account by severa other
research designs.

Results

Phase 1 (EMDR)

As can be seen from Table 2, and demonstrated in Figures 1 and 2, Anna appeared to
worsen over time following EMDR. Her scores on most messures display agradud increasein
severity and at post-treatment and 3 month follow-up she dso ill met the DSM-1V criteriafor
PTSD, as measured by the PSS-SR. A reliable change index was devel oped for each measure
utilised (Jacobson and Traux, 1991) and between intake and 3 month follow-up Annadisplayed a
reliable deterioration on the STAI (trait), BDI, CMS and SCL-90-R Globa Distress Scae. On the
|ES and PSS-SR there was not areliable change in scores (p<.05). Anna dso remained within the

clinica range on al measures.

Annawas a0 il taking psychotropic medication at 3 month follow-up (venlafaxine and
aprazolam) and had aso made an gppointment to see “ someone from Adult Menta Hedlth”. Upon
intake for the TTP condition, Anna stated that she believed hersdlf to be “alost casg’, and that
having been “treated at the Univergity and still no better” became despondent and, at times, suicidd.
This pattern of increased dysphoriawas particularly evident in her escdating BDI scores over time.
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It should be noted that dthough Annarated SUDs as 80 in the questionnaire package at post-
treatment, her within session SUDs scores dropped from 80 - 90 to 10 - 20.

Jll, on the other hand, appeared to respond to EMDR exceptiondly well immediatdy
following trestment, no longer mesting the criteriafor PTSD and decreasing her scores on dll
assessment measures to being outside the clinica cut-offs. However, by 3 month follow-up Jlil once
again met the criteriafor PTSD, and dthough not as extreme as at intake her scores had
dramatically increased on dl measures, with the exception of SUDs. Again, the change in scores
was eval uated with respect to reliable change. Jill displayed reliable improvement (from pre-
treatment to 3 month follow-up) on the BDI, CMS, IES and SCL-90-R Globa Distress Scale.
There was no reliable change in scores on the STAI (trait) and PSS-SR. However, while displaying
reliable improvement from pre-trestment to 3 month follow-up, she continued to display
symptomatology that was within the dinica domain on al messures. Therefore, while the
improvement was psychometricaly reliddle, it did not introduce a change in clinica satus.

During thefirgt sesson of TTP Jll related that she had been feding much improved until a
‘family Situation’ occurred, which triggered past memories and emotions and she felt that she had
few persona skillsto cope. She reported that the symptoms then started to return and she began to

experience “the same old problems’.

Phase 2 (TTP):
As can be seen from Table 2 and the representative graphs (Figures 1 and 2), by post-

treatment Anna displayed a marked decrease on al measures and particularly those related to

PTSD symptomatology and depression. By 2 week follow-up this decrease in symptomatology had
been maintained, and indeed held reasonably congtant until the 3 month follow-up. The only
exception was a dight increase in her depression score (as measured by the BDI) at the 3 month
follow-up. Looking again a rdiable change, Annardiably improved on al measures, dthough il
met criteriafor PTSD. However, usng the PSS-SR as a diagnostic guide, Anna still met criteriafor
PTSD at both post-treatment and 3 month follow-up, yet it should be noted that she tended to score
1 out of apossible 3 for items that she did endorse. Thisis possibly aweakness of the PSS-SR,
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where-by any item endorsement (even those with arating of “oncein awhile’) istekenasa
symptom to be counted towards a diagnosis. However, the Impact of Events Scale did show an
increase again by 3 month follow-up, athough not to pre-treatment levels. Of particular note in
Anna's case was that by 3 month follow-up she had been medication free for 5 months, had nil
acohol intake for 2 months and had also sopped smoking cigarettes for 2.5 months.

During the course of treetment alarge focus of thergpy was on Anna's belief that she
“should have been with him” when he died. During the imagina exposure this belief was tested and it
is thought by the author that the acceptance of her rolein the incident was of particular importance
to Anna s recovery. For instance, she decided that should she have stayed in the emergency room,
she would have detracted from the Doctors attendance to Bill and this may have decreased his
chances of survival. It is believed that the use of imagind exposure to create such cognitive shiftsis
S0 successful because it includes an affective component and not just an intellectua one, asin
traditiona cognitive thergpy. This was further built upon through exposure in vivo, such asvidting a
hospitd. However, it is suggested that Anna s continuing problems are likely to be more related to
marital stressand it is the authors belief that for afull remission couple therapy would be required.
This has since been offered, yet her partner appeared to be unenthusiastic and the offer was
declined.

JIl became asymptomatic with regard to PTSD by pogt-trestment and this was maintained
to 3 month follow-up. Her scores on al measures dropped to below clinical cut-off and she
displayed reliable improvement on al measures. Following treatment Jill divorced from her
emotionaly detached husband of 1 year and returned to University for study. She reported few
persona problems and to have “accepted” hersdlf and “forgiven” her mother.

Although at post-EMDR and 3 month follow-up Jill reported very low SUDs when
imagining a representative image of the abuse, it became clear during the early stages of TTP that
this was not the case. On the first sesson of prolonged imagina exposure she reported her SUDs
level to be 90, which decreased within the session to 20. The second session started at 80 and was
50 by the end. This pattern continued until the last sesson saw an initid score of 15 and 5 by the
end. Exposure in vivo homework included such tasks aslooking in the mirror with her clothes on, in
just her underwear and then fully naked, as well as other tasks such as taking to her mother and
saying the abuser’ s name out loud. Jill reported to greetly benefit from these interventions, and while
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coping skills made the exposure in vivo tasks initidly eeder, these were quickly dispensed with and
achangein belief regarding respongbility during the abuse and her current salf-concept was fully
realised.

Treatment Fiddity

JII agreed to be video taped during the EMDR for purposes of evauating trestment integrity
and in total 5 sessions were recorded and rated. All sessons were rated as a5 (acceptable to high
fiddlity) overdl. The mean ratings for each aspect of dl the sessons, as described above, were dso
all above 5 with asmall standard deviation (session 2 = 5.23 (.59); session 4 = 5.35 (.75); session 6
=552 (.51); sesson 7 = 5.32 (0.55); sesson 8 = 5.41 (.51)) and no ratings of below 4 were given.
Treatment Distress / Endorsement

Both Annaand Jill gave higher endorsement ratings to the TTP than the EMDR (TTP = 15
and 14, EMDR = 8 and 11, respectively), but JlI rated the TTP (39) as more distressing than the
EMDR (29). Conversdly, Annarated the TTP (27) as substantidly less distressing than the EMDR
(44). Itis, however, acknowledged that both participants received the TTP after the EMDR and

without a cross-over design the significance of these results is somewhat diminished.
Discusson

This research amed to investigate the utility of providing an overtly CBT based intervention
(TTP) for PTSD to two, EMDR, treatment-refractory patients. It was found that the participants
congderably improved following TTP and that this improvement was predominantly maintained to 3
month follow-up. One of the participants was asymptomatic at both post-treatment and follow-up,
while the other participant till just met criteria, dthough rated most of the PTSD symptoms as “once
per week or less/ alittle bit / once in awhile’. Further to psychometric measures, both participants
reported a pogitive change in their qudity of life and became more involved in and reported greater
success in fulfilling self-directed gods.

Conddering the results, it is hypothesised that the poor long-term effect of EMDR with
these non-respondersis likely to be due to the nature of the intervention rather than the participants
being trestment refractory. It is suggested that the TTP was predominantly effective in these two
individuas due to theimagina and in vivo exposure extinguishing the fear response and facilitating a
change in pergpective (or meaning) with regards to the individuas responghility in their respective
Stuations (Foa and Kozac, 1986; Davey, 1993). However, the EMDR seemed to externalise any
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of the benefits of theragpy, and any benefits which did arise from the technique tended to be short-
lived ones. Thisis consgstent with Haw and Dickerson (1998), who used EMDR as a distraction
task during exposure and found that the positive effects disspated over time. Thisresult isaso
congstent with the overall results from the larger study (Devilly and Spence, 1999), which included
these two participants, finding a deterioration of gains over time in the EMDR condition and
maintenance or improvement of gainsin the TTP condition. These results are dso consigtent with
those of Pitman’s research group (Pitman, Orr, Altman and Longpre, 1996; Macklin, Metzger,
Lasko, Berry, Orr and Pitman, in press) who found that a5 year follow-up of successfully EMDR-
treated PTSD cases had returned to pre-intervention levels of functioning, and in some cases had
become worse.

EMDR has many demand characteristics inherent to the procedure and the current author
suggests that the use of apogta follow-up in this research sgnificantly reduced the overal demand
effects of the thergpeutic research. The operation of such demand charateritics have been
demongtrated by Rosentha and Lawson (1964), Rosenthal, Fode, Friedman, and Vikan (1960)
and Rosenthal, Persinger, Kline, and Mulry (1963) and discussed in greater detail with relevance to
EMDR by Devilly (in submission &). Furthermore, EMDR trestment in one of the cases was rated
by an ‘independent’ trained therapist for fideity to the procedure and was found to be generdly
high. Thisis aso an improvement over past research where raters were used from the EMDR
Ingtitute (e.g. Jensen, 1994), and appear to have made the fatal error of confusing process with
outcome (see Rosen, 1999, for adiscussion of thisissue).

This research was based upon treatment non-responders to EMDR and hence the usud
single subject design methodology (Kazdin, 1982) was not able to be used for these cases. A better
design would have used a multiple baseline, counterbaanced, cross-over design, an approach that
future research may wish to address, particularly drawing on the research of past desgnsin thisfied
(e.g. Acierno, Tremont, Last and Montgomery,1994). However, as mentioned above, it was
deemed unethical to continue ddivery of EMDR therapy to aresearch participant when TTP's
superiority had aready been concluded in alarger study. Therefore, there was no control for “extra
trestment” during this research. However, in light of the larger study and having received 9 treatment
sessions of EMDR and till meeting dl criteriaof PTSD, it is deemed unlikely that another 9 sessons

of the same gpproach would have had the same impact asthe TTP.
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Overdl, this study suggested that those participants with PTSD who failed trestment with
EMDR in alarger outcome study improved after treetment from TTP, and hence it is suggested that
it isthe efficacy of the TTP which is responsible for differences between conditions and not an issue
related to the subjects used or subject dlocation.
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Table 1.

Treatment Protocal for the TTP Condition.

Sesson 1:
Sesson 2:
Session 3:

Sesson 4:

Sesson 5:

Session 6:

Sesson 7:

Sesson 8:

Session 9:

Assessment and breething (90 minutes)
Education and trestment planning (90 minutes)
Deep muscle relaxation and bregthing retraining
Cue controlled and differential relaxation
Thought-stopping (90 minutes)
60 minute exposure to traumeatic scene - Taped (90 minutes)
30-45 minute exposure to traumatic scene
Beck/Ellis cognitive restructuring (120 minutes)
30-45 minute exposure to traumeatic scene
Guided sdf-didogue (120 minutes)
30-45 minute exposure to traumatic scene
Cognitive intervention
- Discusson and behaviourd experiment (90 minutes)
30-45 minute exposure to traumeatic scene
Cognitive intervention during exposure (90 minutes)
30-45 minute exposure to traumatic scene
- Activate traumatic schema
Review coping ills
Termination (90 minutes)
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Table 2.

Pre-, Pogt-treatment, 2 week and 3 Month Follow-up Sores for Annaand Jill.

2 Week 3Month
Measure Group | Pretreatment | Podt-treatment Follow-up Follow-up
Spielberger TTP %62, 152 41,21 44, 20
Trat -
Anxiety EMDR %55, 164 50, 27 69, 52
Beck TTP 40,33 9,2 20,0

Depression -
|nve']t0ry EMDR a31, J4-7 21, 2 -——-- 48, 33

SCL-90-R TTP 2.49,11.52 0.81, 0.02 1.10, 0.02 1.07,0

Global )

Digress EMDR | #.47,'2.25 1.91,0.11 2.69,0.18 2.89, 1.52
Subjective TTP 100,10 50,0 50, 0 50, 10

Units of _

Digurbance | EMDR %90, 100 80,5 90, 10 90, 10
Personal TTP 36,123 21,0 20,2 18,6
Problem ,

Definition EMDR 32,38 34,6 37,8 40, 23
Civilian TTP 141,115 100, 47 105, 44
Missssppi .
Scde EMDR 427,132 113, 56 159, 115
Impact of TTP 57,134 13,1 36,0
Events )
Scae EMDR 59, 152 59, 4 61, 34
PTSD TTP 238, 134 20,0 19,0
Symptom )
Scae EMDR 2,47 33,4 43, 34

Note: 2= Anna's Scores, | = JillI’s Scores, PTSD = Post Traumatic Stress Disorder; SCL-90-R =
Symptom Checklist - 90 - Revised.
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Figure 1.
Representative trestment outcome for Annaand Jill, from pre-trestment, through post-treatment to 2
week and 3 month follow-up. for both EMDR and TTP.

Note: SCL-90-R Globa = Global digtress rating of the Symptom Checklist-90-R; PPD =
Persona Problem Definition Rating Scale; SUDs = Subjective Units of Didtress.

Figure 2.
Representative trestment outcome for Annaand Jill, from pre-trestment, through post-treatment to 3
month follow-up, for both EMDR and TTP.

Note: Mississppi = Civilian Missssppi scdefor PTSD; PSS-SR = PTSD Symptom Scae
- Sdf-Report; BDI = Beck Depression Inventory.
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