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1
The Origins of Cognitive 
Processing Therapy

Rather than writing a review chapter on theories of posttraumatic stress disorder 
(PTSD)—which have evolved from early learning theory to cognitive and constructiv-
ist theories as described elsewhere (Chard, Schuster, & Resick, 2012; Resick, Mon-
son, & Rizvi, 2013; Monson, Friedman, & La Bash, 2014), and which may or may not 
have influenced the development of cognitive processing therapy (CPT)—I (Patricia 
A. Resick) have chosen to write this chapter in the first person and make it a little more 
autobiographical. I have done this so that readers can see how I first developed CPT, 
what the influences on it were, and how it has evolved into its present form through 
the engagement of my coauthors and of many others. This chapter also emphasizes the 
importance of theory: Theory guides therapists in explaining to their clients why they 
have PTSD, what has maintained it, and how to get over it, as well as in staying within 
the CPT protocol. It also guides particular ways of thinking about trauma recovery 
when therapists encounter challenges in treatment delivery. We address the theoreti-
cal underpinnings of CPT at several other points in this book as well.

The Origins of CPT

I started my career in the field of trauma during my internship at the Medical Uni-
versity of South Carolina (MUSC) and the Charleston Veterans Administration (VA; 
now Veterans Affairs) Medical Center. Specifically, I became one of the first cohort of 
rape crisis counselors at one of the few rape crisis centers in the United States in the 
mid-1970s. The very first night I was on call, I went to the hospital in the middle of the 
night to meet a woman who was nearly speechless in shock at what had happened to 
her. I was mostly just sitting with her silently, waiting for a nurse or doctor, when her 
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husband came barreling through the doors of the emergency room yelling, “What have 
they done to me?” Aside from being flabbergasted at his response, I realized that I was 
clueless about what this woman was going through and how to help her. As advocates, 
my fellow counselors and I stayed with women in the emergency room (many times for 
numerous hours), and accompanied them into the exam rooms if they wished, while 
some (usually male) physician or resident performed an often rough medical examina-
tion and collected evidence, while clearly wanting to get back to the “real patients.”

Some rape crisis advocates focused their efforts on more humane treatment of rape 
victims in emergency rooms and on the education of the medical community. Being a 
clinical psychology graduate student, I went to the literature in my field, which back 
then meant physically going to the library and reading through every index of Psycho-
logical Abstracts. A fellow student, Joan Jackson, and I did a volume-by-volume search 
and found only five articles, which were essentially useless. Other, more sociological 
articles focused on victims’ precipitation of rape, and thus engaged in victim blaming.

However, at about that time, a number of things happened. Susan Brownmiller 
(1975) wrote Against Our Will, which chronicled the history of rape as a political and 
power weapon. In addition, women who had been raped were conducting “speak-
outs” through the National Organization for Women, and it soon became very clear to 
many how common the problem of rape was and how profound its effects were. Bur-
gess and Holmstrom (1976) published an important article in the American Journal of 
Psychiatry, one of a series of articles on the reactions they observed from conducting 
interviews with 92 rape victims in an emergency room. Finally, the National Insti-
tute of Mental Health (NIMH) set aside $3 million for studies on rape, and I became 
involved in writing two grant applications—one with Dean Kilpatrick at MUSC, and 
one with Karen Calhoun when I went back to the University of Georgia to complete 
my graduate degree. Both grants were funded.

The first studies at MUSC included a prospective longitudinal study of fear and 
anxiety among victims, as well as an attempt to develop a brief behavioral intervention 
and then the use of stress inoculation training, based on Meichenbaum’s work on cop-
ing skills training (Meichenbaum & Cameron, 1983, which was an unpublished 1972 
manual at the time we used it). The University of Georgia study was conducted in 
Atlanta at Grady Memorial Hospital, where about 1,000 women a year who had been 
raped were being seen in the emergency room. The focus of the prospective longitu-
dinal study was on depression. Our goals were simple: to see whether rape produced 
fear or depressive reactions (a question that had never been studied), and, if so, how 
long-lasting they might be. We also wanted to see whether we could develop treat-
ments that could be used in rape crisis centers.

While those studies were being reviewed and conducted, I took a faculty position 
at the University of South Dakota and commuted to either Charleston or Atlanta once 
a month. After 4 years there and 1 year back in Charleston, I assumed a faculty posi-
tion at the University of Missouri–St. Louis. Although I had been offered positions at 
better-known universities, I needed to be in a city that was large enough to allow me 
to continue my work, and St. Louis fit the bill.
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My first grant, funded by both NIMH and the National Institute of Justice, was 
another prospective longitudinal study—this time comparing female rape or robbery 
victims with male robbery victims. In the meantime, I was trying to conduct treat-
ment outcome research with small university grants. The first study I conducted, still 
within the anxiety perspective, was a comparison of group stress inoculation, asser-
tiveness training (because assertiveness was thought to counter fear), and supportive 
psychotherapy. By then the Diagnostic and Statistical Manual of Mental Disorders, 
Third Edition (DSM-III; American Psychiatric Association, 1980) had been published, 
with a new diagnosis in the anxiety disorders category: PTSD. The DSM-III defini-
tion of a traumatic stressor used rape as an example, but there were as yet no mea-
sures of PTSD. My colleagues and I used the Impact of Event Scale (Horowitz, Wil-
ner, & Alvarez, 1979) and the Derogatis Symptom Checklist–90 (Derogatis, 1977), 
among other measures. This small study found posttreatment improvements, but there 
were no differences among the three conditions (Resick, Jordan, Girelli, Hutter, & 
Marhoeder-Dvorak, 1988). Because we did not know how long it would take to fill a 
group, we could not use random assignment; however, we predetermined the order of 
groups, so the assignment was unbiased. Later I realized that the lack of differences 
was probably at least partially due to the small sample size and lack of power, but in 
the discussion of the study, I focused on the commonalities of the treatments, expec-
tancy theory, psychoeducation, and cognitive change.

The prevailing theory about rape responses at the time was that they consisted of 
first-order classical conditioning of the fear reaction, along with second-order condi-
tioning that generalized the reaction to other triggers (Kilpatrick, Resick, & Veronen, 
1981; Kilpatrick, Veronen, & Resick, 1979). Later, once the PTSD diagnosis was intro-
duced, came awareness of the importance of escape and avoidance learning in main-
taining the primary symptoms of PTSD. If someone is experiencing strong conditioned 
emotional reactions, this person is likely to avoid or escape reminders of the trauma 
that have spread to nondangerous situations. Mowrer’s (1960) two-factor theory of clas-
sical conditioning and operant avoidance became more commonly discussed, along 
with Foa and Kozak’s (1986) emotional processing theory of PTSD, which in turn 
was based on Lang’s (1977) theory that people develop fear networks with stimulus, 
response, and meaning elements. Because there were enough women who said to me, 
“I knew he wasn’t going to kill me, but it was such a huge betrayal, and I feel so much 
shame and disgust at what he did to me,” I began to have doubts that PTSD after rape 
was just a fear/anxiety disorder. One exception to a theory means that the theory needs 
to be revised. I began to look toward cognitive theories of PTSD.

Theoretical Influences

In our earliest conceptualizations of depression among rape victims (Kilpatrick, 
Veronen, & Resick, 1982), we viewed the development of such depression within sev-
eral extant theories: lowered levels of positive reinforcement (Lewinsohn, 1974), and 
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learned helplessness resulting from the unpredictable and uncontrollable nature of 
the victimization experience (Seligman, 1971). Paykel (1974) proposed that depression 
occurs following negative interpersonal events, threatening events, or blows to self-
esteem. Of course, rape victims experience all of these.

In the 1960s and 1970s, Aaron T. Beck studied the causes of depression and devel-
oped his cognitive theory, which focuses on how people absorb negative and errone-
ous beliefs from society that leave them feeling ashamed and depressed. He and his 
colleagues produced a treatment manual for cognitive therapy of depression (Beck, 
Rush, Shaw, & Emery, 1979). Although this was one of the first manualized treat-
ments, I wanted something more specific and progressive that would tell therapists 
how to proceed session by session. I was hoping that clinicians could pick up the 
manual and conduct the therapy. I also wanted to help clients to become their own 
therapists by teaching them new, more balanced ways to cope and think, much as we 
had done with stress inoculation. I liked the Socratic style of therapy that Beck and 
colleagues proposed, in which therapists asked clients questions so that they could 
figure out the answers for themselves. However, Beck et al.’s cognitive therapy for 
depression focused on current thoughts, and I believed that in treating PTSD, we first 
needed to go back to revisit the traumatic events to see where clients’ thinking devel-
oped and whether they had emotionally processed the traumatic events at the time. I 
started conceptualizing that those who hadn’t been able to recover had been “stuck” in 
their thinking since the time of the traumatic events, and I began to call such clients’ 
thoughts “Stuck Points.”

Additional inspiration came from an article and book by McCann and colleagues 
(McCann, Sakheim, & Abrahamson, 1988; McCann & Pearlman, 1990), who devel-
oped the constructivist self-development theory of traumatic victimization. This 
theory was based on Mahoney’s (1981) constructivist perspective, in which humans 
actively create their personal realities, such that new experiences are constrained to 
fit people’s determinations of what “reality” is (Mahoney & Lyddon, 1988). McCann et 
al. proposed a constructivist theory of trauma in which people construct meaning from 
events. They theorized that aside from frame of reference (the need for a stable and 
coherent framework for understanding experiences), the schemas (mental structures 
and needs) that are likely to be affected by trauma are those regarding safety, trust, 
power/control, esteem, and intimacy. These constructs can be self- or other-directed. 
Because these constructs appeared so frequently in our discussions with clients, my 
colleagues and I also began to think that we could use the work of McCann and col-
leagues in a briefer cognitive-behavioral therapy.

I was also influenced by a chapter by Hollon and Garber (1988), in which they 
proposed that when someone is exposed to schema-discrepant information, one of two 
things happens. The information may be altered so that it can be assimilated into the 
person’s existing beliefs/schemas without changing the prior beliefs (e.g., “It wasn’t a 
rape, it was a misunderstanding; I must have done something for him to think it was 
OK”). The other alternative is that existing beliefs (e.g., “Only strangers rape”) are 
changed to incorporate the new, discrepant information (e.g., “It is possible to be raped 
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by someone you know”). This new learning represents accommodation and is the goal 
for therapy. Hollon and Garber’s proposal, of course, was based on the work of Piaget 
(1971), but I had not thought about it in the context of therapy or trauma before.

I realized further in working with trauma survivors that sometimes people 
changed their beliefs too much, even while they were distorting and attempting to 
assimilate the traumatic events. They overgeneralized their beliefs to whole classes of 
schemas (e.g., “I always make bad decisions,” “No one can be trusted,” “I must con-
trol everyone around me”). We called this “overaccommodation” (Resick & Schnicke, 
1992, 1993). As we (my graduate student Monica Schnicke and I) were in the early 
stages of developing CPT, we realized that it was important to work on assimilation of 
the trauma first and not move to the overaccommodated beliefs until the index trauma 
was resolved. For example, once clients stop blaming themselves for the occurrence 
of the traumatic event, then it is easier to tackle the idea that they can’t make good 
decisions. Accordingly, we placed the work with overaccommodated themes later in 
the therapy.

Early Development of CPT

My first study of CPT was again funded with small grants from the University of 
Missouri–St. Louis. I conducted CPT in groups for the very practical reason that I 
could collect more data on clients in groups than on those receiving individual ther-
apy. However, by the time I was funded by NIMH to conduct a randomized controlled 
trial (RCT), I had conducted 84 pilot cases and the first CPT manual was published, 
which included the results of the first 35 participants in group treatment and the first 
9 clients in individual treatment (Resick & Schnicke, 1993).

In 1994, while she was a graduate student, Kathleen M. Chard (my first postdoc-
toral fellow) created a version of CPT for individuals with childhood sexual abuse his-
tories that combined group and individual sessions of CPT. While working as a thera-
pist on the study comparing CPT with prolonged exposure and a wait-list control (see 
Chapter 2 for a discussion of this study), she submitted a grant application for research 
on her adaptation of CPT (CPT-SA). In addition to combining group and individual 
treatment, CPT-SA included several sessions to cover these topics: family “rules” (e.g., 
“If anything goes wrong, it is your fault”); what children are developmentally capable 
of (e.g., telling a 4-year-old to come home at 5:00 is expecting too much of the child); 
assertive communication; ways of giving and taking power; and social support.

In the process of developing CPT-SA, Chard noted that not everyone’s beliefs 
were shattered by trauma (Janoff-Bulman, 1992), and it soon became obvious as we 
continued to study and treat PTSD that sometimes trauma was schema-congruent. We 
observed that if clients had been abused as children (emotionally, physically, or sexu-
ally), or had other prior traumas, they might already have (and perhaps had always had) 
negative beliefs about themselves and about their roles in the traumatic events (e.g. “I 
must deserve bad things to happen to me”). Any new trauma would be assimilated 
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without alteration because it was not schema-discrepant, but schema-congruent. The 
question then arose: Why would such people have PTSD, if their beliefs were already 
matching the new events? It is possible that these individuals did not get new PTSD; 
they might have already had it. However, the new events might have strengthened 
their distorted beliefs about themselves and others and about their roles in traumatic 
events. In other words, they might be using the new events as “proof” that their prior 
beliefs were accurate. Their PTSD would worsen, and their beliefs would become 
more entrenched (Resick, 2001; Resick, Monson, & Chard, 2007). On the other hand, 
even with prior negative schemas about themselves or others, people might still ask, 
“Why me?” or “Why again?” They might still find new traumatic events to be schema-
discrepant, because they had done everything they could to change what they per-
ceived to be the cause of prior trauma (“I try to be perfect”), or they could see how 
members of other families behaved toward one another and couldn’t figure out what 
they were doing wrong.

Another difference between the theoretical approach that led to CPT and the 
theories on which other therapies are based lies in the range and type of emotions 
addressed in CPT. Because PTSD was classified as an anxiety disorder until the publi-
cation of DSM-5 (American Psychiatric Association, 2013), most of the extant theories 
on PTSD focused on fear and anxiety. Because I did not come from an academic back-
ground of work in the anxiety disorders, I was impressed by the amount of “erroneous” 
guilt, shame, disgust, sadness, and so forth that we were finding among the clients. 
In the longitudinal studies we conducted, nearly everyone said that they were afraid 
during the event—but most people recovered from their fear, and fear did not always 
seem to be the driving force behind the flashbacks, intrusive memories, nightmares, 
and avoidance we observed. Furthermore, if PTSD were only about fear conditioning, 
then it wouldn’t matter what the trauma was; the rates of PTSD should be equal. The 
epidemiological studies of PTSD (e.g., Kessler, Sonnega, Bromet, Hughes, & Nelson, 
1995) made it clear that all traumas did not have the same effects: Rape and other 
interpersonal traumas produced greater rates of PTSD than impersonal traumas such 
as natural disasters and accidents. Something else was going on besides fear condition-
ing, because the persons who had experienced these traumatic events evaluated it in 
relation to their beliefs and prior experiences.

In addition, self-blame and/or erroneous other-blame, leading to guilt or shame, 
were almost universal among those with PTSD. By the time I wrote an unpublished 
manual for a generic version of CPT (Resick, 2001), after the September 11 attacks, I 
was differentiating “natural” emotions from “manufactured” emotions. The “natural” 
emotions are those we humans are hard-wired with and do not need to think about 
(e.g., fight–flight leads to fear or anger; losses elicit sadness). The emotions referred 
to as “manufactured” result from faulty cognitions about the traumatic event. While 
natural emotions may take a while to dissipate, if not avoided, emotions that are gener-
ated by thoughts (“It must have been my fault, because things like this don’t happen to 
good people”) will disappear immediately if the thought is changed with more accu-
rate information.
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As discussed in more detail in Chapter 2, the first RCT of CPT compared it with 
prolonged exposure and a minimal-attention wait list among women who had been 
raped. The large majority of the participants (85%) had experienced other interper-
sonal traumas, and 41% had experienced childhood sexual abuse (Resick, Nishith, 
Weaver, Astin, & Feuer, 2002). The second RCT included women who had experi-
enced any kind of interpersonal violence in adulthood or childhood as their primary 
(index) trauma to begin treatment (Resick et al., 2008). While we were conducting that 
study, Candice M. Monson received a grant from the VA to conduct the first study of 
CPT with veterans. The majority of participants were male veterans of the Vietnam 
War (Monson et al., 2006). Given that most of them had received treatment for years, 
and that all had a history of substance abuse, the loss of a PTSD diagnosis in 12 ses-
sions among 40% of these veterans had an immediate impact on the field. Monson also 
noted that there were more commonalities than differences among trauma survivors, 
and that the veterans’ interpretations of their traumas were very similar to those of the 
interpersonal violence victims in the earlier studies.

In 2003, I moved from St. Louis and academia to a job with the VA’s National Cen-
ter for PTSD as the director of the Women’s Health Sciences Division. The following 
year, Monson moved to Boston to become my deputy director, and Chard moved from 
the University of Kentucky to the Cincinnati VA Medical Center to become the direc-
tor of the PTSD programs there. Over the next few years, Chard not only expanded the 
outpatient clinic in Cincinnati, but developed three residential programs for PTSD: 
one for men, one for women, and one for those suffering from the aftermath of trau-
matic brain injury. She also adapted the individual and group protocols for veterans 
receiving treatment in residential centers. Monson continued her work on a couple 
therapy for PTSD that incorporated aspects of CPT.

Dissemination of CPT

In 2006, the three of us received funding from the VA Central Office to begin develop-
ing materials for disseminating CPT throughout the VA system. We wrote a treatment 
manual for active-duty military personnel and veterans; developed training materials 
(slides with notes, videos, trainers’ manual, consultants’ manual); and then trained a 
first group of national trainers. Because there were so few people in the VA system 
who had conducted CPT, many of the trainers were from St. Louis (former faculty col-
leagues, postdoctoral fellows, or graduate students of mine). Up until then I had only 
conducted 1-day workshops, with no follow-through with case consultation. Monson 
rightly suggested that we emphasize the teaching of the Socratic method as the most 
difficult part of the therapy, but we had to think through what we were doing naturally 
at that point to teach it to other therapists, who might have been taught never to ask a 
question or to let thoughts go rather than changing them. We also had to teach the rea-
soning behind the approach of asking questions that would help clients examine their 
Stuck Points, (erroneous thoughts and beliefs dating from the time of the trauma, as 
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explained earlier), to put them back into the context of what they actually knew at the 
time, what choices they really had, and (if they had choices) why they made the ones 
they did. We also had to help clients differentiate among intentionality, responsibility, 
and the unforeseeable. Finally, Chard noted that we needed to include a Stuck Point 
Log that would serve as a “living” document throughout the therapy. This log would 
help to keep both a client and a therapist focused on the unhealthy cognitions and not 
get derailed into more supportive forms of therapy.

The first 2 years of the dissemination project included 22 workshops each year, 
and then the project was cut back slowly, as more VA therapists completed training 
that included workshops and case consultation. Along the way, we received good feed-
back from the trainers about ways to streamline the handouts and make them more 
accessible to people with lower education levels or with traumatic brain injuries. We 
also developed “help sheets” for understanding Stuck Points and for answering chal-
lenging questions. Beyond the VA context, CPT is now being disseminated through 
mental health centers in the United States, as well as in different countries.

The CPT manuals have been translated into 12 languages thus far, and the ther-
apy appears to work rather well across cultures (see Chapter 14). Because the cognitive 
impact of a traumatic event is very individualized, clients across cultures can describe 
why they think their events happened and what the events mean to them. Even though 
there may be differences in some concepts, many of them translate well—and even in 
very strict traditional cultures, it can be pointed out that not all people believe identi-
cally and that there is some flexibility in beliefs. People can change their minds.

A Biological Model of PTSD and CPT

The most recent additions to our training and conceptualization involve the connec-
tions between the biological underpinnings of PTSD and the reasons why CPT works. 
Most of this new material reflects research on activation of the amygdala, which trig-
gers strong emotions and sends neurotransmitters throughout the brain to activate 
the emergency response. Additional factors that were not noticed immediately, but 
are actually found more frequently in research, are the diminished responsivity and 
smaller size of the prefrontal cortex (Shin, Rauch, & Pitman, 2006) among those with 
PTSD.

In a normal fight–flight response, activity in the prefrontal cortex (which is the 
seat of decision making and control over the amygdala) decreases, along with other 
immune functions and normal physical processes like digesting food, in order to free 
all available resources for either running or fighting. The natural emotions accompa-
nying flight and fight are fear and anger. During a life-threatening emergency, it is 
more important to activate the brain stem and neurotransmitters to aid in the fight–
flight response than to think about what to have for dinner or whether to change jobs. 
However, in a well-modulated emergency response (see Figure 1.1), the prefrontal cor-
tex is activated enough to notice when the danger is over, and to send messages out to 
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the amygdala to stop the fi ght–fl ight response and return to normal parasympathetic 
functioning. In other words, there is a reciprocal relationship between the prefrontal 
cortex and the amygdala.

In studies of people with PTSD, by contrast, researchers have found that the 
amygdala shows heightened responsivity while the prefrontal cortex shows greatly 
decreased activity, and that there is a functional relationship between the two (Shin et 
al., 2004). Because the amygdala is too highly activated and the activity in the prefron-
tal cortex is diminished (see Figure 1.2), it takes a person with PTSD much longer to 
recognize that the perceived danger has ended and to calm down.
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Threat (UCS)
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FIGURE 1.1. Well- modulated emergency response. UCS, unconditioned stimulus; PFC, prefrontal 
cortex.
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FIGURE 1.2. Emergency response in PTSD. CS, conditioned stimulus. Data from Liberzon and Sri-
pada (2008), Milad et al. (2009), Rauch et al. (2000), and Shin et al. (2001).
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In imaging studies, Hariri and colleagues (Hariri, Bookheimer, & Mazziotta, 
2000; Hariri, Mattay, Tessitore, Fera, & Weinberger, 2003) found that when partici-
pants were shown pictures of emotional faces or dangerous objects, and were asked 
either (1) to pick pictures that matched the original pictures, or (2) to label the emo-
tions or objects, in the fi rst case there was no change in the activation of the amygdala. 
However, when participants were asked to label the objects or to describe whether 
each picture was of a natural or an artifi cially created danger, the instruction to use 
words resulted in the activation of the prefrontal cortex (including Broca’s area, which 
is the speech area), while the amygdala quieted.

It occurred to us that if merely labeling objects or pictures was suffi cient to acti-
vate the prefrontal cortex and quiet the amygdala, we could accomplish much more 
with regard to affect regulation through cognitive therapy— specifi cally, having clients 
talk about and answer question about the trauma—than through having clients reex-
perience the images of the traumatic events. In other words, these fi ndings reinforced 
the idea that cognitive therapy could be a more direct route to change than having 
clients imagine the traumatic events repeatedly (see Figure 1.3). It also reminded me 
that day care teachers know this intuitively: When dealing with small children who 
are upset, they remind them, “Use your words.” They may not know about the recipro-
cal relationship between the prefrontal cortex and the amygdala, but they know that if 
children are talking about what is upsetting them, they can calm down.

Neurobiology also helps us to understand why younger people are more likely 
to develop PTSD, aside from the fact that physical and sexual abuse, rapes, assaults, 
car accidents, and combat are all more likely to occur to those who have not reached 
full adulthood. The prefrontal cortex is not fully developed until humans are well into 
their 20s, so not only are young people likely to be traumatized, but they have fewer 
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FIGURE 1.3. How cognitive therapy may work: It may force the frontal lobe online, which inhibits the 
amygdala and prevents extreme emotional responses, even while the trauma circuit is simultaneously 
and suffi ciently activated.



	 The Origins of CPT	 13

resources to deal with trauma once it occurs (Johnson, Blum, & Giedd, 2009). Accord-
ing to the Johnson et al. (2009) review article,

The prefrontal cortex coordinates higher-order cognitive processes and executive func-
tioning. Executive functions are a set of supervisory cognitive skills needed for goal-
directed behavior, including planning, response inhibition, working memory, and atten-
tion. These skills allow an individual to pause long enough to take stock of a situation, 
assess his or her options, plan a course of action, and execute it. Poor executive function-
ing leads to difficulty with planning, attention, using feedback, and mental inflexibility, 
all of which could undermine judgment and decision making. (p. 218)

By the time child and adolescent trauma victims receive therapy as adults, they 
may have settled on cognitions that were constructed at a time when their executive 
functions were not fully developed. This is probably the reason why so many clients 
with PTSD have extreme beliefs and have been traumatized repeatedly. CPT may 
well assist such clients in developing affect regulation, increasing their cognitive flex-
ibility, and changing many assumptions and beliefs that were developed at a period 
of cognitive immaturity and that were never reexamined because of avoidance symp-
toms. One of the goals of CPT is to teach these clients greater flexibility in thinking—
specifically, to teach them how to think critically about what they have been saying to 
themselves regarding the reasons why the traumatic events happened and the events’ 
implications about themselves and others.

A Change in Name and a Note on Terminology

Since 1988, CPT has been referred to as a 12-session therapy that included cognitive 
therapy and, at first, “written exposures.” However, because the initial “written expo-
sures” did not meet the standards of exposure interventions at the time (i.e., repeti-
tions of the trauma for 45–60 minutes to encourage strong emotions, with ratings of 
distress to monitor habituation within and between sessions), this term was changed 
to the more precise description of the technique as “written accounts.” This part of the 
protocol is described in Chapter 11.

When the CPT dismantling study was conducted (Resick et al., 2008; see Chapter 
2), the version of CPT without written accounts was referred to as CPT-C, meaning 
CPT with cognitive therapy only. The dismantling study found that CPT-C was as 
effective as CPT and that the written accounts did not add to the outcomes; in fact, 
CPT-C had a faster trajectory of improvements and had a 22% dropout rate compared 
with a 34% dropout rate for CPT. Also, Walter, Dickstein, Barnes, and Chard (2014) 
examined program evaluation data in a U.S. VA hospital and found that the outcomes 
for CPT and CPT-C were not statistically different from each other. Although the label 
CPT-C was perhaps appropriate for a single study, we realized that it was rather redun-
dant. Because of these findings and factors, and the positive results of other CPT-C 
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studies, we have decided to give the cognitive version of CPT primacy. In this book, 
therefore, we call the cognitive-therapy-only version CPT, and the version with writ-
ten accounts CPT+A. The main description of the therapy in Part III (Chapters 5–10) 
is a description of CPT. Chapter 11 covers CPT+A. The written-account-only protocol 
that was implemented in the Resick et al. (2008) dismantling study is not described in 
this book, but I can provide a manual of this protocol for interested readers.

A note on the use of two terms in this book is also in order here. We have used 
both the terms “victims” and “survivors” to refer to CPT clients, with “victims” used 
more often. On the one hand, many people with PTSD who seek or are referred for 
CPT are still “victims” and have not yet become “survivors”; also, the term “survivor” 
may connote that a person could have died as a result of a traumatic event, and this is 
not always the case (though it often is). On the other hand, the term “survivors” may 
be more empowering in some contexts.
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2
Research on CPT

There are strong empirical data supporting the efficacy and effectiveness of CPT 
in its various forms and with various populations. In fact, two recent meta-analyses 
of PTSD treatments (Haagen, Smid, Knipscheer, & Kleber, 2015; Watts et al., 2013), 
comparing various evidence-based cognitive-behavioral therapies and medications, 
found that CPT+A had the highest average effect sizes of all interventions examined. 

In this chapter, we review the empirical basis of CPT. To date, there have been 
14 published RCTs testing CPT, and many more are currently being conducted. In 
addition, there have been large uncontrolled studies testing the effectiveness of CPT 
in real-world clinical settings. Given the state of the literature on CPT, we limit this 
chapter to a review of these two types of studies, although there have been important 
case studies and smaller uncontrolled trials initially documenting the efficacy of CPT 
and application to unique traumas and comorbidities. We first review the primary 
outcomes of the RCTs, followed by studies emanating from these RCTs that document 
the efficacy of CPT for secondary outcomes and their potential influence in treatment. 
We then examine cognitive change studies and discuss how change in cognition is a 
mechanism of change for PTSD, and we conclude with a review of the effectiveness 
studies.

Randomized Controlled Trials

The first RCT compared CPT+A with prolonged exposure (PE; Foa, Rothbaum, Riggs, 
& Murdock, 1991) and a wait-list control condition for female rape victims (Resick et 
al., 2002). PE is a therapy involving two types of exposure to trauma. A client engages 
in imaginal exposures (i.e., the client repeatedly recounts aloud his or her index trauma 
to the therapist, in the first person and the present tense) in sessions; each imaginal 
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exposure is followed by emotional processing of the recounting with the therapist. 
The client is assigned to listen to the recordings of the imaginal exposures every day 
at home. In addition, the client is assigned 45 minutes of daily in vivo exposure to 
increasingly distressing trauma-related cues in his or her daily life between sessions.

Both treatments were highly efficacious in improving PTSD and depression at 
posttreatment compared with the wait-list control, although there were no statistical 
differences between the active treatments at any assessment. In fact, there were very 
few differences of any kind between the two active treatments, except that partici-
pants receiving CPT+A reported significantly more improvement in guilt (Resick et al., 
2002), health-related concerns (Galovski, Monson, Bruce, & Resick, 2009), hopeless-
ness (Gallagher & Resick, 2012), and suicidal ideation (Gradus, Suvak, Wisco, Marx, 
& Resick, 2013). These improvements were sustained at the 3-month and 9-month 
follow-up points. Following the waitlist, participants were offered one of the random-
ized treatments. They responded the same as the first samples did to CPT+A and PE.

A long-term follow-up of participants in this study was conducted (Resick, Wil-
liams, Suvak, Monson, & Gradus, 2012). An attempt was made to reach everyone ran-
domly assigned to one of the three conditions in the study (i.e., the intention-to-treat 
sample) with the assigned waitlist/treatment groups folded into the two-group sample 
for follow-up assessment 5–10 years after treatment. Of those located (144/171), 88% 
(n = 126) were reassessed. Again, there were no differences between CPT+A and PE 
on PTSD and depression outcomes, and participants in both treatments continued 
to maintain their improvements gained at posttreatment. Moreover, neither further 
treatment nor subsequent traumatization was significantly associated with the main-
tained improvements.

Chard (2005) conducted a wait-list-controlled trial of CPT with adult survivors 
of child sexual abuse. She expanded CPT+A to include a combination of group and 
individual treatment, in order to allow individual processing of trauma, but also the 
experience of group cohesion and normalization of typical problems following child 
sexual abuse. She found statistically significant differences between those receiving 
her adapted version of CPT and those in the wait-list group on clinician-rated PTSD 
symptoms, depression, and dissociation. In addition, the rate of dropout from treat-
ment was quite low (only 18% did not attend all sessions). Of those receiving CPT, only 
7% met diagnosis for PTSD at posttreatment, 3% at the 3-month follow-up, and 6% at 
the 1-year follow-up.

Monson et al. (2006) conducted the first CPT+A study with military veterans 
who were recruited through a U.S. VA hospital. Sixty veterans (80% Vietnam veterans) 
were randomly assigned to CPT+A or to treatment as usual. There were significant 
improvements in chronic PTSD and a range of comorbidities at posttreatment and 
1-month follow-up for those receiving CPT+A versus the treatment-as-usual condi-
tion. At posttreatment, 40% of the sample receiving CPT+A had a remission in their 
PTSD diagnosis. Moreover, service-connected disability status was not associated 
with treatment outcomes or PTSD diagnostic status.

Resick et al. (2008) conducted a dismantling study of CPT+A with female victims 
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of sexual and physical assault. In this study, CPT+A, CPT, and written accounts only 
(abbreviated here as WA) were compared; the researchers controlled for time spent in 
the therapy sessions. There was an overall group difference between CPT and WA, 
but all participants were significantly improved at posttreatment and follow-up peri-
ods. However, according to clients’ self-report, CPT led to faster symptom reduction 
during treatment than WA did, and participants in CPT achieved clinically significant 
improvements two sessions faster than those in CPT+A and four sessions faster than 
those in WA (see Figure 2.1). Although the differences were not statistically signifi-
cant, it is clinically meaningful that 22% of CPT participants dropped out of treat-
ment, compared with 34% of CPT+A participants and 26% receiving WA. Although 
CPT and CPT+A are described in this book, WA is not. As noted in Chapter 1, the WA 
manual is available from one of us (Patricia A. Resick).

Forbes et al. (2012) conducted an RCT of CPT+A with veterans served within the 
Australian veterans’ health care system. They trained clinicians within this system to 
provide the therapy, versus using expert therapists to deliver CPT+A, increasing the 
generalizability of the findings. As in Monson et al.’s (2006) study, CPT+A was com-
pared with treatment as usual. Forbes and colleagues found CPT+A to be superior to 
usual care with regard to PTSD, anxiety, depression, social relationships, and dyadic 
relationships, even when delivered by clinicians with varying experience levels, treat-
ment orientations, and disciplines.
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FIGURE 2.1.  Change in client’s self-reported PTSD symptoms on the Posttraumatic Diagnostic Scale 
across treatment and follow-up by treatment condition. Data from Resick et al. (2008).
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Galovski, Blain, Mott, Elwood, and Houle (2012) conducted an important study of 
CPT+A aimed at determining treatment completion based on outcome criteria versus 
a fixed 12-session protocol. In this study (an RCT with delayed symptom monitor-
ing as a control condition), a “treatment completer” was defined not as someone who 
attended all 12 sessions of the CPT+A protocol, but as someone who met the defini-
tion of “good end-state functioning,” whether this criterion was met before or after 12 
sessions of therapy. Good end-state functioning was defined as a Posttraumatic Diag-
nostic Scale (PDS; Foa, Cashman, Jaycox, & Perry, 1997) score at or below 20; a Beck 
Depression Inventory–II (BDI-II; Beck, Steer, & Brown, 1996) score at or below 18; 
agreement between the client and therapist that treatment goals had been reached; 
and an assessment by an independent evaluator that the client no longer met criteria 
for a PTSD diagnosis. Clients could be evaluated for stopping treatment as early as 
Session 4, and if they agreed to stop earlier than Session 12, they completed the final 
CPT Impact Statement and were delivered the interventions included in the final 
CPT+A session. At the end of Session 12, if it was determined that clients still had 
PTSD and higher scores on the self-report measures, they could receive up to a total 
of 18 sessions. At that point, if they had still not reached good end-state functioning, 
they were considered “treatment nonresponders.”

In this study, 27% of participants dropped out of treatment. Of the 50 who 
remained, only 8% completed treatment exactly at 12 sessions, 58% completed it ear-
lier than 12 sessions, 26% needed more than 12 sessions, and 8% were deemed nonre-
sponders at posttreatment. However, by the 3-month follow-up, only 1 participant still 
had a diagnosis of PTSD.

Recruiting a sample of male and female veterans with PTSD secondary to mili-
tary sexual trauma from a U.S. VA hospital, Suris, Link-Malcolm, Chard, Ahn, and 
North (2013) compared CPT+A to present-centered therapy (PCT; Schnurr et al., 
2007), which focuses on current symptoms and problem solving. As in the Forbes et 
al. (2012) study, clinicians not previously trained in CPT+A provided the treatment. 
PTSD and depressive symptoms were decreased with both therapies at posttreatment, 
but veterans who received CPT+A had a significantly larger reduction in their self-
reported PTSD symptoms, compared with those receiving PCT. Improvements were 
maintained in both conditions up to the 6-month follow-up. Although the difference 
in dropout rate was not statistically different in this relatively small sample, the rate 
for PCT was 18% versus 35% for CPT. The authors noted that the study was affected 
by treatment fidelity issues: One therapist had below-satisfactory competency ratings 
in the delivery of CPT, leading to the removal of data for that therapist’s clients. This 
study thus emphasizes the importance of clinicians’ fidelity to treatment.

Bass et al. (2013) conducted an RCT of CPT in the Democratic Republic of 
Congo—a country with not only low resources, but high levels of ongoing violence. 
The authors randomly assigned participants to treatments by village, with women in 
7 villages receiving group CPT (n = 157) and women in 8 villages (n = 248) receiving 
individual support and resources. The therapists had high school educations at most, 
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and a majority of the clients were illiterate. Bass et al. found that CPT was superior 
to support and resources in reducing PTSD, anxiety, and depression, and improving 
functional impairment. At 6-month follow-up, only 9% of the CPT participants met 
criteria for probable PTSD, anxiety, or depression, as opposed to 42% of the support-
ive therapy participants. When the study was released, Bass was quoted in The New 
York Times as saying, “ ‘If you can do this in Congo, you can do it anywhere’ ” (Grady, 
2013).

Morland and colleagues (Morland, Hynes, Mackintosh, Resick, & Chard, 2011; 
Morland et al., 2015) conducted two RCTs, one with male veterans and one with 
female veterans and civilians. In the study with male veterans, CPT+A was deliv-
ered in face-to-face groups versus videoconferencing. These two delivery methods 
were tested with a “noninferiority” design, meaning that delivering group CPT+A by 
videoconference would not be inferior to delivering it face-to-face. Both methods of 
delivery resulted in significant reductions in PTSD that were maintained at follow-up 
assessments, with no differences between them. In addition, there were high levels 
of therapeutic alliance, treatment compliance, and satisfaction, with no differences 
between the two formats of delivery. In the study with women, Morland et al. (2015) 
compared individual in-person delivery with telehealth delivery, but they were also 
able to compare veteran women with civilian women. They found that both formats 
of treatment were equivalent, but that the civilian women had better results than the 
veterans.

A third study of telehealth versus in-person therapy was conducted by Maieritsch 
et al. (2016), except that this one focused on veterans of the recent wars in Iraq and 
Afghanistan. They too found that the two formats appeared to be equivalent, but they 
also found that with this younger cohort, the dropout rate was quite high in both con-
ditions (43% instead of the expected 20%). They suggested that, as in other studies of 
this younger cohort, the emphasis on future research should be placed on engagement 
and retention in therapy. Because of the developmental stage of recent veterans, their 
attention may be more focused on jobs, relationships, and children.

Bolton et al. (2014) conducted an RCT with community mental health workers 
working in rural health clinics in Kurdistan, northern Iraq. They were trained in 
behavioral activation treatment for depression (BATD; Lejuez, Hopko, & Hopko, 
2001; Lejuez, Hopko, Acierno, Daughters, & Pagoto, 2011) and CPT; a wait-list con-
dition was also included. All participants had experienced systematic violence and 
were enrolled according to the severity of their depression symptoms. They were 
randomly assigned to one of the three conditions. BATD had significant effects on 
depression and functional impairments, while CPT had a significant effect on func-
tional impairments only. These findings may be attributable to the inclusion criterion 
focused on depression versus PTSD, because prior studies with torture survivors and 
refugees recruited specifically for PTSD have found significant effects for PTSD and 
other comorbid conditions (e.g., Hinton et al., 2004; Schulz, Resick, Huber, & Griffin,  
2006).
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An RCT conducted in Germany by Butollo, Karl, König, and Rosner (2015) com-
pared CPT with dialogical exposure therapy (DET), which is based on gestalt therapy. 
The trial included 141 male and female clients with PTSD; the types of traumas were 
mixed. Both conditions were variable in length, with up to 24 sessions. The dropout 
rate was very low for both conditions (12.2% in DET and 14.95% in CPT, including 
those who never started treatment; 8% of DET and 9% of CPT participants dropped 
out after starting therapy). Both types of treatment showed large reductions in PTSD 
symptoms, but CPT had significantly better results at posttreatment and had a larger 
effect size (g = 1.14 for DET and 1.57 for CPT).

Recently, Resick et al. (2015) compared CPT in a group format among U.S. active-
duty military service members with PCT. Both treatments led to improvements in 
PTSD symptoms, but CPT led to significantly more improvements in PTSD. More-
over, CPT yielded significant improvements in depression that were maintained at a 
follow-up assessment. The PCT group only evidenced improvements from baseline to 
before the first session in depression symptoms, probably due to expectancy effects.

Secondary Conditions and Potential Moderators 
of Treatment

History of Child Maltreatment

Because some clinicians and researchers are concerned that people with a history 
of child maltreatment may need more than a short course of CPT or CPT+A, a 
follow-up study of the head-to-head study of CPT+A and PE examined more exten-
sive symptoms by using the Trauma Symptom Inventory (TSI; Briere, 1995), which 
includes PTSD symptoms and other symptoms, such as dissociation, dysfunctional 
sexual behavior, impaired self-reference, and tension reduction behavior. The treat-
ment sample was divided, not by type of treatment received, but by those who had a 
history of child sexual abuse (41%) in addition to adult rape, versus adult rape without 
child sexual abuse. Both groups had significant improvements (with large effect sizes) 
in PTSD, depression, and all of the problems measured on the TSI subscales. These 
improvements were maintained at a 9-month follow-up. Moreover, there were no dif-
ferences in these outcomes between those who had a child sexual abuse history and 
those who did not.

Resick, Suvak, and Wells (2014) also conducted secondary analyses of data from 
both the head-to-head study of CPT+A versus PE and the dismantling study, to exam-
ine whether there were differences in outcomes for those with and without a history of 
child sexual abuse or child physical abuse. In the head-to-head study, they found that 
frequency of child sexual abuse predicted dropout from both treatments; however, 
severity of child physical abuse was associated with greater dropout from PE than 
from CPT+A. Regarding treatment outcomes, no form or amount of childhood abuse 
affected PTSD treatment outcomes. In the dismantling study, there were no differ-
ences in dropout by childhood abuse history for the three conditions. However, those 
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patients without a childhood abuse history did better with CPT than with CPT+A or 
WA. Moreover, those with more frequent childhood abuse responded better to CPT 
and CPT+A than to WA.

Using data from the dismantling trial, Resick, Suvak, Johnides, Mitchell, and 
Iverson (2012) examined whether those with high levels of dissociation responded 
differently to CPT, CPT+A, and WA. There were significant decreases in dissocia-
tion symptoms across all three therapies, with no statistical differences among them. 
However, pretreatment levels of dissociation were associated with different PTSD out-
comes: Those women with low pretreatment levels of dissociation responded best to 
CPT, while those with the highest levels of dissociation benefited more from CPT+A. 
Because they did not respond better to just the repetitions of writing accounts in 
the WA condition, the authors concluded that those with high levels of dissociation 
needed to write trauma accounts to facilitate making their traumatic memories into a 
coherent narrative before they could benefit from cognitive therapy.

These findings were further supported by a study of 110 female veterans report-
ing a history of military sexual trauma (61 with an additional history of child sexual 
abuse and 49 without), who were compared on pretreatment demographic and symp-
tom measures, as well as outcome after CPT (Walter, Buckley, Simpson, & Chard, 
2014). Study findings showed that these two groups did not significantly differ on 
pretreatment variables or treatment outcome. Results suggest that CPT delivered in a 
residential treatment program was effective for female veterans with PTSD related to 
military sexual trauma, with and without a history of child sexual abuse.

Borderline and Other Personality Disorder Characteristics

Clarke, Rizvi, and Resick (2008) examined the effects of borderline personality char-
acteristics on treatment outcomes in the head-to-head trial of CPT+A and PE. They 
divided the sample into those with high or low borderline characteristics as measured 
by the Schedule for Nonadaptive and Adaptive Personality (Clark, 1993). They found 
that those with high versus low borderline personality traits had higher PTSD and 
depressive symptoms at baseline assessment, but were no more likely to drop out of 
treatment. Importantly, level of pretreatment borderline personality characteristics 
did not predict treatment outcomes. In fact, the group high in these traits, with more 
severe PTSD and depressive symptoms before treatment, had more improvements 
over the course of therapy and ended at similar levels of PTSD as the group low in 
borderline traits.

This finding was replicated for borderline as well as other personality disorders by 
Walter, Bolte, Owens, and Chard (2012), who looked at clients with and without per-
sonality disorders seeking treatment in a residential treatment program for veterans 
that combined group and individual CPT+A. They found no statistically significant 
differences in PTSD treatment gains between the two groups; in fact, those with per-
sonality disorders experienced greater improvement in pre- to posttreatment depres-
sion than those without a personality disorder.
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Suicidality

Gradus et al. (2013) examined the effects of PTSD treatment on suicidal ideation, 
which is very common among those with PTSD, in the head-to-head trial of CPT+A 
versus PE. They found that suicidal ideation decreased sharply during both treat-
ments, with continued but subtler decreases during the follow-up period. However, 
CPT resulted in larger reductions in suicidal ideation than PE did. Decreases in sui-
cidal ideation were associated with improvements in PTSD symptoms over the course 
of both treatments, with some evidence of a stronger association for CPT+A than for 
PE. These associations were not accounted for by depression diagnosis at the start of 
the study or by changes in hopelessness over the course of treatment.

Bryan et al. (2016) examined whether CPT was associated with iatrogenic suicide 
risk among active military members, as a secondary analysis of the Resick et al. (2015) 
study of group CPT versus PCT. They found that rates of suicidal ideation decreased 
across both types of treatment. Among soldiers with pretreatment suicide ideation, 
severity of suicide ideation significantly decreased across both treatments and was 
maintained for up to 12 months after treatment. Exacerbation of preexisting suicide 
ideation was less common in group CPT (9%) than in group PCT (37.5%).

Health-Related Conditions and Sleep

Galovski et al. (2009) examined the effects of CPT+A and PE in the head-to-head trial 
on perceived health concerns and sleep impairments, given the high co-occurrence of 
these comorbid conditions in those who suffer from PTSD. Both treatments yielded 
improvements in health-related concerns, but there were more improvements in these 
concerns with CPT+A than with PE. With regard to sleep impairments, both treat-
ments yielded improvements across treatment and follow-up, with no significant dif-
ferences between them. However, sleep impairment did not improve to such an extent 
that the majority of the participants became “good sleepers.” The authors note that the 
advantage of CPT+A over PE in terms of physical health complaints may be explained 
by the cognitive interventions employed in CPT+A, which may generalize to interpre-
tation of a range of experiences, including perceived health status.

With data from the dismantling trial, Mitchell, Wells, Mendes, and Resick (2012) 
examined whether the three therapies improved symptoms of disordered eating. The 
Eating Disorders Inventory–2 (Garner, 1991) was used to measure problematic eating 
behavior in a subsample of the study. This inventory includes subscales of drive for 
thinness, bulimia, body dissatisfaction, ineffectiveness, perfectionism, interpersonal 
distrust, interoceptive awareness, maturity fears, impulse regulation, asceticism, and 
social insecurity. They found that some eating disorder symptoms (i.e., body dissatis-
faction, interoceptive awareness, interpersonal distrust, impulse regulation, ineffec-
tiveness, maturity) improved over the course of the three therapies. Moreover, these 
symptom improvements, with the exception of body dissatisfaction, were associated 
with changes in PTSD symptoms over the course of therapy. The authors note that 
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the most closely overlapping symptoms of eating disorders and PTSD may be most 
responsive to the various components of CPT+A.

Psychophysiological Functioning

A follow-up study of the dismantling study examined changes in physiological reactiv-
ity, and specifically in startle response to loud tones, as results of treatment (Griffin, 
Resick, & Galovski, 2012). Participants who completed treatment were grouped into 
“responders” (72%) and “nonresponders” (28%), based on PTSD diagnosis and severity 
of symptoms. Responders and nonresponders did not differ on the physiological mea-
sures of eyeblink electromyogram, heart rate, or skin conductance before treatment. 
With treatment, responders demonstrated a significant reduction in startle according 
to all three measures. In addition, electromyographic and heart rate responses to the 
loud tones were significantly smaller among responders than nonresponders at post-
treatment. Because of the study’s size, the authors were unable to examine potential 
differences by treatment type. This study demonstrates that various forms of CPT, 
when completed, are effective in reducing startle generally (not just to trauma-related 
cues); the study thus provides more objective data about the effects of treatment.

Psychosocial Functioning

Extending research beyond individual mental health symptoms and physiology, 
Galovski, Sobel, Phipps, and Resick (2005) evaluated changes in psychosocial func-
tioning as a result of CPT+A and PE within the head-to-head trial among participants 
who completed treatment. They found that every type of psychosocial functioning that 
was measured improved after these treatments, including improvements in occupa-
tional, social–leisure, extended family, family unit, fear of intimacy, sexual concerns, 
and dysfunctional sexual behavior domains across a range of measures.

Wachen, Jimenez, Smith, and Resick (2014) examined the social functioning of 
154 participants in the study comparing CPT+A and PE. Using the Social Adjustment 
Scale—Self-Report (Weissman & Paykel, 1974), they examined overall social function-
ing, social and leisure, work, relationships within family unit, and economic status 
from pretreatment through the long-term follow-up with hierarchical linear modeling. 
They found large improvements on all measures, but no differences between the two 
treatment types.

Monson and colleagues (Monson et al., 2012) conducted follow-up analyses of 
Monson et al.’s (2006) wait-list study of CPT+A with U.S. veterans. They examined 
different spheres of social functioning that improved after a course of CPT+A, and 
how these changes were associated with changes in PTSD symptoms with treatment. 
Overall social adjustment, extended-family relationship functioning, and housework 
completion improved with CPT+A compared to the wait-list condition. In addition, 
improvements in emotional numbing were specifically associated with improve-
ments in all of these spheres. Similarly, improvements in avoidance symptoms were 
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associated with improvements in housework; however, improved avoidance symp-
toms were associated with declines in extended family adjustment. With regard 
to the latter finding, the authors suggest that increased contact with family mem-
bers due to decreased avoidance, unaccompanied by improved interpersonal skills 
for interacting in these relationships, may lead to lower reported extended-family  
adjustment.

Similarly, Shnaider et al. (2014) examined domains of psychosocial functioning 
(i.e., daily living, household tasks, work, leisure/recreational, family relationships, and 
nonfamily relationships) following treatment within the dismantling study, as well as 
the associations between changes in functioning and changes in PTSD symptoms. 
They found improvements in psychosocial functioning for all three treatments, with 
no differences between the treatments at posttreatment or follow-up. Because there 
were no differences based on treatment, they then combined the sample to examine 
associations between changes in psychosocial functioning and four PTSD symptom 
clusters (i.e., reexperiencing, avoidance, numbing, and hyperarousal). They found 
that improvements in numbing symptoms were more specifically associated with 
improvements in nonfamily relationships; improvements in hyperarousal symptoms 
were associated with improvements in overall functioning, daily living, and household  
tasks.

Related to social functioning, Iverson et al. (2011) examined intimate-partner vio-
lence (IPV) in the dismantling study (Resick et al., 2008). Of the 150 intention-to-treat 
participants, 61% reported a lifetime history of IPV; 16% reported IPV perpetrated by 
their current partners within the year prior to the baseline assessment and reported 
the IPV as their index event. At the 6-month follow-up, 22% reported experiencing 
new IPV victimization in the period following treatment. Iverson et al. found that 
those who had a stronger response to treatment with regard to PTSD and/or depres-
sion were much less likely to experience IPV following treatment. These findings held 
for the women who were currently in relationships with partners committing IPV, as 
well as for those who had experienced IPV at some point during their lifetimes.

Sex Differences

Unfortunately, most CPT studies have been conducted with either female survivors 
of interpersonal violence or male combat veterans. However, in secondary analyses 
of Galovski et al.’s (2012) variable-length study of people with PTSD who had experi-
enced interpersonal trauma, Galovski, Blain, Chappuis, and Fletcher (2013) examined 
potential sex differences in outcomes of CPT+A. They found few sex differences in 
trauma history or symptoms before therapy, except that women were more likely to 
be sexually assaulted and men were more likely to have anger directed inward. There 
were no differences between men and women with regard to the total number of 
sessions provided or the degree of changes in PTSD or depressive symptoms with 
treatment. However, at the 3-month follow-up, women were found to have lower levels 
of PTSD, depressive, guilt, anger/irritability, and dissociative symptoms, compared 
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with men. The authors concluded that we may need to alter our existing treatments or 
develop new ones to serve men with PTSD more effectively.

Cognitions

Cognitions as Outcomes

Different types of cognitions have been examined as outcomes, because, as a cogni-
tive therapy, CPT should have an effect on clients’ beliefs. Changes in cognitions have 
also been studied with respect to improvements in PTSD symptoms, to see whether 
these changes serve as a potential mechanism of such improvements. As mentioned 
above, the RCT comparing CPT+A with PE included guilt cognitions as outcomes 
measured at pretreatment, posttreatment, and a 9-month follow-up (Resick et al., 
2002). Compared with the wait-list condition, CPT+A showed large effect size differ-
ences and PE showed small to medium effect size differences from pre- to posttreat-
ment. The two active treatments differed significantly from each other on two guilt 
subscales (hindsight bias and lack of justification), and there were small to medium 
effect size differences at the follow-up time points between CPT+A and PE on all 
four guilt measures.

Using data from Chard’s (2005) study of adult survivors of child sexual abuse, 
Owens, Pike, and Chard (2001) examined the Personal Beliefs and Reactions Scale 
(PBRS; Resick, Schnicke, & Markway, 1991) and the World Assumptions Scale (WAS; 
Janoff-Bulman, 1989), which were both developed to examine cognitive distortions 
related to trauma and PTSD. Although none of the WAS subscales were correlated 
with PTSD symptoms at any time point (pretreatment, posttreatment, 3-month follow-
up, and 1-year follow-up), PBRS safety, trust, power/control, esteem, and intimacy were 
correlated with PTSD at one or more time points, and all were strongly correlated at 
the follow-up assessments. Significant differences from pretreatment to posttreatment 
were found for the following PBRS subscales: undoing, self-blame, safety, trust, power/
control, esteem, and intimacy. There were no further changes from posttreatment to 
the two follow-up assessments. Although they were not correlated with PTSD, there 
were significant differences on the WAS from pre- to posttreatment, which were main-
tained on two of the three subscales: benevolence of the world and self-worth.

Several studies have examined one cognitive component of CPT+A and CPT, 
the Impact Statement. After the first treatment session in either form of CPT, the first 
practice assignment is to write at least one page on the causes and consequences of 
the index traumatic event. This assignment is used to determine how the client views 
the index event and to define the Stuck Points that the client and therapist will work 
on during therapy. For the last session, the client is assigned to write another Impact 
Statement regarding what he or she now believes about the index event. (For more 
details, see Chapters 5, 6, and 10.)

Several groups of researchers have coded these Impact Statements to deter-
mine whether clients’ beliefs have changed and whether they are associated with 
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improvement in PTSD. The first study was by Sobel, Resick, and Rabalais (2009), who 
coded the Impact Statements with regard to thought clauses in one of four categories: 
assimilation, accommodation, overaccommodation, and information. Because Impact 
Statements varied in length, the authors analyzed percentage of total statements as 
well as total frequency. They found that from the beginning of treatment to the end, 
clients showed significant increases in accommodation and decreases in overaccom-
modation and assimilation.

Iverson, King, Cunningham, and Resick (2015) followed up this study by examin-
ing cognitions 5–10 years after treatment. In addition to conducting a long-term fol-
low-up that included the same baseline measures, Iverson et al. asked participants to 
write yet another Impact Statement. Also, instead of just examining PTSD, this study 
examined depressive symptoms to see whether cognitions predicted maintenance or 
increase in symptoms. Fifty women completed the first and final treatment Impact 
Statements, as well as the long-term Impact Statement. Although overall PTSD and 
depression scores were maintained at low levels at the long-term follow-up (Resick, 
Williams, et al. 2012), changes in trauma-related beliefs between the end of treat-
ment and long-term follow-up were significantly associated with changes in PTSD 
and depression symptoms. Improvement in accommodated thinking and declines in 
overaccommodated thinking were associated with lower PTSD and depression symp-
toms during this time period. Iverson et al. concluded that clients should be strongly 
encouraged to continue to practice balanced, accommodated thinking following the 
termination of treatment.

With a sample of active-duty military personnel, Dondanville et al. (2016) also 
coded Impact Statements, but this was conducted in the context of group or individual 
CPT. There were 63 participants who had written Impact Statements at the beginning 
and end of treatment. These investigators, too, found a decrease in assimilated and 
overaccommodated thought units and an increase in accommodated thoughts with 
treatment. There was the expected inverse relationship of PTSD and depression with 
accommodated thoughts, and positive relationship of overaccommodated thoughts 
with PTSD and depression scores. Those participants who did well with CPT had 
fewer overaccommodated and more accommodated thoughts by the end of treatment. 
Assimilated thoughts were not associated with PTSD and depression, even though 
they decreased over therapy, probably because there were so few assimilated state-
ments in the Impact Statements at the beginning of treatment. It is possible that some 
clients may have a single assimilated thought (e.g., “It is all my fault”) that keeps them 
stuck in their PTSD but results statistically in floor effects.

Price, Macdonald, Adair, Koerner, and Monson (2016) conducted a qualitative 
study (thematic analysis) of Impact Statements produced by 15 veterans who had 
completed both Impact Statements in the RCT with veterans described above (Mon-
son et al., 2006), The themes that emerged were safety, trust, power/control, esteem, 
intimacy, emotions/symptoms, perspective, education/work, and positive statements 
about therapy (which occurred at posttreatment). For the most part, all of the themes 
showed improvement by the last Impact Statement, but some still expressed caution 



	 Research on CPT	 27

or described continuing struggles with Stuck Points on specific themes (e.g., safety, 
trust) or with emotions (e.g., sadness) that might have been avoided before treatment.

Cognitions as Mediators of Change

Using the study data from Resick et al. (2002), Gallagher and Resick (2012) examined 
hopelessness as both an outcome and a mediator of change in PTSD among women 
who had experienced rape as their index event. Participants assigned to CPT+A had 
larger pre–post reductions in hopelessness than those assigned to PE, and changes in 
hopelessness predicted changes in PTSD symptoms in the CPT+A participants to a 
greater extent than in the PE participants. Gilman, Schumm, and Chard (2011) also 
examined hope (rather than hopelessness, with a different measure from that used by 
Gallagher and Resick) with veterans seeking treatment for PTSD. Measures of PTSD 
symptoms, depression, and hope were gathered across the course of treatment in a 
residential program. Gilman et al. found that higher levels of hope at midtreatment 
were associated with reductions in PTSD and depression from mid- to posttreatment, 
and not the other way around; this finding thus supports the idea that hope is a change 
mechanism in symptom reduction.

Schumm, Dickstein, Walter, Owens, and Chard (2015) conducted a cross-lagged 
panel analysis from pretreatment to midtreatment to posttreatment among male and 
female veterans receiving CPT, to determine the longitudinal relationship among cog-
nitions (negative beliefs about self, negative beliefs about the world, and self-blame), 
PTSD, and depression. They found significant improvements in scores on all scales 
over the course of treatment. They also found that pre- to midtreatment changes in 
self-blame and in negative beliefs about the self positively predicted and temporally 
preceded mid- to posttreatment changes in PTSD symptomatology. They also found 
that changes in negative beliefs about the self preceded changes in depression, but 
that pre- to midtreatment changes in depression preceded changes in self-blame and 
PTSD. These findings support the idea that improvement in negative cognitions is an 
important mechanism of change in PTSD.

Program Evaluation/Effectiveness Studies

Although it is important to conduct RCTs to determine whether a therapy is efficacious 
compared to a wait-list condition and other therapies, and whether the therapy only 
affects PTSD or is helpful for other symptoms and functioning, whether the therapy 
actually works in the community and is adopted is its ultimate test. There have been 
several studies that did not randomly assign participants to conditions, but examined 
program evaluation data on the implementation of CPT+A in clinical settings, particu-
larly VA hospitals. CPT+A and CPT have been disseminated to thousands of therapists 
since 1987, and the implementation program has been keeping track of clients’ scores 
on the PTSD Checklist (PCL; Weathers, Litz, Herman, Huska, & Keane, 1993; see 



28	 BACKGROUND ON PTSD AND CPT	

Handout 3.1). In an examination of the first therapy cases using CPT+A (Chard, Rick-
secker, Healy, Karlin, & Resick, 2012), 327 therapists provided pre- and posttreatment 
PCL scores for 374 veterans. Following the 12-session protocol, veterans reported an 
average 19-point change on the PCL (10 points is clinically significant).

Kaysen et al. (2014) examined the VA records of 536 veterans from a Midwestern 
VA hospital who had attended at least one session of CPT+A or CPT, to determine the 
effect of alcohol use disorders on PTSD. They found that 49% reported a current or 
past diagnosis of such a disorder. The veterans had an average of 9 sessions of CPT+A, 
and there were no differences in treatment results among three groups: those with-
out an alcohol use disorder history, those with such a history, and those with current 
alcohol use disorders. All groups showed significant reductions in both PTSD and 
depression.

In an implementation study in Australia, Lloyd et al. (2015) studied 100 cases 
in the National Veterans Treatment Service among therapists who were trained in 
CPT+A. The CPT+A therapists showed good fidelity to the treatment, and their 
results showed large effect sizes, comparable to those obtained in these researchers’ 
RCT. They reported that 63% of cases showed clinically meaningful improvement in 
an average of 8 sessions. These studies demonstrate that CPT+A translates well into 
routine clinical care.

Dickstein, Walter, Schumm, and Chard (2013) found that veterans with sub-
threshold PTSD did as well as those who met full criteria for PTSD when these groups 
received CPT in a VA outpatient clinic. Very few studies have examined participants 
who do not meet full criteria for PTSD, and such participants are generally excluded 
from RCTs. However, Dickstein et al.’s findings help clinicians understand that clients 
who have partial PTSD may also benefit from CPT.

Walter, Dickstein, et al. (2014) compared those who received CPT or CPT+A in a 
VA residential program for those with traumatic brain injury and PTSD; this program 
combines group and individual therapy. They found no difference in PTSD outcomes 
or dropout rates, but a possible difference in depression, with the CPT+A participants 
showing more improvement. However, when an alpha correction was applied, the 
finding disappeared, so it is not clear that whether similar findings might emerge in 
an outpatient setting. Chard, Schumm, Owens, and Cottingham (2010) compared over 
100 recent veterans of Iraq and Afghanistan with those from the Vietnam War who 
were treated in an outpatient VA PTSD clinic. They found that the recent veterans, 
who did not differ from the Vietnam veterans in any demographics (except for age) or 
service-connected disability, were likely to attend fewer sessions than the older veter-
ans. They did not differ on their pretreatment scores, however, and among those who 
completed treatment, they improved more at posttreatment. Interestingly, those who 
attended more sessions were more likely to have higher PTSD scores at both pretreat-
ment and posttreatment. Those who attended fewer sessions might have dropped out 
when they had achieved their goals.

Voelkel, Pukay-Martin, Walter, and Chard (2015) examined the effectiveness of 
CPT in male and female veterans with PTSD due to military sexual trauma compared 
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to those without a history of such trauma. Of 481 veterans, 41% endorsed a history of 
military sexual trauma as their primary trauma, and scores at posttreatment showed 
that both groups improved significantly after receiving CPT, suggesting that CPT can 
be an effective treatment for this type of trauma regardless of veterans’ gender.

In another study of veterans, Asamsama, Dickstein, and Chard (2015) evaluated 
the impact of depression on CPT results for 757 veterans. They found that 60.7% of 
participants met criteria for major depression at pretreatment, and that 75% showed 
a clinically significant reduction in symptoms after receiving CPT. There was no dif-
ference in treatment response based on BDI-II groupings, suggesting that CPT is an 
effective treatment even in case of severe co-occurring depression.

In a study of nonveterans, Schulz, Huber, and Resick (2006) found that CPT+A 
was effective in treating PTSD in foreign-born refugees to the United States when it 
was delivered in their native language (either by a native-language-speaking thera-
pist or through an interpreter). Because this study was a report of program outcomes 
rather than an RCT, the number of sessions was not controlled. The refugees averaged 
17 sessions, including several assessment sessions before treatment started. The effect 
sizes from pre- to posttreatment on PTSD symptoms were d = 2.0 for those with an 
interpreter and d = 3.4 for those with a native-language-speaking therapist. Both of 
these effect sizes are quite large, indicating a great deal of improvement in the refu-
gees’ self-reported PTSD symptoms.
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3
Treatment Considerations

This chapter addresses the questions therapists often ask about when to start CPT 
and with which types of clients; how to assess PTSD and comorbid conditions; and 
how to conceptualize individual cases in CPT. In the recent past, many clinicians and 
researchers proposed that trauma-focused therapy could not begin without extensive 
rapport building and development of coping skills, even though there was no evi-
dence that this was necessary. Furthermore, trauma-focused therapies were often not 
offered to clients with comorbid conditions, including substance misuse, personality 
disorder characteristics, and psychotic or bipolar symptoms. As reviewed in Chapter 
2, our studies on CPT have included individuals with diverse trauma histories and 
varied symptom presentations, and clients have often begun treatment immediately 
after completion of their intake assessment. The following guidance is based on our 
various controlled and program evaluation studies, as well as our clinical experience 
in providing CPT.

For Which Clients Is CPT Appropriate?

CPT was originally developed for people not just with PTSD, but with additional 
disorders and conditions. It is helpful to remember that CPT is heavily grounded in 
Beck’s cognitive therapy (Beck et al., 1979; Beck & Greenberg, 1984), which has been 
found to be effective for a number of disorders, including depressive, anxiety, and 
psychotic conditions. In both research and clinical practice, we have successfully used 
CPT with individuals at any time from 3 months to 60 years after their traumas, and 
some clinicians are using it even earlier in crisis situations such as combat, domestic 
violence, refugee work, and sexual assault (Nixon, 2012). In addition, CPT can be used 
for individuals with minimal formal education (e.g., fourth grade) and for people with 
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IQs as low as 75. (Note: We have now created modified/simplified versions of a few 
worksheets for individuals who find the original worksheets too complex; see Chapter 
13.)

In addition to PTSD, most of our clients meet criteria for multiple comorbid diag-
noses, such as depressive disorders, anxiety disorders, personality disorders, and sub-
stance use disorders. Moreover, CPT can be implemented with persons who do not 
meet full criteria for a PTSD diagnosis (Dickstein et al., 2013). The only caution in 
these latter cases is that if individuals do not meet at least subthreshold criteria for 
PTSD, but instead have other diagnoses such as major depression or panic disorder, 
they should not be offered CPT, but instead should receive a treatment designed for 
those disorders. One common misconception is that PTSD is the only disorder that 
follows traumatic events; in fact, a proportion of individuals never develop PTSD, and 
some may in fact develop another disorder.

Therapists often ask whether there are any hard-and-fast rules about excluding 
clients from CPT. We recommend that clinicians follow the same criteria that we use 
in our clinical studies to decide when it may be best to delay offering CPT or not to 
offer it at all. One of the most important things to consider is whether a person poses 
any imminent danger to self or others, in which case safety planning should precede 
CPT. The key is to differentiate between a client’s thinking about death (i.e., ideation) 
and a firm intention or plan to commit suicide. A majority of our clients have suicidal 
or homicidal ideation, and they do very well in CPT. This ideation is best conceptual-
ized as passive avoidance behavior, wherein clients want to escape their distress.

With regard to potential danger for further traumatization, we have many thera-
pists providing CPT in the military, including those deployed to combat situations, 
and we are often asked to provide CPT for stateside service members prior to their 
next deployment. Similarly, CPT is commonly used in shelters for individuals experi-
encing intimate partner violence, after initial safety planning has been completed. In 
addition, recent international studies support the use of CPT with individuals in the 
midst of war and genocide (e.g., residents of the Democratic Republic of Congo). In 
these cases, it is important to carefully identify Stuck Points and to differentiate these 
from beliefs and threat appraisals that may be objectively true. For example, a client 
living in a war zone may have the belief that “I can be killed at any time,” which is 
potentially true; therefore, a therapist would go deeper with the client to find out what 
this means to him or her and whether there are any situations that are relatively safer 
for the client. The therapist may uncover the Stuck Point “There is no point in living, 
since I am dying soon.” This latter belief can be challenged to help the person resume 
fuller functioning, albeit with risk.

Other potential contraindications to CPT are other mental health conditions that 
can interfere with clients’ successfully completing treatment. Two of the most signifi-
cant concerns are unmedicated mania or psychosis. Once these conditions are stabi-
lized on effective medication regimens, it will be easier for such clients to complete 
psychotherapy. Similarly, individuals with depressive disorders that prevent them 
from leaving the house or taking care of their basic needs may need medication or 
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behavioral activation strategies before starting CPT. Individuals with substance use 
disorders that require inpatient or outpatient detoxification to prevent withdrawal 
symptoms should delay starting CPT until the initial detoxification process has been 
completed (often 7–10 days). Likewise, clients with such severe panic disorder that 
they cannot talk about even their thoughts about the trauma might do better to receive 
panic control treatment while receiving CPT. Multiple-channel exposure therapy (Fal-
setti, Resnick, & Davis, 2008) was developed as a combined treatment for PTSD and 
panic disorder that includes CPT components, as well as interoceptive treatment for 
panic (Barlow & Craske, 1994).

Similar points may be made about individuals who cannot engage in treatment 
because their dissociation is so extreme. Typically, when clients present for treatment 
and indicate that they dissociate, we ask them how often and how long the episodes 
occur. Is the dissociation caused by cues, and do the clients have enough control over 
the dissociation to stop it from happening before, during, or after a session? If the 
clients indicate that they are putting themselves or others at risk when they dissoci-
ate, then we typically recommend a brief course of training in grounding skills before 
CPT begins (Kennerley, 1996). Conversely, if the clients are not putting themselves or 
others at risk and seem to have some skill in focusing themselves, then we typically 
recommend that the clients initiate CPT without delay. Incidentally, one of our CPT 
studies described in Chapter 2 found that clients who had higher levels of dissociation 
at pretreatment did better with CPT+A than with CPT. This could be because of the 
need to process the trauma in more detail and put fragmented memories back into a 
narrative for those who dissociated a great deal during the traumatic event(s) (Resick, 
Suvak, et al., 2012).

In the end, the clients’ motivation to address their PTSD symptoms is probably the 
most important factor to consider in deciding to proceed with CPT. Even clients with 
few coping skills, significant trauma histories, and various comorbid conditions have 
done very well in the different versions of CPT. Thus, in summary, the only reasons for 
not beginning CPT right after an intake session are suicidal or homicidal intent, severe 
self-harm for which immediate intervention is needed, severe dissociation in which 
a client cannot stay in the present during sessions, unmedicated psychosis or mania, 
and substance use requiring detoxification. In fact, we often find that therapists’ readi-
ness to engage their clients in trauma-focused treatment is as important as the clients’ 
readiness. We discuss this later.

When Should the CPT Protocol Begin?

The next questions we are frequently asked are how many treatment sessions should 
occur before the CPT protocol begins, and whether it is important to spend time 
developing a trusting relationship with a client prior to starting trauma processing. 
Our answer to both questions is that sessions devoted exclusively to trust building 
are not needed, even if a clinician other than the CPT therapist has completed the 
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assessment and psychosocial intake process. As highlighted above, if the therapist 
waits for weeks or months before starting the trauma processing, the client may infer 
that the therapist does not believe the client is ready or able to handle CPT. In fact, 
reluctance on the therapist’s part may actually reinforce the client’s natural desire to 
avoid doing trauma work, due to the PTSD avoidance symptoms. We argue that there 
is even an ethical issue in forestalling trauma-focused treatment, in that the client is 
being delayed in working toward improvement in PTSD and any comorbid symptoms.

We have found both in our clinical work and in our research studies that the 
therapeutic alliance can develop very quickly when the therapist uses a Socratic style 
of interacting with the client. This type of dialogue allows the therapist to convey a 
focused interest in understanding how the client thinks and feels about his or her 
world in general, and about the traumatic event in particular. Many clients who have 
been in other types of therapy before receiving CPT tell us that they have never felt so 
“heard” or “listened to” before. Finally, if the therapist engages in pretreatment ses-
sions that are managed in a more open-ended, supportive counseling mode, the client 
will come to believe that this is what therapy should be like, and it may be difficult 
to reshape the treatment interactions to fit those required in a manualized treatment 
such as CPT.

If a therapist is engaging in CPT with a new client, we recommend that before 
CPT begins, the client should first be given one to three sessions of assessment and 
information gathering (depending on the length of the sessions and the assessment 
approaches used). These sessions may be conducted by the therapist who will be 
implementing CPT or by another clinician who performs intake assessments in that 
clinic. The assessment should focus on determining what the client’s strengths and 
possible coping deficits are; what the client’s trauma history is like; picking out an 
index event to assess for PTSD, whether the client actually has PTSD, according to a 
standardized assessment measure; and whether the client has any comorbid disorders 
(particularly ones with symptoms that may complicate or interfere with treatment; see 
the preceding section). Once it is determined that the client has PTSD and is ready to 
start treatment, the treating clinician can start CPT at the very next session.

If a therapist is starting CPT with an established client, it can be somewhat dif-
ficult to make the transition from other forms of therapy to a manualized treatment, 
as indicated above. We have found in these situations that it is best for the therapist to 
be very transparent with the client in discussing the option of initiating CPT. When 
a therapist has seen a client for months or even years, it is often easiest to start this 
conversation by discussing treatment goals and noting that there has been little to no 
progress toward those goals in some time. This provides a good opportunity to reas-
sess the client’s symptoms and gently offer a new approach. The therapist can provide 
information on how effective CPT has been with a wide variety of people suffering 
from various types of traumatic events. The therapist can then note that he or she has 
received training in this treatment and believes that the treatment would be very help-
ful, given the symptom presentation. Clients appreciate hearing that their therapists 
are acquiring new training and are interested in continually learning new approaches 
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to facilitate providing the best care to their clients. At the same time, it is important 
for a therapist to avoid unintentionally undermining CPT by referring to it as a “new 
therapy” that “might work” with a client. Instead, the therapist should “sell” CPT 
by highlighting that CPT has been around for more than 25 years and that there are 
extensive data on its efficacy with a wide variety of client groups. It might even help to 
show some of the graphs from studies of CPT with traumas similar to the client’s (for 
example, see Figure 2.1; others are available at www.guilford.com/cpt-ptsd and the 
PILOTS database at www.ptsd.va.gov).

The conversation with the client should not only include the reasons for trying 
something different, but also an explanation of how a course of CPT will differ from 
other types of therapy in terms of session structure and out-of-session assignment 
expectations. If the therapist has not been using cognitive-behavioral interventions, 
following an agenda during sessions, assigning homework, or focusing on a specific 
traumatic event during treatment, the change to CPT can be quite dramatic, and the 
therapist will want to make sure that the client is aware of and comfortable with the 
changes. We have found that when therapists are frank and clear with their clients, 
very few individuals have had difficulty with the change; indeed, many clients are 
very excited about trying something new that may help them recover further from 
their PTSD. Once the decision to start CPT has been made, it is very important that 
the therapist strives to stay consistent with the new therapy process. The avoidance 
symptoms of PTSD will continually push the client to want to revert to a non-trauma-
focused treatment, so reminding the client of the rationale for the change to CPT can 
be important throughout the initial sessions of treatment.

If either the therapist or the client does not believe that they can manage the 
change to CPT together, another option is to refer the client to another therapist who 
has learned CPT. The referring therapist can highlight that the client has made excel-
lent progress with him or her, but that sometimes a new perspective or new interven-
tion can be what is needed to facilitate recovery. A client who is very attached to the 
original therapist may feel safer knowing that the relationship with this therapist is 
still available as a backup if needed, although we have found that most of the time, the 
client finishes CPT with the new therapist and is ready to terminate therapy altogether 
at that point. Regardless of whether a therapist is starting CPT with a new or long-
term client, we find that the CPT treatment contract (discussed later) is a helpful tool 
in outlining the expectations for both the therapist and the client and in facilitating 
adherence to the protocol.

Choosing a Format for CPT

CPT can be offered in nine different formats: individual, group, or group + individual 
treatment, using CPT, CPT+A, or variable-length CPT. (As noted in Chapters 1 and 2, 
treatment with individual written accounts only is also available, but we do not discuss 
that format in this book.) When a therapist is deciding which treatment format to use 
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with a particular client, perhaps the most important piece of information to consider 
is the client’s own preference. In situations or clinics where therapists are not able to 
offer all the various formats of CPT, being able to offer at least CPT and CPT+A in 
group or individual formats is most advantageous. These options allow clients who are 
unable or unwilling to write trauma accounts the option of participating in CPT. For 
those clients who express a desire to go into detail about their traumas through written 
accounts, the CPT+A protocol gives them this possibility. Some clients prefer group 
treatment, while others refuse it. Some clinics only have group treatment as an option.

Pretreatment Assessment

Gathering the Client’s Trauma History

Before CPT begins, several things must occur. First, the therapist (or intake assessor) 
must establish that the client has PTSD. A complete history of traumatic events should 
be part of any intake procedure, along with determination of the “index trauma.” 
Throughout this book, when we refer to the “index trauma,” this means the traumatic 
event for which the client is experiencing the most PTSD symptoms. Most individuals 
presenting for PTSD treatment have multiple traumas. In CPT, we advise working on 
the index trauma first, because therapeutic gains on that trauma are likely to lead to 
faster improvements in PTSD symptoms and to generalize to other traumas, especially 
those that are thematically similar (e.g., interpersonal traumas in adulthood and child-
hood). In determining the index trauma, the clinician is encouraged to pay attention 
to these clues: the specific content of intrusions; negative cognitions about the trauma; 
and the people, places, and events that are avoided. These are the symptoms of PTSD 
that differentiate it from anxiety and depressive disorders. As discussed throughout 
the CPT protocol (see Chapters 5–10), if there are assimilated Stuck Points about other 
traumas, these should be addressed after sufficient progress on the cognitions sur-
rounding the index trauma has been made.

Determining the index event is not necessarily always easy. Sometimes abuse has 
occurred as long as the client remembers, or the client has trouble pinpointing one 
event that is most distressing because the events were serial. Sometimes clients focus 
on the most recent event and do not realize that they might not have developed PTSD 
after that event if earlier traumatic events had not set the stage for symptoms following 
the more recent event. If the therapist just asks, “What event bothers you the most?”, 
clients may indicate a natural bereavement, divorce, or some other recent negative life 
event that is currently on their minds. Therapists should refer to DSM-5 (American 
Psychiatric Association, 2013) or the 10th revision of the International Classification 
of Diseases (ICD-10; World Health Organization, 1992) for help with determination 
of Criterion A events. If a client reports that the event that haunts him or her the most 
is not a Criterion A event, but that the client has other Criterion A events, the client 
should be reassured that this “most haunting” event can be covered during treatment, 
but that CPT should start with a PTSD-qualifying event.
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A solution to this problem is to review the client’s timeline of traumatic events. 
One way to do this is to develop a written timeline of the person’s life, with the signifi-
cant events marked on it. The therapist can determine whether a specific event meets 
the criterion for a traumatic event, but, in any case, constructing the timeline will 
inform the therapist about significant stressors that have occurred. If traumatic events 
are serial in nature, meaning that they occurred repeatedly over a period of time (e.g., 
child abuse, IPV, combat), the timeline can include the onset and end of that type of 
trauma and can delineate any particularly bad events within that. Figure 3.1 gives an 
example of a timeline.

When initially interviewing clients about their traumatic events, therapists must 
make sure not to use terms that clients may not have applied to themselves (“rape,” 
“child abuse,” etc.). Instead, questions should use behavioral descriptors: “Were you 
ever forced to have sexual contact with someone when you didn’t want to?”, “Did you 
ever have any kind of sexual contact as a child with an adult (or someone who was at 
least 5 years older than you?)”, “How were you punished as a child? Were you ever 
injured?” (On the timeline and later in therapy, the accurate terms can be used.) These 
types of questions should be followed up with questions calling for more details about 
what occurred and when it occurred; whether there was a perpetrator (and, if so, what 
the client’s relationship with the perpetrator was); whether the trauma occurred in a 
series of events; how long it lasted; and whether there was one occasion that stood out 
more than others. Instead of “Which one bothers you the most?”, questions to identify 
the index trauma might include these: “Which one do you have the most intrusive 
memories or nightmares about?”, “When you are tired or sick, or your defenses are 
down, which event pops into your mind?”, “Which event are you hoping that you won’t 
have to talk about in therapy or don’t want to tell me about?”, or “Which event do 
you avoid thinking about at all costs?” In the example shown in Figure 3.1, the client 
reported that the rape was the index event because she thought she was going to be 
killed, but during the therapy it became apparent that many of her Stuck Points were 
core beliefs she had developed earlier in childhood as a result of being abused by her 
father.

If none of those questions produce the index event, then the therapist should go for 
the event that elicited the first episode of PTSD. It is probable that once people have 
developed PTSD, their thoughts and assumptions about themselves and the world that 
are applied to that situation will be applied to future traumatic events. For example, 

0 4 10 15 23 29 34

Birth Current age

Child sexual abuse

Parents divorced

Rape

Serious car accident

DUI arrest

FIGURE 3.1.  Example of a timeline of significant life events.
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clients who were abused by a parent in childhood often develop such thoughts as “It’s 
all my fault; I’m being punished,” or “I can’t trust anyone.” Then, following another 
trauma, even if there is no way it could be their fault or there was nothing about trust 
in the traumatic situation, they may still focus on how it must be their fault, flash on 
the moment that they perceive they lost control over the situation, or reactivate the 
thought that no one can be trusted.

Assessing for PTSD

Once the index event is selected, the therapist should assess for PTSD with an inter-
view and a self-report scale. The Clinician-Administered PTSD Scale (Weathers, 
Marx, Friedman, & Schnurr, 2014) has been updated and tested for DSM-5, and this 
new version is a bit quicker to complete than older versions of the scale (it can be 
ordered through the National Center for PTSD website, www.va.ptsd.gov). Using an 
interview is an important way to begin, because a therapist can refocus a client on the 
index event if the client tends to drift into using it as a measure of general distress or 
starts mixing up traumas and their effects. Therapists can also ask probing questions 
to ascertain whether clients actually meet the diagnostic criterion for a single item, 
and can ask for examples. They can then pinpoint whether clients meet all the criteria 
for PTSD for at least a month and thereby currently have the disorder. It is possible 
that clinicians may have to assess another event if it becomes apparent that clients do 
not have PTSD for the initial index event specified. An interview may not need to be 
used if formal diagnosis is not needed, but going over the PCL-5, monthly version (see 
below), orally to clarify what the items mean and how they refer to the index event may 
clarify whether the client has PTSD.

The purpose of using a self-report scale is so that clients can be trained to answer 
the questions focusing the same way on the index traumatic event rather than general 
life stressors. Self-report scales are used throughout therapy in order to assess the 
progress of it, much as a physician would assess blood pressure or take a temperature 
if one were physically ill.

There are a number of self-report PTSD scales. The PTSD Checklist (PCL) is a 
recommended scale that is in the public domain. It too has been updated for DSM-5 
(PCL-5; Weathers et al., 2013, 2014). The PCL-5 consists of 20 items scored from 0 
(not at all) to 4 (extremely). There are versions of the PCL-5 that ask clients to report 
the severity of their symptoms over the past month versus the past week; we provide 
both of these in Handout 3.1.* We recommend using the monthly version at initial 
assessment to correspond with the period of time for DSM-5 diagnosis and the weekly 
version over the course of therapy.

Although it is possible to score the individual symptom clusters, it is most common 
to use a total score over the course of treatment. One caveat about the PCL-5 relates 
to item 10, about blame of self or others. In the DSM-5, the item about erroneous 

*All handouts are located at the ends of chapters.



	 Treatment Considerations	 41

or distorted self-blame was designed to look for the common tendency for people to 
blame themselves for events that they did not intend, did not cause, and could not 
have prevented. Such self-blame is often obvious to the therapist in statements like 
“I should have been able to fight off my father,” or “If I had broken protocol, I would 
have saved my buddy.” The definitive (e.g., “should have,” “would have”) nature of the 
statements is an indicator of the unlikelihood that they are true.

On the other hand, erroneous other-blame is a bit harder to detect with a self-
report measure. Erroneous other-blame occurs when a client blames someone in prox-
imity to the traumatic event, rather than the person who actually intended the harm 
and committed the event. For example, instead of blaming the person who buried a 
mine that blew up a truck, a soldier with PTSD may blame the commander who sent 
the troops down the road, as if the commander knew what was going to happen. It is 
not uncommon to blame one’s mother as much or more for sexual abuse by a male rela-
tive, even if she did not know about it (e.g., “She should have known, even if she was at 
work”). Blaming someone in proximity to the event or victim allows the client to main-
tain the illusion that the event was preventable and brings the focus to someone who in 
fact did not intend harm. If therapists do not explain item 10 on the PCL-5 carefully, 
therefore, it is possible that there will be no change in clients’ scores if they move from 
blaming an innocent bystander to blaming the actual perpetrator. The administrator of 
the self-report measure may need to check to see if there is a change in whom a client 
is blaming for the event over the course of treatment.

Assessing for Comorbid Conditions and Other 
Clinical Considerations

Most individuals with PTSD present with at least one comorbid condition or clinical 
problem (Kessler et al., 1995). As described in Chapter 2, CPT has been tested with a 
wide range of individuals with these co-occurring issues. That said, it is important for 
a therapist to consider these other conditions in a given client’s individual case con-
ceptualization, and to help the client manage them in order to profit most fully from 
CPT. For the most part, these problems improve along with successful amelioration 
of PTSD, but the symptoms of these conditions may need to be addressed during the 
course of treatment in order not to interfere with treatment success. A client may also 
have psychosocial strengths or limitations that the therapist can help the client lever-
age or address to get maximum benefit from CPT (e.g., family functioning). Moreover, 
the therapist should consider lifespan developmental issues when working with indi-
vidual clients. These issues are addressed later in the chapter.

Depression

Depressive disorders are the most common comorbid disorders with PTSD. Not only 
is depression not a rule-out for CPT; as noted in Chapter 2, treatment outcome stud-
ies on CPT have found substantial and lasting changes in depressive symptoms, along 
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with PTSD symptom improvement. The Patient Health Questionnaire-9 (PHQ-9; 
Kroenke, Spitzer, & Williams, 2001), a module of the longer Patient Health Question-
naire (PHQ), is a brief instrument for screening and monitoring depression; it should 
be used if a client has depression as well as PTSD. The PHQ-9 is provided in Handout 
3.2.

Some clients who are struggling with even the smallest activities of daily living 
may require antidepressant medications and/or behavioral activation before starting 
trauma treatment, as noted above. However, the majority of clients with PTSD and 
depression can start CPT right after their initial assessment. For some clients and ther-
apists, it can be tempting to start antidepressants at the same time as CPT, embrac-
ing the adage that “more is better.” However, if a client is beginning or increasing a 
medication while starting psychotherapy, neither the client nor the clinician will know 
which element of treatment is more effective. Thus, when the client begins to feel bet-
ter, the client may attribute the change to the medication even if this is not the case, 
and may not attribute the change to his or her own efforts in CPT. This can lead the 
client to decide to drop out of treatment, believing that he or she only needs the medi-
cations to manage the symptoms. We have found it helpful to caution clients when 
starting CPT at the same time as medications that they should not assume all gains are 
due to the medications and cease treatment. Instead, they should complete the CPT 
protocol and then have their PTSD and depressive symptoms formally assessed at the 
end of the treatment.

It is also helpful to collaborate with clients’ prescribers if the clients begin to 
show an increase in symptoms during CPT. Some prescribers will assume that such 
clients are in need of a higher dose and automatically make that change if they are 
not informed of the potential for some clients to experience symptom worsening (e.g., 
more nightmares or ruminating about the traumatic event) during treatment. Unfor-
tunately, we do not have a great deal of literature on the combination or sequencing 
of medication and psychotherapy for PTSD to guide us at this point, but we do know 
that psychotherapy is considered more effective than medication for the treatment 
of PTSD (e.g., Watts et al., 2013). Open communication between providers can assist 
with decision making on the appropriateness and sequencing of medication with CPT.

Substance Use Disorders

We have found that substance-using clients can do very well in CPT, especially if 
steps are taken to help increase the likelihood of their success. First, a thorough 
assessment of their substance use should be conducted to determine whether the 
clients are in need of medical detoxification before starting treatment. Second, thera-
pists may want to employ motivational interviewing techniques to help the clients 
commit to not using substances before, during, or after therapy sessions or the times 
they allocate for their practice assignment completion. That said, we have treated cli-
ents with significant substance use (including alcohol, heroin, cocaine, and marijuana 
use) quite successfully by not entirely restricting use and not punishing the clients or 
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stopping treatment if they binge or lapse between sessions. Instead, we typically label 
the substance use as a form of avoidance and work with the clients to identify the 
Stuck Points that led to their use, as well as specific Stuck Points about using that are 
making it difficult for the clients to recover. Furthermore, we do not rule out starting 
CPT right after completion of a substance use treatment program; in fact, many sub-
stance use clinics are adopting CPT as part of their treatment programs. Frequently, 
when clients decrease or stop their use of substances, they experience an increase in 
nightmares, flashbacks, and painful emotions that are no longer being medicated by 
the drugs. This may be an ideal time to start treatment, while the clients are moti-
vated and before the PTSD symptoms cause a relapse or a shift to another unhealthy 
avoidance behavior.

Psychotic and Bipolar Disorders

Individuals with well-managed psychotic and bipolar disorders have successfully 
engaged in CPT. It is important for a therapist to consult with such a client’s psycho-
pharmacologist and other treatment providers, to make them aware of the initiation of 
CPT and to enlist them in monitoring for the unlikely event that the client experiences 
a change in his or her mental status. The therapist will also likely need to reassure 
other providers of the safety of CPT for clients with serious and persistent psychologi-
cal disorders, citing the outcome research on CPT. It is important to highlight that 
decreasing the PTSD symptom burden in these clients may make them less suscep-
tible to relapses of their other serious mental health conditions.

It is our experience that clients with psychotic disorders can be more rigid than 
other clients in their thinking. Moreover, the hypervigilance symptoms of PTSD can 
overlap with, or exacerbate, the paranoia experienced by these clients. Thus a thera-
pist should take care in the use of Socratic dialogue to minimize defensiveness. If a 
client’s symptoms begin to escalate in the face of challenges to his or her thinking, the 
therapist should immediately back off, to avoid the possibility that the client’s think-
ing may become more entrenched. Encouraging the client to challenge his or her own 
thinking with the cognitive worksheets may be most beneficial; during this process, 
the therapist should be especially attuned to joining with the client and developing a 
strong working alliance to navigate the client’s paranoia.

Risk for Harm to Self and Others

Many clients with PTSD who engage in CPT report suicidal and homicidal ideation. 
As noted above, it is appropriate for such a client to pursue CPT, as long as there is 
no imminent plan or intention to harm self or others. The therapist should consis-
tently monitor for any changes in risk in these areas, and should set up a safety plan 
that is kept in the front of the client’s therapy materials binder. (Note that each client 
should have a binder or workbook in which to keep worksheets, informational hand-
outs, and other materials used during therapy.) Similarly, clients may have a history 
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of self-injurious behavior. Controlled trials have generally required that clients have 
a 3-month period in which they have not self-harmed. In clinical practice, we have 
treated clients with more recent histories of self-harm, and we have had clients in 
research studies who had not self-harmed in the prior 3 months, but who engaged in 
such behavior during treatment. One of us also treated a woman with severe trichotil-
lomania dating back to her childhood; for her, the hair pulling served as an anxiety 
management/distraction strategy. As long as a self-injurious client is not engaging in 
potentially lethal self-harm, we believe that it is safe (and ultimately better for the 
client) to attempt a course of CPT to decrease the need for such escape behavior. Of 
course, the self-harm should be directly addressed and monitored.

With the new criteria for PTSD in DSM-5 (American Psychiatric Association, 
2013), reckless and aggressive behavior toward others has been recognized as a poten-
tial symptom of the disorder. This represents greater recognition of the “fight” aspect 
of the fight–flight–freeze response of the sympathetic nervous system. Reckless behav-
ior may be seen in adolescent and young adult clients who drive too fast, engage in 
reckless sexual behavior, or have other impulsive behaviors. We have extensive experi-
ence in treating male veterans who have presented with such behavior. Like self-harm 
behavior, aggressive behavior toward others can serve as a dysfunctional emotion 
regulation strategy. The likelihood of aggressive behavior can also be potentiated by 
substance use, which is often comorbid with PTSD (see above). Thus, CPT clinicians 
should carefully assess and monitor substance use and the potential for aggression 
against others or other reckless behavior. One of us had a client who had a history of 
substance use, an extensive history of fighting with others, and a history of violence 
against his wife and children. This client found his aggressive behavior inconsistent 
with his desired self-image, and was willing to engage in CPT with the goal of decreas-
ing his PTSD, substance use, and aggressive behavior.

It is important for the therapist, as well as the client, to understand that suicidal/ 
aggressive/homicidal ideation, as well as self- and other-harm, represents efforts to 
avoid and escape emotions. In reaction to emotional distress, clients may engage in 
such ideation and/or behavior in an effort to escape psychological pain. Doing so serves 
to reinforce avoidance of emotions, and consequently maintains the clients’ perception 
that they cannot tolerate either their natural or their manufactured emotions. Clients 
should be encouraged to embrace and immerse themselves in the natural emotions 
emanating from their traumatic events, because these emotions will run their natural 
course and abate if they are experienced rather than avoided. Manufactured emotions, 
which are products of the clients’ assimilation of the trauma and overaccommodated 
beliefs resulting from the trauma, should be directly addressed with the use of cogni-
tive worksheets.

CPT therapists should use Socratic dialogue and assign cognitive worksheets to 
address clients’ concerns that their emotions will overwhelm them and heighten their 
risk for ideation and destructive behavior against themselves or others. Examples of 
Stuck Points that might be challenged include “I will be overwhelmed by my emotions 
if I feel them,” “I will become suicidal if I think about my trauma,” or “Someone will 
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get hurt if I get in touch with my feelings.” An important part of a successful course of 
CPT is increasing clients’ tolerance and mastery of feeling the natural emotions that 
were encoded with their trauma memories, as well as those generated by the clients’ 
thinking about the trauma and its consequences.

Personality Disorder Traits

As described in Chapter 2, individuals with comorbid personality disorders have never 
been excluded from trials or from the clinical practice of CPT; indeed, there is evi-
dence that these characteristics improve with a course of CPT. That said, individuals 
with personality disorders or traits of these disorders are likely to require more work 
on the part of their therapists to manage their characteristic thoughts, emotions, and 
behaviors.

The most typical personality disorder traits that clinicians anticipate or find dif-
ficult to manage in CPT are borderline personality disorder traits. More specifically, 
difficulties with emotion regulation and related impulsive behaviors (e.g., self-harm, 
suicidality) can be treatment-interfering. We find that the structure and clear expecta-
tions of the CPT protocol are emotionally containing for these clients. If such clients 
are prone to crises, we recommend that clinicians contract with clients to have a cer-
tain number of nonprotocol or “urgent” sessions (usually, two sessions) that the clients 
can choose to use over the course of the treatment. When presenting with an urgent 
issue, clients are asked whether they want to use one of their contracted nonprotocol 
sessions to discuss the issue. If the clients know ahead of time that they have a limited 
number of these nonprotocol sessions, and have control over when they use them, it 
tends to decrease their tendency to present chronically with urgent issues. If a client 
chooses not to utilize a contracted session, a therapist can still address the issue at the 
end of the session to reinforce completion of the trauma-focused work, or can incor-
porate the issue into the skill being taught in a certain session (e.g., the therapist can 
identify a Stuck Point related to the issue and assign this as the topic of a Challenging 
Questions Worksheet). Regardless of the topic, the therapist should stay within the 
cognitive framework and use CPT materials that are appropriate to the stage of treat-
ment of the client.

Therapists should be aware of other personality disorder traits that can affect the 
therapeutic process. For example, those with traits of avoidant personality disorder 
may be particularly resistant to approaching versus avoiding. Individuals with nar-
cissistic personality disorder traits may find it more difficult to develop the requisite 
nonspecific elements of any psychotherapy (e.g., a working alliance, empathy), or may 
be relatively more defensive than other clients when engaging in Socratic dialogue. 
Those with traits of obsessive–compulsive personality disorder may be relatively more 
rigid in their thinking and get caught up in the process of doing the cognitive work-
sheets precisely, rather than (in the spirit in which the worksheets were written and 
are presented) using them to help develop alternative thoughts about either traumatic 
or day-to-day events. It is not unusual to see dependent personality traits in women 
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who have been abused by partners and whose self-worth has been so damaged that 
they don’t believe they can make decisions or survive on their own.

As discussed below in the section on case conceptualization, clinicians are 
encouraged to think about personality disorder traits as the results of schemas/core 
beliefs developed in early life that guide how people process information about them-
selves, others, and the world. When they are considered in this way, personality traits 
are modifiable; they do not constitute a life sentence of impaired functioning. It also 
explains why CPT results in personality trait changes. Although therapists may need 
to work harder with such clients to maintain fidelity to the CPT protocol, we have seen 
significant improvements in PTSD, comorbid conditions, and overall functioning in 
these clients.

Sleep Disruptions

The CPT protocol does not include specific interventions to address sleep distur-
bances (e.g., sleep hygiene, sleep restriction). As reviewed in Chapter 2, CPT has been 
found to improve sleep, but not necessarily to a point at which clients become “good 
sleepers” (Galovski, Monson, Bruce, & Resick, 2009; Pruiksma et al., in press), and the 
addition of self-hypnosis prior to CPT has not augmented treatment gains (Galovski 
et al., 2016). Consequently, we do not currently recommend integrating specific sleep 
interventions into CPT, although research is underway examining whether a short 
course of cognitive-behavioral therapy for insomnia (Edinger & Carney, 2008; Taylor 
& Pruiksma, 2014) before or after CPT may improve both sleep and PTSD symptoms 
(Taylor, personal communication, 2016).

Cognitions related to sleep disturbance may be challenged with the practice 
assignments. For example, those with sleep disturbance often catastrophize about 
their loss of sleep (e.g., “If I don’t get at least 7 hours of sleep, I won’t be able to func-
tion tomorrow,” or “My body is being permanently damaged by my insomnia”). Thera-
pists should bear in mind that a focus on sleep disturbance can serve as a strategy 
to avoid trauma-related material, and therefore we recommend that this challenging 
occur through the use of worksheets outside sessions. If a client completes a successful 
course of CPT and sleep disturbance remains, we recommend contracting with the 
client for a course of cognitive-behavioral therapy for insomnia or referring the client 
to a clinician with expertise in these specific interventions. One case study (Pruiksma, 
Molino, Taylor, Resick, & Peterson, 2016) demonstrated further improvement in night-
mares, insomnia, PTSD, and depression with four sessions of sleep treatment, even 
though he no longer had PTSD at the end of CPT.

Medications

In clinical trials, clients are required to maintain their psychopharmacological regi-
men, in order to rule out the possibility that initiation of or changes in medications 
might account for changes in PTSD or comorbid conditions. In clinical practice, we 
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encourage clinicians to contract with their clients and consult with the clients’ pre-
scribers to maintain any medication regimen during the course of CPT. As suggested 
earlier, when medication changes are made during psychotherapy, clients are prone 
to attribute any changes in their symptomatology to the medication changes rather 
than the psychotherapy, which can undermine the clients’ self-efficacy and sense of 
accomplishment in the therapy. In general, it is important to instill in clients that 
changes are the results of their hard work and are not attributable to their medica-
tions, prescribers, or CPT therapists. On the other hand, it is important for clients not 
to stop taking medications “cold turkey.” This can produce rebound effects, which can 
also disrupt treatment and be misinterpreted. Finally, clients and (whenever possible) 
CPT therapists should confer with prescribers about the use of medications, especially 
antianxiety agents, that may be prescribed as needed. Such medications can prevent 
natural emotions from emerging, and can become addictive and a means of avoidance 
if taken just before a therapy session or when clients are doing practice assignments.

Family Involvement

By now, several studies document the importance of interpersonal factors, including 
family functioning, in individual treatment outcomes for PTSD. In an early study com-
paring individual imaginal exposure and cognitive therapy for PTSD, Tarrier, Som-
merfield, and Pilgrim (1999) found that patients whose relatives displayed high lev-
els of criticism or hostility (i.e., high “expressed emotion”) exhibited significantly less 
improvement in PTSD symptoms, depressive symptoms, and general anxiety following 
treatment than did patients with relatives who expressed low levels of these behaviors. 
Similarly, Monson, Rodriguez, and Warner (2005) studied the role of interpersonal 
relationship variables in two forms of group cognitive-behavioral therapy for veterans 
with PTSD. The two forms were trauma-focused cognitive-behavioral therapy (i.e., 
exposure to trauma memories and cognitive restructuring of trauma-related beliefs) 
and skills-focused treatment (i.e., symptom management skills without focus on trau-
matic memories and reminders). Although there were no differences in the PTSD 
outcomes of the two forms of treatment, pretreatment intimate relationship function-
ing was more strongly associated with treatment outcomes in the trauma-focused 
therapy than in the skills-focused treatment. In the trauma-focused group, there was a 
stronger relationship between pretreatment intimate relationship functioning and IPV 
perpetration outcomes. Better intimate relationship adjustment at pretreatment was 
associated with lower levels of IPV perpetration at follow-up for veterans who received 
trauma-focused versus skills-focused treatment.

In a related vein, two studies have investigated the role of pretreatment social sup-
port in PTSD treatment outcomes (Price, Gros, Strachan, Ruggiero, & Acierno, 2013; 
Thrasher, Power, Morant, Marks, & Dalgleish, 2010). Using data from an RCT com-
paring exposure and/or cognitive restructuring to relaxation for civilians with chronic 
PTSD, Thrasher and colleagues investigated the effects of perceived social support 
specific to coping with the effects of trauma, averaged across two close significant 
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others nominated by each participant (most of these others were family members). 
Pretreatment social support was positively associated with PTSD treatment outcomes 
across conditions. However, the effect of pretreatment social support was stronger 
among those receiving exposure and/or cognitive restructuring than among those in 
the relaxation condition. Similarly, in a sample of veterans with PTSD or subthresh-
old PTSD receiving exposure therapy, Price et al. (2013) investigated the associations 
between each of four domains of perceived social support (i.e., positive social inter-
actions, emotional/informational support, tangible support, and affectionate support) 
and pretreatment PTSD symptom severity, as well as the effects of social support on 
treatment response. Greater pretreatment emotional/informational support was asso-
ciated with better response to treatment.

In summary, these studies suggest that family members can play an important 
role in the success of CPT with clients. As a result, we suggest that clinicians at least 
consider including family members or close significant others in the assessment of 
clients. Some clients may not have good insight into their PTSD symptoms; collateral 
reports on these symptoms may thus be helpful in getting a full picture of their type 
and severity. In addition, collateral assessment can be extremely important in various 
possible comorbid conditions. For example, clients may not report or may minimize 
impulse-related disorders or symptoms (substance use, eating disorder symptoms, por-
nography use, etc.). Clients with dissociative symptoms may also be less cognizant of 
the extent of their symptoms.

Including significant others as collateral informants in the assessment process can 
serve as a gateway to incorporating these others into the provision of CPT. We rec-
ommend, if possible, that significant others hear the rationale and overview of treat-
ment from clinicians; if this is not possible, clients should be encouraged to share their 
understanding of this material with their significant others. The National Center for 
PTSD website (www.ptsd.va.gov) has very good information about PTSD for families, 
as well as information about CPT. In addition, clients should be aware of ways in 
which loved ones may be interfering with treatment, knowingly or unknowingly. For 
example, one of us had a client who indicated that his wife was being “helpful” to him 
in doing trauma accounts by offering him a glass of wine before he began writing these 
accounts.

Some significant others, such as spouses or partners, may collude with avoidance 
by offering to do all the shopping in crowded stores or to do all the driving (or, con-
versely, never to do the driving so that the clients can have control). They may try to 
talk the clients into quitting therapy early if the clients decrease their avoidance and 
subsequently have more nightmares or flashbacks. They may perceive that therapy is 
making the clients worse, and may not notice that the clients are finally processing 
their natural emotions and thinking about the meaning of the traumatic events. Some 
spouses/partners or other family members may feel threatened that they are losing 
important roles in their relationships with the clients, and may fear that they are not 
needed any more. Therapists should address these issues early in treatment, preferably 
before beginning CPT. The significant others can be support persons, not by nagging 
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clients to do their practice assignments, but perhaps by giving them the space and 
time to do them. The family members or friends do not need to hear the gory details 
about the trauma, but can show interest in the clients’ completion of the worksheets 
and can see how the questions the clients are asking themselves can be used in other 
everyday situations, as well as with regard to the traumatic events.

Ongoing Assessment

Assessment is not just for initial determination of whether clients meet criteria for 
PTSD and comorbid disorders. Assessment should occur throughout treatment. If cli-
ents are seen twice per week, the PCL-5 (or other PTSD self-report measure) should 
be given once a week. If the clients are seen once a week, it should still be given once 
a week. The PCL-5 should be administered regularly to determine whether clients are 
recovering or not and which symptoms have improved or not. If a client’s PTSD scores 
have not decreased at all after six or seven sessions (i.e., by the time the client has pro-
cessed the index event for several sessions), the therapist should question whether the 
client has Stuck Points related to another traumatic event that has not been identified; 
whether the client, in discussions with the therapist, has left out a crucial part of the 
incident that is maintaining PTSD; or whether the client is holding on to beliefs in 
protection of scarier ideas to maintain a core belief (e.g., “The world is predictable and 
controllable”). These issues are discussed again in Chapter 7.

Case Conceptualization

Although CPT is a protocol-based therapy, with prescribed session content and out-of-
session assignments, this does not mean that a CPT therapist is a mere technician who 
does not have to conceptualize each client’s case in order to understand the client’s 
possible impediments to recovery. Clinicians have told us that they appreciate that 
the cognitive theory underlying CPT takes into account each client’s developmental 
history and the intersections of traumatic experiences with that history of learning.

We consider the most important case conceptualization skill for clinicians to be 
differentiating between assimilated and overaccommodated beliefs, because this dif-
ferentiation guides the prioritization of Stuck Points to be targeted over the course 
of therapy. In CPT, assimilated Stuck Points are negative trauma-related appraisals 
that impede recovery. In other words, these are the problematic ways that clients look 
“backward” about the index event. These thoughts generally involve hindsight bias 
and efforts to “undo” the event. It may include the attempt to wonder “why” the event 
happened to them, indicating an attempt to return to the “just-world belief” (i.e., the 
belief that the world should be fundamentally fair and just) and to a sense that the 
world is predictable and controllable.

A key to discovering these Stuck Points is figuring out how a client believes that 
he or she should have been omniscient or omnipotent to predict and control the index 
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event. For example, one of us treated a police officer who witnessed two children 
drowning. Her assimilated beliefs were that she should have acted differently to pre-
vent the children from drowning. Specifically, she appraised that the children would 
not have drowned if the reservoir ice had not broken because of the weight of her 
police belt; that her fear got in the way of responding (even though, as a “rookie,” she 
responded when others did not know what to do); and that if she had gotten there 
seconds earlier, the children would not have died. She held to these beliefs in spite of 
realistic evidence that her police partner (who was about the same size as the client) 
broke through the ice without her belt on; that one of the children was recovered, but 
died the following day; and that in spite of her fear, she acted bravely.

In discerning a client’s assimilated Stuck Points, it is important to consider how 
the event is incongruent or congruent with the client’s previously held beliefs and 
schemas. Prior beliefs can be relatively positive, as in the case of the police officer 
described above, and the trauma may be incongruent or discordant with these beliefs. 
The police officer had been an exceptionally hardy individual—someone who had 
overcome significant adversity in childhood and adulthood to become a police officer. 
Prior to the drowning, she believed that she was capable of good problem solving, 
especially under pressure, and that she was the person in her relatively chaotic family 
who took care of others financially, socially, and emotionally. She also held the common 
belief that children should not die, as well as the ex consequentia (i.e., after-the-fact) 
thinking that good efforts should lead to good outcomes. It was hard for her to accept 
that despite her heroic efforts (which led to a number of accolades and awards), not all 
bad things are predictable or preventable. In this case, the officer could have come to 
the traumatic event believing that she was incapable, became overly emotional under 
pressure, and served as a “magnet” for bad outcomes. Had she had those premorbid 
beliefs, the trauma would have confirmed this negative way of thinking.

The pretreatment trauma assessment will give the clinician substantial informa-
tion about a client’s history of traumatization and how the client has made sense of 
it. For example, a client with traumatic events in his or her childhood, who is subse-
quently traumatized in adulthood, may use the adulthood trauma as faulty evidence 
to support previously held negative beliefs stemming from childhood. Even if a cli-
ent did not suffer a DSM-5 Criterion A traumatic event in childhood, the client may 
have experienced a generally negative upbringing—one leading to negative beliefs 
that were self-reinforced in the interpretation of subsequent traumatic experiences. 
It is our experience that clients with negative preexisting schemas are relatively more 
difficult to treat, because of their longer-standing, more automatic ways of interpret-
ing the world and its events. With such a client, the therapist will likely need to weave 
into therapy sessions reminders of where a negative interpretation bias came from and 
challenges to its origins.

The terms “schemas” and “core beliefs” both refer to deeply entrenched, long-
standing, and widely applied beliefs that a person accepts fundamentally as givens. 
All types of new information (new experiences, etc.) are either fitted into these core 
beliefs without alteration, are distorted to fit the schemas, or are ignored. Core beliefs 



	 Treatment Considerations	 51

are most likely to be dealt with during the latter part of therapy, with the overaccom-
modated Stuck Points, but can also show up in therapy immediately with a familiar 
pattern of self- or other-blame. Clients who believe that they “deserved” the traumatic 
event because they are “bad” or “worthless” have a core belief that was established 
prior to the index event or has been reinforced through subsequent traumas. Because 
of the automatic nature of core beliefs, it may take several sessions for a therapist to 
notice a pattern, and it may take many worksheets on specific events to counteract 
the core belief with factual information that eventually wears down the automatic 
assumption. The just-world myth may be a core belief that is accepted without ques-
tion because it was taught from earliest childhood.

The Impact Statement assigned after Session 1 also provides the therapist with 
integral case conceptualization information about Stuck Points and possible obstacles 
to recovery. Specifically, the part of the assignment related to why the index traumatic 
event occurred will help elucidate assimilated beliefs. Sometimes clients do not have 
an answer to this question, because they have not thought about the traumatic event 
enough to form a narrative about why it happened. Conversely, a client’s narrative may 
be particularly blaming of self or others, because of the desire for someone to predict 
the event and prevent it from happening. In the former type of case, the principle is 
for the therapist to help the client to develop a healthy and balanced appraisal of the 
event. In the latter, the principle is for the therapist to correct the client’s unhealthy 
appraisal—considering what realistically could have been done at the time in that 
particular context, and helping the client accept that the event was not preventable 
(especially after the fact).

As a therapist involved in case conceptualization, it is helpful to ask a client the 
question, “How would you need to think about this event in order to recover?” In the 
police officer’s case, she might think the following:

“I did the best I could in an extremely unforeseeable case. In fact, I was the most 
junior officer, and I was offering up suggestions about what we might do when oth-
ers training me did not know what to do. Others investigating our procedures gave 
me accolades. And I don’t know if reaching the boy I was trying to reach would have 
necessarily saved him, because the other boy died the next day. While I might use the 
best procedures and knowledge I have at the time, it still might not work. I am not 
superhuman; I’m just a person trying to protect our society, and I have to sit with the 
uncertainty that might be thrown to me in future calls.”

These are the types of accommodated beliefs a clinician is looking forward to see-
ing in the Impact Statement at the end of treatment.

As a clinician, it is key to look for assimilated Stuck Points to work on first, because 
correcting these beliefs will have downstream effects on overaccommodated beliefs. 
By definition, a traumatic event is a sentinel event that has consequential effects on a 
client’s beliefs. If the client changes his or her beliefs about a key event, this will have 
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effects on cognitions that result from those appraisals. Thus it is important for the 
clinician and client to prioritize these emotion-laden beliefs to have effects on other 
beliefs that can form as a consequence—beliefs related to safety, trust, power/control, 
esteem, and intimacy. For example, if a client comes to believe that “I did the best I 
could in an impossible, unpredictable, and helpless situation,” then this new belief will 
have some effect on how much power/control the client has in any given situation. If 
the client comes to accept that he or she and others did as much as they possibly could 
do in the situation, the client needs to adjust esteem-related views of self and others 
to accommodate the new belief that all people, including the client, are human and 
capable of only so much.

Because of the timing of the topics of overaccommodated Stuck Points in CPT, cli-
ents are also more responsible for challenging their thinking in these areas with more 
cognitive skills. Nevertheless, clinicians should target assimilated Stuck Points until 
there is increasing resolution before focusing on overaccommodated Stuck Points, in 
the spirit of efficiency.
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HANDOUT 3.1

PTSD Checklist-5 (PCL-5): Scale and Scoring

Date:                         Client: 	

The PTSD Checklist (PCL) was recently revised for the DSM-5 (this version is known as the 
PCL-5).

While this instrument alone is not sufficient to diagnose PTSD, it gives you a sense of whether an 
individual is experiencing PTSD symptoms and how severe his or her symptoms are.

For your purposes, add up your client’s scores on the 20 items. If the total score is 38 or above, 
refer him or her for a PTSD assessment/evaluation, if needed, for confirmation of the diagnosis. 
You can track your client’s scores by plotting them on the PCL graph at the end of this handout.

There are two versions of the PCL-5:

1.	 The PCL-5 Monthly is administered before the start of Session 1 of CPT. It uses the past 
month as the time frame reference. There is an alternative format of the PCL-5 Monthly, 
which may be used before the start of Session 1 in order to assess the Criterion A trauma 
in more depth (PCL-5 with a brief Criterion A assessment).

2.	 The PCL-5 Weekly is used during CPT for Session 2 and for all other sessions. Remind 
the client to use only the preceding week as the time frame for each item. Score it imme-
diately upon receipt, and ask the client for any clarifications needed.

If the client’s scores have not dropped significantly by Session 6, the therapist should explore 
whether the client is still avoiding affect, has been engaging in self-harm or other therapy-
interfering behavior, or has not changed his or her assimilated beliefs about the traumatic event. 
Processing the lack of improvement with the client will be important at that point.

Please note: Several important revisions were made to the PCL in updating it for DSM-5. 
Changes involve the rating scale (now a 0–4 range for each symptom) and an increase from 
17 to 20 items. This means that PCL-5 scores are not compatible with scores on versions of the 
PCL for DSM-IV (e.g., the PCL-S, which is in previous editions of the CPT manual), and that the 
PCL-5 cannot be used interchangeably with these earlier versions.

(continued)

Both versions of the PCL-5 are from Weathers, Litz, Keane, Palmieri, Marx, and Schnurr (2013). The scale is available from 
the National Center for PTSD at www.ptsd.va.gov and is in the public domain. Reprinted in Cognitive Processing Therapy for 
PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The 
Guilford Press. Permission to photocopy this handout is granted to purchasers of this book for personal use or for use with 
individual clients (see copyright page for details). Purchasers can download additional copies of this material (see the box at 
the end of the table of contents).
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HANDOUT 3.1 (p. 2 of 7)

PCL-5 WITH BRIEF CRITERION A ASSESSMENT: MONTHLY

Instructions: This questionnaire asks about problems you may have had after a very stressful 
experience involving actual or threatened death, serious injury, or sexual violence. It could be 
something that happened to you directly, something you witnessed, or something you learned 
happened to a close family member or close friend. Some examples are a serious accident; fire; 
disaster such as a hurricane, tornado, or earthquake; physical or sexual attack or abuse; war; 
homicide; or suicide.

First, please answer a few questions about your worst event, which for this questionnaire means 
the event that currently bothers you the most. This could be one of the examples above or some 
other very stressful experience. Also, it could be a single event (for example, a car crash) or 
multiple similar events (for example, multiple stressful events in a war zone or repeated sexual 
abuse).

Briefly identify the worst event (if you feel comfortable doing so):

How long ago did it happen?

Did it involve actual or threatened death, serious injury, or sexual violence?

�� Yes

�� No

How did you experience it?

�� It happened to me directly

�� I witnessed it

�� I learned about it happening to a close family member or close friend

�� I was repeatedly exposed to details about it as part of my job (for example, paramedic, 
police, military, or other first responder)

�� Other (please describe) 	

If the event involved the death of a close family member or close friend, was it due to some kind 
of accident or violence, or was it due to natural causes?

�� Accident or violence

�� Natural causes

�� Not applicable (the event did not involve the death of a close family member or close 
friend)

Second, keeping this worst event in mind, read each of the problems on the next page and then 
circle one of the numbers to the right to indicate how much you have been bothered by that 
problem in the past month.

(continued)
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HANDOUT 3.1 (p. 3 of 7)

PCL-5: MONTHLY

Instructions: Below is a list of problems that people sometimes have in response to a very stress-
ful experience. Please read each problem carefully, and then circle one of the numbers to the 
right to indicate how much you have been bothered by that problem in the past month.

In the past month, how much 
were you bothered by: Not at all A little bit

Moder-
ately Quite a bit Extremely

  1.  Repeated, disturbing, and 
unwanted memories of the 
stressful experience?

0 1 2 3 4

  2.  Repeated, disturbing 
dreams of the stressful 
experience?

0 1 2 3 4

  3.  Suddenly feeling or 
acting as if the stressful 
experience were actually 
happening again (as if you 
were actually back there 
reliving it)?

0 1 2 3 4

  4.  Feeling very upset when 
something reminded you of 
the stressful experience?

0 1 2 3 4

  5.  Having strong physical 
reactions when something 
reminded you of the 
stressful experience (for 
example, heart pounding, 
trouble breathing, 
sweating)?

0 1 2 3 4

  6.  Avoiding memories, 
thoughts, or feelings related 
to the stressful experience?

0 1 2 3 4

  7.  Avoiding external reminders 
of the stressful experience 
(for example, people, 
places, conversations, 
activities, objects, or 
situations)?

0 1 2 3 4

  8.  Trouble remembering 
important parts of the 
stressful experience?

0 1 2 3 4

(continued)
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In the past month, how much 
were you bothered by: Not at all A little bit

Moder-
ately Quite a bit Extremely

  9.  Having strong negative 
beliefs about yourself, other 
people, or the world (for 
example, having thoughts 
such as: I am bad, there 
is something seriously 
wrong with me, no one 
can be trusted, the world is 
completely dangerous)?

0 1 2 3 4

10.  Blaming yourself or 
someone else for the 
stressful experience or what 
happened after it?

0 1 2 3 4

11.  Having strong negative 
feelings such as fear, horror, 
anger, guilt, or shame?

0 1 2 3 4

12.  Loss of interest in activities 
that you used to enjoy?

0 1 2 3 4

13.  Feeling distant or cut off 
from other people?

0 1 2 3 4

14.  Trouble experiencing 
positive feelings (for 
example, being unable 
to feel happiness or have 
loving feelings for people 
close to you)?

0 1 2 3 4

15.  Irritable behavior, angry 
outbursts, or acting 
aggressively?

0 1 2 3 4

16.  Taking too many risks or 
doing things that could 
cause you harm?

0 1 2 3 4

17.  Being “superalert” or 
watchful or on guard?

0 1 2 3 4

18.  Feeling jumpy or easily 
startled?

0 1 2 3 4

19.  Having difficulty 
concentrating?

0 1 2 3 4

20.  Trouble falling or staying 
asleep?

0 1 2 3 4

(continued)

HANDOUT 3.1 (p. 4 of 7)
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HANDOUT 3.1 (p. 5 of 7)

PCL-5: WEEKLY

Instructions: Below is a list of problems that people sometimes have in response to a very stress-
ful experience. Please read each problem carefully, and then circle one of the numbers to the 
right to indicate how much you have been bothered by that problem in the past week.

In the past week, how much 
were you bothered by: Not at all A little bit

Moder-
ately Quite a bit Extremely

  1.  Repeated, disturbing, and 
unwanted memories of the 
stressful experience?

0 1 2 3 4

  2.  Repeated, disturbing 
dreams of the stressful 
experience?

0 1 2 3 4

  3.  Suddenly feeling or 
acting as if the stressful 
experience were actually 
happening again (as if you 
were actually back there 
reliving it)?

0 1 2 3 4

  4.  Feeling very upset when 
something reminded you of 
the stressful experience?

0 1 2 3 4

  5.  Having strong physical 
reactions when something 
reminded you of the 
stressful experience (for 
example, heart pounding, 
trouble breathing, 
sweating)?

0 1 2 3 4

  6.  Avoiding memories, 
thoughts, or feelings related 
to the stressful experience?

0 1 2 3 4

  7.  Avoiding external reminders 
of the stressful experience 
(for example, people, 
places, conversations, 
activities, objects, or 
situations)?

0 1 2 3 4

  8.  Trouble remembering 
important parts of the 
stressful experience?

0 1 2 3 4

(continued)
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In the past week, how much 
were you bothered by: Not at all A little bit

Moder-
ately Quite a bit Extremely

  9.  Having strong negative 
beliefs about yourself, other 
people, or the world (for 
example, having thoughts 
such as: I am bad, there 
is something seriously 
wrong with me, no one 
can be trusted, the world is 
completely dangerous)?

0 1 2 3 4

10.  Blaming yourself or 
someone else for the 
stressful experience or what 
happened after it?

0 1 2 3 4

11.  Having strong negative 
feelings such as fear, horror, 
anger, guilt, or shame?

0 1 2 3 4

12.  Loss of interest in activities 
that you used to enjoy?

0 1 2 3 4

13.  Feeling distant or cut off 
from other people?

0 1 2 3 4

14.  Trouble experiencing 
positive feelings (for 
example, being unable 
to feel happiness or have 
loving feelings for people 
close to you)?

0 1 2 3 4

15.  Irritable behavior, angry 
outbursts, or acting 
aggressively?

0 1 2 3 4

16.  Taking too many risks or 
doing things that could 
cause you harm?

0 1 2 3 4

17.  Being “superalert” or 
watchful or on guard?

0 1 2 3 4

18.  Feeling jumpy or easily 
startled?

0 1 2 3 4

19.  Having difficulty 
concentrating?

0 1 2 3 4

20.  Trouble falling or staying 
asleep?

0 1 2 3 4

(continued)

HANDOUT 3.1 (p. 6 of 7)
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HANDOUT 3.2

Patient Health Questionnaire–9 (PHQ-9):  
Scale and Scoring

Date:                         Client: 	

Depressive symptom monitoring is optional in the CPT protocol, but it is encouraged when cli-
ents endorse depressive symptomatology. In that case, the PHQ-9 may be given every 2 weeks 
during the course of CPT to monitor depressive symptoms.

While this instrument alone is not sufficient to diagnose depressive disorders, it gives you a 
sense of whether an individual is experiencing depressive symptoms and how severe his or her 
symptoms are.

For your purposes, add up your client’s scores on the 9 items provided below. The total score 
guidelines are as follows:

TOTAL SCORE DEPRESSION SEVERITY

Score Depression severity

1–4 Minimal depression

5–9 Mild depression

10–14 Moderate depression

15–19 Moderately severe depression

20–27 Severe depression

There is one additional item at the end of the measure that assesses the impact of these symp-
toms on functioning.

Initial of Client’s Last Name:       

Therapist’s Initials:           Date:               Session:   

Format of CPT:   Individual     Group     CPT     CPT+A

(continued)

The PHQ-9 was developed by Drs. Robert L. Spitzer, Janet B. W. Williams, Kurt Kroenke, and colleagues, with an educational 
grant from Pfizer, Inc. No permission is required for its use. Reprinted in Cognitive Processing Therapy for PTSD: A Compre-
hensive Manual by Patricia A. Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The Guilford Press. 
Purchasers can download additional copies of this material (see the box at the end of the table of contents).
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HANDOUT 3.2 (p. 2 of 2)

PHQ-9

Over the last 2 weeks, how often have you been bothered by any of the following problems? 
Read each item carefully, and circle your response.

Not at all
Several 

days

More than 
half the 

days
Nearly 

every day

1.  Little interest or pleasure in doing 
things

0 1 2 3

2.  Feeling down, depressed, or 
hopeless

0 1 2 3

3.  Trouble falling asleep, staying 
asleep, or sleeping too much

0 1 2 3

4.  Feeling tired or having little energy 0 1 2 3

5.  Poor appetite or overeating 0 1 2 3

6.  Feeling bad about yourself—or 
that you are a failure or have let 
yourself or your family down

0 1 2 3

7.  Trouble concentrating on things, 
such as reading the newspaper or 
watching television

0 1 2 3

8.  Moving or speaking so slowly that 
other people could have noticed—
or the opposite: being so fidgety 
or restless that you have been 
moving around a lot more than 
usual

0 1 2 3

9.  Thoughts that you would be better 
off dead or thoughts of hurting 
yourself in some way

0 1 2 3

If you checked off any problems, how difficult have these problems made it for you to do your 
work, take care of things at home, or get along with other people?

Not difficult at all 


Somewhat difficult 


Very difficult 


Extremely difficult 

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4
Preparing to Deliver CPT

This chapter covers several different topics to consider in anticipation of imple-
menting CPT. First, the introduction of CPT to clients to enhance their engagement in 
the therapy is discussed. Next, principles of Socratic dialogue—a cornerstone practice 
of CPT—are presented, along with types of Socratic questions a therapist might pose. 
The final section of the chapter discusses therapist readiness for CPT, as well as com-
mon errors and Stuck Points that may prevent therapists from using CPT, or doing so 
effectively.

Introducing CPT

The therapist should introduce and describe various treatments that have been found 
to be effective in the treatment of PTSD. If the therapist is not trained to implement 
a therapy that the client might be interested in pursuing, then a referral to a therapist 
trained in that type of treatment is in order. If clients choose CPT, they still need to 
decide whether they want to participate in CPT or CPT+A. At this writing, the only 
indicator for CPT+A is a client’s also meeting criteria for the dissociative subtype of 
PTSD (Resick et al., 2013). As described earlier, writing the trauma accounts may help 
such a client put the fragmented trauma narrative into its proper historical context; 
may permit better examination of the facts, as well as of the assumptions that the client 
may have made; and may help ground the client in the trauma memories. Also, some 
people like to write and want to write their trauma accounts. Some of our clients have 
stated that having trauma accounts down on paper helped them look at their events 
more objectively and helped them accept that the events really happened. Others have 
flatly stated that if they had been asked to write their accounts, they would not have 
done the therapy.



	 Preparing to Deliver CPT	 63

Having a client choose which version of CPT to pursue is likely to result in better 
compliance than a therapist’s making the decision. There are a few considerations to 
keep in mind, however. First, a client who decides to do CPT+A and write accounts 
of the index trauma should not be encouraged to change to CPT if the client avoids 
writing the accounts when the time comes. Reinforcing avoidance is always contrain-
dicated. The client should give an oral account of the index trauma after the therapist 
discusses the problem of avoidance in maintaining PTSD symptoms. Once the client 
sees that he or she can give a verbal account of the event without falling apart, it then 
becomes easier to write an account for the next session.

If a client may only have time for a few sessions, then CPT may be the better 
choice, because self-reported PTSD symptoms have been shown to improve more 
immediately with CPT (by Session 4), whereas PTSD scores may not clinically improve 
in CPT+A until after the two trauma accounts are written and processed (by Session 
6; Resick et al., 2008). If fewer sessions are available for treatment, the therapist should 
focus on the index trauma, assign the Impact Statement, and then use Socratic dia-
logue, along with the ABC Worksheets, to resolve the most problematic Stuck Points. 
The goal is to resolve the most pressing Stuck Points, most probably about erroneous 
self- or other-blame, and not to focus on overaccommodated Stuck Points.

The therapy that is chosen should be described, and any questions the client asks 
should be answered. Even if clients are not veterans, it may be helpful for them to 
view the introductory video that is available on the website of the National Center for 
PTSD (www.va.ptsd.gov). The video describes the symptoms of PTSD, and people 
with PTSD of different ages, genders, and ethnicities describe what it was like for 
them to have PTSD and how it affected their lives. The video also describes people’s 
experiences in receiving CPT and how participating in CPT changed their lives for 
the better. Although couple therapy is beyond the scope of this book, there is a couple 
treatment for PTSD that includes elements of CPT and has been found to be effective 
(Monson & Fredman, 2012). Even within CPT, it might be helpful to have a session 
with a significant other and the client together, to explain the symptoms of PTSD, the 
course of treatment, and ways in which the significant other might help with rather 
than enable avoidance.

Although the standard course of CPT is established as a 12-session treatment, it 
is important not to assume that clients will need 12 sessions to ameliorate their PTSD 
and comorbid symptoms. In line with research discussed in Chapter 2 (Galovski et al., 
2012), the therapist should state that the protocol was originally developed to be 12 
sessions long, but that some people are able to recover more quickly, and others need a 
few more than 12 sessions. We do not yet know all the predictors of who might respond 
more quickly or take longer, but clients should be encouraged to attend all the sessions 
and to complete practice assignments to the best of their ability.

Once a client agrees to participate in CPT, the therapist and client should sign a 
therapy contract (see Handout 4.1). Although of course this contract is not legally bind-
ing, it can be a helpful agreement regarding the role of the therapist (i.e., to attend ses-
sions on time and be prepared, to keep the session on track, and to monitor the client’s 
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progress toward improvement in the symptoms of PTSD and any comorbid disorders) 
and the role of the client (i.e., to attend sessions on time and be prepared, to participate 
in trauma-focused sessions, and to complete practice assignments). This contract can 
be a helpful reminder when the client wants to avoid or change topics.

Socratic Dialogue

A cornerstone practice in most cognitive therapies, including CPT, is Socratic dia-
logue. This practice involves the clinician’s asking a series of questions designed to 
bring the client into a healthier appraisal of traumatic events and the effects of those 
traumatic events on here-and-now appraisals of situations. This practice is grounded 
in the Socratic method of learning, which values the power of individuals’ coming to 
know something new for themselves versus being handed an insight or knowledge 
from another, as well as the benefits of modeling for clients a method of coming to 
know something (i.e., curiosity and inquisitiveness) (Anderson & Goolishian, 1992; 
Padesky, 1993; Thase & Beck, 1993). Like other clinicians and researchers (Rutter, 
Friedberg, VandeCreek, & Jackson, 1990; Bolten, 2001), we prefer the term “Socratic 
dialogue” over “Socratic questioning,” because “dialogue” connotes that the client and 
the clinician, in a psychotherapy context, are in a fairly equally balanced exchange 
with one another. “Questioning,” by contrast, suggests a power-imbalanced, teacher–
student role in which the “teacher” asks questions of the “student,” who needs to learn 
prescribed knowledge. In Socratic dialogue, the clinician and client are joined as a 
team: The client brings his or her life experiences, including traumatic experiences 
and interpretations of those experiences, and the clinician brings his or her expertise 
to bear on trauma recovery and cognitive interventions.

Various writers have offered different classes of questions that might be posed in 
Socratic dialogue (e.g., Paul & Elder, 2006; Elder & Paul, 1998; Bishop & Fish, 1999; 
Wright, Basco, & Thase, 2006). We offer a synthesis of these prior efforts, suggesting 
a hierarchical approach to the types of questions that a CPT therapist might pose in 
Socratic dialogue. Monson and Shnaider (2014) also provide an overview and types of 
Socratic questions that a therapist may pose specific to clients with PTSD.

Clarifying Questions

At the most foundational level, the therapist should be asking as many clarifying ques-
tions as possible, to set the stage of what was going on at the time of the index trau-
matic event and what choices and abilities the client actually had at the time, rather 
than what the client thought about later. It is extremely important for clinicians doing 
CPT to be willing to ask sensitive and difficult clarifying questions, and to ask them as 
nonjudgmentally and matter-of-factly as possible. An example from work with sexual 
assault/abuse victims is the ability to inquire whether they experienced sexual arousal 
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during their assaults. The clients may have concluded that a sexual response during a 
traumatic event meant that they wanted to be assaulted or were in some way respon-
sible for the assault. Sometimes differentiating arousal from pleasure can be helpful 
with rape victims. However, childhood sexual abuse survivors commonly remark that 
there were pleasurable aspects of their assaults (e.g., feeling “special” or more con-
nected to their perpetrators). For such clients’ benefit, it is important to be able to ask 
these types of questions and discuss the answers as matter-of-factly and supportively 
as possible to promote recovery. Another example comes from work with veterans, 
police officers, and other security personnel, who may have experienced positive emo-
tions at the time of committing an act of violence against another. In hindsight, they 
may have deduced that these positive emotions indicated something negative about 
their characters (e.g., “What kind of person enjoys killing another person?”), and may 
not have appreciated the context of the event and the psychophysiological reactions 
involved in a stressful event.

Challenging Assumptions

At the next level are questions aimed at challenging the assumptions that underlie 
clients’ conclusions about traumatic events. As mentioned in Chapter 3 and discussed 
in more detail elsewhere, a key assumption held by individuals with PTSD that should 
be challenged is the “just-world belief” (Lerner, 1980). The just-world belief holds 
that good things happen to good people, that bad things happen to bad people, and 
that the world should be a fair and just place. This belief emanates from the desire 
to find an orderly, cause–effect association between an individual’s behavior and the 
consequences of that behavior. In the case of traumatic events, which are construed 
as bad things, those with PTSD will assume that they did something bad to deserve 
them and will persist in trying to find the prior bad behavior or bad behavior within 
the traumatic event that accounts for the bad outcome. It is important to point out that 
some individuals may not subscribe to the just-world belief (because of their learning 
history, culture, religiosity, etc.). In these cases, there is no need to push the notion of 
the desire for a just world. Taking out the notion of justice or fairness, the therapist 
can describe this desire as a hard-wired, evolutionary need of humans to predict and 
control events in order to survive. Stressing the universality of this desire, together 
with the inability to predict and control everything, is most applicable to these cases.

A common overarching assumption that individuals with PTSD make when 
appraising traumatic events is that they or someone else could have exerted more 
control over these events or their outcomes. This assumption is evidenced in clients’ 
efforts to exert hindsight bias: “If I had turned left instead of right, I wouldn’t have 
had the accident,” “If I’d fought back, I wouldn’t have been assaulted,” or “I should 
have jumped into the water after him.” Individuals with PTSD fail to appreciate that 
an alternative action may have had an equally negative or worse consequence. In this 
way, clients are trying to “undo” negative outcomes through their thinking.
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In challenging assumptions, it is important for CPT clinicians not to make their 
own erroneous assumptions about the contexts surrounding traumatic events. We have 
observed therapists who assume positive intentions on the part of their clients, leaving 
their clients reluctant to describe actions, thoughts, or feelings about the traumatic 
events that they believe might be perceived as running contrary to the therapists’ posi-
tive assumptions about the event. For example, a service member or police officer might 
not have followed the rules of engagement that he or she was supposed to follow. If the 
therapist too quickly assumes that appropriate procedures were followed, the client 
may be reluctant to disclose the reality of the traumatic event or may feel increasingly 
worse that he or she did not follow the rules, because the therapist assumes otherwise.

Conversely, we have supervised therapists who made negative assumptions about 
their clients’ behavior, and thus inadvertently blocked the clients’ progress in therapy. 
We understand this tendency, because we all live in a victim-blaming culture, which 
results from our own desire to predict and control events and to keep others and our-
selves safe. However, this type of thinking can be an impediment to processing clients’ 
traumatic events. A common example is that blame should be allocated if a victim 
consumed substances prior to a traumatic event. Substance use may or may not play 
a role in traumatic events; it is only with careful consideration of the amount of use, 
the context, and the client’s intentions that the therapist and client can better assess 
the role of substance use in the event, which ultimately facilitates processing of the 
traumatic event as a whole. In the case of sexual assault, no amount of substance con-
sumption should result in victim blaming. In fact, the perpetrator may have been that 
much more predatory in observing a victim who consumed more of a substance. Risky 
substance-using behavior may need to be addressed in therapy, but later in the CPT 
protocol (i.e., during the Safety module), when substance misuse should be decreased 
as an avoidance behavior to increase risk reduction and when the client has effectively 
dealt with the assimilated belief that “I am responsible [vs. the perpetrator] for the 
traumatic event because I used substances.” If you bring up risk reduction too soon, 
the client may assume you are blaming him or her.

Evaluating Objective Evidence

Assuming that there are no problematic assumptions underlying clients’ conclusions, 
the next level of Socratic dialogue that we recommend is aimed at helping clients eval-
uate evidence that may or may not support the conclusions they have drawn. Individu-
als with PTSD have a cognitive bias toward perceived threat in particular and nega-
tive information more generally. Thus clients will have this type of information more 
readily accessible to them and may overvalue this information relative to data that do 
not necessarily support their conclusions. A client’s overestimation of here-and-now 
danger is a common example of a PTSD-related thought for which a therapist might 
use Socratic dialogue focused on evaluating objective evidence for the thought. The 
overestimation of threat in situations such as being in a crowd, being in open spaces, 
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being in cramped spaces, driving motor vehicles, and being around individuals who 
resemble perpetrators are examples of situations for which a CPT therapist is likely to 
encourage clients to evaluate data more objectively.

Challenging Underlying or Core Beliefs

There are times when clients will report that they intellectually understand, but do not 
emotionally appreciate, that their thinking does not make sense, or will say that emo-
tional changes are not occurring with their new thoughts. Typical statements include 
“I hear what you are saying, but . . . , ” “I know what I am saying doesn’t make sense, 
but it feels that way,” or “I do the worksheets on my Stuck Points, but I don’t really 
believe them.” On these occasions, we explain to clients first that their emotions may 
not have caught up with a new way of thinking, so the old way of thinking may seem 
more “real.” We also encourage therapists to consider the possibility that their clients 
are holding deeper underlying beliefs that may be preventing them from fully embrac-
ing alternative ways of thinking. Deeper beliefs often protect clients against the impli-
cations involved in changing their thoughts. For example, if a trauma survivor truly 
embraces the thought that he or she could not have done anything more to prevent 
the traumatic event from happening, there is the implication that the client could be 
placed in a traumatic situation in the future in which he or she may or may not be able 
to change the outcome.

One of us had a client who was a childhood sexual abuse survivor, who was reluc-
tant to change her belief that her father was not at fault for her abuse. The deeper 
implication of changing this belief was that it would have a negative effect on the 
relationship she had maintained with her father over the years. In essence, changes in 
appraisals about traumatic events have cascading implications for both here-and-now 
and future-oriented beliefs. In this case, the new appraisal was incongruent with the 
desire to retain the belief that the future is predictable and controllable.

Deeper cognitive intervention may also be necessary when individuals with 
PTSD have preexisting core negative beliefs or schemas. These preexisting beliefs 
may serve as risk factors for the occurrence of PTSD upon exposure to a traumatic 
event. In these cases, the cognitive therapist will likely need to probe more deeply to 
determine how the client came to these beliefs prior to the trauma (e.g., aversive child-
hood experiences, invalidating environments), and to work collaboratively with the cli-
ent to challenge these deeper or core beliefs in order to prevent the client from making 
trauma appraisals that seem to confirm the negative belief. For instance, if clients have 
a preexisting schema that they cannot trust their judgment, they are likely to view the 
traumatic event as confirmative of that schema and to engage in self-blaming apprais-
als. Changing self-blame appraisals about the trauma runs contrary to the deeper neg-
ative belief, often necessitating more cognitive intervention with this core schema to 
engender emotional and behavioral change. However, a core belief often needs to be 
changed through having a client complete worksheets every time the belief emerges, 
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because it is difficult to challenge a large belief in the abstract. If there are many 
examples that disconfirm the underlying belief (e.g., “I am a failure”), then the core 
belief finally falls under the weight of the opposing evidence on specific examples.

Therapist Readiness

A therapist who is uncertain about using a manualized treatment, cognitive therapy, 
or structured sessions may intentionally or unintentionally send messages to the client 
that the client is not ready for CPT, even when the evidence suggests otherwise. We 
have met many therapists who have told clients they should not do CPT or were not 
ready for CPT, even when the clients were asking to start the therapy. This can send 
a message to clients that their therapists do not have faith in them and do not trust 
the clients’ judgment. If the clients must then wait through months of another form of 
therapy, they may begin to believe that they are too fragile to handle even thinking 
about their trauma, and that they will “fall apart” if they even minimally talk about 
the thoughts associated with their traumatic events. We describe this as “fragilizing” 
clients, which is just as problematic as pushing clients when they are not ready to do 
trauma-focused therapy. Adding sessions of some other type of therapy can actually do 
more harm than good for the clients and can lead them to feel disempowered.

Another reason why many therapists do not start clients in CPT may be their 
own confusion about the role of emotions in CPT. Some therapists were taught, and 
believe, that clients must fully express all their emotions in session in order to process 
the trauma. Thus they believe that if the clients are not prepared to cry and grieve 
outwardly in sessions, they cannot handle CPT. One problem with this belief is the 
assumption that reliving the emotions tied to an event is necessary to get better. We 
now know that for many people the emotions related to the trauma have become con-
fused because of their inappropriate self-blaming for the event, which has led to great 
guilt and shame. In these cases, the clients probably need to spend more time think-
ing about the messages they are giving themselves about the event that are leading 
to these painful emotions. An additional problem with this belief is that it assumes 
that all people process their emotions in the same way, and that outward displays of 
emotion are required to help clients resolve their feelings about trauma. In fact, many 
people do not cry when experiencing sadness, but this does not mean that they are not 
feeling their emotions.

Some therapists are also concerned that if clients show strong emotions in 
response to their traumatic material, then the therapists are “retraumatizing” the cli-
ents. It is important to distinguish between the healthy processing of natural emotions 
that occurs in CPT and the triggering of PTSD symptoms that can happen daily in 
clients’ lives. In fact, helping the clients understand that they relive the trauma almost 
every day through the reexperiencing of symptoms, and that addressing the traumatic 
memories on the clients’ own terms (instead of in response to triggers) will actually 
allow the clients to process their emotions in a safe and healthy manner that allows 
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them to gain control over the triggers. This discussion is one way a therapist can actu-
ally encourage a client to participate in CPT if the client is avoidant or skeptical.

Another concern for some therapists is their own reluctance to hear trauma stories 
in sessions. For example, when a client shows any emotion, a therapist will interrupt 
the story. This can send a variety of messages to the client: (1) The client should not talk 
about the trauma; (2) the therapist cannot handle hearing about the client’s trauma; (3) 
the therapist believes that the client is too fragile to talk about the traumatic event; and/
or (4) nightmares and flashbacks should be feared and pushed away. Although perhaps 
such messages are unintentional, they can all significantly delay the client’s recovery. 
We instead recommend letting clients decide whether they are ready to talk about their 
trauma, and to let them choose when they start CPT and which version of CPT they 
engage in (CPT or CPT+A). This empowers the clients and helps them realize they have 
can have control over both the course of therapy and the trauma memories. If clients 
are not ready to do trauma work, we do not do “filler” therapy, but ask them to come 
back when they are ready to work on their PTSD and approach their memories. In addi-
tion, we encourage clients to fully experience their nightmares, flashbacks, and intrusive 
memories, because postponing them only ensures that they will come back again.

We have identified several “therapist Stuck Points” that we recommend reviewing 
prior to starting CPT (see the discussion below). If therapists find themselves endorsing 
any of these, we encourage them to use a Challenging Beliefs Worksheet to challenge 
their own Stuck Points. This will not only help therapists challenge these thoughts, 
but also help them practice using this worksheet before seeing their first CPT clients.

Therapist Issues: Therapist Errors and Stuck Points

Common Therapist Errors

One of the biggest therapist errors is being poorly prepared to do CPT. Aside from 
reading this book (in the order in which it is written), we recommend attending a 
workshop with a qualified CPT trainer, followed by 6 months of case consultation with 
a qualified consultant. Our website (www.guilford.com/cpt-ptsd) includes an email 
for which we can be contacted about trainers if you or an agency want to sponsor a 
workshop. There is also a section on the website that lists open workshops. In addition, 
a free training website, CPTweb (https://cpt.musc.edu), not only reviews the protocol 
(CPT+A), but also has video examples of each session. This website is designed to be a 
refresher training and not a stand-alone training.

The CPT protocol should be conducted in the order outlined in the manual (Chap-
ters 5–10 of this book), without adding other skills during treatment. Some common 
errors therapists make are picking out some components of the therapy and using just 
those; thinking that they must change the protocol in order to show their creativity; or 
assuming that CPT must be changed for their clinical populations without trying it as 
presented in the manual first. CPT was first developed almost three decades ago and 
has been tested across trauma types and populations, from North America to Third 
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World countries. Trained and skilled CPT therapists have modified it in collabora-
tion with us over the past decade for particular circumstances, such as brain injury, 
low literacy, or cross-cultural and language issues; some of these circumstances are 
discussed in Chapters 13 and 14. We believe there is no reason for therapists new to 
CPT to modify it without having mastered the existing protocol. CPT has a great deal 
of flexibility already built into it to adapt it to particular cognitions and different types 
of traumatic events. If it is modified without testing, then it is not CPT and not an 
evidence-based therapy.

Probably the most common therapist error in conducting the CPT protocol is 
trying to convince clients to change their minds about their Stuck Points, rather than 
using Socratic dialogue to draw out the information and allow them to realize that 
they keep coming back to their trauma because their assumptions are in conflict with 
other information that they have within them. Thinking of things they could (should) 
have done months or years after an event does not change the fact that they didn’t have 
that knowledge or perhaps the necessary skills at the time. The clients may be ignoring 
facts that don’t fit their assumptions, but they do have those facts, and the therapists 
need to draw them from the clients (e.g., “How big were you? How big was your uncle? 
Could you really have fought him off? If he threatened your family if you told anyone, 
did you have another option?”). If a therapist takes one side of the conflict and tries to 
convince a client that the traumatic event was not his or her fault, the client is likely 
to become even more rigid in arguing for the other side and tell the therapist, “You 
just don’t understand,” “You weren’t there,” or the like. If the client says, “You don’t 
understand,” it is the therapist’s responsibility to say, “You are right. I don’t. Please tell 
me what I am missing.” It is a good reminder to return to asking questions in a gentle, 
clarifying manner. The style of the therapist should be curious and even puzzled, but 
not argumentative or challenging. (A therapist is not a cross-examining attorney!)

Yet another common therapist error is for a therapist to jump to challenging 
questions (i.e., challenging the evidence; see above) before asking enough clarifying 
questions. Even if the client writes trauma accounts (see Chapter 11), there may be 
important information about the context of the situation that is missing and that the 
therapist needs to know in order to guide the dialogue. When doing CPT, a thera-
pist needs to ask many clarifying questions to understand the context and the actual 
options the client had. For example, if a man could not save a loved one in a fire, the 
therapist could ask him where he was and how far away he was when he realized 
that the house was on fire. How many seconds/minutes did it take for him to real-
ize what was going on and that someone was trapped? What did he do (e.g., did he 
call the fire department or try to go upstairs)? And what couldn’t he do (e.g., was he 
driven back by the flames and smoke)? The therapist could ask what kind of firefight-
ing equipment he had (e.g., mask, fire-retardant suit) to help him see that he couldn’t 
have done more in that situation. How long did it take for the firefighters to arrive? If 
they came quickly, then the therapist can ask why the firefighters could not save the 
person either (or the doctors). If the client has been using the term “blame” or “fault,” 
the therapist can ask him about his intent in the situation. In fact, this man may have 



	 Preparing to Deliver CPT	 71

been very brave in his attempts to save the other person, which is the opposite of the 
intention for the person to die.

Because Socratic dialogue early in therapy is entirely verbal and takes place 
within sessions, with some use of the ABC Worksheets, the therapist should be mod-
eling the questions that will soon be introduced in the Challenging Questions Work-
sheet. However, while the client is processing the trauma, the therapist will be using 
more clarifying questions to understand the context of the trauma better and to help 
the client see how important the context was (e.g., how young the client was, how 
quickly the event happened, how the client was too surprised to orient quickly to the 
situation, what options the client actually had and could consider during the event, 
how the client could not do the impossible). A good expectation is for about 80–90% of 
the questions in Socratic dialogue to be clarifying questions.

Another common error is for a therapist to stop short and not continue to track 
through a client’s reasoning. Beginning CPT therapists may ask a question about a 
Stuck Point, get an answer, and then stop or change the subject. They do not know 
where to go next. Therapists who have been taught not to ask questions in therapy 
sometimes feel uncomfortable about probing into the facts and their clients’ reasoning. 
The answer to one question should lead naturally to the next, to establish the context 
of the trauma, what options a client actually had at the time, and (if the client had 
options at all) why he or she chose a particular one. It has been our experience that, 
given the brief time that they had to choose, most clients had no good choice, chose the 
option they perceived to be the least damaging, or had to follow orders or procedures.

If clarifying questions are asked in the spirit of constructive curiosity—that is, 
trying to understand what happened and how the client came to make the assump-
tions that have led to ongoing PTSD—there is no question that is off limits. For exam-
ple, if a male victim of child sexual abuse has a Stuck Point that there must have been 
something about him that made the perpetrator choose him, there are many questions 
that could be asked. The following example includes clarifying questions, some educa-
tion, and summary statements.

Therapist: Did [the perpetrator] have access to you when no one else was around?

Client: Yes, but why did he do that to me? Did he think I was a pervert?

Therapist: Did he say you were a pervert?

Client: No, he didn’t say much.

Therapist: Where did the idea come from that he must have thought you were 
a pervert?

Client: Can I tell you something?

Therapist: Of course. You can tell me anything.

Client: I was aroused when he fondled me, so that must mean I am a pervert. I 
can’t believe I was aroused.

Therapist: So it was your thought that you were a pervert? Let me explain 
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something to you that may be helpful. When your genitals are stimulated, they 
have nerve endings that respond whether you want them to or not. It is like 
being tickled. You react automatically, and if the person doesn’t stop or you 
don’t want him to do it, it isn’t always pleasant. There is a difference between 
arousal and enjoyment. Did you always enjoy what he was doing to you?

Client: No! I hated it. I felt dirty, but I was just a kid. Sometimes it felt OK, but 
other times he made me do things that made me feel out of control.

Therapist: Do you happen to know the age of consent for sex? How old does 
someone have to be before they can choose to have sex with an adult and it 
isn’t a crime?

Client: When you are an adult?

Therapist: Right. So even if he was making you feel good, which might have 
happened sometimes, he was committing a crime against you because you 
were too young to consent. In light of that, who would you say is the pervert?

Client: He was. Not me.

Therapist: And I think you said it clearly—he made you do things.

Client: But why did he choose me? Was there something about me?

Therapist: How about convenience? And do you know whether you were the 
only one he chose?

A note at this point: Some Stuck Points are so entrenched in some clients’ thinking 
that the clients may not answer questions or will appear to be particularly stubborn 
about insisting that it must be their fault or erroneously blaming others. First, thera-
pists should remember that Socratic dialogue begins early in the therapy, and that all 
Stuck Points do not have to be resolved the first time they are broached. If a Stuck 
Point seems particularly rigid, it is possible that a client may not want to accept that 
the event happened and is clinging to the Stuck Point in the attempt to deny it after 
the fact. This is a type of avoidance. It is also possible that the client is protecting a 
tougher Stuck Point or a core belief that is accepted as fact, as discussed above. If the 
client appears to be particularly resistant to a particular Stuck Point, the therapist can 
say something like this: “This idea seems very important to you. I think we will be 
spending more time on it in therapy.”

A further therapist error is jumping from one Stuck Point to another. It is common 
for clients to use other Stuck Points as evidence for the Stuck Point being worked on, 
but it is an error for a therapist to start chasing after different Stuck Points without 
finishing the processing of the first one. The correct response would be to say, “That 
sounds like another thought, not a fact. Let’s get that down on your Stuck Point Log 
and get back to that one later.” Using the worksheets consistently also helps, because 
the therapist can redirect the client to the thought in column B of the ABC Worksheet, 
or have the client write a new ABC Worksheet so that the Stuck Point is right in front 
of him or her (see Chapter 6).
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It is also possible that in CPT, therapists may not give enough time for clients to 
feel their natural emotions because of their emphasis on cognition-based emotions. 
When a client experiences a natural emotion such as sadness, or relives the genuine 
fear the client had at the time of the traumatic event, or reexperiences helplessness 
with the realization that there was nothing the client could have done to stop the 
event, the therapist should just sit quietly at first and allow the client to experience 
that emotion. The therapist should then use strategies to amplify the natural emotion 
by asking the client to name the emotion, asking what physical sensations the client is 
feeling, or validating the natural emotion (e.g., “It is understandable that you feel sad 
at the loss of your friends”). Natural emotions can be experienced more subtly than the 
manufactured emotions that are fueled by cognitions; therapists may forget to look for 
the natural emotions in pursuit of cognitive change.

Most emotions can be either natural or manufactured. Anger can be a natural 
emotion if a client is angry at someone who intended to harm him or her. However, if 
the client is angry at someone who had no control over the situation or did not even 
know that it occurred, then this is a cognition-based anger, and hence manufactured. 
Anger can also be used as an avoidance strategy to push people, including the thera-
pist, away. Anger may also be the “go-to” emotion for avoiding more painful and vul-
nerable emotions (e.g., sadness, fear). A client may experience disgust at what he or she 
was forced to do during a sexual assault, and that disgust would be a natural emotion. 
However, if the client says afterward, “I am disgusting because of what happened to 
me,” this is a self-evaluation of the client as a person and is based on his or her conclu-
sions, not on the event itself.

If the therapist does not know whether an emotion is natural or manufactured 
by thoughts, it is perfectly acceptable to ask about it. In the case of the client just 
above, for instance, the therapist can ask, “Why do you feel disgust?” If the client says, 
“Because what [the perpetrator] did to me was disgusting,” the therapist should agree 
with that statement. However, if the client says, “Because now I am permanently dam-
aged and soiled,” the therapist can ask a series of questions about who committed 
the act, the permanence of the effect (e.g., “Do you know how many times your skin 
has been completely replaced since it happened? Did you know there is not a single 
spot on your body at this point, inside or out, that [the perpetrator] has touched?”), or 
whether feeling dirty is a form of emotional reasoning (e.g., “I feel dirty; therefore I 
am dirty”). It is also helpful to capture this statement in the moment and add it to the 
Stuck Point Log for further challenging later.

A final common error is not selecting the appropriate index traumatic event to 
begin the therapy. As discussed in Chapter 3, a therapist should not ask which event 
is worst, most upsetting, or most disturbing, because doing so could lead to an event 
that is not even one that would be included in the PTSD diagnosis (e.g., a job loss, a 
divorce). A better approach is to ask which of the identified traumatic events haunts 
the client’s dreams the most, which one keeps coming back in intrusions, or which one 
the client tries hardest to avoid thinking about. Some clients may say that a series of 
events are all similarly distressing, such as combat, sexual abuse, or domestic violence 



74	 SETTING THE STAGE CLINICALLY	

experiences. A therapist error in this case would be to ask the client to consider them 
all as a group or to write an Impact Statement (see Chapter 5) about the whole series 
of events. The problem with this approach is that the discussion and Socratic dialogue 
can quickly become too vague. The client may jump from event to event. It is worth-
while to spend a few minutes to determine whether one event stands out more than 
the others in memory or intrusions (e.g., first penetration, best buddy being killed 
in combat, realizing that one’s children knew about the abuse or were abused them-
selves). If the client continues to say that all of the events are equally distressing, or 
that there are too many to choose from, then the therapist should start with the client’s 
earliest PTSD Criterion A experience. It is likely that the assumptions the client made 
about the event or the conclusions he or she drew about the self and the world were 
repeated and reinforced with further traumatic events. For example, a male combat 
veteran might announce that people can’t be trusted, even though the traumatic event 
he has selected was being shot in combat. Unless someone he trusted betrayed him, 
there should not be an effect on trust. The person who shot him was a stranger and 
did not pick him personally. There may have been an earlier traumatic event (perhaps 
in childhood) that resulted in a betrayal of trust, and the later shooting may have acti-
vated the schema.

Therapist Stuck Points

It is not only clients who have Stuck Points; we can all have Stuck Points in our lives, 
and therapists can certainly encounter them in treating those with PTSD. Therapists 
can have Stuck Points about themselves as therapists, the approaches they have been 
taught and have adhered to, or their own fear about trying a new approach (e.g., “Does 
this mean you are saying I have been doing the wrong thing all this time?”). Therapist 
Stuck Points may prevent a therapist from trying CPT at all or may affect the course 
of a client’s treatment.

Pretreatment Therapist Stuck Points

Therapist Stuck Points prior to delivering CPT are common, and probably indicate 
that a therapist is unaware of the research on CPT. In particular, the therapist may 
not realize that the participants in CPT research have been very similar to those who 
are treated in general clinical practice (indeed, many cases may have been even more 
complex). Examples of these Stuck Points and evidence challenging them are pre-
sented here.

•• “My client is not ready for trauma-focused therapy.” There is actually an accu-
mulating body of research indicating that clients do not need to be prepared to cope 
with trauma-focused treatment (e.g., Resick, Bovin, et al., 2012; Resick et al., 2014). 
Most of the research on CPT for PTSD has started with trauma-focused treatment 
immediately and has not prepared the clients with coping skills or other preparatory 
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work. In fact, delaying treatment for “stabilization” sends the message that the clients 
cannot handle the work or that it is too dangerous (i.e., “fragilization,” as described 
earlier). It is important to remember that clients with PTSD have been living with 
their memories of the traumatic events for years, and doing trauma-focused therapy 
allows them to take control of when and how they think about the trauma.

•• “My clients’ cases are more complex than those of participants in research 
projects.” As reviewed in earlier chapters, CPT studies, unlike some PTSD treatment 
studies, have not excluded potential participants because they have comorbid depres-
sion, anxiety disorders, personality disorders, or even dissociative disorders. The inclu-
sion of individuals with substance use disorders has been modified over time. Studies 
of CPT have never excluded people who abuse substances, but earlier studies might 
have made them wait if they had physiological dependence. Some recent studies have 
not excluded clients with any kind of substance use disorder. CPT research projects 
also include clients with suicidal ideation and only exclude them if they are threaten-
ing imminent harm to self or others and need hospitalization.

•• “My client is too fragile for trauma-focused treatment.” Akin to the Stuck Point 
above about a client’s not being ready for CPT, this therapist Stuck Point indicates that 
the therapist is nervous about the possibility that the client may get worse. A recent 
study (Bryan et al., 2016) examined whether CPT increased suicidal ideation among 
active-duty military personnel. The researchers found that in fact suicidal ideation 
decreased over time, and that there were no suicide attempts during or following CPT. 
This question has also been investigated in regard to PE (see Chapter 2), another 
trauma-focused therapy that requires clients to reexperience their index trauma over 
and over with the aim of habituation. Across a number of studies, PE researchers 
found that clients did not worsen as a result of trauma-focused treatment (Jayawick-
reme et al., 2014).

•• “If I use a manual, it will stifle my creativity and interfere with rapport,” or 
“Manuals are too restrictive.” It is unrealistic to expect that a new therapy be created 
for every client. Of course, CPT looks different across different clients, based on indi-
vidual case conceptualizations and different client–therapist relationships. It is our 
experience, however, that rapport comes immediately and naturally with the thera-
pist’s rapt attention and interest in what the client thinks about the index traumatic 
event. Many clients have had the experience of prior therapy in which the therapist 
avoided talking about PTSD or traumatic events, so the fact that the therapist is inter-
ested in how the client uniquely thinks and feels about the trauma is an immediate 
rapport builder.

•• “CPT won’t work with comorbidities (depression, substance abuse, personal-
ity disorders).” Please see Chapter 2 for evidence contrary to this Stuck Point.

•• “Clients won’t do this amount of homework.” Whether a client completes work-
sheets during CPT (and, if so, how many) depends on how well the therapist sets the 
stage for the out-of-session work. This issue is addressed in more detail in Chapter 5. 
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Some clients do not do as much practice as others, but this should be discussed in the 
context of avoidance, as well as the importance of practice in learning a new skill—a 
new way to think.

Therapist Stuck Points Regarding Assessment and Treatment in General

•• “It will take too long to assess the client regularly.” The PCL-5 and the PHQ-9 
take about 5 minutes each to administer. It is possible to ask the client to come to the 
therapy session 10 minutes early, so that he or she can complete the assessment scale(s) 
before starting the session. If the therapist has a receptionist, that person can give the 
client the measure(s) on a clipboard, much like the forms one completes at a physician’s 
office. An envelope can be left in the waiting room for the client with the measures 
if there is no receptionist. At the beginning of the session, the therapist can quickly 
score the instruments and note whether the scores indicate stability, worsening, or 
improvement in symptoms. If the scores are worsening, the therapist needs to deter-
mine whether the client was rating a different event, whether the client is using the 
scale as a general distress measure for current events, whether the client is using the 
wrong time frame (i.e., not just the past week), or whether the scores are truly worsen-
ing. It is possible that as the client stops avoiding thinking about the traumatic event, 
he or she may have a temporary increase in scores because of greater intrusive memo-
ries, nightmares, and negative emotions, as well as the emergence of Stuck Points. If 
this is the case, the client should be reassured: “This is actually a good sign that you 
are not avoiding thinking about the event, as you have done ever since the trauma, and 
that your brain is getting you to face the event.”

•• “If the client’s PTSD scores are not decreasing, this means .  .  . [e.g., I am 
doing CPT wrong, I am a bad therapist, etc.].” It is important that the therapist not 
take it personally if the client’s scores are not decreasing. Some therapists avoid doing 
assessment during treatment for this exact reason: They are focusing on themselves 
and their own insecurities, rather than on the progress of their clients. As the CPT 
manual (Chapters 5–10) indicates, there are many reasons why a client’s scores may 
not be decreasing, especially early in therapy. The client may not be doing the practice 
assignments, may be canceling sessions frequently, or may be working on the wrong 
traumatic event first. Or the client may not have told the therapist what the real index 
event is, due to avoidance or shame. A lack of reduction in symptoms should indicate to 
the therapist that it is time to stop and ask the client what is going on or to recalibrate 
the assessment.

•• “If the client’s scores are not decreasing, I need to change the therapy.” As 
reviewed in Chapters 3 and 11, clients who do not complete their recovery in 12 ses-
sions are likely to do so by continuing to use CPT with the Stuck Point Log and Chal-
lenging Beliefs Worksheets. Changing to a different type of therapy may be quite 
confusing to a client, especially if the underpinnings of the new therapy are quite 
different from those of CPT. The therapist may want to seek consultation, but should 
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probably stay the course and go back to check the content of the client’s flashbacks, 
intrusive recollections, and nightmares, as well as to see what the client is still avoid-
ing. The thoughts about the avoided memories or reminders of the trauma may be 
Stuck Points that have not yet been dealt with thoroughly.

•• “If I interrupt, I will offend my client,” “If I don’t listen to everything my 
clients say, I will invalidate them,” or “If I address avoidance, I will damage our 
relationship.” These Stuck Points are variations on a theme: A therapist is concerned 
about what a client thinks of the therapist and worries that the therapist will somehow 
offend the client. Some therapists have been taught to reflect or provide interpreta-
tions, never to interrupt clients, or to allow clients to talk about whatever they want in 
therapy. In CPT, a therapist allowing this to happen would be considered to be col-
luding with avoidance, and so these beliefs are antithetical to the principles of CPT. It 
is typical for clients to come to therapy sessions and announce they want to talk about 
something else that session, take the floor, and begin storytelling that lasts much of the 
session. They may try other ways to get the topic away from the assignments for that 
session or away from the index trauma. All of this is avoidance, and it is important for 
the therapist not to contribute to such avoidance.

The therapist may need to set some ground rules about digressions and avoidance 
early in treatment. For instance, because there is a lot to cover in each session, the 
therapist may either interrupt verbally or give some nonverbal sign (e.g., a hand up like 
a stop sign, or a “T” for “time out”) to get the session back on track. The therapist can 
set these ground rules gently but firmly, so that sessions do not become 2 hours long. It 
is quite possible to achieve all the goals for each session within 50–60 minutes, but not 
if the therapist has one of these Stuck Points. A review of the treatment rationale with 
the client will demonstrate why bringing the client back to the content of the session 
is neither rude nor invalidating, but is in the best interests of the client’s treatment.

CPT-Specific Therapist Stuck Points

•• “I can’t get through the material for the session.” Experienced CPT therapists 
are able to get through the material prescribed in each session, so this is likely to be 
a Stuck Point held by a therapist who is new to CPT. It is not necessary to go through 
every worksheet the client has completed in detail during the session. The therapist 
and client can look at the worksheets generally, and the therapist can see whether 
the client has had problems completing them or understands the concepts. They may 
pick out one or two important ones to focus on, particularly those regarding the most 
important assimilated Stuck Points, worksheets the client struggled with, or those on 
one of the themes being covered during the second half of treatment.

•• “We can’t move on if the client has not mastered the material,” or “Everything 
[handouts, sessions, etc.] has to be perfect.” We have sometimes consulted with thera-
pists who kept assigning ABC Worksheets over and over as assignments and did not 
move on to the Challenging Questions Worksheet because they were not sure that 
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their clients could label their emotions accurately or the clients had trouble getting 
their thoughts into good Stuck Point form. The purpose of these sequential assign-
ments is to get to the Challenging Belief Worksheet as soon as possible, because it 
includes alternative, more balanced, and more fact-based statements to counter the 
Stuck Points. The Challenging Belief Worksheet includes the ABC Worksheet, so the 
client will have many opportunities to learn how to differentiate facts from thoughts 
and how thoughts lead to specific emotions. Perfection is not a goal for therapists any 
more than it is for clients. As we have emphasized throughout this chapter, we encour-
age therapists to stay consistent with the CPT manual.

•• “If I have the manual out, I look incompetent.” We advise therapists to keep 
their manuals on their laps or on the edge of the desk in front of them, just as the 
clients have their binders for therapy materials out. We have never heard of a client’s 
complaining if a therapist says, “I am going to leave the manual open to refer to it, so 
that I don’t miss anything we need to cover in this session. I want to give you the best 
possible therapy.”

•• “I can’t make the client choose one trauma.” It is important to validate that all 
of a client’s traumatic events are important, but to make it clear that it is best to start 
treatment with the one that currently causes the most PTSD symptoms. After the ini-
tial sessions, the client can weave any other traumas into the therapy with extra work-
sheets. Trying to process all the traumatic events at once is going to end up being too 
vague for challenging Stuck Points, and it is likely that many of the traumatic events 
resulted in similar Stuck Points.

•• “I won’t know where to go with the client’s Stuck Points.” This is a common 
concern by therapists who are new to CPT and have not yet mastered Socratic dia-
logue. Instead of worrying about what to ask next, a therapist should listen to what the 
client is saying, notice what does not make sense (e.g., “How could the client have been 
in two places at once?” or “How could a 6-year-old understand what was unacceptable 
adult behavior?”). An obvious place to start is to wonder about the client’s intention in 
that situation and the client’s expectations based on his or her prior experience. The 
therapist can then focus on finding out more about the actual context of the situation 
and what options the client realistically had under those circumstances. This therapist 
Stuck Point reflects anxiety and self-focus, and the solution is to focus on what the cli-
ent was thinking, feeling, and doing during the index trauma.

•• “If we don’t do the written account/exposure, the client can’t get better.” This 
last Stuck Point stems from a common belief underlying the proliferation of expo-
sure research that began the field of PTSD—namely, that it is necessary to have cli-
ents reexperience their traumatic events as a necessary component of treatment. The 
Resick et al. (2008) dismantling study of CPT reviewed in Chapter 2 demonstrated 
that CPT+A did not improve the outcomes of therapy, and, in fact, slowed the progress 
of achieving a clinically significant improvement. Schumm et al. (2015) have also dem-
onstrated that changes in cognitions predict changes in PTSD symptoms.
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HANDOUT 4.1

Cognitive Processing Therapy  
for Posttraumatic Stress Disorder: Contract

Date:                         Client: 	

What is cognitive processing therapy?

Cognitive processing therapy (CPT) is a cognitive-behavioral treatment for posttraumatic stress 
disorder (PTSD) and related problems.

What are the goals of CPT?

The overall goals of CPT are to improve your PTSD symptoms, and any associated symptoms 
you may have (such as depression, anxiety, guilt, or shame). It also aims to improve your day-
to-day living.

What will CPT in this clinic consist of?

CPT in this clinic consists of 6–24 individual (one-on-one) therapy sessions; the average is 12. 
Each session lasts 50–60 minutes. In these sessions, you will learn about the symptoms of 
PTSD and the reasons why some people develop it.

You and your therapist will also identify and explore how your trauma or traumas have changed 
your thoughts and beliefs, and how some of these ways of thinking may keep you “stuck” in your 
symptoms. CPT does not involve repeatedly reviewing the details of your trauma(s). However, 
you will be asked to examine your experiences in order to understand how they have affected 
your thoughts, feelings, and behaviors.

What is expected of me in CPT?

Perhaps the most important expectation of CPT is for you to make a commitment to come to 
sessions.

In addition, after each session you will be given practice assignments to complete outside the 
sessions. These assignments are designed to improve your PTSD symptoms more rapidly out-
side the treatment sessions. You are also encouraged to ask any questions that you might have 
at any point in doing CPT.

(continued)

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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What can I expect from my CPT therapist?

At each session, your therapist will help you figure out how your trauma has affected your 
thoughts and emotions, and help you make changes to feel better and function better.

In order to do this, your therapist will review your practice assignments and share what he or 
she notices about your trauma-related thoughts, feelings, and behaviors. Your therapist will ask 
questions to examine what you have been thinking about your trauma(s) and their effects on 
your life, and will help you to challenge thoughts that might be inaccurate. Your therapist will 
also teach you skills to change the way you think about events and about yourself and others. 
Another part of your therapist’s job is to notice and point out when you are avoiding working on 
the trauma, even when you may not notice that you are doing it. Avoidance is a key PTSD symp-
tom that keeps you stuck in nonrecovery.

Can I choose to stop this therapy?

Your decision to do CPT is voluntary. Therefore, you may choose to stop the treatment at any 
time. If this should happen, you will be asked to come in for one final session to discuss your 
concerns before terminating.

With my signature, I am indicating that I have reviewed these materials and received information 
about CPT for PTSD. I commit optimistically to myself, to this treatment, and to the goals listed 
above. I will receive a copy of this agreement.

                                                            	

                    Client signature                                       Date

                                                            	

                    Clinician signature                                    Date
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5
Overview of PTSD and CPT
Session 1

Goals for Session 1

The overall goals for the first session of CPT are for clients to understand what PTSD 
is, how they got stuck in their recovery, and what CPT will do to put the clients on 
the path to recovery. However, the most important immediate goal is to engage them 
in treatment so that they don’t avoid it by quitting before or after the first session, 
which is not uncommon in PTSD treatments. First, therapists describe the symptoms 
of PTSD and engage clients in describing examples of their symptoms. Next, therapists 
explain what happens to the body and thinking during traumatic events. Therapists 
then move into the cognitive theory of PTSD; they explain how people attempt to 
maintain their prior beliefs about prediction and control, and their faith in the just-
world myth. Finally, therapists explain how CPT teaches clients to become their own 
therapists by giving them tools to examine their thoughts and label their emotions in 
ways they were not taught previously, with the goals of feeling the natural emotions 
arising from the trauma and changing thoughts that are keeping them stuck.

Procedures for Session 1

1.	 Set the agenda.
2.	 Describe the symptoms of PTSD and the theory of why some people get stuck in 

recovery.
3.	 Describe cognitive theory.
4.	 Discuss the role of emotions in trauma recovery.
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5.	 Briefly review the index trauma.
6.	 Describe the overall course of therapy.
7.	 Give the first practice assignment.
8.	 Check the client’s reactions to the session.

Setting the Agenda

Therapists should explain to clients that the first session of CPT is somewhat different 
from the rest of the sessions, because the therapists will be educating the clients about 
the symptoms of PTSD, explaining how PTSD is a problem of nonrecovery, discuss-
ing the role of avoidance in maintaining PTSD symptoms, and describing how CPT 
works. The session ends with the first assignment. Therapists tell clients that they (the 
therapists) will do most of the talking in the first session, but that this will change over 
time, with clients doing more of the talking while the therapists serve as consultants 
regarding any problems with practice assignments. The therapists will ask questions 
to guide the clients to think about their trauma differently.

Discussing the Symptoms of  
and a Functional Model of PTSD

PTSD for Therapists: Diagnostic Criteria

Rather than just listing the symptoms and clusters of PTSD, a therapist needs to help 
a client understand why some people are later diagnosed with PTSD. Therefore, it is 
important for the therapist not just to know the list of DSM-5 or ICD-10 symptoms, 
but to understand how they interact to prevent some people from recovering. Several 
major changes have been made to the diagnosis and classification of PTSD in DSM-5 
(American Psychiatric Association, 2013). One of the most important is that PTSD 
is no longer considered an anxiety disorder, as it was from DSM-III to DSM-IV-TR 
(American Psychiatric Association, 1980, 2000). The various negative emotions that 
clients with PTSD experience, such as guilt, anger, shame, disgust, and sadness, have 
been demonstrated sufficiently well that PTSD is now considered much more than an 
anxiety disorder. PTSD has been included in a new DSM-5 category called “trauma- 
and stressor-related disorders.”

Criterion A for PTSD (the definition of traumatic experiences) has been tightened 
up to exclude media-related exposures as traumas (unless such an exposure occurred 
as part of one’s job), and learning about a traumatic event is considered a traumatic 
experience only if the event occurred to a close friend or relative. In addition, there 
are now four rather than three symptom clusters. According to DSM-5, the Crite-
rion B cluster should be described not as thinking about the event repeatedly, but as 
unexpected, intrusive memories that are either cued by something in the environ-
ment or emerge when individuals are not keeping their minds preoccupied with other 
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matters (e.g., chronic working). When they are tired, sick, or not busy, clients may 
have memories of their traumatic events that emerge in the form of images, sounds, 
or flashbacks—or, during sleep, in the form of nightmares about the traumatic events. 
More severe flashbacks may include dissociative responses, in which an individual 
becomes lost in an event and loses the sense of present time. Even without full recall 
of the traumatic event, it is possible to have emotional or physiological reactions upon 
reminders of the event. The Criterion B symptoms are thus largely sensory and brief, 
but highly distressing.

Criterion C, the avoidance criterion, is now composed of just two avoidance items: 
avoiding internal memories of the event, and avoiding external reminders. However, 
these two types of avoidance can be manifested in myriad ways. For example, the most 
common types of avoidance related to therapy are for clients not to come to sessions, to 
come late, or not to do their out-of-session practice. They may also attempt to change 
a distressing topic to something more mundane in a session. The use of substances or 
other self-harm behaviors to numb memories and emotions or to sleep without night-
mares are other forms of avoidance. All these types are effective in the short run, but 
prevent processing of the traumatic event. There are probably as many forms of avoid-
ance as there are clients; therapists must always be vigilant for avoidance, label it as 
a symptom, and emphasize that it is not an effective form of coping in the long term. 
Criterion C does not appear in the graphic at the top of Handout 5.1 because this fig-
ure illustrates the process of natural recovery. The graphic at the bottom of Handout 
5.1 includes the avoidance criterion in PTSD, and should be discussed last rather than 
in the order in which it appears in DSM-5.

Criterion D is new to DSM-5, but includes a range of cognitive and emotional 
responses that have been found repeatedly in the literature. Although the cognitive 
symptoms are described as part of the cognitive theory of PTSD later in the session, 
it is good to elicit clients’ responses at this point for reference. Cognitive symptoms 
include persistent negative expectations about oneself, others, or the world; persistent 
distorted blame of self or others for a traumatic event; and even dissociative amne-
sia for parts or all of the event. Although it is usually quite easy for clients to blame 
themselves for causing or failing to prevent traumatic events, they may not recognize 
that blaming other people who did not cause or intend the events might not be accu-
rate. For instance, clients who were abused as children may blame their mothers for 
not protecting them from perpetrators, without understanding that (1) their mothers 
might not have known about the abuse, or (2) the mothers might have been abused 
themselves and unable to extricate themselves and their children from the situation. 
Military service members may have been taught implicitly or explicitly that if all per-
sonnel do their jobs correctly, all will come home unharmed. If service members or 
veterans cannot find any way in which they made a mistake—for example, if their 
units were ambushed—they may look to blame other service members, superior offi-
cers, or the military itself, rather than recognizing that the nature of an ambush is a 
surprise and that perhaps no one could have foreseen the event except the person(s) 
who planned the attack.
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Emotional reactions in DSM-5 no longer focus only on fear and anxiety, because 
PTSD is no longer classified as an anxiety disorder. Disrupted emotions can include 
any kind of pervasive negative emotional states (e.g., fear, horror, anger, guilt, disgust, 
shame); markedly diminished interest or participation in significant activities; or feel-
ings of detachment or estrangement from others. In DSM-IV/DSM-IV-TR, there was 
an emphasis on emotional numbing. However, it has since become clear that despite 
their attempts to numb their emotions, people with PTSD have breakthroughs of neg-
ative emotions when reminded of their traumatic events. The only emotions that they 
are truly successful at numbing are positive emotions, such as joy, happiness, and love. 
The lack of positive emotions and the presence of negative emotions also contribute 
to diminished interest in previously enjoyed activities or estrangement from others.

Criterion E includes the arousal items that were present in DSM-IV/DSM-IV-TR, 
and some behavioral reactions have been added. So, in addition to hypervigilance, 
pronounced startle responses, problems with concentration, sleep difficulties, and irri-
tability/anger, DSM-5 now also includes aggression as the typical expression of irrita-
bility/anger, as well as reckless or self-destructive behavior. The latter can include self-
harm behaviors, driving erratically or too fast, driving a motorcycle without a helmet, 
indiscriminate sexual behavior, or other risk-taking behavior suggesting that clients 
may not care whether they live or die.

Therapists who are using the ICD-10 (World Health Organization, 1992) classifi-
cation system should note that ICD-10 also includes five criteria, but that the focus is 
slightly different from that of DSM-5. These differences should be taken into account 
in discussing how a client’s PTSD symptoms are affecting the client today. Criterion 
A in ICD-10 still refers to experiencing a stressful event, but clarifies that the event 
must have been “exceptionally threatening or catastrophic” and would be likely to 
cause ongoing distress in almost everyone. Like its counterpart in DSM-5, Criterion B 
focuses on experiencing intrusive flashbacks or dreams and/or feeling distressed when 
exposed to trauma triggers. Criterion C is also similar to that in DSM-5, it its focus on 
avoidance of stimuli that are either related to or resemble the stressor event(s). ICD-
10 Criterion D offers a departure from DSM-5, in that an individual needs to have 
either (1) the inability to remember important aspects of the event, or (2) persistent 
arousal that is shown by any two of the following symptoms: sleep difficulties, irrita-
bility/anger, difficulty concentrating, hypervigilance, or exaggerated startle response. 
Finally, Criterion E in ICD-10 requires that the onset of symptoms must occur within 
6 months of the stressor, unlike DSM-5, which specifies only that the symptoms must 
have a duration of greater than 1 month (although the label “with delayed expression” 
is used if full diagnostic criteria are not met within 6 months of the event).

The preparation of ICD-11 is well underway, with a projected release date of 
2018. Initial comparisons of ICD-11 drafts with DSM-5 indicate that ICD-11 is mov-
ing to a narrower definition of PTSD that focuses on it as a fear-based, stress-induced 
anxiety disorder. The ICD-11 system also includes complex PTSD as a separate diag-
nosis, whereas DSM-5 does not. Studies of the two systems (O’Donnell et al., 2014; 
Stein et al., 2013) suggest that ICD-11 PTSD prevalence, comorbidity with depression, 
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and disability rates are all lower than those obtained in research using the DSM-5 
classification system. Practitioners who will be using ICD-11 may find that fewer indi-
viduals in their practice will meet full criteria for PTSD than when they were using 
either the DSM-5 or the ICD-10 system.

PTSD for Clients: A Functional Model

In reviewing Handout 5.1 with a client, a therapist should refer to the top portion 
of the handout as a description of normal recovery, noting that if a trauma is severe 
enough or if a person has experienced repeated traumas, PTSD symptoms are normal 
rather than abnormal, at least for a period of time. Once the trauma has ended, it 
becomes a memory that people have to integrate in a balanced way into their under-
standing of experiences and why they happen, as well as into their view of themselves, 
others, and the world. A review of the PTSD symptom clusters, and a discussion of 
which symptoms a client is experiencing and when they occur, is a good starting place. 
As an example of such a review, the therapist could say something like the following 
(in his or her own words, not in a verbatim reading):

“One set of PTSD symptoms has to do with intrusive memories, or memories that 
‘intrude’ on you in an unwanted way. They come at you when you don’t expect or want 
them to—maybe when you are falling asleep or aren’t feeling well. They can come as 
images, sounds of the event, or physical or emotional reactions when you encounter 
something that reminds you of [the index event]. Can you give me any examples of the 
types of intrusive symptoms you have? When you have these experiences intrude on 
you, it is natural to experience strong feelings as well. These emotions need to run 
their course. When you think about the trauma, what emotions do you experience?

“You also have thoughts about why the event happened, and, in an attempt to pre-
vent future events, you may blame yourself or look for mistakes you think you made. 
Those kinds of thoughts are also associated with emotions, but different emotions from 
those that come from the event naturally. Your natural emotions about the event might 
be fear, anger, or sadness. If you blame yourself, however, you may feel guilt or shame, 
which is not a natural emotion but one based on your thoughts. Have you had any of 
these kinds of thoughts or feelings?

“If your intrusive symptoms, emotions, or thoughts are unbearable to you, you 
may attempt to escape or avoid them. There are many ways that people avoid thinking 
about or feeling their emotions about a traumatic event. Keeping very busy, drinking 
or using drugs, not coming to therapy sessions, coming late, or not doing your prac-
tice assignments are all examples of avoidance. Although it is understandable that you 
would want to avoid dealing with the traumatic event, and you may have been doing 
that for a long time, the avoidance prevents you from recovering.”

When describing natural recovery from a traumatic event, the therapist should 
point out that when intrusive memories, strong emotions, arousal, and so forth are 
triggered, individuals are more likely to hear corrective feedback about the actual 
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causes of the events and receive support for their natural emotional reactions if they 
allow themselves to feel their emotions, think about the trauma, and talk to supportive 
people about their thoughts. Natural emotions that emerge directly from the flight–
fight–freeze response (e.g., fear, anger) are likely to decrease rather quickly, along with 
other emotions that are not based on thoughts (except grief, which is an ongoing pro-
cess). As emotions decrease, individuals become more receptive to other points of view 
and acceptance of the traumatic event. The top portion of Handout 5.1 shows how 
thoughts, emotions, and arousal interact in natural recovery, and how they decrease 
and disconnect from one another over time. After a while, the survivor may be able 
to say, “I remember how awful that event was and how bad I felt at the time,” rather 
than continuing to feel strong emotions and needing to push away the memories. It 
becomes part of his or her life history.

The lower portion of Handout 5.1 shows how people can get stuck in these symp-
toms and be diagnosed with PTSD. Instead of feeling natural emotions, talking about 
their traumatic events with other people and taking in others’ perspectives, and 
approaching rather than avoiding their symptoms in order to integrate their expe-
riences appropriately into memory (the process of accommodation; see Chapter 1), 
persons with PTSD stop the natural recovery process by avoiding any or all emo-
tions, thoughts, and other reactions to the traumatic event, at all costs. Unfortunately, 
although avoidance is not an initial part of posttraumatic reactions, it ultimately pre-
vents recovery. Also unfortunately, most forms of avoidance (such as aggression, sub-
stance abuse, and withdrawal from others) work in the short term—but because they 
do not work in the longer term, the persons increase their use, often to such an extent 
that these behaviors can become comorbid disorders in their own right. In fact, if 
clients had a tendency to engage in any of these dysfunctional behaviors before the 
trauma, they may worsen after the trauma. As depicted in the lower portion of Hand-
out 5.1, the symptoms of PTSD may appear smaller because the avoidance is larger. 
However, if a person with PTSD stops engaging in the avoidance behavior, the symp-
toms of PTSD reemerge. For example, it is well known that people with PTSD and 
substance abuse are more likely to relapse than people with substance abuse alone. 
As soon as these clients stop drinking or using drugs, they may experience more 
flashbacks or nightmares, and then are more likely to relapse into using substances to 
diminish these PTSD symptoms.

It is important for clients receiving PTSD treatment to understand the role of 
avoidance in maintaining PTSD symptoms, and to accept that in order to recover, they 
need to cease the forms of avoidance in which they are engaging. Furthermore, one of 
therapists’ major roles is to help clients identify avoidance behaviors when these occur 
so that they can stop the behaviors. Therefore, the importance of attending sessions on 
time, completing practice assignments, and not relying on other forms of avoidance is 
emphasized and included in a therapy contract (see Handout 4.1 in Chapter 4).

Therapists will also assist clients in examining their thoughts about the causes and 
consequences of their traumatic events, help them differentiate thoughts from facts, 
facilitate their learning how specific thoughts lead to different emotions, and help 
them learn the skills involved in examining their experiences in a balanced way. After 
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reviewing the symptoms of PTSD, therapists then give clients an explanation of cogni-
tive theory, with an emphasis on the role of thoughts in PTSD and on how changing 
thoughts can change PTSD symptoms.

Describing Cognitive Theory

Part of engaging clients in CPT is helping them to understand the cognitive model of 
emotional and psychological disorders. Clients may have heard nothing about cogni-
tive theory or the cognitive model, or they may have misconceptions of the model—for 
example, that it is superficial, or cold, or a form of mind control. Therapists will pro-
vide a good start to treatment if they give their clients a clear working model of the 
conceptual underpinnings of CPT and the rationale for the approach.

Below is a typical explanation of cognitive theory as presented by a therapist. 
(Again, this is not meant as a script to be followed word for word, but simply as an 
example of how to introduce these concepts to clients.)

“From the time we are born until the time we die, we are bombarded with infor-
mation. Information comes in through our senses, through our experiences, and 
through what people teach us. All this information would be completely overwhelm-
ing if we didn’t find a way to organize it, and to figure out what to pay attention to and 
what we can ignore. As human beings, we have a strong desire to predict and control 
our lives, and we often believe we have more control over other people and events than 
we really have. Without organizing all the incoming information, we would have dif-
ficulty determining what is dangerous or safe, what we like and what we don’t like, or 
how we want to spend our time and with whom.

“As small children, we begin to learn language as a way to organize information. 
In the beginning, our environment and experiences are very limited, and we have only 
a few words to describe them. A child may call an animal with four legs, a tail, and a 
nose a ‘dog,’ because that is the only word the child knows—even if the animal is a cat, 
a pig, a horse, or a lion. As we grow older, we develop more categories that are more 
fine-tuned, so that we can communicate with others and so that we have a greater 
sense of control over our world.

“The ‘just-world myth’ is taught to children by parents, teachers, religions, or soci-
ety in general, because as small children we are too young to understand probabilities 
or more subtle outcomes to behaving or misbehaving. The just-world myth goes some-
thing like this: ‘People get what they deserve. If something bad happens to someone, 
then that person must have committed some wrong previously and is being punished. 
If something good happens, then the person must have done something courageous 
or smart or kind before, or must have followed the rules. In other words, good things 
happen to good people, and bad things happen to bad people.’

“Parents don’t usually announce to their children that if they behave, they may 
or may not be rewarded. They don’t say, ‘If you misbehave, you may or may not be 
punished.’ It is only through the course of time and greater learning that people real-
ize that good things can happen to criminals (for instance, they may get away with 
crimes), or that bad things can still happen to people who follow the rules and are kind 
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to others. Unfortunately, early learning is not erased, and people often revert to the 
‘Why me?’ question when they experience a negative event. They believe that they are 
being punished for something they did, and if they can figure out what they did wrong, 
then they can prevent bad things from happening in the future. This is probably one of 
the reasons why we hear so much self-blame following traumatic events.

“The flip side of the ‘Why me?’ question is the ‘Why not me?’ question. This is 
the source of survivor guilt. We have often heard service members say something like 
this: ‘It is not fair that my buddy was killed. He was a great guy who was married with 
two small kids. I’m single and don’t have kids. Why was I spared?’ Or someone may 
wonder why the tornado spared his or her house but destroyed every other house on 
the street. The person may feel guilty about being spared when so many other people 
were not. Both questions (‘Why me? Why not me?’) are assuming that all life events 
are explainable, fair, and potentially controllable.

“When a traumatic event occurs, it is a big event, and there are very natural emo-
tions like being terrified, angry, grief-stricken, or horrified that accompany the event. 
Your mind also has to find some way to reconcile what happened with your previous 
beliefs and experiences. If you have never experienced a traumatic event before, your 
expectation might be that only good things should happen to you. The traumatic event 
pulls the rug out from under you, and you have to figure out a way to take in this new 
information that bad things can happen to you. Another thing that people often do is 
to try to change the event so that it matches previous positive beliefs about the world 
and the sense of control over future events. They may distort their memory of the event 
like saying to themselves that they made a mistake, it was a misunderstanding, or they 
should have prevented the event. If they can just figure out what they did wrong, they 
think that they can prevent bad things from happening in the future. [Therapist note: 
This is assimilation.]

“If someone came from an abusive or neglectful home, the event may not be so 
difficult to accept. That person already has negative beliefs about him- or herself, and 
this new traumatic event is used as proof of the prior beliefs. The person may think, 
‘I am a trauma magnet,’ or ‘Bad things always happen to me.’ In fact, if the person 
already has PTSD, and negative beliefs stemming from prior traumas, these negative 
beliefs may be activated after a new trauma event even if they don’t quite fit the new 
event. An example would be a rape victim who is assaulted by a stranger and says 
afterward, ‘I don’t trust anyone in my life in any way.’ Why would a stranger’s actions 
affect one’s beliefs about trust? That belief probably arose from earlier events and is 
now being reactivated.

“One thing that people with PTSD try to do is distract themselves or avoid memo-
ries of a traumatic event, as we talked about earlier. But it is pretty difficult to ignore 
an event so important, and the avoidance is not successful in the long run.

“Recovery from traumatic events consists of changing negative beliefs about the 
self and the world enough to include this new information. It means learning and 
accepting that traumatic events can happen. A new thought might go something like 
this: ‘I didn’t do anything wrong. Maybe bad things can happen to good people, and 
the person who harmed me is the one who is at fault.’ For some people, this thought is 
frightening, because if it is not their fault, then perhaps all bad things cannot be pre-
vented. If other people blamed you for your traumatic incident, it would also reinforce 



	 Overview of PTSD and CPT	 91

the idea that you must have done something wrong for the event to occur to you. In fact, 
if you were abused a lot as a child, you may come to believe an extreme and unhelpful 
version of the just-world myth: Bad things will always happen because of something 
about you as a person. Instead of self-blame regarding a single incident, you may expe-
rience shame and a deep belief that you are a bad person or deserve only mistreatment.

“If you were not alone during the event, and had someone else to blame besides 
the perpetrator and yourself, you might blame someone nearby who didn’t actually 
cause the event or intend harm. This is another way some people think, to try to get a 
false sense of control that blaming a perpetrator does not give them. In the military, 
it is often taught that if all personnel do their jobs correctly, then everyone will come 
home unhurt. But what if there is an explosion and people are killed, and you cannot 
see anything you did wrong? In order to keep the idea that your side has control, you 
might blame someone else in your unit or someone higher up the chain of command. 
Similarly, a child who is abused by one parent may blame the other parent the most, 
even if the other parent didn’t know about it.

“Another way to cope with a traumatic event is to change your beliefs about your-
self and the world to extremes. Here are some examples: ‘I used to trust my judgment 
and decision-making ability, but now I can’t make decisions,’ ‘I must control everyone 
around me,’ ‘The world is always dangerous, and you must stay on guard at all times,’ 
‘People in authority will hurt you.’ Such extreme negative beliefs may come from flip-
ping from one belief to the exact opposite, or from attending only to negative events 
and people and deciding that avoiding these is the best way to protect and control your 
future. Instead of saying, ‘That person hurt me, so I will stay away from that person in 
the future,’ a trauma victim may blame everyone who falls into a shared class with that 
person (such as men, women, the military, or people in authority). So the person may 
conclude that people cannot be trusted in any way, and withdraw from anyone who 
reminds him or her of the presumed cause of the event. Beliefs can go overboard after 
a trauma in many ways, but common ones are related to the themes of safety, trust, 
power and control, esteem, or intimacy. These themes may be related to yourself or to 
others. [Therapist note: This is overaccommodation.] The more you say something to 
yourself, the more you may come to believe that it is a fact, and you may stop noticing 
any evidence that contradicts what you have decided. The problem is that these kinds 
of beliefs have serious negative effects on your life and continued PTSD symptoms. 
You have to ignore or distort anything or anybody who doesn’t fit the new beliefs, and 
you end up isolating yourself from others. We call these thoughts that prevent recov-
ery ‘Stuck Points.’ ”

At this point, therapists should give clients Handout 5.2 and review with them 
what a Stuck Point is and isn’t.

Discussing the Role of Emotions

After discussing the role of thoughts in impeding recovery from traumatic events, 
therapists turn to the role of emotions. A major negative life event should naturally 
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generate intense emotions. These may be generated during the event itself as part of 
the fight–flight–freeze response. If one has been trained to fight, as in the military or 
other first-responder positions (e.g., firefighters, police), one might expect an approach 
response to threat, and fight may be accompanied by anger. The flight response is to 
run away and is accompanied by fear. The freeze response may be one of two types. 
At the first perception of danger, the person may freeze briefly to orient to the situa-
tion, determine whether there is a threat, and decide what is going on or what to do. 
Sometimes clients who have done this blame themselves for having frozen for a few 
seconds, as if that could have changed the outcome of the event. The other type of 
freezing may be associated with tonic immobility and dissociation. If threat contin-
ues and neither fight nor flight is working, the freeze response may be the survival 
response; this may be accompanied by dissociation, a flattening of affect, or a complete 
sense of objectivity about the event, as if watching it from outside (i.e., derealization, 
depersonalization). The emotions that are paired with automatic responses are all per-
fectly natural emotions generated directly by the event without the need for time-
consuming appraisal. Humans are hard-wired to have natural emotions in response to 
threat, loss, something disgusting, or even something pleasant. From an evolutionary 
perspective, they provide important information about how to respond in a situation. 
However, once the danger is over, a person should return to a steady state. In the case 
of PTSD, people bottle up their emotions and do not allow them to run their natural 
course. In fact, therapists often use the example of a carbonated beverage bottle that 
has been shaken. If a person starts to lift off the lid, there may seem to be an enormous 
eruption that is perceived as never-ending, and the person immediately puts the lid 
back on. However, if the person left the lid off, the energy would abate after the initial 
eruption, and the beverage would become flat fairly quickly.

Biologically, what happens in the brain during the fight–flight response is that 
when danger is detected, the amygdala activates emotions (fear or anger) and sends 
out neurotransmitters to the brain stem, which start the emergency response to fight 
or flee (see Chapter 1). In the process, unnecessary functions are turned off. The pre-
frontal cortex (the reasoning center, abbreviated here as the PFC) is quiet, as well as 
the immune system, digestion, and other functions that are not relevant to fighting or 
fleeing. There is a circular relationship between the amygdala and the PFC: When 
one is responding strongly, the other is relatively weak. A person who is calm can 
think clearly, and the amygdala is kept in check. If the amygdala is highly active in an 
emergency, the person does not need to be engaged in higher-order thinking, “What 
is my philosophy of life?” or “Do I want to change jobs?”, so the PFC is less active. 
However, in a normal fight–flight response, the PFC detects when the danger is over; 
it sends a message to the amygdala to stop the fight–flight response; and in turn the 
amygdala lowers the levels of neurotransmitters being sent to the brain stem. The PFC 
comes back online, and balance is restored. In someone with PTSD, the PFC shuts off 
too much, and there is no message to the amygdala to stop the high-level response. It 
takes much longer to calm down. A client may experience “speechless horror” because 
Broca’s area, the brain’s speech center (which is part of the PFC), is turned off. Talking 
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may bring the PFC back online. Labeling ones’ emotions and keeping the PFC active 
by talking about the trauma rather than reliving it may be the most effective means of 
teaching the client affect regulation.

Emotions of the other kind are generated by the client’s thoughts following the 
event. These emotions produced by thoughts are what we call “manufactured emo-
tions” in CPT (and what others might call “secondary emotions”). For instance, instead 
of being angry with the perpetrator of an assault—which leaves the victim wondering 
whether such an event could happen again—the victim engages in self-blame and 
feels either guilt or self-directed anger. With new information, and with help in look-
ing at the event in different ways, the person can learn to change the manufactured 
emotions quickly. The analogy we often use to make the distinction is that of a fire. We 
may say something like this:

“A fire in a fireplace has a lot of heat and energy, like emotions, and you may not 
want to get too close. If you just sit there and watch the fire and do nothing to it, what 
happens? [A client usually says, “It burns out.”] Yes, it can’t keep burning forever unless 
it is given more fuel. That’s what natural emotions from the traumatic event do: They 
burn out if you just feel them until the energy has burned out of them. But what if 
you throw ‘thought logs’ on this emotion fire, like ‘It’s all my fault,’ ‘I’m so stupid,’ or 
‘I should have known it was going to happen’? You can keep that fire blazing as long 
as you keep throwing thought logs on that fire. The problem is that these are not the 
natural emotions from the event. The fire does not burn out, because it is being fueled 
by different thoughts like self-hatred, blaming people who weren’t responsible for that 
particular event, thinking that all people are bad or untrustworthy, and so on.

“In this therapy, what we want to do is allow the natural emotions to burn down 
naturally, which does not take very long, and to take away the fuel that has been keep-
ing the other emotions burning hot by changing any extreme or inaccurate thoughts. 
Does this make sense?”

Reviewing the Index Trauma

After a therapist has answered any questions a client has about the cognitive theory 
of PTSD and natural versus manufactured emotions, the therapist and client agree on 
the index event (the traumatic event causing the most distress and impairments to be 
addressed first in the therapy). In some cases, an assessor has met with the client before 
the first session, has gone through the trauma history, and has picked what the client 
considered the most troubling trauma to use as the index event for conducting the 
clinical interview (preferably the Clinician-Administered PTSD Scale for DSM-5; see 
Chapter 3) to determine whether the person has PTSD and, if so, how severe it is. Even 
if this has been done, however, the therapist should review the trauma history and help 
the client decide on the index event in the first session, because a client may be afraid 
during a first interaction in assessment to discuss the actual most distressing trauma, 
may worry about being judged, or may confuse “distress” or “worst life event” with 
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“worst traumatic event and PTSD symptoms” (e.g., “When my father died of cancer, 
that was the worst event of my life. Everything changed after that”). Grief and PTSD 
are not the same, and the client may report an event that has not actually produced the 
symptoms of PTSD. The therapist should review the events reported as traumatic and 
ask about any that the client has thought about since the assessment. Sometimes it is 
helpful for the therapist to ask questions such as these: “Is there any other event that 
you left out or thought of since the assessment?”, “Is there an event that you hope I 
don’t ask about or doesn’t come up in therapy?”, or “Which event do you have the most 
nightmares about or most often pops into your head when you least expect it?”

The reason for starting CPT with the most distressing traumatic event is that 
other events are likely to have the same Stuck Points attached to them, and if treat-
ment starts with a lesser event, a client may have to begin again with the most difficult 
event, prolonging the therapy unnecessarily. Once clients learn that they can tolerate 
their emotions about the most distressing events, the other traumas can be dealt with 
during the course of therapy by completing Challenging Questions Worksheets and 
listing any unique Stuck Points on the Stuck Point Log.

Once the index trauma has been determined, the therapist asks the client to give 
a brief description (no more than 5 minutes long) of the trauma, if this was not done 
during the pretreatment assessment. The purpose for this short description is for the 
therapist to hear a few facts about what happened, in order to start generating a plan 
for how to guide the therapy. It is important that this description not become a detailed 
description with lots of emotion. At this point in therapy, clients occasionally have an 
urge to speak about the trauma, but if they become too emotional, they may well flee 
from therapy and may assume that their therapists are judging them as they have been 
judging themselves. At this early point in the therapy, they have no reason to trust 
that their therapists will be supportive, and no sense that there may be other ways to 
look at their traumatic event than how they have been viewing the events since they 
happened. If a client starts to get too detailed, a therapist can help keep the session on 
course by asking questions, moving the client on to describe the next part of the event, 
and asking how it ended. However, we have found that most clients do give brief ver-
sions of their events, because they have likely developed short, emotionless versions 
for public consumption.

Describing the Therapy

A therapist should now give a brief overview of the therapy course. If the therapist and 
client have not agreed before the first session on whether to do CPT+A or CPT, this is 
the time to decide. Some people like to write, but other people would quit therapy if 
they had to do so. This issue is discussed at greater length in Chapter 6. If clients can 
choose the version of therapy they want to do, they will be more empowered and more 
likely to engage in the treatment. The only instances in which therapists may recom-
mend the addition of written accounts are (1) when clients are highly dissociative, and 
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thus would benefit from writing the accounts to put events back into proper order with 
a beginning, middle, and end and to stay more engaged with their trauma memories; 
or (2) when clients are particularly emotionally numb, because sometimes the written 
accounts can elicit natural emotions that talking about the traumatic events cannot. 
If clients are extremely emotional, or have severe comorbid mental illness and are 
at risk of decompensation, it would probably be better to do CPT, which helps with 
affect regulation through the activation of the PFC and speech areas of the brain, and 
corresponding inhibition of the amygdala. Writing the accounts, with the associated 
imagery and emotions, may be unnecessarily distressing for these latter clients and as 
reviewed in Chapter 2, do not add to the outcomes of therapy.

The brief overview of the therapy can be as simple as saying something like this:

“As with every skill we learn, practice is necessary. And, as with most new things 
you learn, the more you put into something, the more you will get out of it. These facts 
may seem in stark contrast to your desire to avoid thinking about or talking about your 
traumas, and to escape feeling the emotions that emerge when you do. However, what 
you have been doing—avoiding—has not been working for you, as we have deter-
mined. Therefore, this treatment is going to be asking you to take the opposite stance, 
and approach dealing with the traumas. CPT will do this by teaching you new skills 
a step at a time, to help you look at your thoughts, tell the difference between a fact 
and a thought, ask yourself questions about the thought, and decide how you feel when 
you think it. You will be given handouts that will help you put your thoughts down on 
paper, and will show you new skills to question the facts surrounding your trauma and 
to determine how you might think about it differently. Ultimately, you may come up 
with different, more effective ways to think about the trauma and its effects, and you 
will notice a change in your emotions.

“We are going to spend the first half of this therapy focusing on the trauma or 
traumas themselves and determining what you have been saying to yourself. Together, 
we will ask questions to help you figure out what the facts were in that situation and 
whether your conclusions about them are accurate. If they are not, then we will work 
to find more factual statements you can learn to think. People can change their minds, 
and if you have been thinking the same things ever since the trauma happened with-
out really reconsidering them, these thoughts might have become habits that could use 
a bit of exploration. We will use a series of informational handouts and worksheets to 
help you learn some skills for examining your thoughts that you were never taught in 
school. If you are thinking in certain ways that have become habits, it could take some 
practice to change your mind and make the new, more factual ways of thinking into 
new habits. The handouts and worksheets will help you do this. In fact, we are going to 
keep a list of these kinds of thoughts that have interfered with your recovery on a log, 
which we call the Stuck Point Log. A Stuck Point is a thought that you probably formed 
during or shortly after the trauma about why the trauma happened or what it means 
about yourself, others, and the world. It serves to keep you stuck in place and stops 
your recovery and growth. These Stuck Points will be examined throughout therapy, 
and you will learn new ways of dealing with them by using the Stuck Point Log and 
the other worksheets.
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“Because your PTSD is out in your life and not only in this room, it is important 
that you practice these new skills with the worksheets every day, where they will do 
the most good. There are 168 hours in a week, and if you practice the new way of 
thinking only in 1 or 2 hours of therapy each week and the old way the other 166 or 
167 hours, you will make little progress.

“Toward the end of the therapy, we will touch base on some specific themes 
of thoughts that are often affected by traumatic events: safety, trust, power/control, 
esteem, and intimacy. I mentioned these themes earlier, and each theme may relate 
to yourself or others. You will be given handouts to help you think about whether you 
have changed your beliefs too much as a result of the trauma(s) and haven’t considered 
all the exceptions to these negative beliefs in your life.”

Giving the First Practice Assignment

In order to start to understand how the index trauma has affected a client’s thinking, 
the therapist asks the client to complete the first practice assignment, called an Impact 
Statement (see Handout 5.3). The Impact Statement consists of a short (typically one-
page) essay describing the reasons why clients currently believe the traumatic event 
happened, and the consequences of the trauma in terms of their beliefs about them-
selves, others, and the world. In determining the effects of the trauma on their think-
ing, clients are encouraged to consider each of the themes (see above and Chapter 1) 
with regard to themselves and others.

Therapists should not only describe the assignment and give it to clients in writ-
ing; they should also encourage clients to start on it as soon as possible, to add to it over 
the days until the next session, and not to avoid it. The therapist may need to problem-
solve when and where they can do their practice assignments if they don’t have much 
privacy. Clients should be reminded that they are not being asked to write about what 
happened, but what they think about why it happened and how it has affected their 
thinking and behavior. This may be the first chance that a therapist has to ask a client 
some clarifying questions. If the client expresses apprehension about writing at all, 
or about writing about the meaning of the event (e.g., “I’m afraid you will judge me 
and throw me out of therapy,” or “I might feel too many emotions and become over-
whelmed”), the therapist can label these as Stuck Points and ask a few questions. Here 
are some examples of such questions:

“So you are wondering if I think just like you? .  .  . In CPT we call that ‘mind 
reading.’ Why don’t you ask me under what conditions I would throw you out 
of therapy?”

“What happens when you feel emotions? . . . And then what happens? . . . And 
then what happens?”

“What are too many emotions? Have you ever seen anybody whose emotions 
never stopped?”
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“What emotions are you likely to feel if you think about what the event means to 
you?”

“What could you do so that you don’t feel overwhelmed?”
“What could you do if you feel overwhelmed?”

It is important for the therapist to stay calm and reassuring but firm that the client 
can do the assignment. For example, the therapist can say:

“I wouldn’t have suggested this therapy if I didn’t think you could handle it. In 
talking with you and doing the assessment, I can see that you have the ability to ben-
efit from CPT. In fact, once you get over the hump of the first few sessions, you may 
enjoy it.”

A common therapist error is to scare clients by saying that they may get worse 
before they get better, or by overemphasizing how much work they have to do. Many 
clients, especially in CPT, have an immediate decrease in symptoms. Those who do 
have an increase in nightmares or flashbacks at the beginning of treatment may do 
so because they are not avoiding for the first time. Therapists can actually help such 
clients notice that this is a good start and that the flashbacks and nightmares will 
decrease over time. An increase in PCL-5 scores by a few points is not clinically sig-
nificant.

Therapists can also remind clients that most of the out-of-session therapy assign-
ments do not take a lot of time and are geared to helping them to take over as their 
own therapists by the end of treatment with a new set of skills. Moreover, therapists 
can remind clients that they have been having memories of their traumatic events for 
a long time, and that the goal of CPT is to relieve them of the pain of those intrusive 
memories and find a satisfactory way to accept what happened without all of the symp-
toms of PTSD.

Checking the Client’s Reactions to the Session

A therapist should end Session 1 by asking about a client’s reactions to the session and 
answering any questions the client may have about the session content or the practice 
assignment. Normalizing any negative emotions and praising the client for taking this 
important step toward recovery are both essential. The therapist should remind the 
client that he or she may have the urge to avoid both doing the practice assignment 
and coming to the next session, but that both are important for the recovery process.
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HANDOUT 5.1

Recovery or Nonrecovery from PTSD Symptoms 
Following Traumatic Events

In normal recovery, intrusions and emotions decrease over time and no longer trigger each other.

When intrusions occur, natural emotions and arousal run their course and thoughts have a 
chance to be examined and corrected. It is an active “approach” process of dealing with the 
event.

However, in those who don’t recover, strong negative emotions lead to escape and avoidance. 
The avoidance prevents the processing of the trauma that is needed for recovery, and it works 
only temporarily.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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HANDOUT 5.2

 What Are Stuck Points?

Stuck Points are:

Black-and-white
Thoughts, not 

feelings
All-or-nothing

Thoughts behind 
moral statements 

or the Golden 
Rule

“If–then” 
statements

Not always “I” 
statements

Concise

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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HANDOUT 5.3

Practice Assignment after Session 1 of CPT

Date:                         Client: 	

Please write at least a one-page statement on why you think your 
most distressing traumatic event occurred. You are not being asked 
to write specific details about this event. Write about what you have 
been thinking about the cause of this event.

Also, consider the effects this traumatic event has had on your 
beliefs about yourself, others, and the world in the following areas: 
safety, trust, power/control, esteem, and intimacy.

Bring this statement with you to the next session. Also, please read 
over the two handouts I have given you on PTSD symptoms and 
Stuck Points (Handouts 5.1 and 5.2), so that you understand the 
ideas we are talking about.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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6
Finding Stuck Points
Sessions 2 and 3

Goals for Sessions 2 and 3

The overall goals for Sessions 2 and 3 of the CPT protocol are to review the Impact 
Statement each client writes as the first practice assignment, with a primary goal of 
finding Stuck Points that have interfered with the client’s recovery after traumatiza-
tion. These sessions are foundational to the client’s developing understanding of the 
association between thoughts and feelings—an understanding that is fostered through 
the use of psychoeducational materials and self-monitoring of these associations. The 
therapist also initiates Socratic dialogue in these sessions, focusing on assimilated 
Stuck Points (i.e., historical appraisals of the index trauma) in order to facilitate the 
client’s more accurately appreciating the context of the event and the roles of self and 
others in the event. The therapist should encourage the client to express natural emo-
tions that emanate from this more accurate understanding, both within and outside 
sessions. Following these sessions, the client engages in daily self-monitoring of events, 
thoughts, and feelings, including at least one event related to the index trauma, as a 
practice assignment.

Session 2:  
Examining the Impact of Trauma

Procedures for Session 2

1.	 Review the client’s scores on the self-report objective measures.
2.	 Have the client read his or her Impact Statement aloud, and assist the client in 

identifying Stuck Points in this statement.
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3.	 If the client has not completed the Impact Statement as a practice assignment, 
address the nonadherence with the assignment. (Do this for all practice assign-
ments in CPT.)

4.	 Begin helping the client to identify and recognize the connections among events, 
thoughts, and emotions, and to differentiate facts from thoughts.

5.	 Introduce the ABC Worksheet.
6.	 Describe and discuss Stuck Points more fully.
7.	 Give the new practice assignment.
8.	 Check the client’s reactions to the session and the practice assignment.

Reviewing the Client’s Scores  
on the Self-Report Measures

As a reminder, each client should complete the PCL-5 (Handout 3.1; and perhaps the 
PHQ-9 [Handout 3.2]) on a weekly basis at the beginning of the therapy session or in 
the waiting room beforehand. The PCL-5 total scores should be graphed on Handout 
3.1 to share with the client. The therapist should record the scores and add them to 
the client’s records, and the client given feedback on symptoms at each assessment.

Having the Client Read the Impact Statement, 
and Identifying Stuck Points

One objective of the Impact Statement (which the client has been assigned to write as 
the practice assignment at the end of Session 1) is to elicit the client’s appraisals about 
the cause of the traumatic event and to have the client examine the effects the event 
has had on his or her life in several different areas (i.e., safety, trust, power/control, 
esteem, intimacy). When the client reads this statement, it is important for the thera-
pist to determine whether or not these goals have been achieved. While listening to 
the Impact Statement, the therapist should also be attuned to Stuck Points that are 
interfering with acceptance of the event (i.e., assimilation) and extreme, overgeneral-
ized beliefs (i.e., overaccommodation).

Here is an example of an assimilated Stuck Point: A client who has been physically 
assaulted by her husband may write, “The reason that the assault happened was that I 
burned dinner.” After the therapist discusses the event with the client, she may put on 
her Stuck Point Log (Handout 6.1), “When I am not perfect, I cause my husband to hit 
me.” This switches the focus of the statement from the burned dinner to the husband’s 
reaction to any mistakes the client might make. The therapist can move forward over 
the sessions to the evidence about whether it is possible to be perfect, and whether an 
assault is an appropriate response to imperfection.

An example of overaccommodation, along these same lines, might be “I can’t do 
anything right.” The client can write it down just as stated, because it will be addressed 
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later in therapy. The therapist can also use the opportunity to practice a little Socratic 
dialogue to assess the client’s cognitive flexibility. For example, the therapist may say, 
“You can’t do anything right? I thought you did a good job on the Impact Statement. 
Are there some things that you can do right?”

Another objective of the initial Impact Statement is to increase the client’s motiva-
tion for change. In the process of examining the myriad ways that the traumatic event 
has affected the client’s beliefs about self and others, it is possible for the therapist 
to help the client see that the cost of avoidance is very high, and that remembering 
traumas and feeling painful natural emotions are worth the risk. The therapist might 
notice how many different areas of the client’s life have been affected by the client’s 
interpretation of the traumatic event(s): social life, work, self-esteem, confidence, con-
trol, intimacy, and attachment to others. Still another reason why the Impact State-
ment is important is that it is used as a benchmark for changes at the end of therapy, 
when it is compared with the client’s final Impact Statement.

The therapist should begin this session and all subsequent sessions by asking the 
client about practice assignment completion. Based on social convention or other mod-
els of therapy, the therapist may be inclined to begin sessions with open-ended ques-
tions such as “How was your week?” or “How are you doing?” Asking such questions 
allows the client to avoid working on the traumatic material, and much of the session 
could be lost to irrelevant storytelling. Consistently beginning sessions with an inquiry 
about practice assignments reinforces the importance of these assignments in the cli-
ent’s recovery and helps shape the client toward the goal-focused and active nature of 
the treatment. The therapist should praise the client for completing assignments, espe-
cially the first Impact Statement, which sets the stage for further adherence. (Address-
ing nonadherence with practice assignments, particularly this one, is covered in a 
separate section below.)

The client is asked to read the Impact Statement aloud (i.e., the therapist does not 
read it either aloud or silently). This is done to support the client’s approach behav-
ior over avoidance behavior, and to reinforce the client’s active role in therapy. After 
listening to the Impact Statement, the therapist should normalize the impact of the 
event, but should also begin to instill the idea that there may be other ways to inter-
pret traumatic events—ways that will allow the client to move beyond them. Next, the 
therapist should review the Impact Statement in depth, by asking clarifying questions 
and determining how the content of the statement makes the client feel. The thera-
pist should also help the client to identify Stuck Points that are hindering recovery, 
which will be objects of focus during treatment. It is possible to put the Stuck Points 
on the Stuck Point Log without phrasing them in optimal format; this may save time 
in the session, and the therapist and client will be working with the Stuck Points one 
at a time as they arise over the course of therapy. However, the therapist may want 
to spend some time on the most salient assimilated Stuck Point, to get it into a good 
“If–then” format rather than “I should have” or “I would have” phrasing (e.g., “If I 
hadn’t frozen for a few seconds, I would have stopped the event”), because the most 
important assimilated Stuck Point is the beginning of therapy.
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Any and all Stuck Points should be placed on the Stuck Point Log (Handout 6.1). 
If the client tries to argue that some statement is not a Stuck Point (a thought) but is a 
fact, the therapist can suggest writing it down anyway, so that they can decide about 
this together later. If the client still insists that this thought is a fact, the therapist can 
write it on his or her copy of the Impact Statement so that it can be revisited later. The 
therapist may even say, “Given how strongly you are saying that, I expect we may be 
spending more time on this later.”

It is our experience that clients are relatively more capable of identifying over-
accommodated thoughts that are consequences of traumatic events than of identify-
ing assimilated thoughts. This is likely to be a result of avoiding retrospection on the 
trauma itself, or simply of being more attuned to here-and-now thoughts in daily life. 
Thus the therapist should pay special attention to drawing out assimilated thoughts, or 
specific thoughts about why the traumatic event occurred, given their importance in 
the therapist’s individual case conceptualization. As a reminder, overaccommodated 
thoughts are consequences of assimilated thoughts. Accordingly, the therapist can 
often deduce from overaccommodated thoughts the likely assimilated thoughts that 
the client holds.

Some clients have avoided thinking about the trauma to such an extent that they 
actually do not recognize the assimilated thoughts that they hold or have not taken the 
time to form a trauma narrative. In these cases, the therapist should gently probe for 
possible problematic interpretations of the traumatic events. For example, in response 
to a client’s statement of a thought about ways he or she could have handled a traumatic 
situation differently, the therapist might say, “How do you think you should have han-
dled it? What were your options at the time?” Hindsight bias (“I should have known 
that it would happen”), self-blame (“It is my fault that it happened”), and denial of vari-
ous sorts (e.g., “I keep thinking that if I had been there, he wouldn’t have been killed,” 
or “I always think there must have been something I could have done to stop it”) are 
all examples of assimilation or trying to alter perceptions of the event to fit with prior 
beliefs. Keep in mind that if the client denies any self-blame, undoing, or just world 
thoughts, their assimilation of the event may be erroneous blame of someone who did 
not commit the trauma or have intent for it to occur. Examples of overaccommodation 
include “We are in grave danger all the time,” “I can’t trust my own judgment,” and 
“I can never feel close to anyone again.” The therapist can mildly point out that those 
extreme statements, while intended to make the client feel safer and more in control, 
have a heavy price and ultimately do not work. The therapist might say, “How do these 
thoughts relate to what you think caused the trauma?”

As discussed in Chapter 3 regarding case conceptualization, the therapist should 
recognize Stuck Points that reflect assimilation or overaccommodation, in order to 
prioritize and order the Stuck Points that will be addressed in treatment. Although it 
is important for the therapist to be able to recognize assimilated versus overaccom-
modated beliefs, because the therapist needs to begin therapy with trauma-focused 
assimilated beliefs, it is not necessary to use the actual terms “assimilation” and “over-
accommodation” with the client.
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The following is an example of an Impact Statement written by a 34-year-old 
man who was sexually abused as a child and was the victim of several adult assaults. 
Although he is clearly blaming himself for the events (i.e., assimilation), he is intimi-
dated by other people and has overgeneralized beliefs about danger in the world. His 
problems with self-esteem are also evident.

The overall feeling of what it means to have been assaulted is the feeling that I must be 
bad or a bad person for something like this to have occurred. I feel it will or could happen 
again at any time. I feel only safe at home. The world scares me, and I think it is unsafe. I 
feel all people are more powerful than me, and I am scared by most people. I view myself 
as ugly and stupid. I can’t let people get real close to me. I have a hard time communi-
cating with people in authority, so plainly I haven’t been able to work. My fiancée and I 
rarely have sex, and sometimes just a hug revolts me and scares me. I feel if I spend too 
much time out in the world, an event like my past [events] will take place. I feel hatred 
and anger toward myself for letting these things happen. I feel guilty that I’ve caused 
problems with my family [this man’s parents were divorced]. I feel dirty most of the time 
and believe that’s how others view me. I don’t trust others when they make promises. I 
find it hard to accept that these events have happened to me.

After reviewing the Impact Statement, the therapist and client should turn to 
the Stuck Point Log, adding Stuck Points to the log based on the discussion of the 
Impact Statement. The therapist should work to distill the Stuck Points so that they are 
thoughts versus feelings and challengeable (without using up the entire session time). 
Based on the sample Impact Statement given above, examples of Stuck Points would 
include the following:

“I must be bad for this to have occurred.”
“I will be abused at any time again.”
“All people are more powerful than me.”
“I am ugly and stupid.”
“The world is unsafe.”
“Home is the only safe place.”
“I can’t work.”
“If I spend too much time out in the world, an event like my past [events] will take 

place.”
“I am dirty.”
“Other people view me as dirty.”
“Others can’t be trusted when they make promises.”

The therapist keeps each client’s first Impact Statement in his or her records for 
this client, so that the client does not use it in writing the final Impact Statement. Also, 
the therapist should make a copy of the client’s Stuck Point Log periodically or keep 
his or her own Stuck Point Log for each client during therapy, so that if the client for-
gets the log or loses the therapy binder or workbook, the therapy can proceed anyway.
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Addressing Nonadherence with the Impact Statement 
and Other Practice Assignments

As with any form of cognitive-behavioral therapy, it is imperative that therapists 
quickly and effectively address practice assignment nonadherence, in order for clients 
to receive an adequate dose of CPT. Addressing nonadherence is especially important 
in the treatment of PTSD, because avoidance is an integral factor maintaining this 
disorder. Moreover, of all the various possible factors in treatment outcomes that have 
been examined (e.g., type of trauma, length of diagnosis, chronicity of traumatization), 
the amount of practice done outside sessions is among the most robust predictors of 
improvement. It may be tempting to allow clients to do no or minimal work on prac-
tice assignments, but then the clients may complete the treatment with no or minimal 
improvements, and may be left believing that they are “treatment failures.” They are 
then less likely to profit from future treatments, and future therapists will have to over-
come the clients’ socialization that they can do no or minimal work outside sessions. 
For these reasons, it is incredibly important that therapists quickly address nonadher-
ence to the practice assignments in CPT.

If a client does not write the Impact Statement assigned at the end of Session 
1, the therapist should begin by querying what prevented the client from complet-
ing the assignment, using Socratic dialogue skills. In some cases, the difficulty may 
be a knowledge deficit: The client may not have understood the assignment. How-
ever, it is our experience that most people with a true knowledge deficit will at least 
attempt the assignment. In most cases, the problem is pure avoidance, or motivational 
issues have gotten in the way. For example, clients may feel hopeless that treatment 
will work, or may be embarrassed about their literacy or comprehension skills. The 
therapist should identify such issues and assign them as topics for ABC Worksheets 
to be completed before the next session (see the later discussion of ABC Worksheets), 
to help sensitize clients to their ways of thinking and the effects of this thinking on  
adherence.

Because in most cases avoidance of thinking about the trauma gets in the way of 
clients’ completing this assignment, an important second step is to reiterate the role 
of avoidance in keeping clients stuck in their recovery. We recommend asking clients 
what they remember about the psychoeducation provided in Session 1 regarding the 
role of avoidance, in order to assess the clients’ understanding of the rationale for 
facing the trauma-related thoughts. This also creates a situation in which the clients 
are arguing for approaching versus avoiding. This method decreases any tendency 
for therapists to sound as if they are “lecturing” clients or heightening the shame the 
clients may be feeling about not completing the assignment.

The third step in addressing nonadherence with the Impact Statement assign-
ment is to have clients share orally in session what they would have written if they 
had completed their Impact Statements (or what they wrote, if they say they forgot to 
bring it in). A therapist should not stop the session to have a client write the statement. 
This is a crucial step, because the therapist should not collude with nonadherence 
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(a/k/a avoidance). Instead, the therapy proceeds. It is advisable to have clients take 
some notes or use the Stuck Point Log to jot down some of their thoughts about what 
they would have written, in order to facilitate the completion of this assignment after 
Session 2. The fourth step in addressing nonadherence is to have each nonadherent 
client complete the Impact Statement at home, in addition to the next practice assign-
ment (i.e., the use of ABC Worksheets for self-monitoring). This strategy of reassigning 
uncompleted practice assignments circumvents any possibility of a therapist’s reinforc-
ing avoidance of addressing the Stuck Points that are maintaining PTSD and comorbid 
conditions. If the therapist does not move on with the next assignment, as well as hav-
ing the client complete the previous assignment, the client will get the message that 
it is acceptable to do the assignments every other session or only occasionally. The 
therapist will then be colluding with avoidance.

Finally, we recommend that therapists ask clients during the portion of each ses-
sion focused on assigning the next practice assignment what the clients will concretely 
do to ensure completion. Some suggestions therapists can make include beginning 
each assignment the day it is assigned, scheduling time in the clients’ calendars, using 
reminders in their calendars or on their cell phones, and enlisting trusted others to 
inquire about how each assignment is going. (Note: There is a CPT application avail-
able for free through iTunes called CPT Coach, in which all the assignments are avail-
able, as well as methods to record reminders for practice completion and the next 
appointment.)

Examining Connections among Events, Thoughts, 
and Feelings

After a therapist and client have discussed the client’s Impact Statement, the therapist 
begins to assist the client in identifying and labeling thoughts and emotions; starts to 
help the client see the differences and connections among events, thoughts, and feel-
ings; and introduces the client to the idea that changing thoughts can change the level 
and type of emotions the client experiences. The therapist first gives the client the 
Identifying Emotions Handout (Handout 6.2), to help provide psychoeducation about 
the different types of emotions and their range and intensity. The therapist needs to 
allow at least a third of the session for this new rationale and material. One way of 
beginning this discussion is to say something like this:

“Today we are going to work on identifying different feelings, and we will also be 
looking at the connections between your thoughts and feelings. Let’s start with some 
‘basic’ or ‘natural’ emotions: angry, disgusted, sad, scared, and happy. All humans 
are hard-wired to experience basic emotions, which occur automatically and give us 
important information about how to behave in the current and future similar situa-
tions. Can you give me an example of something that makes you angry? When do you 
feel sad? How about happy? What frightens you? How do you feel physically when you 
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are feeling angry? How do you feel physically when you are feeling scared? How are 
angry and scared different for you?

“There are other kinds of emotions that are based on our thoughts, not directly 
resulting from an event. We call these ‘manufactured’ emotions, because it is like we 
have a little factory inside our minds that keep producing negative thoughts about why 
the event happened or what it means, and we end up with different emotions like feel-
ing guilty or ashamed. We can even blame someone who didn’t intend the outcome or 
harm, because it feels safer to blame that person than the actual person who caused 
the event. These emotions, natural or manufactured, can be combined to create other 
emotions like being jealous (angry + scared) or can vary in intensity (for instance, 
‘angry’ can be described as ranging from ‘irritated’ to ‘enraged’). With natural emo-
tions, we encourage you to allow yourself to finally feel them, and they will lessen 
naturally and fairly quickly. With manufactured emotions, you will have to learn to say 
something more accurate to yourself, and the emotions will change with the changes 
in thoughts. Some of the thoughts you have had about why the trauma occurred were 
assumptions you made after the trauma, and you may have been young or may not 
have had all of the facts. Because you have been avoiding remembering the trauma, 
you have not had the opportunity to examine the facts behind your thoughts. We will 
look at these together.”

The therapist can use as an example an acquaintance’s walking down the street 
and not greeting the client, or a friend’s promising to call and not calling. The client is 
next asked, “What would you feel?” and then “What would you say to yourself?” (e.g., 
“I’m hurt. He must not like me,” or “I am angry. She is being rude”). If the client is 
unable to generate alternative statements, the therapist should present several other 
possible self-statements (e.g., “He must not have his glasses on,” “I wonder if he is ill,” 
or “He didn’t see me,” “Maybe her cell phone died”). Then the therapist can ask what 
the client would feel if he or she said any of the other statements. It should then be 
pointed out how different self-statements elicit different emotional reactions. The cli-
ent’s Impact Statement should be used as material for personalizing the client’s event–
thought–feeling connections:

“Now let’s go back to the Impact Statement you wrote. What kinds of things did 
you write about when you were thinking about what it means to you that [the index 
event] happened to you? What feelings did you have as you wrote it?”

When clients are unable to label their emotions accurately, therapists can help 
them differentiate emotions by focusing on how different emotions feel in the body. 
As a parenthetical note, some emotions have multiple functions, and it may take some 
clinical judgment as well as Socratic dialogue to determine the particular function in 
a particular instance. For example, anger can be a natural emotion that is a response 
to being attacked—the fight response or righteous anger (cognitively mediated but 
accurate). Anger can also be cognitively mediated and may be erroneously self- or 
other-directed (“It is my fault that it happened,” “My mother should have prevented 
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her brother from abusing me”). Finally, some clients use anger to cover more painful 
emotions such as sadness or grief, or to push their therapists and other people away as 
avoidance.

If clients do not recognize their emotions or the connections of their emotions 
to their beliefs, therapists can help them tie their thoughts to feelings and behaviors 
by asking such questions as “How do these thoughts influence your mood? How do 
they affect your behavior?” Therapists should make sure that clients see the connec-
tions among thoughts, feelings, and behaviors. Some clients cannot tell the difference 
between a thought and a fact; sometimes a simple “why” question can help elicit a 
client’s thinking.

Therapist: Why were you angry?

Client: Because I should have known better.

Therapist: So your thought was “I should have known that this was going to 
happen”?

Client: Yes.

Therapist: And your anger was directed toward yourself? [Note: It is always 
important to ask about the direction of anger.]

This exchange also allows the therapist to begin some gentle Socratic dialogue 
to further assess the flexibility of the client’s thinking, and to determine whether the 
client has made some simple “blind” assumptions (e.g., “I just should have known”) or 
has developed complex and convoluted thought patterns.

Therapist: I don’t understand; how could you have known that this was going to 
happen?

Client: I had a strange feeling that morning, like something was going to hap-
pen.

Therapist: Have you ever had those kinds of feelings when nothing happened?

Client: Yes, but it was very strong. I should have done something.

Therapist: Did your feeling tell you what was going to happen or when it was 
going to happen?

Client: No.

Therapist: Then what could you have done?

Client: I don’t know. I just should have done something.

Therapist: Were you certain about your feeling? You said that sometimes you 
have had feelings and then nothing happened.

Client: No, I wasn’t positive.
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Therapist: So you didn’t quite trust those feelings and wouldn’t have known 
what to do, even if you were sure?

Client: No, but I still feel guilty that I should have done something.

Therapist: Let’s pretend for a second that you had a clear vision of exactly what 
was going to happen and exactly when it was going to happen, and knew 
exactly who to call to warn. What do you think their reaction would have 
been?

Client: They wouldn’t have believed me. They would have thought I was crazy.

Therapist: And then how would you feel?

Client: Well, I wouldn’t feel guilty or angry at myself; I would be angry at them 
and frustrated at not being able to do anything.

Therapist: Yes, it’s frustrating not being able to do anything to stop an event that 
is out of your control, isn’t it?

Client: Yes, I hate it.

Therapist: It is very difficult to accept that some events can be out of our control. 
But is it your fault that it happened?

Client: No, I suppose not.

If the client begins to argue with the therapist or becomes defensive about his 
or her beliefs, the therapist should back off immediately and say something like this: 
“This seems like an important topic that we will return to,” or “I hear what you’re 
thinking. Would you be open to discussing it more later?”

Although some clients have very convoluted thinking that justifies their Stuck 
Points, often a therapist will obtain few answers in response to questions in Socratic 
dialogue, especially early in therapy. Consider this example:

Client: I let it happen.

Therapist: How did you let it happen?

Client: I don’t know; I didn’t prevent it.

Therapist: How could you have prevented it?

Client: I don’t know. I just should have.

In cases such as this one, clients are making an unconsidered assumption: They 
drew a conclusion after the traumatic event that they could have prevented it, believed 
it without question, and never examined it further. This is particularly common when 
traumatic events happened in childhood, because the clients’ level of thinking at the 
time would have been rather simplistic. Once they determine an unexamined belief, 
the clients then respond as if the statement were true, just because they thought so. 



	 Finding Stuck Points	 111

If clients become uncomfortable because they do not have answers to the questions, 
therapists should back off and gently reassure them that this is exactly what they 
will be working on in therapy. In other words, therapists and clients will be working 
together to help the clients think about the reality of the situation and experience the 
natural feelings associated with that reality.

Introducing the ABC Worksheet

The ABC Worksheet (Handout 6.3; we provide completed samples of this worksheet 
in Handouts 6.3a, 6.3b, and 6.3c) is the first of several worksheets that build on each 
other and are used across CPT; the ultimate aim of these worksheets is to have clients 
become their own cognitive therapists. The ABC Worksheet is designed to heighten 
clients’ awareness of how their interpretations of day-to-day events, as well as trauma 
appraisals, influence how they feel.

Therapists should first orient clients to the ABC Worksheet by pointing out the 
different columns and demonstrating how to complete them. We initially encourage 
that only one event be put on a worksheet at a time, to simplify the process of moni-
toring; ultimately, more than one event can be written on each worksheet, with a line 
between one event and the next as clients gain a better grasp of the task. In addition, 
multiple thoughts can be activated in reaction to the same event. Therapists should 
help clients see the links between different thoughts and different emotions.

The client and therapist should complete one worksheet together during the ses-
sion. An event that the client has already brought into therapy, or an event that has 
occurred within the past few days, should be used. We recommend that the client 
write on the worksheet that is used as an example, to ensure that the assignment is 
understood. One or more of the completed sample ABC Worksheets (Handouts 6.3a, 
6.3b, and/or 6.3c) that have some relevance to the client’s presentation should also be 
given to the client. Enough copies of the ABC Worksheet for daily self-monitoring 
before the next session should be given to the client. In addition, the client should be 
prompted to do at least one worksheet related to the index event.

“These practice worksheets will help you to see the connections between your 
thoughts and feelings following events. Anything that happens to you, or anything you 
think about, can be the event to look at. You may be more aware of your feelings than 
your thoughts at first. If that is the case, go ahead and fill out column C first. Then go 
back and decide what the event was (column A). Then try to recognize what you were 
saying to yourself (column B). Ask yourself why you feel that way, and the answer is 
likely to be your thought. Try to fill out these worksheets as soon after the events as 
possible. If you wait until the end of the day (or the end of the week), you are less likely 
to remember what you were saying to yourself. Also, the events you record don’t have 
to be negative events. You may also have thoughts and feelings about pleasant and neu-
tral events. However, I want you to do at least one ABC Worksheet about the traumatic 
event that we decided to start with.”



112	 CPT MANUAL	

At the bottom of the ABC Worksheet are two questions that introduce the notion 
of alternative interpretations of events. At this point in CPT, the client’s primary focus 
in completing ABC Worksheets should be on identifying the links between thoughts 
and feelings before moving on to challenging cognitions. Thus the therapist should 
use his or her judgment about introducing these questions in this session to the client, 
depending on the client’s grasp of the basic thought-monitoring process. Typically, the 
therapist doesn’t assign the bottom two questions at this point, because the client is 
likely to say that the thought is realistic and that there is nothing else to say. If, during 
the Socratic dialogue about the ABC Worksheet, the client insists that the extreme 
thought is realistic, then the therapist has obtained important information about the 
client’s cognitive rigidity.

However, if the client answers the question spontaneously with an appraisal that 
the thought is unrealistic, this may be an indicator that the client is already beginning 
to challenge his or her own thoughts. The two questions at the bottom can be assigned 
in such a case, but do not have to be. The two questions at the bottom can also be used 
in addition to the rest of the form as an alternative to the progressively more sophisti-
cated worksheets (i.e., the Challenging Questions Worksheet, Patterns of Problematic 
Thinking Worksheet, and Challenging Beliefs Worksheet) if these later forms prove 
to be too difficult for the client because of low intelligence, comprehension problems, 
head injury, literacy issues, or the like.

Describing and Discussing Stuck Points More Fully

The concept of Stuck Points, of course, has already been introduced in connection 
with the client’s reading of the Impact Statement and the client and therapist’s review 
of this statement. However, because therapists themselves are not always clear about 
what a Stuck Point is or isn’t, we have included a guide for therapists to help clients 
identify Stuck Points (see Figure 6.1). An informational handout for clients (Handout 
6.4) is also provided as part of the session materials for the same purpose. As noted 
above, a therapist may choose to give the client one of the completed sample ABC 
Worksheets, to help the client learn how to fill out this form. Clients usually don’t need 
all three of these samples, and it is helpful to pick one that is closer to each individual 
client’s index trauma. Therapists who are working with particular types of trauma cli-
ents (e.g., refugees, survivors of motor vehicle crashes) may want to make up their own 
completed sample ABC Worksheets for these populations.

Here are some additional suggestions for describing and discussing Stuck Points:

1.	 Stuck Points are often more easily understood when they are first described in 
nontraumatic terms.

2.	 Because reminders of the trauma often bring up anxiety, people may have dif-
ficulty “hearing” the description of Stuck Points, so describing them by using 
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Therapist Stuck Point Guide

Stuck Points are concise statements that reflect thoughts—not feelings, behaviors, 
or events. They are usually phrased in “If–then” format. When clients provide what 
they think are Stuck Points, but are not in Stuck Point format, Socratic dialogue can 
be used to clarify the underlying Stuck Points.

A.	Examples of statements commonly misidentified as Stuck Points:

1.	 Not a Stuck Point: “Trust.”

	 Why not? This is a concept, not a thought. It is not specific, and you need to 
identify what the person thinks about trust. In this example, you might ask the 
client what about “trust” is a problem.

	 Possible related Stuck Points: “I can’t trust anyone in any way,” “If I let any-
one get close to me, I will get hurt,” “I can never trust my judgment.”

2.	 Not a Stuck Point: “I am nervous whenever I go on a date.”

	 Why not? This statement is describing a feeling and a fact, not a thought. In 
this example, you might ask what the client is telling him- or herself about the 
date, to help the client identify potential Stuck Points.

	 Possible related Stuck Points: “If I go on a date, I will get hurt,” “People 
always take advantage of me.”

3.	 Not a Stuck Point: “I fight with my daughter all the time.”

	 Why not? This is describing a behavior, a fact, not a thought. In this example, 
you might ask more about the client’s thinking before, during, and after a recent 
fight with her daughter to identify possible Stuck Points.

	 Possible related Stuck Points: “I don’t mean anything to her,” “I must be in 
control to keep her safe.”

4.	 Not a Stuck Point: “I witnessed people die.”

	 Why not? This statement is describing a fact, not a thought. In this example, 
you might ask for the client to describe the impact of witnessing others die. 
What thoughts did the client have at the time? What thoughts does the client 
have now? Or after that statement, you can ask, “And therefore . . . ?”

	 Possible related Stuck Points: “It was my fault that people died,” “I should 
have done something to prevent it.”

5.	 Not a Stuck Point: “I don’t know what will happen to me,” or “What will happen 
to me?”

	 Why not? This is a question about the future. In order to find the Stuck Point in 
this example, you might ask the client, “When you ask yourself that question, 
what is the answer you come up with? What is the meaning of that answer?”

	 Possible related Stuck Points: “I will not have a future,” “I am not deserving 
of good things in my future.”

(continued)

FIGURE 6.1.  Guide to Stuck Points for CPT therapists.
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6.	 Not a Stuck Point: “Parents should love their children.”

	 Why not? This is a moral statement/rule, and you want to identify the thought 
behind it. In this example, to find the Stuck Point, you might ask what the moral 
statement means to the client with respect to his or her own life.

	 Possible related Stuck Points: “My parents failed me,” “I can’t trust people 
even if they are family members.”

B.	A few reminders about good Stuck Point structure:

1.	 Make sure that each Stuck Point is one concise thought. If a client provides 
multiple Stuck Points as one, make sure to break them apart and challenge 
them separately. For example, “It is my fault Joe died, I am a terrible person, 
and I deserve to be punished” can be broken down into three different Stuck 
Points: “It is my fault Joe died,” “I am a terrible person,” and “I deserve to be 
punished,” which all should be challenged separately, starting with the assimi-
lated thought “It is my fault Joe died.”

2.	 If you are struggling, put a statement into the “If–then” format if possible, and 
have the client fill in the blank. For example, “If I had seen the land mine, then 
Joe would not have died.” On the client’s Impact Statement, you can underline 
Stuck Points and put them into “If–then” format on the Stuck Point Log.

3.	 Stuck points are typically black-and-white statements couched in extreme lan-
guage. Extreme language can sometimes be hidden. For example, often when 
a client says, “It was my fault,” the client usually means “It was all my fault.” The 
second statement can be easier to get some movement on.

4.	 Stuck Points are harder to challenge when they are too vague. Make it more 
specific by asking, “How did you come to this conclusion?” For example, “I 
trust no one” can be refined to “If I trust others, then I’ll get hurt.”

5.	 Keep your eye out for words that can have multiple interpretations. Stuck Points 
are easier to challenge when they are specific and do not make assumptions 
about the meaning of words. For example, you can make the statement “If I 
was normal, then I wouldn’t have fallen apart” more specific by asking, “What 
do you mean by ‘normal’?” and “What do you mean by ‘fallen apart’?”

C.	Examples of Stuck Points:

1.	 If I had done my job better, then other people would have survived. (assimi-
lated)

2.	 Other people were killed because I messed up. (assimilated)

3.	 Because I did not tell anyone, I am to blame for the abuse. (assimilated)

4.	 Because I did not fight against my attacker, the abuse is my fault. (assimilated)

5.	 I should have known he would hurt me. (assimilated)

FIGURE 6.1  (continued)
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  6.	 It is my fault the accident happened. (assimilated)

  7.	 If I had been paying attention, no one would have died. (assimilated)

  8.  If I hadn’t been drinking, it would not have happened. (assimilated)

  9.	 I don’t deserve to live when other people lost their lives. (overaccommodated)

10.	 If I let other people get close to me, I’ll get hurt again. (overaccommodated)

11.	 Expressing any emotion means I will lose control of myself. (overaccommo-
dated)

12.	 I must be on guard at all times. (overaccommodated)

13.	 I should be able to protect others. (overaccommodated)

14.	 I must control everything that happens to me. (overaccommodated)

15.	 Mistakes are intolerable and cause serious harm or death. (overaccommo-
dated)

16.	 No one can understand me. (overaccommodated)

17.	 If I let myself think about what has happened, I will never get it out of my mind. 
(overaccommodated)

18.	 I must respond to all threats with force. (overaccommodated)

19.	 I will go to hell because of the things that I have done. (overaccommodated)

20.	 I am unlovable. (overaccommodated)

21.	 Other people should not be trusted. (overaccommodated)

22.	 My hypervigilance is what keeps me safe. (overaccommodated)

23.	 If I have a happy life, I will be dishonoring my friends. (overaccommodated)

24.	 I have no control over my future. (overaccommodated)

25.	 Men cannot be trusted. (overaccommodated)

26.	 People in authority always abuse their power. (overaccommodated)

27.	 I am damaged forever because of the rape. (overaccommodated)

28.	 I am unlovable because of [the trauma]. (overaccommodated)

29.	 I am worthless because I couldn’t control what happened. (overaccommo-
dated)

30. I deserve to have bad things happen to me. (overaccommodated)
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more routine examples can be more helpful. Such a description can be given 
as follows:

“In this therapy, we focus on how your thinking or your thoughts can get in the 
way of your recovery from your trauma. We call these kinds of thoughts ‘Stuck Points,’ 
because they are thoughts that keep you ‘stuck’ in your symptoms. They create bar-
riers to your recovery. Examples of some Stuck Point thoughts are ‘It’s my fault,’ ‘I 
should have done something differently,’ or ‘We should have gone left instead of right.’ 
Remember, these are thoughts, not feelings.

“Let me give you an example of how thoughts can keep us stuck and be barriers: 
When you were getting ready to come to the session today, you probably had some 
thoughts about coming. What were your thoughts? [The therapist should write down 
these thoughts on a whiteboard or a piece of paper. Typical thoughts are “I don’t know 
if I can do this,” “I don’t know if this will help,” “This isn’t for me,” “You’ll think I’m 
stupid.”]

“If this is what you were telling yourself, how did that make you feel? [The thera-
pist should write down the corresponding feelings on the whiteboard or paper.] Wow, 
you can see how these thoughts made you feel and how they could have gotten in 
the way of your coming here today and working toward recovery. But somehow you 
got yourself here. You told yourself something that got you here. What were those 
thoughts? [There is no need to write these thoughts down; the therapist should simply 
have the client answer. Examples may include ‘I need to do this,’ ‘I am tired of living 
this way,’ or ‘I want to do this for my family and myself.’]

“See how the thoughts that got you here are different from the first ones that 
we wrote down? The thoughts that got you here moved you forward, while the other 
thoughts can hold you back and keep you stuck, and so we call those types of thoughts 
Stuck Points. In this therapy, we want to look at your Stuck Points and see how they 
are keeping you stuck in your recovery from your traumas.”

Giving the New Practice Assignment

The practice assignment after Session 2 (see Handout 6.5) is for the client to do daily 
self-monitoring on the relationships among events, thoughts, and feelings, using the 
ABC Worksheets. At least one of the worksheets needs to give the index traumatic 
event as the event. If the client did not write an Impact Statement, writing this state-
ment will be reassigned, in addition to daily completion of ABC Worksheets.

Checking the Client’s Reactions to the Session  
and the Practice Assignment

The therapist should conclude Session 2 by eliciting the client’s reactions to the session 
and asking whether the client has any questions about the content or the new practice 
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assignment. The therapist should reinforce any important ideas or discoveries made in 
the session, and should note the important take-home messages that the client offers.

Session 3: Working with Events, 
Thoughts, and Feelings

Goals for Session 3

The main goals for Session 3 are for clients to identify events, thoughts, and feelings; to 
determine how they are connected; and to begin discovering how feelings can change 
when thoughts change. An important goal of this session is to make sure that clients 
can identify different emotions and can label them accurately, and are beginning to 
understand which ones came directly from a traumatic event (i.e., natural emotions 
like fear or sadness) and which ones were based on their appraisals or conclusions 
about the event (e.g., guilt, shame, erroneous other-blame). Although it is ideal for 
clients to start to change what they are saying (e.g., “You know, I have been thinking 
that I should have done something different, but everything I come up with wasn’t 
possible at the time”), this is not usually the case at this stage. Clients who have been 
making assumptions for a long time come to believe that these assumptions are true, 
merely because they think they are. They come to assume that their thoughts are facts 
through repetition. It is important for therapists to be patient with the process and 
allow clients to come to the new knowledge themselves, rather than to try to convince 
them. By the end of this session, if clients can recognize their thoughts and matching 
emotions, and put them into the correct columns, the session has been successful.

Procedures for Session 3

1.	 Review the client’s scores on the self-report objective measures.
2.	 Review the client’s completion of the practice assignments given to this point. If the 

client did not bring a completed Impact Statement to Session 2, but has brought one 
to Session 3, the therapist should have the client read it first and add any new Stuck 
Points to the Stuck Point Log. If the client has not completed any of the assign-
ments, the therapist needs to address the nonadherence before doing anything else.

3.	 If the client has completed some ABC Worksheets, assist the client in labeling 
thoughts and emotions in response to events, and introduce the notion that chang-
ing thoughts can change the intensity or type of emotions experienced.

4.	 If the client has completed one or more trauma-related ABC Worksheets, use these 
to begin challenging assimilated thoughts about the index traumatic event.
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5.	 Give the new practice assignment.
6.	 Check the client’s reactions to the session and the practice assignment.

Reviewing the Client’s Scores  
on the Self-Report Measures

As in Session 2, and in each subsequent session, each client should complete the PCL-5 
(Handout 3.1; and perhaps the PHQ-9 [Handout 3.2], if the client has depression in 
addition to PTSD) on a weekly basis at the beginning of the therapy session or in the 
waiting room before the session. The therapist should look over the scores on the self-
report measure(s) and notice whether there has been a decrease in overall scores or if 
avoidance has decreased, resulting in an increase in intrusions. If the client says that 
he or she feels worse, the therapist should check the PCL-5 scores to see whether 
they have increased overall, or whether there is just an increase in the intrusive or 
hyperarousal symptoms. (The therapist can say, “Good job. You are not getting worse; 
you are avoiding less and beginning to process the traumatic event. What is your brain 
trying to get you to think about?”)

Reviewing the Client’s Completion 
of Practice Assignments

Addressing Continued Nonadherence with Practice Assignments

If a client did not write the initial Impact Statement after Session 1 for review in Ses-
sion 2, and fails to bring the completed Impact Statement and ABC Worksheets to 
this session, the therapist and client should have a serious discussion about the client’s 
motivation to continue in treatment at this time. As discussed earlier in this chapter, 
therapists should be careful not to proceed with an evidence-based treatment if there 
is poor or no adherence with assignments, because of the potential for creating greater 
recalcitrance to treatment. An analogy we recommend using to help clients understand 
the importance of doing the practice assignments as prescribed is that of antibiotic 
treatment. Taken as prescribed, antibiotics are effective for many bacterial infections; 
if these drugs are not taken at their recommended dosage for the prescribed length of 
time, bacteria can become treatment-resistant. Unless a client can clearly commit to 
CPT with a plan for changing the nonadherent behavior, we recommend terminating 
the protocol until the point at which the client can fully commit. The therapist might 
consider whether any therapy at the current time makes sense in light of the client’s 
motivational deficits, or whether some other form of treatment may be recommended 
(e.g., dialectical behavior therapy, anger management, substance use treatment, panic 
disorder treatment) before a commitment to trauma-focused PTSD treatment can be 
made. We also recommend that the client be referred to someone other than the CPT 
therapist when switching to another therapy, thus reinforcing the avoidance.
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Reviewing the Impact Statement and Dealing with ABC 
Worksheet Nonadherence

If the client did not bring an Impact Statement to Session 2, but has brought one to 
this session, the therapist should strongly reinforce the client’s improved adherence 
and then have him or her read the Impact Statement aloud, with attention to fleshing 
out Stuck Points and putting those Stuck Points on the Stuck Point Log. It is important 
to note that the therapist will need to pace this session more carefully because of the 
additional time needed to read and discuss the Impact Statement, while also deliver-
ing the prescribed interventions for this session. If the Impact Statement was thor-
oughly discussed in Session 2, the therapist could ask about and log new Stuck Points 
that emerged without having the client read the statement. The therapist would then 
take the Impact Statement to keep for the final session.

If the client completed the Impact Statement and shared it in Session 2, but has 
not brought completed ABC Worksheets to this session, the therapist should follow 
the steps to addressing overall nonadherence outlined above. Given that the client is 
still nonadherent with treatment, it may be helpful to look for Stuck Points regarding 
doing practice assignments or getting better, and do ABC Worksheets on these Stuck 
Points. In our experience, clients will generally continue to do their practice assign-
ments if they complete the first Impact Statement assignment. However, sometimes 
there are knowledge deficits or waxing and waning motivational issues that need to be 
addressed over the course of treatment. Clients should be consistently reminded of the 
tried and true adage that they will get out of the therapy what they put into it. Every 
new assignment should be preceded with a compelling rationale.

This raises the important question of “How much is enough?” when it comes to 
adherence. There are risks in continuing the treatment protocol when a client is doing 
only minimal amounts of practice. We recommend consistently urging and supporting 
such a client in doing more practice, but we ultimately recommend using the results 
of ongoing objective assessment of PTSD and comorbid symptoms as the litmus test of 
whether the client is getting a sufficient dose. More specifically, if the client’s scores 
are not improving or only minimally improving across sessions, and the client is not 
doing the recommended amount of practice, then the therapist should address the 
level of effort more directly to improve the client’s ultimate outcomes.

Reviewing ABC Worksheets and Using These to Examine 
Events, Thoughts, and Emotions

If the client has completed and shared the Impact Statement in Session 2, and has 
brought completed ABC Worksheets to this session (i.e., the client has completed all 
practice assignments in a timely manner), the therapist should begin this session by 
reviewing the ABC Worksheets. In looking over the completed worksheets, the thera-
pist should consider several things. First, it is very common for clients to label thoughts 
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as feelings. For example, one client brought in an ABC Worksheet with the activat-
ing event (in column A) of “Get yelled at before I even have my coffee.” Her belief (in 
column B) was “I try so hard but never get rewarded,” and her consequent feeling (in 
column C) was “I feel like I’m fighting an unsuccessful battle.” The therapist reminded 
the client of the emotions to be identified in column C of the ABC Worksheet by refer-
encing the Identifying Emotions Handout (Handout 6.2). The therapist then asked her 
which of the feelings fit the statement best. She replied, “Sad and angry.” The thera-
pist pointed out that what she had listed in column C was actually another thought 
that could be listed in column B, and then drew an arrow from the statement over 
to column B. The client was then better able to understand the distinction between 
thoughts and feelings. The therapist also pointed out that using the words “I feel . . . ” 
in front of a thought does not make that thought a feeling. Clients are encouraged to 
use the words “I think . . . ” or “I believe . . . ” for thoughts, and to reserve “I feel . . . ” 
for emotions. This is an equally important reminder to clinicians, because the misuse 
of the word “feel” is so common that therapists may also catch themselves misusing 
the term. It is quite acceptable, and in fact better, for therapists to correct themselves 
during the session if this occurs; doing so illustrates for clients how our spoken lan-
guage can be misapplied.

Another common problem in ABC Worksheet completion is that the thoughts may 
not flow logically to the reported feelings. If there is not a logical connection, there are 
probably other intervening thoughts that are being experienced but not recognized or 
recorded. For example, an identified thought might be “I can’t do anything right,” with 
the identified feeling of guilt. The intervening thought in this case might be “I let my 
team down when I didn’t protect them.” The therapist should also consider whether 
there is a match between the thoughts and the magnitude of the emotions (i.e., small 
event, disproportionately large feelings). In this case, the client may not be recording 
his or her actual thoughts; that is, the client’s self-talk may be more inflammatory than 
what was written down to be shared with the therapist or may have been a sequence 
of thoughts leading to greater emotion. The therapist should encourage the client to 
record exactly what he or she is thinking, as opposed to a more socially desirable 
version. The therapist should also consider whether a particular dominant emotion 
repeatedly occurs (e.g., anger at self, guilt). And related to the possibility of recurring 
emotions is a particular theme of thoughts emerging across situations, which might 
indicate greater schema/core belief distortion (e.g., “I can’t do anything right”—low 
self-esteem)?

In helping a client to become more proficient at completing the ABC Worksheets, 
it is important for the therapist to praise the client’s efforts and provide corrections 
in a low-key manner, particularly if the client has issues with negative self-evaluation 
(e.g., “OK, let’s move this thought over to column B. Now what feeling goes with that 
thought? Just one word”). Also, any new Stuck Points should be recorded on the Stuck 
Point Log. Occasionally, when clients use the worksheets as evidence that they are 
stupid or cannot do anything right, it is helpful to ask the clients whether they were 
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ever taught about emotions and thoughts in school; if not, they can be reminded that 
they should not be expected to know something they were never taught.

Using Trauma-Related ABC Worksheet(s) to Begin 
Challenging Assimilated Cognitions

When reviewing the worksheet(s) about the index traumatic event, the therapist has an 
opportunity to use the content to begin challenging assimilated cognitions via Socratic 
dialogue. If the client does not complete an assimilated thought about the index 
trauma, a reminder here is that the therapist can often determine underlying assimi-
lated thoughts from the client’s overaccommodated thoughts. For example, if the client 
records the thought “Parking lots are dangerous,” the therapist can deduce that there 
is likely to be an assimilated thought about the trauma itself, such as “If I had avoided 
the parking lot that day, I wouldn’t have been assaulted.” The therapist can simply ask 
the client a question like “How did you come to the conclusion that parking lots are 
dangerous?” to get to assimilated thoughts about the index event. As noted previously, 
it is important to focus on assimilated thoughts at this point in the therapy.

Below is an example of Socratic dialogue that followed the review of a client’s 
ABC Worksheet related to traumatic bereavement:

Client: In the A column, I wrote, “I sent my men into an ambush, and half of 
them were killed.” My thoughts were “It is my fault,” and “I am worthless.” 
In the C column. I wrote, “Shame, anger, and I canceled my plans for the 
evening.”

Therapist: Let’s start with the emotions. Who were you angry at?

Client: Myself.

Therapist: OK. Can you help me understand how it is your fault that you were 
ambushed?

Client: I don’t know—it just is.

Therapist: (Waits silently)

Client: Well, I am responsible for my men, and some were killed, so it is my fault.

Therapist: Can you control everything in a war zone?

Client: No, but I should have anticipated the attack on that road.

Therapist: (Pause) Let me understand something. What is an ambush?

Client: It is a surprise attack.

Therapist: So, if it was a surprise, how could you have anticipated it? Had you 
been given information that they were waiting for you?
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Client: Well, no, but that just means our intel [intelligence] wasn’t good. It has to 
be someone’s fault.

Therapist: What about the people who intended the harm? What amount of 
blame do they get?

Client: They get a lot of blame. They attacked us.

Therapist: If blame and fault go with intention, who had the intention to kill 
your men?

Client: They did.

Therapist: So if the intel wasn’t there and you didn’t have any way to know this 
was going to happen, how much blame do you and your command get? Did 
they intend this outcome?

Client: No, of course not. If they had known, they wouldn’t have sent us out 
there with so few men. And I certainly wouldn’t have sent my men there.

Therapist: You are saying now that the enemy gets a lot of blame. Who else gets 
blame? Who intended the harm and ambushed your men?

Client: They did. I guess they get all the blame. I just wish I had known.

Therapist: I agree. I wish you had known as well, and that they hadn’t died. It is 
a hard thing to accept that you might not have been able to predict the situa-
tion and that your men died. Does that feel different from the blame you have 
been heaping on yourself?

Client: Yes, I have really been beating myself up—but when you make me look 
back at it, it was an ambush, and there was no way to know that we would be 
facing such big forces against us that day.

Therapist: So how do you feel then when you look at it this other way?

Client: Still sad, very sad.

Therapist: That makes sense. You need to let yourself grieve for their loss. You 
have been focused on your guilt and anger at yourself, because you couldn’t 
see the unforeseeable. Sadness is the natural emotion, and it is important to 
let yourself feel it in order to recover.

Giving the Practice Assignment

The practice assignment after Session 3 (see Handout 6.6) is for the client to continue 
daily self-monitoring with the ABC Worksheets, but this time the client should com-
plete one of these worksheets each day on the index event or other traumas. The client 
can do other ABC Worksheets on day-to-day events, in addition to several trauma-
related ABC Worksheets.
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Checking the Client’s Reactions to the Session  
and the Practice Assignment

As with Session 2, the therapist should conclude Session 3 by soliciting the client’s 
reactions to the session and asking whether the client has any questions about the 
session content or the new practice assignment. The therapist should reinforce any 
important ideas or discoveries made in the session, and should note the important 
take-home messages that the client offers.
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HANDOUT 6.1

Stuck Point Log

Date:                         Client: 	

We will be using this Stuck Point Log throughout therapy, and you will always leave it in the front 
of your therapy binder or workbook. You will add to this log as you recognize Stuck Points after 
writing your Impact Statement. Throughout therapy, we will add to it or cross off thoughts that 
you no longer believe.
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HANDOUT 6.2

Identifying Emotions Handout

Date:                         Client: 	

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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HANDOUT 6.4

Stuck Point Help Sheet

Date:                         Client: 	

What is a Stuck Point?

Stuck Points are thoughts that you have that keep you stuck from recovering.

•• These thoughts may not be 100% accurate.

•• Stuck Points may be:

•• Thoughts about your understanding of why the traumatic event happened.

•• Thoughts about yourself, others, and the world that have changed dramatically as a result 
of the traumatic event.

•• Stuck Points are concise statements (but they must be longer than one word—for example, 
“trust” is not a Stuck Point).

•• Stuck Points can often be formatted in an “If–then” structure. Here is an example: “If I let oth-
ers get close, then I will get hurt.”

•• Stuck Points often use extreme language, such as “never,” “always,” or “everyone.”

What is not a Stuck Point?

•• Behaviors. For example, “I fight with my daughter all the time” is not a Stuck Point, because it 
is describing a behavior. Instead, consider what thoughts you have when you are fighting with 
your daughter.

•• Feelings. For example, “I am nervous whenever I go on a date” is not a Stuck Point, because 
it is describing an emotion and a fact. Instead, consider what you are telling yourself that is 
making you feel nervous.

•• Facts. For example, “I witnessed people die” is not a Stuck Point, because this is something 
that actually happened. Instead, consider what thoughts you had as this happened and what 
you think about it now.

•• Questions. For example, “What will happen to me?” is not a Stuck Point, because it is a ques-
tion. Instead, consider what answer to your question is at the back of your mind, such as “I will 
not have a future.”

•• Moral statements. For example, “The criminal justice system should always work” is not a 
Stuck Point, because it reflects an ideal standard of behavior. Instead, consider how this state-
ment pertains to you specifically, such as “The justice system failed me,” or “I can’t trust the 
government.”

Examples of Stuck Points

  1.	 If I had done my job better, then other people would have survived.

  2.	Because I did not tell anyone, I am to blame for the abuse.

(continued)
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  3.	Because I did not fight against my attacker, the abuse is my fault.

  4.	 I should have known he would hurt me.

  5.	 It is my fault the accident happened.

  6.	 If I had been paying attention, no one would have died.

  7.	 If I hadn’t been drinking, it would not have happened.

  8.	 I don’t deserve to live when other people lost their lives.

  9.	 If I let other people get close to me, I’ll get hurt again.

10.	 Expressing any emotion means I will lose control of myself.

11.	 I must be on guard at all times.

12.	 I should be able to protect others.

13.	 I must control everything that happens to me.

14.	 Mistakes are intolerable and cause serious harm or death.

15.	 No civilians can understand me.

16.	 If I let myself think about what has happened, I will never get it out of my mind.

17.	 I must respond to all threats with force.

18.	 I can never really be a good, moral person again because of the things that I have done.

19.	 Other people should not be trusted.

20.	 Other people should not trust me.

21.	 If I have a happy life, I will be dishonoring my friends.

22.	 I have no control over my future.

23.	The government cannot be trusted.

24.	 People in authority always abuse their power.

25.	 I am damaged forever because of the rape.

26.	 I am unlovable because of [the trauma].

27.	 I am worthless because I couldn’t control what happened.

28.	 I deserve to have bad things happen to me.

29.	 I am dirty.

30.	 I deserved to have been abused.

31.	 Only people who were there can understand.
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HANDOUT 6.5

Practice Assignment after Session 2 of CPT

Please complete the ABC Worksheets (Handout 6.3) to become 
aware of the connections between events, your thoughts, and your 
feelings. Complete at least one worksheet each day. Remember 
to fill out the worksheet as soon after an event as possible, and if 
you identify any new Stuck Points, add them to the Stuck Point Log 
(Handout 6.1). Complete at least one worksheet about the traumatic 
event that is causing you the most PTSD symptoms. Also, please 
use the Identifying Emotions Handout (Handout 6.2) to help you 
determine the emotions you are feeling.
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HANDOUT 6.6

Practice Assignment after Session 3 of CPT

Please continue to self-monitor events, thoughts, and feelings with 
the ABC Worksheets (Handout 6.3) on a daily basis, to increase 
your mastery of this skill. You should complete one worksheet each 
day on the trauma causing you the most distress, or other traumas, 
but you can do additional worksheet items on day-to-day events. 
Please put any newly noticed Stuck Points on your Stuck Point Log 
(Handout 6.1) as you use the ABC Worksheets. Also, please use 
the Identifying Emotions Handout (Handout 6.2) to help you deter-
mine the emotions you are feeling.
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7
Processing the Index Event
Sessions 4 and 5

Goals for Sessions 4 and 5

The goals for Sessions 4 and 5 are to make sure clients can label events, thoughts, and 
emotions and can see the connections among them, as well as to introduce two new 
worksheets (i.e., the Challenging Questions Worksheet and the Patterns of Problem-
atic Thinking Worksheet) that are designed to help clients begin to become their own 
cognitive therapists by challenging their individual thoughts and considering their 
characteristic ways of thinking. Socratic dialogue is used throughout these sessions 
to help the clients challenge their Stuck Points. Assimilated Stuck Points about each 
client’s index trauma (and, potentially, other traumas) should be prioritized in these 
sessions. In Session 4, a therapist will probably be doing more Socratic dialogue—
especially asking clarifying questions—than in any other session.

Session 4: Examining the Index Event

Procedures for Session 4

1.	 Review the client’s scores on the self-report objective measures. (See the discus-
sions of this review for Sessions 2 and 3 in Chapter 6.)

2.	 Review the client’s ABC Worksheets.
3.	 Address the client’s assimilated Stuck Points, using Socratic dialogue to clarify and 
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examine these. Identify the context in which the index trauma occurred, and help 
the client differentiate among blame/intent, responsibility, and the unforeseeable.

4.	 Introduce the Challenging Questions Worksheet.
5.	 Give the new practice assignment.
6.	 Check the client’s reactions to the session and the practice assignment.

Reviewing the Client’s ABC Worksheets

At the end of Session 3, the therapist has assigned the client to complete at least one 
copy of the ABC Worksheet each day on the index trauma, and additional copies as 
needed on other traumas or life events that may occur between sessions. Any new 
Stuck Points that emerged during the previous session should be added to the Stuck 
Point Log and put into good Stuck Point format. Clients are likely to say in column B 
that an event was their fault or that they should have done something different. Occa-
sionally, they will say that they do not blame themselves (e.g., “I was only a child”), 
but they may doubt that the event happened, perhaps because other people (e.g., their 
parents) deny it. This is also assimilation (i.e., “It didn’t happen”), and it may include 
underlying sentiments of unfairness about the trauma (i.e., just-world thinking). Some-
times, as noted in earlier chapters, clients also erroneously blame others; they may 
blame persons in their proximity who did not intend the harm or outcome, rather than 
the persons who did.

The elucidation of assimilated thoughts should lead directly into Socratic dia-
logue. Those who have internalizing presentations are likely to be focused on their role 
in the trauma, to be engaging in self-blame, and perhaps to have comorbid depression. 
Some clients have more angry presentations and tend to have related externalizing 
thoughts. This may be particularly true if there were other people with them or in 
their proximity whom they can blame (not the perpetrators), or if they do not construe 
that they made any mistakes. Erroneous other-blame is also a form of just-world think-
ing that focuses on how the event could have been averted by someone else. Examples 
include military personnel who blame their commanders or unit leaders, while ignor-
ing the people who set up an ambush or buried a land mine; blaming nonoffending 
parents who actually did not know that their children were being abused; or blaming 
bystanders rather than perpetrators. Once these emotions have been labeled, a thera-
pist should begin asking questions focused on a client’s distorted (i.e., assimilated) 
thinking about the trauma.

Cognitive Processing:  
Addressing Assimilated Stuck Points

A large portion of Session 4 is spent on Socratic dialogue focused on the trauma itself. 
The therapist needs to start with clarifying questions to understand what the facts 
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were, so that he or she can determine whether each statement the client is making is 
factually correct or is a Stuck Point. As a rule of thumb, an 80–20% split between clari-
fying questions and examining the actual evidence or alternative thoughts is desirable. 
Below is an example—a therapist’s exchange with a client who was raped and believed 
that it was her fault that it happened. The therapist starts by asking clarifying ques-
tions and making summarizing statements.

Therapist: Can you tell me what options you had at the time of the rape?

Client: I should have said “No” more times. He might not have heard me or 
misunderstood.

Therapist: How many times did you say “No”?

Client: Four or five. Then he told me to shut up.

Therapist: If he told you to shut up, might that mean that he did hear you?

Client: I guess, but maybe he didn’t believe me. He said, “You know you want 
this.”

Therapist: And did you want this?

Client: No.

Therapist: And you told him so?

Client: Yes, and I was trying to push him off of me, but he was too big.

Therapist: Given those circumstances, at what point do you think it stops being 
your fault and becomes his fault? Is there something in the law about how 
many times you have to say “No” before it becomes a crime?

Client: I think just once.

Therapist: Let me make sure I understand you correctly. You said you did not 
want to have sex with him, and you told him “No” a number of times, and you 
tried to push him off but couldn’t. Is that correct?

Client: Yes.

Therapist: In light of that, what other options do you think you had at the time?

Client: I should have fought harder.

Therapist: (Puzzled tone) Can you explain how you could have fought harder? 
You said you couldn’t get him off you. Did he have you pinned down?

Client: Yes. I couldn’t move my legs, so I couldn’t kick him, and he had one of 
my arms pinned under my back. When he told me to shut up, he hit me across 
the face.

Therapist: Oh, I didn’t hear that part before. That’s important. You were saying 
“No” repeatedly and pushing him with one arm, while the other arm was 
under you and your legs were pinned down. Then he hit you. As I say it back 
with you, does this sound like a misunderstanding to you?

Client: (Quietly crying) No, he raped me.
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In such a case, after allowing the client to feel her natural emotions and then 
helping her label them, the therapist should go on to find out what would normally 
happen during a consensual sexual interaction or on a “normal day,” to help the client 
further realize that she did not want the rape nor is it her fault. The therapist may also 
ask what the typical “protocol” would be if the client perceived a dangerous situation. 
Below is a therapist–client exchange involving a combat-related Stuck Point.

Therapist: The Stuck Point that seems the strongest for you is “If I had been able 
to cover my buddy, he wouldn’t have been killed.”

Client: That’s right. He would be alive today if I had been there to cover him.

Therapist: And when you say that, what do you feel?

Client: I feel angry.

Therapist: Who are you angry at?

Client: At the unit commander. It is his fault. But I am also angry at myself for 
not just going with my friend.

Therapist: Regarding yourself, are there other emotions that you feel about your 
belief that you should have gone with your friend?

Client: Guilt, too.

Therapist: It sounds like there are two Stuck Points you are grappling with. One 
is about being able to cover your buddy, and the other is that if you could have 
done that, he wouldn’t have been killed. Let’s take them one at a time. What 
stopped you from providing him cover fire?

Client: I was sent by my commander to a different location. We were given word 
that there was an insurgent at a particular house who we were supposed to 
apprehend, and my friend was with the group that was going in the front 
door. I was sent around back to cover the back door and windows with a 
couple of other guys.

Therapist: And was this a usual way to enter a house like this?

Client: For us to cover the front and the back? Yes. We were heading in our usual 
positions, but something didn’t feel right that night.

Therapist: How so?

Client: There were fewer people on the street than usual. It was really quiet. I 
should have known what was going to happen.

Therapist: I think that this is another Stuck Point we should write down on your 
Stuck Point Log. This sounds like you are saying you should have had the 
ability to predict the future. I wonder if that is where some of the guilt comes 
from. Let’s get back to the first Stuck Point now, though. It was quieter than 
usual. Did that mean, according to the usual protocol, that you should have 
changed your position and moved to the front of the house?

Client: No. I started feeling more nervous, because this should have been a 
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simple extraction and it didn’t feel that way—but I was not sent to the front 
of the house, so I kept my position. The insurgents could have tried to leave 
out a back window or door.

Therapist: What happened then?

Client: All hell broke loose. It was a set-up. Insurgents came pouring out the 
front door and killed three of the men in my unit. Two others were wounded. 
We came running around from the back, and I shot one guy; two others were 
also shot; and two got away. We didn’t have a medic with us, so we did what 
we could for our guys until we could get help.

Therapist: Given that your thought has been, “If I had been able to cover my 
buddy, he wouldn’t have been killed,” what evidence do you have that if you 
had been in the front of the house instead of someone else, you would have 
been able to protect him? Given that everyone in the front was shot, why do 
you think you wouldn’t have been shot also?

Client: I don’t know. I just imagine that if I were there, I could have shot the guy 
first who killed Mark. I shot him too late.

Therapist: (Quiet for a moment) Can I ask you a question?

Client: Yes.

Therapist: Did you see the guy who shot Mark? I ask, because I thought you 
didn’t come around the house until after you heard the shots.

Client: Huh. Let me think a minute. You know, I don’t know if that was the guy 
who shot Mark. By the time we got to the front of the house and started shoot-
ing, our guys were down. The guy I suspect was closest to Mark, so I assume 
it was him.

Therapist: But you said you shot him “too late.” Before you heard the shots, was 
there any reason to leave your position?

Client: No, not really. I just wish I could have saved Mark.

Therapist: I wish that Mark hadn’t been killed, also. (Pause) However, what you 
are saying is a bit different from what you said before. What do you feel when 
you say you wish he hadn’t been killed?

Client: Sad. I wish I could “rewind it all” and make it come out different.

Therapist: That is a human tendency. It is sad when we lose someone we care 
about, and it is sometimes hard to accept that you can’t change it, no matter 
how much you wish you could. Sadness is a natural emotion that we need 
to feel. (Pause) I’m wondering if that is different from saying it was the com-
mander’s fault or being angry at yourself?

Client: Yeah, it just feels better to think that we should have known it was an 
ambush. I know he wouldn’t have sent us into the usual positions if he had 
known there was going to be an ambush. I just want to blame somebody.
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Therapist: That is also a human tendency. Is it possible to blame the insurgents 
who intended the harm and set up the ambush?

Client: Yeah, but it is hard to let go of the idea that there was something we 
could have done.

Therapist: We will continue to work on that. While we do, I want you to let your-
self feel sad about losing your friend. That is a very natural emotion when we 
lose someone we care about. Do you think it is possible that you are feeling 
anger at yourself or your command to avoid feeling a more difficult emotion—
sadness? You’ve told me that you take it out on people who had nothing to do 
with your friend’s death, like your wife and kids.

Client: I do. It is hard for me to just be sad.

The examples above illustrate how a therapist can elicit information with ques-
tions about the trauma that are associated with a client’s assimilated beliefs and related 
emotions. The questions are designed to help both the therapist and the client under-
stand the context of the situation; determine whether it was actually possible for the 
client to change the outcome; and, if so, consider whether the outcome could have been 
even worse. Putting traumatic events into their proper context is integral to cognitive 
processing. The goal is to recognize that clients may well have had little forewarning 
of impending danger, and very little time to make decisions or take action. Indeed, the 
events may have been unforeseeable and unpreventable.

Notice in the examples above that the therapists did not ask about the graphic 
details of the woman’s rape or the ambush in which the soldier was involved. Although 
the clients may have had flashbacks or nightmares about these incidents, such reac-
tions have been shown to decrease with cognitive interventions, and without the need 
to focus on repeating those details or eliciting strong emotions. The same principle 
applies to any type of trauma (child abuse, a car accident, a fire, etc.). The gory or 
painful images may not be the reasons why the persons have PTSD, and research 
shows that they do not need to be recounted in depth. Also note that when the soldier 
brought up a second Stuck Point, the therapist did not chase after it but redirected 
the client to working on the first Stuck Point, in order to bring more resolution to one 
Stuck Point before moving to another.

If there is time in the session, the therapist may focus on another Stuck Point, 
but it should again pertain to the causes of the trauma. In the combat case above, 
the therapist might focus on the second Stuck Point. In this example, if the client had 
been at the front of the house, would the results have been different? Could they have 
been even worse? Or the therapist might focus on the Stuck Point that lead to anger at 
the commander, even though the client was already showing some cognitive flexibil-
ity regarding this other-blame. In the first example, because the rape victim showed 
more cognitive flexibility, the therapist might ask her, “Does it feel different when you 
describe what happened to you as a rape versus a misunderstanding?”

Typical common assimilated Stuck Points involve (1) hindsight bias; (2) 
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outcome-based reasoning; and (3) failure to differentiate among intention for the act, 
responsibility (playing a role), and the unforeseeable. “Hindsight bias” means that after 
the trauma, clients think of all the things that they could or should have done to pre-
vent or stop the event. They even may come to believe that they had such knowledge at 
the time and made a mistake or failed to act on their foreknowledge. It is not accurate 
to assume this reasoning to be correct, because their thinking may in fact be quite 
distorted about what they should or could have known or done at the time. At times, 
clients have very unrealistic beliefs about what they should have done and whether it 
would have worked (e.g., a 5-year-old’s stopping paternal abuse, a motorist’s being able 
to see around a blind corner to avoid a drunk driver). The bottom line is that hindsight 
bias is an assumption that there should have been some way to stop the event—that 
perhaps the clients had foreknowledge that something was going to happen, and that 
they failed in some way by not preventing it.

“Outcome-based reasoning” is closely related to the just-world myth and the 
desire to be omniscient and omnipotent. It stems from the belief that because an event 
had a bad outcome, a client must have done something wrong; otherwise, the outcome 
would have been better. It is common for clients to hear and think that “everything 
happens for a reason,” and that if they just knew what the reason was, they could have 
changed the outcome or could prevent future negative events from happening. A cli-
ent typically makes some version of this statement: “I must have made a bad decision, 
because it had a bad outcome.” Younger people in particular (or those who were trau-
matized at a younger age and have never examined their thoughts about the trauma) 
are particularly prone to believing that there are only right or wrong decisions, and 
that if there was a bad outcome, they must have made the wrong choice. Clients who 
believe this often give up making choices and let others make decisions for them, or 
become immobilized when they have to make decisions themselves. They do not rec-
ognize that not making a choice is, in fact, making a decision.

Because differentiating among intention, responsibility, and the unforeseeable is 
somewhat more complex, we discuss it separately below.

Differentiating among Intention, Responsibility, 
and the Unforeseeable

In most societies, there are distinctions among intention for an act, responsibility, and 
an accident or the unforeseeable. Legal consequences based on these distinctions can 
help in clarifying these constructs. For example, if someone was driving very slowly 
and carefully through a neighborhood, and a child suddenly bolted out from between 
parked cars chasing a ball and was hit by the car, this would be considered an accident. 
Although the driver might be quite traumatized by the event, he or she would not be 
prosecuted and punished by the law if the police determined that the event was an 
unavoidable accident. However, if the driver was going too fast, was drunk, and killed 
the child, he or she might well be prosecuted for vehicular homicide or manslaughter. 
In this case, the punishment would be somewhat mitigated by the fact that the driver 
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did not intend to kill the child; he or she had responsibility for the crash, but did not 
have intention to kill. If someone, in a fit of anger, swerved and hit someone, this 
driver might be charged with second-degree murder. Or, finally, if someone waited 
to run over and kill a person with premeditation, this driver might be charged with 
first-degree murder. In the latter two cases, the behavior was fueled by intentional-
ity, either in the heat of passion or with premeditation, and blame/fault/guilt would 
be assigned. Most criminal justice systems make these distinctions, and the related 
punishments increase accordingly. If a victim of a crime says, “It is my fault for not 
stopping the crime,” this is an inappropriate use of the term “fault.” The victim did 
not intend the outcome and probably did not foresee it. The Levels of Responsibility 
Handout (Handout 7.1) should be used to help explain these concepts to clients.

It is important for therapists to help clients to change their language and stop 
using the phrases “It is my fault,” or “I blame myself,” as if they are being punished for 
something they did or failed to do. For instance, when a client says, “It is my fault that 
I was raped, because I was in a bar with friends, had been drinking, and was wearing 
a short skirt,” the therapist might respond by looking puzzled and asking, “So you were 
intending someone to commit a crime against you?” Then, when the client answers in 
the negative, the therapist might ask, “What were your intentions that evening?” (to 
have a good time with friends, presumably) or “How were all of the other women in 
the bar dressed?” There are many other questions a therapist could ask, such as “Have 
you ever been in that bar—or any bar, for that matter—and not been raped?”, “Have 
you ever heard of anyone who was sober or not wearing a skirt who was raped?”, “Are 
all rape victims to blame for what happens to them?”, or “What about the rapist? What 
level of intent and fault does he have?”

Ultimately, clients should come to realize that they may have somehow provided 
the occasion for their traumatic events, but that they were not the causes of these 
events. In other words, they need to understand that they happened to be in the wrong 
place at the wrong time, and that this may have had major effects on them, but that 
the events say nothing about them as people. When clients have been singled out for 
crimes, this can be a hard concept for them to grasp.

There are some cases in which clients used poor judgment, had some level of 
responsibility, committed some intentional act, or did not act when they could have. 
PTSD can result, even when someone actually intended harm at the time of the trau-
matic event. Prisons are full of people with PTSD from a lifetime of victimization who 
then committed criminal acts. Sometimes in gang territory, the rule is “Join the gang 
and commit crimes and kill, or be killed.” Or military personnel may commit acts or 
not prevent something from happening that they later regret when they come home 
and have time to reflect on their actions or inactions. It is important to remember and 
convey to such clients that if they had no consciences, they would not have guilt or 
shame over these acts, and therefore would not be haunted by their traumatic events. 
The fact that someone comes for treatment for PTSD and has committed some act 
against another person (or did not act when he or she could have) is a good sign that 
the person does have a conscience.

We are often asked what to do if someone comes to therapy who insists that he 
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or she did play a role in the traumatic event or actually had intent to commit a crime. 
First, it is important to determine through Socratic dialogue whether the person’s 
perception represents false blame, a Stuck Point, or an accurate belief. The therapist 
also has to consider whether the client really has remorse and is not currently commit-
ting the same or similar acts. If someone indeed held some responsibility or intended 
harm against someone else, then regret or guilt is the appropriate response, and the 
therapist should not try to take that away. The client may have to accept what he or she 
did and consider whether any type of restitution is possible, for the victim(s) or for the 
community in general. Could the person volunteer at a shelter for homeless people or 
otherwise give back to the community in some way?

Typically, in these cases of PTSD, we are talking about events that occurred in the 
past for which clients feel guilt and remorse. They sentence themselves more harshly 
than a jury would. If this is the case, then the task is to “right-size” the Stuck Points 
(e.g., “I am nothing but an evil monster”), put the event into the context in which 
it occurred and then into the larger context of the clients’ lives. Therapists can ask 
clarifying questions to determine the context in which the clients’ acts occurred. They 
can also ask questions about whether the clients are still committing similar acts or 
whether they have changed their lives. We have yet to have a client who sought PTSD 
treatment while still committing the same crime they are feeling guilty over. Typically, 
a therapist can draw a circle to create a pie chart and can then ask a client, “What pro-
portion of your life was spent committing crimes, and what proportions have you spent 
in different roles?” (See the example below.) Next, the therapist can ask the client who 
he or she currently is and to imagine how it would feel to say, “Even good people can 
do bad things in certain contexts,” instead of “I must be evil.” The therapist should also 
help the client to consider the learning environment in which he or she was raised, 
and to consider how that might have played a role in the client’s understanding of the 
behavior at the time.

Generally, if someone kills another person or persons during war, this is typically 
not considered murder and is not prosecuted as a crime, especially if the person was 
following the rules of military engagement at that time. However, if the client says, 
“People shouldn’t kill; I have killed; therefore I am a monster,” the thought does not 
match the event. The therapist can ask, “What emotion do you feel when you say, ‘I 
am a monster’?” Then the therapist can ask a series of questions about context, such as 
whether the client had killed people before the war, has done so since the war, or has 
the urge to kill people now. The answers to these questions will guide the therapist 
to understand whether this is a pattern of behavior or whether it only occurred in the 
context of war. Below is an example of a therapist–client Socratic dialogue regarding 
this issue.

Therapist: What do you mean by “monster”?

Client: Not human, not fit for the company of others.

Therapist: Is that why you have isolated yourself, even from your family at times?
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Client: Yes, I suppose so. Who would want to be around me when I am so dan-
gerous?

Therapist: Dangerous? Why do you think you are dangerous?

Client: I have killed before. I could do it again.

Therapist: Under certain circumstances, couldn’t most people kill? What if 
someone were attacking a child? Might not the mother kill in the defense of 
her child?

Client: Well, yes, but that’s different. She would be doing it to save someone else.

Therapist: And what was your mission when you killed? What was going on?

Client: Well, we were on patrol in the jungle, and the Viet Cong attacked our 
platoon.

Therapist: And were you just killing someone, or were you trying to save your-
self and others?

Client: We didn’t have a choice.

Therapist: So how is that different from the mother protecting her child? Are 
you both monsters?

Client: I hadn’t really thought about it that way before. No, she wouldn’t be a 
monster. And I was shooting to protect myself and my men. However, there 
is something that I haven’t told you. When I killed the guy, I felt a physical 
rush, and I was happy. That can’t be right.

Therapist: When your life is in danger, your body produces all sorts of chemical 
reactions to help you fight or flee. When the adrenaline rush happened, you 
were probably also relieved to have survived and happy to have saved others. 
Sometimes people experience dissociation and even may have endorphins 
flood their system, which shuts off pain, kind of like a runner’s high. What is 
wrong with that?

Client: I don’t know, but I saw it happen to other guys too, and some of them 
didn’t stop killing. They were just shooting everyone they saw.

Therapist: Remember when I told you about different parts of the brain that get 
turned on or off when there is danger? The survival part of your brain turned 
on. That goes along with the fight–flight–freeze response. That survival part 
includes emotions, too, like anger and fear. At the same time, the front part of 
your brain—the thinking part—turns off, at least temporarily. For you, after 
the danger and that rush of emotions was over, your frontal lobes—the think-
ing part—came back, and then you calmed down and didn’t keep killing. 
Some of the other guys you were with may not have had your level of control. 
They were young, 19 or 20, and their brains hadn’t even finished developing 
yet. It sounds like the thinking parts of their brains didn’t put on the brakes, 
and their emotional parts kept them in fight mode. However, I expect that 
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they are probably not still killing either, and they may have great regrets over 
things that they did in the heat of the war. (Pause) But let’s go back to the 
word “monster.” Words are powerful to how we feel about ourselves. Is that 
accurate?

Client: No, I suppose not. But I am a “killer.”

Therapist: Yes, you have killed. Is that different from being a “killer”?

Client: I guess being a killer implies that you do it all the time.

Therapist: So are you a killer versus someone who has killed?

Client: Hmmm . . . I guess someone who has killed.

Therapist: And when you say it that way, how do you feel?

Client: Less despicable.

Therapist: OK. We’re getting somewhere. I’m also curious: What else are you 
besides someone who has killed?

Client: What do you mean?

Therapist: Are you a son?

Client: Yes.

Therapist: Are you a monster or a killer as a son?

Client: (Laughs) Well, I might have been a little monster when I was a kid from 
time to time. But, no, I am a good son and take care of my mother.

Therapist: Are you a husband and father?

Client: Yes, I get your point. I am more things than just a killer.

Therapist: Right. If we were to take a pie and slice it up into all the things you 
are—a son, a father, an uncle, a worker, a boss, a caretaker, a gardener, a door-
knob fixer, a dishwasher, a friend, a deacon in your church—how big a slice of 
the pie would “killer” realistically take up?

Client: A small slice, but an important one.

Therapist: I agree that some slices are more important than others, but it seems 
important not to ignore all the other slices that make you up. Don’t they also 
make part of who you are and what your whole life is?

Client: Yeah, you have talked before about thinking about everything and not 
just some parts. I guess I was losing that with this Stuck Point.

Therapist: When you say, “I killed during the war to protect myself and my 
men,” how do you feel?

Client: Well, not so bad. Better.

Therapist: Better in what emotional way?

Client: I don’t feel so ashamed. I’m not there yet, but I guess I might be proud if 
I remembered that I protected my men.
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Therapist: It’s good that you’re imagining how you could feel if you held onto 
that new thought. Now comes the practice to embrace that thought. Let’s use 
this as an example for the next worksheet that we are going to start using.

At this point, the therapist introduces the Challenging Questions Worksheet 
(Handout 7.2).

Introducing the Challenging Questions Worksheet

It is important to leave enough time in the session to introduce new worksheets and 
help a client practice with them prior to the end of the session. Up to a third of the 
session may be needed, depending on the complexity of each worksheet. Every time a 
new worksheet is introduced, the rationale for using it needs to be explained, and the 
therapist should walk the client through it with one of the Stuck Points the client and 
therapist have just been working on during the session, or one from the Stuck Point 
Log. The purpose of the Challenging Questions Worksheet is for clients to begin to 
challenge their own thoughts about their trauma, and later their ongoing beliefs about 
themselves, others, and the world, with a series of questions.

Giving the New Practice Assignment

The practice assignment after Session 4 is to have a client complete one Challenging 
Questions Worksheet (Handout 7.2) each day on a Stuck Point from the Stuck Point 
Log (Handout 6.1). In addition to presenting copies of this blank worksheet for prac-
tice, the therapist can use the completed examples of Challenging Questions Work-
sheets (Handouts 7.2a and 7.2b) to demonstrate how some Stuck Points can be chal-
lenged, and the Guide for the Challenging Questions Worksheet (Handout 7.3) to help 
explain exactly what each question is asking. It is important to use this discussion to 
make sure that the client has a clear idea of how to proceed before attempting to com-
plete a Challenging Questions Worksheet each day before the next session. The client 
should also be reminded that the Challenging Questions Worksheet includes a variety 
of questions, because not every question applies to every Stuck Point.

Checking the Client’s Reactions to the Session  
and the Practice Assignment

The therapist should conclude Session 4 by eliciting the client’s reactions to the session 
and asking whether the client has any questions about the session content or the new 
practice assignment (see Handout 7.4). The therapist may even mark on the Stuck Point 
Log or at the top of the blank Challenging Questions Worksheets which assimilated 
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Stuck Points the therapist wants the client to focus on. The therapist should reinforce 
any important ideas or discoveries made in the session, and should note the important 
take-home messages that the client offers.

Session 5: Using the Challenging 
Questions Worksheet

Procedures for Session 5

Review the client’s scores on the self-report objective measures. (See the discussions 
of this review for Sessions 2 and 3 in Chapter 6.)

1.	 Review the client’s Challenging Questions Worksheets.
2.	 Introduce the Patterns of Problematic Thinking Worksheet.
3.	 Give the practice assignment.
4.	 Check the client’s reactions to the session and the practice assignment.

Reviewing the Client’s Challenging Questions Worksheets

At the end of Session 4, the client has been asked to complete a Challenging Questions 
Worksheet each day prior to Session 5. The first thing the therapist should do is check 
to see how many worksheets the client has completed, and discuss the role of avoid-
ance if no or very few worksheets have been done. If the therapist has written in the 
relevant Stuck Points at the tops of the blank worksheets, he or she can check to see 
which (if any) of these Stuck Points have been dealt with and which have been avoided. 
This may be a clue as to which Stuck Points are particularly entrenched or threaten-
ing. Although the majority of the therapy time will be focused on assimilated Stuck 
Points about the index trauma, the therapist and client should spend some time with 
the questions in general if the client has trouble understanding any of them.

If the client has resolved all assimilated Stuck Points about the index traumatic 
event (or has moved on to other traumatic events), this resolution should still be the 
focus of the therapy session. Even if clients say that they do not believe a particular 
Stuck Point any more (e.g., “I don’t believe it is my fault now”), it is still good practice 
to have them complete a copy of the worksheet on this Stuck Point, to have it available 
for reference in their therapy binders or workbooks and to reinforce new learning. 
When learning to use the Challenging Questions Worksheet, clients should attempt to 
answer every question—and not just with a “Yes” or “No,” but with an explanation of 
the reason(s) for this answer.

The most common error clients make in completing the Challenging Questions 
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Worksheet is that they try to use another Stuck Point as evidence for the Stuck Point 
they are working on. For example, if a client’s Stuck Point is “The rape was my fault,” 
and evidence for it is given as “I must have done something that made him think 
I wanted sex,” the therapist should devote some time to explaining the difference 
between a thought and a fact. Opinions cannot be used as evidence to support a Stuck 
Point. Common examples of evidence that can be used include evidence that would be 
accepted in a court of law or that would be published in reputable news media. Here 
is an example of a therapist–client dialogue regarding this:

Therapist: When we talk about “evidence” in CPT, we are talking about evi-
dence that would stand up in a court of law or would be published by a repu-
table newspaper or news website. For instance, do you think a jury would say, 
“You must have done something to make him think you wanted sex”? Remind 
me what you said to him that night.

Client: I said I liked his shirt.

Therapist: Can you explain to me how saying you liked his shirt was sending 
him a message that you wanted to be raped?

Client: But isn’t that flirting?

Therapist: Maybe. But even if your intention was to flirt at that time, is that a 
message to say that you want to be attacked?

Client: No.

Therapist: And even if you wanted to have sex with him, does that give him the 
right to rape you?

Client: No.

Therapist: So, going back to the worksheet, what is the evidence for the Stuck 
Point that the rape was your fault? Did you intend to be raped? Who had the 
intention to rape?

Client: He did. But then there is no evidence for the rape being my fault.

Therapist: OK, let’s get that down on the worksheet: “There is no evidence that 
the rape was my fault.” What is the evidence against the idea that it was your 
fault?

Client: He told me that he would drive me home, and he took me out into the 
countryside and attacked me.

Therapist: OK, he took you out in the countryside and raped you. And did you 
say “No”?

Client: Yes, and I fought him as hard as I could, and I tried to run away, but he 
caught up with me and knocked me down.

Therapist: So it sounds like to me that there is lots of evidence against the rape 
being your fault. Let’s write that down in the space about evidence against 
the Stuck Point.
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Some clients have trouble with question 3 on the Challenging Questions Work-
sheet: “In what ways is your Stuck Point not including all of the information?” This is a 
question aimed at contextualizing the situation and considering elements that a client 
has been ignoring. In the example above, the client didn’t include her saying “No,” her 
fighting back, and the perpetrator’s saying he would drive her home but then driving 
her into the countryside as part of the context of the rape. Or soldiers may blame them-
selves or others in their units, but ignore what it means to be ambushed by the enemy. 
By definition, an ambush is unanticipated—a surprise attack. This is part of the con-
text in which the trauma occurred. Similarly, could a child who weighs 50 pounds have 
fought off a 200-pound adult? Could a client have known in advance that someone she 
knew and had no reason not to trust would suddenly commit an attack? Can a family 
member go into a house engulfed in flames and rescue someone upstairs? When cli-
ents say, “I should have known,” or “I should have stopped [the traumatic event] from 
occurring,” it is important for the therapist to ask what they knew at the time that it 
happened and what they could have realistically done, given who they were, what the 
context was, and what choices they really had.

Questions 4 and 5 on the Challenging Questions Worksheet are similar, but the 
first of the two asks whether the person is using all-or-none terms, as if there are 
only two categories (as opposed to various intermediate categories). Question 5 asks 
whether the client is using phrases that are extreme or exaggerated. In the latter case, 
“should” may be an extreme word (e.g., “I should have prevented the shooting”) but is 
not absolutely black-and-white, as is “I would have prevented the event if I had been 
able to change positions.” The therapist can ask the questions both ways, to capture the 
client’s various thoughts regarding assimilation.

The therapist should also look for hidden words in a thought. If a mother says, “It 
is my fault that my daughter was abused,” is she really saying that it is all her fault? 
What about the perpetrator? Did the mother even know that it was happening, or did 
she have some responsibility in entrusting her daughter to someone she suspected 
might hurt her daughter? Even in the latter case, the mother would have a level of 
responsibility, but she did not intend harm to her daughter and did not commit the 
act(s). The perpetrator had intent, and therefore was at fault. The mother might share 
the blame if she offered up her daughter to the perpetrator, but she could not force 
him to violate the daughter. The perpetrator would still be blameworthy.

Question 6 on the Challenging Questions Worksheet is concerned with overfo-
cusing on one aspect of the situation and disregarding other aspects. For example, a 
woman who had been drinking prior to an assault may assume that alcohol was the 
cause of the event: “If I hadn’t been drinking, I wouldn’t have been assaulted.” This cli-
ent may be ignoring the fact that everyone else in the environment had been drinking 
that night, or the possibility that she might have been assaulted whether she imbibed 
alcohol or not. Although alcohol may be a risk factor for victimization or problems in 
following procedures, it may or may not be a factor in the outcome of an event. For 
example, alcohol cannot cause someone else to perpetrate a crime. It is important to 
avoid victim blaming in these situations.
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Question 7 asks where the Stuck Point originated. Sometimes the source of the 
information is the client. However, if the client decided that the traumatic event was 
his or her fault when the client was a child, the source thus might not be a reliable, 
mature person. The Stuck Point may even represent magical thinking in a post hoc 
effort to exert control over an uncontrollable situation (e.g., “I should have beaten him 
up”). Or the Stuck Point might have come from someone else. If a rapist says, “You 
know you want this,” is he an accurate or reliable source of information? If an abusive 
parent says, “You made me hit you,” is that possible? It is important for the client to 
identify the source of the information that resulted in the Stuck Point, and to recog-
nize that this source may not have been reliable. A question that therapists sometimes 
ask is “What do the people you respect the most say?”

Question 8 is “How is your Stuck Point confusing something that is possible 
with something that is likely?” In other words, is the client confusing a rare or low-
probability event (e.g., a terrorist attack in North America) with a high-probability 
event (e.g., the sun’s coming up in the morning)? People with PTSD often assume 
that because something happened once or twice, it will happen again if they are not 
hypervigilant. Much of the avoidance behavior seen in PTSD is an attempt to prevent 
bad events from happening. Soldiers or veterans with PTSD will avoid going into large 
stores or restaurants because of their assumption that crowds are dangerous and some-
thing bad will happen. A rape victim may leave all the lights on at night because the 
rape happened when it was dark. After a car accident, some clients refuse to drive on 
busy highways or other types of roads reminiscent of the accident. So question 8 often 
pertains to safety-related Stuck Points.

Question 9 pertains to emotional reasoning. Emotional reasoning occurs when 
clients use their emotions as “proof” of their Stuck Points. In other words, instead of 
looking at the facts and then noticing how they feel, clients notice their feelings and 
assume them to have legitimate causes or to confirm that their Stuck Points are cor-
rect. Clients may feel fear and presume that there is danger, or anger and presume that 
someone wronged them, or guilt and assume that they did something wrong. To take 
an example from the preceding paragraph, a traumatized soldier or veteran may walk 
into a large, crowded store and begin to feel anxious. He then assumes that he is in 
danger and leaves. He does not stay long enough to discover that nothing bad would 
have happened, and his rapid departure thus simply reaffirms his belief that stores 
are dangerous. Many triggers are conditioned at the time of traumatization and then 
generalize. Clients with PTSD use those conditioned emotional responses as proof of 
their thought in a form of backward reasoning.

The final question on the Challenging Questions Worksheet asks clients whether 
they have been focusing on irrelevant factors as to why the event happened. In the 
example of the rape victim earlier in this section, she assumed that she was raped 
because she complimented the rapist about his shirt. She thought that she must have 
been flirting (and might have been), but she was focusing on that factor instead of 
all the other events surrounding the forcible rape. Flirting does not force someone 
to attack and should not be confused with an invitation to have consensual sex. For 
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someone who has PTSD after a car accident, focusing on the driver’s alcohol consump-
tion might well be a relevant factor, but the fact that it happened in a certain city would 
not be. Yet therapists often hear clients with PTSD say things about moving away so 
that more bad things won’t happen. If someone lives in a very high-crime neighbor-
hood, this might be a risk factor—but living in a safe neighborhood and blaming the 
neighborhood, city, or state would probably be an inaccurate appraisal of a crime or 
a car accident, because it would represent a focus on an unrelated part of the event.

Introducing the Patterns of Problematic 
Thinking Worksheet

After spending about two-thirds of the session reviewing the client’s completed Chal-
lenging Questions Worksheets, the therapist introduces the next worksheet, the Pat-
terns of Problematic Thinking Worksheet (Handout 7.5). Instead of focusing on just 
one Stuck Point, this worksheet helps the client look for tendencies in his or her ways 
of thinking that can be problematic. The therapist should go over the worksheet with 
the client and have the client think about Stuck Points or even reactions to daily events 
that fit into one of the patterns. These patterns may have existed before the traumatic 
event occurred and may even be core beliefs. Some clients will find examples under 
each of the categories, and others will be “specialists” (e.g., they tend to jump to con-
clusions, but may not engage in emotional reasoning). A therapist should describe how 
these patterns become automatic, creating negative feelings and causing a client to 
engage in self-defeating behaviors (e.g., avoiding relationships because of the conclu-
sion that no one can be trusted).

The one item that is newly introduced in this worksheet is mind reading (specifi-
cally, the tendency to assume that people are thinking badly of a client when there is 
no actual evidence for this). The therapist may have the opportunity to discuss this 
item within the context of the therapy, if the client assumed at the start of treatment 
that the therapist was going to behave in a certain way or react to the trauma story 
with revulsion or rejection. The therapist can point out that the client was incorrect 
in this mind reading, and that it may have been a better indicator of what the client 
was thinking than of what another person (the therapist) was thinking. The therapist 
should give the client several copies of the blank Patterns of Problematic Thinking 
Worksheet, so that the client can work on them every day between sessions. An exam-
ple of a completed worksheet (see Handout 7.5a) should also be provided, to help the 
client in understanding and completing the assignment.

Giving the New Practice Assignment

The therapist should assign the client to complete a copy of the Patterns of Problem-
atic Thinking Worksheet every day (see Handout 7.6). The patterns can be taken from 
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everyday events, as well as from items on the Stuck Point Log. The purpose is to dis-
cover whether the client has these tendencies in one specific area (e.g., mind reading), 
or is more of a “generalist” and uses most or all of these patterns. Noticing everyday 
thoughts as well as traumatic event Stuck Points will enable the client to examine his 
or her habits of thinking.

Checking the Client’s Reactions to the Session  
and the Practice Assignment

The therapist should conclude Session 5 by eliciting the client’s reactions to the session 
and asking whether the client has any questions about the session content or the new 
practice assignment. The client should be encouraged to examine everyday patterns of 
problematic thinking as well as those on the Stuck Point Log, in order to identify any 
particularly strong tendencies that the client will need to watch out for. The therapist 
should reinforce any important ideas or discoveries made in the session, and should 
note the important take-home messages that the client offers.
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HANDOUT 7.1

Levels of Responsibility Handout

Date:   Client: 

Your role in the traumatic event: What are the facts?

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).

The unforeseeable

Responsibility

Fault/
blameworthiness

No way to
predict it would

happen

Played a role in
the event, but
didn’t intend

outcome

Intended harm;
intended the

outcome

Grief/sadness

Regret

Guilt
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HANDOUT 7.2

Challenging Questions Worksheet

Date:                         Client: 	

Below is a list of questions to be used in helping you challenge your Stuck Points or problematic 
beliefs. Not all questions will be appropriate for the belief you choose to challenge. Answer as 
many questions as you can for the belief you have chosen to challenge below.

Belief:

  1.	 What is the evidence for and against this Stuck Point?

	 For:

	 Against:

  2.	 Is your Stuck Point a habit or based on facts?

  3.	 In what ways is your Stuck Point not including all of the information?

(continued)

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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  4.	 Does your Stuck Point include all-or-none terms?

  5.	Does the Stuck Point include words or phrases that are extreme or exaggerated (such as 
“always,” “forever,” “never,” “need,” “should,” “must,” “can’t,” and “every time”)?

  6.	 In what way is your Stuck Point focused on just one piece of the story?

  7.	 Where did this Stuck Point come from? Is this a dependable source of information on this 
Stuck Point?

  8.	How is your Stuck Point confusing something that is possible with something that is likely?

  9.	 In what ways is your Stuck Point based on feelings rather than facts?

10.	 In what ways is this Stuck Point focused on unrelated parts of the story?
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HANDOUT 7.2A

Sample Challenging Questions Worksheet

Date:                         Client: 	

Below is a list of questions to be used in helping you challenge your Stuck Points or problematic 
beliefs. Not all questions will be appropriate for the belief you choose to challenge. Answer as 
many questions as you can for the belief you have chosen to challenge below.

Belief:

It is my fault that my uncle had sex with me. [Therapist asked whether the Stuck Point had 
a hidden word, “all.”]

  1.	 What is the evidence for and against this Stuck Point?

	 For:

	 I must have done something that made him think it was OK. [After more questions 
by therapist about fault and intent:] There is no evidence for its being my fault.

	 Against:

	 I didn’t want to do it, and I told him so. He threatened to hurt my little sister. He 
said no one would believe me. He was an adult, and I was a child. He was bigger 
and stronger than me.

  2.	 Is your Stuck Point a habit or based on facts?

	 Habit. I have been saying this to myself for 25 years.

  3.	 In what ways is your Stuck Point not including all of the information?

	 How could it be my fault? I didn’t even know what sex was when he started. You 
don’t do that to kids. Just because he read me stories and babysat me didn’t give 
him the right to do that.

  4.	 Does your Stuck Point include all-or-none terms?

	 Well, we talked about the hidden word “all.” I thought it was all my fault and didn’t 
even think about really blaming him. I was too scared of him, and my mother loved 
him.

  5.	Does the Stuck Point include words or phrases that are extreme or exaggerated (such as 
“always,” “forever,” “never,” “need,” “should,” “must,” “can’t,” and “every time”)?

	 “All my fault.”

  6.	 In what way is your Stuck Point focused on just one piece of the story?

	 Because he did it to me, I assumed it was about me. I didn’t think about the fact 
that I was a child or that what he did was a crime. I told him “No,” and he threat-
ened my family.

(continued)

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
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  7.	 Where did this Stuck Point come from? Is this a dependable source of information on this 
Stuck Point?

	 Mostly from me, but I think he said things that made it seem like it was my fault. 
I was so pretty, that he couldn’t keep his hands off of me, I was special, etc.

  8.	How is your Stuck Point confusing something that is possible with something that is likely?

	 N/A.

  9.	 In what ways is your Stuck Point based on feelings rather than facts?

	 Because I felt guilty and shameful, I thought it must be my fault.

10.	 In what ways is this Stuck Point focused on unrelated parts of the story?

	 I must have thought that I had more control over the situation than I did.
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HANDOUT 7.2B

Sample Challenging Questions Worksheet

Date:                         Client: 	

Below is a list of questions to be used in helping you challenge your Stuck Points or problematic 
beliefs. Not all questions will be appropriate for the belief you choose to challenge. Answer as 
many questions as you can for the belief you have chosen to challenge below.

Belief:

It is my fault that my brother was killed in the car accident, because I should have done 
things differently. 

  1.	 What is the evidence for and against this Stuck Point?

	 For:

	 I should have made him wear his seat belt. He refused, and I thought it was only a 
few blocks so it didn’t really matter. We were laughing and talking. 

	 Against:

	 I didn’t cause the crash. The other person was texting and ran the red light. The 
officer said that even with a seat belt, being hit from the side like that, my brother 
would have been killed anyway. 

  2.	 Is your Stuck Point a habit or based on facts?

	 Habit. I have been blaming myself for 2 years. I guess it was wishful thinking. 

  3.	 In what ways is your Stuck Point not including all of the information?

	 When the light turned green, I did look both ways before I entered the intersection. 
He was coming so fast that there was nowhere for me to go. 

  4.	 Does your Stuck Point include all-or-none terms?

	 I thought it was all my fault because my brother died, and I didn’t even think about 
the driver of the other car. I kept saying I should have done something different to 
avoid the crash. 

  5.	Does the Stuck Point include words or phrases that are extreme or exaggerated (such as 
“always,” “forever,” “never,” “need,” “should,” “must,” “can’t,” and “every time”)?

	 “All my fault.” “Should have done things differently.” 

  6.	 In what way is your Stuck Point focused on just one piece of the story?

	 I was focused on the fact that my brother refused to put on his seat belt, and 
I didn’t really listen when the officer said that with that kind of side crash, it 
wouldn’t have made a difference. I was also focused on the fact that we were talk-
ing and laughing, but I overlooked the fact that I did look both ways. 

(continued)
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  7.	 Where did this Stuck Point come from? Is this a dependable source of information on this 
Stuck Point?

	 The Stuck Point came from me, but when it first happened my parents’ first reac-
tion was that it was my fault, and that I shouldn’t have started the car until he put 
his seat belt on. Later they were more supportive, but I think they were so upset 
at the time that they took it out on me. 

  8.	How is your Stuck Point confusing something that is possible with something that is likely?

	 I kept thinking that I could have done something different to avoid the crash. 
Maybe there was something I could have done, but it isn’t likely. 

  9.	 In what ways is your Stuck Point based on feelings rather than facts?

	 Because I felt guilty, I thought it must be my fault. 

10.	 In what ways is this Stuck Point focused on unrelated parts of the story?

	 I was focused completely on the seat belt. I didn’t kill my brother. The other driver 
did. He shouldn’t have been texting and driving too fast. Focusing on the fact that 
we were laughing was irrelevant. I was paying attention and following the rules. 
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HANDOUT 7.3

Guide for the Challenging Questions Worksheet

Date:                         Client: 	

Below is a list of questions to be used in helping you challenge your Stuck Points or problematic 
beliefs. Not all questions will be appropriate for the belief you choose to challenge. Answer as 
many questions as you can for the belief you have chosen to challenge below.

Belief: Put a Stuck Point here. You can use your Stuck Point Log to find one.

The belief should not be a feeling or behavior, and should not be too vague. Use “If–then” statements if 
possible.

  1.	 What is the evidence for and against this Stuck Point?

	 Evidence consists of the type of facts that will hold up in court. We are not challenging that the 
event happened. We are looking for evidence that supports and does not support the Stuck Point 
you have given above.

	 For: Do not use another Stuck Point! Make sure you are identifying facts.

	 Against: Only one exception is needed to make a belief not a fact. A fact is 100% and absolute. 
If you can identify one exception to your Stuck Point, then it is not a fact, and therefore would not 
hold up in court.

  2.	 Is your Stuck Point a habit or based on facts?

	 Have you been telling yourself this belief for so long that it feels like a fact? It’s like advertising: 
After a while, you start to believe it. Is this belief something that you have been in the habit of tell-
ing yourself for a long time?

  3.	 In what ways is your Stuck Point not including all of the information?

	 Is it possible that your Stuck Point is unrealistic or not completely accurate or not completely true? 
Does your belief reflect all the facts of the situation? Remember the context of the trauma.

  4.	 Does your Stuck Point include all-or-none terms?

	 Does your Stuck Point reflect all-or-none, black-and-white categories? Are things all good or all 
bad? Are you missing the gray areas in between? Example: If your performance falls short of per-
fect, you see yourself as a failure.

  5.	 Does the Stuck Point include words or phrases that are extreme or exaggerated (such as 
“always,” “forever,” “never,” “need,” “should,” “must,” “can’t,” and “every time”)?

	 These words or phrases may be hidden. Example: “Men can’t be trusted” is actually “All men can’t 
be trusted.”

(continued)
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  6.	 In what way is your Stuck Point focused on just one piece of the story?

	 This question is about deciding that one piece of information from the event caused the event to 
happen. Then, you use this one aspect to create your Stuck Point. Example: “If I had been stronger, 
then this wouldn’t have happened.” Now think about drawing a pie chart and showing one small 
slice of that pie as the one aspect you are focusing on. You are probably assigning 100% of the 
“blame” or “cause” to this “slice” and discounting all the remaining factors (other slices) in the rest 
of the pie. Other slices might include that you were outnumbered, the perpetrator had a weapon, 
you were taken by surprise, there were no other options at the time, or similar factors. Why are 
these other factors/slices not considered here as contributory? Are you discounting them and only 
focusing on the one factor/slice?

  7.	 Where did this Stuck Point come from? Is this a dependable source of information on this 
Stuck Point?

	 Think about the time period when the event happened. Who were you at the time (a scared 20-year-
old in combat, a child victimized by an adult, etc.)? Your Stuck Point may be based on a thought that 
you developed when you were scared or very young. You have retained that Stuck Point all these 
years, based on how you thought at the time. Or think about the enemy/perpetrator/other sources: 
Are these people reliable? Can they be trusted to make judgments about the event (or you)? Your 
Stuck Point might be a statement told to you by a perpetrator. Is a perpetrator to be trusted (reli-
able) to make this statement? Would we expect that a perpetrator is truthful? Consider your source.

  8.	 How is your Stuck Point confusing something that is possible with something that is likely?

	 This question is best for a Stuck Point that is focused on the present or the future. It asks you, “What 
is the likelihood or percentage/chance that the Stuck Point will happen again?” An example of a 
present or future-oriented Stuck Point would be “If I trust others, then I’ll get hurt.” It may actually 
be a low probability, but you are living your life as if it is a certainty. Yes, it could happen, but are 
you living as if it will happen? Of course, in a dangerous environment, you may have to consider 
everything as a high probability, because the consequences (death or injury) are great. But are you 
taking into consideration that you don’t need to hold this same degree of probability in all environ-
ments? In other words, are you applying the Stuck Point as if it has a high probability (a certainty) 
of happening again in all situations now? For example, think about driving. We all know that many 
people die every year in car accidents, yet we still drive. We do this because although we are aware 
that we could die in a car accident, we don’t live as if it will happen.

  9.	 In what ways is your Stuck Point based on feelings rather than facts?

	 This question represents the idea that if you feel something is true, then it must be. For example, 
think about hypervigilance: Because you feel uncomfortable or under threat in a crowd, you assume 
(or develop the belief) that it is dangerous. This becomes “I don’t like crowds,” which translates into 
the Stuck Point “I am never safe in a crowd,” or “If I am in a crowd, then I will be harmed.” Another 
example is that if you feel guilty, then you assume you must be at fault.

10.	 In what ways is this Stuck Point focused on unrelated parts of the story?

	 This question is about focusing the cause or blame on something that had nothing to do with the 
event’s happening. For example, “I wore a red dress; therefore, I was assaulted.” This is different 
from question 6 because it is about something that was irrelevant, whereas in question 6 the fac-
tor may have contributed to the event but is not wholly to blame. However, even in question 6, the 
piece may be incorrect rather than factual.
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HANDOUT 7.4

Practice Assignment after Session 4 of CPT

Please choose one Stuck Point each day, and then answer the 
questions on the Challenging Questions Worksheet (Handout 7.2) 
with regard to this Stuck Point. Please work on Stuck Points related 
directly to the trauma first (e.g., “It is my fault,” “I could have pre-
vented it,” or “If I had done X, it would not have happened”). Your 
therapist will give you extra copies of the Challenging Questions 
Worksheets, so you can work on multiple Stuck Points. Completed 
examples of this worksheet are provided as Handouts 7.2a and 
7.2b, and a Guide to the Challenging Questions Worksheet (Hand-
out 7.3) is also available.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).



162	

HANDOUT 7.5

Patterns of Problematic Thinking Worksheet

Date:                         Client: 	

Listed below are several different patterns of problematic thinking that people use in different 
life situations. These patterns often become automatic, habitual thoughts that cause people to 
engage in self-defeating behavior. Considering your own Stuck Points, or samples from your 
everyday thinking, find examples for each of these patterns. Write in the Stuck Point or typical 
thought under the appropriate pattern, and describe how it fits that pattern. Think about how that 
pattern affects you.

1.	 Jumping to conclusions or predicting the future.

2.	 Exaggerating or minimizing a situation (blowing things way out of proportion or shrink-
ing their importance inappropriately).

3.	 Ignoring important parts of a situation.

4.	 Oversimplifying things as “good–bad” or “right–wrong.”

5.	 Overgeneralizing from a single incident (e.g., a negative event is seen as a never-ending 
pattern).

6.	 Mind reading (assuming that people are thinking negatively of you when there is no defi-
nite evidence for this).

7.	 Emotional reasoning (using your emotions as proof—e.g., “I feel fear, so I must be in 
danger”).
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HANDOUT 7.5A

Sample Patterns of Problematic Thinking Worksheet

Date:                         Client: 	

Listed below are several different patterns of problematic thinking that people use in different 
life situations. These patterns often become automatic, habitual thoughts that cause people to 
engage in self-defeating behavior. Considering your own Stuck Points, or samples from your 
everyday thinking, find examples for each of these patterns. Write in the Stuck Point or typical 
thought under the appropriate pattern, and describe how it fits that pattern. Think about how that 
pattern affects you.

1.	 Jumping to conclusions or predicting the future.

	 [Victim of childhood sexual abuse:] If a man is alone with a child, then the man will 
hurt the child. But I know my husband will not hurt my kids so this belief is caus-
ing problems in my marriage

2.	 Exaggerating or minimizing a situation (blowing things way out of proportion or shrink-
ing their importance inappropriately).

	 [Traveler:] I saw a dead body and riots, but I didn’t get hurt and others saw worse, 
so my reaction to the situation was wrong. I was weak.

3.	 Ignoring important parts of a situation.

	 [Robbery victim:] I keep forgetting the fact that the perpetrator had a gun, which 
is important information about how much control I had.

4.	 Oversimplifying things as “good–bad” or “right–wrong.”

	 [Police officer:] Not everyone is all good or all bad. I may have done some things in 
my life that were not that good, but that does not make me a bad person.

5.	 Overgeneralizing from a single incident (e.g., a negative event is seen as a never-ending 
pattern).

	 [Adult rape victim:] I was raped by a man, so all men are dangerous. Maybe I am 
using this belief to stay away from men?

6.	 Mind reading (in particular, assuming that people are thinking negatively of you when 
there is no definite evidence for this).

	 [Victim of childhood physical abuse:] My dad yells now, so I assume he must be 
angry. But it’s not true a lot of the times, because he yells sometimes because he 
is deaf in one ear and going deaf in another. He yells because he doesn’t know he 
is yelling.

7.	 Emotional reasoning (using your emotions as proof—e.g., “I feel fear, so I must be in 
danger”).

	 [Survivor of a traumatic bereavement:] I feel guilt over my friend’s death, so I must 
have done something wrong.
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HANDOUT 7.6

Practice Assignment after Session 5 of CPT

Your practice assignment is to consider your Stuck Points, as well 
as some examples of your everyday thinking, and to find ones that 
fit into each relevant thinking pattern on the Patterns of Problematic 
Thinking Worksheet (Handout 7.5). Each day, list a Stuck Point or 
example of everyday thinking under each pattern, and think about 
ways in which your reactions to the traumatic event may be affected 
by these habitual patterns. A completed example of this worksheet 
is provided as Handout 7.5a.
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8
Learning to Self-Challenge
Sessions 6 and 7

Goals for Sessions 6 and 7

The first goal for Sessions 6 and 7 is to continue teaching clients to become their own 
cognitive therapists by initially asking themselves questions with the Patterns of Prob-
lematic Thinking Worksheet, which helps clients identify their characteristic patterns 
of interpreting events. Clients are then introduced to the final cognitive worksheet, 
the Challenging Beliefs Worksheet, which brings together all the worksheets that the 
client has been taught and introduces the development of alternative thoughts and 
related feelings. The Challenging Beliefs Worksheet is used throughout the rest of the 
CPT protocol.

Session 6: Patterns of Problematic Thinking 
Worksheet and Introduction to Challenging 

Beliefs Worksheet

Procedures for Session 6

1.	 Review the client’s scores on the self-report objective measures, and conduct a mid-
protocol assessment of the client’s treatment response to this point.

2.	 Review the client’s Pattern of Problematic Thinking Worksheet.
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3.	 Introduce the Challenging Beliefs Worksheet, and have the client practice com-
pleting it with a trauma example.

4.	 Give the new practice assignment.
5.	 Check the client’s reactions to the session and the practice assignment.

Conducting a Midprotocol Assessment 
of Treatment Response

Given that Session 6 marks the halfway point in the typical CPT protocol, the client’s 
scores on the PCL-5 or other PTSD self-report scale being used should be signifi-
cantly decreased. If it is not, this probably indicates that assimilated thoughts have 
not been successfully addressed. As stressed in the “Case Conceptualization” section 
of Chapter 3 and in the preceding chapters of Part III outlining the CPT protocol, 
the therapist should continue to focus these sessions on the index event and assimi-
lated thoughts. It is also possible that the client may have other traumatic events with 
related assimilated Stuck Points that need to be targeted. It is our experience that 
assimilated thoughts about thematically similar traumas (e.g., interpersonal violence, 
military experiences) tend to be addressed through a focus on the index trauma. For 
example, if a client has identified an adult rape as her index trauma, but also has a 
history of childhood sexual abuse, the accommodated beliefs she develops about her 
and her perpetrator’s role in the rape are likely to generalize to her beliefs about her 
childhood sexual abuse experiences (e.g., “I’m not to blame for my perpetrator’s taking 
sexual advantage of me”). Conversely, if a core belief is identified (“People will always 
betray me”), it may have originated with the childhood abuse and then may have been 
activated with the adult trauma.

Other traumatic experiences that are not as similar to the index event may need 
to be specifically addressed. For example, one of us had a client who identified her 
index event as her child’s drowning, but had also experienced a robbery. With greater 
accommodation of her beliefs about her child’s death, the therapist was able to focus 
on assimilated beliefs related to the robbery to facilitate even greater improvements in 
her PTSD symptoms. It is also possible that a client is leaving out an important part of 
the index trauma, either because of shame or because the client is protecting a more 
important Stuck Point (e.g., “If it isn’t my fault that the incest happened, then that 
means that my father didn’t love me. If my own father didn’t love me enough to protect 
me, then no one will”).

The therapist should also closely review item-level responses to the PTSD self-
report scale, to determine the symptoms that are still problematic. If the client is still 
avoiding thinking about the event or feeling natural emotions about it, the therapist 
should help the client challenge this avoidance. This process may include identifying 
Stuck Points the client has about facing the event and/or experiencing emotions, and 
using the cognitive worksheets to challenge these Stuck Points. If the client reports 
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continued nightmares or flashbacks, the therapist should inquire about the content. 
The content is likely to give clues to the part of the event in which the client is still 
stuck. It is also important to check that the client is anchoring his or her report of 
symptoms to the index event, and not responding to the measure in terms of general 
stress.

It is also important to review the results of any self-report measures of rele-
vant comorbid conditions (e.g., the PHQ-9), to determine how those conditions are 
responding to treatment. If, for example, there are no decreases in the quantity or 
frequency of substance use, this issue will need to be addressed so that substance 
misuse is not interfering with treatment. Likewise, maintenance of or increases in 
dissociation should be addressed to decrease its likelihood of impeding treatment  
progress.

Reviewing the Patterns of Problematic 
Thinking Worksheet

This session should focus on a review of the client’s Patterns of Problematic Thinking 
Worksheet. The therapist should determine whether the client has had any difficul-
ties identifying these patterns and understanding the problems with the statements. 
The therapist should discuss with the client how these patterns may have affected 
the client’s reactions to the traumatic event(s) or developed in reaction to the event(s). 
Several problematic thinking patterns are seen frequently within this population. For 
example, a client who habitually jumps to the conclusion that negative outcomes are 
his or her fault may increase the likelihood of self-blame after the event. Mind reading 
is also very common: The client assumes that other people think and feel the same way 
the client does and reacts as if this were the case, resulting in alienation from others. 
Emotional reasoning about fear, shame, and guilt are frequently observed as well: A 
client who feels these emotions may regard them as proof that he or she must have 
done something wrong. Overgeneralizing from a single incident, and extreme, black-
and-white thinking, are also very common.

Even if a client does not initially believe a more balanced thought, working with 
the client to modify his or her language can have an immediate effect on the magni-
tude of manufactured emotions. Once the therapist can point out, for example, that 
perhaps some people (even one person) can be trusted in some way, then the thera-
pist can continue to remind the client that “No one can be trusted” is inaccurate. 
When the client starts to say, “Some people cannot be trusted,” the accompanying 
emotions are less intense than when the client was saying “No one.” Because some of 
a client’s patterns of problematic thinking may represent automatic core beliefs, the 
therapist might wonder with the client where the thoughts originated. Some of them 
may have stemmed from early childhood maltreatment and have become core beliefs 
or schemas—thoughts that are automatic and deeply held.
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Introducing the Challenging Beliefs Worksheet  
with a Trauma Example

After the review of the Patterns of Problematic Thinking Worksheet, the therapist 
introduces the Challenging Beliefs Worksheet (Handout 8.1). The therapist should 
take care in introducing this worksheet not to overwhelm the client, since it may be 
perceived at first as too complex. A good way to begin is by saying that the work-
sheet brings together all the skills the client has already learned through using the 
prior worksheets. The only new elements of the Challenging Beliefs Worksheet are 
the introduction of alternative thoughts and feelings, and the ratings of the believabil-
ity of thoughts and intensity of emotions. The Challenging Beliefs Worksheet is used 
throughout the rest of the CPT sessions.

The therapist should point out that the ABC Worksheet is found in the two sec-
tions on the left (A and B), and can cover the rest of the new worksheet with a piece of 
paper to highlight this). In section B of the Challenging Beliefs Worksheet, however, 
the client is asked to add a rating of the extent to which he or she believes each thought 
or Stuck Point (0–100%); in section C, the client is asked to rate how strong the result-
ing emotions are (0–100%). The rationale for introducing these ratings at this point 
in the therapy is that at the beginning of CPT, the client is likely to perceive these 
thoughts as facts to be believed 100%, and the related emotions as either “on” or “off.” 
With more practice, the client is likely to perceive greater variation in the strength of 
thoughts and feelings.

The next two sections (D and E) contain prompts from the Challenging Questions 
and Patterns of Problematic Thinking Worksheets to help the client challenge the 
identified thought. As a reminder, not every challenging question or pattern may be 
relevant for a given noticed thought. In the beginning, the client may have to pull out 
one or both of the two earlier worksheets to see what the prompts in the columns are 
referring to. Finally, for the first time, the client is asked to generate another thought 
that is more balanced and evidence-based (section F); to re-rate his or her level of 
belief in the original Stuck Point after generating the new thought (section G); and to 
monitor changes in related feelings (section H).

It is important for the therapist to emphasize that the goal of the Challenging 
Beliefs Worksheet is not necessarily to return the client to his or her prior beliefs, 
because the client may have held unrealistic beliefs prior to the trauma (e.g., “I can 
predict and control bad things from happening to me” or “No one can be trusted”). 
The goal is for the client to develop balanced, adaptive, and realistic beliefs. To use 
“No one can be trusted” as an example, the client is likely to be using the traumatic 
event as evidence supporting that belief. The goal is for the client to arrive at a more 
flexible and nuanced belief, such as “Some people can be trusted about some things, 
to varying degrees.” Or a client may have had the pretrauma belief “It is always impor-
tant to shut down my emotions. The therapist will not want to help the client return 
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to that earlier belief. Clients with a long history of trauma, particularly those whose 
trauma began in early childhood, are prone to extreme beliefs that can become very 
entrenched. If the client has difficulty generating a more balanced thought, the “evi-
dence against” the Stuck Point in section D may provide some ideas.

The therapist and client should fully complete at least one Challenging Beliefs 
Worksheet in this session, to ensure that the client understands the worksheet and to 
enhance the likelihood that it will be completed daily after this session. As a reminder, 
the therapist should continue to prioritize assimilated thoughts about the traumatic 
event in order to be most efficient in achieving outcomes. The therapist and client may 
want to review the Stuck Point Log, in order to cross off any Stuck Points that the cli-
ent no longer believes and to pick out the ones that need more work. Those that reflect 
an underlying core belief (e.g., “If something bad happens, it is my fault”) may take 
many worksheets to resolve. Core beliefs may be about overaccommodated concepts, 
but they can also emanate from clients’ frequently being blamed by abusive parents for 
the abuse or being told that traumas happened to them because they were worthless 
or stupid. These automatic assumptions may take a number of worksheets on various 
traumas or everyday events to fall under the weight of the disputation and more bal-
anced alternative thoughts.

Giving the New Practice Assignment

The practice assignment subsequent to this session is for the client to challenge Stuck 
Points with the Challenging Beliefs Worksheet. The therapist should help the client 
choose Stuck Points from the Stuck Point Log that that are in need of continued atten-
tion, and write these down on copies of the Challenging Beliefs Worksheet. This will 
increase the likelihood that the client will complete these worksheets outside the ses-
sion. Examples of completed Challenging Beliefs Worksheets, and especially those 
most relevant to the client’s own situation, should be provided to facilitate the client’s 
understanding of the worksheet (see Handouts 8.1a–8.1e). One Challenging Belief 
Worksheet per day should be completed (see Handout 8.2).

Checking the Client’s Reactions to the Session  
and the Practice Assignment

As usual, the therapist should conclude Session 6 by eliciting the client’s reactions to 
the session and asking whether the client has any questions about the session content 
or the new practice assignment. The therapist should reinforce any important ideas or 
discoveries made in the session, and should note the important take-home messages 
that the client offers.
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Session 7: Challenging Beliefs Worksheets 
and Introduction to Modules

Procedures for Session 7

1.	 Review the client’s scores on the self-report objective measures. (See the discus-
sions of this review for Sessions 2 and 3 in Chapter 6.)

2.	 Review the client’s Challenging Beliefs Worksheets, to determine whether the 
client understands the worksheet and has successfully challenged some trauma-
related Stuck Points.

3.	 Provide an overview of the five specific themes/modules that will be discussed in 
the remaining five sessions.

4.	 Introduce Safety, the first of these themes.
5.	 Give the new practice assignment.
6.	 Check the client’s reactions to the session and the practice assignment.

Reviewing the Client’s Challenging Beliefs Worksheets

After reviewing the client’s scores on the self-report objective measures as usual, the 
therapist should review with the client the Challenging Beliefs Worksheets that he or 
she has completed since Session 6. Special attention should be paid to discussing the 
client’s successes or problems in changing cognitions (and subsequent emotions) by 
using this worksheet. The therapist and client should use the Challenging Questions 
in section D of the worksheet to help the client confront cognitions that are still prob-
lematic. For example, one client had been in an elevator that fell 20 floors and then 
stopped just as it reached the bottom. Aside from having nightmares and flashbacks, 
he found himself unable to get into an elevator again. His thoughts were “Elevators 
are unsafe” and “The next time, I am going to die.” On the worksheet, the client stated 
that the evidence was correct that elevators were unsafe, and that he knew he would 
die the next time because he had survived this time. He did not see that he was exag-
gerating or drawing conclusions when evidence was lacking, nor did he report engag-
ing in emotional reasoning. At the end of the worksheet, his ratings did not change. 
This was an opportunity for the therapist to revert to Socratic dialogue for 10–15 min-
utes and then start again with the worksheet. The therapist reminded the client of the 
determinations they had made in prior sessions about the probability that the client 
would die the next time or that elevators would suddenly drop 20 floors.

It is important to note that some clients initially struggle with this worksheet, but 
that most are able to generate alternatives and change their emotions, with the help of 
the foundation laid in the Challenging Questions Worksheet and the Patterns of Prob-
lematic Thinking Worksheet. The therapist should act as a coach, gently correcting 
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worksheets in order for the client to obtain the maximum benefit from their use. The 
therapist should also prioritize review of any assimilated Stuck Points that the client 
is continuing to challenge. A number of similarly phrased Stuck Points may need to 
be assigned, to give the client sufficient practice in alternative ways of thinking. For 
example, a sexual assault victim was assigned the Stuck Points “I should have fought 
back harder,” “I knew I shouldn’t have trusted him,” “I shouldn’t have flirted with 
him,” and “If I just hadn’t frozen, I wouldn’t have been raped.” All of these thoughts 
represented assimilated thoughts aimed at changing the outcome of what happened at 
the time and forgetting the context of the event. Progress made on similar assimilated 
Stuck Points should generalize to other Stuck Points and help make new, healthier 
ways of thinking more routine for the client.

It is not unusual at this point in therapy for the client to say something like this: 
“I hear what you are saying, and it makes sense, but I don’t feel that way.” When this 
occurs, the therapist can congratulate the client on the progress he or she has made: 
“In the beginning, you were convinced that your thought was true. Sometimes it takes 
your feelings a little longer to catch up with your thoughts.” Or the therapist can say 
something like this: “You have been thinking the other way for a long time, and it is 
a habit. The new way of thinking is not as comfortable and doesn’t yet feel true. With 
more practice, this new, more balanced way of thinking about the event will become 
a new habit, and feeling better won’t seem so strange.”

Providing an Overview of the Five Themes

The therapist should now orient the client to the five themes that will be consecutively 
discussed over the five final sessions of the therapy. As discussed in Chapter 3 regard-
ing case conceptualization, these themes represent important negative core beliefs or 
schemas that can be seemingly confirmed by a traumatic event or can change as a 
result of a traumatic event. The topics are Safety, Trust, Power/Control, Esteem, and 
Intimacy, presented in this order because they represent a hierarchy from more basic 
to complex human needs. Moreover, each theme is presented as it relates to self- and 
other-dimensions (e.g., beliefs about the ability to keep oneself safe and the perceived 
safety of others). Here is an example of how the five themes may be presented to a cli-
ent:

“For the next five sessions, we will begin considering specific themes that may be 
areas or beliefs in your life that were affected by your trauma. At each session, I will be 
asking you to consider what your beliefs were prior to the event, and how your trauma 
has affected them and been affected by those prior beliefs. If we decide together that 
any of these themes bring up Stuck Points for you, I will be asking you to complete 
worksheets on them, in order for you to begin changing what you are saying to your-
self. The five general themes are Safety, Trust, Power/Control, Esteem, and Intimacy. 
Each of these themes can be considered from two directions: how you view yourself 
and how you view others.”
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It is important for the clinician to present each of the topics in the ensuing ses-
sions, to ensure that any Stuck Points in the various areas can be identified. How-
ever, in keeping with the individual approach to case conceptualization emphasized 
in this book, Stuck Points that are key to a given client’s recovery should be prior-
itized. In particular, any lingering assimilated Stuck Points should be emphasized, 
because resolution of these Stuck Points has implications for the overaccommodated 
beliefs addressed in these five topics. For instance, one of our clients addressed her 
Stuck Point that she could have prevented a bank robbery from occurring; she came 
to believe that “I couldn’t have controlled the robbers’ doing what they did.” She then 
began to articulate overgeneralized beliefs about her ability to keep herself safe and 
to exert power/control in her work setting. As this example shows, changing specific 
trauma appraisals can have downstream effects on overaccommodated beliefs. The 
overall goal of these later sessions is thus to help the client develop balanced and mul-
tidimensional beliefs in each of these five areas.

Introducing the Safety Theme

As mentioned above, the first theme the clinician presents is Safety (with regard to self 
and others). This topic may be introduced to the client as follows:

“The first topic we will discuss is Safety. If prior to your index traumatic event you 
thought that you were quite safe, that others were not dangerous, and that you could 
protect yourself, these beliefs are likely to have been disrupted by the event. On the 
other hand, if you had prior experiences that left you thinking others were dangerous 
or likely to harm you, or believing that you were unable to protect yourself, then the 
event would have served to confirm or strengthen those beliefs. When you were grow-
ing up, did you have any experiences that left you believing you were unsafe or at risk? 
Were you sheltered? Did you believe you were invulnerable to traumatic events?”

After the client describes his or her prior beliefs, the therapist should help the 
client to determine whether prior beliefs were disrupted or seemingly reinforced by 
the traumatic event(s). The therapist and client should determine whether the client 
continues to have negative beliefs about the relative safety of others or the client’s abil-
ity to protect him- or herself from harm. If so, they should discuss how these negative 
beliefs elicit anxiety reactions (e.g., “Something bad will happen to me if I go out alone 
in my car”). The client also needs to recognize how these beliefs and emotions affect 
behavior (e.g., avoidance, social withdrawal).

Overgeneralized fears may lead some clients to avoid entire groups of people. For 
example, Vietnam veterans may report that they are always uncomfortable around 
Asian people, while Iraq veterans may say that they are always on guard near someone 
who looks Middle Eastern. Rape victims often want to avoid men. In all these cases, 
the clients have learned to be leery of most people they encounter who remind them in 
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any way of their experiences. At the beginning of therapy, they may see no difference 
between low-probability and high-probability events and believe that they are at equal 
risk in various settings. Any possibility of harm may be too much to tolerate.

Therapists may need to help such clients differentiate prudent safety practices 
from fear-based avoidance, either at the end of this session or during the next session. 
Clients can reduce the probability of being victimized through increased safety prac-
tices (e.g., locking doors, but not repeatedly checking them), without feeling fearful 
and panicky or engaging in excessive avoidance behavior. However, some events are 
so unpredictable and unavoidable (e.g., the World Trade Center attack) that there is no 
way to decrease risk. If a therapist recognizes that a client has been engaging in high-
risk behaviors, this should not be addressed at the beginning of treatment, because 
the client is likely to assume that the therapist is blaming him or her for the event. 
The therapist should wait until the Safety module to discuss risk reduction strategies.

Generalized fears and related safety obsessions will not prevent traumatic events; 
they will only serve to prevent recovery. Along these lines, some clients have focused 
so much attention on some factor or factors associated with the trauma that they focus 
their safety planning on those factors, to the exclusion of other, higher-risk sources of 
danger. For example, one client who had been attacked in her home spent years and 
a great deal of money on alarm systems, new windows, and constant changes to the 
locks on her home doors. In contrast, she was going out to bars and getting inebriated 
with friends on a regular basis. She was even the victim of a “date-rape drug” slipped 
into one of her drinks. Still, she focused only on the likelihood of being attacked in her 
home, while ignoring higher risks elsewhere.

Therapists should help clients recognize problematic self-statements about safety 
and begin to introduce alternative, more moderate, less fear-producing self-statements 
(e.g., to replace “I’m sure it’s going to happen again” with “It’s unlikely to happen 
again”). Some clients believe that if an event happens once, it will happen again. Ther-
apists may need to encourage such clients to seek out probability statistics, and may 
need to use Socratic dialogue to “right-size” how often these events occur, even in 
high-risk situations (e.g., military deployment). Although therapists cannot promise 
that traumatic events will not occur again, they can help clients stop behaving as if 
they are high-frequency events, especially in certain contexts. Moreover, therapists 
should promote healthy self-statements about clients’ abilities to tolerate (and perhaps 
be more resilient in facing) another traumatic event, based on their recovery efforts 
and skills learned through CPT.

Giving the New Practice Assignment

The client should be given the Safety Issues Module (Handout 8.3) to reinforce the 
psychoeducation provided about the Safety theme in this session. If safety issues 
related to self or others are evident in the client’s statements or behavior, he or she 
should complete at least one Challenging Beliefs Worksheet on safety before the next 
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session. Otherwise, the client should be encouraged to complete copies of this work-
sheet on other identified Stuck Points and recent trauma-related events that have been 
distressing. One Challenging Beliefs Worksheet per day should be completed (see 
Handout 8.4).

Checking the Client’s Reactions to the Session  
and the Practice Assignment

As usual, the therapist should conclude Session 7 by eliciting the client’s reactions to 
the session and asking whether the client has any questions about the content or the 
new practice assignment. The therapist should reinforce any important ideas or dis-
coveries made in the session, and should note the important take-home messages that 
the client offers.
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HANDOUT 8.2

Practice Assignment after Session 6 of CPT

Use the Challenging Beliefs Worksheets (Handout 8.1) to analyze 
and confront at least one of your Stuck Points each day. You can 
also use the Challenging Beliefs Worksheets to challenge any neg-
ative or problematic thoughts and related emotions you may have 
about day-to-day events.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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HANDOUT 8.3

Safety Issues Module

Safety Beliefs Related to SELF: The belief that you can protect yourself from harm and have 
some control over events.

PRIOR EXPERIENCE

Negative Positive

If you repeatedly experienced dangerous 
and uncontrollable life situations, you may 
have developed negative beliefs about your 
ability to protect yourself from harm. A new 
traumatic event may seem to confirm those 
beliefs.

If you have had positive prior experiences, 
you may develop the belief that you have 
control over most events and can protect 
yourself from harm. The traumatic event may 
have shattered this belief.

Symptoms Associated with Negative Safety Beliefs about the Self

•• Chronic and persistent anxiety

•• Intrusive thoughts about themes of danger

•• Irritability

•• Startled responses or physical arousal

•• Intense fears related to future victimization

Examples of Possible Stuck Points

“I can’t protect myself from danger.”

“If I go out, I will be hurt.”

“When I feel fear, that means I am in danger.”

POSSIBLE RESOLUTIONS

If you previously believed that . . . A possible alternative thought may be . . .

“It can’t happen to me,” then you will need to 
resolve the conflict between this belief and 
the traumatic event.

“It is unlikely to happen again, but the 
possibility exists. Even if it does, I have more 
skills I can use to manage my reactions.”

“I can protect myself from any harm,” then 
you will need to resolve the conflict between 
your prior beliefs and the traumatic event.

“I do not have control over everything that 
happens to me, but I can take precautions to 
reduce the risk of future traumatic events.”

“I cannot protect myself,” then the new 
traumatic event will seem to confirm these 
beliefs. New beliefs must be developed that 
are more balanced regarding your ability to 
keep yourself safe.

“I do have some ability to keep myself safe, 
and I can take steps to protect myself from 
harm.”

(continued)

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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HANDOUT 8.3 (p. 2 of 2)

Safety Beliefs Related to OTHERS: Beliefs about the dangerousness of other people and 
expectancies about the intent of others to cause harm, injury, or loss.

PRIOR EXPERIENCE

Negative Positive

If you experienced people as dangerous in 
early life, or if you believed violence to be 
a normal way of relating, the new traumatic 
event will seem to confirm these beliefs.

If you experienced people as safe in early life, 
you may expect others to keep you safe and 
not cause harm, injury, or loss. The traumatic 
event may have caused a disruption in this 
belief.

Symptoms Associated with Negative Safety Beliefs about Others

•• Avoidant or phobic responses

•• Social withdrawal

Examples of Possible Stuck Points

“The world is very dangerous everywhere.”

“People will always try to harm me.”

“There is nowhere safe to be.”

POSSIBLE RESOLUTIONS

If you previously believed that . . . Possible alternative thoughts may be . . .

“Others are out to harm me and most people 
will hurt me if they can,” then you will need 
to modify this belief, or it will be impossible 
to have trusting, happy relationships with 
others.

“There are some people out there who are 
dangerous, but not everyone is out to harm 
me in some way.”

“I will never be hurt by others,” then you will 
need to resolve the conflict between this 
belief and the victimization.

“There may be some people who will try to 
harm me, but not everyone I meet will hurt 
me. I can take precautions to reduce the 
likelihood that others can hurt me.”
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HANDOUT 8.4

Practice Assignment after Session 7 of CPT

Use the Challenging Beliefs Worksheets (Handout 8.1) to ana-
lyze and confront at least one of your Stuck Points each day. Also, 
please read over the Safety Issues Module (Handout 8.3), and think 
about how your prior beliefs were affected by your trauma. If you 
have safety issues related to yourself or others, complete at least 
one worksheet to confront those beliefs. Use the remaining sheets 
for other Stuck Points on your Stuck Point Log (Handout 6.1) or for 
distressing events that have occurred recently.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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9
Trauma Themes—Safety, 
Trust, and Power/Control
Sessions 8–10

Goals for Sessions 8, 9, and 10

The primary goals for the sessions on the Safety, Trust, and Power/Control themes 
(Sessions 8–10) are very similar, with the therapist and the client reviewing the Chal-
lenging Beliefs Worksheets related to the respective trauma themes. In addition, if the 
client has any unresolved assimilated Stuck Points, or Stuck Points regarding another 
trauma, those should be integrated into the weekly sessions and the continued prac-
tice assignments. Session 10 includes two additional behavioral assignments designed 
to enhance self- and other-esteem.

Session 8: Processing Safety  
and Introducing Trust

Procedures for Session 8

1.	 Review the client’s scores on the self-report objective measures. (See the discus-
sions of this review for Sessions 2 and 3 in Chapter 6.)

2.	 Review the client’s Challenging Beliefs Worksheets related to the Safety theme and 
to other Stuck Points.
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3.	 Introduce the Trust theme.
4.	 Give the new practice assignment.
5.	 Check the client’s reactions to the session and the practice assignment.

Reviewing the Client’s Challenging Beliefs Worksheets

Session 8 should begin with the therapist and client’s reviewing the client’s completed 
Challenging Beliefs Worksheets and discussing the client’s success or problems in 
changing Stuck Points (and subsequent emotions). Ideally, the client will have com-
pleted at least one worksheet on safety issues relating to self or others, and the thera-
pist should make sure to focus on reviewing the safety worksheets and any sheets 
that are addressing unresolved assimilated Stuck Points before going on to review any 
additional sheets. Whatever is not covered in the session will need to be reviewed 
before the next session, so it is important not to become too focused on one sheet 
unless the client is really struggling with that Stuck Point.

Safety issues most often center on probabilities. One common safety Stuck Point 
for clients is that a traumatic event will happen again. Rape survivors may say, “All 
men are rapists”; military personnel or veterans may say, “I know I am going to die in 
combat,” or “The world is so dangerous that I don’t want my family to go out without 
me.” These types of Stuck Points will significantly restrict these individuals from liv-
ing complete lives. The rape survivors may fear dating, going to parties, or even being 
in public, and the military personnel may experience great difficulty if they are still on 
active duty and facing deployment, or interacting with society when they feel at risk.

When therapists are helping clients with Challenging Beliefs Worksheets, it is 
important that the therapists prompt the clients to edit the sheets during the session, 
so that the clients have new and improved sheets to review when they are at home. 
Also, we find that clients can become so entrenched in their beliefs that they have great 
difficulty seeing things another way, even at this point in the therapy. For clients who 
are having difficulty addressing their safety-related overaccommodated Stuck Points, 
therapists may choose a number of options to help get the clients unstuck. For instance, 
a therapist may help a client focus on the likelihood of a traumatic event’s happening 
again. The therapist may ask the client to look up the actual probabilities of different 
events’ happening, in order to help the client see that in day-to-day living, the likeli-
hood of experiencing a significant traumatic event is actually quite low. But if the cli-
ent’s Stuck Point here is “It will happen again,” it shapes the way the client acts in daily 
life and causes him or her to avoid situations that in the past might have been embraced.

Here are some specific examples of this approach. If someone says that going to a 
large store is too dangerous, it might be possible to have the client look up the crime 
rate for that store. For a rape survivor, a therapist might ask the following questions:

“How many men are in the world? Of these 3.6 billion men, how many do you 
think you have encountered? Of those, how many have tried to rape you? Do you know 
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any men who have actually tried to help you or been kind to you? So, actually, is it 
more likely that you will meet someone who is kind, or that you will meet someone 
who will try to rape you?”

For a car accident victim who is afraid to drive again, the therapist might ask how 
many times the client had driven in the past and been injured in a car accident, as in 
the following exchange:

Therapist: How many times have you been injured before in a car accident?

Client: None. But I see them reported on the news all the time.

Therapist: Did you notice them being reported on the news before you had the 
accident?

Client: Not particularly.

Therapist: This is what we call “selective attention.” You are selecting to pay 
attention, or noticing something now that you didn’t pay attention to before, 
because now it has happened to you. But what evidence do you have that the 
accident rate has increased, or that you are more likely to be in an accident?

Client: I don’t have any evidence. I’m just more aware that it could happen.

Therapist: So, in fact, you might be a more careful driver in the future?

Client: Probably. I sure won’t text and drive again.

The therapist noted that the client himself did not know that he “would” be in 
an accident, and asked him how he felt when he said that it “could” happen versus 
that it “will” happen. The client was able to acknowledge that the two statements felt 
somewhat different, and that “could” was different from “will” in terms of probability 
(100% for the latter and something less for the former). Instead of pushing him further 
on this topic in this session, the therapist assigned him to work on this with more Chal-
lenging Beliefs Worksheets. The Stuck Point they wrote down was “If I drive, I will 
be in an accident.”

Once a client has completed a Challenging Beliefs Worksheet that successfully 
challenges a Stuck Point, the client should be encouraged to reread the worksheet 
regularly so that the reasoning becomes comfortable. This is why it is critical that the 
therapist and client continually focus on writing on the worksheets and not just talk-
ing things through, so that the client has something helpful to read between sessions.

Introducing the Trust Theme

During the final third of the session, the therapist introduces the Trust theme. The 
therapist and client should briefly go over the Trust Issues Module (Handout 9.1). Here 
is an example of how this module can be presented to the client:
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“The idea of self-trust involves the belief that people trust their own thoughts, 
perceptions, or judgments. After a traumatic event, many people begin to second-
guess themselves and to question many aspects of the trauma. They may question their 
own judgment about being in the situation that led to the event, their behaviors during 
the event, or their ability to judge character—particularly if, in the case of an assault, 
the perpetrator was an acquaintance.

“Conversely, trust in others involves a person’s ability to have a balanced sense 
of trust with other people. Other-focused trust is also frequently disrupted follow-
ing traumatic events. In addition to the sense of betrayal that occurs when traumatic 
events are caused intentionally by people clients thought they could trust, sometimes 
clients feel betrayed by the people they turned to for help or support during or after 
the event. For example, if a soldier thought that a commanding officer made a blame-
worthy mistake during battle, the soldier might decide, ‘I cannot trust anyone to keep 
me safe under any circumstances.’ Or if a child was assaulted by a parent, the child 
may come to believe as an adult that ‘No one can be trusted.’ Sometimes clients carry 
that belief for decades without actually knowing whether the other person or group 
in fact betrayed them, or whether there might be an alternative explanation for their 
behavior—for example, the military intelligence was wrong, or the nonperpetrating 
parent didn’t know about the other parent’s abuse.”

Giving the New Practice Assignment

The client should be given the Trust Issues Module (Handout 9.1) to reinforce the 
psychoeducation provided about trust in this session. If issues involving trust of self or 
others are evident in the client’s statements, behaviors, and Stuck Point Log, the client 
should complete at least one worksheet on trust before the next session. Otherwise, the 
client should be encouraged to complete worksheets on other identified Stuck Points 
and recent trauma-related events that have been distressing. One Challenging Belief 
Worksheet per day should be completed (see Handout 9.2).

Checking the Client’s Reactions to the Session  
and the Practice Assignment

As usual, the therapist should conclude Session 8 by eliciting the client’s reactions to 
the session and asking whether the client has any questions about the session content 
or the new practice assignment. The therapist should reinforce any important ideas or 
discoveries made in the session, and should note the important take-home messages 
that the client offers.
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Session 9: Processing Trust  
and Introducing Power/Control

Procedures for Session 9

1.	 Review the client’s scores on the self-report objective measures. (See the discus-
sions of this review for Sessions 2 and 3 in Chapter 6.)

2.	 Review the client’s Challenging Beliefs Worksheets related to the Trust theme and 
to other Stuck Points.

3.	 Introduce the Power/Control theme.
4.	 Give the new practice assignment.
5.	 Check the client’s reactions to the session and the practice assignment.

Reviewing the Client’s Challenging Beliefs Worksheets

Session 9 should begin with the therapist and client’s reviewing the Challenging 
Beliefs Worksheets and addressing Stuck Points related to trust. The therapist should 
continue to use Socratic dialogue as needed to generate alternative ways of thinking, 
which, again, should be recorded on the worksheets throughout the session. Some-
times clients will identify new assimilated Stuck Points or Stuck Points related to top-
ics other than the theme of the session. This is why the therapist should review as 
many of the problematic sheets as possible in session, to make sure that the client has 
provided reasonable challenges to the Stuck Points.

For many trauma survivors, trust becomes an either–or concept, rather than fall-
ing on a continuum. Therefore, other people are either given too much trust up front 
(e.g., “All people my age can be trusted”) or are not trusted at all unless there is over-
whelming evidence to the contrary. As a result, trauma survivors tend either to with-
draw from relationships or to engage in unhealthy, unbalanced relationships. It can be 
helpful for a therapist and client to describe different kinds of trust, so that the client 
can see that there are many kinds of trust and that some are more important than oth-
ers (e.g., trust with secrets; trust in the competence of a doctor or pilot; fidelity; reli-
ability; not using information against the client).

The therapist can help the client explore the idea that trust falls on a contin-
uum and is multidimensional, with different types/levels of trust for different people, 
through Socratic dialogue. An example of such a dialogue follows:

Client: My Stuck Point is that if I trust someone, I will be hurt.

Therapist: First, what do you mean by “hurt”?
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Client: Well, they might physically hurt me or reject me.

Therapist: So there are different ways to be hurt? What do you mean by “trust”? 
It is a very big word.

Client: What do you mean? You trust people or you don’t.

Therapist: It might be helpful to think of trust has having different types and 
different levels. For example, do you know some people that you could trust 
with your dog, cat, or child, but you have no idea if you could trust them to 
pay back $100 if you loaned it to them?

Client: Yes.

Therapist: What about trusting someone to save your life, but not being able to 
trust them to be on time for a movie?

Client: I know someone like that.

Therapist: Doesn’t it take time to get to know someone to figure out the areas 
you can and cannot trust them?

Client: That’s my point. It is safer just not to trust anyone!

Therapist: I understand your thinking, but are there any problems with thinking 
that way?

Client: I don’t know what you mean.

Therapist: Well, what if you do have people in your life who genuinely care for 
you? How long will they want to stick around if you always send a message 
that they cannot be trusted, even when they haven’t done anything to prove 
that?

Client: Probably not forever. I don’t mean to hurt people’s feelings.

Therapist: I guess you need to ask yourself, “When is it enough?” I remember 
our first session, when you said you were tired of being lonely.

Client: But if I trust people from the start, I will get hurt.

Therapist: OK, that is the Stuck Point we can challenge. I agree, you might get 
hurt, and they might do things that violate your trust. But does running 20 
minutes late for dinner with you equate to stealing $200 from you? Perhaps 
you can start in the middle with people and evaluate their behavior from that 
point.

Client: What do you mean?

Therapist: Well, what if we called the middle point between total trust and total 
distrust 0, meaning “I don’t have any information”? And rather than a single 
line with a middle point, we could think of trust as a star with many lines 
coming out in different directions to represent the different types and levels 
of trust you can have with different people. (Shows the client Handouts 9.3 
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and 9.3a.) Let’s start completing this Trust Star Worksheet by listing different 
kinds of trust. Then let’s pick one person in your life, and think about rat-
ing how much you trust that person on these different dimensions. In other 
words, you can trust [name of friend/relative] if you lend them money, but 
you might trust other friends to watch your kids or share a secret. As you 
learn more about a person, you might find that you can trust the person more 
deeply with more things. It is OK not to trust all people the same way in all 
areas. For example, you might trust your mechanic to fix your car, but not 
to walk your dog. Knowing someone’s limitations allows you to decide what 
type of friendship you have and not to have unrealistic expectations that can 
lead you to feeling hurt when they let you down.

Client: I get that, but I don’t want to get hurt again.

Therapist: I don’t think anyone wants to get hurt, and the best way to reduce the 
possibility of that happening is to start slow and only with small things until 
people have earned your trust in some ways. Also, see how much they are 
sharing with you. If they are not sharing their secrets with you, that tells you 
a lot about their own trust in you.

Client: OK, I get that.

Therapist: The other way to tell in which ways you can trust someone is to watch 
how they treat other people, whether you like their friends and family, and 
how they behave in different kinds of situations. Do you have to trust some-
one with your life to play on a basketball team with them? All right, let’s take 
a look at the Challenging Beliefs Worksheet you did, and look more closely 
at the evidence against the idea that you will be hurt if you trust someone.

It is important for therapists to make sure that clients have looked for Stuck Points 
related to trust of self and others, because assimilated Stuck Points regarding self-
blame can lead to Stuck Points regarding an inability to trust. Often self-trust Stuck 
Points revolve around clients’ doubt in their ability to make good decisions, due to 
their belief that the trauma happened because of something they did or did not do, or 
that they “should have known” the traumatic event was going to occur. This hindsight 
bias and outcome-based reasoning allows the clients to beat themselves up for what 
happened based on the information they know now, instead of only looking at the facts 
as they were at the time of the event. The Challenging Beliefs Worksheet will allow 
such clients to look objectively at the facts at the time, and to break apart some of the 
inaccurate conclusions. Here is an example:

Therapist: So what evidence do you have that you always make bad decisions?

Client: Well, I made a bad decision when I walked down that street.

Therapist: I thought we had determined that you had no reason to believe that it 
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was not going to be safe that night, and that you had walked down that street 
every day from the bus stop?

Client: Well, I guess that is not “evidence for.” [See the first Challenging Ques-
tion in section D of the Challenging Beliefs Worksheet.]

Therapist: How many bad decisions did you make this week that you knew were 
dangerous?

Client: Well, if you put it that way, none. I don’t intentionally make bad deci-
sions.

Therapist: So could that be evidence against the idea that you can’t trust your 
decisions?

Client: Hmm . . . yeah.

Therapist: And is it a habit of thinking, or a fact, that you make bad decisions?

Client: Habit.

Finally, it may be necessary to help some clients consider why some of their friends 
or family members may have withdrawn from them initially after hearing about the 
traumatic event. It can be difficult for some clients to see this as anything beyond 
blame or betrayal of themselves. With the Challenging Beliefs Worksheet, they can 
be helped to consider that their loved ones’ behaviors may have been their own reac-
tions of helplessness and vulnerability. Or the loved ones may simply have been unable 
to find an appropriate way to respond to the clients’ trauma. It may help these cli-
ents to understand that other people may also be suffering because of the traumatic 
event, and that the other people’s reactions may be their own ways of managing their 
feelings. Alternatively, examining others’ reactions may reveal that a friend or family 
member is not a trusted other, at least in this domain, and perhaps is not someone to 
whom a client should confide sensitive information.

As a client works through trust-related Stuck Points, it can be helpful to ask about 
the costs and benefits of holding onto these overaccommodated Stuck Points that likely 
grew out of self-blame Stuck Points. The client will often respond that self-blame and 
future self-doubt provide protection from other traumatic events and gives the client 
control over the future. This can provide a nice segue into introducing the next theme, 
that of Power/Control.

Introducing the Power/Control Theme

The Power/Control theme is introduced as the topic for the next practice assignment. 
The client is given the Power/Control Issues Module (Handout 9.4) to read after the 
session, to help with identifying additional Stuck Points the client should challenge 
before the next session. The concept of power or control in relation to the self refers to 
a person’s belief in his or her ability to manage problems and take on new challenges. 
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Traumatic events are often largely out of survivors’ control, so in response, they 
attempt to take complete control of all aspects of their lives in an attempt to remove 
the possibility that any future traumatic events will happen. When this happens, they 
can become very intolerant of other people’s making mistakes as well. Conversely, 
sometimes clients will overgeneralize from the traumatic event and believe that they 
are now powerless and have no control over anything. This may cause them to doubt 
themselves and abdicate decision making to others.

Like the other themes, Power/Control resides on a continuum and is multidimen-
sional (e.g., self-control over emotions, behaviors, urges). By using Socratic dialogue, 
the therapist can help the client consider that things do not have to be all-or-nothing, 
black-and-white. Thus it would be appropriate for a therapist to ask any of the follow-
ing types of questions: “Control with regard to what? Your emotions? Getting dressed 
each day? Your children?” It is common for individuals with PTSD to believe that they 
also have to control their emotions, because if they do not they “will not be able to 
handle it” or “will lose control completely.” Women who have been victimized by their 
partners emotionally as well as physically may come to believe that they are unable to 
take care of themselves and are helpless to leave their abusive relationships. They may 
have been brainwashed by their partners into believing in their own incompetence 
and powerlessness.

Power with regard to others involves the clients’ beliefs about the power of others 
and about their own ability to control outcomes in interpersonal relationships. Many 
trauma survivors will attempt to control all aspects of their relationships in an attempt 
to feel safe and secure, and they may have difficulty letting other people have any con-
trol. This can be very disruptive for previously existing relationships and will make it 
very difficult to form new, healthy relationships. It is important for a therapist to look 
for changes in a client’s relationships if the traumatic event(s) occurred in adulthood. If 
the index event occurred in childhood, it may be helpful to ask about longer-standing 
relationship patterns more generally, in an attempt to find power/control Stuck Points. 
Some people have Stuck Points with regard to the amount of control that others have 
over them, and their inability to tolerate having others tell them what to do (i.e., they 
have authority issues). They may have overaccommodated Stuck Points that they are 
helpless, or that others are always trying to control them or have power in their lives. 
Sometimes in severe PTSD, the other-control issues may come across as near-paranoid 
fears that people are trying to control them or have power over them.

Giving the New Practice Assignment

For the new practice assignment, the client should be asked to complete a Trust Star 
Worksheet (Handout 9.3) about someone in his or her life if this was not done in ses-
sion, and to read over the Power/Control Issues Module (Handout 9.4) to reinforce 
the psychoeducation provided about this theme in the session. If power/control issues 
related to self or others are evident in the client’s statements or behavior, the client 
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should complete at least one worksheet on power/control before the next session. Oth-
erwise, the client should be encouraged to complete worksheets on other identified 
Stuck Points and recent trauma-related events that have been distressing. One Chal-
lenging Belief Worksheet per day should be completed (see Handout 9.5).

Checking the Client’s Reactions to the Session  
and the Practice Assignment

As usual, the therapist should conclude Session 9 by eliciting the client’s reactions to 
the session and asking whether the client has any questions about the session content 
or the new practice assignment. The therapist should reinforce any important ideas or 
discoveries made in the session, and should note the important take-home messages 
that the client offers.

Session 10: Processing Power/Control 
and Introducing Esteem

Procedures for Session 10

1.	 Review the client’s self-report objective measures. (See the discussions of this 
review for Sessions 2 and 3 in Chapter 6.)

2.	 Review the client’s Trust Star Worksheet, as well as the Challenging Beliefs Work-
sheets related to the Power/Control theme and to other Stuck Points.

3.	 Introduce the Esteem theme.
4.	 Give the new practice assignment.
5.	 Check the client’s reactions to the session and the practice assignment.

Reviewing the Client’s Trust Star Worksheet 
and Challenging Beliefs Worksheets

Session 10 should begin with a review of the completed Trust Star Worksheet (Hand-
out 9.3), to see whether the client can see how someone can be in his or her life without 
having to be trusted in all possible ways. If the client only wrote down a few kinds of 
trust that he or she positively knows about a friend or family member, the therapist 
should ask, “Would you trust this person to cut your hair, repair your car, or pull your 
tooth?” Alternatively, if the client has identified no or only minimal ways that he or she 
can trust friends or family members positively, the therapist should ask whether there 
are any ways in which the client can trust them. It can be difficult for some trauma 
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survivors to identify any ways in which they can trust, so using the most basic ways of 
trusting should be considered (e.g., taking the client to the hospital, not poisoning the 
client’s food, caring for the client’s pet).

The focus then turns to the client’s attempts to change Stuck Points regarding 
power/control through using the Challenging Beliefs Worksheets. It is very important 
for the client to have a balanced view of power/control, because many trauma survivors 
believe that they have no power, and they often believe they must always be in control. 
For many people, the dialectic of feeling powerless, but simultaneously needing to be 
in control, is the source of much confusion or anxiety, and the subsequent behaviors in 
which these clients engage can often be very destructive to their working and social 
relationships. Realistically, no one has complete control over all events that happen 
around him or her, or the behavior of other people. But on the other hand, people are 
not completely helpless responders to the world. They have the ability to influence the 
course of events, and they can typically control their own reactions to those events.

If clients state that they have no control over their lives, therapists may walk them 
through a typical day, focusing on all the decisions the clients made. Usually, by the 
time this review is completed, the clients realize how many hundreds of decisions 
they make in a day (from what time to get up, to what to wear and eat, whether or not 
to obey traffic laws, etc.). Although some clients may try to dismiss these decisions as 
irrelevant, it is important for therapists to help them take credit for making these deci-
sions each day. Clients often blame some small everyday decision for putting them in 
the location and circumstances of a traumatic event. Therapists can ask such clients 
whether, if the traumatic event had not happened, they would have remembered the 
decisions they made that day, or whether the decision under discussion was similar 
to many they had made just like it on earlier days. Only because the outcome was so 
catastrophic do people go back and try to question all the decisions they made that 
day, and mentally try to undo those decisions. This is entirely normal, because people 
want to believe they have complete control over their safety and the safety of loved 
ones around them. Thus individuals look for variables that they had control over, in 
an attempt to believe that both the traumatic event and all future situations can be 
controlled or prevented from happening. Just because a choice or decision was made 
before the traumatic event, this does not mean that the choice caused the event.

For example, a client one of us worked with believed that she was helpless and 
incompetent in most areas of her life, because of the helplessness she felt during the 
traumatic abuse she experienced as a child. As a result of feeling helpless, she did not 
assert herself at work or with friends, and she often gave in to pressure from others to 
do things that she did not want to do (e.g., drive friends places, loan people money). 
She believed, “If I stand up for myself, it will turn out badly, and people will leave me.” 
This left her not only believing that she was stuck in an unsatisfying job, but also feel-
ing helpless to assert herself against her employer’s unreasonable demands for project 
deadlines and overtime hours.

When this client’s therapist helped her use the Challenging Beliefs Worksheet 
to help her look at her options, she began to see that she was not totally helpless and 
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that she did have some options. She reminded herself that several people had asked 
her to apply for jobs with their agencies, and she also realized that she had several 
blooming friendships that did not demand excessive amounts of her time. She eventu-
ally became more assertive with her boss, and he ended up promoting her, citing her 
ability to set boundaries and make tough decisions. Through these interactions, she 
was able to see that she could effect change in other people, and that if people did not 
treat her respectfully, then perhaps they were not the right people to have in her life.

Some people go to the other extreme and engage in excessive controlling behav-
iors in an attempt to ensure that nothing bad will ever happen to them. This reaction 
is often due to the clients’ assuming the assimilated belief “I could have prevented the 
traumatic event from happening,” and overgeneralizing it to the overaccommodated 
belief “If something bad happens, it is my fault.” Again, this is one of the important 
reasons why assimilated Stuck Points are targeted initially: Clients will use the assimi-
lated Stuck Points as evidence for the overaccommodated Stuck Points when they try 
to challenge these.

Often power/control issues can be identified by asking about how much clients 
engage in compulsive behaviors (checking and rechecking locks, compulsive neatness, 
bingeing and purging, drinking, etc.). Although these compulsions may be ways for 
the clients to believe that they are in control of the world around them, the compul-
sions can also serve as escape from or avoidance of feeling their emotions. Over time, 
some clients may begin to feel controlled by their compulsions rather than the other 
way around. Reframing compulsive behaviors as out of control may help such clients 
to shift their thinking about the effectiveness of these behaviors.

For some clients, the topic of power/control leads to a discussion of anger and their 
concern that their anger responses are out of their control. It may be helpful to remind 
them of some of the basic biological information introduced in Session 1: Therapists 
can note that some anger may be related to the hyperarousal symptoms of PTSD, such 
as irritability from physiological arousal, lack of sleep, and frequent startle reactions. 
It can also be important to remind these clients that while fear is associated with the 
fight–flight–freeze response, so is anger. Therefore, trauma cues may cause a resurfac-
ing of the anger associated with the fight response that clients have never fully pro-
cessed. Over time, they may have grown to fear feeling this anger—not only because 
it reminds them of the trauma, but also because they believe they will do something 
violent in reaction.

Other trauma survivors will state that they did not feel anger during the event, 
but that anger emerged afterward. However, because the person or persons who 
harmed them may not be available for them to express their anger toward (or are too 
dangerous to express anger toward), the anger is sometimes left without a target and is 
experienced as helpless anger. This causes some survivors to turn their anger on family 
members and friends around them. Unfortunately, because many people have never 
been taught how to discriminate between anger and aggression or how to handle their 
feelings of anger appropriately, they believe that aggression equals anger.

Some clients state that they feel as if they have no choice but to become angry, 
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even over little things that do not mean much in hindsight. In some cases, they will 
direct their anger outward toward anyone they perceive to have taken away their con-
trol and created feelings of helplessness. Anger may also be directed at society in 
general, “the government” or government agencies at various levels, or other groups or 
individuals whom a client may be holding responsible for not preventing the event in 
some way (e.g., a mother’s not preventing child abuse by a stepfather). As in the case 
of guilt, it may be necessary for a therapist to help such a client discriminate among 
the unforeseeable, responsibility, and intentionality. Only an intentional perpetrator 
of an event should be blamed. Other people may be responsible for setting the stage 
or inadvertently increasing risk to the client, but they should not have an equal share 
of the blame and anger.

In contrast, some clients’ anger is directed inward: The clients focus on not only 
all the things they “should” have done to prevent a traumatic event or defend them-
selves, but all the things they are continuing to do wrong in their present lives. Once 
these clients are able to see that a change in their behavior may not have prevented the 
event, or may have in fact worsened the outcome, they often feel better.

Each client should be given the Ways of Giving and Taking Power Handout 
(Handout 9.6). We recommend introducing this handout as follows:

“There are many ways people give and take power. You can do this appropriately 
or inappropriately, and this handout offers some examples. For example, if you tell 
your partner you will not have sex unless he or she does XYZ, you are taking power 
in a negative way. Or, if you base your actions or behaviors solely on the reactions you 
expect from others, you are giving your power away. If, on the other hand, you do 
something (or do not do something) because you want to and it makes you feel good, 
you are taking your power appropriately.

“Can you give me an example of things that you do that fit in each of the categories 
below? Are these behaviors that you would like to change? What Stuck Points keep 
you from making the changes you would like to make?”

Handout 9.6 should be used to generate additional power/control Stuck Points 
that can be challenged during the session on the Challenging Beliefs Worksheet or 
assigned to the client as part of the practice assignment.

Introducing the Esteem Theme

The remainder of Session 10 should focus on the introduction of the next theme, 
Esteem. The therapist briefly introduces this topic with the client and describes how 
self-esteem and esteem for others can both be disrupted by traumatic events. If the 
trauma occurred in adulthood, the client’s self-esteem before the event should be 
explored. If the trauma occurred in childhood, it can be useful to help the client see 
how his or her self-esteem was shaped by the event(s) without being given a chance to 
develop in a safe and healthy environment.
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At this point in therapy, two new behavioral assignments are given to the client: 
practice in giving and receiving compliments, and doing at least one nice thing for 
him- or herself each day without any conditions or strings attached (e.g., exercising, 
reading a magazine, calling a friend to chat). As an alternative, the client may choose 
to do something worthwhile for the community (e.g., volunteer work) that may help 
raise the client’s self-esteem. These assignments are designed to help the client build 
self-esteem by helping him or her become more comfortable with the idea that “I 
am worthy of compliments and pleasant events without having to earn them or dis-
own them.” The assignments also help the client connect socially with others, because 
those with PTSD tend to isolate themselves. Because compliments may have bounced 
off or were distorted to fit in with prior beliefs in the past, the therapist may need to 
teach the client how to respond (“Thank you”) rather than making deflecting state-
ments. Reconnecting with pleasant or worthwhile events helps a client to break out of 
this isolation and (ideally) begin to connect with other people. Clients with PTSD who 
have been avoidant and isolated may have stopped doing activities that they enjoyed 
doing before the traumatic event, and may need to consider how they will move back 
into their community.

Giving the New Practice Assignment

The client should be given the Esteem Issues Module (Handout 9.7) and practice 
assignment (Handout 9.8) to reinforce the psychoeducation provided about esteem 
in this session. If self- or other-esteem issues are evident in the client’s statements or 
behavior, the client should complete at least one worksheet on esteem before the next 
session. Otherwise, the client should be encouraged to complete worksheets on other 
identified Stuck Points and recent trauma-related events that have been distressing. 
One Challenging Belief Worksheet per day should be completed.

Checking the Client’s Reactions to the Session  
and the Practice Assignment

As usual, the therapist should conclude Session 10 by eliciting the client’s reactions to 
the session and asking whether the client has any questions about the session content 
or the new practice assignment. The therapist should reinforce any important ideas or 
discoveries made in the session, and should note the important take-home messages 
that the client offers.
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HANDOUT 9.1

Trust Issues Module

Trust Beliefs Related to SELF: The belief that you can trust or rely on your own judgments 
and decisions. Trusting yourself is an important building block for developing healthy, trusting 
relationships with others

PRIOR EXPERIENCE

Negative Positive

If you had prior experiences where you 
were blamed for negative events, you may 
have developed negative beliefs about your 
ability to make decisions or judgments about 
situations or people. A new traumatic event 
may seem to confirm these beliefs.

If you had prior experiences that led you to 
believe that you had great judgment, the 
traumatic event may have undercut this 
belief.

Symptoms Associated with Negative Trust Beliefs about the Self

•• Feelings of self-betrayal

•• Anxiety

•• Confusion

•• Excessive caution

•• Inability to make decisions

•• Self-doubt and excessive self-criticism

Examples of Possible Stuck Points

“I can’t make good decisions, so I let others make decisions for me.”

“Because I am a poor judge of character, I can’t tell who can be trusted.”

“If I make choices, then they never work out.”

POSSIBLE RESOLUTIONS

If you previously believed that . . . A possible alternative thought may be . . . 

“I cannot trust my judgment” or “I have bad 
judgment,” the recent traumatic event may 
have reinforced these beliefs. It is important 
to understand that the traumatic event was 
not your fault and that your decisions did not 
cause the traumatic event.

“I can still trust my judgment even though it’s 
not perfect.”

“Even if I misjudged this person or situation, 
I realize that I cannot always realistically 
predict what others will do or how a situation 
may turn out.”

(continued)
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If you previously believed that . . . A possible alternative thought may be . . . 

“I have perfect judgment, and I never make 
bad decisions,” then the traumatic event may 
have shattered this belief. New beliefs need 
to reflect the possibilities that you can make 
mistakes but still have good judgment, and 
that mistakes in judgment cannot always be 
blamed as the reason why traumatic events 
occur.

“No one has perfect judgment. I did the best I 
could in an unpredictable situation, and I can 
still trust my ability to make decisions even 
though it is not perfect.”

“My bad decision did not cause the event to 
happen.”

Trust Beliefs Related to OTHERS: Beliefs that the promises of other people or groups can 
be relied on with regard to future behavior. One of the earliest tasks of childhood development 
involves trust versus mistrust: A person needs to learn a healthy balance of trust and mistrust, 
and to learn when each is appropriate.

PRIOR EXPERIENCE

Negative Positive

If you were betrayed in early life, you 
may have developed the generalized 
belief that “No one can be trusted.” A new 
traumatic event may serve to confirm this 
belief, especially if you were hurt by an 
acquaintance.

If you had particularly good experiences 
growing up, you may have developed the 
belief that “All people can be trusted.” The 
traumatic event may have shattered this 
belief.

POSTTRAUMATIC EXPERIENCE

If the people you knew and trusted, or people in positions of authority, were blaming, distant, or 
unsupportive after the traumatic event, your belief in their trustworthiness may have been shat-
tered.

Symptoms Associated with Negative Trust Beliefs about Others

•• Pervasive sense of disillusionment and disappointment in others.

•• Fear of betrayal or abandonment.

•• Anger and rage at betrayers.

•• After repeated betrayals, negative beliefs so rigid that even people 
who are trustworthy may be viewed with suspicion.

•• Fear of close relationships; particularly when trust is beginning to 
develop, active anxiety and fear of being betrayed.

HANDOUT 9.1 (p. 2 of 3)

(continued)
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Examples of Possible Stuck Points

“No one can be trusted.”

“People in authority will always take advantage of you.”

“If I trust someone, they will hurt me.”

“If I get close to someone, they will leave.”

POSSIBLE RESOLUTIONS

If you previously believed that . . . Possible alternative thoughts may be . . . 

“No one can be trusted,” which was 
seemingly confirmed by the traumatic event, 
then you need to adopt new beliefs that will 
allow you to enter into new relationships 
from a neutral position that allows you to see 
whether various kinds of trust can be built.

“Although I may find some people to be 
untrustworthy in some ways, I cannot assume 
that everyone is always untrustworthy.”

“Trusting another involves some risk, but I 
can protect myself by developing trust slowly 
and including what I learn about that person 
as I get to know him or her.”

“Everyone can be trusted,” then the traumatic 
event will have shattered this belief. To avoid 
becoming suspicious of the trustworthiness 
of others, including those you used to trust, 
you will need to understand that trust is not 
an either–or matter.

“I may not be able to trust everyone in every 
way, but that doesn’t mean I have to stop 
trusting the people I used to trust.”

“I can trust my family and friends,” then the 
traumatic event may have shattered your 
beliefs about the trustworthiness of your 
support system when these persons did not 
act the way you wanted them to after they 
learned about the traumatic event. Before 
you assume that you cannot trust anyone 
in your support system, it is important to 
consider why these people may have reacted 
the way they did. Many people do not know 
how to respond when someone they care 
about is traumatized, and they may have 
been reacting out of ignorance. Some people 
may have responded out of fear or denial, 
because what has happened to you made 
them feel vulnerable and may have affected 
their own beliefs.

“Trust is not an all-or-none concept. Some 
people may be more trustworthy than others.”

“It may help to tell others what I need from 
them and then see if they do a better job of 
meeting my needs. I can use this as a way to 
assess their trustworthiness.”

If you find that others continue to be 
unsupportive about the trauma, but kind to 
you in other ways, you may choose to adopt 
a statement such as “There are some people 
I cannot talk to about the traumatic event, but 
there are other areas of my life where I can 
trust them.”

If a person continues to be negative or make 
blaming statements toward you, you might 
want to tell yourself, “This person is not 
trustworthy, and it is not healthy for me to 
have the person in my life at this time.”

HANDOUT 9.1 (p. 3 of 3)
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HANDOUT 9.2

Practice Assignment after Session 8 of CPT

Use the Challenging Beliefs Worksheets (Handout 8.1) to analyze 
and confront at least one of your Stuck Points each day. Also, please 
read over the Trust Issues Module (Handout 9.1), and think about 
how your prior beliefs about trust were affected by your trauma. If 
you have trust issues, Stuck Points, related to yourself or others, 
complete at least one worksheet to examine those beliefs. Use the 
remaining sheets for other Stuck Points on your Stuck Point Log 
(Handout 6.1) or for distressing events that have occurred recently.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
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HANDOUT 9.3

Trust Star Worksheet

Date:                         Client: 	

There are many different types of trust (such as keeping secrets and being reliable). Below, 
in the lines down the right side of the page, list all the different types of trust you can think 
of. Then think about one particular person. Write in your relationship with this person 
here:                         . If you cannot think of a family member or friend, then think 
of someone in which you must place your trust, such as a doctor, mechanic, or bus driver. Put 
a star by the most important types of trust for this person. Then fill in the Trust Star graphic by 
writing a type of trust on each line, and putting an × on the line to indicate how much you trust 
this person with that type of trust. The plus sign at one end of each line means maximum trust; 
the minus sign means no trust at all. If you don’t know how much you trust the person in this way, 
put the × just inside the “No information” circle. Does this person need to be trustworthy in every 
way? What about the most important ways? Would you trust this person to pull your tooth, cut 
your hair, or fix your car?

TYPES OF TRUST
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HANDOUT 9.3A

Sample Trust Star Worksheet

There are many different types of trust (such as keeping secrets and being reliable). Below, 
in the lines down the right side of the page, list all the different types of trust you can think 
of. Then think about one particular person. Write in your relationship with this person 
here:         friend          . If you cannot think of a family member or friend, then think 
of someone in which you must place your trust, such as a doctor, mechanic, or bus driver. Put 
a star by the most important types of trust for this person. Then fill in the Trust Star graphic by 
writing a type of trust on each line, and putting an × on the line to indicate how much you trust 
this person with that type of trust. The plus sign at one end of each line means maximum trust; 
the minus sign means no trust at all. If you don’t know how much you trust the person in this way, 
put the × just inside the “No information” circle. Does this person need to be trustworthy in every 
way? What about the most important ways? Would you trust this person to pull your tooth, cut 
your hair, or fix your car?

TYPES OF TRUST

 Keeps private information	

 Trust with my child*	

 Returns money*	

 Reliable	

 On time*	

 Supportive*	

 Protective	

 Competent	

 Faithful	

 Doesn’t gossip	

 Keeps me physically safe*	
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HANDOUT 9.4

Power/Control Issues Module

Power and Control Beliefs Related to SELF: Beliefs that you can solve problems and meet 
challenges that you may face.

PRIOR EXPERIENCE

Negative Positive

If you grew up experiencing repeated 
negative events, you may have developed 
the belief that you cannot control events or 
solve problems even if they are controllable/
solvable. A new traumatic event may seem to 
confirm prior beliefs about helplessness.

If you grew up believing that you had control 
over events and could solve problems, the 
traumatic event may have disrupted those 
beliefs.

Symptoms Associated with Negative Power/Control Beliefs about the Self

•• Numbing of feelings

•• Avoidance of emotions

•• Chronic passivity

•• Hopelessness and depression

•• Self-destructive patterns

•• Outrage when you are faced with events that are out of your 
control, or with people who do not behave as you would like

Examples of Possible Stuck Points

“Because I can’t be completely in control, I might as well be out of control.”

“The traumatic event wouldn’t have happened if I had had better control over it.”

“I need to be perfect to be in control.”

“If I lose complete control over my emotions, something bad will happen.”

POSSIBLE RESOLUTIONS

If you previously believed that . . . A possible alternative thought may be . . . 

“I have control over everything that I do and 
say, as well as over the actions of others,” 
then it will be important to realize that none 
of us can have complete control over our 
emotions or behavior at all times. Although 
you may be able to influence many external 
events, it is impossible to control all events or 
all behaviors of other people. Neither of these

“I do not have total control over my reactions, 
other people, or events at all times. However, 
I am able to have some control over my 
reactions to events, and to influence some 
behaviors of others or the outcomes of some 
events.”

“Bad things do not always happen when I am 
not in control.”

(continued)
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If you previously believed that . . . A possible alternative thought may be . . . 

facts is a sign of weakness, but only an 
understanding that you are human and can 
admit that you are not in control of everything 
that happens to you or your reactions.

“I am helpless or powerless to control myself 
or others,” then you will need to work on 
developing a sense of control to decrease the 
symptoms of depression and low self-esteem 
that often go along with believing you are 
helpless. It may help to look at your actual 
ability to control some events in your life.

“I cannot control all events outside myself, but 
I do have some control over what happens to 
me and my reactions to events.”

“I can try to notice all the little things I have 
control over in my life, and I can practice 
taking control over more things in my life that 
are important to me.”

Power and Control Beliefs Related to OTHERS: Beliefs that you can control others or future 
events related to others (including people in power).

PRIOR EXPERIENCE

Negative Positive

If you had prior experiences with others that 
led you to believe that you had no control in 
your relationships with others, or that you had 
no power in relation to powerful others, the 
traumatic event will seem to confirm those 
beliefs.

If you had prior positive experiences in your 
relationships with others and in relation 
to powerful others, you may have come 
to believe that you could influence others. 
The traumatic event may shatter this belief 
because you were unable to exert enough 
control, despite your best efforts, to prevent 
the event.

Symptoms Associated with Negative Power/Control Beliefs about Others

•• Passivity

•• Submissiveness

•• Lack of assertiveness that can generalize to all relationships

•• Inability to maintain relationships, because you do not allow the other per-
sons to exert any control in the relationships (including becoming enraged 
if the other persons try to exert even a minimal amount of control)

Examples of Possible Stuck Points

“People will always try to control you.”

“There is no point in even trying to fight against authority.”

“This event just proves that people have too much power over me.”

HANDOUT 9.4 (p. 2 of 3)
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POSSIBLE RESOLUTIONS

If you previously believed that . . . Possible alternative thoughts may be . . . 

“I am powerless and have no control in 
relationships,” then you will need to learn 
ways that it is safe and appropriate for you 
to exert control over yourself, others, and 
events. 

“Even though I cannot always get everything 
I want in a relationship, I do have the ability 
to influence others by standing up assertively 
for my rights and asking for what I want.”

“I have to control everything in the lives of 
people I care about, or they will be hurt,” 
then the traumatic event may have further 
reinforced this belief. It will be important 
for you to realize that healthy relationships 
involve sharing power and control, and that 
relationships in which one person has all the 
power can be abusive (even if you are the 
one with all the power). It may also be helpful 
to realize that it can be relaxing to give up 
some of the power, and freeing to let others 
make decisions some of the time.

“Even though I may not get everything I want 
or need out of a relationship, I can assert 
myself and ask for it. A good relationship is 
one in which power is balanced between both 
people. If I am not allowed any control, I can 
exert my control in this relationship by ending 
it, if necessary.”

“I can learn to let others have some of the 
power in a relationship, and even enjoy 
having others take responsibility for some of 
the things that need to be done.”

HANDOUT 9.4 (p. 3 of 3)
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HANDOUT 9.5

Practice Assignment after Session 9 of CPT

Use the Challenging Beliefs Worksheets (Handout 8.1) to analyze 
and confront at least one of your Stuck Points each day. Also, if not 
completed in session, complete the trust star example (Handout 
9.3). Please read over the Power/Control Issues Module (Hand-
out 9.4), and think about how your prior beliefs about power/con-
trol were affected by your trauma. If you have power/control Stuck 
Points related to yourself or others, complete at least one work-
sheet to examine those beliefs. Use the remaining sheets for other 
Stuck Points on your Stuck Point Log (Handout 6.1) or for distress-
ing events that have occurred recently.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).



		  209

HANDOUT 9.6

Ways of Giving and Taking Power Handout

Giving Power Taking Power

Positive

•• Being altruistic (helping others without 
expecting anything in return)

•• Helping others in need or crisis

•• Sharing yourself with another person as 
part of the give-and-take in relationships

Example: You are on your way to the store 
when a friend asks for a ride to the doctor, 
and you decide to help your friend.

•• Being assertive

•• Setting limits and boundaries with others

•• Being honest with yourself and others

Example: You tell a friend you cannot help 
him or her now, but you schedule a time to 
meet later when it fits into your schedule.

Negative

•• Basing your actions or behaviors solely on 
the reactions you expect from others

•• Always placing the needs of others above 
your own

•• Allowing others easy access to your “hot 
buttons,” to get you emotionally upset

Example: You have a strong negative 
reaction to someone who is clearly 
manipulating you to feel that way.

•• Giving ultimatums

•• Testing limits

•• Intentionally upsetting others for personal 
gain

•• Behaving aggressively

Example: You tell your partner, “I will not 
have sex with you until you do what I want.”

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
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HANDOUT 9.7

Esteem Issues Module

Esteem Beliefs Related to SELF: Beliefs in your own worth. Such beliefs are a basic human 
need. Being understood, respected, and taken seriously is basic to the development of self-
esteem.

PRIOR EXPERIENCE

Negative Positive

If you had prior experiences that made you 
doubt your own worth, a new traumatic event 
will seem to confirm these negative beliefs 
about your self-worth. Some life experiences 
that can lead to negative beliefs about the 
self include these:

•• Believing other people’s negative state-
ments about you

•• Receiving little caring or support from oth-
ers

•• Being criticized or blamed by others, even 
when things were not your fault

If you had prior experiences that were 
positive and built up your beliefs in your 
own worth, the traumatic event may have 
disrupted those beliefs and lowered your 
self-esteem. Your self-confidence in making 
decisions and your faith in your opinions may 
be decreased.

Symptoms Associated with Negative Esteem Beliefs about the Self

•• Depression

•• Guilt

•• Shame

•• Possible self-destructive behavior

Examples of Possible Stuck Points

“I am bad, destructive, or evil.”

“I am responsible for bad, destructive, or evil acts.”

“I am basically damaged or flawed.”

“Because I am worthless, I deserve unhappiness and suffering.”

POSSIBLE RESOLUTIONS

If you previously believed that . . . A possible alternative thought may be . . . 

“I am worthless” (or any of the beliefs listed 
above) because of prior experiences, then 
the traumatic event may seem to confirm this

“Sometimes bad things happen to good 
people. Just because someone says 
something bad about me, that does not make 

(continued)
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If you previously believed that . . . A possible alternative thought may be . . . 

belief. If you received poor social support 
after the event, this may also confirm 
negatives beliefs about yourself. To improve 
your self-esteem, it may help to reevaluate 
your beliefs about your self-worth and replace 
maladaptive beliefs with more realistic, 
positive ones.

it true. No one deserves this, and that 
includes me. Even if I have made mistakes 
in the past, that does not make me a bad 
person deserving of unhappiness or suffering 
(including the traumatic event).”

“Bad things will not happen to me because I 
am a good person,” then the event may have 
disrupted such beliefs, and you may wonder 
what you did to deserve the event (e.g., 
“Maybe I was being punished for something 
I had done, or because I am actually a 
bad person”). To regain your prior positive 
beliefs about your self-worth, you will need 
to look carefully at the situation, so that your 
sense of worth is not disrupted every time 
something unexpected and bad happens to 
you. When you can accept that bad things 
might happen to you (as they happen to 
everybody from time to time), you will let go 
of blaming yourself for events that you did not 
cause.

“Sometimes bad things happen to good 
people. If something bad happens to me, it is 
not necessarily because I did something to 
cause it or because I deserved it. Sometimes 
there is not a good explanation for why 
bad things happen. I might have been the 
occasion, but not the cause of the event.”

Esteem Beliefs Related to OTHERS: Beliefs about how much you value other people. Realistic 
views of others are important to psychological health. In less psychologically healthy people, 
these beliefs are stereotyped, rigid, and relatively unchanged by new information.

PRIOR EXPERIENCE

Negative Positive

If you had many bad experiences with 
people in the past, you may have concluded 
that other people are not good or not to 
be trusted. You may have developed this 
belief about everyone (even those who are 
basically good and have your best interests 
at heart). The traumatic event may seem 
to confirm these beliefs about people. In 
addition, negative experiences may make 
it difficult to respect people in authority, 
especially if your trauma involved someone in 
a position of power.

If your prior experiences with people were 
positive, and if negative events in the world 
did not seem to have an impact on you, 
the traumatic event was probably belief-
shattering. Prior beliefs in the basic goodness 
of other people may have been particularly 
disrupted if people who were assumed to be 
supportive were not there for you after the 
event.

HANDOUT 9.7 (p. 2 of 4)
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Symptoms Associated with Negative Esteem Beliefs about Others

•• Chronic anger

•• Contempt

•• Bitterness

•• Cynicism

•• Disbelief when treated with genuine caring compassion (“What do they really want?”)

•• Isolation or withdrawal from others

•• Antisocial behavior, justified by the belief that people are only out for themselves

Examples of Possible Stuck Points

“People are basically uncaring, indifferent, and only out for themselves.”

“People are bad, evil, or malicious.”

“Large parts of the human race [e.g., all men, all government officials] 
are bad, evil, or malicious.”

POSSIBLE RESOLUTIONS

If you previously believed that . . . Possible self-statements may be . . . 

“All people are no good,” then it will be 
important for you to reconsider the automatic 
conclusion that all people (or at least all 
people from a particular group) are no good, 
and consider how that belief has affected 
your behavior and social life in general. 
When you first meet someone, it is important 
that you do not make decisions based on 
stereotypes, which are not generally true 
for the majority of people you will meet. It is 
better and more accurate to adopt a “wait-
and-see” attitude, which will allow you time to 
develop your beliefs about the other person 
without automatically judging the person you 
are trying to get to know.

“While some [members of a particular group] 
do bad things, not all [members of this group] 
are out to hurt me.”

“While some people in power will abuse their 
power, not all people in power are out to hurt 
others.”

“I need to put up with other people’s behavior, 
even if it makes me uncomfortable,” you need 
to keep in mind that if over time a person 
makes you uncomfortable, or does things 
that may hurt you, you are free to stop trying 
to develop the relationship. It is important 
to remember, however, that all people make 
mistakes, and you need to consider your 
ground rules for friendships or intimate 
relationships ahead of time. If you confront 
the person with a request to stop doing

“Although there are people I do not respect 
and do not wish to know, I cannot assume 
this about every new person I meet. I may 
come to this conclusion later, but it will be 
after I have learned more about this person.”

HANDOUT 9.7 (p. 3 of 4)
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If you previously believed that . . . Possible self-statements may be . . . 

something that makes you uncomfortable, 
you can use that person’s reaction to your 
request to help you decide if the person is 
going to be good for you to have in your life. 
That is, if the person is apologetic and makes 
a genuine effort to avoid making the same 
mistake, then you might want to continue 
getting to know this person. If the person is 
insensitive to your request or belittles you in 
some way, then you may want to get out of 
this relationship. The important point about 
esteem of others is like the point about trust 
of others: You need time to get to know 
people and form an opinion of them. It is 
important that you adopt a view of others that 
is balanced and allows for changes.

“People I expect to support me will always 
let me down,” it will be important not to drop 
relationships immediately, even if those you 
expected support from let you down. Talk 
to them about how you feel and what you 
want from them. Use their reactions to your 
request as a way of evaluating where you 
want these relationships to go.

“People sometimes make mistakes. I will try 
to find out whether they understand it was 
a mistake or whether it reflects a negative 
pattern that will continue from that person. 
At that point, I can end the relationship if it is 
something I cannot accept.”

HANDOUT 9.7 (p. 4 of 4)
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HANDOUT 9.8

Practice Assignment after Session 10 of CPT

Use the Challenging Beliefs Worksheets (Handout 8.1) to analyze 
and confront at least one of your Stuck Points each day. Also, please 
read over the Esteem Issues Module (Handout 9.7) and think about 
how your prior beliefs about esteem were affected by your trauma. 
If you have esteem Stuck Points related to yourself or others, com-
plete at least one worksheet to examine those beliefs. Use the 
remaining sheets for other Stuck Points on your Stuck Point Log 
(Handout 6.1) or for distressing events that have occurred recently.

Also, each day before the next session, do one nice thing for your-
self “just because,” not because you achieved something. Also, 
practice giving one compliment and receiving one compliment each 
day. Write the nice things you did for yourself, and the names of 
the persons whom you complimented and who complimented you, 
on this sheet. It is better to compliment people for something they 
did rather than how they look. If any of these assignments result in 
Stuck Points, please complete a Challenging Beliefs Worksheet on 
them.
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leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).



		  215

10
Esteem, Intimacy, 
and Facing the Future
Session 11, Session 12, and Aftercare

Goals for Sessions 11 and 12

Although the goals for the sessions on the Esteem and Intimacy themes (Sessions 11 
and 12) are very similar to the goals for the preceding three sessions, with the thera-
pist and client reviewing the Challenging Beliefs Worksheets related to both of these 
themes, both sessions include additional activities. Session 11 includes a review of the 
two behavioral practice assignments from Session 10, and Session 12 involves revisit-
ing the client’s perception of the impact of the trauma.

Session 11: Review of Esteem 
and Introducing Intimacy

Procedures for Session 11

1.	 Review the client’s scores on the self-report objective measures. (See the discus-
sions of this review for Sessions 2 and 3 in Chapter 6.)

2.	 Review the Challenging Beliefs Worksheets related to the Esteem theme and to 
other Stuck Points.
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3.	 Review the assignments regarding compliments and nice/worthwhile things that 
the client has completed.

4.	 Discuss therapy termination.
5.	 Introduce the Intimacy theme.
6.	 Give the new practice assignment.
7.	 Check the client’s reactions to the session and the practice assignment.

Reviewing the Client’s Challenging Beliefs Worksheets

After the usual review of the client’s scores on the self-report measures, Session 11 
should begin with the therapist and client’s reviewing the Challenging Beliefs Work-
sheets on esteem. Clients will often have very strong beliefs about their own worth 
and capabilities. They may state that they are damaged because of their traumatic 
events; they may view their PTSD symptoms as evidence that they are weak, crazy, or 
permanently changed in some negative way. Or they may infer from the trauma that 
their judgment is impaired, or they may believe that others blame them for things they 
did or did not do during the events. These beliefs can erode the clients’ beliefs about 
themselves related to the events, and then in turn eat away at their global perception 
of self-esteem. When a trauma is interpersonal in nature (e.g., rape, child abuse, or 
military sexual trauma), a client may also assume, “There was something wrong with 
me in the first place, or I would not have been the target of this type of trauma.” When 
the client makes global negative comments about the self, the therapist can help him 
or her by identifying any new Stuck Points and then examining the specific nature of 
the self-criticism through Socratic dialogue. Like the other themes, the Esteem theme 
is a global multidimensional concept that should allow for flexibility in the ways in 
which the client views the self and others.

Often this is the point in the therapy when it is most helpful to address the cli-
ent’s beliefs about perfectionism and concerns that all mistakes will lead to horrific 
outcomes. This can become a debilitating cycle in which the client engages in undue 
self-blame for any mistakes he or she made, which fuels the belief that all mistakes are 
unacceptable. The client may reinforce this line of thinking by believing that he or 
she made mistakes before or during the traumatic event that caused the event to hap-
pen. Sometimes it can help to ask the client, “What would you think of a teacher who 
announced that a 100% was an A and a 99% was an F?” When the client says that this 
would be unfair, the therapist can ask, “So why are you being unfair to yourself?” It is 
also helpful to ask the client, “Do you know any perfect people? Perhaps ‘good enough’ 
is a more reasonable goal.”

It can be helpful to use Challenging Beliefs Worksheets to explore the basic 
unfairness a client is practicing with him- or herself. For example, the client in the 
following example had made a mistake at work that resulted in her having to stay late 
to fix the problem.
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Therapist: So with the Stuck Point “If I make a mistake, I am a failure,” we need 
to look at the evidence against this Stuck Point. Did you do anything else that 
day at work?

Client: Sure, lots of things.

Therapist: And, did those turn out all right?

Client: I guess so, but I might find out otherwise later.

Therapist: OK, so in addition to work, how many things did you do yesterday? 
How many decisions did you make? What percentage correct did you have 
for the day?

Client: Well, when you put it that way . . . I guess I did OK. But lots of the things 
I did yesterday don’t matter as much as the mistake I made at work.

Therapist: That makes sense. Not everything has the same importance. But 
some of what you did involved taking care of your kids, right? So what was 
the most important thing you did all day?

Client: Well, making sure my kids were safe and fed and stuff.

Therapist: OK, so in the scheme of yesterday, you did lots of other things well 
other than the mistake at work, right?

Client: I guess.

Therapist: Did you have any important things happen at work in the past week?

Client: Sure. I finished the big project I was working on and turned it in on 
Monday.

Therapist: And did that go well?

Client: My boss said I did a great job.

Therapist: So what could we put on this sheet as evidence against your Stuck 
Point that “If I make a mistake, I am a failure”?

Client: Well, I guess I could say that I did my project well, and I do try to take 
care of my kids.

Therapist: Great. Now let’s use that information to fill in the rest of section D 
on the worksheet.

In looking at esteem as it relates to others, it is important to identify ways in which 
the client may overgeneralize attributes associated with the perpetrator or combat 
enemy to an entire group of people (e.g., all men, all Iraqis, all Asians). When this 
happens, it will be important to help the client see people as individuals and not lump 
everyone into a stereotype. One way to do this is to use the Challenging Belief Work-
sheets to help the client see that these stereotypes not only are unfair to members of 
the stigmatized group(s), but can have a strong negative impact on the client’s own 
daily living (avoiding gas stations owned by members of certain groups, not dating 
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members of those groups, etc.). The client may need help identifying how and why 
these overgeneralized thoughts are being maintained.

For clients who served in the military, another area where they may develop over-
accommodated Stuck Points is their view of the “government.” As with other concepts 
discussed throughout this book, “government” is an overly general term that can mean a 
great number of things. Many of these clients will use their thoughts about the govern-
ment to help them stay angry and thus avoid feeling their other emotions, such as sad-
ness or grief related to their traumatic events. Although it is important for clients to feel 
heard by their therapists, allowing them to rant about the government will not help them 
get better. Instead, it may help such a client to encourage a focus on the traumatic event 
that is behind the government blaming, or to ask questions such as “What do you mean 
by ‘government’? A particular President? The military? The mayor? We the people?” In 
addition, if the client’s focus is on the government’s not being trustworthy, the therapist 
can ask questions such as “So you mean no one answers when you call 911? You never 
receive your mail?”, or can give other examples where the “government” or govern-
ment agencies do typically work efficiently. Through Socratic dialogue, the therapist can 
help the client begin to see that there are different types of “government” and different 
degrees to which each type can be trusted. Although at first this may seem like an exer-
cise in semantics to the therapist, the client, or both, the ability to see things in shades 
of gray allows the client to feel more empowered and to begin decreasing hairtrigger 
reactions to ambiguous situations, especially those involving the government.

Reviewing the Assignments on Giving and Receiving 
Compliments/Behavioral Activation

The therapist should also make time to ask the client about how the assignments to 
give and receive compliments and to do nice things for him- or herself went. It can 
be helpful to ask whether the client was able to hear a compliment without immedi-
ately rejecting it, and to encourage just saying “Thank you,” even if this might feel 
uncomfortable at first because of the client’s negative esteem cognitions. If any Stuck 
Points emerge in the process of receiving compliments, the client should add them to 
the Stuck Point Log and complete a Challenging Beliefs Worksheet on each of them. 
In addition, it is helpful to ask the client what happened when he or she gave compli-
ments, including how the recipient responded and whether this was different from 
prior interactions with similar people.

Next, the therapist should ask how the client felt when doing nice things for him- 
or herself, and whether this triggered any new Stuck Points (e.g., “I don’t deserve nice 
things,” or “I am not honoring my lost combat buddy when I feel happy”). It is important 
that the therapist make sure that the client is not making him- or herself have to “earn” 
the nice things, because this defeats the purpose of having nice things without a price 
attached. For practice until the next session, the client should be encouraged to con-
tinue to do nice or worthwhile things for him- or herself, practice giving and receiving 
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compliments daily, and practice enjoying all of them. The therapist should continue to 
help the client identify esteem-related Stuck Points and generate some positive self-
esteem-enhancing alternatives if the client tends to make disparaging comments about 
the self. The therapist can also say that this is a “practice assignment for life.”

Discussing Therapy Termination

If therapists have not already done so in an earlier session, it may be helpful to ask cli-
ents whether they are experiencing any concerns or strong feelings related to the end 
of therapy. We have found that many clients, especially those who have been in long-
term therapy prior to CPT, have Stuck Points about ending therapy (e.g., “I cannot 
manage my life without a therapist,” or “If I don’t have a therapist, everything will go 
back to the way it was”). Asking such clients to challenge these Stuck Points on Chal-
lenging Beliefs Worksheets can often help them to see how much progress they have 
made in treatment, and to realize that they have the tools they need to maintain more 
balanced and healthy views of themselves and others around them. In addition, it can 
be helpful for therapists to remind these clients that booster sessions can be arranged 
if these are ever needed in the future.

Introducing the Intimacy Theme

As in the prior sessions, the new theme (this time, the theme of Intimacy) is introduced 
toward the end of the session, and a therapist and client briefly discuss how the client’s 
relationships may have been affected by the trauma(s). Intimacy is a natural progres-
sion from self-esteem, since it includes a strong sense of self-efficacy and comfort with 
one’s own company. The Stuck Points related to intimacy can be either nonsexual or 
sexual in nature and can include the full range of possible relationships. Initially, the 
therapist may find that problems with intimacy related to others are easier to identify 
than difficulties with intimacy related to the self. Intimacy with others often involves 
Stuck Points such as “If I get close to someone, they will die,” “Men only want me for 
sex,” or “If I let someone get to know all of me, they will leave.” Intimacy with the 
self, on the other hand, will often include Stuck Points such as “I cannot handle being 
alone,” “I cannot meet my own needs,” or “I don’t know how I want to spend my time 
without PTSD.” Self-intimacy goes beyond self-esteem and includes self-awareness, 
knowledge of one’s own values/tastes, and decisions about future interests/activities. 
In other words, the goal with regard to self-intimacy by the end of the therapy is for 
the client to begin to catch up with his or her developmental peer group, whether in 
making early adulthood career and relationship decisions, or in deciding on a retire-
ment identity and activities.

For a client traumatized in adulthood, it may be helpful to encourage the cli-
ent to remember how intimacy with self and others was before the event and how it 
was affected by the event. The therapist should remember to check with the client 
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regarding any continued problems with inappropriate attempts to self-soothe (via alco-
hol or other substance use, overeating, overspending, etc.); such attempts have probably 
been addressed earlier in the therapy, but may need to be discussed again to identify 
any lingering Stuck Points on self-care. For the practice assignment, the client should 
be asked to use the Challenging Beliefs Worksheets to confront maladaptive statements 
related to intimacy, any other unresolved or lingering Stuck Points, and Stuck Points 
related to the termination of treatment, and to generate more adaptive statements.

Giving the New Practice Assignment

In addition to reading the Intimacy Issues Module (Handout 10.1) and completing 
Challenging Beliefs Worksheets that include at least one worksheet on intimacy issues, 
the client is asked to write a new Impact Statement that addresses what it now means 
to him or her that the traumatic event(s) occurred, and what the client’s current beliefs 
are in regard to the five topics of safety, trust, power/control, esteem, and intimacy 
(see Handout 10.2). This new Impact Statement will allow the client to see clearly 
how his or her beliefs have changed since the beginning of therapy, so it is important 
that the therapist stresses the need to focus on how the client is thinking and feeling 
now, not when the treatment started. Finally, the client is asked to continue to do nice/
worthwhile things for him- or herself and to continue to practice giving and receiving 
compliments, in addition to completing daily Challenging Beliefs Worksheets.

Checking the Client’s Reactions to the Session  
and the Practice Assignment

As usual, the therapist should conclude Session 11 by eliciting the client’s reactions to 
the session and asking whether the client has any questions about the session content 
or the next practice assignment. The therapist should reinforce any important ideas or 
discoveries made in the session, and should note the important take-home messages 
that the client offers.

Session 12: Processing Intimacy  
and the Final Impact Statement

Procedures for Session 12

1.	 Review the client’s scores on the self-report objective measures. (See the discus-
sions of this review for Sessions 2 and 3 in Chapter 6.)

2.	 Review the client’s Challenging Beliefs Worksheets related to the Intimacy theme 
and to other Stuck Points.
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3.	 Review the client’s original and new Impact Statements.
4.	 Review the course of treatment and the client’s progress.
5.	 Identify the client’s goals for the future.

Reviewing the Client’s Challenging Beliefs Worksheets

In Session 12, the final session of CPT, the therapist and client review the client’s 
Challenging Beliefs Worksheets on intimacy and any additional worksheets the client 
may have completed since the last session. For many of our clients with PTSD, inti-
macy problems often have caused them to become so dependent on others that they 
do not think they have the ability to care for themselves. We even see this in some of 
our male veterans, who need their wives or partners to drive them to every physical or 
mental health appointment, for fear that they will fall apart if the women are not there 
to soothe them as they wait for these appointments. Many clients only focus on physi-
cal intimacy or intimacy with others for their practice assignment, and do not focus on 
self-intimacy. It may be helpful to remind such a client that self-intimacy involves the 
ability to cope, maintain self-control, and provide appropriate self-comforting without 
needing to rely on other people or unhealthy behaviors to manage one’s own behaviors 
and feelings. Self-intimacy also includes self-knowledge—coming to an understanding 
of one’s tastes and values in the process of recovering from PTSD. Stuck Points that 
interfere with return to the client’s appropriate developmental level should be added 
to the ongoing Stuck Point log.

As suggested in the Session 11 discussion above, a common indicator of a cli-
ent’s difficulty with self-intimacy is engaging in excessive behaviors—for example, 
substance abuse, overeating, compulsive spending/gambling, or even behaviors that 
may appear healthy but may not be if carried to extremes (e.g., working out). One cli-
ent who completed CPT stated in Session 1 that in order to complete his first Impact 
Statement, he would “need to get drunk.” The therapist quickly realized that the cli-
ent probably had difficulty with self-soothing, and the two worked together to iden-
tify Stuck Points related to self-care and the client’s ability to talk about his reac-
tions to the trauma (e.g., “The only way to handle my trauma memories is if I am 
drunk”). The therapist continued to check in on this issue throughout therapy, to 
ensure that the client was not drinking before, during, or after sessions or homework. 
In the final two sessions of CPT, however, greater emphasis is placed on develop-
ing additional, potentially healthier means of self-coping. One way to do this is to 
encourage clients to complete Challenging Beliefs Worksheets instead of immediately 
eating, smoking, drinking, or shopping when they are upset, to allow them to see 
what thoughts are driving the emotional distress they are trying to avoid. Ideally, 
this will then give them time to challenge the disruptive cognitions and allow them 
to decrease the stressful emotions that cause them to engage in potentially unhealthy  
behaviors.

This is also a key time for therapists to check on how clients are continuing to do 
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on giving and receiving compliments and on doing nice/worthwhile things for them-
selves. Many clients are surprised by how much enjoyment they feel even after doing 
little things for themselves, without having to earn them, please everyone else first, or 
ask someone’s permission. It can be important to help different clients explore differ-
ent options, but a few of the common ideas we propose are taking a walk, drinking a 
cup of tea, phoning a friend, working out, gardening, or starting a new hobby. Clients 
often realize that they if they engage in one of these activities when they are starting 
to become emotional, they can interrupt the old cycle of negative thinking, painful 
emotions, and destructive behaviors.

Clients often report having difficulties in intimacy related to others in two ways: 
emotional closeness with friends/family, and sexual intimacy. Clients who experience 
trauma for the first time in adulthood may find themselves withdrawing from close 
friends and family and avoiding making new friends as a way of protecting themselves 
from possible rejection, blame, or further harm, which they believe (often inaccu-
rately) that others may inflict on them. For example, many trauma survivors misin-
terpret the well-meaning but fumbling attempts at support from family members and 
friends as their being judgmental, blaming them, or suggesting that they should “just 
get over it.” Survivors also often assume that others will blame them if they find out 
the “whole story” of what happened during the traumatic events. Thus clients often 
distance themselves from others who could have been sources of support; as a conse-
quence, their relationships/friendships often begin to disintegrate. Furthermore, cli-
ents typically avoid establishing new relationships for fear of being hurt or abandoned. 
Eventually, many such clients feel isolated and alone, and have little faith that they can 
have healthy relationships in the future. Common Stuck Points are “No one will ever 
love me,” “If people know what happened in my past, they will know what a terrible 
person I am,” and “Everyone will leave me.”

Conversely, clients whose traumatic experiences started in childhood will often 
stay in unhealthy relationships, because they have come to believe on the basis of 
their past experiences that they are incapable of having or deserving any other type 
of relationship. These clients may routinely accept poor treatment from friends and 
family members, and will often blame themselves for the way others misuse them. It 
is very important for therapists to find these underlying Stuck Points (which may be 
core beliefs) related to other-intimacy, if they have not done so in earlier sessions of 
CPT. Examples include “I do not deserve to be loved,” “A bad relationship is the best 
I can ever hope for,” and “I cause other people to treat me badly.” It is important to 
help these clients see that the PTSD has probably kept them from making new friends 
who could be sources of support, often by causing them to ignore gestures by others 
who have tried to reach out in the past. This often makes it difficult for the clients to 
identify evidence to use when challenging their destructive thoughts about others, and 
therapists will often need to do extra questioning to find key “evidence against,” as the 
clients may have great difficulty identifying any at first.

Although sexual intimacy can be a particular problem for sexual assault survivors, 
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we have found that sexual functioning can be negatively affected by other kinds of 
trauma as well. Often the symptoms of PTSD and depression can interfere with sex-
ual desire and performance, and it can be important to normalize these reactions for 
clients who assume that this is just another example of how they are “broken.” Some-
times when clients with PTSD experience guilt or grief for friends who have died, 
they may believe that they do not deserve to be happy in any way, including sexual 
intimacy.

For sexual assault survivors, being intimate with others can be particularly 
challenging—not only because they have difficulty feeling the trust and vulnerability 
that are typically necessary for sexual intimacy, but because being sexual has often 
become a triggering cue associated with the assault. These intimacy issues have often 
been addressed earlier in therapy during the review of a client’s trust issues, but a 
therapist should look for any unresolved Stuck Points in this area and work on these 
during this final session. Although CPT is not a sex therapy, it can be useful in iden-
tifying and correcting problematic beliefs that may interfere with sexual functioning, 
because it is a form of cognitive therapy. However, more serious or enduring forms of 
sexual dysfunction should be treated with other therapy protocols designed specifi-
cally for that purpose (e.g., Haines, 1999).

Reviewing the Client’s Original  
and New Impact Statements

A client and therapist often find that reading and discussing the client’s new Impact 
Statement about the meaning of the event is a wonderful way to bring the entire course 
of therapy together. The client should first read the new Impact Statement to the ther-
apist, and this should be followed by the therapist’s reading the original Impact State-
ment from Session 2 (or a subsequent session, if this statement was not brought to the 
second session). This allows the client to hear how much change has taken place in a 
rather short period. Usually there are significant changes from the first to the second 
Impact Statement, with the client typically remarking, “Did I really think that?” or “I 
cannot believe I talked like that to myself.” The client and therapist should then high-
light all of the key ways in which the client has changed and make note of any remain-
ing problematic beliefs that the client should continue to work on after therapy ends. 
For clients who have not shown a drastic change from the first to the second Impact 
Statement, it may be helpful to ask the clients to identify cognitive and behavioral 
changes they have made with regard to each of the five themes (Safety, Trust, Power/
Control, Esteem, and Intimacy). It can also be helpful to note any extreme thinking 
such clients are still engaging in, and to capture any relevant Stuck Points for them to 
work on after therapy has concluded.
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Reviewing the Course of Treatment  
and the Client’s Progress

Most of the rest of this final session should focus on a brief review of the concepts 
and skills introduced during CPT. The client should be reminded that continued suc-
cess will largely depend on how much he or she continues to use the new skills and 
resists giving in to the old avoidance behaviors. The client should also be encouraged 
to take credit for facing and dealing with the traumatic event(s) and for doing the work 
required to get better. If the client brings up any additional Stuck Points during this 
part of therapy, these should be written on the Stuck Point Log, and the client should 
be given additional Challenging Beliefs Worksheets for addressing these Stuck Points 
and any other problematic beliefs that may arise as the client moves on with life.

Identifying the Client’s Goals for the Future

The therapist should make sure that goals for the future are discussed as well. For some 
clients, issues of grief or traumatic bereavement cannot be expected to be resolved in 
12 sessions, and therapists should encourage these clients to pursue the process of 
rebuilding their lives, while also giving themselves time to grieve for their losses. If 
clients should encounter something that triggers a flashback, a nightmare, or a sudden 
memory they do not remember having before, these do not mean that their PTSD is 
coming back. In response to a strong enough trigger, most people will have a reaction 
to a traumatic event that happened to them in the past. If clients find they are not able 
to get back to their previous level of functioning fairly rapidly, they should be encour-
aged to feel their natural emotions and to check their thoughts to make sure that these 
are not extreme. They should then complete worksheets to address any disruptive 
thoughts that are driving unpleasant emotions.

For many clients who have suffered from PTSD for decades, this question often 
emerges at some point in therapy: “Who will I be when I no longer have PTSD?” 
PTSD can have such an all-consuming influence on an individual’s life that it can 
be difficult to imagine making a decision or taking an action without worrying about 
managing flashbacks or other symptoms. For some older clients, we have discussed the 
idea of “retiring from PTSD”; for some younger clients, we have talked about “graduat-
ing from PTSD.” We remind clients that all people change their roles and identities 
over time, whether by getting married, having children, graduating from college, or 
retiring from a long career. Each of these changes brings many questions and uncer-
tainties about personal roles, obligations, connections with other people, and ways to 
spend time. Therapists should help normalize this process for clients and encourage 
them to find thoughtful answers for each of the questions they have, instead of viewing 
all change with dread. In particular, the clients now have choices about how to spend 
their time, instead of having it largely controlled by PTSD as it has been in the past. 
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Therapists should guide clients to see these new changes in a positive light and should 
encourage them to explore all their options.

A Note on Aftercare

We recommend that after a client has completed the CPT protocol, whether it has 
been conducted weekly or twice a week, the therapist should set up a follow-up 
appointment for a month or two in the future. The client should be encouraged to 
continue completing Challenging Beliefs Worksheets for any remaining Stuck Points. 
The follow-up session should include the same assessment measures that were used 
during treatment, and it can be used either to get the client back on track or to rein-
force gains. Such a session is also helpful in instilling in clients the notion of “episodes 
of care.” They are encouraged to work as their own cognitive therapists on their Stuck 
Points and daily events that arise, and then to present for a booster session if they have 
difficulty resolving a Stuck Point or recent event. A specific goal-oriented piece of 
work can be done, and then they are encouraged to continue using the skills they have 
developed in the course of therapy.

Several outpatient programs we know of have instituted aftercare programs for 
clients who have completed CPT. This program can be conducted in a monthly group 
format and is typically intended for those clients who have a great deal of upheaval 
remaining in their lives or for those whose scores have not decreased as much as the 
clients and their individual therapists would like. Such a group is considered time-
limited, and clients must be prepared to discuss worksheets they have completed for 
practice during each session. Typically these groups have been set up in a drop-in 
format, and clients may attend for one session or several, depending on what they are 
working on. The facilitators of these groups have reported to us that the groups have 
been very helpful in maintaining gains and giving the clients a place to continue their 
work on Stuck Points without needing to return to more formal therapy.
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HANDOUT 10.1

Intimacy Issues Module

Intimacy Beliefs Related to SELF: Beliefs that you can take care of your own emotional needs. 
An important part of healthy living is the ability to soothe and calm oneself. Part of self-intimacy 
is the ability to be alone without feeling lonely or empty.

PRIOR EXPERIENCE

Negative Positive

If you had prior experiences (or poor role 
models) that led you to believe that you are 
unable to cope with negative life events, you 
may have reacted to the traumatic event with 
negative thoughts suggesting that you were 
unable to soothe, comfort, or nurture yourself.

If you previously had healthy, positive self-
intimacy, you may be able to cope with a 
traumatic event because of the ability to use 
internal coping strategies. However, some 
traumatic events can create conflict; you may 
begin to doubt your ability to take care of your 
needs.

Symptoms Associated with Negative Intimacy Beliefs about the Self

•• Inability to comfort and soothe the self

•• Fear of being alone

•• Experience of inner emptiness or deadness

•• Periods of great anxiety or panic if reminded of trauma when alone

•• Possibly looking to external sources of comfort—overeating, alcohol 
or other substance use, spending money, self-harm behaviors, or sex

•• Needy or demanding relationships

Examples of Possible Stuck Points

“If I get emotional, I will be out of control.”

“I can’t tolerate being alone.”

“I can’t handle my trauma symptoms by myself.”

POSSIBLE RESOLUTIONS

If you previously believed that . . . A possible alternative thought may be . . . 

“I can take care of myself, and other people’s 
actions do not affect me,” the traumatic event 
may have shaken this belief. It will be helpful 
for you to remember the ways that you have 
taken care of meeting your needs in the past, 

“I will not suffer forever. I can soothe myself 
and use the skills I have learned to cope with 
these painful feelings. I may need help in 
dealing with my reactions, but that is normal.”

“The skills and abilities I am developing now 

(continued)
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If you previously believed that . . . A possible alternative thought may be . . . 

and how you were able not to make other 
people’s crises your own. In addition, 
understanding the typical reactions to trauma 
may help you feel less panicky about what 
you are experiencing. When some people 
have a difficult time making themselves feel 
better, they may turn to unhealthy behaviors 
(substance abuse, overeating, gambling, 
etc.) that only mask the symptoms instead of 
helping with recovery. The painful thoughts 
and feelings do not go away, however, and 
these persons then have to deal with the 
consequences of the unhealthy behaviors, 
which usually compound the problems.

will help me to cope better with other stressful 
situations in the future.”

“I cannot take care of myself; I must have 
other people to help me,” the traumatic event 
may have reinforced this belief. You may 
have become convinced that you do not have 
any skills to help yourself or make yourself 
feel better. It will help for you to begin to 
identify the small ways that you take care 
of yourself every day and to build on these 
small wins. It is good to have others in your 
life that you can rely on, but there are times 
when others are not available. 

“Although it may be hard at first, I can 
develop skills for taking care of myself, 
including practicing self-care by doing things 
that I enjoy doing.”

“It is healthy to ask others for help when 
I need it, but people are not always free 
immediately, and I can learn to take care of 
myself until they are available.”

Intimacy Beliefs Related to OTHERS: Beliefs that you are capable of making different types 
of emotional connections with others. The desire for closeness is one of the most basic human 
needs. Intimate connections with others can be negatively affected by traumatic events or dam-
aged by insensitive, hurtful, or unempathic responses from others.

PRIOR EXPERIENCE

Negative Positive

Negative beliefs may have resulted from 
traumatic loss of intimate connections. The 
traumatic event may seem to confirm your 
belief in your inability to be close to another 
person.

If you previously had satisfying intimate 
relationships with others, you may find that 
the traumatic event (especially if it was an act 
committed by someone you knew) left you 
believing that you could never be close to 
anyone again.

HANDOUT 10.1 (p. 2 of 4)
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Posttraumatic Experience

You may also have experienced a disruption in your belief about your ability to be intimate 
with others if you were blamed or rejected by persons you thought would be supportive.

Symptoms Associated with Negative Esteem Beliefs about Others

•• Pervasive loneliness

•• Emptiness or isolation

•• Failure to experience connectedness with others, even 
in relationships that are genuinely loving and intimate

Examples of Possible Stuck Points

“If I get close to someone, I will get hurt.”

“All anyone ever wants is sex.”

“I will always be taken advantage of in relationships.”

POSSIBLE RESOLUTIONS

If you previously believed that . . . Possible self-statements may be . . . 

“I can depend on others and feel close and 
connected to them,” the traumatic event may 
have had negative effects on your ability to 
feel intimate with others. It will be important 
for you to regain healthy beliefs about your 
ability to become close to others. To have 
intimate relationships with others again, 
you may need to adopt new, more adaptive 
beliefs about intimacy. Intimate relationships 
take time to develop and effort from both 
people. You are not solely responsible for 
the failure of prior or future relationships. The 
development of relationships involves risk 
taking, and it is possible that you may be hurt 
again. Staying away from relationships for 
this reason alone, however, is likely to leave 
you feeling empty and alone.

“Even though a past relationship did not 
work out, it does not mean that I cannot have 
satisfying intimate relationships in the future. 
Not everyone will betray me. I will need to 
take risks in developing relationships in the 
future, but if I take it slowly, I will have a better 
chance of telling whether this person can be 
trusted.”

“I cannot be close to others, and everyone 
will hurt me,” the trauma may have reinforced 
this belief. It will be important for you to 
begin slowly taking chances with some other 
people, and to learn that you can not only 
trust them but can also be intimate with them.

If there are people who let you down or hurt 
you with their response after the event, you 
can attempt to improve your relationships 
with them by telling them what you need and

“I can still be close to people, but I may not 
be able (or may not want) to be intimate with 
everyone I meet. I may lose prior or future 
intimate relationships with others who cannot 
meet me halfway, but this is not my fault or 
due to the fact that I did not try.”

HANDOUT 10.1 (p. 3 of 4)

(continued)
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If you previously believed that . . . Possible self-statements may be . . . 

letting them know how you feel about what 
they said or did. If they are unable to adjust 
to your requests and are unable to give you 
what you need, you may decide that you 
can no longer be close to those people. You 
may find, however, that they responded as 
they did out of ignorance or fear. If you talk 
to them about this, your relationships with 
them may improve, and you may end up 
feeling closer to them than you did before the 
traumatic event.

Remember, many people need the support of 
others to recover from a traumatic event.

HANDOUT 10.1 (p. 4 of 4)



230	

HANDOUT 10.2

Practice Assignment after Session 11 of CPT

Read the Intimacy Issues Module (Handout 10.1), and use Chal-
lenging Beliefs Worksheets (Handout 8.1) to confront Stuck Points 
about intimacy related to yourself or others. Continue completing 
worksheets on previous topics that are still problematic, and/or any 
concerns you have about the ending of treatment.

Continue to practice doing nice/worthwhile things for yourself, and 
giving and receiving compliments.

Finally, please write at least one page on what you think now about 
why your traumatic event(s) occurred. Also, consider what you 
believe now about yourself, others, and the world in the following 
areas: safety, trust, power/control, esteem, and intimacy.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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11
Variations on CPT
CPT with Written Accounts, Variable-Length 
CPT, and CPT for Acute Stress Disorder

CPT with Written Accounts

The original version of CPT+A (Resick & Schnicke, 1992, 1993) included two writ-
ten accounts of the index traumatic event within the 12-session protocol. Much of 
the early research was conducted on this version of the therapy, until the Resick et 
al. (2008) dismantling study found that the cognitive-therapy-only version of CPT 
did just as well without exposing clients to the distress of the accounts. Much of the 
research being conducted today is being done with CPT. However, in some cases, it 
may prove advantageous to include the written accounts. As discussed in Chapter 2, 
one study found that those with high levels of dissociation did better with CPT+A 
than with CPT, while those with medium and low levels of dissociation did better 
with CPT (Resick, Suvak, et al., 2012). In a related vein, examination of data from 
both the original study of CPT+A versus PE (Resick et al., 2002) and the dismantling 
study revealed that although severity or duration of child sexual abuse did not affect 
treatment outcomes with different types of CPT, frequency of such abuse did affect 
outcomes: Those who had experienced high-frequency abuse did better with CPT+A 
(Resick et al., 2014). In both cases, it is likely that it was not just the act of writing the 
accounts, but the combination of writing the accounts with cognitive processing, that 
made a difference. This group did not do better with either PE or written accounts 
only, so it is not just the repetition of the traumatic event recounting that matters. It is 
possible that these clients needed to reconstruct a fragmented set of memories into a 
coherent narrative in order to benefit from cognitive interventions.

In spite of the facts that CPT and CPT+A generally have similar outcomes by 
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posttreatment, and that there has been no statistical difference in dropout rates 
between CPT (22%) and CPT+A (34%) (although the difference is probably clinically 
meaningful; Resick et al., 2008), some people may choose to do CPT+A because they 
want to write their accounts. We recommend that clients be given a choice of which 
therapy they wish to pursue.

Like CPT (which has been described in detail in Chapters 5–10), CPT+A is deliv-
ered in 12 sessions, but the order is a bit different from that in CPT. The CPT+A ses-
sion topics are as follows:

  1.	 Introduction and education
  2.	 Meaning of the event (Impact Statement)
  3.	 Identification of thoughts and feelings (ABC Worksheet)
  4.	 Remembering traumatic events (first written account)
  5.	 Remembering traumatic events (second written account)
  6.	 Challenging Questions Worksheet
  7.	 Patterns of Problematic Thinking Worksheet
  8.	 Challenging Beliefs Worksheet and Safety Issues Module
  9.	 Trust Issues Module
10.	 Power/Control Issues Module
11.	 Esteem Issues Module
12.	 Intimacy Issues Module and meaning of the event

The first three sessions of the two protocols are the same. It is not until the end 
of Session 3 that they diverge. Although CPT clients are assigned to write all of their 
ABC Worksheets on the traumatic event for Session 4, CPT+A clients are assigned to 
continue to complete ABC Worksheets, as well as to produce the first written account 
(see Handout 11.1). For the written account, the clients are assigned to handwrite what 
happened during the index trauma, from the time they realized they were in danger 
until the trauma was over. A handwritten account averages about eight pages long, 
but it may be longer or shorter depending on how long the incident lasted, whether 
the client has a complete memory of the event, and whether more than one incident 
was included. A single paragraph is not a trauma account. We do not instruct that the 
account should be written in the present tense (as is done in exposure therapy); in fact, 
we encourage the use of the past tense. We want each CPT-A client to recognize that 
an event is over and is just a memory.

If a client does not write the account, it is important for the therapist to ask the cli-
ent whether he or she tried to write it, what the client felt, what Stuck Points he or she 
might have, and so forth. The therapist and client may want to do an ABC Worksheet 
on the client’s thoughts (e.g., “If I write it down, that will make it real,” “I was afraid 
that my emotions would overwhelm me or that I would have a flashback,” “I don’t 
want to think about it”). If the client has a Stuck Point about emotions’ never ending 
or about fears of going crazy, the therapist and client can engage in some Socratic dia-
logue about the longest the client has cried (and then what happened, and then what 
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happened, etc.), or about the differences between the time when the trauma happened 
and now. The therapist then asks the client to give the account orally in the session, 
and assigns the client to write it at home after the session. The therapist should not 
switch to CPT if the client has not written the account and has chosen to do CPT+A; 
such a change would reinforce avoidance.

In both of the trauma-processing sessions, if clients have written their accounts, 
they are first asked to read these aloud to their therapists. A client may initially balk 
at reading an account to the therapist or may try to hand it off to the therapist to read. 
The therapist needs to explain that it is the client’s trauma account and that the thera-
pist wants to listen to it first. If the therapist were to read it aloud, the client could 
engage in avoidance by thinking about other things or dissociating. The therapist can 
remind the client, “You have been living with the trauma memory for a long time, but 
not sharing the ‘real PTSD’ version of the story or allowing yourself to feel your natu-
ral emotions. Although it may have taken you a while or even days to write it, it will 
only take a few minutes to read it.” After explaining again the importance of not avoid-
ing the memory, the therapist should just sit quietly and wait for the client to begin.

It is the therapist’s job not to interrupt the reading (or narrative) with questions 
or comforting statements. Interrupting the reading of the account is usually based 
on the therapist’s own discomfort and does not benefit the client. It is important for 
the client to experience the natural emotions resulting from the trauma; any type of 
interruption will disrupt that potential and bring the focus to the therapist and back to 
the here-and-now. The only exception might be at the very beginning of the account, 
if the client is reading very quickly and clearly trying to avoid emotions. Then the 
therapist can stop and say, “I want you to have the opportunity to experience your 
natural emotions—the ones that you couldn’t have at the time it happened. Why don’t 
you start over and read more slowly, and allow yourself to remember what actually 
happened and how you felt?” If the client races through a second time, the therapist 
should not interrupt, but should save it for discussion later in the session.

Sometimes the client will interrupt the reading (i.e., avoidance), look up, and start 
talking to the therapist. Instead of saying anything, the therapist should look at the 
written account rather than the client, or point back to the written account. If the 
client continues to stay in a conversational mode or is elaborating on what he or she 
wrote, the therapist should say something simple like “We can talk afterwards. Please 
continue to read your account,” and then look down again.

Therapists sometimes ask CPT+A trainers what they should be doing if they are 
not comforting clients or expressing empathy. The answer is twofold: First, therapists 
must not put themselves into the clients’ shoes or try to imagine what they were expe-
riencing. The traumatic experience and the consequent emotions are the clients’, not 
the therapists’. The therapists cannot feel the clients’ emotions for them. That said, 
therapists may have emotions about the event and may have some outward expres-
sions of it (e.g., eyes welling up). Nevertheless, it is important for clients to know that 
their therapists can handle hearing their accounts. If a therapist reacts too much, a 
client may try to protect the therapist—or, worse, may decide that the trauma was too 
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bad even for a therapist to hear about. Instead, the therapist should be thinking about 
the Stuck Points that have emerged in the Impact Statement and ABC Worksheets. 
Accordingly, the therapist should listen to the trauma account to hear about the con-
text, the client’s assumptions about what happened at the time, and the options the 
client actually had available at the time of the trauma, in order to frame questions such 
as these: When did the client decide that the event was his or her own fault and/or 
that the client should have done something different? If so, what would that something 
have been? In other words, the therapist should have some idea of where to begin the 
Socratic dialogue regarding assimilation when the time comes.

After the client stops reading the trauma account, the therapist should say noth-
ing. If the client is feeling natural emotions, this should be allowed to continue. This 
may be the first time that the client has recalled the event in detail since it happened, 
and so this may be the first expression of natural affect. Typically, the affect is short-
lived; the client will soon look up at the therapist, may take a tissue (a box of tissues 
should always be left within reach of clients), and may say something. At this point, 
the therapist’s job is to amplify any natural emotions that the client is feeling. If no 
affect is apparent, and the client says that he or she is feeling “nothing,” the thera-
pist can ask whether this was how the client felt during the event. Sometimes clients 
went into “autopilot” during a traumatic event because of their training (e.g., military 
or first-responder training), or dissociated during the event and are experiencing the 
numbness or dissociative state upon reading the account for the first time. The thera-
pist should then ask, “Did you feel emotions while you were writing the account at 
home or when you read it back to yourself?” It is not a requirement for clients to 
express emotions in the session. If they felt their emotions while writing or reading it 
to themselves, that is sufficient. If clients say they didn’t feel any emotions in any of 
those circumstances and were just numb or being stoic, therapists can ask what the 
clients would feel if they were to allow themselves to feel emotions. Sometimes clients 
feel different emotions in having someone bear witness to their trauma. It is typical 
for those with self-conscious emotions such as shame or guilt to have more emotions 
upon reading their accounts out loud to therapists, even if that is not outwardly appar-
ent. If so, this should be explored. They may also do one or more ABC Worksheets on 
any Stuck Points about feeling emotions (e.g., “They make me weak,” “I will be vul-
nerable and unable to protect myself”). These clients should be encouraged to allow 
themselves to feel some emotions when writing or reading back the account during 
the week.

Before a therapist moves on to Socratic dialogue, the next step is to ask whether a 
client left out any important details. Some accounts sound like factual police records 
and include no sensory details, thoughts, or emotions. Other accounts are very detailed 
before and after the traumatic event, but the event itself is glossed over. If the client 
did not really write in any detail about what happened, or it is clear that the client is 
avoiding the most traumatic parts of the worst incident, the therapist should ask the 
client to fill in some more details and give him or her the opportunity to talk through 
what was avoided in writing. The client should then be assigned to include more 
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details in the second account. The therapist should focus attention on the parts of the 
event that are relevant to the client’s Stuck Points, but should not make assumptions 
about which parts of the event are associated with the PTSD symptoms and Stuck 
Points. A common therapist error is to focus attention on the parts of the event that the 
therapist finds particularly horrifying. However, those may not be the parts causing 
the client’s actual Stuck Points; instead, the Stuck Points may be “I should have been 
able to prevent it,” “If only I were there, my friend wouldn’t have died,” or the like. The 
violence and imagery may be distressing for the client, but may not be the reasons why 
the client has PTSD. Violation of the just-world myth, erroneous self- or other-blame, 
attempts to undo the event, and/or general lack of acceptance that the traumatic event 
actually happened are more likely to be the factor(s) keeping the client stuck.

Therapists new to CPT+A often wonder what to do if clients are overwhelmed 
with emotions. First, this is very rare. Typically, clients are very good at burying their 
true emotions; if there is large affect, it is most likely based on something that a client 
is thinking. In such a case, the therapist can ask what the client is thinking that goes 
with such big feelings. Again, clients are likely to say that the event was their fault or 
that they should have done something different. These kinds of statements can lead 
directly into the Socratic dialogue portion of the session. However, it is possible that 
if this is the first time a client has recounted the event, there could be strong natural 
emotions. If so, the therapist should just sit and not say anything. Normally, the client 
will stop the emotions within 5 minutes or so and will then look up at the therapist, say 
something, or take a tissue and pull the emotions back in. The therapist can ask what 
the client was feeling and whether the client has allowed him- or herself to feel that 
before. If this is a client who is fearful of emotions, the therapist can point out again 
that the client is dealing with a memory and the emotions are not as strong as when 
it was actually happening, or can note that nothing catastrophic has happened to the 
client as a result of experiencing these emotions.

Some clients may have a more angry presentation. This may be particularly true 
if there were other people with them or in their proximity whom they can blame (not 
the perpetrators), or if they cannot see that they made any mistakes. As discussed in 
earlier chapters, erroneous other-blame is another form of just-world thinking—one 
that focuses on how a traumatic event could have been averted by someone nearby. 
Examples described previously include military personnel who blame their command-
ers or unit leaders, while ignoring the people who set up an ambush or buried a mine; 
a child sexual abuse survivor who blames a nonoffending parent who actually did not 
know that the child was being abused; or a client who blames bystanders rather than 
the perpetrator of an event.

Once emotions have been labeled and any missing pieces have been added, it 
is time for the therapist to begin asking questions focused on the client’s distorted 
(assimilated) thinking about the trauma. Because it does not take long to read a trauma 
account done at the beginning of the session, a large portion of Session 4 is spent in 
Socratic dialogue focused on trauma appraisals. Because there is no new worksheet to 
introduce for Session 5 in CPT+A, the therapist has more time in Session 4 to examine 
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assimilated Stuck Points in depth. As the client reads the trauma account, the thera-
pist can begin noticing any contradictions between this account and the client’s Stuck 
Points from the Impact Statement, Stuck Point Log, and ABC Worksheets. Here is an 
example of a therapist–client dialogue following such an account:

Therapist: In your Impact Statement, we noticed and put onto the Stuck Point 
Log the statement that because of what happened, you can’t trust anyone. 
Given that it was a stranger who attacked you, I am wondering what this has 
to do with trust. I listened to your account of the event, and I am a bit con-
fused because you don’t say you trusted the perpetrator. However, you also 
say that you should have known what he would do to you. If he was a stranger, 
how could you have known what he would do, and what does this have to do 
with trust?

Client: I should have had my guard up sooner. I should have called out for help 
sooner or picked up that I was in a dangerous situation.

Therapist: What clues did you have that he was dangerous that you missed 
sooner?

Client: As soon as I saw him, I should have crossed the street.

Therapist: But you have walked past people before on the sidewalk, and they 
didn’t turn and pull a gun on you.

Client: Sure, but I had a feeling.

Therapist: And when did you have this feeling? How far away was he?

Client: A couple of feet. Actually when I think about it, I don’t think I had that 
danger feeling until he moved closer to me on the sidewalk.

Therapist: And what were your options at that point?

Client: I could have run.

Therapist: I thought you said he pulled out a gun.

Client: Yes, as soon as he was close, he held up the gun and said that if I did what 
he said, I wouldn’t get hurt.

Therapist: So your options were limited by the time you had the feeling.

Client: Yes. When I saw the gun, I froze.

Therapist: Right. He shocked you and you just then realized what danger you 
were in.

Client: Yes.

Therapist: So why do you think you should have crossed the street sooner or 
yelled or run before you saw the gun?

Client: I don’t know. I just wish I could have done something to stop it.

Therapist: That is not a Stuck Point. I wish it hadn’t happened to you, either. 
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(Pause) But does saying “I wish it hadn’t happened” feel different from “I 
should have done something sooner”? How much time did you really have to 
make a decision and react?

Client: Seconds? If that.

Therapist: Right. You are being very hard on yourself for not being able to pre-
dict events before they happen. So now let’s get this down on your Stuck 
Point Log, and I will want you to challenge the belief “I should have known 
sooner and stopped the assault.” Next session, I am going to show you a new 
worksheet that I think you will like—one that helps you ask questions for 
yourself like I have been asking you. But before we do that, I think there is 
a Stuck Point we should get on the Log about trust. What does this stranger 
have to do with trusting people, or even trusting yourself?

If there is time in the session, the therapist may focus on another Stuck Point, but 
it should again be one about the causes of the trauma or an assimilated Stuck Point 
about erroneous self- or other-blame.

For the next session, the client is asked to write the account again with whatever 
details were left out last time, and to add parenthetical notations in places where he or 
she is feeling different emotions from those experienced since the writing of the first 
account (Handout 11.2). For example, the client may have written the first time, “He 
told me I was a slut, and I believed him. I felt such shame. (Now I am feeling angry. 
He just said that to justify what he did.)” Another example might be, “At the time I was 
convinced it was my fault that my friend died, and I would never stop feeling the guilt. 
(Now I don’t feel so guilty, but I feel so sad.)” The client can also write new thoughts or 
feelings in the margins of the first account. Changes in feelings may indicate progress 
with thoughts and feelings. However, they may also reveal other Stuck Points, such as 
“I knew when it happened that I would never trust anyone in authority again. (I still 
feel betrayed by my mother, because she should have known what he was doing.)”

The client should again be encouraged to begin writing the account as soon as 
possible and to read it every day. The client should also record any new Stuck Points 
on the Stuck Point Log, and should continue to complete ABC Worksheets every day, 
especially about the trauma or the process of writing the account.

Session 5 of CPT+A is very similar to Session 4 of CPT: The client reads the new 
account, and the therapist and client continue to process any assimilated Stuck Points; 
the therapist also continues to encourage natural emotions. The client may remember 
parts of the event that were not revealed in the first account, and/or the second account 
may emphasize different parts of the event. After the client has finished reading the 
trauma account to the therapist, the therapist should again remain quiet if the client is 
experiencing natural emotions and should ask about their absence if not. If the client 
is steeling him- or herself not to feel emotions, the therapist and client should again 
do Socratic dialogue and ABC Worksheets about the potential outcomes of experienc-
ing emotions, and the client should be encouraged to experience these. Furthermore, 
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the client should be asked to continue to read the trauma account at home and to feel 
the natural emotions until they run their course. ABC Worksheets are also examined 
to see how well the client is doing with matching events, thoughts, and feelings. In 
both cases, the therapist asks questions about what emotions are associated with Stuck 
Points, as well as questions to help the client examine the evidence for and against 
the thoughts embodied in the Stuck Points. New Stuck Points that emerge from the 
second account should be added to the Stuck Point Log.

Several common therapist errors in CPT have been listed in Chapter 4, and these 
apply to CPT+A as well. However, there are also some common therapist errors that 
are specific to the written accounts in CPT+A. Sometimes a therapist fails to give an 
adequate rationale for writing the accounts of the index event. If the client starts with 
a less severe event, the client can finish those accounts and then continue to believe 
that he or she cannot tolerate thinking about the index event. If the client starts with 
the most difficult traumatic event, the other events are likely to have similar Stuck 
Points and underlying core beliefs, and can be more easily processed with worksheets 
after the index event is dealt with.

Therapists must also keep in mind that when they ask about the index trauma, 
clients may have in mind a bad life event, but not necessarily one associated with 
PTSD. For example, a client may rightfully say that the death of her mother from can-
cer when she was 10 years old changed the course of her life and was the worst event 
that she ever experienced. However, that event is more likely to be associated with 
grief or perhaps depression than with PTSD. The therapist, knowing that the client 
has also experienced Criterion A traumatic events, might review other events and ask 
which one is associated with the most intrusive memories, nightmares, and avoidance. 
Or therapists may ask clients if, before the first session, they hoped that they wouldn’t 
have to talk about one particular event or that the therapists wouldn’t ask them about 
all of their traumatic events. Even when there is serial trauma (as in child sexual or 
physical abuse, IPV, or combat), clients may initially say that the events were all the 
same, but after some questioning an index event may emerge. For example, for a child 
sexual abuse victim, the worst event might have been the first penetration after being 
groomed for a period of time. Another example might be when the victim tried to stop 
the abuse and the perpetrator threatened a younger sibling or other family members. 
Battered women often identify the worst event as occurring when they realized they 
could die, when the perpetrator began beating the children as well, or when there was 
marital/partner rape.

Another common therapist error in CPT+A is to allow the client to give a lot of 
details about the events leading up to the event, but then to gloss over the event itself. 
The therapist may have to ask a number of clarifying questions when the client is done 
reading the first account, in order to fill out the details that are associated with the 
PTSD Stuck Points. For the second writing assignment, the client should be encouraged 
to start at the point he or she recognized the danger; to continue the account until the 
event was over; and to give more detail about the worst parts of the trauma (the parts that 
have generated the most nightmares, intrusive thoughts, flashbacks, or Stuck Points).
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Still another common therapist error is to forget to check on the daily reading of 
the second account, and especially whether the client has been avoiding the assign-
ment or is still blocking any natural emotions. When a client asks whether he or she 
has to keep reading the account, the therapist should ask whether the client still feels 
numb, wants to avoid it, is still not feeling strong emotions, or continues to gloss over 
the difficult parts of the event. If the client says, “No, I am just bored reading it. I 
don’t feel strongly about it anymore,” then the therapist can say that the client can 
discontinue the reading. However, an important therapist error here would be to fail 
to differentiate avoidance from natural emotions that have run their course. The latter 
may not occur until several sessions later.

It is possible for a client to write accounts about another event in the background 
of the therapy, but the CPT+A protocol should proceed. The client should not write 
the second account about a different event. The second account should be about 
the same index event that the client wrote the first account about. If the client has 
another traumatic event with different Stuck Points, he or she should wait to write that 
account until after the first event has been processed. Even if the therapist discovers 
that another event was more traumatic, the processing of this event should still be 
postponed until the client has written two accounts about the first event. Any Stuck 
Points should be added to the Stuck Point Log and should become the topics of the 
next assignment with the Challenging Questions Worksheet.

In CPT+A, the Challenging Beliefs Worksheet and the Safety Issues Module are 
introduced in the same session (see Handout 11.3). The therapist introduces the work-
sheet to the client and points out that, except for the ratings of thoughts and emotions, 
the first four sections are the same as in other worksheets the client has completed; the 
purpose of the new sections (sections E–H) is to generate a more balanced statement 
after challenging the Stuck Point and then to re-rate the old thought and emotions, as 
well as any new emotions. The therapist and client then complete an example together in 
the session, using a safety-related Stuck Point from the Stuck Point Log, and the thera-
pist gives the client the Safety Issues Module to read. The client is assigned to do at least 
one worksheet per day, and to complete worksheets on any Stuck Points related to safety. 
The remainder of the CPT+A protocol is the same as the CPT protocol in delivery.

Variable-Length CPT

As discussed in Chapter 2, there has been only one published study on variable-length 
CPT, which was conducted as CPT+A by Galovski et al. (2013). There are, however, 
two other studies (both using CPT) currently underway: one with active-duty military 
personnel (Resick, Wachen, & Peterson, in progress), and one in Germany with people 
with comorbid PTSD and borderline personality disorder (Bohus & Steil, in progress). 
In the latter two studies, CPT can extend up to 24 or 48 sessions, respectively. Fur-
thermore, therapists often ask what to do if clients reach the end of 12 sessions but 
still have PTSD. Should they continue in CPT, or should they change to a different 
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therapy? Galovski et al. (2013) allowed up to 18 sessions of CPT+A and found that the 
majority of clients stopped before 12 sessions with a good end state, but that some 
needed more sessions. By the 3-month follow-up, only 2 of the 50 treatment partici-
pants still met criteria for PTSD. Our advice is to continue with CPT, and below we 
offer advice about how this should be done.

Delayed Termination

The first rule for extending CPT is to adhere to the protocol for the first 12 sessions. 
The clients need the sequential skill building and focus on the index trauma that take 
place in the first half of the therapy, and the themes in the second half of treatment 
may reveal core beliefs that are very entrenched. If by Session 11 a client is still scoring 
above the threshold on objective measures of PTSD or depression, the client should 
not be assigned to write the final Impact Statement. Rather, the therapist should dis-
cuss continuing treatment for more sessions until the client reaches a better end state. 
They should also discuss why the client’s PTSD scores are still high. For example, 
does the client need to work on a different trauma? Are there assimilated Stuck Points 
remaining from the index trauma that were not resolved? Are core beliefs still being 
activated regularly? Does the client have a deeper Stuck Point about letting go of some 
beliefs (e.g., “If I change my mind, that means I am weak,” “If I don’t have PTSD, I 
don’t know what to think about or do anymore; who am I?”, “If I let go of my guilt, 
that means that my friend died for no reason [or I am afraid I will forget my friend]”).

For the remaining sessions, the therapist uses the Challenging Beliefs Worksheets 
and the Stuck Point Log to work on lingering assimilation or overaccommodation that 
is preventing full recovery. When the client reports reduced PTSD and depression, 
the therapist and client discuss whether it is time to stop treatment or whether there 
are other Stuck Points or core beliefs that need more work. Once they decide that the 
goals of therapy have been achieved, the next-to-last session includes the assignment 
to write the final Impact Statement. The last session includes a comparison of the new 
Impact Statement with the initial one, a review of the progress in therapy, suggestions 
for using the CPT skills in the future, and a strategy for dealing with any remaining 
Stuck Points.

Early Termination

In Galovski et al.’s (2013) study, 58% of participants reached a good end state in PTSD 
and depression before the completion of 12 sessions. This finding indicates that if cli-
ents drop out of treatment before 12 sessions, it may not necessarily mean that they 
are avoiding; it may mean that they have improved and do not believe they need more 
therapy. Therapists should assess PTSD and depression every week so that they can 
see when their clients “turn the corner” and start to resolve their major assimilated 
Stuck Points. It may well be possible to stop CPT before finishing the whole protocol.

When it looks as if clients may be candidates for early completion—that is, when 
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the clients no longer meet criteria for PTSD and have low self-report scores (e.g., below 
19 on the PCL-5 or 10 on the PHQ-9)—therapists can initiate a discussion regard-
ing whether the clients have achieved their goals. Together, they may decide that a 
few more sessions dedicated to work on a particular topic, such as Stuck Points about 
self-esteem or intimacy, may be beneficial. There is not a requirement that clients 
stop treatment just because their scores are low. The ending of treatment should be a 
mutual decision between therapists and clients. If a client does decide to stop treat-
ment before the CPT protocol has been completed, the therapist and client should 
review the Stuck Point Log for any remaining Stuck Points that need work; the final 
Impact Statement should be assigned; and the next session should be set as the final 
session. The therapist should also give the assignment that was originally due for the 
next session. If the client has not been given the entire set of materials for the therapy 
at the beginning of treatment, the therapist should give the client the remaining hand-
outs to look over, to see whether there are any Stuck Points that should be added to the 
log or other topics for discussion.

If the client still has low PTSD and depression scores and is still happy with the 
decision to stop treatment, the therapist and client should begin the next session with 
the regular assignment and then move to the final Impact Statement. As in the full 
protocol, the client reads the new Impact Statement, and the therapist then reviews 
the original Impact Statement for comparison. The therapist notes any areas that still 
need work over time, and they review any modules and worksheets that the client has 
not reached thus far, so that they are available to the client if needed at some point. 
They finish by going through the Stuck Point Log and crossing off any Stuck Points the 
client no longer believes. Finally, they talk about the client’s progress in therapy and 
plans for the future. It is advisable to set up a 1-month follow-up session to determine 
whether the client’s gains have been maintained.

Continued Treatment of Nonresponding Clients

At this point, we do not know how many clients might still not be responding to treat-
ment at the end of 24 or 48 sessions, depending on the population. There were very 
few such clients in Galovski et al.’s (2013) study. However, when looking at predictors 
of length of treatment, they found that men took a bit longer than women to respond, 
and that those with higher pretreatment depression took longer to respond. There is no 
evidence, one way or the other, that changing to another evidence-based treatment for 
PTSD will be effective for a client who does not respond to CPT. It is possible that the 
client has not been fully engaged in treatment (although engagement should have been 
attended to early in therapy); has been unwilling to change thoughts (i.e., has exhibited 
cognitive inflexibility), which might itself have constituted a Stuck Point; or has been 
poor at practice completion. On the other hand, some clients have not revealed their 
worst trauma to their therapists, due to their profound lack of trust or shame regarding 
the event. Therapists should be asking about therapy-interfering Stuck Points if at least 
some improvement is not evident by Session 6.
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CPT and other cognitive therapies have been found to be effective for PTSD in 
spite of various comorbidities, such as psychosis (stabilized), bipolar disorders, person-
ality disorders, traumatic brain injury, substance abuse, and depression. If clients take 
it upon themselves to remove themselves from medication suddenly and without the 
advice of a physician, it is possible that they could experience rebound effects affecting 
their PTSD treatment. One goal of the study of variable-length CPT with active-duty 
military personnel (Resick et al., in progress) will be to determine predictors of early, 
normal, and late treatment response versus nonresponse. Until that study is complete, 
we do not have informed advice to give about continued treatment of nonresponding 
clients.

CPT for Acute Stress Disorder

In the immediate aftermath of traumatic events, people with PTSD symptoms tend 
to hope that the symptoms will go away with time or distraction, and therefore often 
do not present themselves for therapy for many years. Those on active duty in the 
military may not have the opportunity to seek out therapy until their deployment has 
ended, and many others may have been exposed to stigma and beliefs that only weak 
people seek out treatment. Children or victims of IPV may not have the opportunity 
to receive treatment until they are safely out of their dangerous relationships or are 
old enough to decide for themselves that they need therapy for symptoms that do not 
abate. For research purposes, most studies have required a minimum period of time to 
have elapsed since the traumatic event—not because the therapy will not work in the 
early aftermath of such an event, but for the methodological reason that participants 
might have improved naturally over time and might not have developed PTSD.

At this point, there has only been one single-case study (Kaysen, Lostutter, & 
Goines, 2005) and a small pilot study (Nixon, 2012) using CPT+A for acute stress 
disorder. The Kaysen et al. (2005) case study is discussed in more detail in Chapter 
14. Nixon (2012) implemented CPT+A across 6 weeks with one 90-minute session 
per week. Challenging Questions Worksheets were introduced at the first session, 
the trauma account was only written once, and the Patterns of Problematic Thinking 
Worksheet was eliminated. Although the sample size was too small to have sufficient 
power to detect statistical differences, at posttreatment only 8% (n = 11) of the intent-
to-treat CPT sample met criteria for PTSD, compared with 36% (n = 7) of the support-
ive counseling group. Good end-state functioning was achieved by 50% (n = 6) of the 
CPT+A group and 9% (n = 1) of the supportive counseling group, with this difference 
being significant. This compares very favorably to the 55–77% of PTSD cases found in 
wait-list control conditions in other trials of treatment for acute stress disorder (Bryant 
et al., 2008; Foa, Hearst-Ikeda, & Perry, 1995; Foa, Zoellner, & Feeny, 2006; Shalev 
et al., 2012).
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HANDOUT 11.1

Practice Assignment after Session 3 of CPT+A

Please begin this assignment as soon as possible. Write a full 
account of the traumatic event, and include as many sensory details 
(sights, sounds, smells, etc.) as possible. Also include as many of 
your thoughts and feelings that you recall having during the event. 
Pick a time and place to write that will give you privacy and enough 
time to write this account. Do not stop yourself from feeling your 
emotions. If you need to stop writing at some point, please draw 
a line on the paper where you stop. Begin writing again when you 
can, and continue to write the account even if it takes several occa-
sions.

Read the whole account to yourself every day until the next ses-
sion. Allow yourself to feel your feelings. Bring your account to the 
next session.

Also, continue to work with the ABC Worksheets (Handout 6.3) 
every day. When you find Stuck Points, add them to your Stuck 
Point Log (Handout 6.1).

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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HANDOUT 11.2

Practice Assignment after Session 4 of CPT+A

Write another account of the whole traumatic incident as soon as 
possible. If you were unable to complete the assignment the first 
time, please write more than you did last time. Add more sensory 
details, as well as more of your thoughts and feelings during the 
incident. Also, this time, write your current thoughts and feelings in 
parentheses—for instance, “(Right now I’m feeling very angry.)”

Remember to read over the new account every day before the next 
session.

Also, continue to work with the ABC Worksheets (Handout 6.3) 
every day.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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HANDOUT 11.3

Practice Assignment after Session 7 of CPT+A

Use the Challenging Beliefs Worksheets (Handout 8.1) to analyze 
and confront at least one of your Stuck Points each day. Also, please 
read over the Safety Issues Module (Handout 8.1), and think about 
how your prior beliefs about safety were affected by your traumatic 
event. If you have issues with safety pertaining to yourself or others, 
complete at least one Challenging Beliefs Worksheet to confront 
those issues. Use the remaining sheets for other Stuck Points on 
your Stuck Point Log (Handout 6.1) or for distressing events that 
have occurred recently.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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12
Group CPT and CPT 
for Sexual Abuse

The first goal of this chapter is to discuss specific issues that should be addressed 
when CPT is provided in groups or in a combined group and individual format. The 
second goal is to review CPT-SA, a CPT modification for childhood sexual abuse sur-
vivors. Although CPT is more widely known as an individual therapy, it originated as 
a group therapy, and significant research has shown group CPT to be effective either 
alone or in combination with individual therapy (see Chapter 2). Group CPT has been 
used to treat PTSD successfully in a variety of client populations, including rape vic-
tims, childhood sexual abuse survivors, combat veterans, and military sexual trauma 
victims. The group format also has been used in residential treatment programs in 
conjunction with other treatments (coping skills building, dialectical behavior therapy, 
and psychoeducation, to name a few).

Group CPT

Why Use Group CPT?

When both group and individual CPT are available, we typically suggest that a client 
be allowed to choose the format of treatment, because client choice has been linked to 
stronger outcomes in psychotherapy. However, we are aware that it is not always pos-
sible to offer individual therapy in all settings, and group CPT may be the only option 
for many clinics. Group CPT has been shown to be an effective treatment in its own 
right, and for many clients the group format helps them to address their traumatic 
memories through sharing their thoughts and feelings with other group members. 



	 Group CPT and CPT-SA	 249

Other advantages of CPT groups include cost-effectiveness, the social support afforded 
by other group members, and the opportunities for clients to challenge each other’s 
disruptive cognitions in a healthy and assertive manner. In addition, the group experi-
ence can facilitate a sense of normalization and universality regarding trauma-related 
symptoms by allowing clients to see that they are not “nuts” or “crazy,” and that their 
thoughts and behaviors are very similar to those of others who have experienced trau-
matic events. Regardless of the population served or the setting where it is applied, 
therapists need to consider some general issues and make some decisions before using 
CPT in a group format.

Prescreening and Information Sessions

As in individual CPT, we encourage therapists conducting group CPT to complete a 
prescreening session with each client. This session serves several purposes. First, the 
therapist doing the screening should do a formal assessment for PTSD, to determine 
whether the client meets criteria for the disorder. Second, if the screening therapist 
is a group leader, this will allow the client and therapist the opportunity to talk about 
why the client wants to join the group, what the client hopes to get out of the group, any 
concerns the client has about participating in this group, and any prior experiences the 
client has had with groups. The therapist should also provide the client with a descrip-
tion of what CPT will involve (including practice assignments), and should discuss the 
CPT group format and indicate how it is similar or dissimilar to any previous groups 
the client has experienced. Third, as part of this screening session, the therapist can 
ask the client to give a 5-minute description of his or her most distressing traumatic 
event. We do not recommend discussing trauma details in the group sessions, because 
they can be unnecessarily distressing to other clients, but having each client retell this 
information in the screening session gives the leader more information regarding the 
types of trauma the clients will be working on for their practice assignments. Finally, 
the screening sessions allow the therapist time to gather psychosocial information that 
may help determine whether the client is not ready for group treatment at this time 
(e.g., unwillingness to talk in a group, a recent history of physical aggression toward 
others, or other symptoms that would preclude someone from starting trauma-focused 
treatment at this time; see Chapter 3 for more information).

For some clinics, it may be easier and more cost-efficient to offer a pretreat-
ment information session in a group format for potential CPT clients. This session 
can include a review of PTSD symptoms, treatment options available in these clinics, 
the process of group therapy, and an overview of CPT. Many clinics have found this 
session to be useful for acclimating clients to the group CPT format before the proto-
col begins. The session serves as a neutral environment for presenting the structure 
of CPT (e.g., number of weeks, practice assignments, worksheets, stages of therapy, 
agenda, self-report measures); introducing cognitive theory (i.e., treatment rationale, 
purposes of assignments and worksheets); and discussing commitment to the therapy 
and attendance. At this point in the process, the clients may be less anxious and able 
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to take in information more readily. The group prescreening session also gives clients 
the opportunity to ask questions and voice concerns about group therapy, the PTSD 
diagnosis, or CPT before they enter the protocol. Group leaders may want to consider 
holding this session in the same room and at the same time that the CPT group will 
be held, to help familiarize the clients with the clinic, the room, and the therapist(s) 
ahead of time. In addition, the group orientation format will allow clients to meet with 
other potential group members, which may make starting the group easier for some 
people.

Setting the Stage

The content of CPT is very similar, whether it is conducted with a group of clients or 
a single client, but group CPT includes several modifications to allow more effective 
delivery of the treatment in a group setting. In spite of its unique benefits, group CPT 
involves some challenges that therapists should be aware of. The most significant chal-
lenges are pragmatic issues, such as recruiting enough clients for a group, giving each 
member enough time and attention in sessions, and managing group members who 
may dominate the group or who have severe personality disorders. For these reasons, 
some clinicians choose to offer CPT in a combined group and individual format, in 
which practice assignments are given in the group but reviewed in individual sessions. 
The group can then be used to process members’ reactions to their completed practice 
assignments, and to provide further practice with the worksheets. If it is not feasible 
to offer individual sessions throughout the duration of the group, the therapist may 
choose to conduct individual therapy only during the sessions on written accounts and 
introduction of the Challenging Questions Worksheet if CPT+A is being implemented 
(see Chapter 11). These sessions require the most one-on-one time with a therapist 
and allow the clients to feel safe in knowing that they will only share their traumatic 
material with one person. Clients in a group format may be less willing to ask ques-
tions when they are confused, so if an individual format is not available, the therapists 
will have to be more proactive to make sure that everyone understands the concepts 
and practice assignments. If group CPT is conducted without concurrent CPT indi-
vidual therapy, the leaders should ensure during the prescreening process that all 
group members will be able to complete the practice assignments with little outside 
assistance, and that they are truly motivated for change.

Timing, Group Size, and Format

CPT group sessions typically last 90 minutes; individual sessions are 50 minutes long 
when they are part of the combined protocol. With a larger group (over 10 members), 
the therapist(s) may consider conducting the group for 120 minutes with a 10-minute 
break in the middle. But we have often found that it is hard to get a group reconvened 
in 10 minutes, or that the timing of the break interrupts the process flow in the group. 
Thus we recommend 90-minute groups in most cases.
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We also recommend that CPT groups be “closed,” meaning that once a group has 
started, no new members may join. The closed format is necessary because CPT was 
developed as a progressive therapy in which skills are taught in a particular order and 
build on one another. Ideally, groups should have between 6 and 9 members (although 
we know of some very talented therapists who can manage 10–12). We believe that 5 
members is the minimum for starting group CPT (5 rather than 4, to avoid the pairing 
effect that can happen with 4), because if 1 or 2 people miss a session, then the group 
ceases to be a group and becomes individual therapy with several clients in atten-
dance. With more than 9 members, the group may feel too large, especially for one 
therapist; there may not be enough time for the individual members to get their needs 
met; and the large size may inhibit individual disclosures.

Combining group and individual therapy can be done in two ways. In the first 
option, individual sessions are added (or offered in lieu of group sessions) in weeks 
4 and 5, to allow the therapist and each client to focus more intently on the client’s 
trauma-related Stuck Points; in the case of CPT+A, the client can read the trauma 
accounts and identify relevant Stuck Points related to the event privately with one of 
the therapists. In the second combined option, group and individual sessions occur 
each week (or even twice a week in residential programs), with the treatment rationale 
and practice assignments covered in group sessions and then reviewed in the indi-
vidual sessions.

It is advisable to have as much time as possible between a group session and the 
following individual session, so that the client can practice the assignment at length 
before reviewing it in the individual session. For clients who travel a long way, it may 
be useful for them to complete their individual sessions right before the group ses-
sion, so that they only need to come to the clinic once a week. This combined format 
is especially helpful in a number of other situations: (1) in residential programs where 
additional programming is desirable, to maximize the clients’ benefits from their resi-
dential stays; (2) in working with clients who are insistent that they need individual 
time with their therapists; and (3) in training students, because the students can serve 
as coleaders of groups and can see some of the clients for their individual therapy ses-
sions, allowing for more oversight of the students.

Cotherapists

Although one skilled CPT therapist can manage a group alone, we have found that 
having cotherapists is more effective for a number of reasons. First, when one thera-
pist is on vacation, is taking a personal leave, or has an unplanned emergency, the 
group sessions do not need to be canceled, which can cause a loss of momentum and 
an increase in avoidance. Second, having cotherapists allows one therapist to stand 
at a whiteboard and lead the discussion while writing the information on the board. 
The other therapist can be watching the group interaction and noting clients who 
might need help in participating. In addition, if a group member becomes emotional 
or disruptive, one of the therapists can attend to that client’s needs while the other 
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therapist continues to lead the discussion. Finally, because of the number of practice 
assignments that will need to be reviewed and commented upon between sessions, 
having two therapists can make it easier to manage this workload. As noted above, 
many clinics have found it helpful to include student trainees as cotherapists; this is 
an excellent way for a student to learn CPT, with a more senior therapist as a model. 
We do not, however, support the use of three or more therapists, even for large groups 
of 12 clients, because this can lead to too much therapist involvement (as each thera-
pist tries to contribute) and not enough time for the clients. If there are a number of 
dropouts or missed appointments and the group shrinks, there can be almost as many 
therapists in the room as clients.

Scheduling

Another concern when setting up a CPT group is what day and time the group ses-
sions will be held. Although this may seem like a small issue, time of day can be a very 
important variable when therapists are dealing with clients’ work or school schedules. 
Clients may not realize how emotional they may become during or after group ses-
sions, and going straight to work or school may not be advisable. In addition, many 
clients may have difficulty taking time off from work to attend 12 sessions of group 
therapy, or they may be unable to arrange for child care during business hours, making 
evening groups a necessity. Second, if several national or religious holidays fall in the 
12-week window when a group will run, it will also be important to consider avoiding 
those days, or the group may need to be extended beyond what members had planned 
for. Finally, if a group is going to be offered twice a week (e.g., on a military base, in a 
prison, or in a residential care program), we recommend offering the group on Mon-
days and Thursdays or Tuesdays and Fridays, to allow clients the maximum amount of 
time between sessions to complete their practice assignments.

Trauma History Considerations

It is also important to decide ahead of time whether or not a group will be homog-
enous with regard to the type of index trauma that participants have experienced, 
so that proper assessment and trauma screening can be conducted before the group 
begins. Although there are some advantages to running a group with members who 
share the same type of trauma, we have found that there are no significant difficulties 
with combining different trauma types in groups. When all group members share the 
same type of trauma, it can be easier for them to challenge each other’s Stuck Points 
and point out problems in their thinking, because they share similar experiences and 
are likely to have very similar Stuck Points. But we have found that a majority of our 
clients have been multiply traumatized; even when all members have the same type of 
initially identified index trauma, many of them will have experienced other events that 
may in fact be more traumatic for them. Thus individuals with different traumas are 
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likely to be the rule rather than the exception, and a mixed-trauma group is particu-
larly useful in smaller clinics or cities where it can be difficult to find enough group 
members with the same type of trauma at the same time.

It is important to inform potential members of the group’s constellation before 
they agree to participate, so that any of their concerns or questions can be addressed 
ahead of time. One Stuck Point that we often hear is that “Only other people like me 
can understand what I am going through” (e.g., other combat veterans, other sexual 
abuse survivors). This is actually a good place to start the discussion and identification 
of Stuck Points, because the clients may be applying this belief to their lives as a whole 
and thus greatly limiting the numbers and types of people they are willing to accept 
as friends.

Client Gender Considerations

Although it is possible to combine men and women in a group, it is very important 
that clients are carefully screened to make sure that this will not be triggering for any 
potential members. It can be helpful to ensure that the participants in a mixed-gender 
group have similar trauma histories (e.g., combat, natural disaster, child sexual abuse), 
to help them realize that they all have shared experiences and beliefs. The issue of cli-
ent gender is also important in the choice of therapist(s). Although some female clients 
will not accept a male therapist and vice versa, we have often found that when clients 
are open to the possibility of having a male–female therapist team, this allows the cli-
ents to challenge their Stuck Points by using the gender of one therapist or the other 
as evidence against their beliefs.

Missed Sessions

Perhaps one of the most obvious concerns in doing group CPT is what to do about cli-
ents who miss sessions. We strongly recommend informing clients before starting the 
group that it is very important not to miss any sessions, and that they should not enroll 
in the group if they have issues or life circumstances that will interfere with attending 
the group sessions over the course of the therapy. At the same time, we acknowledge 
that unforeseen circumstances may keep a client from attending a group session. If the 
group is conducted in conjunction with individual therapy, the individual session fol-
lowing the missed session can be used to cover what was missed in group. If the group 
does not have adjunctive individual therapy, a group therapist can meet individually 
with the client during the week; can review in a phone call what was covered in the 
group; or, if necessary, can meet with the client just before the next group session. If 
none of these options can be arranged, the group members can be asked to provide 
a brief overview of what was covered in the prior week’s session. Given that many 
people now have computers and email, especially younger clients, it may be possible to 
email the practice assignment to a group participant who has missed a session, so that 
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the client can bring it to the next session. We typically suggest that if someone misses 
more than two group sessions, they should wait until the next group starts or continue 
their treatment in individual therapy.

Therapists’ Role in Group Treatment

Group CPT, like individual CPT, is a collaborative process, and thus an important role 
for group therapists is structuring the sessions to allow all the clients to learn each 
new assignment and discuss their progress on the previous practice assignment. Thus, 
one of the most important jobs for the therapists is making sure that group members 
stay “on task,” which can be particularly difficult when clients (and therapists!) are first 
learning to do group CPT. One common example of this is managing client avoidance. 
Avoidance symptoms often make clients want to avoid people, places, and things that 
will remind them of the index traumatic event, so it is no wonder that clients will try to 
avoid completing their assignments or processing their thoughts and feelings about the 
trauma. This is especially true in the early sessions of group CPT, before the clients 
have become more comfortable around each other and until they have learned that 
the memories will not harm them and that processing their thoughts and feelings will 
actually allow them to feel better.

In an effort to reduce avoidance, the therapists will discuss avoidance in the first 
session and ask the clients to share ways in which they might engage in avoidance (e.g., 
not doing assignments, missing group sessions, coming late to sessions, drinking/using 
drugs, gambling, shopping, putting other people’s needs first). The therapists should 
also help the clients identify any fears and underlying thoughts that may be causing 
the avoidance. This discussion helps clients become more aware of all the behaviors 
that can constitute avoidance, and ideally it will help them limit the amount of avoid-
ance they exhibit, both in and out of the group. The therapists should continue to 
address avoidance in the group whenever they notice group members engaging in 
behaviors that distance them from the group and the material.

Managing CPT in a Group Setting

Setting an Agenda

To keep the group on track, the therapist should provide structure for each session 
by setting an agenda at each session and letting the participants know what will be 
covered during that session. The agenda should include a brief check-in (no more than 
5–10 minutes for the whole group) to see how everyone is feeling and to establish 
whether anyone will need help from the group to address a pressing issue that day. 
This check-in has a number of benefits, including allowing the therapists to take a 
quick “pulse reading” of the group members’ emotional state that day; this can help 
to identify where individuals are in their progress toward changing maladaptive cog-
nitions. In addition, the check-in empowers the clients to ask for help, teaches them 
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to control their distress by asking them to determine whether they would like to dis-
cuss their issues at the beginning or end of the group session, and allows them to see 
healthy help seeking by other participants who ask for time from the group.

Problems with check-in can stem from therapists’ not setting up the expectation 
from the beginning that the check-in should include just a few words describing each 
client’s feelings and a request for assistance if needed. Some clients may use the check-
in as an opportunity to avoid addressing their issues by derailing the focus of the group 
that day, or they may try to take over the group by jumping into a lengthy description 
of their difficult week. If a client does attempt to take over the group, a therapist will 
need to interrupt the client gently and get the group refocused. Although this can 
be uncomfortable for some therapists, it is critical that therapists not allow clients to 
digress for long, or this will send a message that all clients are supposed to spend a 
long time discussing their week—and this will not give the group members time to 
review the work they did over the prior week, or the therapists’ time to introduce the 
next assignment.

The best way to keep digressions from happening is to make it clear from the 
beginning that the check-in should not be long or involve a recap of the week, but 
instead should focus on clients’ feelings and needs from the group. But if a digression 
does occur, a therapist might ask the storytelling client, “Do you need time from the 
group?” and offer to come back to the client after the check-in is complete. If the client 
says “Yes,” then when the therapist comes back to the client the therapist should not 
ask the client to return to the story, but should instead ask whether the client did any 
sheets for homework on the issue over the prior week. If the client says “Yes,” those can 
be reviewed as a group on the board. If the client says “No,” the therapist can excitedly 
note that this offers the group a great starting point to get to work on the most recent 
worksheet, and can begin doing so at the whiteboard.

By bringing the digressing client’s experiences back to the worksheets, the thera-
pist and group members will be role-playing how the clients can address the events 
of the week in real time with their CPT worksheets, and will show that the clients 
can obtain relief from their distressing thoughts and feelings when they engage in the 
therapy outside sessions. The therapist should remember to try to engage the other 
group members in this activity by asking if anyone else is sharing similar thoughts or 
had difficulty completing the practice assignment during the week.

Practice Assignment Completion

The monitoring of practice assignment completion is one of the most challenging 
issues in conducting CPT groups. For some of the more complex practice assignments, 
the leaders should leave 20–25 minutes to explain the assignment and to create one 
or more examples with the group. Once the ABC Worksheets are introduced, a thera-
pist should spend a majority of the session using the whiteboard/flipchart to review 
the worksheets that clients had difficulty with over the week, or to process issues or 
concerns that the clients have brought to the session. Putting examples of worksheets 
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up on the whiteboard or flipchart can enable the therapist to engage the entire group 
more easily and help them relate the examples to their own similar Stuck Points.

The Use of Bridging Questions and Common Stuck Points

One way to engage the group as a whole to participate in sessions is to use “bridging 
questions” to create links between members’ experiences. These are important tools 
that can be used to get more members involved in the group and to make sure that 
some clients are not left out while others monopolize the discussions. For example, 
a therapist might ask, “What do others think/feel about this?” It is important for the 
therapist to encourage responses to such a question from more than one client, instead 
of stopping with the first person who answers.

Sometimes it is also helpful to suggest some commonly held Stuck Points as exam-
ples, in order for members to feel more of a connection with one another. Examples of 
Stuck Points that can be used in this way are “It is my fault,” “If only I had done X, this 
would not have happened,” “No place is safe,” “People can’t be trusted,” and “Showing 
emotions is weakness.” Once a Stuck Point is endorsed or independently verbalized by 
one group member, the therapist can ask, “Does anyone else share this Stuck Point?” 
or “Does this sound familiar to anyone else?”

Noncompletion of Practice Assignments

Because clients may not share their worksheets during a group session, the therapist 
may not know until after the session whether the participants completed the assign-
ment at all or whether there was a conceptual problem with the assignment. Thus it is 
very important that the therapist check in with each group member (even via a show of 
hands) to see whether they completed the assignment or had difficulty with the assign-
ment. Following the check-in, the therapist should ensure that a majority of the group 
time is spent reviewing several practice assignments from different clients, and avoid 
having the group get bogged down in a potentially unrelated discussion.

In individual CPT, clients who do not complete their Impact Statements, written 
accounts (in CPT+A), or various worksheets between sessions are asked to complete 
them orally in sessions, to acclimate them to the process. In CPT groups, we ask cli-
ents to focus on identifying Stuck Points related to their traumatic events, along with 
the other members of the group. We do not ask them to retell their Impact Statements 
(or trauma accounts), to avoid triggering other group members or taking too much time 
from the key process of identifying Stuck Points and beginning to challenge them. 
When clients do not complete their practice assignments, this is a good time to see 
whether several members did not complete worksheets and to identify any shared 
Stuck Points regarding the treatment, such as “This therapy will not help me,” or “I 
don’t have time to do any worksheets.” At this point, a therapist should go to the white-
board and complete a worksheet on the shared Stuck Point, using the most recently 
assigned sheet (i.e., the ABC Worksheet, the Challenging Questions Worksheet, or the 
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Challenging Beliefs Worksheet). Group members who have completed their home-
work should be enlisted in helping to identify evidence against the Stuck Points and 
new, healthier alternative beliefs. 

In CPT groups, it can be more difficult to convince clients that they can and 
should complete their practice assignments, because there is less time to focus on the 
individual group members each week. This is another reason why it is important for 
the therapist leading the group to ask for a show of hands regarding who completed 
the assignment, and then to ensure that different people are called upon to share 
their Stuck Points each week. Finally, the therapist should endeavor to enlist all group 
members in the discussion of each worksheet being completed on the whiteboard/
flipchart, either by sharing their own similar thoughts or by helping to generate alter-
native evidence and beliefs.

One of the advantages of group treatment is that group members who may be 
reluctant to participate will be able to see that other group members, who are partici-
pating and completing their practice assignments, are getting better. This will often 
motivate the hesitant members to better adherence with the assignments, especially 
if the group therapists highlight that doing the work is helping other people with their 
symptoms. For example, if a group member does not complete a worksheet assignment, 
the therapist leading the group should ask whether anyone else did not complete the 
assignment, and then lead the group in completing a worksheet on the shared beliefs 
that are preventing the clients from doing their practice assignment. Possible Stuck 
Points (in addition to the ones noted above) may include “I will never get better,” and “I 
cannot tolerate writing about my thoughts.” The leader should make sure to engage the 
entire group in this exercise by eliciting alternative thoughts, or evidence against these 
Stuck Points, from group members who have successfully completed the assignment.

There are several reasons why clients may not complete their practice assign-
ments, and they are typically related to some type of avoidance. Many trauma survi-
vors believe that if they write down the events, thoughts, or feelings related to their 
traumatic events, the memories will become too “real” and therefore too difficult to 
handle. Hearing that other people were able to identify and challenge their thoughts 
about their traumas (and to write details about their events, in the case of CPT+A) will 
often make it easier for clients who did not do the assignment the first time around. 
After this discussion on reasons for not completing practice, it is important that the 
therapist move forward with a discussion of the material scheduled for the day, even if 
several of the clients did not do the assignment. In addition, the next practice assign-
ment should be introduced and assigned to the entire group. Those who did not do the 
prior assignment should be asked to complete that one as well.

Some clients may avoid completing the assignment because they have difficulty 
labeling their events as traumatic (“rape,” “killing,” etc.). Instead, they may label the 
events as “misunderstandings” or “accidents” and try to minimize the impact of the 
events or inaccurately represent the details (e.g., blaming themselves for their child 
abuse). To help challenge these cognitions, it may be helpful to point out the trauma 
symptoms that the clients reported on their pretreatment assessments and to describe 
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those symptoms as evidence that the traumatic events actually did occur. In addition, 
it may be useful to remind the clients of the ways in which their identified symptoms 
are negatively affecting their lives (e.g., isolation, problems at work or school). For 
some clients, it can be helpful to ask them why they are coming to the group. The 
answers they give can point out the contradictory thoughts they are having: On the 
one hand, they may be misinterpreting (or minimizing) the details of the trauma, but 
on the other hand, they are experiencing distress in their lives and are seeking help.

In general, it is helpful for group leaders to inform clients at the beginning of 
therapy that they may have an urge to avoid doing their practice assignments or even 
coming to group sessions. This will help to normalize their reactions and facilitate 
greater openness among the clients about discussing their thoughts and feelings. It can 
even be beneficial to help the clients identify potential Stuck Points about the therapy. 
This will facilitate the normalization process and help clients become more comfort-
able with discussing their ambivalence or concerns about completing the treatment.

Phone List Assignment

To reinforce the positive social support that a group offers, we recommend the use of a 
phone list assignment during the week for clients who are being seen in an outpatient 
setting. All clients who are willing to participate place their first names and the phone 
numbers of their choice on the phone list. Each group member is then asked to call the 
person below him or her on the list before the next session, to check on practice assign-
ment completion and provide support in doing the treatment. The following week, 
each client calls the person two places below him or her on the list, and so on, until 
finally everyone has called everyone else on the list. Clients are instructed that they 
should not talk about their trauma histories on the phone, but instead use these phone 
calls as opportunities to socialize or receive help in completing their practice assign-
ments. These phone calls can also be used to have the callers give the assignment and 
explain what the recipients missed if the recipients did not attend the session. Clients 
are instructed not to use the phone calls as a way to begin socializing in pairs, but only 
to meet one another if the entire group is invited. We have commonly found that most 
people agree to participate, and that even when one individual declines at Session 1, 
they typically ask to join the list at Session 2 or 3.

Managing Group Conflict and Emotion

Whenever multiple people are brought together in a group, it increases the likelihood 
that conflict will develop between or among the group members. In addition, due to 
their abuse histories, many clients come to group treatment with problematic com-
munication patterns that can make it difficult for them to manage their emotional and 
cognitive reactions during group sessions. Again, this highlights the need for thorough 
prescreening and education about the group process. It is important to highlight that 
we have typically not excluded clients because of personality disorder diagnoses, but 
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we do acknowledge that some clients can be more difficult to manage in groups than 
others; in some cases, clients may have symptoms that are so disruptive that they need 
to be addressed in individual therapy or a treatment designed for personality disorders 
before these clients can engage in CPT. Symptoms that we have found to interfere 
with group CPT include high levels of dependence on others, an inordinately high 
sense of entitlement, excessive combativeness, and a significant stake in maintaining 
the “sick” or “patient with PTSD” role. Even when personality disorders are present, 
we have used group CPT successfully to treat individuals with borderline, histrionic, 
narcissistic, and antisocial personality disorders.

If the group loses focus during the session, one strategy to get the group back on 
track is to ask the client who is digressing to make the connection between what he 
or she is saying and the topic that the group was originally discussing. If the client 
appears to be avoiding the topic at hand, the therapist may want to use gentle confron-
tation, noting that the topic appears difficult for the client or that the client seems to 
be having a difficult time staying with his or her feelings about the topic. The therapist 
can then ask whether anyone else ever wanted to avoid a topic or stop feeling natural 
emotions in the group, and the rest of the group can normalize these reactions. This 
technique will build a bond among the clients and will allow the therapist to address 
the underlying fears that are causing the digressing client to avoid.

Many new therapists are also concerned about the amount of affect that might be 
generated in a trauma group. Just as in individual CPT, we have found that although 
some clients in group CPT do feel worse before they get better, the majority of our 
clients do not show a worsening of their symptoms during the group treatment. More 
often, the strong emotions seen during group sessions are related to clients’ feeling free 
to experience their natural emotions related to the trauma for the first time. The group 
offers them a safe place to feel their emotions without judgment, and leaders should 
encourage the clients to share their feelings during the group without fear of recrimi-
nation. Group leaders also have the responsibility of guiding the clients through their 
feelings and helping them see that showing their emotions in an appropriate fashion 
often diffuses excessive emotional responses and disruptive group behaviors.

Two other client reactions that need to be monitored in a group are excessive 
dominance and excessive shyness. Dominant clients may tend to answer first, make 
absolute statements (e.g., “No one but another trauma survivor can understand me”), 
tell stories, or challenge a leader’s role. These behaviors will often silence many of the 
group members (particularly the shy members) and may create hidden animosities in 
the group that affect future dynamics. In addition, members who are already strug-
gling with avoidance will see other members’ excessive dominance as sufficient reason 
for why they do not need to participate. The first step for the therapists is to identify 
the dominant and shy clients as early as possible. The therapists can then begin to 
loosely monitor and control the amount of time each client has to talk. One technique 
that may be effective is to propose to the members that those who are quick to respond 
should count to 10 before giving an answer, thus giving clients who are slower to 
respond an opportunity to voice their thoughts or feelings. Another option is to ask 
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that once a person has participated in a session three times, this person wait until 
someone else has spoken on a topic before adding further to the discussion. By making 
these suggestions to the group as a whole, the therapists do not single out a particular 
client or make some clients feel embarrassed.

Some clients are much shyer or less expressive than others during group sessions. 
It is important to check in with these clients to determine whether their shyness is a 
personality trait, a response to their trauma, or a form of avoidance. It can be helpful 
for therapists to ask such clients privately whether they would like to be called upon 
during the group, so that they do not feel the pressure of jumping into the conversa-
tion at some point. It can also be effective to ask the entire group for their reactions or 
answers to a worksheet, and then for the therapist leading the group to check in with 
each member before moving on to the next part of the group agenda.

Conducting CPT+A in a Group Format

The greatest difference between group CPT and group CPT+A is in the management 
of the written accounts in group CPT+A. In individual CPT+A, clients are given an 
opportunity to experience their emotions in a one-on-one setting during sessions (in 
addition to experiencing the same between sessions). In group CPT+A, we strongly 
recommend that clients do not read their accounts out loud during therapy sessions. 
Although processing one’s own traumatic event is important, hearing the graphic 
details of another person’s experience can cause increased distress and a greater like-
lihood of treatment dropout for many clients.

Many mental health clinics have been using group formats for years, and thus 
many clients will be very familiar with a group format. However, these groups have 
often involved long-term supportive psychotherapy, with clients either telling extensive 
details about their traumas, avoiding the trauma events altogether, or focusing largely 
on venting about current problems in their lives. Although this type of treatment can 
be helpful or even normalizing for some clients, many others may feel triggered by 
hearing details of other clients’ trauma accounts. Still other clients may attempt to tell 
“war stories” or engage in “one-upmanship” storytelling in an attempt to feel accepted 
by the other group members. This behavior may make other clients very hesitant about 
attending the group for fear of being pressured to tell their own stories. Thus CPT+A 
group leaders will need to establish rules very early in treatment (or even in the pre-
screening session) that specify no detailed trauma storytelling in group sessions. If a 
client does begin to tell a detailed story in the group, a therapist should gently inter-
rupt and remind the entire group of the no-trauma-account rule. It may also be helpful 
to ask the group about the reasons for this rule, which often stimulates one or more of 
the group members to answer that hearing other people’s stories is distressing to them.

Instead of having clients read their impact statements or written accounts dur-
ing group CPT+A sessions, therapists should explore the clients’ reactions to writ-
ing about their events, in order both to normalize their emotions and to determine 
whether they wrote all of the details about the events. Specifically, group participants 
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should be asked whether they included sensory details, thoughts, and feelings in their 
accounts, and whether they experienced strong emotions or recalled new memories 
while writing. If group members did not write their full accounts, or if they were 
unable to express their natural emotions while writing or reading the accounts, they 
are encouraged to take steps to increase their likelihood of successfully completing the 
assignment. The discussion about the writing assignment also focuses on Stuck Points 
that were identified and on evidence from the event that may refute those distorted 
beliefs and interpretations, not on the details of the event itself.

If one or more clients in group CPT+A do not write their accounts, the therapist 
leading the group should focus a few minutes on clients who have completed their 
accounts and may be showing some improvement. This will often help the clients 
who have not written accounts realize that they too can complete the assignments, 
and motivate them to do the assignment for the next group session. Following this 
discussion, the therapist collects the written accounts to read between sessions. While 
reading the accounts, the therapist searches for Stuck Points, which are usually indi-
cated by points at which clients stopped writing and drew a line, or parts of the events 
that clients skip, gloss over, or report amnesia about. The therapist also makes note 
of whether an account has been written like a police report (without accompanying 
thoughts and feelings) or whether the full memory has been retrieved and activated. 
Encouragement, praise, and possible Stuck Points are recorded on the accounts before 
they are returned to the clients.

Aftercare Groups

As in individual CPT, we recommend that therapists follow up with clients who have 
successfully completed group CPT at a check-in meeting 2–3 months after the end of 
treatment. This follow-up can be conducted in an individual session or by reconvening 
the entire group. At this session, group members are asked to indicate how they have 
been doing in general, and to describe any problems they have encountered; they are 
encouraged to use the Challenging Beliefs Worksheets to address any continuing or 
new Stuck Points or difficult situations. This follow-up session should include the same 
assessment measures that were used during treatment, and it can be used to get the 
clients back on track or to reinforce gains.

Many clinics have opted to offer a CPT aftercare group that can be adapted to fit 
the needs of different clients coming from group or individual treatment at the same 
time. The group can be conducted once a week, twice a month, or once a month, 
depending on the clinic’s goals and the clients’ needs. Many clients who have been in 
trauma treatment for a long time may be fearful of stopping therapy altogether at the 
end of CPT. The aftercare group allows them to “step down” slowly from weekly group 
or individual therapy sessions, while continuing to address Stuck Points that may be 
making treatment termination more difficult. For clients who have shown strong 
improvement in either group or individual CPT, but perhaps could use a few more ses-
sions to address Stuck Points in specific areas that the standard course of therapy has 
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not resolved, the aftercare group allows these clients to continue using the CPT skills 
to manage these final issues. It is important for the leader(s) of the aftercare group to 
insist that attendees continue to bring in completed worksheets each time they come; 
the group sessions should focus on the review of these worksheets at the whiteboard. 
Finally, group members should be given a limit on how long they can stay in the after-
care group, to prevent them from creating an unhealthy dependence on this group 
instead of practicing their skills outside group sessions.

CPT for Sexual Abuse

As discussed in Chapter 2, one of the adaptations of CPT has been a manual for sur-
vivors of childhood sexual abuse (Chard, 2005). CPT-SA is 16 sessions long and is 
typically conducted as a combination of group and individual therapies, but it can be 
offered as either individual or group treatment alone. In addition, many clinicians 
have conducted CPT-SA without the trauma accounts for those clients who are not 
willing or able to discuss their trauma histories in great detail. Although several stud-
ies (described in Chapter 2) have shown that clients with histories of childhood sexual 
abuse do as well in CPT as those with only adulthood traumas do, some therapists 
and clients want the additional sessions that CPT-SA provides, to allow for additional 
time to work on other areas that are often affected by childhood trauma. Handout 12.1 
provides an overview of CPT-SA for clients. (Note that this handout refers to several 
other handouts—the ones on developmental stages, assertiveness, communication, 
and social support—that are specific to CPT-SA and are not included in the present 
book. These may be obtained at www.guilford.com/cpt-ptsd.)

As shown in Handout 12.1, CPT-SA includes a new Session 2 assignment that 
asks clients to focus on their development, including any family “rules” that may have 
developed into core beliefs (e.g., “Children must do what adults say,” “No one will ever 
protect me,” or “When someone is drinking, you will get hurt”), before going on to 
the ABC Worksheets. As in CPT+A, each client is asked to write trauma accounts of 
the childhood sexual abuse experience that the client believes has had the strongest 
impact on him or her. For individuals who have experienced multiple types of trauma, 
CPT-SA includes additional sessions for writing about other traumatic events or focus-
ing on identification of Stuck Points related to their complicated trauma histories. 
After the Esteem Issues Module, CPT-SA adds handouts on assertiveness and com-
munication; these handouts are designed to help trauma survivors identify unhealthy 
ways they may be trying to get their needs met (e.g., aggression or passivity), as well as 
Stuck Points about communication with others. This session allows clients to develop 
healthier, more effective, and safer strategies for getting their needs met.
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HANDOUT 12.1

Cognitive Processing Therapy for Sexual Abuse 
(CPT-SA): Treatment Overview

CPT-SA is conducted in 16 sessions lasting 55 minutes each. Here is a general overview of the 
session content:

SESSION 1

Therapist provides introduction to CPT-SA and education about the treatment, symptom 
responses, social-cognitive theory, emotions, and Stuck Points.

Practice assignment: Read the handouts on Stuck Points and developmental stages.

SESSION 2

Review the Session 1 practice assignment. Discuss developmental issues and their impact on 
current beliefs and behaviors. Explore family dynamics.

Practice assignment: Write an Impact Statement on the ways in which the abuse has affected 
your beliefs about yourself, others, and the world.

SESSION 3

Review the Session 2 practice assignment. Begin examining connections between thoughts and 
feelings. Look over the ABC Worksheet.

Practice assignment: Complete ABC Worksheets.

SESSION 4

Review the Session 3 practice assignment. Look at links among thoughts, feelings, and behav-
iors.

Practice assignment: Write a full account of the index traumatic incident of childhood sexual 
abuse, and read it to yourself daily. Continue to complete ABC Worksheets.

SESSION 5

Review the Session 4 practice assignment. Read the written account in session, process emo-
tions, and review the account for Stuck Points.

Practice assignment: Write a second account of the index traumatic incident of childhood sexual 

(continued)
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abuse, incorporating more sensory detail, and read it to yourself daily. Continue to complete 
ABC Worksheets.

SESSION 6

Review the Session 5 practice assignment. Read the second written account in session, process 
emotions, and review the account for Stuck Points.

Practice assignment: Write an account of the next most traumatic incident (if there is one), and 
read it to yourself daily. Continue to complete ABC Worksheets.

SESSION 7

Review the Session 6 practice assignment. Read the third written account, continuing to process 
emotions and looking for Stuck Points. Look over the Challenging Questions Worksheet.

Practice assignment: Challenge at least one Stuck Point related to the abuse, using a Challeng-
ing Questions Worksheet, and use additional copies of this sheet to challenge Stuck Points from 
your Stuck Point Log. If you wish, write another account of the second incident, or write about a 
third incident, and read the account to yourself daily.

SESSION 8

Review the Session 7 practice assignment. Read the most recent written account, and continue 
to process emotions and review the account for any additional Stuck Points. Review the Chal-
lenging Questions Worksheets. Look over the Patterns of Problematic Thinking Worksheet.

Practice assignment: Use the Patterns of Problematic Thinking Worksheet to identify such pat-
terns as they relate to your Stuck Points. Challenge at least one rule with the Challenging Ques-
tions Worksheet. Continue to read account(s) daily.

SESSION 9

Review the Session 8 practice assignment. Review problematic thinking patterns, their devel-
opment, and their impact. Look over the Challenging Beliefs Worksheet and the Safety Issues 
Module.

Practice assignment: Read the Safety Issues Module. Challenge Stuck Points (including ones on 
safety), using Challenging Beliefs Worksheets. Continue to read accounts.

SESSION 10

Review the Session 9 practice assignment. Discuss safety, and challenge Stuck Points related 
to safety. Look over the Trust Issues Module.

Practice assignment: Read the Trust Issues Module. Continue to challenge Stuck Points (includ-
ing ones on trust), using Challenging Beliefs Worksheets.

HANDOUT 12.1 (p. 2 of 3)
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SESSION 11

Review the Session 10 practice assignment. Discuss trust, and challenge Stuck Points related 
to trust. Look over the Power/Control Issues Module.

Practice assignment: Read the Power/Control Issues Module. Continue to challenge Stuck 
Points (including ones on power/control), using Challenging Beliefs Worksheets.

SESSION 12

Review the Session 11 practice assignment. Discuss power/control, and challenge Stuck Points 
related to power/control. Look over the Esteem Issues Module.

Practice assignment: Read the Esteem Issues Module. Continue to challenge Stuck Points 
(including ones on esteem), using Challenging Beliefs Worksheets.

SESSION 13

Review the Session 12 practice assignment. Discuss esteem, and challenge Stuck Points related 
to esteem.

Practice assignment: Continue to challenge Stuck Points (including ones on esteem), using 
Challenging Beliefs Worksheets. Read handouts on assertiveness and communication.

SESSION 14

Review the Session 13 practice assignment. Continue to discuss esteem, and explore how 
assertiveness is tied to self-esteem. Look over the Intimacy Issues Module.

Practice assignment: Read the Intimacy Issues Module. Continue to challenge Stuck Points 
(including ones on intimacy), using Challenging Beliefs Worksheets.

SESSION 15

Review the Session 14 practice assignment. Continue to discuss intimacy, and challenge Stuck 
Points related to intimacy. Look over the Social Support Module.

Practice assignment: Read the Social Support Module, and continue to challenge Stuck Points 
(including ones on social support), using Challenging Beliefs Worksheets. Write a second Impact 
Statement.

SESSION 16

Review the Session 15 practice assignment. Read the new Impact Statement in session, discuss 
social support, and identify goals for the future.

HANDOUT 12.1 (p. 3 of 3)
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13
Issues in Working 
with Different Trauma Types

The purpose of this chapter is to discuss specific issues or topics in therapy that may 
arise, depending upon the type of trauma a client has experienced. Some issues are 
specific to particular types of trauma. On the other hand, sometimes traumas blend 
together, because so many of our clients have experienced traumas across the lifespan. 
For example, a combat veteran who was shot by the enemy may say, “I don’t trust 
anyone.” The therapist may wonder aloud why trust was affected, when the enemy 
was not someone the veteran knew or trusted to begin with. It may turn out that there 
was abuse in the veteran’s childhood, and that the veteran developed an early schema/
core belief about trust that was activated with the later trauma. The client may not 
even realize that the statement about trust doesn’t even make sense in the context of 
the trauma under discussion, but it may serve as a “red flag” to the therapist for other 
traumas that may need to be addressed during the course of treatment.

Combat and the Warrior Ethos

This section focuses on some of the areas for consideration when therapists are work-
ing with active-duty service members or veterans. Many former or current service 
members have developed overaccommodated views of the military or the government. 
These Stuck Points can arise in almost any part of the treatment, and thus they can 
be worked on either early or while focusing on a particular module such as Safety, 
Trust, or Esteem. Just as the word “trust” is an overly general term, so is a word 
like “government.” We have even noted that some veterans with PTSD continue to 
manufacture their anger at the government as a way of avoiding the natural emotions 
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resulting from their traumatic events. This can often be seen when a therapist asks a 
client to focus on specific thoughts related to the traumatic event, or asks the client to 
write the trauma accounts for CPT+A (see Chapter 11). Instead, the client typically 
attempts to move the discussion to politics or long diatribes about how the military/
government has failed the service members. The therapist will need to bring the focus 
of the discussion back to the index event, and not allow the client to dominate the ses-
sion with a diatribe. It may be helpful to focus the client by using whatever worksheet 
is currently being discussed as a way to process these thoughts and help the client 
generate alternative thoughts. Here are some possible questions the therapist may 
use to facilitate the discussion: “What do you mean by ‘government’? Do you mean 
the federal government? Do you mean the state or local government? Are they all the 
same? When you say that the government does not care, does this mean that when you 
call 911, no one answers the phone?” As with other overly vague terms, it is important 
for the client to move from seeing only one extreme to viewing the full continuum by 
admitting the existence of different types and categories that might in fact be judged 
in a more graded fashion. If the client has been using anger at the government as a way 
to avoid more healthy behaviors that would permit connections with others, then this 
topic should be approached very early in treatment. However, it may come up again in 
many of the later modules.

Similarly, in group settings, veterans and service members will often bring up 
their anger about the government, the VA (the Department of Veterans Affairs, which 
includes hospitals, benefits, and cemetery services, all of which are sometimes confus-
ing to veterans), and the military in general or their particular branch of it. These can 
be very important topics for these clients to address, but they can also become a form 
of avoidance and can interrupt the process of the group. If clients believe that they 
were mistreated by the military, the government, or the VA, they may have difficulty 
identifying their underlying Stuck Points; instead, they may engage in impassioned 
speeches that will only further their avoidance. In addition, these speeches can cause 
other veterans to begin avoiding more, and they may even cause divisiveness in the 
group if some veterans do not agree and are in fact pro-government or pro-VA. It can be 
helpful for group leaders to establish a rule early that “political” discussions or lengthy 
discussions about the military or government should not be a part of group therapy. 
The therapists may also want to point out that groups that have included these types 
of discussions have historically not led to long-term improvements for the attendees, 
which is why many clients have ended up attending them for years with little change 
in their functioning. Another option would be asking whether overgeneralizing from a 
few “bad” people the clients have encountered within an organization to all people in 
that organization has caused them any problems with overreacting to situations where 
they had to communicate with people in the organization (e.g., the VA).

Other specific Stuck Points and clinical issues are frequently found among service 
members and veterans (Wachen et al., 2016). One issue is the youth of many people 
who join the military and take on the military ethos, which prepares them for combat 
but does not work in the civilian world. Because they are often taught while they are 
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still in their formative years that “If we all do our jobs, we will all come home,” “Never 
leave a soldier behind,” and “You are responsible for your unit,” they may take these 
lessons literally and experience great guilt or engage in erroneous other-blame when 
someone in their unit is killed or they cannot carry out these imperatives. Similarly, 
“Stay alert, stay alive” may be a slogan to keep people attentive in dangerous situa-
tions, but it may lead to PTSD hypervigilance upon return from deployment.

Because they are being trained to fight rather than flee, and trained repeatedly so 
that they can do their jobs automatically during combat, veterans who are returning to 
civilian life may have anger and aggressive responses out of proportion to most civilian 
situations when they are triggered, or may report to their therapists that they did not 
experience emotions during their traumatic incidents and have Stuck Points about the 
meaning of emotions (e.g., “Emotions mean I am weak and vulnerable,” or “Emotions 
will never stop”). During CPT, therapists may have to help such clients to separate 
these well-learned core beliefs from more balanced beliefs that are more adaptive in 
a civilian world.

Military and veteran clients are also more likely to have issues with having killed 
or having witnessed the violent deaths of others than many other types of clients. 
Because of their warrior-trained beliefs, these clients often blame themselves or some-
one in their near proximity in their Impact Statements, rather than the person who 
buried the mine or shot the mortar into their base. Sometimes war veterans will avoid 
writing or talking about the index event in particular by just ascribing the cause to “It 
happened because we were at war.” A therapist can agree with that, but can then ask 
about the cause of the specific index event. Sometimes the just-world myth is evident 
in statements like “But why was he killed? He was such a nice guy.” The therapist can 
ask whether that person was targeted specifically because he was a nice guy or was 
targeted generally because he was a gunner in a truck. Seeing children killed often 
triggers another belief based on the just-world myth: “Children shouldn’t die in war.” 
Although we might all agree with the philosophy behind that statement, the fact is 
that children do die in war, and the therapists need to help these clients accept what 
they witnessed. Attempts by the clients to undo the event (e.g., “If only I had been 
earlier,” or “He shouldn’t have been shot until it was clear he had a bomb, even though 
he wouldn’t stop running toward us”) are common.

Some veterans isolate themselves from others because they have killed, label 
themselves as “murderers,” and fear that they are at great risk of harming others 
because they have done it before. After affirming that these clients have not, in fact 
killed anyone since returning from deployment, it is important for therapists to help 
the clients “right-size” the event by putting it into the context in which it occurred. As 
described in detail in Chapter 7, a therapist can draw a pie chart and ask a client to 
draw in slices of what else the client has done before and after the event, or what other 
roles the client plays in life, so that it becomes clear that having killed someone is not 
the client’s entire identity.

Killing in war (and defending others) is different from murder. Sometimes in war, 
a client was actually trying not to kill—for instance, by ordering a person to stop 
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driving through a checkpoint, shooting over the person’s head as a warning, and then 
finally shooting into the vehicle when the person wouldn’t stop. The client’s intent was 
not to kill someone, but to protect the base. Context is everything. Even in the cases 
in which someone killed intentionally and perhaps killed a noncombatant, there is a 
context to consider, while accepting that the client did in fact commit an unsanctioned 
act. For example, we have heard of clients who were the only survivors of their entire 
units; everyone else was killed. They were not thinking, but just feeling, when they 
shot the next person they saw—who happened to be an unarmed villager. (See Chap-
ter 1 on the reciprocal relationship between the prefrontal cortex and the amygdala.) 
While a therapist can agree that such a client did have intent and therefore guilt, the 
therapist can point out that in this context, the client was overwhelmed and horrified. 
The therapist can check whether the client ever killed anyone coldly before or after 
that incident, and can emphasize that the context needs to be taken into account. It is 
unlikely that a psychopath who enjoys killing is going to have PTSD or seek treatment 
for it, so it is not probable that the therapist will need to deal with that kind of person. 
The therapist and client can also discuss possible acts of restitution—not for the dead 
person (who may be unidentified) or the person’s family, but for the client’s community, 
so that the client has the opportunity to give back and feel worthwhile. When such cli-
ents are discussing the extra assignments to be done after Session 10, for example, they 
may discuss not just doing nice things for themselves but doing worthwhile things that 
help them feel better about themselves, such as volunteering at a shelter for homeless 
persons or some other agency that provides help for those in need.

Sexual Assault

This section discusses rape (including marital rape), child sexual abuse, and military 
sexual trauma (i.e., coercive or forced sexual contact or severe harassment in the con-
text of military service). CPT was first developed with rape victims and clients of rape 
crisis centers in mind. It quickly became apparent in our first research projects that 
rape victims often had multiple rapes in their histories following childhood sexual 
abuse. In the Resick et al. (2002) study, although the index event among clients being 
recruited for treatment was completed rape (i.e., penetration of vaginal, oral, or anal 
orifices), 86% of the sample had at least one other traumatic event; 48% had at least one 
other rape; and 41% had genital-contact sexual abuse as children. They averaged six 
other criminal victimizations as adults. So it was rare to see someone in therapy who 
had experienced only one traumatic event. However, if the index event (the event with 
the most severe and frequent PTSD symptoms) is the one a therapist is going to start 
with, there is likely to be a pattern of Stuck Points to keep an eye out for.

Rape is rarely witnessed by people other than the victims and perpetrators. One of 
the issues that may arise for rape victims is whether they will be believed. Sometimes 
they are not, which can leave them wondering whether the event happened at all, 
whether it was really a rape, what they did to lead to such a “misunderstanding,” and 
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so forth. They may question their own judgment about themselves and other people. In 
other words, they are likely to be very self-focused in their causal attributions (e.g., “I 
am to blame for the rape”). We rarely see much anger in rape victims, and they tend to 
score at normal levels on anger scales because they look to themselves as the cause of 
the events (another example of the just-world myth—“Bad things happen to bad peo-
ple”) rather than the perpetrators. These thoughts often lead to strong feelings of guilt.

In addition, shame is a very common emotion in assault survivors. Guilt is about 
what someone has done; shame is about who someone is. Rape victims may feel shame 
because they believe that they are now permanently changed by such a personal inva-
sion, or they may think that the assault must have happened because of something 
about bad about them as people. The sense of violation and the Stuck Points related 
to the thoughts about being permanently damaged are things therapists may need 
to start dealing with fairly early in treatment, even though these Stuck Points may 
arise later (in regard to the self) during the modules on Trust, Esteem, and Intimacy. 
Because shame is schema-level, it may take many worksheets and Socratic dialogues 
to help these clients realize that their events were not about them as people, but about 
the perpetrators as predators and their choice of convenient targets.

Clients’ relationships with their perpetrators may be an issue if the perpetrators 
were not strangers (which is the case more often than not). The sense of betrayal is 
particularly shattering, and clients who have been raped may blame themselves for 
trusting the perpetrators, instead of blaming the persons who betrayed that trust. This 
issue crosses all types of sexual victimization. Victims of childhood sexual abuse are 
most likely to have been abused by family members or friends of their families. Mari-
tal rape victims have been betrayed and degraded by the persons they chose to spend 
their lives with—the persons who vowed to cherish and protect them. In military 
sexual trauma, the persons who are supposed to watch their backs in combat, or even 
their commanders, are the persons who have betrayed the trust. These situations are 
similar to those involving abuse by other people who should be assumed to be trusted, 
such as teachers, coaches, police officers, and religious leaders. The difference is that 
in many cases of child sexual abuse, marital rape, and military sexual trauma, the vic-
tims must live with the perpetrators, and the events may be a series of assaults over a 
period of time.

Unlike combat veterans, who are usually far away from the site of their trauma 
when they return from war, rape victims, of whatever type, continue to live in the 
“war zone.” Children who are abused in their own homes may have to dissociate as the 
only means of coping when the fight–fight response is ineffective. Enough traumatic 
events, and enough dissociation, leave victims vulnerable to revictimization because 
dissociation becomes so automatic. Once they begin to dissociate, they lose the ability 
to solve problems effectively, and events may go on without them. Child sexual abuse 
often starts with a period of “grooming,” in which the perpetrators slowly prepares the 
children to participate in the sexual abuse by showing the children special attention 
and affection, and slowly draw the children into their “special” relationship. Some 
children realize that there is something wrong, because the perpetrators tell them 
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that it is “our secret” or threaten to hurt their family members if they tell anyone. 
Others may not realize that anything is wrong until they are older and they learn that 
sex between adults and children is wrong and illegal. In either case, the children are 
made to feel like participants rather than victims, and they carry guilt and negative 
schemas/core beliefs forward into their lives. Any other events are filtered through 
those childhood beliefs without alteration. Therapy will need to take account of the 
negative schemas that color even positive events, and the clients may need to complete 
many worksheets on specific events that regularly activate these schemas.

Developmental level at the time of the trauma may have a large effect on stuck 
points/schemas and how clients behave in therapy. It has been our observation that 
clients can become stuck developmentally at the time that their trauma occurred and 
they began to suffer from PTSD. The attention that would have been dedicated to 
cognitive, emotional, or social development is instead spent on avoiding memories of 
the trauma or coping in a violent environment. Those who are traumatized in ado-
lescence may have particular problems with authority figures or with developing an 
independent identity, as we discuss later in this chapter. Those who were very young 
at the time of the trauma may develop problems with affect regulation, and may even 
have childlike temper tantrums or be mistaken for those with borderline personality 
disorder. They may have very simple black-and-white cognitive categories (e.g., “You 
are either my friend or my enemy”), because they have failed to develop the more 
nuanced thoughts that typical adults have developed. Because of such either–or think-
ing, it can be difficult for them to develop and maintain social relationships. Therapists 
should keep in mind the age at which their clients first developed PTSD, even if the 
first traumatic event is not the index event with which therapy begins, because devel-
opmental level may emerge in Stuck Points that do not exactly match the index event 
or may affect the client–therapist relationship.

Specific issues related to military sexual trauma include an inability to escape 
the environment, as well as the fact that the victims may be punished instead of the 
perpetrators; indeed, many women will lose their military careers if they report the 
abuse. In addition, if the perpetrators happen to be commanders, the victims may feel 
trapped and may not believe that they can report the abuse or seek help, especially if 
it has occurred in a war zone.

Intimate-Partner Violence

Victims of IPV are likely to experience a range of traumatic experiences over a period 
of time. In addition, much IPV is bidirectional in nature, meaning that each partner 
has committed acts of aggression toward the other. However, given the relative physi-
cal strength of men versus women (in heterosexual relationships), the aftereffects of 
IPV are generally greater for women than for men. This is not to say that men can-
not be affected by IPV, but rather that the majority of IPV causing PTSD is found in 
women.
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Given the likely chronicity of IPV, one typically occurring issue is difficulty in 
defining the index event. As in other types of chronic abuse, clinicians should help the 
clients determine whether there were instances that were particularly distressing by 
doing a fine-grained assessment of the clients’ presenting PTSD symptoms (i.e., the 
content of intrusive and avoidance symptoms). Often there have been abuse experi-
ences that were particularly distressing for victims—instances in which they were 
injured (or more severely so), children witnessed or heard the abuse, weapons were 
involved, or they were caught off guard by the violence. The most severe of these 
incidents should be used as the index event. If a client has a difficult time identify-
ing a most traumatic event, a clinician should inquire about a typical pattern of abuse 
and use an incident emblematic of this pattern as the index event. One in which they 
thought that they or their children would be killed is a good candidate for the index 
event.

Another question that frequently arises with regard to PTSD resulting from IPV 
is when it is appropriate to begin PTSD treatment in cases where there is potential 
for ongoing IPV. In earlier treatment outcome trials, we did not include victims who 
were currently involved in violent relationships or were the victims of ongoing stalk-
ing behaviors. Given our subsequent clinical experience with victims of this type of 
abuse and military service members treated in combat theatres, as well as the research 
with participants in the Democratic Republic of Congo (see Chapter 2), we have come 
to recommend that victims of IPV be treated as soon as possible. We recognize that 
many such victims may choose to return to their perpetrators or may be at risk for 
retaliation by perpetrators if they leave. The goal of treatment is not to alleviate appro-
priate vigilance, but the hypervigilance symptoms of PTSD, so that these victims can 
appraise risk as accurately as possible. Moreover, improving any comorbid depres-
sive or dissociative symptoms may help these victims become more behaviorally acti-
vated or increase their level of consciousness and self-worth in general, to help protect 
them against further victimization or PTSD symptoms. Again, this is consistent with 
research reviewed in Chapter 2.

In work with victims at risk for current IPV, it is important to develop a standard 
safety plan that involves emergency contact numbers and other methods to contact 
and utilize naturally occurring supports in the victims’ social network before CPT 
begins. Co-occurring case management services to help clients access necessary eco-
nomic and social resources (e.g., housing, financial assistance, child care) are likely to 
be necessary in cases of more recent IPV, because if these more basic needs are not 
met, any psychosocial intervention will be difficult to deliver.

Disasters and Accidents

With regard to natural or technological disasters or accidents, such as motor vehi-
cle accidents, it is important for clinicians to remember that accidents do happen 
in an uncertain world. Common Stuck Points include such notions as “Things are 
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preventable, if one takes good precautions,” or “My friend died in the car accident. I 
should have done something to prevent it.” It is important to consider the difference 
among blameworthiness, responsibility, and the unforeseeable in these incidents (see 
Chapter 7). Blame is only appropriate when a combination of intentionality and some 
behavioral action or inaction caused the traumatic event.

Galovski and Resick (2008) presented a single case of a 63-year-old long-haul 
truck driver whose driving record was exemplary, and who was planning to drive 
for 17 more months and then retire, when he was involved in a severe accident. After 
the accident, he was unable to return to work and could barely tolerate being a pas-
senger in a car, much less a truck driver. The limited disability payments he received 
did not replace what he would have earned either working or retired, and he agreed 
to therapy 4 months after the incident, in which a station wagon plunged across the 
median and into his truck. He swerved but could not avoid the crash. A 16-year-old 
girl was driving, and she, as well as the rest of her family of six, was killed; the only 
survivor was a baby. It was believed that everyone had fallen asleep. One of the truck 
driver’s major Stuck Points was “I killed this family. That baby will never know her 
family.” He responded early to CPT+A and was asymptomatic after six sessions. After 
he completed treatment at Session 7, he was able to return to work as well as feel closer 
to his family again.

One of us supervised a case involving a client who, in adolescence, had an older 
brother who died in a fire. The brother had put a cigarette lighter up to the gas tank in 
the family’s lawn mower to see whether there was enough gas, and the tank exploded. 
He ran into the house ablaze, setting the house on fire, and died. The client thought 
she should have saved him, indicating, “If I had been smarter, my brother wouldn’t 
had died.” The contextual events were that she had just returned from her paper route 
to find the house on fire, and that she had done everything in her power to assist: She 
had called for help, gotten her other brother out, tried to use water and a fire extin-
guisher to put out the fire, and only left the house when she couldn’t breathe. This case 
illustrates the importance of closely examining the context of all traumatic events and 
determining the preventability (or not) of such events.

Trauma among Clients with Brain Injuries, 
Low Intelligence, or Aging/Dementia

Many of the clients who have participated in our research studies and clinical programs 
have cognitive deficits stemming from a variety of factors, including developmental 
difficulties, organic brain damage, work or automotive accidents, and dementia. In 
addition, many service members and veterans who sustained traumatic brain injuries 
during their time in combat present for clinical care of PTSD. As discussed in Chapter 
2, research on CPT suggests that a majority of clients with cognitive deficits respond 
well to the full protocol of CPT, and thus we recommend that therapists use the origi-
nal worksheets until such clients begin to struggle with even basic comprehension of 
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the current exercise. At that point, the clinicians may find it helpful to switch to one 
of the modified worksheets described below and included at the end of this chapter.

If clients are literate but have difficulty with the standard Challenging Questions 
Worksheet (Handout 7.2), we recommend using the Modified Challenging Questions 
Worksheet (Handout 13.1), which shortens that sheet to five questions. On this modi-
fied worksheet, all clients are asked a version of question 1 from the original work-
sheet, which focuses on the evidence for and against the belief; this information helps 
to set the stage for the later questions. Clients are then asked to choose among ques-
tions 3, 6, and 10 from the original worksheet (the context questions), because clients 
will often have an easier time comprehending one of these questions over the other 
two. Finally, the clients are asked to choose any three of the remaining questions that 
the clients find more comprehensible than the others.

After the Modified Challenging Questions Worksheet has been used, the Patterns 
of Problematic Thinking Worksheet is introduced at the usual time. Therapists should 
then see whether the clients can manage the Modified Challenging Beliefs Worksheet 
(Handout 13.2, a modification of Handout 8.1, with the same five items in section D as 
those selected for the Modified Challenging Questions Worksheet). If even the Modi-
fied Challenging Beliefs Worksheet is too difficult, therapists can use the Simplified 
Challenging Beliefs Worksheet (Handout 13.3), which combines aspects of the Chal-
lenging Questions and the Challenging Beliefs Worksheets. The rest of therapy will 
rely on the Simplified Challenging Beliefs Worksheet in place of the regular Challeng-
ing Beliefs Worksheet.

Please note that clients with cognitive challenges can be expected to have some 
confusion when they learn any new worksheet, but that this confusion typically less-
ens as they practice more both in the clinic and at home. Again, we only recommend 
the use of the modified/simplified versions if the clients not only are confused, but 
fail to comprehend the basic purpose of the original worksheets. Finally, the modi-
fied/simplified worksheets can be used in either individual or group treatment, and 
in either CPT or CPT+A. Clients should be encouraged to read over their success-
ful worksheets every day in order to remember them. They can also post alternative 
thoughts on their mirror, refrigerator, or cell phone.

PTSD Complicated by Grief

Sometimes the primary trauma may be the violent death of someone close to a client, 
or the death may be in addition to or part of the client’s own traumatic event. Grief 
may become so entangled with PTSD symptoms that clients are unwilling to let go of 
some of their PTSD reactions, such as anger, in order to avoid the grief response and 
the need to accept that the dead person is gone. In particular, it is not uncommon to 
hear veterans say, “If I give up my PTSD, then it means that my friend is really dead, 
or died in vain.” Sometimes people are afraid of forgetting the person who died if they 
don’t have their intrusive symptoms to keep him or her at the forefront of memory.
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Usually these Stuck Points can be dispelled by asking clients about other memo-
ries of the person who died that are not involved in the death, and asking whether it 
would be better to remember how the person lived than how he or she died. The cli-
ents can add these Stuck Points to the Stuck Point Log and work on them as they arise, 
often after they have worked on the assimilation of the traumatic event. The therapist 
might ask why the clients fear forgetting the person if he or she was so important, and 
whether the clients have anything to remember the person by. Of course, it is always 
helpful to ask what the other person would want for the clients, or what the person 
would want if the situation were reversed: “Would your friend want you to have a 
miserable life, or would he want you to live well for both of you?” or “What would you 
want for her, if you had died? Would you want her to be suffering for the rest of her 
life?”

One of the differences between PTSD and complicated grief is the level of avoid-
ance in PTSD—the attempts not to remember the trauma, versus an almost obses-
sional rumination in the case of complicated grief. People suffering from complicated 
grief build shrines to the victim, don’t change anything in the victim’s room for years at 
a time, or spend a great deal of time thinking about how they could have prevented the 
death. Although people with PTSD also spend much time wondering how they could 
have prevented the death, this rumination serves an avoidance function in PTSD: It 
prevents the clients from actually accepting the death and grieving. Anger and guilt 
are often more acceptable than grief as emotions, and because grief and sadness may 
last longer than other natural emotions, they can be much more daunting to clients. 
People may also feel helpless because there is nothing they can do to bring the person 
back, to change the relationship with the deceased, or to change what they might or 
might not have said the last time they saw the deceased. All of these may be Stuck 
Points that can be addressed with worksheets and Socratic dialogue.

Sometimes topics related to grief and mourning become Stuck Points that need 
to be resolved. In the past, people wore black clothing, black armbands, or other 
indicators of mourning, sometimes for an extended period of time. Although some 
people might not have wanted to follow strict guidelines on proper mourning, they 
were afforded recognition of their loss and were usually extended support. Because 
modern society does not recognize bereavement as a process and often expects people 
to return to work almost immediately without a word said, or because coworkers and 
friends lack knowledge of what to say or how to give ongoing support, clients often 
think that no matter what they do or feel, they must be “doing it wrong.” There is no 
prescribed length of time in which one should feel sadness or loss. Indeed, when a 
death is seen as a relief because of prior treatment by the person who died (e.g., abuse), 
or because the deceased has been suffering greatly, one may not need to feel sad at all. 
In those cases, the client may have guilt and Stuck Points about not grieving. There are 
no rules and no norms at this point about when grief makes a transition into something 
pathological. If a client has Stuck Points about “doing it wrong” (grieving too little, too 
long, or too much), a therapist may find the handout called Examples of Stuck Points 
about Grief and Mourning (Handout 13.4) helpful. The therapist and client can go 
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through the handout and see whether the client believes any of the statements, which 
can then be added to the Stuck Point Log.

Trauma in Adolescence and Its Effects on Other 
Developmental Periods

One of the only studies to be published on CPT with adolescents was conducted with 
incarcerated male adolescents (Ahrens & Rexford, 2002). This small study (with 19 
participants in each group) compared a compressed (8-session) form of group CPT+A 
to a wait-list condition. Ahrens and Rexford shortened the protocol by excluding the 
Impact Statements and combining the five themes. In spite of the small sample and 
shortened protocol, PTSD self-report scores dropped by 50% in the treatment group, 
whereas they were unchanged in the wait-list group. There was a significant interac-
tion between group and time on both PTSD and depression.

Taking the opposite approach, and following the tendency in Germany for PTSD 
treatment to be funded for 24–45 sessions, Matulis, Resick, Rosner, and Steil (2014) 
designed an adolescent adaptation that could be more easily disseminated into the 
German mental health system. They pilot-tested a 30-session therapy that not only 
included the 12 sessions of CPT+A, but also included 4 weeks of preparation and plan-
ning (therapy contract, emergency plan goals), 4 weeks of emotion regulation training, 
and (after CPT+A), three sessions on developmental tasks. They conducted the pilot 
study with 12 adolescent patients (10 females, 2 males) who had PTSD as a result of 
childhood sexual or physical abuse. The findings were quite promising: There were 
large effect sizes from pre- to posttreatment and follow-up on PTSD scores, as well as 
medium to large effect sizes on depression, dissociation, and emotion dysregulation. 
Two clients dropped out of treatment. There were no exacerbations of PTSD symp-
toms. The authors are currently conducting an RCT with adolescents.

Matulis et al. (2014) point out that adolescents have unique developmental tasks, 
which include individuation, educational/career-related decisions, and the develop-
ment of intimate relationships. All of these developmental tasks may put them at risk 
not only for revictimization (which is more frequent among adolescents than adults), 
but also for PTSD or exacerbation of preexisting PTSD. However, every developmen-
tal period can be affected by PTSD, and so developmental stages should always be 
taken into account in CPT.

Clients in their 20s (or even older clients) may behave like adolescents and push 
away from their therapists if they were in fact traumatized during adolescence. They 
may try to pick fights with their therapists or try to cast them in the role of disap-
proving parents. They may test the therapists by refusing to do practice assignments 
or engaging in mind reading. Individuals in their 20s and 30s should typically be 
working on careers, starting families of their own, and beginning to reconcile with 
their parents (rather than assuming them to be “idiots,” as they may have done in 
adolescence). They should also have a clear sense of identity, and after the age of 25 
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should have achieved full brain development (particularly in the prefrontal cortex and 
amygdala) and reasonably mature executive functions. When trauma in adolescence 
has disrupted clients’ development in these areas, the task of CPT is not only to relieve 
the PTSD symptoms, but to help the clients regain a typical developmental trajectory.

There is likely to be a gap in time between the time of the trauma and the time 
when a client presents for treatment. The therapist should not assume that the client’s 
cognitive, emotional, or social development has continued, or that the client’s skills 
in these areas are congruent with his or her chronological age. Development may 
be quite spotty or completely stopped at the age of the earliest traumas. The client 
may display either–or categorical thinking, reflecting the development level of a small 
child. In spite of these effects of trauma, some clients may be able to compartmental-
ize and throw themselves into their education or work, but may have poor social skills 
or relationship success. The clients may act out and have the equivalent of temper 
tantrums if their emotional growth has been stunted.

For some Vietnam veterans who are now in their 60s or 70s, but who don’t know 
what their identity is without their PTSD because it has been so much a part of their 
lives, we have introduced the concept of “retiring from PTSD.” They have the same 
developmental task as other people their age without PTSD: deciding what they are 
going to do and who they are going to be without their “work” identity. In fact, even 
among those who have been holding down jobs and keeping extremely busy as a high-
functioning form of avoidance, PTSD symptoms may reemerge upon retirement.

Among the elderly, PTSD symptoms may resurface as their age mates die off and 
they go through the process of life review. We have seen World War II veterans seek 
out treatment for PTSD that has been suppressed or ineffectively managed for 70 
years or so. Because they may have difficulty learning new ways to think as dementia 
starts to emerge, CPT therapists may need to assign them to reread their successful 
worksheets every day, or to write their more balanced self-statements on cards or 
notes. They can keep the cards or notes with them and use these to help them remem-
ber the new thoughts with which they want to replace the long-term guilt cognitions 
or other Stuck Points. The modified or simplified worksheets discussed earlier may be 
useful as well.
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HANDOUT 13.1

Modified Challenging Questions Worksheet

Date:                         Client: 	

Below is a list of questions to be used in helping you challenge your Stuck Points or problematic 
beliefs/Stuck Points. Not all questions will be appropriate for the belief you choose to challenge. 
Answer as many as questions you can for the belief you have chosen to challenge below.

Belief:

What is the evidence for and against this stuck point?

	 For:

	 Against:

Now choose one of the next three questions:

In what ways is your Stuck Point not including all of the information?

In what way is your Stuck Point focused on just one piece of the story?

(continued)

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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In what ways is this Stuck Point focused on unrelated parts of the story?

Now choose three of the following questions (the three you understand best):

Is your Stuck Point a habit or based on facts?

Does your Stuck Point include all-or-none terms?

Does the Stuck Point include words or phrases that are extreme or exaggerated (such as 
“always,” “forever,” “never,” “need,” “should,” “must,” “can’t,” and “every time”)?

Where did this Stuck Point come from? Is this a dependable source of information on this 
Stuck Point?

How is your Stuck Point confusing something that is possible with something that is likely?

In what ways is your Stuck Point based on feelings rather than facts?

HANDOUT 13.1 (p. 2 of 2)



280	

H
A

N
D

O
U

T
 1

3.
2

M
o

d
ifi

ed
 C

h
al

le
n

g
in

g
 B

el
ie

fs
 W

o
rk

sh
ee

t

D
at

e:
           














  


C

lie
nt

: 	

A
. S

it
u

at
io

n
B

. T
h

o
u

g
h

t/
S

tu
ck

 P
o

in
t

D
. C

h
al

le
n

g
in

g
 T

h
o

u
g

h
ts

E
. P

ro
b

le
m

at
ic

 P
at

te
rn

s
F.

 A
lt

er
n

at
iv

e 
T

h
o

u
g

h
t(

s)

D
es

cr
ib

e 
th

e 
ev

en
t, 

th
ou

gh
t, 

or
 b

el
ie

f 
le

ad
in

g 
to

 th
e 

un
pl

ea
sa

nt
 

em
ot

io
n

(s
).

W
ri

te
 th

ou
gh

t/
S

tu
ck

 P
oi

nt
 

re
la

te
d 

to
 s

itu
at

io
n 

in
 

se
ct

io
n 

A
. (

H
ow

 m
uc

h 
do

 y
ou

 
be

lie
ve

 th
is

 th
ou

gh
t?

) 
R

at
e 

yo
ur

 b
el

ie
f i

n 
th

is
 th

ou
gh

t/
S

tu
ck

 P
oi

nt
 fr

om
 0

 to
 1

0
0

%
.

U
se

 C
h

al
le

n
g

in
g

 Q
u

es
ti

o
n

s 
to

 e
xa

m
in

e 
yo

ur
 

au
to

m
at

ic
 th

ou
gh

t f
ro

m
 s

ec
tio

n 
B

. C
on

si
de

r 
w

he
th

er
 th

e 
th

ou
gh

t i
s 

ba
la

nc
ed

 a
nd

 fa
ct

ua
l, 

or
 

ex
tr

em
e.

U
se

 th
e 

P
at

te
rn

s 
o

f 
P

ro
b

le
m

at
ic

 T
h

in
ki

n
g

 
W

o
rk

sh
ee

t 
to

 d
ec

id
e 

w
he

th
er

 
th

is
 is

 o
ne

 o
f y

ou
r 

pr
ob

le
m

at
ic

 
pa

tt
er

ns
 o

f t
hi

nk
in

g.

W
ha

t e
ls

e 
ca

n 
I s

ay
 in

st
ea

d 
of

 
th

e 
th

ou
gh

t i
n 

se
ct

io
n 

B
? 

H
ow

 
el

se
 c

an
 I 

in
te

rp
re

t t
he

 e
ve

nt
 

in
st

ea
d 

of
 th

is
 th

ou
gh

t?
 R

at
e 

yo
ur

 b
el

ie
f i

n 
th

e 
al

te
rn

at
iv

e 
th

ou
gh

t(
s)

 fr
om

 0
 to

 1
0

0
%

.

E
vi

de
nc

e 
fo

r?

E
vi

de
nc

e 
ag

ai
ns

t?

O
n

e 
o

f 
th

e 
n

ex
t 

th
re

e 
q

u
es

ti
o

n
s

:

 
N

ot
 in

cl
ud

in
g 

al
l i

nf
or

m
at

io
n?

 
F

oc
us

ed
 o

n 
ju

st
 o

ne
 p

ie
ce

?

 
F

oc
us

ed
 o

n 
un

re
la

te
d 

pa
rt

s?

A
n

y 
th

re
e 

o
f 

th
e 

fo
llo

w
in

g
 q

u
es

ti
o

n
s

:
 

H
ab

it 
or

 fa
ct

?

 
A

ll-
or

-n
on

e?

 
E

xt
re

m
e 

or
 e

xa
gg

er
at

ed
?

 
S

ou
rc

e 
de

pe
nd

ab
le

?

 
C

on
fu

si
ng

 p
os

si
bl

e 
w

ith
 li

ke
ly

?

 
B

as
ed

 o
n 

fe
el

in
gs

 o
r 

fa
ct

s?

Ju
m

pi
ng

 to
 c

on
cl

us
io

ns
:

E
xa

gg
er

at
in

g 
or

 m
in

im
iz

in
g

:

Ig
no

ri
ng

 im
po

rt
an

t p
ar

ts
:

O
ve

rs
im

pl
ify

in
g

:

O
ve

rg
en

er
al

iz
in

g
:

M
in

d 
re

ad
in

g
:

E
m

ot
io

na
l r

ea
so

ni
ng

:

G
. R

e
-R

at
e 

O
ld

 T
h

o
u

g
h

t/
S

tu
ck

 P
o

in
t

R
e

-r
at

e 
ho

w
 m

uc
h 

yo
u 

no
w

 
be

lie
ve

 th
e 

th
ou

gh
t/

S
tu

ck
 P

oi
nt

 
in

 s
ec

tio
n 

B
, f

ro
m

 0
 to

 1
0

0
%

.

H
. E

m
o

ti
o

n
(s

)

N
ow

 w
ha

t d
o 

yo
u 

fe
el

? 
R

at
e 

it 
fr

om
 0

 to
 1

0
0

%
.

C
. E

m
o

ti
o

n
(s

)

S
pe

ci
fy

 y
ou

r 
em

ot
io

n
(s

) 
(s

ad
, 

an
gr

y,
 e

tc
.)

, a
nd

 r
at

e 
ho

w
 

st
ro

ng
ly

 y
ou

 fe
el

 e
ac

h 
em

ot
io

n 
fr

om
 0

 to
 1

0
0

%
.

F
ro

m
 C

og
ni

tiv
e 

P
ro

ce
ss

in
g 

T
he

ra
py

 fo
r P

T
S

D
: A

 C
om

pr
eh

en
si

ve
 M

an
ua

l b
y 

P
at

ri
ci

a 
A

. R
es

ic
k,

 C
an

di
ce

 M
. M

on
so

n,
 a

nd
 K

at
hl

ee
n 

M
. C

ha
rd

. C
op

yr
ig

ht
 ©

 2
01

7 
T

he
 G

ui
lfo

rd
 P

re
ss

. P
er

m
is

si
on

 
to

 p
ho

to
co

py
 th

is
 h

an
do

ut
 is

 g
ra

nt
ed

 to
 p

ur
ch

as
er

s 
of

 th
is

 b
oo

k 
fo

r 
pe

rs
on

al
 u

se
 o

r 
fo

r 
us

e 
w

ith
 in

di
vi

du
al

 c
lie

nt
s 

(s
ee

 c
op

yr
ig

ht
 p

ag
e 

fo
r 

de
ta

ils
).

 P
ur

ch
as

er
s 

ca
n 

do
w

nl
oa

d 
ad

di
tio

na
l c

op
ie

s 
of

 th
is

 m
at

er
ia

l (
se

e 
th

e 
bo

x 
at

 th
e 

en
d 

of
 th

e 
ta

bl
e 

of
 c

on
te

nt
s)

.



		  281

HANDOUT 13.3

Simplified Challenging Beliefs Worksheet

Date:                         Client: 	

Stuck Point

List one of your 
Stuck Points here, 
and rate how much 
you believe it (from 
0 to 100%).

Challenging Questions

Use these five questions to challenge your 
Stuck Point.

New Belief

What can you tell 
yourself in the 
future, and how 
much do you believe 
it (from 0 to 100%)?

    %

Evidence for the Stuck Point?

Evidence against the Stuck Point?

Is the Stuck Point not including all the 
information?

Is the Stuck Point extreme or exaggerated?

Is the Stuck Point based on feelings rather than 
all the facts?

    %

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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HANDOUT 13.4

Examples of Stuck Points about Grief and Mourning

  1.	 Because grief and mourning decrease steadily over time, there is something wrong with me.

  2.	 If I stop having flashbacks or nightmares, I will forget the person who died.

  3.	All losses should result in the same type of grief and mourning.

  4.	 If I hang on to my guilt or anger, I won’t have to accept that the person has died and feel sad.

  5.	The best way to recover from the death of someone is to get on with life and not think about 
the person.

  6.	Grief will affect the mourner emotionally, but should not interfere in other ways.

  7.	 If I don’t feel intensely about the person’s death, this means I am not grieving right.

  8.	 If I stop thinking about the deaths of the people I’ve lost, this means that they died for noth-
ing, or that I and other people will forget them.

  9.	 Continuing to grieve honors a person’s death.

10.	 Losing someone to a sudden, unexpected, or violent death is the same as losing someone 
to an expected death.

11.	 Grief is over in a year.

12.	 Time heals all wounds.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kath-
leen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this 
book for personal use or for use with individual clients (see copyright page for details). Purchasers can download additional 
copies of this material (see the box at the end of the table of contents).
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14
Diversity and  
Cross-Cultural Adaptations

“Culture” includes the group or groups one identifies with and the values those 
groups espouse. We are born into particular cultures (based on our families’ race/
ethnicity, region/country, and religious views) or may move into or out of cultures (e.g., 
the military culture, different religions or sects within a religion). Some cultures are 
flexible in their beliefs, and some are very rigid. However, most cultures have changed 
over time with modernization, the effects of other groups, and even the advent of the 
Internet. When a client is strongly identified with a particular culture’s beliefs, the 
culture may have positive or negative effects on recovery from trauma, depending 
on how that culture treats trauma survivors and on its beliefs about why people have 
traumatic experiences. However, it must be kept in mind that, like other beliefs, the 
beliefs of a particular culture or subculture can be distorted and then interfere with 
trauma recovery. Because earlier chapters have discussed the military culture and 
gender differences, this chapter focuses on race/ethnicity, sexual orientation/identity, 
and religion/spirituality, and particularly on adaptations of CPT for other languages 
and cultures.

Therapists should not avoid discussing topics related to racial/ethnic groups, 
sexual orientations, or religions that are not their own. These very topics may play 
an important role in why a traumatic event happened, or how a client reacted to the 
traumatic event and what Stuck Points developed. It is incumbent upon therapists to 
develop cultural competence through reading, workshops, ongoing coursework, and 
so forth. The fact that particular clients from particular cultures or subcultures say 
something does not make it true for those entire groups. The best approach is to deal 
with these issues in a very straightforward fashion and to ask clarifying questions. 
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For example, therapists do not need to be in the military in order to treat military 
members or veterans. Therapists just need to ask about military culture, what mili-
tary or veteran clients were trained to believe, and what the usual protocols or rules 
of engagement were at the time of the clients’ traumatic events. Likewise, therapists 
should ask about specific religious/moral belief structures, even if it is assumed that 
these are shared with some clients. Different clients have various levels of orthodoxy, 
which may or may not be consistent with general statements about their religious ori-
entation or the practice of their clinicians. It may even be an advantage for a therapist 
not to have had the same experiences, because the therapist needs to ask more clari-
fying questions and does not make assumptions about how things “should” go. At the 
beginning of any therapy, the therapist should ask whether the client is comfortable 
working with them if cultural differences are obvious. The therapist should also ask 
for corrections if he or she misunderstands something, and should attempt to develop 
open dialogue on any topic.

Racial/Ethnic and Sexual Orientation Diversity

There is very little research on diversity in the use of CPT at this time with regard to 
race/ethnicity or sexual orientation. Although there is a bit more research on cross-
cultural adaptations (discussed later in this chapter), it is a small amount in comparison 
to the studies conducted within the Western culture in which CPT was developed. 
Lester, Artz, Resick, and Young-Xu (2010) examined dropout and outcomes among 
female European American and African American clients across the Resick et al. 
(2002, 2008) studies combined; these authors found that while African American cli-
ents were more likely to drop out of treatment, they did equally well in the intention-
to-treat analyses and improved more than European Americans who dropped out of 
treatment. The authors speculated that cultural messages and stigma against receiving 
therapy may have motivated the African American clients to achieve as much as pos-
sible in the shortest time possible.

With regard to sexual orientation, only one case study has been published to date 
with the use of CPT (Kaysen et al., 2005). This case involved the assault of a gay man 
that included homophobic slurs and a clear relationship between the event and his 
sexual orientation. He came to therapy very soon after the event and was diagnosed as 
having acute stress disorder. The therapist implemented CPT+A, and the client’s fear 
of writing the accounts brought up additional Stuck Points regarding fear of censure 
by the therapist. His Stuck Points were generally typical assault-related Stuck Points 
(e.g., “All strangers are dangerous”), but they also included self-blame directed to the 
fact that he was gay (i.e., “All gay men are promiscuous,” “I deserved it because I am 
gay”). The client’s PTSD symptoms improved; by the end of treatment, he no longer 
met criteria for acute stress disorder or PTSD, and his functioning had improved as 
well. Follow-up assessments indicated sustained improvement.
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Religion and Morality

Some therapists are reluctant to incorporate religious and moral issues into the thera-
peutic process. We do not believe that PTSD therapists can avoid these topics, how-
ever, because traumatic events often provoke large existential issues and may prove to 
be at the core of many clients’ PTSD. Even if therapists have a different set of religious 
beliefs from those of clients (or are agnostics or atheists treating religious clients), they 
can stay client-focused in order to promote recovery. We consider religion a part of the 
larger set of cultural beliefs to be considered in CPT, and religion may be an important 
part of many clients’ cultures. A client will not bring up religion as an issue in therapy 
unless there is some conflict or Stuck Point about it. Clients who derive comfort and 
support from their religion or their congregation may mention it in passing, but in 
these cases it will not typically be a process issue in therapy.

There are several ways that religion and morality may intersect with the beliefs 
leading to nonrecovery following traumatization. For those with PTSD who are reli-
gious, assimilated Stuck Points are often entangled in the just-world belief (e.g., “Why 
me?” or “Why not me?” or “Why did my friend/relative die?”)—a belief that is taught 
directly by some religions. Even if the just-world belief is not directly taught by par-
ticular religious groups, the client may implicitly adhere to it. In addition to assimi-
lated Stuck Points in the religious/moral realm, some clients have overaccommodated 
Stuck Points in this realm as a result of traumatization. For example, as a result of a 
traumatic event, a client may come to ask, “How could God let this happen?” or even 
come to disavow their religious beliefs. Even if a client does not ascribe to a particular 
religion or is even an atheist, a traumatic event can be construed as a violation of the 
client’s preexisting moral or ethical code—a violation that some commentators have 
described as “moral injury” (e.g., “I killed while in the line of duty; therefore I’m a 
murderer”). Religious and moral issues can also involve the client’s or others’ trying to 
force forgiveness of the client or the perpetrator.

The just-world belief is taught not just by religious groups, but also by parents, 
teachers, the criminal justice system, and other persons or groups in authority. Indeed, 
as humans, we like to believe that if people follow the rules, good things will happen, 
and if people break the rules, they will be punished. There are societal benefits to the 
teaching of this belief. Unfortunately, some people fail to make their thinking suffi-
ciently complex and nuanced to realize that the world is not perfectly just or orderly, 
or they revert to this simpler explanation in the face of traumatic events. Justice, in 
reality, is more accurately described as aspirational and as a probability (e.g., “If I fol-
low the rules, it decreases my risk that something bad will happen”). If people adhere 
strongly to the just-world belief, they are likely to engage in backward reasoning. That 
is, they may well conclude that if something bad happened to them, they are being 
punished for doing something bad (or, in some cases, they may believe they were born 
bad). If they cannot determine what they did wrong, they may end up railing at the 
unfairness of the situation or of a higher being.
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Few, if any, religions actually guarantee that good behavior will always be 
rewarded and bad behavior punished (at least in this lifetime). Clients who believe 
this either may have distorted views of their religion or may have been taught this 
by mistaken parents or religious leaders. As in any profession, there is variability in 
the extent to which religious leaders are educated in or adherent to the tenets of their 
religions. Therapists must make sure to differentiate a religion itself from an individual 
practitioner’s interpretation of it when they discuss these issues with clients. It may be 
possible for therapists to check on the tenets of the religion through their own research 
or through consultation with clergy. A key principle here is that there are levels of 
orthodoxy in every religious sect.

When someone cannot understand how a higher power could let an event happen 
that involves the malicious actions of another (e.g., rape, assault, combat), the concept 
of “free will” may be very helpful. Most Western religions adhere to the concept of 
free will, or the choice to behave or misbehave. If a higher power gives an individual 
free will to make choices, then it does not follow that the free will of another person 
was taken away in order to punish a client. The perpetrator also had free will to fire a 
gun or to commit assault or rape. Free will implies that a higher power does not step 
in and stop the behavior of others, any more than this power forces the client to behave 
or misbehave. Furthermore, even when another person’s behaviors and choices are not 
involved, it does not take a great deal of inspection of the world to find evidence that 
any higher power is not using natural events, accidents, or illnesses only to punish bad 
people. When we see these events happening to infants or children, or to people we 
know to be wonderful, caring individuals, one thing we may fall back on at that point 
is the idea that “God moves in a mysterious way.” However, it could also be the case 
that God does not intervene in day-to-day lives and that the concept of God should be 
used for comfort, community, and moral guidance.

If clients believe in predetermination and are convinced that they have no free 
will, then their therapists may wonder with the clients why the clients have PTSD 
if their traumatic events were predetermined to occur. There should be no conflict 
between the occurrence of the traumatic events and the clients’ prescribed destiny. 
This raises the question about other lurking beliefs that may be causing the clients’ 
trouble in accepting their fate. Alternatively, these clients may need to experience the 
natural emotions that are predestined to occur after a traumatic event.

Clients will sometimes raise the notions of self- or other-forgiveness in the course 
of therapy. If these issues have been comforting or comfortable concepts for clients, 
they are unlikely to raise them. Instead, they are typically mentioned because there is 
some discomfort with, or conflict over, the notions of forgiveness. With regard to self-
forgiveness, it is crucial first to determine the details of a traumatic event’s context, to 
determine whether a client has anything for which to seek forgiveness. Because it is 
almost axiomatic that those with PTSD will blame themselves for traumatic events, 
it does not mean that they intended the outcome. Therefore, blame and guilt may be 
misplaced. People who are crime victims are just that: victims. There is nothing they 
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could have done that would justify what happened to them. Even if they feel “dirty” 
or “violated,” this does not mean that they did anything wrong that needs forgiveness. 
This would be an example of emotional reasoning. Similarly, killing someone in war is 
not the same as murdering someone. The person may have had no other options than 
what occurred at the time, so the Socratic dialogue needs to establish intent, available 
options at the time, and so forth.

There may be a place for self-forgiveness or self-compassion when it has been 
established, after clarification of the trauma context, that a client intended harm 
against an innocent person, had other available options at the time, and willfully chose 
this course of action. Killing a civilian by accident (e.g., someone caught in crossfire) 
in a war is just that: an accident. Committing an atrocity (e.g., raping women or chil-
dren, torturing people) is clearly intended harm. In this case, guilt is an appropriate 
response to committing an atrocity or a crime, and the client may well need to accept 
the fact for what it is, be repentant, and seek self-forgiveness (or, if the client is reli-
gious, forgiveness within the church or other place of worship). Even then, clinicians 
should pose questions in Socratic dialogue that help such clients contextualize who 
they were then and what their values are now, to help the clients realize that people 
are capable of change. It may be helpful to remind these clients that truly psycho-
pathic people are unlikely to have PTSD, because they experience no tension between 
intentional, harmful acts and their self-identity. Once all this has been thoroughly pro-
cessed, some form of behavioral action in the form of restitution or community service 
may assist these clients in moving beyond the sense of a self-inflicted life sentence of 
self-flagellation.

Clients sometimes raise the notion of forgiving others who perpetrated traumatic 
events when the idea of forgiveness is premature or is forced by others. Part of success-
fully accommodating the concept that a traumatic event is not a client’s fault involves 
recognition that the perpetrator intended harm and is to blame for the event. To fore-
close on natural, righteous anger before letting it run its course may bring comfort to a 
family or institution, but this creates the same problem for a client as avoiding natural 
emotions that emanate from the traumatic event. It may be helpful to ask the client 
whether the perpetrator has asked for forgiveness. Most religions do not confer for-
giveness on the unrepentant. If the perpetrator has not asked for forgiveness, there is 
nothing for the client to forgive. Even if the perpetrator of a traumatic event has asked 
for forgiveness, the client is not obliged to give it. Understanding why someone did 
something is not the same as excusing the person, and may be the preferable path for 
some trauma survivors. In such cases, clinicians might suggest that their clients refer 
the perpetrators to other sources of forgiveness (e.g., the larger community affected by 
the perpetrators’ acts, or members of the clergy). In summary, the purpose of clients’ 
granting forgiveness should not be enabling the perpetrators or others to feel relief, 
but only giving the clients some peace of mind. If forgiveness is being coerced by oth-
ers, it will only bring frustration and guilt to the clients, and ultimately will not work. 
Forgiveness is not a requirement for recovery from PTSD.
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Adaptations of CPT for Other Languages/Cultures

The original CPT manual (or parts of it) has been translated into 12 languages. Some 
of these translations are published, and some are available online.

Published

Finnish (Ylikomi & Verta, 2008)
German (König, Resick, Karl, & 

Rosner, 2012)

Hebrew (Resick & Derby, 2012)
Japanese (patient self-help only) (Ito, 

Kashimura, & Horikoshi, 2012)

Unpublished (available at www.guilford.com/cpt-ptsd)

Arabic
Chinese, both traditional and 

simplified characters
French
Icelandic (worksheet forms only) 

Iraqi manual (in English, simplified 
and made culturally appropriate, 
with an emphasis on torture)

Japanese
Kurdish
Spanish

When we were first writing this book, we contacted colleagues from other coun-
tries, as well as U.S. therapists/researchers who have conducted CPT in both Western-
ized countries and developing nations. Most of them said that the major modifications 
that were needed were in translations of specific words or concepts, because literal 
translations did not always make sense. Indeed, modifications in some developing 
nations have had to go well beyond written translations. The most striking example of 
this was in the Democratic Republic of Congo, in which an RCT, reported in Chap-
ter 2, was conducted (Bass et al., 2013). The concepts from the worksheets had to be 
simplified, taught orally, and memorized because of complete illiteracy and lack of 
paper for the participants living in a war-torn country. Moreover, because of the lack 
of mental health professionals in Congo, the therapists trained for the RCT had as little 
as a junior high school education and had to be taught therapy skills as well as CPT. 
The researchers found that the training took 2 weeks, and that it was most helpful to 
role-play and practice every single concept.

In Cambodia, the term “Stuck Points” became “Kut Caraeun,” which means 
“thinking too much” (Clemens, personal communication, January 2016). In Iraq, the 
concept of esteem had to be changed to “respect” and intimacy to “caring,” because 
the former terms do not exist in Kurdish (Kaysen et al., 2013). Pictures and more sim-
plified language were used in countries in which illiteracy rates were high. However, 
colleagues in Germany, Denmark, Iceland, Hong Kong, Israel, and Japan either kept 
the protocol nearly identical to the original protocol or made only minor changes. For 
example, several of our colleagues in Japan said that providing more examples in the 
practice assignments, especially for adolescent clients, were important. So far, with 
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the first 30 pilot cases in Japan, the participants like doing the practice assignments 
and like to write their accounts. There has been only one dropout so far (Horishaki, 
personal communication, July 2015).

In Israel, clients were encouraged to write their trauma accounts in the clinic, in 
which they had privacy and felt safe (Derby, personal communication, January 2016). 
In preparing for an RCT in Israel, our team has found cultural differences with regard 
to Israel being a more collectivistic culture than the United States and having various 
levels of religious orthodoxy. Both projects in Israel have taken into account ongoing 
terrorism, which affects both the culture and the treatment. Derby said that Israeli 
patients were not good about completing practice assignments, which was not the case 
with Russian immigrants. Overall, the basic message from these and other researchers 
is that the “heart” of CPT has been maintained, but that adaptations to language and 
cultural differences, usually through simplifications of the concepts and worksheets, 
have been common.

A few articles have been written about the process of adapting CPT to other cul-
tures. Kaysen et al. (2013) described the iterative process of adapting CPT for both 
untrained therapists and clients in Iraq. The most frequent type of trauma being 
treated was torture. Although the CPT protocol did not need to be modified except 
for language differences, the therapists needed a great deal more practice with each 
of the steps of therapy. In the Bolton et al. (2014) study comparing BATD and CPT for 
depression and PTSD in Kurdistan (see Chapter 2), the major cultural impediment 
mentioned was that the stigma of mental health treatment might affect the commu-
nity’s perceptions of families’ reputations and the clients’ marriageability. Also, as in 
the study conducted by the same group in Congo, illiteracy was widespread and there 
were few trained therapists, so the protocol needed to be adapted for the population.

Schulz, Huber, et al. (2006) wrote about the adaptation of CPT for Bosnian and 
Afghanistan refugees in the United States as part of the War Trauma Recovery Proj-
ect. They also discussed issues in conducting therapy through interpreters. It was 
important that the interpreters translate what the therapists were saying, without try-
ing to intervene as therapists themselves. The therapists looked at the clients, not the 
interpreters, and the therapists debriefed the interpreters after the sessions. The ther-
apy took place in the clients’ homes because they were too afraid to travel to attend 
therapy. The home-based treatment was effective; however, it often included tea cer-
emonies that might have served as culturally appropriate social events, but in the 
context of this therapy could have also served as avoidance. All of the participants had 
multiple traumas, and most had had family members killed.

Marques et al. (2016) conducted a study in which they compared dysfunctional 
thinking (Stuck Points) in the Impact Statements of Latino and non-Latino clients. 
They found that although the themes were for the most part similar, there were many 
comments by Latinos that appeared to minimize family violence, discussed family 
role obligations, and emphasized religion. The Latinos generated fewer Stuck Points 
than the non-Latinos, so this study may indicate that therapists will need to do more 
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work with Latino clients to help them understand the concept, and to use the Stuck 
Point Help Sheet (Handout 6.4) and the Stuck Point guide for therapists (Figure 6.1) 
for examples.

Another important point is that therapists need to be aware of the beliefs within 
any given culture that may be keeping clients stuck. The basic scaffolding of CPT 
appears to be hardy, but cognitions, Stuck Points, and basic assumptions are different 
from place to place and from culture to culture. Socratic dialogue has been used suc-
cessfully to challenge clients in even the most rigid cultures, and therapists need to 
keep in mind that cultures change over time or that cultural beliefs may be overgener-
alized as Stuck Points. Local experts should be used to determine whether the Stuck 
Points the clients attribute to their culture are actually strong cultural beliefs or distor-
tions that have been taught by family members or assumed by the clients themselves. 
Cultural Stuck Points may be core beliefs; as such, some careful Socratic dialogue and 
perhaps multiple worksheets may be needed to examine these viewpoints from differ-
ent perspectives. However, we have heard therapists say that they can’t do anything 
about a particular belief because it is part of a client’s culture. This may be a therapist 
Stuck Point, rather than anything fixed about the culture.

Sometimes therapists working with clients from different cultures think that they 
need to change the CPT protocol before they have even tried it as it was developed. 
Again, this may be an assumption (or Stuck Point) on the part of these therapists; in 
any case, as soon as they change the protocol, CPT is no longer an evidence-based 
treatment. Our advice to therapists and researchers who are planning to use CPT for 
a different culture is to try the protocol as it was developed first. Then, when they 
have had time to develop their skills and see the results, they can decide whether to 
change the wording of the worksheets or the instructions. For example, perhaps clients 
can be instructed to read the corrected Challenging Beliefs Worksheets every day to 
incorporate the new, more balanced thoughts. Consultation with local stakeholders is 
also important, in order to determine how PTSD is regarded in the community and 
whether there is a belief in the recovery model. The first step may be to educate the 
community that PTSD is a normal reaction to an abnormal situation, and that people 
can recover from this disorder. Removing shame and stigma may be an important first 
step toward engaging people in treatment.
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