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Treatment Plan
	Diagnosis / Symptom
	Client Goal
	Interventions
	Measurement Type / Timeline

	Sweat/Shake/Disassociating-leaving space she is in
	“I don’t want to  be afraid of candles or curtains for the rest of my life. Do you know how scary it is to not remember what I am doing or saying after I start shaking and sweating”. It's like I just lose time and cannot remember what happened, a bit like amnesia I guess.”
“I want to not  feel like I am losing control over my mind and be able to remember things”
	Identify ways to slowly expose her step by step to candles, matches, curtains and the memory of that event so she can slowly lose her fear, anxiety and control her physiological reactions (sweating/shaking) and stop/minimize the disassociating using prolonged exposure therapy (PET) or cognitive restructuring therapy (CPT)
	


	
	
	Session 1: 
PET
Following information gathering first steps are:

Education patient about trauma effects

Explaining Exposure based therapy/therapies 

Client consenting to treatment
	Assess baseline fear/anxiety etc. levels
(PTSD Symptom Self-report Scale)
Beck depression inventory
STAI (State-Train Anxiety Inventory)
Dissociative Experience Scale-II

	
	
	Session 2: 
Practicing relaxation methods such as controlled diaphragmatic breathing with her
Homework assigned:
Practice relaxation methods at home

	STAI re-evaluate
How many times per day does client need to use her relaxation techniques (increase, decrease)? Patient using journal

	
	
	Session 3:
PE administration doesn’t usually start until Session 3
Establish with patient a hierarchy of which experiences are least which most triggering, which are most which are least avoided. (i.e., curtains are least triggering, candles the most)
Homework:
In-vivo exposure at home along the hierarchy, using relaxation techniques to control anxiety levels

	STAI review at home, overall anxiety levels
Assess anxiety levels pre and post relaxation methods
Review other symptoms such as ability to fall and stay asleep for 1 week. Journaling
Has patient seen an improvement in these symptoms

	
	
	Session 4:
Patient is instructed to the describe out loud the scene  on set when fire breaks out, as vividly as possible. Monitor anxiety levels every 5min and help patient with using relaxation techniques as learnt over first 2 sessions
Homework:
Listen to session 4 recording at home. Use relaxation techniques and monitor anxiety levels
Typically, this would continue for 9-12 sessions
	Assess  half way through treatment fear/anxiety etc levels
(PTSD Symptom Self-report Scale)
Beck depression inventory
STAI (State-Train Anxiety Inventory)
Dissociative Experience Scale-II

	
	
	Session 5
Cognitive Processing Therapy (CPT)
Structured and normally lasting 12 sessions
Introduce client to CPT (and PTSD if this was first session) Patient is asked to write an Impact statement of how the trauma has affected them
	(PTSD Symptom Self-report Scale)
Beck depression inventory
STAI (State-Train Anxiety Inventory)
Dissociative Experience Scale-II

	
	
	Session 6
CPT. The therapist starts challenging patient’s possibly distorted thinking around the trauma (overgeneralizing) by questioning the client and helping them think of it in a different way, reframing
	Measure progress via journaling, ask client to note down when they feel they might experience distorted thinking/anxiety/impairment and how she is able to deal with it using the tools/questions posed by the therapist

	
	
	Session 7 (typically later during 12 week CPT treatment)
Discuss issues around trust, intimacy, safety with patient, in relation to the trauma giving them practical tools to feel safe like in our patient’s case:

Safety words, bringing trusted person on set, having the courage to decline work when she feels she may feel unsafe
	



Justification for Treatment Intervention
Prolonged exposure therapy (PET) and cognitive processing therapy (CPT) have been widely used and researched in the treatment of PTSD and anxiety disorders. Typically, PET treatments are 9-12 sessions, CPT 12 sessions long and PET can often, depending on need go beyond the typical therapy hour. 
As PTSD is common in soldiers and veterans, a lot of studies historically and until today have been conducted in veterans or active duty military personnel. I have however chosen to present some studies below that specifically deal with PTSD in rape victims or victims of childhood sexual abuse as these studies relate more closely to our case study.
PET
Rothbaum et al.’s (2005) randomized, controlled study compared PET to eye movement desensitization and reprocessing (EMDR) treatment and also included a wait list control group. 74 female rape victims were included in this study and the results showed there was no statistically significant difference between the EMDR and the PET treatment groups, despite only 5% of the PE group still fulfilling PTSD diagnostic criteria versus 25% in the EMDR group (vs 90% in the WAIT) group, hence showing good effectiveness in treating PTSD. Secondary PTSD symptoms, such as state anxiety, depression, and dissociation all significantly reduced in the PET and EMDR groups when compared to the control group with no statistically significant differences between the two treatment groups. 
The PET protocol used in this study is similar to the one described in Steps 1-4 above.  This is in fact a study of high quality as it meets all seven gold standards of a treatment outcome study. The EMDR treatment was prolonged from what would be normal, usually less than nine sessions, to offer patients the same number of treatments, it is not clear if this would have had any influence on the results when we compare EMDR to PE specifically. 
Foa et al. (2005) investigated the use of either PET by itself or PE therapy and cognitive restructuring in sexual assault survivors who were suffering from PTSD. This was a randomized controlled trial (control group = waiting list). 179 adult women (rape victims, other assault, and child sexual abuse victims) consented and were initially included in the study. The standard PET protocol, as originally proposed by Dr Foa, was used in this study. Both treatment group showed significant improvements (however no difference between treatment groups) in the Beck’s Depression Index and the PTSD Symptom Scale post treatment and during follow ups again showing evidence of treatment success in this group of PTSD patients. Whilst a waitlist control group as included, PET and PET/CR were not tested against another psychotherapy (active control group) which may have provided further insight into how PE compared to other treatments.
Jerud et al. (2014) investigated the use of PET in one treatment group and the use of sertraline in another treatment group in patients suffering from PTSD, one group had a history of childhood sexual abuse the other group did not. 200 adults with PTSD were randomized into the study and the PET treatment given followed the standard protocol for PET as described in the treatment plan, but over ten weeks. The results showed that emotional regulation and negative mood and negative affect improved over all the different groups. Unfortunately, the focus was on the difference between the sexual abuse PTSD group and the PTSD group, not related to sexual abuse, and no data is displayed showing us any statistically significant differences in the PET versus sertraline treatments, hence we only know that symptoms reduced however not if there is an advantage in using PET versus sertraline.  A further limitation was that there was no control (waiting list) group included and PTSD sufferers with more severe impairments in emotional regulation were excluded.
CPT
Originally CPT was developed for use in survivors of rape however as discussed, most studies have been conducted in a military context as veterans and soldiers offer a more easily accessible population.
Holliday et al (2014) investigated the effectiveness of CPT in veterans who had experienced military sexual trauma. 45 (34 of which were female) participants either received CPT or present-centered therapy and negative cognitions using inventories such as the Posttraumatic Cognitions Inventory (PTCI) and the Military PTSD checklist were used to assess treatment outcomes. Both groups were administered twelve weeks of the relevant treatment after having been randomized. 
CPT was found to be superior to the alternative treatment and saw statistically significant reductions in negative cognitions towards self and the world (PTCI) and also a reduction in feelings of self-blame. Using the Military PTSD checklist, a significant correlation was found between the reduction in negative cognitions, and the reduction in PTSD symptoms. One weak link in this study is that after randomization 55 participants were excluded from the study as their allocated therapists (two) had not shown sufficient therapist fidelity in regard to CPT treatment and the study should be replicated using a larger number of participant’s data to analyze and support the treatment outcome presented in this study. Furthermore, CPT was not tested against another treatment such as PET that is deemed to be one of the most efficient PTSD treatments, or for that matter against or medication-based treatment.
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