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Abstract 
 

This study used a controlled test-retest experimental design to investigate the 

effectiveness of a new, brief cognitive control therapy for Posttraumatic Stress Disorder, or 

PTSD (American Psychiatric Association, 2000). The experimental therapy sought to relieve 

PTSD symptoms by (a) fostering beneficial beliefs about symptoms and self-efficacy, (b) 

teaching self-mastery skills for controlling the physiological and emotional impact of recalled 

trauma memories and imagery, and (c) encouraging active engagement coping strategies for 

managing re-experiencing symptoms. The first person recall of trauma memories was 

avoided. Twenty-six subjects, nine males (all Vietnam combat veterans) and 17 females, 

participated in the study, and were randomly assigned to either the cognitive control therapy 

treatment (n = 15) or a visualisation/relaxation control (n = 11) group. At pre-treatment, in 

terms of the DSM-IV-TR (American Psychiatric Asociation, 2000) criteria for diagnosis of 

PTSD, (a) 17 (65%) subjects satisfied all criteria, (b) 6 (23%) subjects’ symptoms met all 

criteria other than Criterion A, (c) 2 (8%) subjects’ symptoms met all criteria other than 

Criterion C, and (d) 1 (4%) subject’s symptoms met all criteria other than Criteria A and C. 

Results indicated that subjects in both the treatment and control groups achieved similar sized, 

statistically and clinically significant pre to post-treatment relief from symptoms of PTSD, as 

assessed by scores on the Davidson Trauma Scale (Davidson, 1996), and some co-morbid 

psychopathology, as assessed by the Brief Symptom Inventory (Derogatis, 1993) and other 

measures. Subjects in both the treatment and control groups achieved statistically significant 

pre to post-treatment changes in some measures of the effectiveness of strategies for 

managing re-experiencing symptoms and guilt, and ratings of their control over, and vividness 

of, re-experiencing symptoms. Further, certain symptom, therapy process, and client imagery-

ability variables were associated with treatment outcome. Theoretical and practice 



             
    

xv 
 

implications for the psychological treatment of PTSD are discussed, and recommendations are 

made for the future development of PTSD treatments. 
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CHAPTER ONE 

Introduction 

As defined by the American Psychiatric Asociation’s (APA) Diagnostic and Statistical 

Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-IV-TR), traumatic 

incidents expose individuals to actual, or threatened, death or serious injury to themselves or 

others, and evoke emotions of intense fear, helplessness, or horror. Such experiences can 

result in Posttraumatic Stress Disorder (PTSD); a disabling mental disorder that represents a 

significant threat to the well being of individuals and communities.  

The current study investigated a new cognitive control therapy for PTSD. This chapter 

examines the impacts of trauma and PTSD in terms of prevalence, co-morbidity, and 

chronicity, and discusses natural and pathological trauma resolution processes. Brief 

discussions of psychological treatments for PTSD and cognitive processes implicated in the 

maintenance and therapeutic resolution of the disorder provide a context and rationale for the 

current study. Subsequent chapters examine in more detail pathogenic and therapeutic 

processes in PTSD, discuss therapies, and establish a rationale for the experimental treatment.  

Definition, Prevalence, Co-morbidity, and Chronicity of PTSD 
 
 In terms of the DSM-IV-TR (APA, 2000), a diagnosis of PTSD requires that a trauma-

exposed individual (see Criterion A) develop symptoms that satisfy five criteria. The 

traumatic event must be persistently re-experienced in at least one of the following ways: (a) 

“recurrent and intrusive distressing recollections of the event, including images, thoughts, or 

perceptions”, (b) “recurrent distressing dreams of the event”, (c) “acting or feeling as if the 

traumatic event were recurring”, (d) “intense psychological distress at exposure to internal or 

external cues that symbolize or resemble an aspect of the traumatic event”, or (e) 

“physiological reactivity on exposure to internal or external cues that symbolize or resemble 

an aspect of the traumatic event” (Criterion B). The individual must exhibit persistent 
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avoidance of stimuli associated with the trauma and a numbing of general responsiveness that 

was not present before the trauma, as indicated by at least three of the following: (a) “efforts 

to avoid thoughts, feelings, or conversations associated with the trauma”, (b) “efforts to avoid 

activities, places, or people that arouse recollections of the trauma”, (c) “inability to recall an 

important aspect of the trauma”, (d) “markedly diminished interest or participation in 

significant activities”, (e) “feeling of detachment or estrangement from others”, (f) “restricted 

range of affect”, or (g) a “sense of a foreshortened future” (Criterion C). The person must 

experience persistent symptoms of increased arousal that were not present before the trauma, 

as indicated by at least two of the following: (a) “difficulty falling or staying asleep”, (b) 

“irritability or outbursts of anger”, (c) “difficulty concentrating”, (d) “hypervigilance”, or (e) 

an “exaggerated startle response” (Criterion D). The duration of the disturbance must be more 

than one month (Criterion E), and needs to cause clinically significant distress or impairment 

in social, occupational, or other important areas of functioning (Criterion F). PTSD is defined 

as acute if the duration of symptoms is less than three months, and is considered chronic if 

symptoms persist for three or more months. 

Trauma is a common human experience. U.S. studies have reported lifetime trauma 

exposure rates of 51% for women and 61% for men (Kessler, Sonnega, Bromet, Hughes & 

Nelson, 1995) and 90% for men and women (Breslau, Kessler, Chilcoat & Schultz et al., 

1998). Australian researchers have found lifetime rates of 50% for women and 65% for men 

(Creamer, Burgess & McFarlane, 2001), and 57% overall (Rosenman, 2002). There is a 

significant risk of PTSD developing once an individual is exposed to trauma. 

 U.S. community studies have reported lifetime PTSD rates of 7.8% (Kessler et al., 

1995) and 9.2% (Breslau, Davis, Andreski & Peterson, 1991), and a current PTSD rate of 

2.2% (Davidson, Tharwani & Connor, 2002). In a Canadian study, Stein, Walker, Hazen and 

Forde (1997) reported current PTSD rates of 7% for women and 1.2% for men, while research 



 

 

    3

 

with Australian subject populations found 12-month PTSD rates of 1.3% (Creamer et al., 

2001) and 1.5% (Rosenman, 2002).  

Elevated rates of trauma exposure and PTSD have been associated with certain 

occupations, such as the ambulance service (e.g., Rentoul & Ravenscroft, 1993; Clohessy & 

Ehlers, 1999), firefighting (e.g., McFarlane, 1986; Wagner, Heinrichs & Ehlert, 1998), 

policing (e.g., Carlier, Lamberts & Gersons, 1997; Robinson, Sigman & Wilson, 1997; 

Rallings, 2002), and military service (e.g., Kulka et al., 1990; Ward, 1997; Grayson, Dobson 

& Marshall, 1998). PTSD is a common sequela of trauma involving motor vehicle accidents 

(e.g., Ehlers, Mayou & Bryant, 1998; Koren, Arnon & Klein, 1999), medical crises (e.g., 

Bennett & Brooke, 1999; Stukus, Dew, Switzer & DiMartini et al., 1999), and the death of a 

loved one (Breslau et al., 1998). Extremely high rates of PTSD have been reported for former 

prisoners of war (e.g., Engdahl, Dikel, Eberly & Blank, 1997), and for victims of assault and 

rape (e.g., Kessler et al., 1995; Breslau et al., 1998). 

PTSD is usually accompanied by comorbid mental, medical, and social difficulties. In 

the U.S. National Comorbidity Study, Kessler et al. (1995) reported that about 80% of 

individuals with PTSD met criteria for at least one other mental disorder, with 44% of women 

and 59% of men with PTSD suffering at least three other comorbid diagnoses. Kulka et al. 

(1990) found that 98.9% of U.S. Vietnam veterans with PTSD suffered at least one other 

psychiatric diagnosis.  

PTSD has been associated with medical and physiological factors such as pain (e.g., 

Asmundson et al., 2002) and sexual dysfunction (e.g., Kotler et al., 2000), and various co-

morbid mental disorders, including (a) major depression and other affective disorders (e.g., 

Kulka et al., 1990; Kessler et al., 1995; Bleich et al., 1997; O’Toole et al., 1998; Goenjian et 

al., 2000; Breslau, 2001; Brunello et al., 2001), (b) other anxiety disorders (e.g., Kulka et al., 

1990; Kessler et al., 1995; Orsillo et al., 1996; O’Toole et al., 1998), (c) substance use 
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disorders (e.g., Kulka et al., 1990; Kessler et al., 1995; Chilcoat, 1998; O’Toole et al., 1998; 

Breslau, 2001), (d) somatisation disorder (e.g., O’Toole et al., 1998), and (e) personality 

disorders (e.g., Kulka et al., 1990; O’Toole et al., 1998). 

PTSD often manifests as a chronic condition and can persist for long periods of time. 

At assessment more than a year post-trauma, Breslau et al. (1991) and Davidson, Hughes, 

Blazer and George (1991) respectively found that 57% and 48% of their symptomatic subjects 

continued to suffer PTSD. At 5 years post-trauma, more than a third of rape-related PTSD 

cases (Breslau et al., 1998), and 10% of motor vehicle accident survivors with PTSD (Mayou, 

Tyndel & Bryant, 1997), continued to suffer the disorder. At 20 years after the war, respective 

current PTSD rates of 15%, 9%, and 11.4% were reported for male and female U.S. (Kulka et 

al., 1990) and Australian Vietnam combat veterans (Grayson et al., 1998) and, 40 years after 

homecoming, 59% of former prisoners of war were found to be suffering PTSD (Engdahl et 

al., 1997). 

The Natural Resolution of Trauma Responses 
 

During acute trauma exposure, complex psychological and physiological processes, 

which can resemble the avoidance and arousal symptoms of PTSD, are mobilised to protect 

the individual and aid survival (Chemtob, Roitblat, Hamada, Carlson & Twentyman, 1988; 

Perry, 1999; Alarcon, 1999). Following trauma exposure, survivors typically experience 

repeated intrusive memories and thoughts of the incident; a process that Silove (1998) argued 

represents the operation of a survival mechanism for laying down durable memories of novel 

threat so as to facilitate responses to future encounters.  

Rachman (2001) described successful emotional processing “as a process whereby 

emotional disturbances are absorbed, and decline to the extent that other experiences and 

behaviour can proceed without disruption” (p. 165) and, in normal trauma resolution, 
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cognitive processing of the trauma memory ultimately inhibits the evolutionarily more 

primitive process of repetitive automatic recall of the incident (LeDoux, 1994; Silove, 1998).  

Horowitz (1993) argued that alternating states of denial and intrusion characterise a 

general and normal post-incident response as the individual works towards emotionally 

processing and integrating the new information entailed by the traumatic experience. In 

successful trauma resolution, denial (characterised by amnesia, inattention, and emotional 

numbing) alternates with intrusion (characterised by intrusive repetitive thoughts, sleep 

disturbance, hypervigilance, and strong emotion), and this process gradually decreases in 

severity and frequency until equilibrium is achieved, and new, trauma-incorporating self- and 

worldviews emerge.  

However, under certain circumstances, the natural trauma resolution process stalls, 

PTSD develops, and re-experiencing, avoidance, and arousal reactions, which were adaptive 

during the acute trauma phase, persist long after the immediate threat has abated. 

Pathogenic Cognitive Processes in PTSD 
 
 Psychological models point to the important pathogenic role of trauma memories in 

PTSD, and the involuntary re-experiencing of trauma memories has been linked to the relative 

dominance of subcortical over cortical-based memory processes (e.g., LeDoux, 1994).  

According to Horowitz (1993), the characteristic PTSD symptoms of re-experiencing, 

avoidance, and arousal, interact so as to stall the natural trauma-resolution process, with 

repeated attempts to assimilate new information, as represented by intrusive trauma memory 

recall, being compromised by the defensive motivation to reduce the arousal that accompanies 

such recall (see also Brett & Ostroff, 1985). 

In their influential model, Foa and Kozak (1986) conceptualised PTSD as being 

supported by information in a network of memories that constituted a program for escaping 

threat. Adapting Lang’s (1977, 1979) bio-informational theory, Foa and Kozak proposed that 
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PTSD fear memory networks contain three types of pathogenic information related to: (a) 

stimulus aspects of the feared situation; (b) subjective, physiological and behavioural 

responses to the memories; and (c) the meaning of the memory and its effects.  

 Similarly, Ehlers and Clark (2000) proposed that PTSD is maintained when trauma 

survivors cognitively process the experience in a way that results in a sense of serious current 

threat. They suggested that a pathogenic sense of threat could arise from certain forms of 

appraisal regarding the reactions of the self and others to the trauma and its aftermath, and 

from disruptions to autobiographical memories of the incident. Further, Ehlers and Clark 

argued that avoidant behavioral and cognitive strategies, while adopted to cope with intrusive 

re-experiencing symptoms, in effect work to prevent beneficial change in pathogenic 

appraisals and trauma memories.  

Consistent with psychological models of PTSD, research has implicated a range of 

cognitive processes in the stalling of natural trauma resolution and the maintenance of PTSD. 

Of particular relevance to the current study are reports of pathogenic trauma memory: (a) 

meaning elements, in the form of survivors’ beliefs and appraisals regarding symptoms, and 

their ability to control intrusive memories (e.g., Meichenbaum & Fitzpatrick, 1993; Foa & 

Jaycox, 1999; Clark, 1999); (b) response elements, in the form of emotional and physiological 

reactions attendant on trauma memory recall (Witvliet, 1997) and particular types of avoidant 

coping strategies (e.g., Clohessy & Ehlers, 1999); and (c) stimulus elements associated with 

the perspective (Nigro & Neisser, 1983) and vividness and control of trauma-related imagery 

(e.g., Laor, Wolmer, Wiener, Reiss, et al., 1998; Laor et al., 1999).  

Cognitive Processes in the Therapeutic Resolution of PTSD 

Early models of the therapeutic process emphasised habituation and exposure as 

necessary components for effective treatment of PTSD (e.g., Foa & Kozak, 1986). However, 

the failure of research to support important assumptions associated with the habituation 
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model, and the demonstrated efficacy of cognitive therapy and Eye Movement Desensitisation 

and Reprocessing or EMDR (Shapiro, 1991a) treatments that appeared to violate basic 

assumptions of exposure therapists, raised anew the issue of what processes are sufficient and 

necessary for the effective treatment of PTSD.  

An emerging view of therapeutic processes in trauma resolution holds that fear 

evocation is not necessary for relief of anxiety (Rachman, 2001), and the role of self-efficacy 

beliefs, appraisals regarding symptoms, and experiences of enactive mastery over symptoms 

during therapy, have been emphasised (e.g., Cervone & Scott, 1995; Foa & Jaycox, 1999).  

Foa and Kozak (1986) proposed that therapeutic change in PTSD required both the 

activation of trauma memory networks and the incorporation of new incompatible and 

beneficial information, “so that a new memory can be formed” (p. 22). Foa and Kozak argued 

that exposure involving the first person re-living of trauma memories was necessary for the 

effective activation and resolution of PTSD. However, this thesis will argue that, if divested 

of its assumed link to habituation and exposure, Foa and Kozak’s proposals are consistent 

with the possibility that trauma memories can be (a) therapeutically activated in a variety of 

ways not necessarily involving a first person re-living of trauma memories, and (b) can be 

transformed by the incorporation of diverse forms of new information associated with 

stimulus, response, or meaning aspects of the trauma memory network. Further, it will be 

argued that such a reformulation of Foa and Kozak’s model provides an integrating model 

that facilitates analyses of apparently diverse interventions and the systematic development of 

new PTSD treatments.  

Psychological Treatments for PTSD 

As a result of the early emphasis on habituation and exposure, behavioural therapists 

recommended the use of numerous lengthy sessions during which clients recall trauma 

memories in such a way as to maximise attendant levels of stress, and many practitioners 
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assumed that PTSD therapy was necessarily lengthy and stressful for clients. Considerable 

research attests to the efficacy of treatments incorporating exposure (e.g., Van Etten & Taylor, 

1998), and some reviewers have argued that exposure-based therapies are the treatments of 

choice for PTSD (e.g., Jaycox & Foa, 1996), at least for some sufferers. Nonetheless, 

exposure treatments can be challenging, especially for some disturbed clients, and limited 

benefits, restricted suitability, and significant iatrogenic effects, have been associated with 

such procedures (e.g., Pitman, Orr, Altman, Longpre, Poire, Macklin, Michaels & Steketee, 

1996; Scott & Straddling, 1997).  

In recent years, potentially less stressful PTSD treatments such as cognitive therapy 

and EMDR have been shown to be useful in the treatment of PTSD (e.g., Van Etten & Taylor, 

1998), but these treatments as yet lack a clear theoretical formulation to account for their 

clinical effectiveness. Furthermore, a number of apparently diverse new treatments have been 

promoted on the basis of clinical anecdote and case studies, attracting the attention of 

clinicians despite a lack of support from controlled efficacy studies and the absence of a well-

developed theoretical foundation.  

Aim, Rationale and Development of Study 

It will be argued throughout this dissertation that the systematic development of 

evidence-based treatments for PTSD is impeded by the use of simplifying labels such as 

cognitive therapy, EMDR, and exposure. These labels belie the complex, multi-stage nature 

of PTSD treatments, and obscure the use of similar treatment strategies across therapies. It 

will be argued that apparently diverse PTSD therapies often incorporate combinations of 

widely shared interventions. Further, these treatment components can be conceptualised, in 

terms of a revised Foa and Kozak (1986) model, as offering procedural options for addressing 

pathogenic cognitive processes in PTSD through the addition of new beneficial stimulus, 

response, and meaning information to trauma memory systems.  
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This dissertation reports on research that investigated the effectiveness of a new brief, 

minimally stressful, cognitive control therapy for PTSD. The experimental treatment was 

developed from the author’s outpatient treatment of some severely disturbed PTSD clients for 

whom imaginal exposure to trauma memories, or other stressful time-consuming 

interventions, was contraindicated. The aim of the research was to further the systematic 

development of minimally stressful, non-exposure PTSD treatments. To this end, the specific 

pathogenic cognitive processes targeted by the intervention, and the procedural components 

adopted for this purpose, are specified.  

The therapy sought to relieve PTSD symptoms by fostering beneficial beliefs about 

symptoms and self-efficacy, and teaching self-mastery skills for controlling the physiological 

and emotional impact of recalled trauma memories and imagery. Specifically, in the cognitive 

control therapy procedure subjects were instructed to make a number of changes to the 

phenomenal qualities of moderately emotive, but non-traumatic, training memories, and then 

provide ratings of attendant emotionality. The imagery transformations were adapted from 

PTSD treatments described in the scientific literature, and included strategies such as recall 

from a third person perspective, change the memory storyline, transfer adult resources to the 

trauma memory, and change the memory’s stimulus elements.  

Subjects were encouraged to adopt coping strategies that facilitated emotional 

processing through confronting, controlling, and changing, rather than avoiding, trauma 

memories. The treatment was designed to avoid subject exposure to first person recall of 

trauma memories and re-vivified emotions. Challenging of subjects’ beliefs and appraisals 

and discussion of trauma memories were minimised.  

The theoretical underpinnings and rationale for the study will be developed in the 

following chapters. Chapter two will review the role of cognitive processes and the operation 

of trauma memory networks in the maintenance and therapeutic resolution of PTSD. 
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Pathogenic cognitive processes targeted by the current research, and therapeutic processes 

believed to underlie the research interventions, will be discussed. 

 Chapter three will review the nature and efficacy of PTSD treatments. It will be 

argued that PTSD treatments are multi-component interventions that offer procedural options 

for adding new beneficial stimulus, response, or meaning information to trauma memory 

networks. In addition, this study’s hypotheses will be proposed. Specifically, it will be 

hypothesised that subjects who receive the experimental cognitive control therapy will 

achieve statistically significant pre-treatment to post-treatment reductions in PTSD and 

comorbid symptoms. Further, it will be hypothesised that, relative to subjects who receive a 

comparison therapy, subjects who receive the experimental cognitive control therapy will 

achieve significantly greater pre-treatment to post-treatment (a) reductions in PTSD and 

comorbid symptoms, (b) control over intrusive symptoms, (c) reductions in the vividness of 

intrusive symptoms, and (d) increases in the effectiveness of coping strategies.  

Chapter four will describe the pre-treatment to post-test controlled experimental  
 
design and method employed to test the study’s hypotheses. Chapter five will present and 

analyse the results in regards to post-treatment changes in dependent variables cited in the 

hypotheses. The therapeutic impact of independent variables, such as trait and state control 

and vividness of imagery and other subject variables, will also be investigated.   

Chapter six will discuss the results in terms of their implications for theory and 

practice in the treatment of PTSD. Limitations of the study will be discussed and suggestions 

for further research will be offered.  
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CHAPTER TWO 

Cognitive Processes in the Maintenance and Therapeutic Resolution of PTSD 

 This chapter reviews the complex psychological processes implicated in the 

maintenance and therapeutic resolution of PTSD. A discussion of this literature provides a 

context for the specific pathogenic processes targeted by the experimental treatment and 

explicates the theoretical underpinnings of the cognitive control therapy approach. 

Pathogenic Cognitive Processes in PTSD 

PTSD is a complex disorder involving multiple interacting physiological, 

psychological and social systems (Friedman, 1997; van der Kolk, 1997), and cognitive 

models of PTSD have emphasised the pathogenic role of memory processes in the onset 

and maintenance of the disorder.  

The involuntary re-experiencing of trauma memories in PTSD has been linked to the 

relative operation of two memory processes associated with cortical and subcortical brain 

structures (LeDoux, 1994). Generally, cortical-based processes have been associated with 

more conscious, conceptual, integrated, and reasoned forms of learning and memory, while 

the subcortical pathway has been characterised as more automatic, associative, fragmentary, 

emotional, and perceptually based (e.g., Metcalfe, 1996; Brewin, Dalgleish & Joseph, 1996; 

Greenberg, 2002). Under normal conditions the dual memory processing systems are 

interactively coordinated but, in PTSD, the subcortical process achieves a relative dominance 

and is released from control by higher cortically based mechanisms (Kolb, 1987).   

In his cognitive model of PTSD, Horowitz (1993) argued that the repeated involuntary 

post-incident recall of distressing memories, a subcortical memory process, is essential for the 

normal resolution of trauma and the assimilation of new information inherent in such 

experiences. However, motivated by a desire to reduce the emotional and physiological 
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arousal that accompanies the recall of trauma, some individuals adopt avoidant coping 

responses that inadvertently act to stall the trauma resolution process. 

Foa and Kozak (1986) applied Lang’s (1977, 1979) theory of emotional imagery to 

argue that in PTSD trauma memory resolution is stalled by the operation of maladaptive 

memory networks characterised by pathogenic stimulus, response, and meaning elements.  

According to Lang, Cuthbert and Bradley (1998), emotional episodes are coded in 

memory as networks of mutually activating information units: 

     We presume that the fundamental emotion network is neural and that it is essentially 
     opaque to consciousness. It can be thought of as a net of linked representations (which, in 
     turn, might be individual neural subnetworks). The higher-level representations (some of 
     which certainly pass through awareness and are the stuff of affective reports) are of three 
     basic types: stimulus, response, and meaning. Stimulus units reflect activation in sensory 
     processors and representations of perceived events; response units code the three basic 
     response systems and activate output procedures (i.e., behavioral acts, physiological 
     mobilization, and expressive language); meaning units refer to associated declarative 
     (semantic) knowledge (p. 657).  

According to Foa and Kozak (1986), in PTSD, trauma memory networks act as 

programmes for escape or avoidance behaviour. Similar to Horowitz (1993), the high level of 

arousal associated with trauma memory recall was seen as fostering avoidance behaviours 

which impede processing of new, potentially beneficial information (Foa, Steketee & 

Rothbaum, 1989). Further, the extensiveness of the PTSD memory network increases the 

probability of encountering trauma-related stimuli, thereby supporting hypervigilance for 

memory activating cues, and the disruption of memory formation during trauma exposure 

results in fragmented networks that resist integration with existing beliefs (Foa et al., 1989).  

Creamer (Creamer, Burgess & Pattison, 1992; Creamer, 1995) argued that certain 

kinds of appraisal and the meaning of the trauma experience for the individual are essential 

elements in the development of PTSD. Further, Ehlers and Clark (2000) suggested that PTSD 

develops only if individuals cognitively process the incident, and/or its sequelae, in a way that 

produces a sense of serious current threat. The threat might be perceived as external in origin, 
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as when the world is seen as a dangerous place, or as coming from internal sources, as when 

the individual loses confidence in their ability to cope. Once activated, the perception of 

current threat is accompanied by intrusive thoughts and memories, attendant symptoms of 

emotional and physiological arousal, and avoidant coping responses that, while intended to 

reduce threat, work to impede trauma resolution.  

Research has implicated various informational stimulus, response, and meaning 

elements that interact in trauma memory networks to maintain PTSD. Even though these 

elements can be separated for the purposes of discussion, in PTSD memory networks they 

operate interactively with each process continuously affecting, and being affected by, the 

other processes. 

In the next section, findings regarding pathogenic meaning elements in PTSD are 

reviewed, with an emphasis on the role of beliefs and appraisals regarding symptoms and self-

efficacy as being particularly relevant to the current study.  

Meaning Elements in PTSD.   

According to Meichenbaum and Fitzpatrick (1993), narrative reconstruction is critical 

to post-trauma adjustment and “those who are coping more effectively develop meaningful 

and acceptable interpretations for stressful events by integrating them into coherent, stable, 

and adaptive conceptual frameworks that provide a source of predictability and control (p. 

711).” Not surprisingly, PTSD has been associated with trauma narratives that are 

disorganised and poorly articulated (e.g., Foa, 1997a; Amir, Stafford, Freshman & Foa, 1998; 

Hembree & Foa, 2000).  

In attempting to adapt to the profound challenge of traumatic experience, some 

individuals make pathogenic attempts to assimilate the new information into extant belief 

systems (Gluhoski & Wortman, 1996; Delahanty et al., 1997; Dunmore, Clark & Ehlers, 

2001), perhaps through denial (e.g., “That never happened”), or a misattribution of 
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responsibility (e.g., “I caused it to happen”), or they accommodate the information by creating 

new symptom-supporting attributions (e.g., “There is no safe place”).  

The pathogenic meaning elements in PTSD trauma memory networks identified by 

researchers can be broadly conceptualised as pertaining to an individual’s beliefs and 

attributions concerning the world, other people, or themselves. In cognitive therapy for 

depression, certain pathogenic thinking patterns (e.g., filtering, polarised thinking, 

overgeneralisation, catastrophic thought, personalisation, emotional reasoning, etc.) are 

identified and challenged. In PTSD, such thinking patterns, as well as supporting co-morbid 

symptoms of depression, can contribute to the pathogenic effects of meaning elements in 

trauma memory networks and heighten a sense of current threat.     

Traumatic experiences can disrupt an individual’s assumption that the world is 

essentially benign and meaningful (Janoff-Bulman, 1989; Dunmore et al., 2001), leading to 

the adoption of pathogenic beliefs that the world is malevolent, dangerous, and uncontrollable 

(e.g., Newman, Riggs & Roth, 1997; Foa & Jaycox, 1999; Ehlers & Clark, 2000). Trauma can 

also undermine a survivor’s assumption that people are generally trustworthy, and support 

beliefs and expectations that other people are dangerous, deceptive, and generally 

untrustworthy (Newman, et al., 1997), even when others act with good intentions after the 

incident (Yehuda, 2000) or simply avoid discussing what happened (Foa & Jaycox, 1999; 

Ehlers & Clark, 2000). Negative appraisals of other people’s post-trauma responses have been 

found to distinguish individuals with chronic PTSD from those who recovered (Dunmore, 

Clark & Ehlers, 1997).  

Traumatic experiences, especially those involving experiences of defeat and the 

absence of mental planning (Ehlers et al., 1998) and feelings of absolute powerlessness 

(Newman et al., 1997), can profoundly alter meaning elements associated with an individual’s 
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sense of self, affecting beliefs and attributions regarding self-efficacy, competence, personal 

responsibility, self-worth, and one’s reactions to the trauma.  

Many trauma survivors come to believe that they are totally inept or incompetent (Foa 

& Rothbaum, 1998; Foa & Jaycox, 1999), and see themselves as perennial victims. Some 

affected individuals conclude that they are not worthy of loving relationships (Newman et al., 

1997), or they develop superstitious beliefs, such as that they attract disaster (Ehlers & Clark, 

2000). Post-trauma self-efficacy can also be undermined by meta-mood beliefs about feelings 

(Ansorge, Brett, Litz & Orsillo, 1996; Nightingale & Williams, 2000), and by rigidly held 

attitudes regarding emotional experience and expression (Litz, 1992). Post-trauma attributions 

that undermine self-efficacy can impede PTSD resolution because taking action to control 

symptoms or improve circumstances is less likely if individuals doubt their own ability to 

behave in the required manner (Cervone & Scott, 1995; Cervone, 2000).  

Guilt, a frequent sequela of trauma exposure, works to compromise an individual’s 

sense of self, and can develop from pathogenic beliefs and appraisals associated with the 

individual’s reactions to the event, such as feelings of culpability and self-reproach (Roth & 

Newman, 1993, Koss, Figueredo & Prince, 2002), shame from a sense of having violated 

standards (Ehlers & Clark, 2000), the belief that unforeseeable outcomes were actually 

preventable (Kubany & Watson, 2002), and hindsight bias in thinking (Kubany, 1997).  

 Of particular relevance to the current study are findings that the course of PTSD is 

importantly influenced by survivors’ post-trauma interpretations of symptoms (Clark, 1999). 

Meichenbaum and Fitzpatrick (1993) observed, “It is what survivors say to themselves and 

others about their intrusive thoughts, ruminations, and nightmares that figures most 

prominently in the adjustment process (p. 711).”  

A survivor’s cognitive processing of peri- and post-trauma symptoms and reactions 

can support PTSD symptoms in various ways. If PTSD symptoms are not understood to be a 
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part of a normal recovery process, but rather are interpreted as “going mad” or “losing 

control”, symptoms will be maintained because the trauma survivor will sense continuing 

threat, and might conclude that things could become even worse (Steil & Ehlers, 2000; Ehlers 

& Clark, 2000; Dunmore et al., 2001). The interpretation of re-experiencing symptoms as 

evidence that danger is impending has been related to PTSD severity (Engelhard, van den 

Hout, Arntz & McNally, 2002). 

The involuntary nature of PTSD symptoms, and the perceived inability to control 

intrusive thoughts and memories, can powerfully undermine a survivor’s sense of self-

efficacy (Meichenbaum & Fitzpatrick, 1993). Failing to realise that strong peri-traumatic 

emotional reactions are often not a matter of choice or willpower can lead to disparaging self-

statements (Elliott, 1999), and unfavourable comparisons of one’s reactions with others’ 

reactions can impede trauma resolution (Foa & Jaycox, 1999) and encourage the belief that 

one’s actions and feelings are somehow not valid or represent personal deficits (Newman et 

al., 1997). Emotional numbing and feelings of detachment and loneliness can be interpreted as 

signs that one will never again experience normal feelings (Ehlers & Clark, 2000). Post-

trauma problems with memory can be misinterpreted as evidence that something is seriously 

wrong (Ehlers & Clark, 2000), and the belief that substance abuse is self-medication can 

encourage drug and alcohol abuse (Johnson, Feldman, Southwick & Charney, 1994). Post-

trauma appraisals and beliefs regarding chronic pain, physical disability, financial hardship, 

and emotional problems can be interpreted as indicating a permanent loss of life opportunities 

and abilities, or that the worst is not yet over (Ehlers & Clark, 2000; Dunmore et al., 2001).    

Researchers have identified response elements in PTSD memory networks that 

interact with meaning elements to support PTSD symptoms. In the next section, findings 

regarding pathogenic response elements, involving the emotional and physiological reactions 

attendant on trauma memory recall and certain avoidant coping strategies, are reviewed.  
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Response Elements in PTSD. 
 
In Lang’s (1977, 1979) terms, response elements in PTSD memory networks include 

the automatic emotional and physiological arousal associated with trauma memory recall, and 

psychological and behavioural attempts to cope with this attendant arousal.  

The involuntary imaginal re-experiencing of trauma memories is an important element 

in normal trauma resolution (Horowitz, 1993; Silove, 1998), and is also a characteristic 

feature of PTSD. Trauma survivors with sub-syndromal PTSD often experience intrusive 

memory imagery (McFarlane, 1988; Foa, Riggs & Gershuny, 1995; Witvliet, 1997), and such 

imagery can persist even after diagnosable PTSD wanes (McFarlane & Yehuda, 1996). 

Intrusive trauma memories have also been associated with the severity of depressive disorders 

(e.g., Spenceley & Jerrom, 1997; Brewin, 1998a&b; Reynolds & Brewin, 1999).  

Trauma memories can be recalled as elaborated autobiographical memories, or as 

more fragmentary images, thoughts, and perceptions (Frankel, 1994), and can stimulate 

dreams of the event or thematically related situations (e.g., Burstein, 1985). For some PTSD 

sufferers, trauma memory imagery is so vivid and intense that it seems that the trauma is 

actually recurring (Frankel, 1994), and some survivors report such flashbacks as being worse 

experiences than the original trauma (McFarlane, 2000). 

Intrusive trauma imagery, rather than the traumatic event itself, has been held 

responsible for the complex bio-behavioural changes associated with chronic PTSD 

(McFarlane, 1988; van der Kolk, van der Hart & Burbridge, 1995). The notion that imagined 

and directly perceived events can affect emotional and physiological functioning in essentially 

similar and predictable ways has a long pre-scientific history (McMahon & Sheikh, 2002), 

and research findings have supported the assumption that similar neuropsychological 

processes underpin imagined and experienced events and behaviours (e.g., Williams, Rippon, 

Stone & Annett, 1995; Decety, 1996).  
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Research has generally found that psychophysiological responses associated with 

imagery tend to be appropriate to the emotional content of that imagery (e.g., Brownlee, 

Leventhal & Balaban, 1992; Witvliet & Vrana, 1995; Lee & Olness, 1996; Velasco & Bond, 

1998; Kukleta, 2000). For some individuals with PTSD, reliable changes in physiological 

responses occur when they imagine personally relevant scenes from motor vehicle accidents 

(Blanchard, Hickling & Taylor, 1991), childhood sexual abuse (Orr et al., 1998), civilian 

traumas (e.g., Shalev, Peri, Gelpin, Orr & Pitman, 1997), or from their service in Vietnam 

(Pitman, Orr, Forgue, de Jong & Claiborn, 1987; Pitman, Orr & Steketee, 1989; Pitman et al., 

1990; Keane et al., 1998), or other wars (Orr, Pitman, Lasko & Herz, 1993). 

Nonetheless, wide individual differences have been found in PTSD sufferers’ 

physiological responses to trauma-related stimuli (e.g., Pitman et al., 1990), and research 

findings suggest that the relationship between trauma memory imagery and emotional and 

physiological responding is complex and can be mediated by such cognitive factors as 

worrisome or positive thinking (e.g., Borkovec & Hu, 1990; Hu, Bostow, Lipman, Bell & 

Klein, 1992), the nature of imagery instructions (e.g., Helfer, 1999), and the vividness and 

control of imagery (e.g., Laor, Wolmer, Wiener, Reiss, et al., 1998; Laor et al., 1999).   

In addition to the emotional and physiological reactions attendant on recall of trauma 

memories, certain coping strategies for dealing with intrusive imagery can also operate as 

pathogenic response elements in PTSD memory networks.  

Lazarus and Folkman (1984) defined coping as behaviors and cognitions used by 

individuals to manage a stressful situation and associated negative emotions, and a key 

element in determining an individual’s coping response is how they appraise the stressful 

situation and their resources for dealing with the problem.  

Researchers have identified two broad categories of strategy for dealing with intrusive 

trauma memories that contrast problem-focused or approach coping, which attempts to 
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manage the problem, with emotion-focused or avoidant coping, which attempts to ignore the 

problem and focus on emotions (Aldwin, 1993).  

Problem-focused or approach coping is evident in strategies that entail sustained 

attention to the trauma memory, as when the individual thinks through what happened or 

discusses the incident with another person. By contrast, emotion-focused or avoidant coping 

involves such strategies as paying minimum attention to the intrusion, as well as more active 

efforts to escape or avoid, as in replacing the intrusion with another thought or image, 

attending to an activity, distracting oneself with surroundings or a new behaviour, or with 

thought stopping (Freeston, Ladouceur, Provencher & Blais, 1995).  

The appropriateness of a particular style of coping is likely to be influenced by the 

nature of the stressor and perceived controllability of the experience (Benner et al., 1980), and 

under certain extreme circumstances even coping responses such as withdrawal may be 

adaptive (Ursano et al., 1986). In their recent review of category systems for coping 

strategies, Skinner et al. (2003) recognized the impact of circumstances on the effectiveness 

of a coping response and suggested that all ways of coping are multidimensional and are 

likely to serve many functions.  

Such coping strategies as cognitive and behavioural avoidance, thought suppression, 

humour, dissociation, and rumination, aim to reduce distress but, by impeding emotional 

processing, can inadvertently maintain symptoms. All coping responses to trauma memory 

recall are potentially “double edged” in this manner, and the beneficial or deleterious effects 

of any coping strategy depend on complex psychological and contextual factors.  

Emotion-focused or avoidant coping strategies have been associated with an increased 

incidence and severity of PTSD (e.g., Hyer, McCranie, Sperr & Boudewyns, 1996; Morgan, 

Matthews & Winton, 1995; Amir, Kaplan, Efroni & Kotler, 1999; Clohessy & Ehlers, 1999; 
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North, Spitznagel & Smith, 2001), presumably because they impede engagement with, and 

resolution of, trauma memories.  

During acute trauma exposure marked avoidant responses such as withdrawal 

(Skinner, Edge, Altman & Sherwood, 2003) and dissociation (e.g., Bremner & Brent, 1997) 

can be adaptive, in that they can provide some relief from what would otherwise be 

uncontrollable and inescapable horror (Koopman, Classen & Spiegel, 1994&1996). 

Dissociation refers to a separation of mental processes that are ordinarily integrated in, 

and accessible to, conscious awareness (Spiegel & Cardena, 1991), and in PTSD can involve: 

(a) dissociation of content in perceptual or memory systems, as in traumatic amnesia; (b) 

dissociation of relatedness to self, leading to depersonalisation, derealisation, emotional 

numbing, or loss of identity (e.g., Bower & Sivers, 1998); and (c) dissociation of voluntary 

control over experience or behaviour, resulting in PTSD flashbacks or automatic behaviours 

(Butler, Duran, Jasiukaitis, Koopman & Spiegel, 1996). Dissociation during recall can block 

resolution of trauma memories by preventing any integration of the recollection with other 

autobiographical memories (van der Kolk & Fisler, 1995), and numerous researchers have 

associated peri- and post-trauma dissociation with an increased risk of PTSD (e.g., Bremner 

& Brett, 1997; Marmar et al., 1999; O'Toole, Marshall, Schureck & Dobson, 1999; Ursano et 

al., 1999; Gershuny & Thayer, 1999; Birmes et al., 2001; Gershuny, Cloitre & Otto, 2003; 

Ozer, Best, Lipsey & Weiss, 2003).  

Under normal conditions, attempting to keep unwanted thoughts and memories from 

conscious awareness is a relatively common mental control strategy (Wegner & Zanakos, 

1994), but in situations of increased cognitive demand or diminished intentional control of 

thinking, as is the case in PTSD, attempts at thought suppression can result in a seemingly 

paradoxical increase in the unwanted thought or image (Wegner, Schneider, Carter & White, 

1987). Consequently, the characteristic attempts of individuals with PTSD to suppress 
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trauma-related thoughts and memories can perpetuate and even worsen re-experiencing 

symptoms (e.g., Trinder & Salkovskis, 1994; Wenzlaff & Bates, 2000; Wenzlaff & Wegner, 

2000), and such suppression has been associated with PTSD severity and persistence (e.g., 

Davies & Clark, 1998a&b; Ehlers, Mayou & Bryant, 1998; Shipherd & Beck, 1999).  

Many trauma survivors ruminate about their traumatic experience and its 

consequences, and rumination has been associated with PTSD severity (e.g., Clohessy & 

Ehlers, 1999; Steil & Ehlers, 2000; Ehlers & Clark, 2000). By encouraging a focus on events 

that either preceded or followed the actual trauma, or on what could have been, rumination 

works to impede processing of the actual trauma memory (Steil & Ehlers, 2000).  

Some avoidant behavioural coping strategies, such as attempting to prevent 

nightmares by going to bed very late or getting up very early, can inadvertently worsen other 

PTSD symptoms, and trying to avoid trauma cues by giving up social and recreational 

activities limits contact with experiences that could foster a beneficial reappraisal of 

pathogenic beliefs regarding the self and other’s reactions (Ehlers & Clark, 2000). 

Humour has been identified as a coping response that can distance the person from 

negative experiences (Yonkovitz & Matthews, 1998; Abel, 2002), facilitate coping in harsh 

settings (Moran & Massam, 1997), and facilitate survival and recovery from trauma, 

presumably because it enables some sense of personal control (Henman, 2001). However, 

humour that masks feelings can prevent the resolution of anxiety (Moran & Massam, 1997).  

Stimulus elements contribute interactively to the pathogenic effects of meaning and 

response elements in PTSD memory networks. The next section reviews research pertaining 

to stimulus elements associated with PTSD maintenance, with a particular emphasis on the 

impact of stimulus elements associated with the perspective and vividness and control of 

trauma memory imagery.  
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Stimulus Elements in PTSD.   

Intrusive trauma memory imagery is characteristically vivid, uncontrolled, and 

unpredictable, and these features have been seen as a central factor in the development and 

maintenance of PTSD (Brett & Ostroff, 1985; Witvliet, 1997). In PTSD, the perspective, 

vividness, and control of recalled trauma memories and imagery appear to be important 

stimulus elements that can influence the trauma resolution process.   

Images and memories can be imagined as if viewed from two perspectives, variously 

described as observer and field (Nigro & Neisser, 1983), or objective and subjective thinking 

(Erickson, 1980). In the field perspective, the memory is recalled as if it is viewed in the first 

person, from the perspective of actually being in the situation again, while memories recalled 

from an observer perspective are seen from a third person viewpoint, as if the event is 

observed from a distance. 

A majority of subjects take the original field perspective when recalling past 

experiences (Nigro & Neisser, 1983; Brewer & Pani, 1996), but Robinson and Swanson 

(1993) reported that all their subjects were able to change and reinstate perspective in recalled 

memories, and there was no difference in the cognitive effort required to construct or maintain 

the different points of view. Robinson and Swanson also found that affect decreased with a 

shift from a field to an observer perspective but, contrary to expectations, affect did not 

increase when remembering shifted to a field point of view.  

Studies of the effects of imagery perspective on sports performance have generally 

found that the field, rather than observer, perspective is associated with physiological, 

behavioural and emotional responses that more closely resemble the actual performance (e.g., 

Glisky, Williams & Kihlstrom, 1996; Hardy & Callow, 1999). White and Hardy (1995) 

likened an observer perspective in imagery to situations of observational learning in which the 

presence of a model facilitates the learning of certain types of motor skill, and suggested that 
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a perfectly clear and vivid image will consist of the same perceptual features as when actually 

watching a model. 

In clinical research, the effects of imaginal perspective have received most attention in 

relation to social phobia (e.g., Hackmann, Surawy & Clark, 1998: Wells, Clark & Ahmad, 

1998). In clinical practice, taking the observer perspective has been used to reduce affect 

during behavioural therapies such as systematic desensitisation and exposure (e.g., Lyons & 

Keane, 1989), Time-Limited Trauma Therapy (Tinnin, 1994; Gentry, 1998), and in other 

therapies applied to trauma memories (e.g., Somerville & Jupp, 1992; Hossack & Bentall, 

1996; Cardena, Maldonado, van der Hart & Spiegel, 2000).  

In addition to perspective, the vividness and control of imagery appear to be 

significant mediators of emotional and physiological reactions to trauma memories. Marks 

(1972) defined image vividness as “a combination of clarity and liveliness. The more vivid an 

image, therefore, the closer it approximates an actual percept (p. 83),” and noted that the 

clarity of a visual image refers to the brightness of its colours and the sharpness of the outline 

and details, while the liveliness of a visual image refers to how dynamic, vigorous and alive 

the image is. A vivid image involves us because it holds our attention with percept-like 

content and a feeling of being there (Richardson, 1994).   

Vividness of imagery ability has been associated with differing mood and 

physiological responses to emotional imagery (e.g., Miller, Levin, Kozak & Cook et al., 1987; 

Kunzendorf, Cohen, Cutler & Francis, 1996), and an association could be expected between a 

high capacity for vivid imagery and a predisposition to experience intrusive traumatic 

imagery (Bryant & Harvey, 1996). Nonetheless, for PTSD sufferers there appears to be a 

complex relationship between image vividness and control abilities, the severity of symptoms, 

and the emotional and physiological responses to various types of imagery.  
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Stutman and Bliss (1985) found that veterans with PTSD had higher vividness of 

visual imagery ability than those without PTSD. However, Bryant and Harvey (1996) 

reported that for a sample of motor vehicle accident survivors, low anxiety subjects displayed 

more vivid visual imagery ability than PTSD and specific phobia subjects, while in PTSD 

subjects the incidence of flashbacks and nightmares was associated with imagery ability.  

Laor, Wolmer, Wiener, Weizman, et al. (1998) found that PTSD subjects with a 

relatively higher trait capacity to control mental imagery reported relatively lower levels of 

intrusive symptoms (see also Laor & Wolmer, 2000). Laor, Wolmer, Wiener, Reiss, et al. 

(1998) and Laor et al. (1999) reported that PTSD and non-PTSD subjects did not differ in 

their capacity for image control or in their trait vividness of imagery scores. However, PTSD 

subjects evidenced a relatively greater physiological response to trauma imagery, and the 

reaction was greater among PTSD subjects with low capacity for image control. For the 

PTSD group subdivided into low and high symptomology, a negative and significant 

correlation was found between image control and the level of physiological response, but only 

for the less symptomatic group. The authors interpreted their findings as indicating that the 

psycho-physiological expression of emotion is differently associated with imagery vividness 

ability in individuals with and without PTSD, and that in individuals with PTSD, the role 

played by the capacity to form vivid images depends on the severity of PTSD. At a low level 

of PTSD, image vividness ability appears to serve a protective compensatory function, while 

at more severe levels of PTSD this function is hampered.  

Laor, Wolmer, Wiener, Reiss, et al. (1998) and Laor et al. (1999) suggested that 

therapeutic interventions that aim to enhance the capacity to form and control the vividness 

and nature of imagery could be beneficial in treating PTSD. Of potential relevance to such an 

enterprise are findings that emotionality can be affected by subject-controlled changes to the 

phenomenological qualities of their imagery (e.g., Manyande et al., 1995; Riskind, Wheeler & 
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Picerno, 1997; Jackson, 2000), and reports that the vividness and emotionality of recalled 

distressing imagery can be diminished by pairing memory recall with various tasks.  

Andrade, Kavanagh and Baddeley (1997) suggested that the emotionality of a 

recollection is influenced by the vividness of the image, and this vividness is influenced by 

the availability of working memory resources. Emotionality attendant on memory recall has 

been diminished by simultaneous attention to: (a) directed eye movements and passive 

attention to visual noise (Kavanagh, Freese, Andrade & May, 2001); (b) moving eyes laterally 

or rolling eyes upwards (Sharpley, Montgomery & Scalzo, 1996); (c) tapping of a pattern on a 

keyboard, or by watching a changing visual stimulus (Baddeley & Andrade, 2000); and (c) 

spatial tapping and lateral eye movements (Andrade, Kavanagh & Baddeley, 1997).  

Overview.   

A review of research pertaining to the maintenance of symptoms indicated that PTSD 

is a complex disorder supported by cognitive processes involving cortical and subcortical 

memory systems, avoidant coping strategies for managing trauma memory recall, and the 

operation of pathogenic stimulus, response, and meaning elements that foster a sense of 

current threat.   

Pathogenic meaning elements in PTSD can include the individual’s negative beliefs 

and attributions concerning the nature of the world, other people, and themselves. Findings 

regarding the pathogenic role of attributions regarding the nature of, and ability to control, 

symptoms are of particular relevance for the current study. A review of research pertaining to 

response elements highlighted the potentially pathogenic role of physiological and emotional 

arousal attendant on recall of trauma memories. The relationship between trauma memory 

imagery and emotional and physiological responding was found to be complex and capable of 

being mediated by various cognitive processes. Certain avoidant coping strategies for dealing 

with intrusive imagery appeared to be potentially important response elements in PTSD 
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memory networks. The research review also implicated such stimulus elements as the 

perspective, vividness, and control of recalled trauma memories in the maintenance of PTSD, 

and suggested a possible benefit from interventions that foster improved control over the 

nature and emotionality of trauma memory imagery.   

The next section reviews and discusses models and research findings pertaining to the 

therapeutic resolution of PTSD. A model will be proposed for integrating analyses of 

apparently diverse treatments within a context of contemporary views that emphasise the role 

of certain cognitive processes in achieving therapeutic change in PTSD. 

Cognitive Processes in the Therapeutic Resolution of PTSD 
 

The following section will examine the development of models and assumptions 

regarding therapeutic processes in PTSD treatments. It will be argued that an early emphasis 

on habituation and exposure as necessary for the effective treatment of PTSD (e.g., Foa & 

Kozak, 1986) is giving way to an emerging view that fear evocation is not necessary for the 

resolution of traumatic experiences (e.g., Rachman, 2001). Rather, contemporary models of 

the therapeutic process highlight cognitive processes involving self-efficacy beliefs and 

appraisals, and particularly emphasise the role of coping strategies, the interpretation and 

control of symptoms, and experiences of enactive mastery over symptoms during therapy 

(e.g., Cervone & Scott, 1995; Foa & Jaycox, 1999). This thesis will propose that Foa and 

Kozak’s (1986) model of PTSD, if divested of its link to habituation and exposure, provides 

an integrating framework for thinking about apparently diverse PTSD treatments.  

Early Models – The Role of Habituation.  
 

PTSD first appeared in the APA’s Diagnostic and Statistical Manual of Mental 

Disorders in 1980, and early models of the disorder emphasised classical and operant 

conditioning processes (e.g., Foa & Kozak, 1986; Foa, Steketee, & Rothbaum, 1989). 

Previously, war trauma had been treated with hypnotic and psychoanalytic therapies (e.g., 
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Southard and Fenton, 1919; Hadfield, 1944; Watkins, 1949), but behavioural approaches 

incorporating imaginal reliving of the trauma memory became the most widely researched 

and applied treatment. 

In Foa and Kozak’s (1986) model, two conditions are required for the reduction of fear 

and the emotional processing (Rachman, 1980) of trauma memories. First, the fear memory 

must be activated so as to be available for modification, and secondly, new information must 

be provided to include elements that are “incompatible with some of those that exist in the 

fear structure, so that a new memory can be formed (p. 22).” Emotional change occurs when 

this new information is integrated into the evoked memory structure.  

Of course, psychologists have long considered memory recall to be a reconstructive 

process (e.g., Bartlett, 1932; Neisser, 1967). In untreated PTSD, trauma memories are 

repeatedly recalled or activated, and are thereby potentially available for change, but 

theorising suggests that the addition of new beneficial information is thwarted by the 

operation of pathogenic meaning, stimulus, and response elements in the memory network.  

Foa and Kozak (1986) tied their model of therapeutic change to the learning theory 

mechanism of habituation, and argued that habituation of fear during exposure to trauma-

related memories was necessary for successful emotional processing.  

As Foa and Kozak (1986) described the process: 

In summary, we propose that once a fear memory has been evoked by information that 
matches it, several mechanisms come into play. The information that short-term 
physiological habituation has occurred leads to dissociation of response elements from 
stimulus elements of the fear structure. The consequent lowered arousal in turn facilitates 
integration of corrective information about the meaning of feared stimuli and responses.  
Representations of lower potential harm and decreased negative valence obviate the 
disposition to avoid, thus reducing the associated preparatory physiology: across session 
habituation occurs. Long-term decreases in anxiety constitute additional information that 
accumulates to modify general beliefs and attitudes about the ability to cope with feared 
situations (p. 29). 

 
Breuer and Freud (1893/1974) observed that, “Recollection (of trauma memories) 

without affect almost invariably produces no result. The psychical process which originally 



 

 

    28

 

took place must be repeated as vividly as possible; it must be brought back to its status 

nascendi and then given verbal utterance (p. 57)”. Similarly, exposure therapists assumed that 

adequate activation of the fear memory required the client to recall the trauma from a first 

person perspective, with as full as possible re-living of associated affect. Anything that 

distracted the client from an emotional reliving of the trauma memory, or encouraged 

avoidance strategies such as “pretending to be somewhere else, distorting a feared image, or 

concentrating on nonfeared elements of a situation (Foa & Kozak, 1986, p. 30),” or asking the 

client “to take a third-person view of the scene” (Lyons & Keane, 1989, pp. 146–147), was 

believed to undermine therapy.  

However, difficulties emerged with the view that habituation and the revivification of 

trauma memories were necessary for effective treatment of PTSD; research failed to support 

key assumptions of the model, procedures routinely used in exposure appeared to violate 

assumptions and practice guidelines, and new non-exposure therapies were developed.  

Foa and Kozak (1986) proposed that fear activation, fear reduction (i.e., habituation) 

within the session, and habituation across sessions, represented three indicators of successful 

emotional processing during PTSD therapy. However, research attempts to validate Foa and 

Kozak’s proposed indicators have reported statistically significant correlations between 

outcome in exposure therapy and measures of both initial fear activation and between session 

habituation (e.g., Foa, Riggs, Massie & Yarczower, 1995; Pitman, Orr, Altman, Longpre, 

Proire, Macklin, Michaels & Steketee, 1996; Jaycox, Foa & Morral, 1998; Van Minnen & 

Hagenaars, 2002), but none of these studies has found the predicted correlation between 

outcome and within-session habituation, thereby casting doubt on the hypothesised 

therapeutic role of within-session habituation in exposure therapy. 

Investigations of the effects of distraction during exposure with non-PTSD subjects 

have yielded equivocal results, with reports of both deleterious (e.g., Rodriguez & Craske, 
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1995; Haw & Dickerson, 1998) and beneficial (e.g., Penfold & Page, 1999; Oliver & Page, 

2003) effects on fear reduction. Nonetheless, in practice, exposure therapists routinely 

incorporate procedures such as relaxation, repeated requests for Subjective Units of Distress 

(SUDS) ratings, and other techniques to control distressing affect, that appear to function as 

distractors during trauma memory recall.  

Exposure therapists hold that undue distress can undermine exposure because it 

interferes with information processing and “prevents the client from realizing that the 

situation is a safe place, that she is in control, and that remembering that assault is not akin to 

being assaulted again and thus is not dangerous and does not justify extreme anxiety 

(Meadows & Foa, 1998, p. 115).” Consequently, Jaycox and Foa (1996) recommended, 

“During optimal exposure therapy anxiety should be titrated to a level that is high but 

tolerable (p.177).” Presumably, titrated is used in this context to suggest a systematic control 

of anxiety with procedures such as relaxation, the imagining of pleasant imagery, and 

instructing clients to keep their eyes open during trauma recall and reminding them that they 

are safe with the therapist’s support (e.g., Jaycox & Foa, 1996; Meadows & Foa, 2000). 

Further, to control anxiety and foster a sense of control, exposure therapists sometimes 

instruct clients to manipulate their memory imagery, for example by using a rewind and hold 

technique (e.g., Richards, Lovell & Marks, 1994; Thompson, Charlton, Kerry, Lee & Turner, 

1995), or by instructing the client to “imagine the scene as if it were projected on the wall, as 

in a movie, rather than as if it were happening directly to her (Jaycox & Foa, 1996, p. 182).”   

The routine use of SUDS ratings appears to be a significant departure from exposure 

therapists’ assumptions regarding distractors. During exposure the client’s attention to a re-

vivified trauma memory is repeatedly re-directed to a more rational, verbal, objective form of 

mentation necessary for making a SUDS rating. Some clients make many SUDS estimates 

during an exposure session as, for example, when Foa, Hearst-Ikeda and Perry (1995) 
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administered SUDS every 10 minutes or so during nine 90-minute exposure sessions (i.e., 70 

or more in-office SUDS ratings), or when Saigh (1998) reported eliciting SUDS ratings at 

2-minute intervals during exposure.  

The therapeutic effect of the SUDS procedure has attracted little comment despite the 

multiple functions it serves in exposure research and practice. A subject’s SUDS ratings 

provide feedback regarding level of anxiety for both the therapist and the client, and changes 

in SUDS ratings are primary data for estimating the progress of anxiety reduction, as well as 

for informing the therapist’s decisions regarding such fundamental treatment parameters as 

session length (e.g., “The reliving is terminated when the client reports some decrease in 

subjective units of distress,” Jaycox & Foa, 1996, p. 179). For a client whose SUDS ratings 

remain relatively high, sessions will be longer, and will involve more repetitions of the trauma 

memory, more instances of the SUDS procedure, more frequent and qualitatively different 

expressions of therapist support, and more frequent interventions to moderate anxiety. SUDS 

ratings also represent a client’s chief means of control over the therapeutic process, and some 

subjects realise and use the relationship between SUDS ratings and the length of time they 

will be required to attend to distressing memories.  

In the context of exposure, distraction refers to at least two processes with potentially 

different impacts on treatment outcome. Processes such as thought suppression, thought 

stopping, and cognitive and behavioural avoidance, distract a client’s attention away from a 

first person reliving of a trauma memory, thereby decreasing the time and cognitive focus 

applied to the recollection. In contrast, processes such as taking an observer’s perspective, so 

called titration, relaxation, and SUDS ratings, also distract a client’s attention from the trauma 

memory but, by facilitating improved control over the imagery and its affect, can ultimately 

work to increase the time spent attending to and cognitively processing the trauma memory.  
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Rodriguez and Craske (1993) noted that social learning theory (Bandura, 1977, 1988, 

1997) allows for successful fear reduction during exposure with distraction through the 

mechanism of an increased sense of mastery. They argued that by allowing individuals to 

remain in the feared situation, distraction could operate as a coping technique that facilitates 

treatment outcomes by enhancing self-efficacy, increasing perceived emotional control, and 

by reducing anxiety (Oliver & Page, 2003). Further, distraction during exposure has been 

compared to the use of a response aid, such as the wearing of gloves during in-vivo exposure 

for snake phobia, which facilitates fear reduction (Kavanagh, Freese, Andrade & May, 2001).  

An Emerging Model – The Role of Self-efficacy. 

Foa and Kozak’s (1986) model held profound implications for the development of 

PTSD treatments. Few therapies other than exposure required clients to sustain lengthy 

emotional re-living of trauma memories, and if exposure therapists’ assumptions were valid, 

these alternative treatments were fundamentally wrong-minded, could not result in a genuine 

therapeutic effect, and should worsen symptoms. Nonetheless, the demonstrated efficacy of 

cognitive therapy, EMDR, and stress management and skills training approaches challenged 

the assumptions that habituation and experiential reliving are necessary for trauma memory 

resolution. Rachman (2001) cited such cases of fear reduction involving “purely cognitive 

treatments”, and argued that, “recognition that fear evocation is a sufficient condition for fear 

reduction does not justify the assumption that it is a necessary condition (p. 166).”  

Further, Marks (1999) declared that: 

Prevailing paradigms of therapeutic mechanisms will have to change. In anxiety disorders, 
it is now clear that habituation from systematic exposure is sufficient, but not necessary to 
reduce fear. The package that is called cognitive therapy can also reduce fear, but there is 
doubt whether it usually works by cognitive restructuring. Specific physiological coping 
skills and also problem-solving approaches have a role to play in certain disorders (p. 169). 

 
There is as yet no generally accepted model to account for the efficacy of apparently 

diverse PTSD treatments. Nonetheless, there appears to be an emerging view that to be 
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effective therapy needs to address some of the cognitive processes that maintain PTSD, and 

clients’ attributions regarding symptoms and self-efficacy, and their ability to integrate trauma 

memories, are often important factors in this endeavour.  

For instance, Silove (1998) speculated that the effectiveness of exposure might derive 

from enhanced control over intrusive memories, rather than from habituation: 

Patients exposed systematically to a hierarchy of feared cues in treatment are able to an-
ticipate and to actively invoke salient memories in a controlled manner, thereby 
strengthening cognitive influences in restructuring those experiences. In so doing, the 
inchoate images are assembled in a coherent historical timeframe, ascribed clearer 
meaning, and the future risk of threatening events recurring can be more rationally 
assessed. Hence cognitive mechanisms gradually replace more primitive limbic processes 
in the integration of memories, and the postulated automatic rehearsal mechanism for that 
trauma is dampened although possibly never fully extinguished” (p. 188). 

 
For contemporary behaviour therapists such as Foa (1997a) and Hembree and Foa 

(2000), PTSD resolution involves emotional engagement with the trauma memory, 

organisation of the trauma narrative, and the correction of dysfunctional cognitions. Similarly, 

for Ehlers and Clark (2000) PTSD resolution requires the elaboration and integration of a 

trauma memory into the context of pre- and post-trauma experience, the modification of 

appraisals that maintain a sense of current threat, and changes to dysfunctional avoidant 

behavioural and cognitive coping strategies. Such views regarding the need to add new 

information and integrate trauma memories into broader memory networks resemble the 

opinion of Breuer and Freud (1893/1974), who argued that:  

     ‘Abreaction’, however, is not the only method of dealing with the situation that is open to 
     a normal person who has experienced a psychical trauma. A memory of such a trauma, 
     even if it has not been abreacted, enters the great complex of associations, it comes  
     alongside other experiences, which may contradict it, and is subjected to rectification by 
     other ideas. In this way a normal person is able to bring about the disappearance of the  
     accompanying affect through the process of association (p. 59). 
      

Contemporary behaviour therapists have emphasised changes in beliefs, and in 

particular those related to symptoms and the ability to control intrusive trauma memories and 

imagery, as fundamental processes in both exposure and cognitive therapies. For example, 
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Foa, Rothbaum and Furr (2003) argued, “Although PE (prolonged exposure) does not involve 

formal discussions of the patients’ beliefs about the world and themselves, it has been thought 

to decrease pathological anxiety via modification of the cognitions that underlie the target 

disorder (p. 51).” Further, Jaycox, Zoellner and Foa (2002) opined that imaginal exposure 

helps clients to process, organise, and make sense of their traumas, and they also learn that the 

memory itself is not dangerous, and “With this new knowledge, clients usually feel more self 

control and greater personal competence (p. 895).” For Foa (1997b), the repeated reliving of a 

trauma memory, “enhances feelings of competence: by confronting the trauma, the patient 

learns that the memory does not control her. She controls the memory (p. 27).”  

According to Foa and Jaycox (1999):   

“The process of imaginal reliving helps change the meaning of PTSD symptoms from a 
sign of personal incompetence to a sign of mastery and courage. That is, during trauma 
reliving the patient experiences many of the PTSD symptoms and comes to realise that he 
or she doesn’t lose control or ‘go crazy’. In this manner the dysfunctional schema of self 
incompetence is corrected and replaced by a sense of control and personal competence (p. 
54). 

 
Rachman (2001) also highlighted attributions of self-efficacy and control over 

symptoms in his recommendations for facilitating emotional processing:  

“It is probable that this deliberate processing of disturbing material (i.e., trauma 
memories) is best accomplished in a calm, safe and reassuring environment. The material, 
especially in the early stages of treatment should be made predictable, controllable, 
presented in small chunks, and tackled in a progressive but gradual way. Other factors that 
probably contribute to emotional processing are the achievement of a relaxed state prior to 
and during much of the treatment, encouragement of high self-efficacy, and broad 
competence. On the cognitive side it begins to look as if the subtle and gradual correction 
of misappraisals of the traumatic events and their consequences, will prove to be 
particularly valuable (p.166). 
 

Self-efficacy theorists have long held that enhancing a client’s sense of mastery and 

control is a fundamental process in therapeutic change, and avoidant coping responses can be 

countered by increasing a client’s perceived ability to cope with threats (Bandura, 1977, 

1997). According to Cervone (2000), “The fundamental message of self-efficacy theory for 

those seeking to modify maladaptive behavior is that clients should experience first-hand, 
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enactive performance mastery (p. 35).” Further, Meichenbaum (1994) recommended that it is 

critical that clients take credit for the changes that they achieve in cognitive and behavioural 

therapies, and the “experientially meaningful data” from therapeutically re-living trauma 

memories can provide evidence to unfreeze or beneficially alter their views of themselves and 

the world (Meichenbaum & Fitzpatrick, 1993).  

The processes of habituation and exposure are entwined with Foa and Kozak’s (1986) 

model, but are neither implied by, nor necessary for, their basic proposition that therapeutic 

change requires the activation of a trauma memory and the addition of new information 

capable of beneficially changing the memory. Divested of its link to habituation and exposure 

therapy, Foa and Kozak’s model is consistent with the possibility that in effective therapy 

pathogenic memories can be activated in ways that do not involve a first-person reliving of 

the trauma, but might only require the activation of some stimulus, response, or meaning 

component of the trauma memory. From a systems theory perspective, a change in any 

informational component of the pathogenic memory system could be sufficient, at least in 

some cases, for initiating beneficial change in the total memory system. This viewpoint 

implies that there could be many viable procedural alternatives for accessing trauma 

memories and for adding new information, and it follows that effective PTSD therapy could 

be brief and need not be unduly stressful.  

Overview. 

A review of cognitive processes implicated in the therapeutic resolution of PTSD 

found that contemporary models of change emphasise the role of certain coping strategies, 

and self-efficacy beliefs and appraisals, particularly in regards to the interpretation and control 

of symptoms. It was argued that a re-interpreted Foa and Kozak (1986) model of therapeutic 

change in PTSD offers an integrating model in which apparently diverse treatments can be 
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seen as procedures for accessing trauma memory networks and for adding new information to 

counter pathogenic stimulus, response, or meaning elements. 

The next chapter will review findings regarding the efficacy and limitations of 

psychological treatments for PTSD, and discuss basic procedures that are widely incorporated 

into interventions. The chapter will conclude with a rationale for the current study.  
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CHAPTER THREE 

Psychological Treatments for PTSD 

 This chapter will argue that the efficacy of certain psychological treatments for PTSD 

is well supported by research, but the need for further development of interventions is 

indicated by significant limitations in established approaches. It will be proposed that PTSD 

treatments are complex, multi-stage interventions that often utilise widely shared basic 

procedures. These interventions can be seen as offering procedural options for addressing 

pathogenic cognitive processes through the addition of beneficial new stimulus, response, or 

meaning information to trauma memory networks. The chapter will conclude with a rationale 

for the current study.  

The Efficacy of Psychological Treatments for PTSD 
 

Meta-analytic research (e.g., Solomon, Gerrity & Muff, 1992; Sherman, 1998) 

confirmed the findings of numerous controlled clinical outcome studies that psychological 

treatments can be efficacious in treating PTSD, at least for some sufferers. Van Etten and 

Taylor’s (1998) meta-analysis found that behaviour therapy, serotonin reuptake inhibitors, 

and Eye Movement Desensitisation and Reprocessing (EMDR) were the most effective 

treatments for PTSD, and positive treatment effects for cognitive-behavioral therapy and 

EMDR were maintained at 15-weeks post-treatment. Davidson and Parker’s (2001) meta-

analysis found that EMDR and exposure therapies were equally efficacious in treating PTSD.  

Whilst some reviewers have claimed a relatively superior efficacy for cognitive 

behavioural and exposure procedures over EMDR (e.g., Devilly & Spence, 1999; Bryant & 

Friedman, 2001), and have suggested that exposure therapies are the current treatment of 

choice for PTSD (e.g., Jaycox & Foa, 1996), others have concluded that EMDR may be an 

effective treatment for PTSD (e.g., Foa & Jaycox, 1999; Hembree & Foa, 2000). 
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 Notwithstanding research support for the efficacy of some interventions, the need for 

further development of PTSD treatments is indicated by reports of limited benefits, restricted 

suitability, and significant iatrogenic effects, associated with popular approaches. For 

instance, after concluding that exposure therapy was efficacious, Foa (2000) added the caveat 

that a substantial minority of patients fails to show sufficient gains. Similarly, Shalev, Bonne, 

and Eth (1996) concluded that the degree of improvement following behavioural treatments 

for PTSD is often quite limited, remission is rarely achieved, and “altogether, the accumulated 

evidence suggests that patients with PTSD can expect to receive substantial help from 

therapists but probably not a definite cure (p. 177).”  

Although exposure therapy is well supported by research, the treatment can be 

demanding, with some practitioners recommending 100 minutes (e.g., Keane, 1995) to 120 

minutes (e.g., Frueh, Turner & Beidel, 1995) of imaginal reliving of trauma memories per 

session in multi-session treatment programmes. Perhaps not surprisingly, exposure has been 

associated with significant iatrogenic effects including withdrawal from therapy, and 

reactivation and worsening of PTSD and depressive symptoms (e.g., Pitman et al., 1991; 

Pitman, et al., 1996; Scott & Stradling, 1997). Further, exposure has been described as 

especially contraindicated for: (a) clients with comorbid disorders of psychosis, substance 

abuse, cognitive deficits, serious personality pathology, or poor physical health (Litz, Blake, 

Gerardi & Keane, 1990); (b) clients whose traumatic memories are associated with emotions 

of guilt, shame or anger (Meadows & Foa, 2000); (c) rape victims whose trauma memories 

involve mental defeat, the absence of mental planning, or an overall feeling of alienation or 

permanent change following the trauma (Ehlers et al, 1998); or (d) when memories involve 

being a perpetrator (Solomon & Johnson, 2002).  

Although EMDR does not require clients to sustain lengthy periods of attention to 

revivified trauma memories, some case studies have reported adverse complications from 
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EMDR treatment of non-PTSD cases (Kaplan & Manicavasagar, 1998), and Shapiro (1991b, 

1992) highlighted the considerable abreactive potential of EMDR and advised that EMDR is 

not suitable for a significant number of clients.  

Basic Procedures in PTSD Treatments 
 
All psychological treatments for PTSD involve interactive, multi-stage processes. As 

Clark (1999) noted, “Cognitive therapy for anxiety disorders is a complex mixture of 

education, verbal discussion techniques, imagery modification, attentional manipulations, 

exposure to feared stimuli, manipulation of safety behaviours and numerous other behavioural 

experiments (p. 22).”  

The use of simplifying labels, such as cognitive therapy, EMDR, and exposure, can 

obscure shared processes, and suggest assumptions and practice guidelines that neither 

accurately reflect what occurs during therapy, nor adequately represent processes contributing 

to the clinical effect. Consequently, some basic procedures that are widely incorporated across 

PTSD treatments will be reviewed.  

As proposed in the preceding chapter, this review assumes an adapted Foa and Kozak 

(1986) model of therapeutic change in which pathogenic memories can be activated in ways 

other than a first-person reliving of the trauma, and can potentially be changed through the 

addition of some new stimulus, response, or meaning information to the trauma memory 

network. From this viewpoint, many PTSD therapies can be conceptualised as guiding clients 

through experiences of enactive mastery over trauma-related imagery. These therapeutic 

experiences provide new information that, amongst other effects, can impact on a client’s self-

efficacy attributions and promote improved control over PTSD symptoms.    

In identifying and discussing basic treatment procedures, it is not assumed that these 

processes operate independently, or that they can always be clearly separated in practice. 

Nonetheless, distinguishing basic procedures, and conceptualising these as offering 
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procedural options for adding new beneficial information to pathogenic memory systems, 

facilitates an integrated discussion of diverse therapies.    

The reviewed procedures can be broadly divided into interventions that do or do not 

entail attention to recalled trauma memories. Some pre-therapy educative and assessment 

interventions, and some skills training and cognitive therapy procedures, are essentially 

didactic in nature and do not involve recall of trauma memories. However, other 

interventions, including those identified as first and third person perspective during recall, 

switching attention elsewhere, maintaining dual attention, changing the memory storyline, 

transferring adult resources, and changing the nature and quality of memory elements, usually 

entail attention to recalled trauma memories. 

Education and Assessment. 

Most PTSD treatments incorporate educative interventions that target symptom-

supporting appraisals (e.g., clients’ beliefs regarding their symptoms, their trauma reactions, 

their ability to overcome and control symptoms, and the likelihood of relief), and provide a 

motivating rationale for therapy (e.g., Back, Dansky, Carroll, Foa & Brady, 2001; Basco, 

Glickman, Weatherford & Ryser, 2000; Jaycox et al., 2002; Blanchard et al., 2003).  

PTSD treatments often involve assessment prior to, during, and following therapy 

with trauma memories. Assessment interventions take various forms, but usually involve 

clients thinking about their symptoms in a controlled manner so they can be rated or described 

objectively. Further, pre-treatment PTSD assessments often differentiate between intrusive, 

avoidant, and arousal symptoms, and thereby provide new information that potentially 

counters the client’s previously habitual and undifferentiated way of thinking about their 

problems. Significantly, Reynolds and Tarrier (1996) reported a therapeutic effect from 

having clients monitor their PTSD symptoms over time, and suggested that the experience of 
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voluntarily bringing re-experiencing symptoms to mind for assessment purposes might 

increase perceived self-control over such symptoms.  

Assessment and subsequent treatment involving trauma memories can be seen as 

confronting clients with a therapeutic paradox reminiscent of Milton Erickson’s “prescribing 

the symptom” intervention. Whereas, prior to therapy, a PTSD sufferer typically attempts to 

avoid all recall of trauma memories, in assessment they are asked in a matter-of-fact manner 

to voluntarily bring the feared memory to mind and, in exposure therapy, clients are in effect 

instructed to deliberately worsen their symptoms by attending to trauma memories in a way 

that maximises emotional distress. As Rossi (1986) described the effects of such a process:  

“When we ask a person to experience a symptom voluntarily rather than resisting it, we are 
drastically altering the internal dynamics and state-dependent memory and learning 
systems that allow the symptom to flourish. We have changed it from a dissociated and 
involuntary action to a voluntary action; we are undoing its state-bound character (p. 82). 

 
During the assessment and treatment phases of many PTSD treatments, clients are 

instructed to give repeated scaled ratings of symptoms. For instance, obtaining a client’s 

SUDS ratings is a frequently applied, centrally important intervention in exposure and EMDR 

treatments. The SUDS procedure re-directs a client’s attention from trauma memory recall to 

a more objective, present-focused, verbal form of mentation, and directly influences such 

important treatment variables as session length, number of repetitions of the trauma memory, 

and the frequency and nature of interventions to moderate anxiety.   

Though not widely recognised, the symptom rating process can be therapeutic in itself. 

According to Rossi (1986):  

“When we ask a person to scale the intensity of the symptom, we are changing it further by 
adding a novel, conscious, evaluative orientation to it. This new evaluative orientation 
immediately potentiates problem-solving processes; it facilitates coping skills and 
self-efficacy; and the patient’s ego is strengthened in its relationship to the formerly 
dissociated symptom (p. 82). 
 

 In effect, any request for clients to deliberately halt or change their experiential flow to 

discuss what is happening, or to rate symptoms, or to start, stop, or suspend a trauma memory, 
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potentially constitutes a therapeutic intervention which can provide an experience of enactive 

mastery with implicit information regarding self-efficacy and the ability to control symptoms.  

Skills Training.    
 

Relaxation has been used as a mildly effective stand-alone treatment for PTSD 

(Watson, Tuorila, Vickers, Gearhart & Mendez, 1997), and many PTSD therapies incorporate 

training in skills such as relaxation, communication, social skills, and coping strategies. 

Training in relaxation (e.g., Meadows & Foa, 2000; Abrahams & Udwin, 2000), emotion 

regulation skills (e.g., Cloitre, Koenen, Cohen & Han, 2002), and mindfulness and self-

soothing skills (e.g., Becker & Zayfert, 2001) have been employed to prepare clients for 

exposure therapy.  

Skills training is a central feature of treatments for PTSD such as Stress Inoculation 

Training for rape victims (e.g., Foa, Rothbaum, Riggs & Murdock, 1991), Anxiety 

Management Training (e.g., Pantalon & Motta, 1998), and Trauma Management Therapy 

(Frueh, Turner, Beidel, Mirabella & Jones, 1996).   

There are as yet few well-designed controlled efficacy studies of skills training 

interventions applied to PTSD. Frueh et al. (1996) and Pantalon and Motta (1998) reported 

PTSD treatments that incorporated educative, skills training, and behavioural components, but 

the small number of subjects treated and the lack of a control/comparison group complicated 

the interpretation of findings. In a controlled study, Foa et al. (1991) randomly assigned 55 

rape victims with PTSD to nine biweekly, 90-minute sessions of either stress inoculation 

training (SIT), prolonged exposure (PE), supportive counselling, or wait list control 

conditions. SIT was reported as superior to PE for relieving PTSD symptoms in the short 

term, with PE superior in the longer term. However, the high drop out rate (10 subjects) and 

the exclusive use of female therapists and female rape victims limited the generalisability and 

interpretation of these findings. None-the-less, skills training interventions represent a widely 
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used intervention in PTSD treatments that potentially provide clients with new information 

regarding self-efficacy and promote improved control and self-mastery over symptoms.  

Changing Thought Processes – Cognitive Therapy and Other Verbal Techniques. 
 

Cognitive therapists assume that mental processing mediates an individual’s 

emotional, behavioural, and physiological responses to events. Consequently, during 

cognitive therapy clients are typically instructed to monitor their thoughts and emotional 

reactions to events. The cognitive therapist then uses these observations to identify pathogenic 

beliefs and thought processes, and various verbal techniques, such as didactic instruction and 

questioning, are employed to help the client recognise, challenge, and change these symptom-

supporting processes.  

Variations of the traditional use of verbal language processes in cognitive therapy 

have been used in treatments for PTSD. Some cognitive therapists utilise mindfulness and 

acceptance approaches by instructing clients to observe their experiences in a nonjudgmental 

way, without trying to avoid, suppress, or challenge distressing thoughts and memories (e.g., 

Hayes, Wilson, Gifford, Follette & Strosahl, 1996; Williams, Teasdale, Segal & Soulsby, 

2000; Becker & Zayfert, 2001). In Narrative Therapy (e.g., Schafer, 1992; Gonçalves, 1995; 

Gonçalves & Machado, 1999) for PTSD, a client’s problem narrative is challenged and 

modified into a more empowering story that promotes self-efficacy, motivation and 

responsibility. Writing about trauma has also been used in the cognitive restructuring of 

memories (e.g., Pennebaker, 1993; Smyth & Greenberg, 2000), and has been associated with 

significant psychological and physical benefits (e.g., Smyth, 1998; King, 2000). 

Cognitive therapies have emerged as broadly applicable, effective interventions for 

treating PTSD, and some reviewers have concluded that cognitive therapy can be as effective 

as exposure in relieving PTSD (e.g., Hembree & Foa, 2000; Resick, 2001; Bryant & 

Friedman, 2001; Foa, Rothbaum & Furr, 2003). Cognitive therapies have been adapted for 
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specific client populations, including rape victims (e.g., Resick & Schnicke, 1992; Resick, 

Nishith, Weaver, Astin & Feuer, 2002), battered women (Kubany, 1997; Kubany & Watson, 

2002), and for clients suffering PTSD and comorbid panic attacks (Falsetti, Resnick, Davis & 

Gallagher, 2001). Further, cognitive therapies have been reported in case studies and 

controlled outcome research as efficacious in the treatment of PTSD related to: (a) assault, 

sexual abuse, and rape (e.g., Jaycox, Zoellner & Foa, 2002; Kubany & Watson, 2002); (b) 

motor vehicle accidents (e.g., Taylor et al., 2001; Blanchard et al., 2003); and (c) unspecified 

or mixed traumas (Marks et al., 1998; Tarrier et al., 1999).  

 Well-designed controlled outcome studies support the efficacy of cognitive therapy for 

PTSD. For example, Blanchard et al. (2003) randomly assigned 98 motor vehicle accident 

survivors with full or sub-syndromal PTSD to eight to 12 sessions of cognitive behavioural 

treatment (which included educative, relaxation, and exposure components), supportive 

psychotherapy, or a wait list control condition. Cognitive therapy was reported as more 

effective than the other conditions and, notwithstanding a high dropout rate, findings 

supported the efficacy of this treatment for traumatised accident survivors.  

Variants of cognitive therapy have also been supported by controlled outcome studies. 

For example, Resick et al. (2002) compared cognitive-processing therapy (CPT) with 

prolonged exposure (PE) and a minimal attention condition in the treatment of 171 (121 

subjects completed the study) female rape victims with PTSD, and found both treatments to 

be efficacious and superior to minimal attention. This study’s findings could be generalised to 

traumatised female rape survivors who seek treatment, and the authors recommended testing 

of CPT with subjects exposed to other types of trauma. Research investigating the therapeutic 

effects of narrative therapy (e.g., Gonçalves & Machado, 1999) and writing about trauma 

(e.g., King, 2000) has yet to use PTSD subjects in controlled clinical outcome designs. 
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In terms of the model of therapeutic effect in PTSD treatments proposed in this 

dissertation, cognitive therapies can be conceptualised as potentially providing new stimulus, 

response, and meaning information in trauma memory networks. Traditional cognitive 

therapy, and variants incorporating verbal mindfulness, narrative, and writing techniques, aim 

to foster in clients increased awareness and control over pathogenic thought processes, and 

work to promote more adaptive thoughts and beliefs. To this end, cognitive therapies for 

PTSD have developed techniques for changing cognitive processes involving verbal processes 

of thinking, belief, and attribution associated with trauma memories. However, cognitive 

therapies have paid relatively less attention to cognitive processes involving imagery and, 

except for exposure and systematic desensitization, have not focused on the development of 

imagery-based procedures for fostering direct control of recalled trauma memories. Although 

some practitioners have related the clinical effect of exposure to increased control over 

imagery (e.g., Foa & Jaycox, 1999), the cognitive control therapy investigated in this 

dissertation represents an attempt to develop a cognitive therapy procedure that more directly 

and effectively fosters improved control over trauma memory imagery. 

Exposure – Re-living the Trauma Memory. 
 

During exposure therapy clients are required to maintain attention to recalled trauma 

memories from a first person perspective, and relive the attendant emotions, for up to 90 

minutes at a time during multiple sessions. Anything that distracts the client from a full as 

possible emotional reliving of the trauma is assumed to diminish the effect of exposure.  

Numerous reviewers have concluded that therapies incorporating a first person re-

living of the trauma memory can be effective in reducing PTSD symptoms (e.g., Leskin, 

Kaloupek & Keane, 1998; Keane, 1998; Livanou, 2001; Meadows & Foa, 2000; Rothbaum & 

Schwartz, 2002). Outcome studies have reported exposure-based treatments as effective for 

PTSD related to (a) combat (e.g., Frueh, Turner & Beidel, 1995; Pitman et al., 1996), (b) 
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political persecution (Paunovic & Ost, 2001), (c) rape and sexual/non-sexual assault (e.g., Foa 

et al., 1999; Echeburua, De Corral, Zubizarreta & Sarasua, 1997; Nishith, Resick & Griffin, 

2002), and (d) mixed or unspecified traumas (e.g., Marks, Lovell, Noshirvani, Livanou & 

Trasher, 1998; Tarrier et al, 1999; Tarrier & Humphreys, 2000; Brady, Dansky, Back, Foa & 

Carroll, 2001; van Minnen, Arntz & Keijsers, 2002). Trauma focused group therapy, which 

utilises group forms of prolonged exposure therapy and cognitive restructuring and skills 

training, has been applied to PTSD (e.g., Foy, Ruzek, Glynn, Riney & Gusman, 2002), 

although with limited success in relieving combat-related PTSD (Ruzek et al., 2001). 

According to recent practice guidelines issued by the International Society for Traumatic 

Stress Studies (Rothbaum, Meadows, Resick & Foy, 2000), exposure therapy has more 

empirical evidence for its efficacy than any other treatment for PTSD.     

Contrary to assumptions, during exposure a client’s attention is frequently averted 

from an imaginal re-living of the trauma memory by procedures designed to control levels of 

anxiety and by requests for SUDS ratings. Further, exposure therapy typically incorporates 

education about symptoms and a rationale for the procedure, and it is not clear how well 

exposure would work in the absence of such components. 

Reviewing Trauma Memories from an Observer Perspective. 
 

The observer perspective has been used to reduce affect and foster emotional 

processing in Eastern mental health traditions, as illustrated by Yogananda’s (1988) comment 

that “The best way to dissociate yourself from your difficulty is to be mentally detached, as if 

you were merely a spectator, while at the same time seeking a remedy (p. 21).” 

In Western clinical practice, taking the observer perspective while recalling trauma 

memories has been used to reduce affect during exposure therapies (e.g., Lyons & Keane, 

1989; Jaycox & Foa, 1996) and in Time-Limited Trauma Therapy (Tinnin, 1994; Gentry, 

1998). Some treatments applicable to PTSD have encouraged clients to take an observer 
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perspective during complex, multi-stage interventions for working with trauma memories 

(e.g., Somerville & Jupp, 1992; Hossack & Bentall, 1996; Cardena, Maldonado, van der Hart 

& Spiegel, 2000) and trauma-related nightmares (e.g., Kingsbury, 1993).  

Muss (1991), Stanton (1993), and Hossack and Bentall (1996) described the use of a 

complex observer perspective technique to treat PTSD. In this procedure clients imagined that 

they were sitting in a movie theatre while seeing, up on the screen, a black and white snapshot 

of themselves just prior to the traumatic incident. The client then imagined floating out of 

his/her body, up to the projection booth, where they could observe themselves watching a 

black-and-white movie of the incident to the point when they knew they would survive. They 

were then asked to stop the movie, imagine themselves moving from the projection booth into 

the picture, and to subjectively experience their surviving the traumatic incident, before 

imagining themselves as part of the movie while it ran quickly backwards in colour.  

To date, no controlled outcome study has investigated the effectiveness of observer 

perspective viewing techniques in treating PTSD. A controlled efficacy study reported by 

Somerville and Jupp (1992) investigated procedures that incorporated dissociated viewing to 

treat phobias, but not with PTSD subjects, and Hossack and Bentall (1996) reported positive 

outcomes for three of five PTSD subjects who received relaxation training and two sessions 

of the observer perspective procedure.    

Consistent with its use by exposure therapists, Appel (1999) and Cardena et al. (2000) 

suggested that observer perspective techniques reduce affect and increase clients’ sense of 

control, mastery, and safety during recall of trauma memories. Apparently, as yet no study has 

investigated the relative effects, under standard exposure therapy conditions, of prolonged 

recall of trauma memories from the observer, or third person, as compared to the field, or first 

person, perspective.  
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Stop Recall of the Trauma Memory and Switch Attention Elsewhere. 

During many PTSD treatments clients are instructed to end their recall of a trauma 

memory and to direct their attention elsewhere, either to an internally generated imagoic 

experience (e.g., “imagine a pleasant scene”, “blank it out”), to another internally generated 

cognitive process (e.g., “give a SUDS rating”), or to external stimuli (e.g., “open your eyes 

and listen to me”).  

In thought stopping, a distressing thought or memory is interrupted by an image, such 

as that of a stop sign, before attention is diverted to a more pleasant imagined scene or 

activity. Similarly, in Wolpe’s (1958, 1973) Systematic Desensitisation procedure clients 

maintain a relaxed state while attending to anxiety-related images, until they signal an 

increase in anxiety, when they are instructed to let the scene fade while switching attention to 

relaxation and a comforting control scene.  

The SUDS rating procedure, which is widely incorporated into exposure and EMDR 

treatments, requires a client to shift attention from an experiential reliving of a trauma 

memory to a more verbally mediated form of mentation required for rating level of emotion. 

In EMDR, a client’s attention to trauma memories is repeatedly terminated by instructions to 

blank the image out, take a deep breath, and then rate and discuss the experience. In their 

Sensorimotor Psychotherapy technique, Ogden and Kekuni (2000) teach clients to self-

regulate emotions during trauma memory recall by switching attention to their body 

sensations, and this temporary disengagement of attention is held to promote mindfulness and 

improved control of emotional arousal. Some procedures employ recycling brief periods of 

trauma memory recall that are terminated at the therapist’s direction (e.g., Vaughan & 

Tarrier, 1992; Moore, 1993; Valentine & Smith, 2001) and discussed, before the client is 

instructed to review the memory again.  
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Although procedures that instruct clients to stop recall of a trauma memory and to 

direct their attention elsewhere are widely incorporated into PTSD treatments, the clinical 

effect of these specific interventions has apparently yet to be investigated. 

Dual Attention – Trauma Recall with Simultaneous Attention Elsewhere. 
 

Due to relatively unfamiliar surrounds and the active presence of a therapist, a degree 

of dual attention is likely any time a client recalls a trauma memory in a clinical setting. 

Beyond such inadvertent processes, EMDR, Systematic Desensitisation, and other therapies 

applicable to PTSD, routinely instruct clients to maintain simultaneous attention to a recalled 

trauma memory and something else. In treating PTSD, recall of trauma memories has been 

paired with attention to self-generated cognitions and experiences (e.g., positive self-

statements, imagined scenes, mental exercises, relaxation, tapping of acupuncture points), and 

to environmental stimuli associated with either the physical context of the therapy (e.g., the 

office surrounds) or more specifically with the therapist (e.g., the therapist’s moving finger, 

voice, or the therapist’s counting of numbers).  

In EMDR, the client is instructed to attend to an aspect of a trauma memory, such as a 

visual image, a negative self-statement, or an emotion, while at the same time visually 

tracking the therapist’s index finger as it moves rapidly in a horizontal plane back and forth 

across the client’s visual field. Following an instruction to blank it out and take a deep breath, 

the client is then asked to recall the original memory and rate it’s current SUDS value, before 

the procedure is recycled with additional memory material. A dual attention procedure is also 

evident in EMDR’s cognitive installation phase during which the client simultaneously 

attends to both the recalled trauma memory and a positive self-statement.  

Unlike exposure therapy, systematic desensitisation, and most other PTSD treatments 

(except for Thought Field Therapy, Callahan & Callahan, 1996, 1997), during EMDR the 

client’s eyes are routinely kept open while recalling trauma memories, and are focused on the 
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external stimuli of the therapist’s moving finger. Exposure therapists sometimes control affect 

during recall of trauma memories by having clients keep their eyes open and by reminding 

them that they are safe (e.g., Meadows & Foa, 2000). Similarly, having eyes open during 

EMDR introduces a range of environmental stimuli which, when paired with recalled trauma 

memories, potentially provide new beneficial information for altering trauma memories.  

In EMDR, dual attention processes might also diminish affect during trauma memory 

recall through a reduction in imagery vividness, thereby providing new information regarding 

the controllability of re-experiencing symptoms. Simultaneous attention to various stimuli and 

actions has been shown to reduce the vividness of recalled trauma memories (e.g., Baddeley 

& Andrade, 2000; Kavanagh et al., 2001), and dismantling studies of EMDR (e.g., Hyer & 

Brandsma, 1997; Cusack & Spates, 1999; Spector & Read, 1999) have led some researchers 

to conclude that eye movements are not essential for EMDR’s effect (e.g., Boudewyns & 

Hyer, 1996; Pitman et al., 1996; Lohr, Tolin & Lilienfeld, 1998; Davidson & Parker, 2001).   

EMDR has been reported to be an efficacious treatment for PTSD in meta-analytic 

studies (Van Etten & Taylor, 1998), and in reviews of outcome studies (e.g., Feske, 1998; 

Chambless et al., 1998; McNally, 1999; Spector & Read, 1999; Cahill, Carrigan & Frueh, 

1999; Maxfield & Hyer, 2002; Shapiro & Maxfield, 2002). The clinical efficacy of EMDR 

has been controversial, but in reviews of controlled outcome studies, Spector and Read (1999) 

and Cahill, Carrigan and Frueh (1999) reached similar conclusions that (a) EMDR appears to 

be effective in reducing at least some indices of distress relative to no-treatment and some 

non-validated treatments for PTSD, (b) EMDR’s relative efficacy in comparison to exposure 

treatments has yet to be established, and (c) the effects of EMDR have yet to be convincingly 

related to eye movements or proposed theoretical models.  

Maxfield and Hyer (2002) identified 12 controlled efficacy studies of EMDR 

treatment of PTSD, of which two studies (Vaughan et al., 1994; Devilly & Spence, 1999) 
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compared EMDR to other established PTSD treatments. Vaughan et al. (1994) assigned 36 

subjects, 78% of whom were diagnosed with PTSD, to three to five sessions of EMDR, 

imaginal exposure, applied muscle relaxation training, and wait-list conditions. All treatments 

led to significant decreases on outcome measures, relative to control subjects, and EMDR 

subjects achieved the greatest reduction in intrusive symptoms at post treatment. However, 

the interpretation of these findings was complicated by the comparison of EMDR with a non-

typical exposure procedure. Contrary findings regarding EMDR’s efficacy were reported by 

Devilly and Spence (1999) who assigned 23 PTSD subjects to eight sessions of either EMDR 

or a Trauma Treatment Protocol (TTP) intervention, which combined elements of cognitive 

therapy, stress inoculation training, and prolonged exposure. EMDR and TTP were effective 

on all measures, but TTP was more effective than EMDR on combined PTSD measures. At 

three-month follow-up, gains were maintained by TTP subjects but declined for EMDR 

subjects. However, as Maxfield and Hyer (2002) argued, the interpretation of these findings 

was complicated by study limitations including a high dropout rate, a change to mailed out 

questionnaires for post-treatment assessment, the use of partial randomisation, and a lack of 

conformity to standardised EMDR procedures.  

  In Systematic Desensitisation (SD) as applied to PTSD, clients are instructed to recall 

a trauma-related scene from a first-person perspective while simultaneously maintaining a 

relaxed state. When an increase in anxiety is signaled, the client’s attention is diverted from 

the memory, perhaps to a relaxing scene (a stop recall and switch attention procedure), and 

after a short while they are asked to again simultaneously attend to imagery while relaxing. 

Variations of the usual relaxation dual-attention element in SD include triggering a cue 

previously associated with positive memories (Paunovic, 1999) and the use of humorous 

scenes (Ventis, Higbee & Murdock, 2001).  
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  Some experimental and case studies have reported successful PTSD treatment using 

systematic desensitisation (e.g., Bowen & Lambert, 1986; Frank et al., 1988; Frueh, de 

Arellano & Turner, 1997), but there are few adequately designed controlled efficacy studies 

of systematic desensitisation applied to the disorder. For example, Brom, Kleber and Defares 

(1989) treated 112 subjects who had experienced a traumatic event with SD, hypnotherapy, 

psychodynamic therapy, or a wait list control condition. All treatments were superior to wait 

list in improving symptoms of intrusion and avoidance, but the interpretation of findings was 

unclear because most subjects had not directly experienced a trauma, but had lost a loved one.  

Other dual attention procedures that have been used in PTSD treatments include: (a) 

having clients imagine a split screen on which they simultaneously project the trauma 

memory onto one side and, on the other side, an image of something they did in order to 

protect themselves (Spiegel & Cardena, 1990); (b) recalling a trauma memory while at the 

same time performing a mental exercise involving another distracting but emotionally neutral 

or calming image (Laidlaw, 1999); (c) recalling a trauma while the therapist counts out loud, 

0 to 100 (Ochberg, 1996); and, (d) while recalling a trauma, tapping a sequence of 

acupuncture points on the body, and then performing a series of actions, such as closing and 

opening or moving eyes, humming, and counting, while the back of the hand between the 

little and ring fingers is tapped (Callahan & Callahan, 1996, 1997; Folkes, 2002).  

  Systematic Desensitisation and EMDR are complex multi-component treatments, and 

the relative contributions of dual attention procedures to the clinical effectiveness of 

treatments have yet to be explored in dismantling studies. Nonetheless, research findings have 

suggested that dual attention procedures might work to diminish the vividness and, as a 

consequence, the emotionality of recalled memory imagery, thereby potentially promoting 

improved control over re-experiencing symptoms and the processing of trauma memories. 
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  Change the Memory Storyline – Give It a Better Ending. 

In some PTSD treatments clients are instructed to actively change the trauma memory 

to give it a better ending. For example, Clark (1999) described instructing clients to visualise 

a more positive ending to imagined events, Ehlers and Clark (2000) recommended imagery 

techniques to elaborate and change the meaning of a trauma memory, as when a dead friend is 

imagined to be alive again so the client can say goodbye (see also Fidaleo, Proano & 

Friedberg, 1999), and in Stress Inoculation Training clients are sometimes asked to visualise 

positive outcomes to threatening situations (e.g., Jones & River, 1997).  

Fidaleo, Friedberg, Dennis and Southworth (1996) instructed clients to create a sequel 

to their trauma memory that was going to have “a better ending; an ending in which you feel 

more in charge and powerful. You will make the movie and be producer, director, and writer” 

(p. 150). Similarly, Roland (1993) prompted adult survivors of sexual abuse to change the 

outcome of trauma memories with imagery that facilitated self-empowerment and resolution, 

and Sharpe, Tarrier and Rotundo (1994) described changing the meaning of a client’s trauma 

memory (e.g., her abusive father standing outside her bedroom door) with the addition of an 

imagined neutralising non-historical scene (e.g., her father saying that he was going out). 

In the treatment of nightmares, there are reports of some clients achieving relief from 

writing down and imaginally reliving their nightmares (e.g., Burgess, Gill & Marks, 1998), 

but a more prominent strategy involves clients altering dream content, often by changing the 

ending (e.g., Halliday, 1987; Kingsbury, 1993). Nightmares have been relieved following the 

rehearsal of bizarre (e.g., Eichelman, 1985), as well as just different, but not necessarily 

favourable, outcomes to dream stories (e.g., Thompson, Hamilton & West, 1995; Krakow, 

Kellner, Pathak & Lambert, 1995; Krakow et al., 2000; Krakow, Hollifield, et al., 2001; 

Krakow, Johnston, et al., 2001; Forbes, Phelps & McHugh, 2001; Forbes et al., 2003).  
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Krakow and colleagues have reported controlled efficacy studies for procedures that 

instruct subjects to voluntarily change the storyline of trauma memories or nightmares 

(Krakow et al., 1997; Krakow et al., 2000; Krakow, Hollifield, et al., 2001; Krakow, 

Johnston, et al., 2001). For example, Krakow, Hollifield, et al. (2001) randomly assigned 168 

women (114 completed the study), 95% of whom had moderate-to-severe PTSD, to either a 

three session imagery rehearsal therapy (n=88) or a wait-list control group (n=80). Subjects 

practiced techniques for dealing with unpleasant images, wrote down a description of a 

nightmare, and then were instructed to “change the nightmare anyway you wish”, and to write 

down the changed dream. Participants were asked to imaginally rehearse the new dream daily. 

At three months post-treatment, experimental subjects, relative to controls, achieved 

statistically significant improvements in measures of sleep, nightmare, and PTSD symptoms, 

and gains were sustained at six months post-treatment.   

Krakow et al. (1995) speculated that the therapeutic effect of dream content altering 

procedures could derive from attaining mastery, and the specific manner in which nightmare 

content is changed might be unimportant. Forbes, Phelps and McHugh (2001) related the 

effectiveness of imaginal rehearsal of changed dream content in treating PTSD nightmares to 

factors of exposure and abreaction from the writing down and public reading of the 

nightmare, to improved mastery stemming from the changing of nightmare content, and to 

changes in appraisals of nightmares as unchangeable and beyond conscious control.  

Apparently, as yet, no controlled study has investigated the effect of instructing clients 

with PTSD to directly change the story lines or endings of their trauma memories. However, 

studies of treatments for trauma-related nightmares suggest that this intervention could 

potentially affect PTSD symptoms more generally by promoting beneficial self-efficacy 

attributions and improved control of intrusive trauma-related imagery. 
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Transfer Adult Resources to a Trauma Memory. 

In Imagery Rescripting (e.g., Rusch, Grunert, Mendelsohn & Smucker, 2000) applied 

to memories of childhood trauma (e.g., Smucker, Dancu, Niederee & Foa, 1995; Smucker & 

Niederee, 1995; Smucker & Dancu, 1999; Smucker, Dancu, Foa & Niederee, 2002), 

victimisation imagery was replaced by mastery imagery. During recall of an abuse memory, 

clients were asked to visualise their adult self entering the scene to rescue the child by driving 

the perpetrator away, or by taking the child to a safe place, and then to imagine the adult self 

reassuring the child that they are safe (see also Arntz & Weertman, 1999).    

Ego State Therapy (Watkins, 1993) techniques have also been used to treat PTSD 

related to childhood sexual abuse (e.g., Pearson, 1994), and other kinds of trauma. In essence, 

ego state techniques involve communication, usually under hypnosis, with ego states to 

uncover and, through dialogue, resolve issues (Phillips, 1993).  

Somerville and Jupp (1992) reported successful treatment of phobias with a therapy 

that incorporated the imaginal transfer of adult resources to an imagined younger self 

associated with the phobia memory. However, there is apparently as yet no controlled 

outcome study that investigates the treatment of PTSD with Imagery Rescripting or other 

therapies that involve an imaginal transfer of adult resources to trauma memories. None-the-

less, the imaginal transfer of adult resources to a younger self depicted in a trauma memory 

would appear to be a potentially useful technique for adding new meaning information to 

trauma memory networks. 

 Change the Nature of Stimulus Elements in Trauma Memories. 
 

Instructing clients to directly change stimulus elements in distressing memories has a 

long history in trauma therapies, and van der Hart, Brown and Turco (1990) described a case 

in which Janet hypnotically suggested that a client substitute an alternative neutral or positive 

image of flowers for a traumatic image of death.  
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  Numerous techniques for directly altering stimulus elements in trauma memories have 

been described in the scientific literature. For example, Foote (1996) asked a client troubled 

by a workplace memory to put tape over the mouths of coworkers, seat them, and ask them to 

listen. Fidaleo et al. (1996) instructed clients to change trauma memories by creating a neutral 

setting, altering the assailant’s physical attributes, tying the attacker up, becoming more 

powerful themselves, creating a protective shield, using a one-way mirror, wrapping up the 

attackers and covering their mouth and eyes, or by placing attackers behind bars.    

 To improve control over distressing memories, Bandler (1985) described how clients 

could be instructed to notice the attendant changes in emotional experience when they altered 

the visual, auditory, and kinesthetic stimulus qualities of problem memories, or when they 

added extra characters, or altered perspective from first to third person viewpoints. Similarly, 

Cardena et al. (2000) taught clients to control the emotional impact of recalled trauma 

memories by viewing them from a distance, making them larger or smaller, moving the screen 

closer or farther away, changing the colour, varying sound, changing speed, or by turning the 

screen off altogether.  

There is as yet no controlled efficacy study of PTSD treatments that instruct subjects 

to directly change the nature and quality of stimulus elements in trauma memories, but 

anecdotal accounts point to the possible utility of these techniques for promoting emotional 

processing and resolution of re-experiencing symptoms. 

Overview 

Considerable research attests to the efficacy of psychological treatments for PTSD, but 

the need for further development of interventions is indicated by reports of limited benefits, 

restricted suitability, and iatrogenic effects associated with popular therapies.  

It was argued that PTSD treatments are complex interventions that often utilise widely 

shared procedures, and these procedures can be seen as offering procedural options for 
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countering pathogenic cognitive processes through the addition of beneficial new stimulus, 

response, or meaning information to trauma memory networks.   

Treatments for PTSD were reviewed in terms of some widely incorporated procedures 

which were identified as education and assessment, skills training, change thought processes, 

recall trauma memories from first and third person perspectives, stop trauma memory recall 

and switch attention elsewhere, maintain dual attention to the trauma memory and something 

else, change the memory storyline, transfer adult resources to the trauma memory, and change 

the nature and quality of memory elements. Efficacy research was briefly reviewed.   

Rationale for the Current Study 
 

The current study sought to further the systematic development of PTSD treatments, 

and to contribute to the debate concerning the necessary and sufficient conditions for effective 

relief of this disorder. The experimental cognitive control therapy procedure was developed 

from the author’s clinical experiences in the outpatient treatment of severely disturbed clients 

with combat-related PTSD, for whom lengthier and more stressful exposure, cognitive 

therapy, and EMDR interventions were contraindicated.  

A version of cognitive control therapy was first employed to assist an elderly Korean 

War veteran with PTSD who presented in a highly anxious state complicated by advanced 

emphysema. The client forcefully stated that he was only attending at his doctor’s insistence, 

and he refused to talk about his combat experiences or his troubling memories and nightmares 

because he feared panic and loss of breath. The author adapted procedures described by 

Bandler (1985) and Cardena et al. (2000) and instructed the client to make a series of changes 

to the memory imagery of a recent upsetting, but not traumatic, memory of a young 

policeman being rude to him in an RSL club. After discussing the changes of emotion that 

accompanied the imagery transformations, the client was told that distressing memories and 

nightmares could be relieved if, when they occurred, they were confronted and changed, 
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rather than avoided. At a subsequent meeting, the client reported that each time he woke from 

recurring nightmares of a combat incident in which he had used his bare hands to put a dead 

friend’s intestines back into the body cavity, he would put the scene “over there”, turn it into a 

black and white picture, turn down the volume, and then reassure his younger self that he did 

survive and was no longer in danger. 

The significant and sustained relief from intrusive memories and nightmares reported 

by this client encouraged the author to incorporate cognitive control therapy into cognitive 

therapy with other severely disturbed PTSD clients. The procedure appeared to provide a 

brief, readily administered, and well-tolerated method for fostering improved control over 

intrusive trauma memories and the adoption of adaptive coping strategies. Relative to other 

treatments, stress was minimised through the avoidance of imaginal reliving of trauma 

memories and the brevity of the intervention.  

The current study was undertaken to investigate the author’s clinical observations of 

the apparent utility of cognitive control therapy in treating PTSD, and to establish the 

approach within the context of research regarding pathogenic cognitive processes, theoretical 

models of the maintenance and therapeutic relief of the disorder, and established treatments.     

As reviewed in Chapter three, research findings highlight the pathogenic role of 

cognitive processes related to certain stimulus, response, and meaning elements in trauma 

memory networks, and the therapeutic effects of PTSD treatments presumably derived from 

their impact on such processes. The experimental treatment aimed to relieve subjects’ PTSD 

by addressing specific pathogenic cognitive processes involving: (a) meaning elements, and 

especially subjects’ understanding of, and attributions regarding, PTSD symptoms, self-

efficacy, and their ability to control re-experiencing symptoms; (b) response elements, 

including avoidant coping strategies; and (c) stimulus elements, such as imagery perspective, 

and the vividness and control of trauma memory imagery.  
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To address the targeted pathogenic cognitive processes, the experimental treatment 

utilised educative and cognitive training components which, through guided experiences of 

enactive mastery of imagery and informational feedback, provided subjects with skills for 

controlling affect during recall, and fostered more adaptive coping strategies for resolving 

trauma memories.  

Following the suggestions of Laor et al. (1999) and others, the experimental cognitive 

control therapy was designed to enhance subjects’ ability to control and directly alter trauma 

memory imagery and its accompanying affect. To this end, the approach of Cardena et al. 

(2000) was adapted to provide a training format in which subjects were instructed to make 

various changes to non-traumatic practice memories, and then provide SUDS ratings of the 

attendant emotion. The imaginal transformations represented a selection of therapeutic 

procedures from PTSD treatments, and were presented to subjects as procedural options for 

controlling and changing distressing memories. The imaginal transformations including 

procedures reviewed earlier as (a) change thought processes with verbal techniques, (b) recall 

memories from an observer perspective, (c) stop recall and switch attention, (d) change the 

memory storyline, (e) transfer adult resources to the memory, and (f) change the memory’s 

stimulus elements. 

The experimental cognitive control therapy and the comparison guided visualisation/ 

relaxation procedures utilised the same education and assessment components, but the 

comparison treatment did not involve the making of SUDS ratings or practice with the 

imaginal transformations incorporated into the cognitive control therapy. 
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Hypotheses 
 

The following hypotheses were tested:  
 

1. Treatment Group A (cognitive control therapy) subjects will achieve a significantly 

greater pre-treatment to post-treatment reduction, relative to Treatment Group B (guided 

visualisation/ relaxation control group) subjects, in symptoms of PTSD.  

2. Treatment Group A subjects will achieve statistically significant reductions, pre-

treatment to post-treatment, in PTSD symptoms.  

3. Treatment Group A subjects will achieve a significantly greater pre-treatment to 

post-treatment reduction, relative to Treatment Group B subjects, in symptoms of comorbid 

psychopathology. 

4. Treatment Group A subjects will achieve statistically significant reductions, pre-

treatment to post-treatment, in symptoms of comorbid psychopathology.  

5. Treatment Group A subjects will achieve a significantly greater pre-treatment to 

post-treatment increase, relative to Treatment Group B subjects, in their control of recalled 

trauma memories and guilt, and a corresponding decrease in the vividness of intrusive 

memories. 

6. Treatment Group A subjects will achieve a significantly greater pre-treatment to 

post-treatment increase, relative to Treatment Group B subjects, in ratings of the effectiveness 

of their strategies for managing trauma related memories, dreams and guilt. 
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CHAPTER FOUR 
 

Method 
 
Subjects 
 

Twenty-six subjects, nine males (all Vietnam combat veterans) and 17 females, 

participated in the study. Of the 48 applicants who were sent the initial applicants’ materials, 

17 failed to return the questionnaires (9 females, 8 males). Of the 31 applicants who returned 

the questionnaires, 4 did not meet selection criteria (2 females, 2 males), 26 completed the 

research programme, while 1 male subject completed treatment but did not provide follow-up 

data. Suitable applicants were randomly allocated to either Treatment Group A (n = 15) or 

Treatment Group B (n = 11). 

Selection Criteria. 

Prospective subjects were eligible for the study if they: (a) identified at least one 

traumatic life experience that they related to current re-experiencing symptoms; (b) reported a 

score of at least 2 on Frequency and Severity scales for at least one re-experiencing symptom 

on the Davidson Trauma Scale, or DTS, (Davidson, 1996; see Appendix B); and (c) were not 

currently receiving any psychiatric or psychological treatment, other than anti-anxiety or anti-

depressive (but not anti-psychotic) medication. 

  Subject Recruitment. 

Following an unsuccessful attempt to recruit subjects through presentations to groups 

of local Vietnam veterans and meetings of State Emergency Service and Rural Fire Service 

personnel, advertisements for the research program, offering places in a training program 

designed to improve control of distressing thoughts, memories, and dreams, were run weekly 

over a number of months in local newspapers and a Vietnam veterans’ newsletter.   
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 Subject Characteristics. 

Table 1 describes subjects in terms of the demographic variables of age, education, 

employment, marital status, how subjects heard about the study and, for Vietnam veterans, 

their war experience. From Table 1 it can be seen that (a) the difference between the mean age 

of male (M = 56.3 years) and female (M = 45.7 years) subjects was statistically significant, 

(b) a majority (53.5%) of subjects were educated to at least the Leaving Certificate/HSC level, 

(c) a substantial minority (46%) of subjects were retired from work, (d) a majority (57.5%) of 

subjects were in a relationship (married or defacto), (e) most (61.5%) subjects learned of the 

programme through newspaper advertisements, and (f) a majority (56%) of male Vietnam 

veteran subjects were regular enlisted soldiers in the Vietnam war. 

Table 2 provides a description of subjects’ medication use, psychiatric and 

psychological treatment, and levels of motivation. From Table 2 it can be seen that (a) 50% of 

subjects were using anti-anxiety or anti-depressant medication during the study, (b) a majority 

(73%) of subjects used alcohol, and (c) a majority of subjects had received previous 

psychological (69%) or psychiatric (56%) treatment. 

Table 3 provides a description of subjects’ exposure to traumatic incidents. From 

Table 3 it can be seen that (a) a majority of male (89%) and female (63%) subjects had been 

exposed to more than one traumatic incident, (b) a majority (78%) of male subjects nominated 

military combat as their most traumatic incident, (c) sexual assault was the most frequently 

cited worst traumatic incident for female subjects (35%), (d) all male subjects and 82% of 

female subjects reported multiple exposures to their worst traumatic incident, (e) for a 

majority of male (89%) and female (82%) subjects more than five years had passed since 

exposure to their worst traumatic experience, and (f) a majority of male (78%) and female 

(71%) subjects reported that they were exposed to their worst traumatic incident when they 

were younger than 25 years of age.  
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Table 1 
 
Demographic Characteristics of Subjects 
___________________________________________________________________________ 
 

Variable    Frequency Percentage of sample (N = 26) 
___________________________________________________________________________ 
 
Age  M = 48.9 years, SD = 12.9.  Age range = 24 to 79 years. 
  Males, M = 56.3 years, SD = 4.6. Females, M = 45.7 years, SD = 16.2. 

Male/female age difference was statistically significant, U = 38.5, p = .04. 
___________________________________________________________________________ 
 
Education 

Age 15           4   15% 
Intermediate or School Certificate       8                            31% 
Leaving or HSC         3                            11.5% 
Tertiary college          7              27% 
University          4                            15% 

___________________________________________________________________________ 
 
Employment status 

Retired           12   46% 
Unemployed           3                           11.5% 
Home duties           7    27% 
Skilled worker           1    4% 
White-collar            1                           4% 
Professional           2    8% 

__________________________________________________________________________       
 
Marriage status 

Married           12   46% 
Divorced              6   23% 
De facto relationship            3                         11.5% 
Single               2                           8% 
Separated              2     8% 
Widowed             1                           4% 

__________________________________________________________________________  
 
How subjects learned about the study 
 Newspaper advertisements           16     61.5% 

Vietnam veterans’ newsletters                     10      38.5% 
__________________________________________________________________________ 
 
Vietnam veterans’ war experience         n = 9 
 Regular soldier              5     56% of veterans 
 National servicemen              4     44% 

One tour of duty              7     78% 
Two tours of duty              2                22% 
At least 1 Vietnam veteran subject served in each year from 1966 to 1971 
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Table 2 

Subjects’ Medication and Drug Use, Mental Health Treatments, and Motivation 
__________________________________________________________________________ 

 
Variable    Frequency Percentage of sample (N = 26) 

___________________________________________________________________________ 
 
Current medications use 
 

Anti-anxiety           3    12% 
Anti-depressant         10    38% 
> 3 years continuous anti-depressant        6   23% 
Previous anti-anxiety or depressant       11   42% 
For physical problems         13    50% 
 
No subject reported current or past use of anti-psychotic medication. For subjects 
currently using anti-depressants, medication was prescribed M = 33 months, SD = 27.9 
months prior to the study. 

___________________________________________________________________________ 
 
Alcohol  
 

Use of alcohol           19   73% 
Days per month used    M = 15 days, SD = 12.3 days.  Range = 1 to 30 days) 

 
Alcohol per-session consumption  

1 to 2 drinks           11   42% 
3 to 4              4    15% 
5 or more            4    15% 

___________________________________________________________________________ 
 
Previous treatments 
 

Psychological            18  69% 
Psychiatric            14   56% 

___________________________________________________________________________  
 
Motivational levels 
 

Degree of problem       M = 5.1 (SD = 1.6) or between moderate and severe  
Desire to change  M = 6.8 (SD = 1.3) or between strongly and very strongly 
Chances of change      M = 5.0 (SD = 1.8) or between moderate and strong 

___________________________________________________________________________ 
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Table 3 
 
Subjects’ Trauma Experiences 
__________________________________________________________________________ 

 
     Variable          Male subjects (n = 9)  Female subjects (n = 17) 

                 Number       % of males                 Number     % of females  
___________________________________________________________________________ 
 
Trauma exposure      
     Exposure to > 1 trauma           8       89%       12  63% 
     Exposure to > 4 traumas           4       44%            5  29% 
     Total number of traumas        Males M = 4.6 (SD = 2.4)           Females M = 3.2 (SD = 2.0)   
___________________________________________________________________________ 
 
Types of traumatic incidents 
     Sexual assault            3        33%        11               65%            
     Non-sexual assault                      3        33%          6              35% 
     Serious accidents                       5        56%          6              35% 
     Natural disasters                       6        67%          4   24% 
     Military combat                       9       100%          0     0% 
     Life-threatening illness                3         33%          4    24% 
     Other             6                    67%         15    88% 
___________________________________________________________________________ 
 
Most traumatic incident 
     Military combat             7         78%           0      0% 
     Serious accident             1         11%           0                 0% 
     Life-threatening illness             0          0%           3     18%            
     Non-sexual assault                       0          0%           2                12% 
     Sexual assault                         0          0%           6                35% 
     Other              1                   11%           4     24% 
     Multiple types specified           0          0%           2     12%           
__________________________________________________________________________ 
 
Multiple exposures to worst trauma   9         100%           14     82% 
__________________________________________________________________________ 
 
Time since worst trauma 
     One to 3 months             1            11%             0                 0% 
     Six months to 3 years             0    0%             1       6%         
     Three to 5 years              0  0%             2               12% 
     More than 5 years             8           89%           14      82% 
__________________________________________________________________________ 
       
Age at exposure to worst trauma   Males M = 23.6 (SD = 9.0)    Females M = 20.0 (SD = 13.6)   
     Younger than 10 years             0   0%            4      24% 
     Ten to 25 years             7            78%            8      47% 
     Greater than 25 years             2           22%            5      29% 
__________________________________________________________________________ 
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On the basis of their pre-treatment responses to the Davidson Trauma Scale and Parts 

1 and 2 of the Posttraumatic Stress Diagnostic Scale, 17 (65%) subjects satisfied DSM-IV-TR 

criteria for diagnosis of PTSD. A further six (23%) subjects exhibited a form of sub-

syndromal PTSD in that their symptoms satisfied DSM-IV-TR PTSD Criteria B (re-

experiencing), C (avoidance), and D (arousal), but did not fully satisfy Criterion A, which 

requires both exposure to an incident involving actual or threatened death or serious injury, 

and a peri-traumatic response involving intense fear, helplessness, or horror.  

An examination of the traumatic experiences and symptom patterns of the six subjects 

with sub-syndromal PTSD indicated that four subjects reported traumas that appeared to 

satisfy DSM-III-R PTSD Criterion A of exposure to, “an event that is outside the range of 

normal human experience and that would be markedly distressing to almost anyone” (APA, 

1987, p. 250). Specifically, the traumas experienced by these four subjects consisted of: (a) 

multiple childhood instances of being made to sit on her older brother’s lap while he 

masturbated and touched her genitals; (b) as a younger teenager being forced to abort a 

pregnancy that resulted from sexual abuse by an older person; (c) repeated incidents of sexual 

abuse from seven years of age, culminating in the perpetrator attempting intercourse when she 

was 15 years old; and (d) multiple sexual assaults and attempts at suicide from the age of 11 

to 14 years, her drugging and gang rape a few years later, and severe postnatal depression 

after the birth of her first child who was conceived during the rape. For the other two subjects 

with this form of sub-syndromal PTSD, their traumas were less likely to meet DSM-III-R 

Criterion A. Specifically, one subject described feelings of helplessness while attending 

boarding school from 11 to 18 years of age, and one male subject reported feelings of 

helplessness, fear and concern during repeated incidents of severe marital difficulties. 

A further two (8%) subjects exhibited another pattern of sub-syndromal PTSD in that 

their symptoms satisfied DSM-IV-TR Criteria A, B, and D, but not Criterion C, which 
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requires three defined avoidance symptoms. One (4%) subject’s symptoms met DSM-IV-TR 

PTSD Criteria B and D, but not Criteria A and C. 

To further investigate subjects’ diagnostic status, the mean, standard deviation, and 

range of subjects’ scores on a measure of pre-treatment PTSD (DTS Total score) were 

compared for each PTSD symptom pattern identified above, and are presented in Table 4. 

Table 4 
 
Means, Standard Deviations, and Ranges of Pre-treatment DTS Total Scores for Subjects 
Exhibiting Full and Sub-syndromal Forms of PTSD 
___________________________________________________________________________ 
Syndrome          PTSD criteria meta DTS total      Range of scores   
       mean (SD)________________________ 
Full-PTSD (n = 17)               A+B+C+D  83.2 (25.0)  43 – 89  
Sub-PTSD-1 (n = 6)                 B+C+D  73.8 (19.5)  52 – 110 
Sub-PTSD-2 (n = 2)                 A+B+D  27.0 (2.8)  25 – 29  
Other (n = 1)                 B+D   17______________________________                           
a DSM IV Criterion A (exposure), B (re-experiencing), C (avoidance), and D (arousal). 
 

Table 4 indicates that the DTS Total scores for all 23 subjects in the PTSD and Sub-

PTSD-1 syndromal categories exceeded the 40 cut-off point suggested by Davidson (1996). 

These findings also suggested that the symptoms of the 3 subjects in the Sub-PTSD-2 and 

other syndromal categories probably did not warrant a diagnosis of PTSD, even though they 

caused significant distress. Further, Davidson’s (1996, p. 13) DTS Table indicated that for 

respondents with a DTS Total score of 52 (the lowest score for a subject in the Subsyndromal 

PTSD-1 category), 107 respondents would have PTSD for every respondent who did not. 

Similar considerations suggested that the 3 subjects in Sub-PTSD-2 and other diagnostic 

categories probably did not have diagnosable PTSD. 

Materials 

 Initial Applicants’ Materials. 

 Applicants were sent: (a) two copies of an explanatory statement and consent form 

(see Appendix A); (b) the Davidson Trauma Scale (Davidson, 1996; see Appendix B); (d) the 

Brief Symptom Inventory (Derogatis, 1993; see Appendix C); (e) Parts 1 and 2, and Items 39 
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and 40 from Part 3, of the Posttraumatic Stress Diagnostic Scale (Foa, 1995; see Appendix 

D); (f) a modified version of the Associated Features items from the Clinician Administered 

PTSD Scale for DSM-IV (Blake et al., 1998; see Appendix E); (g) the randomised short Betts 

Questionnaire on Mental Imagery (White, Ashton, and Law, 1978; Ashton and White, 1980; 

see Appendix F); (h) the Controllability of Visual Imagery Questionnaire (Gordon, 1949, 

1950; see Appendix G); and, (i) an initial questionnaire (see Appendix H).  

 Explanatory Statement and Consent Form. 

All applicants were sent an explanatory statement and consent form, as approved by 

the Bond University Human Research Ethics Committee (BUHREC) (see Appendix I for a 

copy of the BUHREC approval). All subjects gave their signed consent to participate in the 

research programme.   

 The Davidson Trauma Scale (DTS). 

The Davidson Trauma Scale (Davidson, 1996; see Appendix B) is a 17-item, self-

rating scale that measures each DSM-IV-TR PTSD symptom on 5-point frequency and 

severity scales in reference to the client’s experience of symptoms during the past week. The 

DTS was designed to be sensitive to treatment effects, and has been tested with a broad range 

of trauma survivors (Davidson, 1996; Davidson et al., 1997). The DTS has been reported to 

have good reliability and internal consistency, with (a) test-retest reliability Pearson 

correlations of r = .86 (Davidson, 1996; Davidson et al., 1997), and (b) respective frequency 

and severity split-half correlations of r = .95 and r = .97 (Davidson, 1996), and (c) a 

Cronbach’s alpha coefficient over .90 (Davidson, 1996) and .99 (Davidson et al., 1997).  

Zlotnick, Davidson, Shea and Pearlstein (1996) examined the construct validity and 

reliability of the DTS in a sample of survivors of childhood sexual abuse and found that the 

overall total score of the DTS, as well as the subscales, showed (a) good internal consistency, 

(b) adequate concurrent validity, and (c) adequate construct validity and clinical utility.  
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The DTS was selected as the principal measure of PTSD symptoms for this study 

because it provides valid, reliable and sensitive measures of frequency and severity for each 

DSM-IV-TR PTSD symptom in a brief, self-report questionnaire that could be completed by 

subjects at home. The Clinician Administered PTSD Scale for DSM-IV, or CAPS (Blake et 

al., 1998) is generally considered to be the standard for PTSD assessment in outcome 

research, but involves lengthy interviews that require an hour or more to complete. Given the 

need for repeated assessments in the current study, the DTS was used to reduce demands on 

subjects, with an aim to increasing subjects’ rates of compliance with assessment requests. 

Further, it was decided that a “completed at home” questionnaire would provide data less 

likely to be affected by demand characteristics due to experimenter expectations, and would 

therefore mitigate the effects of not using blind evaluators to obtain follow-up data.  

The Posttraumatic Stress Diagnostic Scale (PDS) 

Subjects completed selected sections of the Posttraumatic Stress Diagnostic Scale 

(Foa, 1995; see Appendix D). Subjects’ responses to Parts 1 and 2 of the PDS provided 

information about their exposure to traumatic events, including types of trauma, most 

distressing trauma, time since trauma exposure, and peritraumatic reactions (as per the DSM-

IV-TR PTSD Criterion A). Items 39 and 40 of Part 3 of the PDS provided ratings of the 

persistence of symptoms (as per DSM-IV-TR PTSD Criterion E) and the post-trauma length 

of time before symptom onset.  

The Davidson Trauma Scale was designed for use with respondents who have been 

exposed to trauma, as defined by the DSM-IV-TR, but does not obtain information about 

trauma exposure and peri-traumatic reactions. For the current study, Parts 1 and 2, and Items 

39 and 40 from Part 3 of the PDS were chosen to supplement the DTS data in order to provide 

standardised information regarding compliance of symptoms with DSM-IV-TR PTSD 

Criteria A and E. Further, this method of obtaining brief written information about trauma 
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exposure and peri-traumatic reactions was chosen to minimise subjects’ exposure to recalled 

trauma memories during assessment. No reliability or validity data is available for the PDS 

items as used in the current study. Nonetheless, it was assumed that subjects’ responses to 

these items would be as valid and reliable as their responses to similar interview items. 

Clinician Administered PTSD Scale (CAPS) – Associated Features 

Subjects completed a 5-item questionnaire based on the Associated Features items 

from the Clinician Administered PTSD Scale for DSM-IV (Blake et al., 1998; see Appendix 

E). These items assess frequency and severity ratings for symptoms of (a) guilt over acts of 

commission or omission, (b) survivor guilt, (c) a reduction in awareness of surroundings, (d) 

derealisation, and (e) depersonalisation. To facilitate presentation of the interview items in a 

paper and pencil format, the scale point descriptors for severity ratings of symptoms were 

modified from those employed in the interview version of the CAPS for DSM-IV. The CAPS 

descriptors no, mild, moderate, severe, and extreme were maintained, but instead of referring 

to each symptom separately (e.g., Mild, slight reduction in awareness), items referred 

uniformly to level of distress (e.g., mildly distressing).  

For the current study, the modified CAPS Associated Features items were chosen to 

provide data regarding co-morbid symptoms of guilt and dissociation in a time effective 

format suitable for a written questionnaire to be completed at home. Although no reliability or 

validity data is available for the modified CAPS – Associated Features items as used in the 

current study, this measure was chosen over lengthier validated instruments for assessing 

trauma related guilt and dissociation in order to reduce the burden of repeated assessments for 

subjects. Consequently, results pertaining to comorbid guilt and dissociation should be 

considered as preliminary data, to be followed up where indicated by research utilising more 

comprehensive instruments designed specifically for measuring guilt and dissociation. 
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The Brief Symptom Inventory (BSI). 

The Brief Symptom Inventory (Derogatis, 1993; see Appendix C) is a 53 item self-

report inventory in which subjects rate on a five-point Likert-type scale how much distress a 

given symptom has caused them during the past seven days. The BSI is sensitive to change 

and is suitable for evaluating treatment outcome (Derogatis & Spencer, 1982), and has been 

used in a number of studies to evaluate treatment efficacy (Derogatis & Savitz, 1999). 

The BSI yields nine symptom dimension scores (somatisation, obsessive-compulsive, 

interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, and 

psychoticism), and three global indices (Global Severity Index, or GSI, Positive Symptom 

Total, and Positive Symptom Distress Index.  

The BSI subscales are highly correlated with the equivalent Symptom Checklist-90-

Revised, or SCL-90-R, (Derogatis, 1994) scales, with a Pearson correlation of .95 between the 

BSI and SCL-90-R Depression subscales (Derogatis, 1993), and a correlation of .80 between 

the SCL-90-R (Derogatis, 1994) Depression subscale and the Beck Depression Inventory 

(Beck, Ward, Mendelson, Mock & Erbaugh, 1961). The BSI has been reported to have good 

reliability and internal consistency, with (a) test-retest reliability Pearson correlations of r = 

.90 for the GSI, and ranging from r = .79 to .85 for the Anxiety, Depression, Interpersonal 

sensitivity, and Hostility subscales, and (b) Cronbach’s alpha coefficients for the subscales 

ranging from .71 to .85 (Derogatis, 1993). Scores on the BSI have been found to correlate 

well with scores on the Brief Psychiatric Rating Scale, a widely used and well evaluated, but 

lengthier, rating scale (Morlan & Tan, 1998).  

The BSI was chosen to provide repeated reliable and valid measures of PTSD 

comorbid symptoms of overall psychological distress, depression, anxiety, and hostility, in a 

questionnaire format that could be completed by subjects at home and which would minimise 

the burden of repeated assessments on subjects.  
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 The randomised short Bett’s Questionnaire on Mental Imagery (QMI).  

 The randomised short Bett’s QMI (White et al., 1978; Ashton & White, 1980; see 

Appendix F), a modified version of the shortened form of the Betts’ QMI (Sheehan, 1967), is 

a 35-item self-report questionnaire which measures the trait vividness of subjects’ imagery 

aroused by items relating to each of seven different sensory modalities: visual, auditory, 

touch, movement, taste, smell, and proprioceptive. Subjects rate the vividness of their imagery 

on a 7-point scale with descriptors from 1 = Perfectly clear and as vivid as the actual 

experience, to 7 = No image present at all, you only ‘knowing’ that you are thinking of the 

object. The randomised short version of the Betts’ QMI was designed to overcome a format 

induced sex-related bias in scores (Richardson, 1994; White et al., 1978; Ashton & White, 

1980), and has stood up moderately well to reliability and validity checks (Richardson, 1994). 

However, Kihlstrom, Glisky, Peterson, Harvey et al. (1991) investigated the shortened form 

of the QMI and the Gordon Test of Visual Imagery Control and concluded that available 

imagery questionnaires confuse the dimensions of vividness and control, fail to apply 

coherent definitions of either attribute of imagery, and are relatively insensitive to individual 

differences in imagery ability.   

For the current study the randomised Bett’s QMI was chosen to provide a widely used, 

reasonably reliable and validated measure of subjects’ trait vividness of imagery and control 

abilities that could be completed relatively quickly by subjects at home. The Bett’s QMI was 

the only available test of vividness of imagery ability that provided subscale scores of 

imagery ability in different sensory modalities. This feature was particularly relevant for the 

current study because subjects in the experimental treatment were asked to notice the 

emotional changes that accompanied alterations in their imaginal experiences across visual, 

auditory, and other sensory modalities.  
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The Controllability of Visual Imagery Questionnaire (CVIQ). 

 The Controllability of Visual Imagery Questionnaire (Gordon, 1949; see Appendix G) 

is a 12-item self-rated test that asks subjects if they can perform requested manipulations of 

their visual imagery. The more recently developed true/uncertain/false response format has 

been used to provide a continuous distribution of scores from 0 to 24 (Richardson, 1994). 

According to Richardson (1994), evidence of the CVIQ’s correlated factors and other 

indicators of internal consistency may justify its continued use. For the CVIQ Alpha 

coefficients ranging from .68 to .95, and test-retest correlations ranging from a high of .86 

over a two-week interval, to a low of .60 over 12 months, have been reported (Richardson, 

1994). 

For the current study the CVIQ was chosen to provide a reliable and validated 

questionnaire measure of subjects’ trait ability to control and manipulate imagery, which 

could be completed easily by subjects at home. 

Procedure 

The principal investigator, Wayne Somerville, was solely responsible for designing, 

administering, and scoring all assessment and treatment procedures.  

Figure 1 graphically represents the temporal sequence of assessment and treatment 

procedures for each group of subjects. 
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___________________________________________________________________________ 
 
 

4 week post-
treatment  

assessment 

Random 
allocation 

Volunteers 

Treatment 
Group A 

Treatment 
Group B 

 

Initial applicant 
materials 

 

Initial 
assessment & 

orientation 

Cognitive Control 
Therapy 

Guided  
Visualisation 

 

Follow-up 
assessment * 

Cognitive Control 
Therapy 

No further  
treatment 

 

* For Treatment Group A subjects follow-up assessment was at approximately eight weeks after the completion of their 
Cognitive Control Therapy. For Treatment Group B subjects follow-up assessment was at approximately four weeks 
after the completion of their supplementary Cognitive Control Therapy. 

__________________________________________________________________________ 
 
Figure 1. Temporal sequence of experimental assessment and treatment procedures. 

Initial Applicant Materials. 

 Applicants were sent a set of materials including the explanatory statement and 

consent form, the DTS, the BSI, items from the PDS, the modified Associated Features items 

from the CAPS for DSM-IV, the randomised short Betts QMI, the CVIQ, and an initial 

questionnaire. The mailed initial questionnaire consisted of items pertaining to biographical 

information, and medication and drug usage. Following Murphy, Cameron, Sharp and 

Ramirez (1999), motivational factors were assessed by asking subjects to estimate on 9-point 

Likert-type scales: (a) how much of a problem recurring distressing thoughts, memories, and 

dreams were to them personally; (b) how much they would like to change their intrusive 

symptoms; and (c) how they rated their chances of being able to change things for the better. 

When the initial applicants’ materials were returned, suitable applicants were 

randomly allocated, as determined by a random number list and the date that their initial 

questionnaires were returned to the clinic, to either Treatment Group A (n = 15) or Treatment 

Group B (n = 11), and an appointment was made for the initial assessment session. 
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Initial Assessment and Orientation Session. 

At the initial face-to-face meeting all subjects were administered the initial interview 

(see Appendix J), given instructions for establishing training memories (see Appendix K), and 

Treatment Group A subjects were given part 1 of the participant’s manual (see Appendix L).  

1. A standardised in-person initial interview followed-up subject responses to the 

DTS, PDS, and mailed initial questionnaire. Where appropriate, additional information was 

obtained regarding military service, previous psychological and psychiatric treatments, and 

the subject’s trauma experiences. Subjects were asked about the nature of, and their responses 

to, re-experiencing symptoms. Where appropriate, subjects were queried regarding their 

visual, auditory, bodily, and self-statement experiences during trauma memory recall. 

  2. Subjects then completed a written questionnaire that asked them to, in reference to 

their trauma-related images, memories, and thoughts: (a) rate the vividness of these 

experiences on the 7-point scale from the Bett’s QMI; (b) indicate whether they remembered 

or imagined the experience from the perspective of actually being there, or as if they viewed it 

as an observer; and (c) rate, using a 9-point Likert-type scale, the degree of voluntary control 

(i.e., the ability to stop or change intrusions) that they had over trauma imagery and memories 

while they were occurring.  

3. Subjects were then asked what they usually did when they experienced intrusive 

images, memories, or thoughts of the trauma, and whether they did anything to manage or 

control these experiences. Subjects then rated on a 9-point Likert-type scale how effective 

their strategy was for easing the emotional impact of recalled trauma memories. If subjects 

had indicated that they were experiencing distressing dreams of the trauma, they were asked 

what they did when they woke from nightmares, whether they did anything to try to manage 

or control the associated distress, and then they rated on a 9-point Likert-type scale the 

effective of their strategy for easing the impact of dreams. 
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  4. If subjects had indicated that they experienced guilt during re-experiencing 

symptoms, they were asked about any words or self-statements that were usually associated 

with these guilty feelings. Subjects then rated on a 9-point Likert-type scale the degree of 

voluntary control that they had over trauma-related guilty feelings while they were occurring. 

Subjects were asked what they did to manage guilty feelings, and rated on a 9-point Likert-

type scale how effective their strategy was at easing such feelings.  

5. Subjects were asked to find two memories to be used for training at the following 

session, and were given typed instructions for locating appropriate training memories. The 

training memories were to involve: (a) situations in which someone said something to the 

subject that made them feel somewhat angry; (b) a moderate degree of anger, at about 5 on a 

10 point anger scale; but (c) were not to involve any incident of genuine trauma, nor any 

family members, or currently stressful situations. 

6. Treatment Group A, but not Group B, subjects received the participant’s manual - 

part 1 (see Appendix L) at the initial assessment meeting. The notes were titled, Control 

Thoughts, Memories and Dreams: A self-mastery training programme, and: (a) advised 

subjects that they would be taught techniques that had helped others control distressing 

thoughts, memories, and dreams; (b) presented a normalising account of how and why re-

experiencing symptoms develop and persist; (c) framed anxiety as a worthwhile emotion that 

warns of danger, but is unnecessary when the danger has passed; (d) framed intrusive 

memories as a habit that develops when the natural resolution process becomes stalled; (e) 

framed avoidance as a natural response to trauma memory recall which can inadvertently 

prevent resolution; (f) advised subjects that they would learn to control the emotional impact 

of memories so they can be confronted and brought up to date; and (g) advised that 

overcoming habits is not hard if you know how to go about it, and are willing to persevere 

and make mistakes.  
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Subjects attended their first training session as close as possible to a week after the 

initial assessment and orientation meeting.  

Treatment Group A – Cognitive Control Therapy - First Session. 

All treatment sessions followed standardised written scripts (see Appendix M). 

Treatment Group A subjects attended two cognitive control therapy sessions, conducted as 

close as possible to one week apart. The training procedure used with both training memories 

followed a standardised written script. All subjects completed the stages of the procedure in 

the same order, with each stage being signaled as completed by the subject before the 

subsequent stage was administered. Subjects provided SUDS ratings after signaling 

completion of each imagery transformation.   

1. At their first training session, Treatment Group A subjects were oriented to therapy, 

instructed in the giving of Subjective Units of Distress Scale (SUDS) ratings, and finger 

signaling was established. 

2. Treatment was introduced with instructions that (a) subjects would be taken through 

procedures that will help them better control distressing memories, (b) subjects could allow 

suggested images to develop in their own way, and (c) two training memories would be used 

to practice controlling and changing memories. 

3. After determining the suitability of the first training memory, subjects were 

instructed to close their eyes and recall the training memory from a first person perspective, 

and to signal when they could feel the attendant emotions. Subjects were then asked to give a 

SUDS rating, and then to let the memory fade away, and open their eyes. The process was 

repeated for the second training memory. 

4. The steps in the cognitive control therapy procedure were titled (a) gain permission 

for work with training memories, (b) recall first training memory and obtain SUDS rating, (c) 

introduce memory transformations, (d) field (first person) compared to observer (third person) 
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perspective, (e) bright compared to dull, (f) colour compared to black and white, (g) bring up 

close compared to push far away, (h) make person larger compared to shrink person, (i) add 

person for strength, (j) compare with and without imitating monkey in background, (k) raise 

volume compared to lower volume, (l) normal compared to cartoon voice, (m) opposite sex 

voice compared to normal voice, (n) negative self-statement with recall compared to positive 

self-statement, (o) adjust memory for maximum positive effect, and (p) take a breath and let 

images fade away. 

5. Subjects were then instructed to keep their eyes closed, and the stages of the second 

training memory procedure were administered as follows (a) recall the second training 

memory and obtain SUDS, (b) imagine a blank screen for observer perspective viewing, (c) 

assume the attitude of a skilled movie director and remake the second training memory as a 

movie on the screen with a new better ending, (d) review the new movie from a first person 

perspective, (e) if needed, recycle stages c and d, (f) gain permission to give distressing 

memories or dreams new endings, and (g) take a breath and let images fade away. 

6. Subjects were then asked to keep their eyes closed and the stages of the good 

memory procedure were administered as follows (a) gain permission for the good memory 

procedure, (b) access a good memory and give a 0 to 10 pleasure rating, (c) adjust the good 

memory for maximum positive affect, (d) suggestions for use of procedures, (e) gain 

permission to use techniques in future, and (f) subjects reoriented to surroundings. 

7. When subjects’ eyes were opened and they had reoriented to their surrounds, the 

experimenter reviewed their experiences and gave feedback regarding SUDS ratings for each 

transformation. Subjects were then advised to consider instances of intrusive memory recall as 

ideal opportunities to take control and change the old memory for the better, and subjects 

were encouraged to experiment with the techniques. Additionally, subjects were advised that 



 

 

    78

 

they could control nightmares by giving them a better, and not necessarily realistic, ending 

that they could rehearse in imagination for about five minutes each day.  

8. Treatment Group A subjects received part 2 of the participant’s manual at the 

completion of their first training session. These notes instructed subjects that: (a) trying to 

avoid trauma memories and dreams prevents resolution; (b) the key to mastery is to confront 

the memory, deliberately reduce its emotional impact, and then change it, before letting it fade 

away to be replaced by a pleasant image or thought; and (c) recommended that subjects 

experiment to develop their own techniques for controlling memories and dreams. The notes 

described techniques practiced during the session, as well as other methods for changing 

distressing memories and dreams, under the headings, (a) view a memory or dream from a 

distance, (b) add a protective barrier between yourself and the memory, (c) add extra 

characters, (d) change the sensory qualities of the memory, (e) develop positive self-talk, (f) 

create a better ending, (g) comfort the younger self, and (h) divided attention techniques. 

Treatment Group A – Cognitive Control Therapy - Second Session. 

At their second training session, after reviewing the use of SUDS and re-establishing 

finger signaling, Treatment Group A subjects were told that they would be practicing another 

technique for changing memories. The second training session involved subjects working 

with a maximum of two problem memories of their own choosing. Each memory was 

processed according to a standardised written script, and all participating subjects experienced 

all stages of the procedure in the same order. Subjects signaled each stage as completed 

before the subsequent stage was administered, and a SUDS rating was obtained at the 

completion of each stage.    

1. The stages of the procedure for the first problem memory were titled (a) gain 

permission for work with the memory, (b) recall the first problem memory, (c) review the first 

problem memory, (d) transfer adult resources to the first problem memory, (e) obtain 
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permission to relinquish old emotions (if indicated, recycle steps c to e), (f) let go of old 

emotions, and (g) review for other problem memories. 

2. If the subject signaled the absence of further problem memories suitable for 

training, the good memory procedure was administered. If the subject signaled the presence of 

further suitable problem memories, the procedure used with the first problem memory was re-

cycled with one other memory chosen by the subject. After completing the second problem 

memory procedure, subjects were asked to review their memories and signal the presence of 

any further problem-related memories. Subjects then completed the good memory procedure.  

Treatment Group B – Guided Visualisation/Relaxation Procedure. 

Treatment Group B subjects attended one training session in which they were taken 

through a relaxation exercise and a guided visualisation based on Stanton’s (1988, 1989, 

1991) ego-enhancement technique. Subjects were also given information about relaxation and 

Rossi and Nimmons’ (1991) Ultradian techniques. All interventions followed standardised 

written scripts. Subjects completed all stages of the procedure in the same order. 

  1. Treatment Group B subjects were told that: (a) emotional stress due to distressing 

thoughts, memories and dreams directly affects our bodies; (b) learning to relax is an 

important skill for countering the undesirable effects of distressing memories and dreams; (c) 

they would be taught an exercise for relaxing the body and the mind; and (d) they later would 

receive additional training. 

2. Treatment Group B subjects were then oriented to training with the same script used 

for Treatment Group A subjects, which introduced the SUDS procedure, established finger 

signaling, and reviewed the two training memories. After giving a SUDS rating for their 

second training memory, subjects were instructed to let the memory fade away, and to keep 

their eyes closed.  
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3. The stages of the relaxation and guided visualisation procedure were: (a) take a 

deep breath, close eyes, anticipate comfort; (b) respond in own way and own time; (c) attend 

to breathing as a focal point; (d) enact brief progressive muscular relaxation; (e) deepen with 

an imaginal walk through a garden; (f) locate a pond with drifting blossoms, and suggest that 

subjects calm the pond’s surface; (g) find a campfire, write problems on paper, and burn the 

paper; (h) resume walk on the path, find and remove a barrier across the path; (i) make images 

of  a special safe place; and (j) re-orient to surrounds. Subjects then were given the Treatment 

Group B manual, and were encouraged to practise the visualisation/relaxation exercise. 

4. Treatment Group B subjects received notes on how to maximise the benefits of 

relaxation practice, and were encouraged to practice at home the visualisation/relaxation 

exercise at home. 

5. After Treatment Group B subjects completed their 4-week follow-up assessment, 

appointments were made for them to attend for additional treatment that consisted of the two 

session cognitive control therapy procedure administered to Treatment Group A subjects.  

Follow-up Assessments. 

For all subjects, follow-up assessments comprised mailed-out questionnaires 

completed at home. All subjects completed the same assessments prior to, and at 4-weeks 

after the completion of, their respective cognitive control therapy or visualisation/relaxation 

treatment. For Treatment Group A and Group B subjects, subsequent assessments differed in 

timing. Treatment Group A subjects were assessed again at 8 weeks post-treatment. 

Treatment Group B subjects were also assessed again, but at 4 weeks after they completed the 

additional cognitive control therapy procedure.  

Two subjects requested additional counselling, and these meetings took place after the 

4-week follow-up assessment. Otherwise, there was no further face-to-face contact between 

the therapist and subjects after completion of the training sessions.  
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1. As close as possible to 4 weeks after completing their initial treatment, Treatment 

Group A (days after treatment, M = 44, SD = 18, Mode = 29) and Treatment Group B (days 

after treatment, M = 29, SD = 3.4, Mode = 27) subjects completed a second BSI and DTS, and 

a follow-up assessment questionnaire (see Appendix N) with items regarding (a) the nature 

(i.e., sensory qualities, vividness, perspective, controllability) of continuing intrusive 

memories, (b) the nature and effectiveness of strategies for managing re-experiencing 

symptoms and guilt, (c) ratings on 9-point Likert-type scale of the usefulness of training 

procedures for easing trauma memories, (d) a rating of the benefit of participating in the 

programme, (e) any change in medication regime, (f) any change in psychological or 

psychiatric treatment, (g) any new distressing events or circumstances, (g) a rating of how 

much of a problem re-experiencing symptoms posed, and (h) a rating of how often during the 

past month they used the training procedures. 

2. Treatment Group A subjects at eight weeks after their treatment again completed 

the BSI and DTS questionnaires, and provided information regarding any changes in their (a) 

psychological or psychiatric treatment or medication regime, (b) physical health or social 

relationships, or (c) any new distressing events.  

3. After Treatment Group B subjects completed their 4-week follow-up assessment, 

appointments were made for them to attend the clinic for the additional cognitive control 

therapy. At 4 weeks after completion of these extra two sessions of training, Treatment Group 

B subjects completed the same assessments mailed to Treatment Group A subjects at 4 weeks 

post-treatment.  

All data were analysed using a Windows version of Statistical Package for Social 

Sciences (SPSS Version 6.1.3, 1995). 
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Design 
 

The current study used a pre to post-test controlled experimental design to investigate 

the efficacy of a cognitive control therapy treatment for PTSD (i.e., the Treatment A 

condition). Dependent variables included pre-treatment to post-treatment changes in measures 

of PTSD, comorbid symptoms, and subjects’ strategies for managing re-experiencing 

symptoms and guilt, as well as subjects’ ratings of their control over, and vividness of, re-

experiencing symptoms. The therapeutic impact of independent variables, including trait and 

state control and vividness of imagery, and other subject variables, were also investigated.   

Following Basham (1986), given the difficulty in constructing a true psychological 

placebo and the confounding of treatment effects due to differential demand characteristics 

inherent in the use of wait list control groups, this study employed a control group (i.e., 

Treatment B) that enabled the comparison of the experimental treatment with an alternative, 

credible, putatively active therapy. Such a control group is appropriate for questions such as 

which treatment works best and how they differ (Basham, 1986; Klein, 1998).  

The control group (i.e., the Treatment B condition) combined relaxation training, 

which has been found to be mildly therapeutic for Vietnam veterans with PTSD (Watson et 

al., 1997), with a guided visualisation based on Stanton’s (1988, 1989, 1991) ego-

enhancement technique. Both the experimental and control treatments required subjects to 

generate and control non-trauma imagery, but in different ways. The current study attempted 

to investigate the overall and differential effects of these imagery-based treatments. 
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CHAPTER FIVE 

Results 

As indicated by testing of normality and other distribution of data analyses, parametric 

or non-parametric tests were used to examine the statistical significance of within-group and 

between-group comparisons on all variables that measured subjects’ responses to treatment. 

Additionally, multiple linear regression (MLR) analyses were used to (a) evaluate the 

statistical significance of differences between treatment and control subjects’ pre-treatment to 

post-treatment changes on all outcome measures, and (b) to identify significant covariates for 

further study. MLR analyses were of questionable validity, due to the small number of 

subjects in this study, but were employed to maximise the likelihood of detecting any 

between-groups differences in treatment response. To facilitate the MLR analyses, the study 

was designed to obtain pre-treatment data on covariates that were associated in the literature 

with response to PTSD treatments. 

MLR analyses were run on therapeutic outcome endpoints defined as the post-

treatment score minus the pre-treatment score. With each outcome endpoint as the dependent 

variable, a series of MLR was run with each of the potential covariates and treatment group 

membership as independent variables, using the equation   

y = a + b1x1 + b2x2 
 
where y is the outcome dependent variable, a is the intercept, x1 is Group, and x2 is the 

covariate being tested.  

Covariates that were found to have p < .1, indicating a statistically significant 

predictive capability when group membership was held constant, were included in the final 

model, using the equation  

y = a + b1x1 + b2x2 + b3x3 + ... + bnxn 

 
where x1 is Group, and x2 to xn are covariates found to have p < .1.  
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A probability level of p < .1 was chosen to initially identify covariates for inclusion in 

final MLR models in order to increase the likelihood that the final MLR analyses would 

incorporate as many potentially significant covariates as possible. The more usual probability 

level of p < .05 was used to evaluate the statistical significance of all final MLR models.  

Independent variables included in the MLR analyses as potential covariates were of 

the following types: (a) demographic (i.e., age, gender, Vietnam veteran status, level of 

education, living alone or in a relationship, number of traumatic events reported, and age at 

time of main trauma), (b) other treatments (i.e., current use of prescribed medications, current 

and past use of anti-anxiety and anti-depressive medication, previous psychological and 

psychiatric treatments, and changes in medications and mental health treatments during the 

pre to post-treatment assessment period), (c) pre-treatment PTSD pathology (i.e., DTS Total 

and Subscale scores, control of re-experiencing symptoms and guilt, and effectiveness of 

strategies for managing re-experiencing symptoms and guilt), (d) motivational factors (i.e., 

degree of problem posed by symptoms, desire to change symptoms, perceived chances of 

changing symptoms, and post-treatment use of procedures), (e) co-morbid psychopathology 

(i.e., use of alcohol, days per month alcohol used, typical amount of alcohol consumed, BSI 

GSI and Subscale scores, and CAPS Associated Features of guilt and dissociation), and (f) 

trait and state vividness and control of imagery and re-experiencing symptoms (i.e., Betts 

QMI Total and Subscale scores, CVIQ, and vividness and control of intrusive imagery. If p < 

.10 for the total score on a scale (e.g., DTS Total, BSI GSI, QMI Total) during the initial 

MLR run, then subscales for those scales were not included in the final model. 

Setting stringent levels of significance, with Bonferroni or other kinds of correction, 

decreases the likelihood of Type 1 errors, but increases the incidence of Type 2 errors. Given 

that the present study was an initial investigation with a relatively small sample size, and a 
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consequent less than optimal statistical power, an alpha level of .05 was adopted for statistical 

tests other than the initial Multiple linear regression (MLR) analyses.  

In this study, Effect Size calculations utilised Cohen's (1988) d statistic. In meta-

analyses, the independent groups form of the d statistic is often used to compare the results of 

treatment and control groups. In their meta-analysis, van Etten and Taylor (1998) applied the 

independent groups formula for d to pre-treatment and post-treatment scores for the same 

groups, calculated as (Mpre - Mpost)/SDpooled, where SDpooled = [(SD2
pre + SD2

post) /2]. However, 

in a PTSD treatment outcome study, Taylor et al. (2001) utilised the dependent groups version 

of the formula for calculating d as d = (Mpre - Mpost)/[[square root](SDpre
2 + SDpost

2 - 2 × r × SDpre 

× SDpost)], where r is the correlation between pre-treatment and post-treatment scores, and 

argued that, by incorporating correlation data, this formula provided a more accurate estimate 

of effect size when comparing pre-treatment and post-treatment scores for the same group.  

To facilitate comparisons with other research, in the present study both the dependent 

and independent groups formulae for d were applied to the pre-treatment to post-treatment 

scores for each treatment group. Cohen (1988) suggested that d values of .2, .5, and .8 could 

be approximately interpreted as indicating respective small, medium, and large effect sizes.  

Descriptive Statistics  

Treatment Effects. 

Table 5 presents subjects’ mean and standard deviations for pre-treatment and 4-weeks 

post-treatment, and follow-up, Davidson Trauma Scale (DTS), Brief Symptom Inventory 

(BSI), and the modified CAPS Associated Features scale scores. For the modified CAPS 

Associated Features items, subjects’ ratings of the frequency and intensity for each symptom 

were summated to yield a single measure of severity for each symptom.  
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Table 5  
 
Subjects’ Mean and Standard Deviations for Davidson Trauma Scale, Brief Symptom 
Inventory, and CAPS Associated Features Scores                                          
__________________________________________________________________________ 

 
                          Pre-treatment              4-weeks posta              Follow-upb    
                     __________________          ___________________        __________________ 
                     Group Ac     Group Bd        Group A     Group B       Group A   Group B 
                       M ( SD)       M ( SD)             M ( SD)        M ( SD)        M ( SD)        M ( SD) 
___________________________________________________________________________ 
DTS Scale 
 
Total         74.9 (27.5)   73.3 (32.3)        46.9 (33.8)   44.6 (36.5)        45.9 (37.6)   43.4 (36.2)  
Intrusion      17.9 (9.3)     22.1 (9.3)         12.1 (10.9)   11.7 (11.3)        10.3 (10.8)   12.1 (11.2) 
Avoidance   30.1 (13.5)   27.1 (15.2)       17.1 (14.7)   16.4 (13.7)        18.5 (16.2)   15.8 (15.0) 
Arousal        26.1 (8.3)     24.1 (9.8)         17.5 (10.9)   16.5 (12.4)        17.2 (12.6)   15.6 (11.8) 
___________________________________________________________________________ 
BSI Scale      
 
GSI          1.8 (0.9)    1.7 (0.9)          1.2 (1.0)     1.2 (0.9)        1.2 (1.0)    1.1 (0.9) 
Anxiety        2.1 (0.9)    1.8 (1.3)          1.3 (1.2)     1.3 (1.0)        1.3 (1.2)    1.2 (0.9) 
Depression   1.9 (1.0)    1.5 (1.0)              1.3 (1.4)     1.2 (1.1)        1.2 (1.1)    0.8 (1.1) 
Hostility       1.7 (1.2)    1.4 (0.8)           1.1 (1.1)     0.9 (0.7)        1.0 (1.0)    1.0 (0.7) 
___________________________________________________________________________ 
CAPS Associated Features        
 
Guilte            3.4 (2.6)    4.8 (3.4)             2.3 (2.5)       3.1 (3.0)      
S Guiltf         1.9 (2.4)    2.1 (3.3)             1.7 (2.5)      1.7 (3.2)      
Dissoc.1g      3.9 (2.3)    3.7 (3.1)             3.3 (2.8)       3.2 (2.9)      
Dissoc.2h      3.4 (2.2)    3.6 (3.0)             2.1 (2.7)       2.8 (2.9)      
Dissoc.3i       2.1 (2.5)    2.9 (3.0)             1.9 (2.7)       2.1 (3.1)      
___________________________________________________________________________ 
Note. See Table 13 (Appendix O1) for analyses of the statistical significance of between groups differences in all 
scores at all assessment points. See Table 7 for analyses of the statistical significance of pre-treatment to post-
treatment changes in scores for the DTS and BSI scales. See Table 15 (Appendix P1) for analyses of the 
statistical significance of 4 weeks post-treatment to follow-up changes in scores for the DTS and BSI. See Table 
16 (Appendix P2) for analyses of the statistical significance of pre-treatment to post-treatment changes in 
subjects’ scores for the modified CAPS Associated Features Scales. 
a For Treatment Group A subjects, 4 weeks after Cognitive Control Therapy, for Treatment Group B subjects, 4 
weeks after Visualisation/relaxation. b For Treatment Group A subjects, 8 weeks after Cognitive Control 
Therapy, for Treatment Group B subjects, 4 weeks after the additional Cognitive Control Therapy procedure.     c 
Treatment Group A subjects, n = 15. d Treatment Group B subjects, n = 11 at pre-treatment, n = 9 at 4 weeks 
post treatment. e Guilt due to acts of omission or commission, f Survivor guilt, g Reduced awareness of 
surrounds, h Derealisation, i Depersonalisation. 
 

From Table 5 it can be seen that (a) there appeared to be generally small differences 

between the scores of each group of subjects on all measures at all assessment points, (b) from 

similar levels of pre-treatment PTSD and comorbid symptoms, by 4 weeks post-treatment, 
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Treatment Group A and Treatment Group B subjects had achieved substantial reductions in 

their ratings of symptom severity, (c) the gains evident measures of PTSD and comorbid 

symptoms at 4 weeks post-treatment were maintained at the follow-up assessments, and (d) 

uniform but relatively smaller reductions in the severity of guilt, survivor guilt, and three 

forms of dissociation were achieved pre-treatment to 4 weeks post-treatment by subjects from 

both treatment groups.   

 Table 6 presents pre-treatment and post-treatment mean and standard deviation scores 

for subjects’ ratings of the (a) perceived vividness and control of trauma memories and 

associated feelings of guilt, and (b) the effectiveness of strategies they employed for 

managing trauma related memories, dreams, and guilt. 

Table 6 
 
Mean and Standard Deviation Scores for Subjects’ Ratings of Vividness and Control of 
Intrusive Memories and Guilt, and Ratings of the Effectiveness of Strategies for Managing 
Trauma-related Memories, Dreams and Guilt 
_______________________________________________________________________ 

 
                       Pre-treatment                                      4-weeks post                 

                                    ______________________             ___________________________    
                                          Group A        Group B                  Group A      Group B         
Variable                             M ( SD)       M ( SD)                          M ( SD)           M ( SD)           
___________________________________________________________________________ 
Vividness and control of trauma memories and guilt 
 
Vividness of memoriesa    2.8 (2.2)       3.3 (2.0)                        3.8 (1.7)           3.6 (1.6)       
Control of memoriesb        3.0 (1.7)       2.9 (2.3)                        4.9 (1.5)           4.7 (1.9)      
Control of guiltc                2.0 (1.8)       2.6 (2.1)                        4.9 (1.2)           4.9 (2.2)      
__________________________________________________________________________ 
Effectiveness of strategies for managing trauma memories, dreams and guilt 
 
Memoriesd                        3.7 (1.9)       3.2 (1.6)                         4.9 (1.4)           4.7 (1.5)                        
Dreamse                                          3.6 (1.9)       3.2 (2.3)                         5.1 (1.7)           3.9 (2.2)    
Guiltf                                                 3.6 (2.3)       2.0 (1.9)                         5.6 (1.5)           5.3 (2.0)     
__________________________________________________________________________ 
Note. See Table 14 (Appendix O2) for statistical analyses of between group differences in all scores at 
assessment points. See Table 8 for analyses of the statistical significance of subjects’ pre to post-treatment 
changes in scores for all scales.  
a 1 to 7 scale on the QMI, with 1 representing as clear and vivid as the actual experience. Group A, n = 14; 
Group B, n = 11. b 0 to 8 scale , with 8 representing very strong control. In Group A, n = 14; Group B, n = 11. c 

Group A, n = 10; Group B, n = 9. d Group A, n = 14; Group B, n = 11. e Group A, n = 9; Group B, n = 6. f Group 
A, n = 10; Group B, n = 9. 
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From Table 6 it can be seen that for both Treatment Group A and Treatment Group B 

subjects’ there were pre-treatment to post-treatment increases in their rated ability to control 

intrusive trauma memories and associated feelings of guilt, and corresponding pre-treatment 

to post-treatment decreases in the vividness of recalled trauma memories. Table 6 also shows 

that for subjects in both treatment groups there were pre-treatment to post-treatment increases 

in their mean ratings of the perceived effectiveness of strategies for managing trauma 

memories, dreams, and guilt.  

In order to test hypotheses and the statistical significance of differences in scores pre 

to post-treatment and between groups at assessment points, the following analyses were 

conducted. 

Analyses 
 

The statistical significance of between groups differences, at each assessment point, 

for scores on the Davidson Trauma Scale, Brief Symptom Inventory, and CAPS Associated 

Features Scales, were investigated and are presented in Table 13 (see Appendix O1). 

From Table 13 it can be seen that there was no statistically significant difference 

between Treatment Group A and Treatment Group B subjects’ scores, at pre-treatment, 4 

weeks post-treatment, or follow-up assessments, on any (a) DTS scale (i.e., DTS Total and 

Intrusion, Avoidance, Arousal subscales), (b) BSI scale (i.e., BSI GSI and Anxiety, 

Depression, Hostility subscales), or (c) CAPS Associated Features scales (i.e., Guilt, Survivor 

guilt, Reduced awareness, Derealisation, Depersonalisation subscales).  

The statistical significance of between groups differences, at each assessment point, 

for subjects’ ratings of the vividness of recalled memories, their control over trauma 

memories and guilty feelings, and their rated effectiveness of strategies for managing trauma-

related memories, dreams and guilt were investigated, and are presented in Table 14 (see 

Appendix O2).  
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From Table 14 it can be seen that there was no statistically significant difference 

between Treatment Group A and Treatment Group B subjects’ scores, at either pre-treatment 

or at 4 weeks post-treatment, on ratings of perceived (a) vividness of recalled memories, (b) 

control over recalled trauma memories, (c) control over guilty feelings, or (d) the 

effectiveness of strategies for dealing with trauma-related memories, dreams, and guilt.  

The statistical significance of differences between Treatment Group A and Treatment 

Group B subjects’ pre-treatment to 4 weeks post-treatment, and pre-treatment to follow-up, 

scores on the Davidson Trauma Scale and Brief Symptom Inventory were investigated and are 

presented in Table 7. 

From Table 7 it can be seen that: (a) for both Treatment Group A and Treatment 

Group B subjects there were statistically significant differences between their pre-treatment to 

4 weeks post-treatment, and pre-treatment to follow-up, scores for all DTS scales; (b) for 

Treatment Group A subjects there were statistically significant differences between their pre-

treatment to 4 weeks post-treatment, and pre-treatment to follow-up, scores for all BSI scales; 

and (c) for Treatment Group B subjects there was a statistically significant difference between 

their pre-treatment and 4 weeks post-treatment score on the BSI Hostility subscale. 
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Table 7 
 
Statistical Analyses of Subjects’ Pre-treatment to Post-treatment and Pre-treatment to 
Follow-up Changes in Scores on the Davidson Trauma Scale and Brief Symptom Inventory                             
__________________________________________________________________________ 

 
    Scale        Comparisonsa Group  Test  Statistic Significance 
__________________________________________________________________________ 
DTS         
   Total  Pre-Post      A             t-test  t(14) = 4.39           p = .001 

        B  t-test                t(10) = 4.47           p = .001 
  Pre-Follow     A  t-test             t(14) = 4.95           p = .000 
        B  t-test                  t(8) = 4.02           p = .004 
   Intrusion  Pre-Post      A             Wilcoxon                  Z = -2.38          p = .02  

        B         Wilcoxon                  Z = -.805          p =  .005 
  Pre-Follow     A         Wilcoxon                  Z = -2.99          p = .003 
                   B            t-test                   t(8) = 5.13            p = .001 
   Avoidance   Pre-Post      A             t-test  t(14) = 4.45        p = .001 

        B  t-test                t(10) = 3.50            p = .006 
  Pre-Follow     A  t-test             t(14) = 4.51            p = .000 
        B  t-test               t(8) = 3.65            p = .006 
   Arousal        Pre-Post      A             t-test  t(14) = 3.74        p = .002 

        B  t-test                t(10) = 2.99            p = .01 
  Pre-Follow     A  t-test             t(14) = 3.37            p = .01            
        B  t-test                  t(8) = 2.46            p = .04 
___________________________________________________________________________ 
BSI       
   GSI  Pre-Post      A             t-test  t(14) = 3.86            p = .002 

        B  t-test                t(10) = 2.21            p = .05             
  Pre-Follow     A  t-test                   Z = -3.01          p = .003    
        B  t-test               t(8) = 2.21            p = .06 
   Anxiety        Pre-Post      A             t-test             t(14) = 3.73            p = .002 

        B  t-test                t(10) = 1.79            p = .10        
  Pre-Follow     A         Wilcoxon                  Z = -3.25           p = .001        
        B  t-test    t(8) = 1.92            p = .09 
   Depression   Pre-Post      A         Wilcoxon                  Z = -2.14           p = .03  

        B         Wilcoxon                 Z = -1.13           p = .26        
  Pre-Follow     A         Wilcoxon                  Z = -2.83           p = .005  
        B  t-test               t(8) = 1.89            p = .10 
   Hostility       Pre-Post      A          Wilcoxon       Z = -2.78          p = .005 

        B          Wilcoxon                 Z = -2.50          p = .01      
  Pre-Follow     A  t-test             t(14) = 3.08            p = .008      
        B  t-test    t(8) = 1.21            p = .261 
___________________________________________________________________________ 
Note. For Treatment Group A subjects, Post-treatment and Follow-up scores were respectively obtained 4 and 8 
weeks after the Cognitive Control Therapy. For Treatment Group B subjects, 4 weeks post-treatment scores were 
obtained at about four weeks after completion of the Visualisation/relaxation procedure, and Follow-up scores 
were obtained four weeks after completion of the additional Cognitive Control Therapy.  
a Statistical comparisons, Pre-Post = Pre-treatment to 4 weeks post treatment, and Post-Follow = 4 weeks post-
treatment to Follow-up. 
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The statistical significance of 4 weeks post-treatment to follow-up changes in 

Treatment Group A and Treatment Group B subjects’ scores on the Davidson Trauma Scale 

and Brief Symptom Inventory were investigated, and are presented in Table 15 (see Appendix 

P1). 

From Table 15 it can be seen that for both Treatment Group A and Treatment Group B 

subjects there was no statistically significant difference between their 4 weeks post-treatment 

and follow-up scores for any DTS or BSI scale. This finding indicated that for subjects in 

both treatment groups the statistically significant pre-treatment to post-treatment 

improvements in DTS and BSI scores were maintained at the follow-up assessment. 

The statistical significance of pre-treatment to 4 weeks post-treatment changes in 

Treatment Group A and Treatment Group B subjects’ scores on the CAPS Associated 

Features Scales were investigated, and are presented in Table 16 (see Appendix P2). 

From Table 16 it can be seen that for both Treatment Group A and Treatment Group B 

subjects there was no statistically significant difference between any of their pre-treatment 

and 4 weeks post-treatment CAPS Associated Features scores.  

The statistical significance of differences between Treatment Group A and Treatment 

Group B subjects’ pre-treatment and 4 weeks post-treatment ratings of the vividness of their 

intrusive memories, their control over trauma-related memories and guilt, and the 

effectiveness of their strategies for managing trauma-related memories, dreams and guilt were 

investigated, and are presented in Table 8. 
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Table 8 
 
Statistical Analyses of Subjects’ Pre to Post-treatment Changes in Ratings of Vividness and 
Control of Intrusive Memories and Guilt, and Ratings of the Effectiveness of Strategies for 
Managing Trauma-related Memories, Dreams and Guilt 
__________________________________________________________________________ 

 
    Scale           Group  Test  Statistic Significance 
__________________________________________________________________________ 
 
Vividness and control of trauma memories and guilt  
Vividness of memories     A          Wilcoxon  Z  = -2.65     p = .01 
        B          Wilcoxon            Z = -1.83            p = .07. 
Control of memories             A                 t-test        t(13) = -2.81             p = .02 
        B               Wilcoxon           Z = -1.96       p = .05 
Control of guilt                           A               Wilcoxon           Z = -2.69             p = .01  
                                                    B               Wilcoxon           Z = -2.54              p = .01 
__________________________________________________________________________ 
 
Effectiveness of strategies for managing trauma memories, dreams and guilt 
Memories                                   A                   t-test          t(13) = -1.81              p = .09 
                  B               Wilcoxon            Z = -2.32              p = .02 
Dreams                                                          A                   t-test            t(8) = -2.26              p = .05 
          B               Wilcoxon            Z = -1.63              p = .10 

Guilt                                           A                   t-test            t(8) = -2.50              p = .04 
                  B                Wilcoxon           Z =  -2.37             p = .02 
___________________________________________________________________________ 
 

From Table 8 it can be seen that for Treatment Group A subjects, from pre-treatment 

to 4 weeks post-treatment assessments, there was a statistically significant (a) decrease in the 

rated vividness of recalled trauma memories and (b) increases in their perceived control over 

intrusive trauma related memories and guilt. For Treatment Group B subjects there was a 

statistically significant pre-treatment to 4 weeks post-treatment improvement in their rated 

ability to control guilt associated with recall of trauma memories. 

Additionally, from Table 8 it can be seen that for Treatment Group A subjects, from 

pre-treatment to 4 weeks post-treatment assessments, there was a statistically significant 

improvement in the rated effectiveness of their strategies for managing guilt associated with 

recall of trauma memories. For Treatment Group B subjects, from pre-treatment to 4 weeks 
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post-treatment assessments, there was a statistically significant improvement in the rated 

effectiveness of their strategies for managing recalled trauma memories and associated guilt. 

The first hypothesis of this study was that Treatment Group A subjects, relative to 

Treatment Group B subjects, would achieve a statistically significant greater pre to post-

treatment reduction in symptoms of PTSD.  

The analyses presented in Table 13 indicated that there was no statistically significant 

difference between Treatment Group A and Treatment Group B subjects’ scores on any DTS 

scale (i.e., DTS Total, Intrusion, Avoidance, Arousal subscales) at any assessment point. 

Thus, the first hypothesis was not supported. 

MLR analyses were performed to further investigate the statistical significance of 

between groups differences in DTS scores at assessment points. Table 17 (see Appendix Q1) 

presents MLR analyses for between groups differences in pre-treatment to 4 weeks post-

treatment changes in DTS scores. Table 17 shows that in all four MLR models for DTS 

scores, treatment group membership did not have a significant predictive capability in the 

presence of the other covariates. Thus, the MLR analyses confirmed the finding that the first 

hypothesis was not supported. 

The second hypothesis of this study was that Treatment Group A subjects would 

achieve statistically significant reductions, pre-treatment to post-treatment, in PTSD 

symptoms. The analyses presented in Table 7 indicated that for Treatment Group A subjects 

there were statistically significant differences between their pre-treatment and 4 weeks post-

treatment scores for the: (a) DTS Total, t(14) = 4.39, p = .001; (b) DTS Intrusion, Z = -2.38, p 

= .02; (c) DTS Avoidance, t(14) = 4.45, p = .001; and (d) DTS Arousal, t(14) = 3.74, p = .002, 

subscales. Additionally, there were significant differences between Treatment Group A 

subjects’ pre-treatment and follow-up scores for the: (a) DTS Total, t(14) = 4.95, p = .000; (b) 

DTS Intrusion, Z = -2.99, p = .003; (c) DTS Avoidance, t(14) = 4.51, p = .000; and (d) DTS 
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Arousal, t(14) = 3.37, p = .005, subscales. Analyses presented in Table 15 indicated that for 

Treatment Group A subjects gains were maintained from 4 weeks post-treatment to 

assessment at follow-up, with no statistically significant difference between their 4 week post-

treatment and follow-up scores for any DTS scale. Thus, the second hypothesis was 

supported. 

Pre-treatment to post-treatment changes in PTSD symptoms for Treatment Group B 

subjects were investigated. The analyses presented in Table 7 indicated that there were 

statistically significant differences between Treatment Group B subjects’ pre-treatment and 4 

weeks post-treatment scores for the: (a) DTS Total, t(10) = 4.47, p = .001; (b) DTS 

Avoidance, t(10) = 3.50, p = .006; (c) DTS Arousal, t(10) = 2.99, p = .014; (d) and DTS 

Intrusion, Z = -.805, p =  .005 subscales. Further, analyses presented in Table 15 indicated that 

for Treatment Group B subjects there was no statistically significant difference between any 

of their DTS scores 4 weeks after their initial relaxation/guided visualisation procedure and 4 

weeks after they completed the additional cognitive control therapy. 

The clinical significance of each group of subjects’ pre-treatment to post-treatment 

change in PTSD symptoms was analysed in terms of: (a) the mean percentage change, pre-

treatment to post-treatment, in DTS total scores; (b) subjects’ ratings of the benefit of 

participating in the study; (c) subjects’ post-treatment ratings how much a problem intrusive 

symptoms were for them; (d) a comparison of effect size statistics with van Etten and Taylor’s 

(1998) meta-analysis findings; and (e) a pre-treatment to post-treatment comparison of the 

number of subjects with PTSD.  

From pre-treatment to 4-weeks post-treatment, there was a mean percentage change 

(SD in parentheses) in DTS Total scores for Treatment Group A subjects of 39% (36.1) and 

for Treatment Group B subjects of 44.6% (29.7). Both Treatment Group A (M = 6.0, SD = 

1.74) and Treatment Group B (M = 6.4, SD = 1.9) subjects rated the benefit of participating in 
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the study as marked. Further, for both Treatment Group A (n = 15) and Treatment Group B (n 

= 11) subjects, there were statistically significant differences between their pre-test (Group A 

subjects, M = 5.2, SD = 1.7; Group B, M = 5.0, SD = 1.6) and 4-weeks post-test (Group A, M 

= 3.2, SD = 2.0; Group B, M = 3.3, SD = 2.0) ratings of how much a problem intrusive 

symptoms were to them (Treatment Group A, Z = -3.11, p = .002; Treatment Group B, Z = -

2.70, p = .007).  

Table 9 presents Cohen’s d effect size statistics for pre-treatment to 4 weeks post-

treatment, and pre-treatment to follow-up, changes in subjects’ DTS, BSI and CAPS 

Associated Features scores.  

From Table 9 it can be seen that there were generally large effect sizes for the changes 

in subjects’ DTS scores from pre-treatment to 4 weeks post-treatment and at follow-up, with 

the exception of a medium sized effect for Treatment Group A subjects for the change in 

intrusive symptoms by 4 weeks post-treatment. 
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Table 9 
 
Effect Size Statistics for Subjects’ Davidson Trauma Scale, Brief Symptom Inventory, and 
CAPS Associated Features Scores                                          
___________________________________________________________________________ 
            Assessment point 

  _____________________________________________________________ 
                   4-weeks posta                      Follow-upb  

 _____________________________        __________________________ 
          Group A                 Group B         Group A                 Group B 

                              dc                             dc                                                    dc                             dc 
__________________________________________________________________________ 
Davidson Trauma Scale  
 
Total             1.1 (0.9)      1.4 (0.8)                          1.3 (0.9)                1.4 (0.9) 
Intrusion            0.6 (0.6)          1.7 (1.0)           1.0 (0.8)                1.8 (1.0) 
Avoidance            1.2 (0.9)          1.1 (0.7)           1.2 (0.8)                1.2 (0.8) 
Arousal            1.0 (0.9)          0.9 (0.7)           0.9 (0.8)                0.9 (0.8) 
___________________________________________________________________________ 
Brief Symptom Inventory  
 
GSI             1.0 (0.6)                0.7 (0.5)                           1.0 (0.7)                0.9 (0.7) 
Anxiety            1.0 (0.8)          0.5 (0.4)           1.0 (0.7)                0.6 (0.6) 
Depression            0.7 (0.4)          0.4 (0.3)           1.0 (0.7)                0.7 (0.7) 
Hostility            0.8 (0.5)          1.0 (0.7)           0.8 (0.6)                0.6 (0.6) 
___________________________________________________________________________ 
CAPS – Associated features 
 
Guilt                            0.4 (0.3)          0.5 (0.4)    
Survivor Guilt            0.1 (0.1)          0.1 (0.1) 
Reduced awareness    0.3 (0.2)          0.2 (0.1) 
Derealisation              0.5 (0.4)           0.3 (0.2) 
Depersonalisation       0.1 (0.1)            0.3 (0.2) 
___________________________________________________________________________ 
Note. For DTS scores, Treatment Group A subjects, n = 15, and for Treatment Group B subjects, n = 11 at pre-
treatment, and n = 9 at 4 weeks post treatment. For BSI and CAPS Associated Features scores, Treatment Group 
A subjects, n = 15, and for Treatment Group B subjects, n = 11 at pre-treatment, n = 11 at 4 weeks post 
treatment, and n = 9 at follow-up. 
a For Treatment Group A subjects, 4 weeks after Cognitive Control Therapy, for Treatment Group B subjects, 4 
weeks after Visualisation/relaxation. b For Treatment Group A subjects, 8 weeks after Cognitive Control 
Therapy, for Treatment Group B subjects, 4 weeks after the additional Cognitive Control Therapy procedure. c 
ES scores as Cohen’s d calculated using repeated measures formula (with d using independent groups formula 
applied to pre and post-treatment scores in parentheses).  
 

In the current study, effect sizes for total PTSD symptoms, pre-treatment to post-

treatment, were recalculated to conform to van Etten and Taylor’s (1998) calculation of 

Cohen's (1988) “d”, and indicated large effects for Treatment Group A (d = 0.9) and 

Treatment Group B (d = 0.8) subjects. When compared to van Etten and Taylor’s (1998) 
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meta-analysis, these effect sizes exceeded the average effect size for drug treatment studies (n 

= 19, M duration = 9.3 weeks, d = .69), pill placebo (n = 4, M duration = 7.8 weeks, d = .51), 

and wait list control (n = 5, M duration = 10.6 weeks, d = .44), but were less than the average 

effect size of behavioural treatments (n = 13, M duration = 9.8 weeks, d = 1.3), EMDR (n = 

11, M duration = 3.7 weeks, d = 1.2), and psychological treatments overall (d = 1.2).  

 Table 10 presents the frequency of Treatment Group A and Group B subjects in 

diagnostic PTSD syndrome categories at pre-treatment and 4 weeks post-treatment. 

Table 10 
 
Frequency of Subjects in Diagnostic Syndrome Categories at Pre and Post-treatment 
___________________________________________________________________________ 

                   Assessment point 
                                 Pre-treatment                4 weeks post   
 
Syndrome                         Group A     Group B                    Group A      Group B  
___________________________________________________________________________ 
 
PTSD                      9       8        5          6          
Sub PTSD 1 (ABD)                    2       0        4          2           
Sub PTSD 2 (BCD)          4       2        4          1           
Non-PTSD                 0  1        2          2   
___________________________________________________________________________ 
         n =          15            11              15          11          
___________________________________________________________________________ 
Note. Criteria A, B, C, and D, represent subjects’ symptom compliance with corresponding DSM-IV-TR PTSD 
criteria, as indicated by the presence or absence of symptom responses to the Davidson Trauma Scale (i.e. 
absence = a zero score on Frequency and Severity Scales). 
  

From Table 10 it can be seen that, from pre-treatment to 4 weeks post-treatment, the 

number of subjects whose symptoms satisfied DSM-IV-TR PTSD criteria fell from 17 to 11, 

with this changed diagnostic status being reflected in a respective pre-treatment to post-

treatment increase from 8 to 11 in the number of subjects exhibiting sub-syndromal PTSD, 

and a pre-treatment to post-treatment increase from 1 to 4 in the number of non-PTSD 

subjects. 

Thus, the clinical significance of post-treatment reductions in PTSD symptoms 

achieved by both groups of subjects was supported by findings that: (a) subjects generally 
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rated the benefit of participating in the study as marked, (b) subjects’ ratings of how much a 

problem intrusive symptoms were for them declined significantly by post-treatment, (c) effect 

sizes for the current study were generally large compared to van Etten and Taylor’s (1998) 

meta-analysis for drug treatments, pill placebo, and wait list control; and (d) a post-treatment 

decline in the number of subjects with diagnosable PTSD.  

The third hypothesis of this study was that Treatment Group A subjects, relative to 

Treatment Group B subjects, would achieve statistically significant greater pre-treatment to 

post-treatment reductions in symptoms of comorbid psychopathology.  

The analyses presented in Table 13 indicated that there was no statistically significant 

difference between Treatment Group A and Treatment Group B subjects’ scores on any BSI 

scale (i.e., BSI GSI, Anxiety, Depression, Hostility subscales) or CAPS Associated Features 

scale (i.e., Guilt, Survivor guilt, Reduced awareness, Derealisation, Depersonalisation 

subscales) at any assessment point. Thus, the third hypothesis was not supported. 

MLR analyses were performed to further investigate the statistical significance of 

between groups differences in BSI and CAPS Associated Features scores at assessment 

points. Table 18 (see Appendix Q2) and Table 19 (see Appendix Q3) respectively present 

multiple linear regression analyses for pre-treatment to 4 weeks post-treatment changes in 

scores for the BSI and the modified CAPS Associated Features scales.  

From Tables 18 and 19 it can be seen that across all MLR models, treatment group 

membership did not have a significant predictive capability in the presence of the other 

covariates. Thus, the MLR analyses confirmed the finding that the third hypothesis was not 

supported.  

The fourth hypothesis of this study was that Treatment Group A subjects would 

achieve statistically significant reductions, pre-treatment to post-treatment, in symptoms of 
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comorbid psychopathology, as assessed by the BSI GSI, and Anxiety, Depression, and 

Hostility subscales, and modified CAPS Associated Features guilt and dissociation items.  

The analyses presented in Table 7 indicated that for Treatment Group A subjects there 

were statistically significant differences between their pre-treatment and 4 weeks post-

treatment scores for the: (a) BSI GSI, t(14) = 3.86, p = .002; (b) BSI Anxiety, t(14) = 3.73, p 

= .002; (c) BSI Depression, Z = -2.14, p = .03; and (d) BSI Hostility, Z = -2.78, p = .005, 

subscales. Further, Table 7 shows that there were also significant differences between 

Treatment Group A subjects’ pre-treatment and 8 weeks post-treatment scores for the: (a) BSI 

GSI, Z = -3.01, p = .003; (b) BSI Anxiety, Z = -3.25, p = .001; (c) BSI Depression, Z = -2.83, 

p = .005; and (d) BSI Hostility, t(14) = 3.08, p = .008, subscales. For Treatment Group A 

subjects there was no statistically significant difference between their 4 weeks and 8 weeks 

post-treatment scores on any BSI scale. These results indicated that Treatment Group A 

subjects achieved statistically significant post-treatment reductions in comorbid symptoms of 

general psychological distress, anxiety, depression, and hostility, and these gains were 

maintained at 8 weeks post-treatment.  

The analyses presented in Table 16 indicated that for Treatment Group A subjects 

there was no statistically significant difference between their pre-treatment and 4 weeks post-

treatment scores on any CAPS Associated Features scale. 

Thus, hypothesis four was partially supported by findings that Treatment Group A 

subjects achieved statistically significant post-treatment improvements on some, but not all, 

measures of co-morbid symptoms. Specifically, Treatment Group A subjects achieved 

statistically significant post-treatment improvements on the BSI GSI, and Anxiety, 

Depression, and Hostility subscales, but not on the CAPS Associated Features items for Guilt 

over acts, Survivor guilt, Reduced awareness of surrounds, Derealisation, or 

Depersonalisation.  
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Pre-treatment to post-treatment changes in Treatment Group B subjects’ scores on 

measures of symptoms of co-morbid psychopathology were investigated. The analyses 

presented in Table 7 indicated that for Treatment Group B subjects there were statistically 

significant differences between their pre-treatment and 4-weeks post-treatment scores for the 

BSI Hostility, Z = -2.50, p = .01, subscale, but not for the BSI GSI, BSI Anxiety, or BSI 

Depression subscales. The analyses presented in Table 15 indicated that for Treatment Group 

B subjects, there was no statistically significant difference between their BSI scores when 

assessed 4 weeks after their initial visualisation/relaxation procedure and when they were 

assessed again 4 weeks after they completed the additional cognitive control therapy 

procedure. These results indicated that, for Treatment Group B subjects, there was no 

significant additional improvement in comorbid symptoms, as assessed by the BSI, 4 weeks 

after the additional cognitive control therapy. 

The analyses presented in Table 16 indicated that for Treatment Group B subjects 

there was no statistically significant difference between their pre-treatment and 4 weeks post-

treatment scores for the CAPS Associated Features scales (i.e., Guilt, Survivor guilt, Reduced 

awareness of surrounds, Derealisation, and Depersonalisation).  

 The clinical significance of both treatment groups’ pre-treatment to post-treatment 

changes in symptoms of comorbid psychopathology was investigated in terms of (a) Jacobson 

and Truax’s (1991) definition of clinically significant change, and (b) effect size statistics for 

the pre-treatment to post-treatment changes in subjects’ scores on measures of comorbid 

symptoms. 

Jacobson and Truax (1991) operationally defined clinically significant change as a 

post-treatment level of functioning that places the subject closer to the mean of the functional 

population than it does to the mean of the dysfunctional population. Prior to treatment, 1 

Treatment Group A subject’s BSI GSI t-score was closer to the mean of the appropriate adult 
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non-clinical rather than the clinical psychiatric outpatient normative group, while at 4 weeks 

post-treatment, 6 Treatment Group A and 3 Treatment Group B subjects’ BSI GSI t-scores 

satisfied the Jacobson and Truax’s (1991) criteria.  

In regards to effect size statistics, from Table 9 it can be seen that for Treatment Group 

A subjects the effect sizes of changes in comorbid symptoms at 4 and 8 weeks post-treatment, 

as measured by the BSI GSI, Anxiety, Depression and Hostility subscales, were generally in 

the large range. By contrast, for Treatment Group B subjects, effect sizes achieved by 4 weeks 

post-treatment were in the moderate range on the BSI GSI, Anxiety, and Hostility scores, but 

were in the small to moderate range for the Depression subscale. For Treatment Group B 

subjects, by 4 weeks after their additional cognitive control therapy, effect sizes were large for 

the BSI GSI, and were in the medium to large range for scores on Anxiety, Depression, and 

Hostility subscales. 

 From Table 9 it can also be seen that, for both treatment groups, subjects’ mean 

ratings of the level of guilt, survivor guilt, and three forms of dissociative symptoms at 4 

weeks post-treatment yielded effect sizes in the small to moderate range across all variables. 

The fifth hypothesis of this study was that Treatment Group A subjects would achieve 

a significantly greater pre-treatment to post-treatment increase, relative to Treatment Group B 

subjects, in their rated control of recalled trauma memories and guilt, and a corresponding 

greater decrease in the vividness of intrusive memories. 

Analyses presented in Table 14 indicated that there was no statistically significant 

difference between Treatment Group A and Treatment Group B subjects’ ratings of vividness 

of recalled memories, control over trauma memories, and control over guilty feelings at either 

pre-treatment or at the 4 weeks post-treatment assessment. Thus, the fifth hypothesis was not 

supported.  
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MLR analyses were performed to further investigate the statistical significance of 

between groups differences in subjects’ ratings of vividness of recalled memories, control 

over trauma memories, and control over guilty feelings at assessment points. Table 20 (see 

Appendix Q4) presents multiple linear regression analyses for pre-treatment to 4 weeks post-

treatment changes in scores for subjects’ ratings of vividness of recalled memories, control 

over trauma memories, and control over guilty feelings.  

From Table 20 it can be seen that across all MLR models, treatment group 

membership did not have a significant predictive capability in the presence of the other 

covariates. These findings indicated that there was no statistically significant difference in the 

degree of post-treatment change between Treatment Group A and Group B subjects’ ratings 

of the vividness of intrusive trauma memories, or their ability to control trauma memories or 

guilt. Thus, the MLR analyses confirmed the finding that the fifth hypothesis was not 

supported. 

The statistical and clinical significance of pre-treatment to 4 weeks post-treatment 

changes in subjects’ ratings of the vividness of intrusive memories, and their control over 

trauma memories and guilt were investigated.  

From Table 8 it can be seen that, for Treatment Group A subjects, from pre-treatment 

to 4 weeks post-treatment assessments there was a statistically significant: (a) decline in the 

rated vividness of recalled trauma memories, Z = -2.65, p = .008; (b) improvement in control 

over intrusive memories, t(13) = -2.81, p = .015; and (c) improvement in control of guilt 

associated with trauma memory recall, Z = -2.69, p = .007. For Treatment Group B subjects, 

from pre-treatment to 4 weeks post-treatment, there was a statistically significant 

improvement in their rated ability to control guilt associated with recall of trauma memories, 

Z = -2.54, p = .01. 
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Table 11 presents Cohen’s d effect size statistics for pre-treatment to 4 weeks post-

treatment changes in subjects’ ratings of the vividness of intrusive memories, perceived 

control over trauma memories and guilt, and rated effectiveness of strategies for managing 

trauma memories, dreams and guilt.   

Table 11 
 
Effect Size Statistics for Subjects’ Pre to Post-treatment Change in Vividness and Control of 
Trauma Memories, Control of Guilt, and Effectiveness of Strategies for Managing Symptoms 
___________________________________________________________________________ 

                          Change pre to 4 weeks post treatment                 
                                                 _______________________________                 
      
                                                    Group A                       Group B 
Variable                                               da                        da     
___________________________________________________________________________ 
 
Vividness and control 
 
Vividness of memoriesb                    0.84 (0.49)                  0.12 (0.13)   
Control of memoriesc                        1.01 (1.20)                  0.81 (0.83) 
Control of guiltd                                2.10 (1.93)                  1.35 (1.09) 
__________________________________________________________________________ 
 
Effectiveness of Strategies for Managing Symptoms 

 
Memoriese                                         0.48 (0.69)                    0.73 (1.01)                     
Dreamsf                                                           0.61 (0.87)                    0.24 (0.33) 
Guiltg                                                                 0.74 (1.05)                    1.19 (1.68)  
__________________________________________________________________________ 
Note. At pre-treatment 19 (73%) subjects reported the presence of guilty feelings with recall of trauma memories 
and imagery. At 4-week post-treatment 17 (65%) subjects continued to report guilty feelings.  
a ES scores as Cohen’s d calculated using repeated measures formula (with d using independent groups formula 
applied to pre and post-treatment scores in parentheses). b 1 to 7 scale on the QMI, with 1 representing as clear 
and vivid as the actual experience. Group A, n = 14; Group B, n = 11. c  0 to 8 scale , with 8 representing very 
strong control. Group A, n = 14; Group B, n = 11. d  0 to 8 scale. Group A, n = 10; Group B, n = 9. e  0 to 8 scale. 
Group A, n = 14; Group B, n = 11. f 0 to 8 scale. Group A, n = 9; Group B, n = 6. g 0 to 8 scale. Group A, n = 10; 
Group B, n = 9. 

 
From Table 11 it can be seen that for both Treatment Group A and Treatment Group B 

subjects’ there were pre-treatment to post-treatment increases, associated with large effect 

sizes, in their rated ability to control intrusive trauma memories and associated feelings of 

guilt. While subjects from both treatment groups reported a pre-treatment to post-treatment 

decrease in the vividness of recalled trauma memories, the change for Treatment Group A 
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subjects’ was associated with a large effect size, whereas for Treatment Group B subjects’ the 

change was associated with a small effect size. 

The sixth hypothesis of this study was that Treatment Group A subjects would achieve 

a significantly greater pre-treatment to post-treatment increase, relative to Treatment Group B 

subjects, in ratings of the effectiveness of their strategies for managing trauma related 

memories, dreams and guilt. 

The analyses presented in Table 14 indicated that there was no statistically significant 

difference between Treatment Group A and Treatment Group B subjects’ ratings of the 

effectiveness of their strategies for dealing with trauma-related memories, dreams, or guilt 

when assessed at either pre-treatment or at 4 weeks post-treatment. Thus, the sixth hypothesis 

was not supported. 

MLR analyses were performed to further investigate the statistical significance of 

between groups differences in ratings of the effectiveness of strategies for dealing with 

trauma-related memories, dreams, or guilt. Table 21 (see Appendix Q5) presents multiple 

linear regression analyses for pre-treatment to 4 weeks post-treatment changes in ratings of 

the effectiveness of strategies for dealing with trauma-related memories, dreams, or guilt.  

From Table 21 it can be seen that across all MLR models, treatment group 

membership did not have a significant predictive capability in the presence of the other 

covariates. Thus, the MLR analyses confirmed the finding that the sixth hypothesis was not 

supported. 

The statistical and clinical significance of pre-treatment to 4 weeks post-treatment 

changes in subjects’ ratings of the effectiveness of their strategies for managing trauma 

related memories, dreams, or guilt, were investigated. 

 From Table 8 it can be seen that for Treatment Group A subjects’, from pre-treatment 

to 4 weeks post-treatment, there was a statistically significant increase in the rated 
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effectiveness of their strategies for managing guilt associated with recall of trauma memories, 

t(8) = -2.50, p = .04. For Treatment Group B subjects, from pre-treatment to 4 weeks post-

treatment, there were statistically significant increases in the rated effectiveness of their 

strategies for: (a) managing trauma memories, Z = -2.32, p = .02; and (b) guilt, Z =  -2.37, p = 

.02.  

From Table 11 it can be seen that for Treatment Group A subjects the post-treatment 

improvement in rated effectiveness of strategies for managing trauma memories was 

associated with an effect sizes in the medium range, while the improvement in strategy 

effectives for managing dreams and guilt were associated with effect sizes in the large range. 

For Treatment Group B subjects there was a large effect size for the change in guilt 

management strategies, and respectively medium and small effect sizes associated with 

changes in strategies for managing trauma related memories and dreams.  

Further Analyses 

Further analyses were performed to investigate: a) possible differential treatment 

outcomes associated with the variable of gender/status as a Vietnam veteran; (b) the potential 

impact on findings of clients’ life experiences during the study; (c) the relationship between 

treatment outcome and demographic variables; (d) the relationship between treatment 

outcome and initial psychopathology; (e) the relationship between treatment outcome and 

vividness and control of imagery variables; (f) the sensory nature and perspective of pre-

treatment trauma memory imagery; (g) the types of strategies for managing trauma related 

memories, dreams and guilt used by clients pre-treatment and post-treatment; (h) treatment 

process variables; and (i) initial PTSD symptoms and imagery vividness and control. 

These analyses are relevant to theoretical and practice issues in the treatment of PTSD, 

and inform the further investigation and development of cognitive control therapy 

interventions, but are not directly relevant to an evaluation of the therapeutic effectiveness of 
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the treatment under study. Consequently, except for the analyses of the impact of 

gender/status as a Vietnam veteran, the outcomes of these analyses will be briefly discussed, 

with supporting tables presented as appendices to this dissertation.  

Impact on outcome of variable of gender/status as a Vietnam veteran. 

 The impact on treatment outcome of the variable of gender/status as a Vietnam veteran 

was investigated. Table 12 presents pre-treatment and 4-weeks post-treatment male (all 

Vietnam veterans) and female subjects’ mean and standard deviations scores for the DTS 

Total, BSI GSI, and CAPS Associated Features Guilt and Survivor Guilt Scores.                                          

Table 12 
 
Male and Female Subjects’ Mean and Standard Deviations for Davidson Trauma Scale Total, 
Brief Symptom Inventory GSI, and CAPS Associated Features Guilt and Survivor Guilt                                    
__________________________________________________________________________ 

 
                            Pre-treatment                    4-weeks posta 
                              __________________                           ___________________         
 

                          Males                   Females                  Males                   Females 
                          M ( SD)                 M ( SD)                    M ( SD)                 M ( SD) 
___________________________________________________________________________ 
 
DTS Total  94.4 (24.9)        66.3 (28.0)     70.3 (30.7)            33.6 (29.5) 
 
BSI GSI         2.28 (0.7)               1.5 (0.9)        1.9 (0.6)                0.9 (1.0)
           
CAPS Guiltb                 2.9 (3.0)                  4.4 (3.0)                   3.8 (3.2)                2.3 (2.5) 
      
CAPS Survivor Guiltc   3.6 (3.2)                  1.3 (2.3)                   3.6 (2.7)                0.9 (2.4)            
___________________________________________________________________________ 
a For Treatment Group A subjects, 4 weeks after Cognitive Control Therapy, for Treatment Group B subjects, 4 
weeks after Visualisation/relaxation procedure. b Guilt due to acts of omission or commission, c Survivor guilt. 
 

Analyses were performed to investigate the statistical significance of: (a) differences 

between male and female subjects’ scores for the Davidson Trauma Scale (Total score), Brief 

Symptom Inventory (GSI), and CAPS Associated Features Guilt and Survivor Guilt items; 

and (b) differences between male and female subjects’ pre-treatment and 4 weeks post-

treatment DTS, BSI and CAPS Associated Features scores.                                           
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There were statistically significant differences between male and female subjects’ pre-

treatment DTS Total scores, t(24) = 2.30, p = .03, but not between their scores for the BSI 

GSI, or their Guilt and Survivor Guilt CAPS Associated Features scores. There were 

statistically significant differences between male and female subjects’ 4 weeks post-treatment 

scores for the: (a) DTS Total, U = 36.5, p = .03; (b) BSI GSI, U  = 35.5, p = .03; and (c) 

CAPS Associated Features Survivor Guilt, U = 37.0, p = .02; but not between their CAPS 

Associated Features Guilt score. 

For male subjects there were statistically significant differences between their pre-

treatment and 4 weeks post-test scores for: (a) DTS Total, t(8) = 5.02, p = .001; and (b) BSI 

GSI, t(8) = 2.26, p = .05, but not for the CAPS Associated Features Guilt and Survivor Guilt 

scores. For female subjects there were statistically significant differences between their pre-

treatment and 4 weeks post-treatment scores for: (a) DTS Total, Z = -3.17, p = .002; (b) BSI 

GSI, Z = -3.05, p = .002; and (c) CAPS Associated Features Guilt score, Z = -2.73, p = .006; 

but not for the CAPS Associated Features Survivor Guilt score. 

These results indicated that male/Vietnam veteran subjects’ scores on the DTS Total 

were significantly higher than female scores at both pre-treatment and at 4-weeks post-

treatment assessments, while both male and female subjects achieved a statistically significant 

post-treatment reduction in their PTSD symptoms. Further, both male and female subjects 

achieved statistically significant post-treatment reductions in comorbid symptoms as assessed 

by the BSI GSI. Only female subjects achieved a statistically significant post-treatment 

reduction in symptoms of guilt. Neither female nor male subjects achieved a statistically 

significant post-treatment reduction in their symptoms of survivor guilt.  

Impact of life experiences during the study. 

As recommended by Shalev (2000), changes during the study in subjects’ medications 

and life circumstances were assessed and analysed. For the period from treatment to the four-
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week assessment, 4 subjects reported medication changes, with 1 subject ceasing the use of 

anti-depressant herbal medication, 1 subject reducing the use of diazepam, and 2 subjects 

commencing analgesic treatments. During this time, no subject reported commencing any new 

psychological or psychiatric treatment, but 6 Treatment Group A and 4 Treatment Group B 

subjects reported new distressing events or circumstances. During the period between the 4- 

and 8-weeks post-treatment assessments, 1 Treatment Group A subject reported an increased 

use of diazepam, 1 subject reported ceasing to see a psychiatrist, and 5 subjects reported new 

disturbing events. These findings suggested that post-treatment improvements probably can 

not be attributed to increased medication, new treatments, and were achieved despite new 

stressful circumstances.  

Treatment outcome and demographic variables. 

To investigate variables associated with treatment outcome, PTSD change scores were 

calculated as pre-treatment DTS Total minus post-treatment DTS Total scores, and change 

scores were correlated with selected variables that appeared in multiple linear regression 

models of treatment outcome. For this analysis, the scores of Treatment Group A and Group 

B subjects were combined and, following Laor et al. (1999), subjects were divided into two 

groups, either above or below the combined subjects’ pre-treatment median DTS Total score 

of 72.5. The decision to combine data from both groups of subjects assumed that similar 

factors were involved in subjects’ responses to the two treatment procedures, and was based 

on the finding of generally similar responses for subjects from each group, the prominence of 

imagery processes in both procedures, and the small number of subjects in each group. 

In the current study, PTSD change scores were not significantly correlated to subjects’ 

age, education level, age at time of trauma exposure, time since trauma exposure, the number 

of trauma categories reported, gender, or status as a Vietnam veteran (N.B., all male subjects 

were Vietnam veterans). 
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Treatment outcome and initial psychopathology. 

 PTSD change scores (pre-treatment minus post-treatment DTS Total scores) were 

correlated with pre-treatment PTSD and comorbid symptom scores, and are presented in 

Table 22 (see Appendix R1). As can be seen from Table 22, for subjects with more severe, 

but not less severe, levels of pre-treatment PTSD, there were strong negative and statistically 

significant associations between degree of post-treatment change and pre-treatment levels of: 

(a) total PTSD symptoms, and avoidance and arousal, but not intrusion, symptoms; (b) 

comorbid symptoms of overall distress, anxiety, depression, and hostility; and (c) survivor 

guilt. These results indicated that higher levels of PTSD and certain comorbid symptoms at 

pre-treatment were associated with a relatively reduced level of therapeutic response, but only 

for subjects with higher than median levels of initial PTSD.  

Treatment outcome, motivation, and vividness and control of imagery. 

 Table 23 (see Appendix R2) presents correlations between PTSD change scores (pre-

treatment minus post-treatment DTS Total) and measures of motivation, trait control and 

vividness of imagery abilities, and vividness and control of intrusive trauma imagery for all, 

low, and high PTSD subjects. 

As can be seen from Table 23, for subjects with more, but not less, severe levels of 

pre-treatment PTSD, there were strong negative and statistically significant associations 

between degree of post-treatment change and overall trait vividness of imagery ability, and 

particularly with vividness of imagery ability in the visual, olfactory, and gustatory 

modalities. These finding suggest that relatively greater therapeutic responses were associated 

with the trait ability to create more vivid imagery, but only in subjects with higher initial 

levels of PTSD pathology. Further, the degree of therapeutic response was (a) not 

significantly related to the pre-treatment vividness and perceived control of intrusive trauma 

imagery, but (b) amongst initially higher, but not lower, PTSD subjects was associated with 
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ratings of post-treatment vividness and control of intrusive imagery. These findings indicated 

that, for subjects with initially more severe PTSD, a relatively greater therapeutic response 

was associated with post-treatment relatively less vivid imagery and increased control over 

intrusions. For subjects with initially less, but not more, severe PTSD the size of the 

therapeutic response was significantly positively associated with subjects’ pre-treatment 

ratings of the chances of things getting better and the degree of problem symptoms posed for 

them.  

Imagery – Nature and perspective. 

The findings of the current study confirmed the high level of incidence of visual 

imagery in PTSD. For 22 (85%) subjects, trauma memory recall involved visual imagery, 

which was approximately evenly split between recall of isolated stationary images like photo 

snapshots, and more elaborated imaginal episodes like movies with action. Auditory 

experiences during trauma memory recall were reported by 46% of subjects, and co-occurring 

verbal self-statements were reported by 38% of subjects. For seven of the 10 subjects who 

reported making self-statements during trauma memory recall, the content of their self-talk 

was self-critical while, for a further two subjects, self-talk involved apparent attempts to cope. 

Gustatory or olfactory imagery directly related to the traumatic experience was reported by 

27% of subjects. Distinct bodily sensations associated with trauma recall were reported by 

88% of subjects, and these bodily sensations were predominantly stress reactions, but 

sometimes involved specific feelings from the recalled trauma incident.  

Prior to treatment, 13 (93%) Treatment Group A subjects reported taking a field (first 

person) perspective during recall of trauma memories, while one (7%) subject reported taking 

an observer (third person) perspective. At 4 weeks post-treatment the pattern was reversed, 

with three (23%) Treatment Group A subjects reporting a field, and 10 (77%) an observer, 

perspective during recall of trauma memories. Due to an oversight, data was not obtained for 
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the post-treatment perspective taken by Treatment Group B subjects during trauma memory 

recall. 

Strategies for managing trauma-related memories, dreams and guilt. 

Subjects’ pre-treatment and 4 weeks post-treatment descriptions of their responses to 

intrusive re-experiencing symptoms and associated guilt were transcribed, coded, and these 

results and analyses are presented in Appendix S.  

The findings in Appendix S indicated that, prior to treatment, 93% of Treatment 

Group A and 82% of Treatment Group B subjects employed escape and avoidance or minimal 

attention coping strategies in response to recall of trauma memories. By contrast, at 4 weeks 

post-treatment, 60% of Treatment Group A and 63% of Treatment Group B subjects were 

using sustained attention and processing strategies during recall of trauma memories.   

Treatment process variables. 

Treatment process variables, including the effects of the experimental imagery 

transformations on emotionality and subjects’ follow-up ratings of the usefulness of 

techniques for managing intrusive re-experiencing symptoms, were investigated. Mean and 

standard deviations were calculated for subjects’ SUDS ratings of the emotion associated with 

each cognitive control therapy imagery transformation. These results are presented in Table 

24 (see Appendix T) with rankings and the statistical significance of changes in SUDS ratings 

for each pair of transformations. From Table 24 it can be seen that, with the exception of the 

changes from colour to black/white and duller to brighter, all pairs of imagery transformations 

were associated with marked and statistically significant changes in emotionality. In order of 

descending magnitude, the four greatest absolute changes in SUDS ratings of emotion 

occurred with the louder (shout)/quieter (whisper), bring up close/push farther away, with 

monkey in background, and negative/positive self-statement transformations.   
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Subjects’ post-treatment mean rankings of the usefulness of the experimental imagery 

transformations for managing trauma memories were calculated, and are presented as Table 

25 (see Appendix U). As can be seen from Table 25, subjects rated, in descending order, the 

following five transformations as most useful for managing trauma memories: (a) making 

positive self-statements, (b) imaginally supporting the younger self, (c) taking the observer 

perspective, (d) giving the memory a new ending, and (e) adding a new person to the memory. 

Initial PTSD symptoms and imagery vividness and control. 
 

 The relationships between initial PTSD pathology and trait and state imagery 

vividness and control variables were investigated.  

 Subjects’ initial PTSD symptoms (DTS Total) were correlated with trait control and 

vividness of imagery abilities, and the vividness and control of intrusive imagery, for all, 

initially lower, and initially higher PTSD subjects. These results are presented in Table 26 

(see Appendix V). As shown by Table 26, for initially low PTSD subjects, there were 

consistently negative, but statistically nonsignificant, correlations between their overall level 

of PTSD severity and their trait image vividness ability scores for all sensory modalities. 

However, in marked contrast, for initially higher PTSD subjects there were consistently 

positive correlations between initial level of PTSD and measures of trait image vividness 

ability for all sensory modalities, with statistically significant correlations for overall image 

vividness ability (p = .03), and vividness of visual (p = .02) and proprioceptive (p = .008) 

imagery. Additionally, for high PTSD subjects only, there was a significant negative 

correlation between initial PTSD and post-treatment ratings of control over intrusive imagery. 

These findings suggest that, for initially high but not low PTSD subjects, relatively more 

severe initial PTSD was associated with relatively less vivid overall, visual, and 

proprioceptive, trait imagery abilities, and relatively poorer post-treatment control over 

intrusions. 
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 The relationships between imagery ability and initial PTSD pathology in higher PTSD 

subjects were further investigated by examining correlations between initial PTSD symptoms 

of intrusion, avoidance, and arousal, and control and vividness of imagery ability variables. 

These findings are presented in Table 27 (see Appendix W), and indicate that for higher 

PTSD subjects there was no significant correlation between initial level of intrusive re-

experiencing symptoms and control or vividness of imagery ability in any sensory modality. 

However, there were statistically significant correlations between initial level of: (a) 

avoidance symptoms and imagery vividness ability overall (p = .01), and vividness of visual 

(p = .01), auditory (p = .04), proprioceptive (p = .006), and gustatory (p = .02) imagery; and 

(b) arousal symptoms and imagery vividness ability overall (p = .03), and vividness of visual 

(p = .02), and proprioceptive (p = .008) imagery. Furthermore, both avoidance (p = .004) and 

arousal (p = .01) symptoms were negatively correlated with post-treatment control over 

intrusive imagery.  

These findings indicated that, for initially more severe PTSD subjects, relatively 

higher levels of avoidance and arousal, but not intrusion, symptoms were associated with 

relatively less vivid imagery ability, and a relatively lower post-treatment control of re-

experiencing symptoms.  
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CHAPTER SIX 
 

Discussion 
 

The current study investigated a brief cognitive training intervention that was designed 

to relieve PTSD and comorbid symptoms by providing subjects with new information, skills, 

and coping strategies for reducing emotionality and for enhancing control of recalled trauma 

memories. The treatment involved practice with non-traumatic memories, and procedures 

involving the revivification of trauma memories or the direct challenging of dysfunctional 

cognitions were avoided.  

Hypotheses one and three in the current study respectively predicted that Treatment 

Group A subjects would achieve a significantly greater post-treatment reduction, relative to 

Treatment Group B subjects, in both PTSD and comorbid symptoms. Hypotheses one and 

three were not supported by findings, and no relatively superior efficacy was found for the 

cognitive control therapy over the guided visualisation/relaxation intervention. 

Hypotheses two and four in the current study respectively predicted that Treatment 

Group A subjects would achieve statistically significant pre-treatment to post-treatment 

improvements on measures of PTSD and comorbid symptoms. Hypothesis two was supported 

by findings of statistically significant pre-treatment to post-treatment reductions on measures 

of PTSD symptoms for Treatment Group A subjects. However, hypothesis four was only 

partially supported by findings that Treatment Group A subjects achieved significant post-

treatment improvements on measures of overall psychological distress, anxiety, depression, 

and hostility, but not on measures of guilt over acts, survivor guilt, and the dissociative 

symptoms of reduced awareness of surrounds, derealisation, or depersonalisation.  

Contrary to expectation, Treatment Group B subjects also achieved statistically 

significant pre-treatment to post-treatment improvements on measures of PTSD and comorbid 

symptoms of overall psychological distress, hostility, and guilt over acts, but not for measures 
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of comorbid symptoms of anxiety, depression, survivor guilt, reduced awareness of 

surrounds, derealisation, or depersonalisation. For Treatment Group B subjects the additional 

experience of the cognitive control therapy did not result in any significant additional benefit 

in regards to comorbid symptoms.  

Findings of variable degrees of post-treatment change in comorbid symptoms 

indicated that, while the experimental and comparison treatments were associated with 

significant relief of all assessed PTSD symptoms, the procedures differentially affected 

various types of comorbid symptoms. These findings suggested that the treatments might 

have effectively addressed pathogenic cognitive processes that were supporting some, but not 

all, assessed comorbid symptoms. Further, these findings supported the interpretation that 

subjects’ responses to outcome measures were probably indicative of effects beyond 

generalised treatment non-specific demand factors.    

The clinical significance of post-treatment improvements in PTSD symptoms for 

subjects in both treatment groups was supported by findings of effect sizes that exceeded 

those reported by van Etten and Taylor (1998) for drug treatments, pill placebo, and wait list 

control. Following treatment, the number of subjects whose symptoms satisfied DSM-IV-TR 

PTSD criteria fell from 17 (65% of subjects) to 11 (42%), and an analysis of potentially 

confounding factors suggested that improvements could not be attributed to subjects 

commencing or increasing psychotropic medication use, or receiving other psychological or 

psychiatric treatment, during the study. 

The fifth hypothesis was not supported, as no significant between-groups difference 

was found in the degree of pre-treatment to post-treatment change in ratings of the vividness 

of recalled trauma memories, or subjects’ ability to control intrusive memories or guilt.  

However, for subjects in both treatment groups there were statistically and clinically 

significant pre-treatment to post-treatment improvements in their rated degree of control over 



 

 

    116

 

recalled trauma-related memories and guilt. Additionally, for Treatment Group A subjects, 

there was a statistically significant pre-treatment to post-treatment decline in the rated 

vividness of recalled trauma memories, while for Treatment Group B subjects the post-

treatment decline in the vividness of trauma memory imagery indicated a similar but 

statistically non-significant trend (p = .07). 

The sixth hypothesis of this study was not supported, as no significant between-groups 

difference was found in the magnitude of pre-treatment to post-treatment changes in subjects’ 

ratings of the effectiveness of their strategies for managing trauma-related memories, dreams, 

or guilt. However, there were statistically significant pre-treatment to post-treatment increases 

in Treatment Group A subjects’ ratings of the effectiveness of their strategies for managing 

trauma-related nightmares and guilt. For Treatment Group B subjects, there were statistically 

significant pre-treatment to post-treatment increases in their ratings of the effectiveness of 

strategies for managing trauma memories and guilt.  

Findings of significant post-treatment changes for subjects in both treatment groups in 

ratings of control over recalled trauma memories and, for Treatment Group A subjects, a 

significant post-treatment decline in the vividness of intrusive memories, suggested that the 

therapeutic effect of the cognitive control therapy and relaxation/ visualisation procedures 

derived, at least in part, from post-treatment enhancement of subjects’ imagery vividness and 

control abilities. Possible associations between treatment outcome and various imagery ability 

and coping strategy variables were further suggested by findings that for the majority of 

subjects, pre-treatment to post-treatment, the perspective taken during trauma memory recall 

changed from a first to third person perspective, and coping responses generally shifted from 

avoidance to engagement and active control strategies.  

The distinction made by Laor et al. (1999) between subjects with relatively lower and 

higher pre-treatment levels of PTSD proved informative in analyses of variables correlated 
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with the magnitude of treatment response. In regards to motivational factors, for subjects with 

less, but not greater, than median levels of initial PTSD, relatively greater therapeutic 

improvement was associated with higher pre-treatment ratings of the chances of changing for 

the better, and lower ratings of the degree of the problem. In regards to symptom and imagery 

ability factors, for subjects with relatively higher, but not lower, levels of pre-treatment 

PTSD, greater post-treatment improvement in PTSD was associated with: (a) relatively lower 

levels of initial PTSD and comorbid symptoms of anxiety, depression, hostility, survivor 

guilt, and derealisation symptoms; (b) relatively more vivid imagery ability for overall, visual, 

smell, and taste modalities; (c) relatively less vivid post-treatment intrusive trauma memories 

and; (d) greater post-treatment control over intrusions. 

Overall, the present study’s findings supported Laor et al. (1998) and Laor et al.’s 

(1999) proposition that a complex relationship between PTSD symptoms and trait imagery 

abilities appears to vary depending on the level of a subject’s symptomatic distress. For 

subjects with relatively less severe initial PTSD, no significant correlation was found between 

trait vividness of imagery ability and either their initial level of PTSD symptoms, or the 

magnitude of their response to treatment. However, for subjects with relatively more severe 

initial PTSD: (a) greater therapeutic response was associated with the ability to make more 

vivid imagery and; (b) more severe initial avoidance and arousal, but not intrusion, symptoms 

of PTSD were associated with a relatively lessened ability to make vivid imagery. These 

findings were consistent with Laor et al., (1998) and Laor et al.’s (1999) proposal that at more 

severe levels of PTSD the regulatory function of image vividness and control is compromised, 

and also supported the rationale of the present study as an attempt to relieve PTSD by 

improving subjects’ imagery control. 

Findings in the current study regarding vividness of imagery ability and PTSD 

symptoms were consistent with Bryant and Harvey’s (1996) suggestion that the high level of 



 

 

    118

 

affect in PTSD might work to impede the cognitive processes that underlie visual imagery. 

However, the observation that even the most severely traumatised subjects readily performed 

the cognitive control therapy procedure appears counter to Bryant and Harvey’s (1996) 

suggestion that traumatised subjects may be prone to generally avoid imagery activity because 

of potential associations with trauma memories.  

For a majority of subjects in the current study, a predominately first person 

perspective during pre-treatment trauma memory recall shifted, after treatment, to a third 

person perspective. These findings were consistent with Nigro and Neisser’s (1983) and 

Brewer and Pani’s (1996) reports that a majority of people took the field or first person 

perspective when recalling past experiences, and were also consistent with the notion that a 

third person perspective is associated with relatively decreased emotionality and increased 

control of imagery. The ease with which subjects made the shift from a field to observer 

perspective, and back again, during the cognitive control therapy was consistent with 

Robinson and Swanson’s (1993) finding that all subjects in their study were able to reinstate 

or change perspective of memory recall.  

The current findings relate to the issue of so-called distractions during therapy with 

trauma memories. Subjects were encouraged to use the practiced cognitive transformations to 

reduce the emotional impact of recalled trauma memories whenever they occurred and, 

contrary to the assumptions of exposure theorists, PTSD symptoms improved. However, these 

findings were consistent with the suggestions of Rodriguez and Craske (1993), Oliver and 

Page (2003), and others, that distraction during trauma memory recall can operate as a coping 

response that enhances self-efficacy and emotional control. 
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Limitations of the Study 

The current study was limited by the nature and size of the subject sample. Small cell 

sizes affected statistical analyses, and the small number of subjects and the use of multiple 

tests and anlyses diminished statistical power.    

The experimenter’s initial aim of recruiting 50 subjects for the study was not achieved. 

Although the number of subjects (N = 26) proved sufficient to demonstrate what turned out to 

be generally large therapeutic effects, the low-level of statistical power entailed by the small 

sample heightened the risk of Type 2 errors, especially in regards to comparisons of the 

relative efficacy of the cognitive control therapy and visualisation/relaxation procedures. 

Contrary to expectations, in the current study no statistically significant post-treatment 

difference was found between Treatment Group A and Treatment Group B subjects’ scores on 

any measures of PTSD or comorbid psychopathology, vividness and control of intrusive 

imagery and guilt, or the effectiveness of coping strategies. These findings could indicate an 

approximately equivalent therapeutic effect for the cognitive control therapy and 

visualisation/relaxation procedures, or it could be that the low statistical power of the current 

study obscured a differential between-groups clinical effect. Alternatively, these findings 

could be due to the impact of therapist-related factors, rather than treatment specific effects.  

In the current study, the severity and chronicity of subjects’ psychopathology, the 

magnitude and clinical significance of post-treatment changes in symptoms, and associations 

between outcome and imagery control and vividness variables, suggested that improvements 

probably represented, at least partially, a specific therapeutic effect rather than treatment non-

specific factors. Further research is needed to investigate the relative contribution of treatment 

specific and non-specific factors to outcome in cognitive control therapy therapy.     

Subjects in the current study were randomly assigned to treatment groups, but were 

not randomly selected. Rather, subjects were self-selected respondents to advertisements in 
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rural newspapers and veterans’ newsletters. The sample was further biased because all male 

subjects were Vietnam veterans, and therefore comparison of gender effects was not possible. 

Although almost all subjects suffered diagnosable chronic PTSD due to exposure to a variety 

of traumas, replications of the study are required to establish the generalisability of the 

procedures treatment effects for various populations of trauma victims in different settings. 

In terms of Foa and Meadows’ (1997) seven gold standards criteria for PTSD 

treatment outcome research, the present study complied with criterion 1, which requires that 

the target symptom or syndrome, as well as inclusion and exclusion criteria, be clearly 

defined, and criterion 2, which calls for the use of reliable and valid measures suited to 

assessment of the target syndrome. However, the present study did not comply with criterion 

3, which recommends the use of blind evaluators. Whilst experimenter demand effects were 

partially addressed by using pre-treatment and outcome measures derived from paper and 

pencil questionnaires completed at home, the investigator administered the initial assessment 

interview and transcribed subjects’ responses to the post-treatment questionnaire. In 

categorising subjects’ written descriptions of strategies for dealing with intrusive symptoms, 

the investigator, but not the second rater, knew which subjects received which treatment. 

The current study partially complied with Foa and Meadows’ (1997) criterion 4, 

which requires that assessors receive standardised training with specified minimum criteria, 

and that assessment procedures be calibrated during the study to prevent evaluator drift. 

Standardised training for assessors is especially important when outcome measures involve 

interview-based instruments such as the CAPS for DSM-IV. However, in the current study, 

the use of self-report questionnaires to assess outcome lessened the need for training of 

assessors. The principal investigator, a registered clinical psychologist, administered and 

scored all psychometric tests with reference to test manual directions. 
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The present study satisfied Foa and Meadows’ (1997) criterion 5, which recommends 

the use of detailed treatment manuals. Treatment for all subjects was conducted following 

standardised scripts (see Appendix L) that specified the wording of instructions and the 

sequence of procedures. During treatment with all subjects, the investigator read from the 

prepared scripts to prevent divergence from the standardised procedure. Criteria 6, which calls 

for unbiased assignment of subjects to treatment conditions, was satisfied in the present study 

by the randomised allocation of subjects. Criterion 7, which recommends the assessment of 

treatment adherence, was not fully satisfied in the present study. The investigator 

administered all treatment by reading from the standardised treatment scripts, and in all but 

two cases, involving Treatment Group B subjects who had difficulties with the 

visualisation/relaxation procedure, treatments were delivered according to the script. In 

designing the study, it was decided that treatment sessions would not be videotaped because 

of anticipated privacy issues for Vietnam veteran subjects. However, in any future 

investigation of cognitive control therapy procedures, access to a larger pool of potential 

subjects would diminish the problems associated with the videotaping of sessions and 

facilitate assessment of treatment adherence. 

Controlled pretest-posttest designs are vulnerable to such threats to validity as life 

experiences that intervene between pretest and posttest, maturational changes in subjects, and 

regression toward the mean. In the current study, potentially confounding effects of life 

experiences during treatment, such as changes in medication and mental health treatments or 

the occurrence of stressful life experiences, were assessed at post-treatment assessment points, 

and did not appear likely to have influenced outcome. Given that most subjects suffered 

chronic, moderately severe PTSD, the risk to validity from maturational changes and 

regression towards the mean during the study was probably small.  
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A “waiting for treatment” control group has been used in some studies in an attempt to 

control for treatment non-specific factors associated with the passage of time, but was not 

adopted in the current study because such control conditions entail distinct expectations and 

confound interpretation. In designing the current study, the Treatment Group B 

visualisation/relaxation procedure was developed to provide a credible alternative therapy that 

substantially resembled the experimental procedure, but differed in ways that were of interest. 

The primary focus was on the effects of a specific cognitive training procedure that attempted 

to improve subjects’ control over intrusive trauma memories by providing mastery 

experiences with non-trauma memories. It was hoped that the cognitive control therapy and 

visualisation/relaxation procedures would expose subjects to credible treatments, involving 

the creation and manipulation of imagery, and new therapeutic information regarding 

symptoms, but which would differ significantly in terms of methodology.   

Cook & Campbell (1979) identified as a threat to experimental designs a control group 

being inadvertently exposed to the treatment programme, and such a threat also occurs when 

key aspects of the programme exist in the comparison group. It seems possible that in the 

current study the two treatment procedures shared key aspects that were more important for 

the therapeutic effect than the apparent procedural differences.  

One subject’s comments raised the possibility that new knowledge about the effects of 

stressful imagery, and changes in appraisals regarding the controllability of re-experiencing 

symptoms, could be important therapeutic factors common to both procedures. A 79-year-old 

widowed female Treatment Group B subject was troubled by nightly intrusive memories of 

emotional abuse from her deceased husband. When she arrived for the visualisation/ 

relaxation procedure, this subject enthusiastically described how, after attending the previous 

week’s initial assessment meeting, she had resolved her disturbing memories. She said that 

she realised she had been allowing her husband to abuse her through her memories, but she 
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had taken back control and whenever she remembered her husband she would say words to 

the effect, “Go back to hell where you belong”, and then picture him in hell. More than ten 

months later this subject reported continuing relief from her previously distressing memories. 

It is perhaps significant that this subject received no formal cognitive control therapy or 

visualisation/relaxation treatment, beyond exposure to the programme’s rationale and the 

notion that intrusive memories need to be controlled if their emotional effects are to be eased. 

Suggestions for Further Research 

In designing the current study it was hoped that a comparison of outcomes for subjects 

in the two treatment groups would inform the debate regarding the necessary and sufficient 

conditions for effective therapeutic resolution of trauma memories. Unexpectedly, subjects in 

both the treatment and comparison groups achieved a similar significant level of improvement 

in PTSD and some comorbid symptoms, and the necessary and sufficient factors underlying 

treatment effects remain unclear. Ideally, a control group for a follow-up investigation would 

incorporate all the features of the experimental therapy, except for the active ingredient under 

investigation. If, as seems possible, the therapeutic effect in the current study was associated 

with the fostering of self-mastery over symptoms and imagery, the choice of control for future 

research is problematic because any imaginal experience could inadvertently communicate 

beneficial new information and foster improved control over intrusive symptoms. Perhaps a 

study that compares the effects of exposing two groups of subjects to empowering 

information about symptoms and the need for taking control of memory imagery, while only 

one group of subjects also participates in enactive mastery of imagery experiences, would 

throw light on the relative effects of these two processes.  

Most PTSD treatment outcome research has employed standardised multi-component 

interventions that obscure the interactions in individual subjects between various treatment 

processes and pathogenic cognitive processes supporting the disorder. To address this 
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difficulty, the current study attempted to specify both the targeted pathogenic cognitive 

processes and the applied therapeutic interventions. As further research teases out the 

cognitive processes implicated in PTSD, a more flexible matching of procedural components 

to the assessed needs of individual subjects could improve treatment efficacy. For instance, a 

cognitive control therapy procedure might enhance the effectiveness of PTSD treatment when 

symptoms are supported by pathogenic appraisals regarding symptoms and the use of 

avoidant coping strategies, but provide less benefit when processes of dissociation or guilt are 

substantially implicated in the disorder.  

A goal of future research could be the systematic development of procedures that 

effectively address the various cognitive processes that can support PTSD. To this end, this 

dissertation’s review of pathogenic cognitive processes in PTSD could be used to develop a 

standardised checklist for identifying symptom-supporting processes in individual clients, and 

this information could be used to customise treatment.  

Theoretical Implications of the Study  

In the current study, symptoms of PTSD and some comorbid difficulties were 

significantly ameliorated following a brief, minimally stressful cognitive control therapy 

intervention, and findings suggested that the therapeutic effect was at least partially due to 

improved subject control over intrusive re-experiencing symptoms. These findings are 

consistent with the notion that addressing self-efficacy beliefs regarding PTSD symptoms and 

providing enactive mastery experiences of imagery control can be sufficient for resolving 

trauma memories, at least for some individuals. Further, the failure to find any significant 

differential effect between the two treatments suggested that different types of enactive 

mastery experiences with imagery could be effective for trauma memory resolution. 

The cognitive control therapy procedure can be considered to be an adjunct to 

traditional cognitive therapy, in that it targets pathogenic cognitive processes involving 
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attributions and imagery that are believed to mediate subjects’ responses to trauma-related 

stimuli. However, unlike traditional cognitive therapy, the cognitive control therapy did not 

involve any detailed monitoring, discussion, or analysis of thinking or belief processes.  

Subjects in the current study experienced minimal exposure to trauma memories, and 

were not asked to describe their traumatic experiences in detail or to relive associated affect. 

During the first session of cognitive control therapy, subjects practiced with non-traumatic 

memories, but at the second training session they were invited to practice with two 

problematic memories of their own choosing. While some subjects chose to use trauma-

related memories for this exercise, all participating subjects completed the procedure in 

minutes with no sign of undue distress. While subjects were encouraged to confront and 

change, rather than avoid, their trauma memories when away from the clinic, they were 

advised to always use the training techniques to minimise affect during trauma memory recall.  

Consequently, the current study’s findings imply that lengthy, repeated exposures to 

re-vivified memories are not necessary for trauma memory resolution, and that changes in 

self-efficacy attributions about, and behavioural responses to, PTSD symptoms could be 

contributing to the therapeutic effectiveness of such treatments as exposure, EMDR, and 

cognitive therapy. Further, the current findings call into question the assumptions that 

underpin the routine use of more stressful and time-consuming therapies.  

The findings of significant post-treatment relief of comorbid depression symptoms in 

the current study implied support for the research of Brewin (1998a&b), Reynolds and 

Brewin (1999), and others, regarding the role of traumatic memories in depressive disorders.  

The current study’s failure to find statistically significant post-treatment 

improvements in measures of comorbid guilt and dissociative symptoms suggested that these 

difficulties might be supported by cognitive processes other than appraisals regarding PTSD 

symptoms and the lack of skills for controlling the emotionality of trauma memories. The 
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findings, for subjects with initially more severe PTSD, of negative correlations between 

degree of therapeutic response and symptoms of guilt and dissociation, confirmed the 

important pathogenic role of these processes (see Ehlers and Steil, 1995; Harvey and Bryant, 

2000), and implied that the cognitive control therapy could be made more effective if it 

incorporated specific interventions to address these symptoms. 

Practical Implications 

Design considerations necessitate the use of standardised treatment procedures in 

experimental contexts, whereas in clinical settings interventions tend to be more flexibly 

adapted to the needs of individuals. The treatment investigated in the current study was 

simplified and applied inflexibly as if “one size fits all” when, in reality, PTSD is a complex 

disorder with diverse psychological and social impacts that demand a more comprehensive 

tailored treatment. Despite its apparent efficacy in relieving subjects’ PTSD symptoms, 

cognitive control therapy is probably best regarded as a cognitive therapy adjunct, rather than 

as a stand-alone treatment for PTSD.  

Cognitive control therapy appears to provide a well-tolerated and readily implemented 

procedure for addressing pathogenic appraisal and coping responses associated with trauma 

imagery processes. Stress can affect a client’s motivation to persevere with PTSD therapy and 

can undermine treatment outcomes. While skilled therapists can mitigate potential iatrogenic 

effects, high levels of stress limit the usefulness and general applicability of psychological 

treatments involving revivified trauma memories. By focusing on non-trauma memories, and 

bolstering a client’s self-efficacy and store of techniques for taking control of trauma imagery, 

variants of the cognitive control therapy procedure offer a potentially useful intervention, 

especially when treating severely disturbed clients.  

All subjects participated in the cognitive control therapy without any apparent 

difficulty or distress, but two subjects were unable to complete the guided visualisation/ 
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relaxation procedure. One of these subjects, a Vietnam veteran suffering severe PTSD (DTS 

total score = 106) was plagued by memories of burning bodies and battle scenes. Soon after 

commencing the visualisation/relaxation procedure, this subject became agitated, opened his 

eyes, and said that the trauma memories were overwhelming him. The other subject, a woman 

with severe PTSD (DTS total score = 110), was similarly unable to close her eyes because 

this stimulated intrusive memories of childhood sexual abuse and being gang raped as a 

youth. It seems noteworthy that both these subjects subsequently completed the cognitive 

control therapy with no apparent difficulty, an observation that supports the potential 

usefulness of this approach with even severely disturbed clients. 

Implications for Therapists 

From a therapist’s perspective, the cognitive control therapy was readily implemented 

with even severely disturbed subjects. The rationale for the procedure appeared to have 

considerable “face validity”, and all subjects seemed to readily accept the explanation for 

using the approach. The use of ideomotor signaling allowed for an individualised timing of 

therapeutic steps, and difficulties could be identified and dealt with when they occurred, 

before proceeding with subsequent stages. Additionally, the use of ideomotor signaling to 

obtain permission for procedures during the treatment could have worked to reassure subjects 

that control of the session was, in a sense, “in their hands”. The acceptability of the cognitive 

control therapy procedure, and the absence of any incident of untoward emotionality or 

abreaction during the study recommend the technique not only as an adjunct to traditional 

cognitive therapy techniques, but as a low risk informal test of a subject’s ability to work 

imaginally. 

 All subjects in the current study were able to systematically alter their imaginal 

experience, and readily rate attendant changes in emotionality. No subject expressed any 
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difficulty with the SUDS procedure, and post-orientation discussion of these ratings appeared 

useful for giving clients feedback regarding the effectiveness of transformations for them.  

While many of the cognitive control therapy imagery transformations resulted in 

marked uniform changes in subjects’ emotional experience, some transformations led to 

widely divergent reactions. For example, although most subjects found that taking the 

observer perspective resulted in decreased emotion, for 5 subjects this change increased 

anxiety. As one subject explained, “I looked back on myself and felt that wasn’t fair”.  

The imaginal change from colour to black and white was associated with the least 

change in SUDS ratings, and also resulted in widely variable effects on emotionality. For 2 

subjects, the switch to black and white heightened anxiety because it created images that 

resembled those on black and white televisions which were common at the time of their 

traumatic experiences. By contrast, for a Vietnam veteran subject, who was troubled by 

images of burned bodies, the shift to black and white markedly eased distress.  

At four weeks post-treatment 50% or more of subjects rated making positive self-

statements and imaginally supporting the younger self as very useful, or better, techniques for 

managing recalled trauma memories. Taking the observer perspective during trauma memory 

recall and giving the memory a new ending were rated as the next most useful techniques.  

The cognitive control therapy procedure can probably be streamlined by using a more 

selected set of transformations that appear to be most effective for changing affect associated 

with the recall of trauma memories. Further, therapists may be able to enhance the 

effectiveness of the intervention by taking account of individual differences in the effects of 

imagery transformations, and by adjusting therapy accordingly. 

Conclusions  
  

The scientific study of psychological treatments for PTSD remains controversial and 

fractionated. High levels of stress limit the usefulness of established exposure treatments, and 
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there is as yet no unifying model to account for the effects of exposure and more recently 

developed cognitive and EMDR treatments. Some practitioners are being attracted to 

treatments that lack theoretical or empirical support. This dissertation argued for a synthesis 

of viewpoints in which components of treatments can be seen as impacting on pathogenic 

cognitive processes by fostering new beneficial information in trauma memory networks.  

The current study aimed to further the treatment of PTSD by investigating a brief, 

minimally stressful, cognitive training intervention. The therapy targeted self-efficacy 

attributions, and fostered self-mastery skills and active engagement coping strategies for 

controlling and resolving trauma memories. Subjects from the cognitive control therapy and 

visualisation/relaxation groups achieved statistically and clinically significant relief from 

PTSD and some comorbid symptoms, and an analysis of variables associated with outcomes 

suggested that the therapeutic effect was related to changes in control over imagery and 

altered coping strategies. Cognitive control therapy potentially offers a well-tolerated adjunct 

to traditional cognitive therapy for addressing pathogenic imagery processes in PTSD. 

In a technological age we tend to look for technological solutions to problems, and 

attribute improvement to the power of the applied procedure. Exposure and EMDR therapists 

emphasise the importance of adherence to technique, and imply that, for treatment to be 

effective, what the therapist does might be more important than what the client does. In the 

current study, the unexpected finding of a significant and similarly sized clinical effect from 

both experimental treatments suggested that what the subjects did with the new information to 

change their attributions and coping strategies might be more important than the way in which 

the information was conveyed.  

The shift of emphasis away from technique to the cognitive processing and actions of 

individual clients resonates not only with some established Western psychological 

viewpoints, but also with Eastern traditions. The potential for cognitive control therapy to 
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empower clients so they can change their haunting traumatic images is illustrated by the 

following quote from Yogananda (1988). 

According to Yogananda (1988):  

     Some people go on remembering all the suffering they passed through, and how terrible 
     the pain was, from an operation that took place 20 years ago! Over and over again they 
     relive the consciousness of that sickness. Why repeat such experiences? (p. 21). 
 
     Change your thoughts if you wish to change your circumstances. Since you alone are 
     responsible for your thoughts, only you can change them. You will want to change them 
     when you realise that each thought creates according to its own nature. Remember that the 
     law works at all times and that you are always demonstrating according to the kind of 
     thoughts you habitually entertain. Therefore, start now to think only those thoughts that 
     will bring you health and happiness (p. 105). 
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Master Distressing Thoughts, Memories and Dreams Program 
 

Explanatory Statement and Consent Form 
 
12 October 2001 
 
Project Title: Imagery training to control memories and dreams. Project Number:  R0130 
 
I, Wayne Somerville, am a registered clinical psychologist carrying out research for a Doc-
tor of Psychology degree under the supervision of Dr. Norman Barling, Assistant Professor 
in the Department of Psychology at Bond University, Gold Coast, Queensland.  
 
This research aims to benefit participants, and contribute to improved psychological treat-
ments, by investigating the effectiveness of a brief imagery and cognitive skills training 
program for easing distressing thoughts, memories and dreams.  
 
The training programme consists of three individual consultations with Wayne Somerville. 
The initial assessment and orientation meeting takes about 60-75 minutes. The two training 
sessions are each about 60 minutes in length. Follow-up assessments at eight and 12 weeks 
after the training sessions will be completed at home and take about 50-60 minutes.    
 
Participants will be asked to: 
i) Attend an initial assessment and orientation meeting, and  
ii) Attend two training sessions during which techniques for controlling thoughts, memo-
ries and dreams will be taught and practiced. 
 
Participants will receive: 
i) Printed information about techniques for mastering distressing thoughts, memories and  
   dreams,  
ii) Participation in the imagery and cognitive skills training programme. 
iii) Feedback to "fine tune" practice, and 
iv) Advice regarding follow-up counselling and support. 
 
The programme is designed to be interesting for participants, and the training does not in-
volve prolonged exposure to stressful memories or emotions. Each step of the training pro-
cedure will be explained, and participants will be asked if it is all right to proceed at that 
time.  
 
Participants do not need to answer any questions that they do not wish to answer, and are 
free to withdraw from the programme at any time. Withdrawal will in no way compromise 
any future contact with Wayne Somerville.  
 
 
 
 
 
 

Appendix A 
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The training programme is not associated with the DVA, the VVCS, or any other government 
agency. All information provided by participants will be strictly confidential and will be used 
for research purposes only. No findings that could identify any individual will be published.  
 
In accord with University regulations, all data materials will be stored in a secure location at 
Bond University, and access will be limited to Wayne Somerville and his supervisor, 
Assistant Professor Norm Barling. As required by University regulations, the data materials 
will be stored for five years before being securely destroyed.  
 
If they wish, participants can use a code name or number to identify themselves on materials. 
To enable communication with participants, with their permission, names and contact 
information will be recorded on a confidential list kept in a secure location by Wayne 
Somerville. This list will be destroyed at the completion of the programme.  
 
There is no fee for the programme but participants will be asked to provide feedback to 
evaluate the training procedures. Interested participants can request a summary of the overall 
research findings once the study is completed. 
 
Participants can contact Wayne Somerville on telephone number (02) 66 333158, fax (02) 66 
333158, e-mail: waynes@turboweb.net.au. If you need to make an STD call, please leave 
your phone number and Wayne will call you back.  
 
Should you have any complaint concerning the manner in which this research is conducted, 
please contact Bond University Research Ethics Committee at the following address: 
 
The Complaints Officer 
Bond University Human Research Ethics Committee 
Bond University 
Gold Coast, 4229. 
Telephone (07) 5595 1118 Fax (07) 5595 1025 
Email Alan_Finch@bond.edu.au 
 
Wayne Somerville's supervisor, Assistant Professor Norm Barling, can be contacted at the 
Psychology Department, Bond University, phone (07) 5595 2507, Fax: (07) 5595 2540,  
e-mail: Norman_Barling@bond.edu.au. 
 
Supervisor’s Signature: 
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1. Have you ever had painful images, memories, or thoughts of  
      the event? 
 
2. Have you ever had distressing dreams of the event? 
 
3.  Have you felt as though the event was recurring? Was it as  
     if you were reliving it? 
 
4. Have you been upset by something that reminded you of  
    the event? 
 
5. Have you been physically upset by reminders of the event?  
    (This includes sweating, trembling, racing heart, shortness  
    of breath, nausea, or diarrhoea.) 
 
6.  Have you been avoiding any thoughts or feelings about  
      the event? 
 
7.  Have you been avoiding doing things or going into situations  
     that remind you of the event? 
 
8.  Have you found yourself unable to recall important parts  
      of the event? 
 
9.  Have you had difficulty enjoying things? 
 
10. Have you felt distant or cut off from other people? 
 
11. Have you been unable to have sad or loving feelings? 
 
12. Have you found it hard to imagine having a long life  
     span fulfilling your goals? 
 
13. Have you had trouble falling or staying asleep? 
 
14. Have you been irritable or had outbursts of anger? 
 
15. Have you had difficulty concentrating? 
 
16. Have you felt on edge, been easily distracted, or had to  
      stay “on guard”? 
 
17. Have you been jumpy or easily startled? 
 

                   Appendix B 
 

DTS/PDS— PART 3 
 
Name:__________________________________       Age:__________    Date:_________ Sex:   M    F   

        Frequency                 Severity 
    0 = Not at all                 0 = Not at all distressing 
    1 = Once only                1 = Minimally distressing 
    2 = 2-3 times                  2 = Moderately distressing 
    3 = 4-6 times                  3 = Markedly distressing 
    4 = Everyday                4 = Extremely distressing 

Each of the following questions asks you about a 
specific symptom. For each question, consider how 
often in the LAST WEEK the symptom troubled 
you and how severe it was. In the two boxes beside 
each question, write a number from 0-4 to indicate 
the Frequency and Severity of the symptom. 
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Appendix C 
 

The Brief Symptom Inventory (BSI) 
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Appendix D 
 

Posttraumatic Stress Diagnostic Scale—Parts 1 and 2, and Items 39 and 40 from Part 3   
 

Name:_____________________________________________       Age:__________    Date:_________    
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PART 5 

 
(18) How long have you experienced the problems that you reported above? (Circle ONE)  
 
    1) Less than 1 month  
    2) 1 to 3 months  
    3) More than 3 months 
 
(19) How long after the traumatic event did these problems begin? (please circle ONE) 
 

                         1) Less than 6 months 
                         2) 6 or more months 

 
 
Please indicate below if the problems you rated in Part 3 have interfered with any of the 
following areas of your life DURING THE PAST MONTH.  
 

Please circle Y for Yes, or N for No. 
 
(20)   Y N Work 
 
(21)                 Y N Household chores and duties 
 
(22)                 Y         N   Relationships with friends 
 
(23)  Y N Fun and leisure activities  
 
(24)   Y  N Schoolwork 
 
(25)                 Y         N         Relationships with your family 
 
(26)                 Y N        Sex life 
 
(27)                 Y          N       General satisfaction with life 
 
(28)     Y  N Overall level of functioning in all areas of your life 
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1. Have you felt guilty about anything you did or didn't do  
      during the event?  
 
2. Have there been times when you felt out of touch with things  
     going on around you, like you were in a daze?  
 
3. Have there been times when things going on around you  
      seemed unreal or very strange and unfamiliar?  
 
 
4. Have there been times when you felt as if you were outside  
    of your body, watching yourself as if you were another person?  
 
 
5. Have you felt guilty about surviving the incident when others 
    did not? 
 
 
 
 

******************* 

For each question, consider how often in the 
LAST MONTH the symptom troubled you and 
how severe it was. In the two boxes beside each 
question, write a number from 0-4 to indicate the 
Frequency and Severity of the symptom. 

     FREQUENCY                 SEVERITY 
    0 = Not at all                     0 = Not at all distressing 
    1 = Very little                   1 = Minimally distressing 
    2 = Some of the time       2 = Moderately distressing 
    3 = Much of the time      3 = Severely distressing 
    4 = Most of the time         4 = Extremely distressing 

 

       FREQUENCY                SEVERITY 

Appendix E 
 

Adapted from CAPS Associated Features Items 
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                                        Appendix F                                                               
 

BETTS’ QMI (R) 
 
Name: ……….……………………………….         Date: …………………. 
 
The aim of this questionnaire is to determine the vividness of your imagery.  
 
Each of the items will bring certain images to mind. You are to rate the vividness of each 
image by reference to the rating scale given below. For example if your image is "vague and 
dim" you would gave it a rating of 5.  
 
Please record your answer in the brackets provided after each item. Before you turn to the 
items on the next page familiarize yourself with the different categories on the rating scale. A 
copy of this scale is printed on each page. Please do not turn over a page until you have 
completed each item in the order given on the page you are doing. Do not turn back to check 
on other items you have done. Try to do each item separately- independent of how you may 
have done other items. 

 
_______________________ 

 
 
The image aroused by an item may be: 
 
Perfectly clear and as vivid as the actual experience  -------------------    Rating 1 
Very clear and comparable in vividness to the actual experience   ---     Rating 2 
Moderately clear and vivid   -----------------------------------------------      Rating 3 
Not clear or vivid but recognizable    -------------------------------------      Rating 4 
Vague and dim   --------------------------------------------------------------     Rating 5 
So vague and dim as to be hardly discernible   --------------------------      Rating 6 
No image present at all, you only “knowing” that you 
    are thinking of the object   -----------------------------------------------      Rating 7 
 

_______________________ 
 
An example of an item on this questionnaire might be one which asked you to consider an 
image which comes to your “mind's eye” of a red apple.  If your visual image is "moderately 
clear and vivid" you would check the rating scale and mark 3 in the brackets as follows: 
 
   Item                Rating 
 
                      Seeing a red apple                         (3) 
 
Now turn to the next page when you have understood these instructions and begin. 
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The image aroused by an item may be: 
 
Perfectly clear and as vivid as the actual experience  -------------------    Rating 1 
Very clear and comparable in vividness to the actual experience   ---     Rating 2 
Moderately clear and vivid   -----------------------------------------------      Rating 3 
Not clear or vivid but recognizable    -------------------------------------      Rating 4 
Vague and dim   --------------------------------------------------------------     Rating 5 
So vague and dim as to be hardly discernible   --------------------------      Rating 6 
No image present at all, you only “knowing” that you 
      are thinking of the object   ---------------------------------------------      Rating 7 
 

_______________________ 
 
 
Imagine.                  Rating 
 

1. Feeling the warmth of a tepid bath…………………… ( ) 
2. Seeing, for a relative or friend, the different 

         colours worn in some familiar clothes………………...  ( ) 
3. The sensation of fatigue……………………………… ( ) 
4. Smelling an ill-ventilated room……………………… ( ) 
5. Seeing, for a relative or friend, the characteristic 

         poses of head, attitudes of body etc………………….. ( ) 
6. Tasting granulated (white) sugar……………………. ( ) 
7. Performing the act of running upstairs……………… ( ) 
8. The sensation of a sore throat………………………. ( ) 
9. Hearing an ambulance siren………………………… ( ) 
10. The sensation of drowsiness………………………. ( ) 
11. Feeling sand………………………………………. ( ) 
12. Seeing, for a relative or friend, the exact contour 
       of face, head, shoulders, and body……………….. ( ) 
13. Feeling linen………………………………………. ( ) 
14. Tasting jelly……………………………………….. ( ) 
15. Hearing the sound of hands clapping in applause…. ( ) 
16. Tasting salt………………………………………… (         ) 
17. Smelling the scent of a rose……………………….. ( ) 
18. Hearing the mewing of a cat……………………….. ( ) 
19. Smelling fresh paint………………………………... ( ) 
20. Seeing, for a relative or friend, the precise carriage, 

             length of step, etc., in walking…………………….. ( ) 
21. Hearing the sound of a car horn…………………… ( ) 
22. Performing the act of springing across a gutter…… ( ) 
23. Feeling the prick of a pin…………………………. ( ) 
24. Smelling cooking cabbage……………………….. ( ) 
25. Performing the act of drawing a circle on paper…. ( ) 

 
 
                            Please turn over page to continue 
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The image aroused by an item may be: 
 
Perfectly clear and as vivid as the actual experience  -------------------    Rating 1 
Very clear and comparable in vividness to the actual experience   ---     Rating 2 
Moderately clear and vivid   -----------------------------------------------      Rating 3 
Not clear or vivid but recognizable    -------------------------------------      Rating 4 
Vague and dim   --------------------------------------------------------------     Rating 5 
So vague and dim as to be hardly discernible   --------------------------      Rating 6 
No image present at all, you only “knowing” that you 
  are thinking of the object   ------------------------------------------------      Rating 7 
 

_______________________ 
 
 
Imagine.                  Rating 
 

26. Smelling roast beef………………………………. ( ) 
27. Performing the act of reaching up to a high shelf… ( ) 
28. Tasting oranges…………………………………… ( ) 
29. The sensation of hunger………………………….. ( ) 
30. Performing the act of kicking something out of 

             the way…………………………………………… ( ) 
31. Hearing the sound of children singing…………… ( ) 
32. Tasting your favorite soup………………………. ( ) 
33. Feeling fur………………………………………. ( ) 
34. Seeing the colour and shine of silverware………. ( ) 
35. The sensation of repletion, as from a full meal….           ( ) 

 
 

Thank You. 
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Appendix G 
 

CONTROLLABILITY OF VISUAL IMAGERY QUESTIONNAIRE 
 
Name: ……………..……………………………..      Date: ……………………. 
 
The questions asked below are concerned with the ease with which you can control or 
manipulate visual images. For some people this task is relatively easy, and for others 
relatively hard. One subject who could not manipulate his imagery easily gave this 
illustration. He visualized a table, one of whose legs suddenly began to collapse. He then tried 
to visualize another table with four solid legs, but found it impossible. The image of the first 
table with its collapsing leg persisted. Another subject reported that when he visualized a table 
the image was rather vague and dim. He could visualize it briefly, but it was difficult to retain 
by any voluntary effort. In both these illustrations the subjects had difficulty in controlling or 
manipulating their visual imagery. It is perhaps important to emphasize that these experiences 
are not unusual. 
 
Read each question, then try to visualize the scene described. Record your answer by 
underlining "Yes," "No," or "Unsure," whichever is the most appropriate. Remember that 
your accurate and honest answer to these questions is most important for the validity of the 
result. If you have any doubts at all regarding the answer to a question, underline "Unsure." 
Please be certain that you answer each of the twelve questions. 
 
 1. Can you see a car standing on the road in front  of a house?  Yes   No   Unsure 
 
 2. Can you see it in colour?   Yes   No   Unsure 
 
 3. Can you now see it in a different colour?   Yes   No   Unsure 
 
 4. Can you now see the same car lying upside down?  Yes   No   Unsure 
 
 5. Can you now see the same car back on its four wheels again? Yes       No    Unsure 
 
 6. Can you see the car running along the road?   Yes    No      Unsure 
 
 7. Can you see it climb up a very steep hill?                       Yes           No       Unsure 
 
 8. Can you see it climb over the top?                       Yes            No       Unsure 
 
 9. Can you see it get out of control and crash through a house?     Yes           No        Unsure 
 
10. Can you now see the same car running along the 
       road with a handsome couple inside?                       Yes           No        Unsure 
 
 11. Can you see the car cross a bridge and fall over 
       the side into the stream below?                       Yes            No         Unsure 
 
 12. Can you see the car all old and dismantled in a 
       car cemetery?                        Yes            No         Unsure 
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Appendix H 
 

Initial Questionnaire 
       
Name:…………………………………………                         Date:……………………..                                
 
Your Date of Birth: …………………. 
 
Please indicate your responses to the following items by circling the appropriate answer. If 
you have any difficulties with these questions please leave them blank until we meet in 
person. 
 
I am:  Single    Married       Separated      Divorced     In a defacto relationship     Widowed 
 
My formal education was completed at: 

1 = 15 yrs or younger 
                  2 = The Intermediate or School Certificate 
                             3 = The Leaving Certificate or HSC                                              
                             4 = TAFE or College 

5 = A University  
 
I am currently retired.        YES      NO 
 
I currently receive a pension.      YES      NO 
 
My current occupation is: ………………………………………………..…………………… 
 
(If you are retired or receiving a pension) What was your previous occupation?  …………… 
 
 Please list any medications that you are currently using: …………………………………… 
 
………………………………………………………………………………………………… 
 
If you are using antidepressants, how long have you been using your currently prescribed 
medication? 

…………………………………………… 
 

If you are using antianxiety medication, how long have you been using your currently 
prescribed medication? 

………………………………………………. 
 
If you have used antidepressant medications in the past, please estimate the total time that you 
have used antidepressants (excluding your current prescription). 
 

……………………………………………… 
 
If you have used antianxiety medications in the past, please estimate the total time that you 
have used antianxiety medications (excluding your current prescription) …………...…….. 

 
Do you drink alcohol?                  YES             NO 
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(If you do drink alcohol) On how many days in a month do you typically drink ?…………….. 
 

How much do you typically drink at any one time? (1 drink = 1 full-strength beer or 1 oz of 
liquor) 
 

Number of drinks = 1or2   3-4 5-6 7-8 >8 
 

Do you smoke tobacco?  YES  NO 
 
Do you regularly drink coffee? YES  NO 
 
(If you drink coffee) How many cups of coffee do you usually drink in a day?    …………….. 
 
Please indicate your response to the following questions by circling the appropriate number 
on the accompanying rating scale. 
 
Please estimate how much of a problem recurring distressing thoughts, memories and dreams 
are to you personally. 
 
SCALE 3 - How much of a problem? 
 
     0------------1------------2------------3------------4------------5------------6------------7------------8 
No Problem                   Mild                          Moderate                      Severe                      Very 
              Problem                        Problem                      Problem                 Severe  
 

***** 
 
Please estimate how much you would like to change the recurring distressing thoughts, 
memories and dreams that you experience. 
 
SCALE 4 – How much would you like to change these experiences. 
 
     0------------1------------2------------3------------4------------5------------6------------7------------8 
Do Not                         Mildly                       Moderately                   Strongly                     Very                        
Want To                     Want To                        Want To                     Want To              Strongly 
Change                        Change                          Change                       Change                Want to 

                  Change   
***** 

 
Please indicate how you rate your chances of being able to change distressing thoughts, 
memories and dreams for the better.  
 
SCALE 5 - How you rate your chances of being able to change things for the better.  
 
     0------------1------------2------------3------------4------------5------------6------------7------------8 
No Chance                    Mild                          Moderate                      Strong                       Very                         
Of Change                  Chance                          Chance                       Chance                    Strong 
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Appendix I 
 
BUHREC Approval Letter 
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Appendix J 
 

Initial Interview 
 

NAME: ………………………………………………        Date of Visit: …………………. 
 
Introduction: “Firstly, I am going to ask you a number of questions about your background 
and the difficulties you have been having, and then we will discuss the training program.  
 
Military experience: Tour/s of duty =                      Conscript Vs Regular =                
 
EXPERIENCE OF PSYCHOLOGY, PSYCHIATRY AND COUNSELLING (Type, length): 
 
Review of Traumatic Life Events: 
 
“Your answers to the initial mail questionnaire indicated that you have experienced a/some 
traumatic event/s during your life.  
 
“On the questionnaire you indicated that ______________________ was the event that 
bothers you the most.  Would it be all right to ask you a few general questions about that 
experience? 
 
Nature of the main Traumatic Event  
 
Age at which event(s) occurred:                                         Singular Vs Repeat exposures:                                  
 
PTSD Symptom Questions 
 
B. (1) Painful images, memories, or thoughts of the event (Incorporating 3. 
“Flashbacks”). 
 
Nature of intrusive cognitions 
 
“I would like to ask you about the upsetting images, memories or thoughts about the 
traumatic event that you sometimes experience:” 
 
Sensory Qualities 
 
Visual - “Do any visual images come to mind when you remember or think about the 
experience?   Y / N 
 

(If yes) "What do you see in your mind's eye?" 
 
(If yes) "Do these images appear as isolated stationary images, like photo snapshots, or more 
like movies with action?" 
                                        Isolated Image/s _____________   “Movie” ___________________  
 
Idea/thought – “When you recall the event do you just think about it in words, rather than 
seeing any visual images of what happened? 
  Yes ______     No _______ 
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Auditory - “Are there any sounds associated with your recollections of the upsetting 
experience?     Y / N 
 
 (If yes) "What do you hear in your mind's ear?" 
             
Bodily sensations -  “When you remember the event do you experience any bodily sensations? 
                                   Y / N 
 
 (If yes) "What do you feel in your body?" 
 
Taste/smell - “When you remember the upsetting event do you taste or smell anything?  

Y / N 
 
           (If Yes) What do you taste or smell? 
 
Associated Verbal Statements 
 
“Are there any words or statements that usually go through your mind or that you say to 
yourself when you remember the upsetting experience?      Y /  N 
 

(If YES) "What words go through your mind when you recall the incident?" 
 
(GIVE subjects Questionnaire 1 to complete by themselves BEFORE proceeding) 
 

Questionnaire 1 – Images and Memories 
 
The following questions refer to the images and/or memories that we just discussed.  Please 
ask Wayne if you have any queries while completing this questionnaire. 
 
1) Vividness of Imagery  
 
Using the following scale, please estimate how vivid these images seem to you when they 
come to mind. 
 
Perfectly clear and as vivid as the actual experience  -------------------    Rating 1 
Very clear and comparable in vividness to the actual experience   ---      Rating 2 
Moderately clear and vivid   -----------------------------------------------        Rating 3 
Not clear or vivid but recognizable    -------------------------------------       Rating 4       
Vague and dim   --------------------------------------------------------------       Rating 5 
So vague and dim as to be hardly discernible   --------------------------       Rating 6 
No image present at all, only thinking about the object    --------------       Rating 7 
 
YOUR RATING  = 
 
2) Perspective of Imagery. 
 
Please indicate your answer to the following question by placing a tick [] next to the 
statement that best describes your experience. 
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When you remember or imagine the experience we just discussed, do you remember it from 
the perspective of: 
 
a) Actually being there, as if you are personally involved with what is happening  _____ 
                               OR 
b) As an observer, who is watching what happened from a distance.  _____ 
             
3) Control of Imagery 
 
Using the following scale, please estimate how much voluntary control (in the sense that you 
could stop or change them if you wished) you have over the imagery and memories while they 
are occurring. 
 
Your level of control over images and memories.       YOUR RATING  = 
 
     0------------1------------2------------3------------4------------5------------6------------7------------8 
No Control                    Mild                         Moderate                       Strong                       Very
                         Control              Control               Control                   Strong  
                                                                                                                                          Control 

************************ 
Initial Interview - Continued 

 
Strategy - "What do you do when you experience intrusive images, memories, or thoughts of 
the distressing incident? Do you do anything to try to manage them? 
 
(GIVE SUBJECTS RATINGS SCALES SHEET) 
 

RATING SCALES SHEET 
 

SCALE 1 - Effectiveness of Strategy 
 
   0------------1------------2------------3------------4------------5------------6------------7------------8 
 Not                            Mildly                     Moderately                  Strongly                      Very 
Effective                  Effective                      Effective                     Effective               Strongly 
                           Effective 

*** 
SCALE 2 – Control over guilty feelings 

 
  0------------1------------2------------3------------4------------5------------6------------7------------8 
No Control                Mild                        Moderate                     Strong                          Very
                      Control           Control           Control                      Strong  
                                                                                           Control 

************* 
Initial Interview continued  

Effectiveness of Strategy 
 
“Please use SCALE 1 on your Rating Scales Sheet to estimate how effective the strategy 
usually is at easing the emotional impact of the thought / memory immediately after you have 
used it?  
 



 

 

    191

 

SCALE 1 - Effectiveness of Strategy 
 
     0------------1------------2------------3------------4------------5------------6------------7------------8 
   Not                            Mildly                      Moderately                    Strongly                     Very 
Effective                     Effective                      Effective                     Effective              Strongly 
                                                                                                                                        Effective 
(2) Recurrent distressing dreams of the event.  
 
“You indicated on the questionnaire that you sometimes experience distressing dreams of the 
event. 
 
Strategy - "What do you do when you experience dreams and nightmares about the 
distressing incident? How do you manage them? 
 
Effectiveness of Strategy 
 
“Please use SCALE 1 on your Rating Scales Sheet to estimate how effective the strategy 
usually is at easing the emotional impact of the dream after you have used it?  
 
SCALE 1 - Effectiveness of Strategy 
 
     0------------1------------2------------3------------4------------5------------6------------7------------8 
   Not                            Mildly                      Moderately                    Strongly                     Very 
Effective                     Effective                      Effective                     Effective              Strongly 
                                                                                                                                        Effective 
(3) Flashbacks – Incorporate into (1) “Memories” 
 
(4) & (5) Upset by something that reminded you of the event -   
 
“You indicated on the questionnaire that you sometimes become upset when something 
reminds you of the event. “What things trigger distressing memories of the event for you? 
 
Associated features Ask questions if indicated on the modified CAPS Associated Features. 
 
a) Guilt about anything you did or didn't do during the event? & e) Survivor guilt 
 
“You indicated on the questionnaire that you sometimes experience feelings of guilt about 
something you did or didn't do during the event."     &/or 
 
“You indicated on the questionnaire that you sometimes experience feelings of guilt about 
surviving when others did not." 
 
“I would like to ask you about the guilty feelings that you sometimes experience:” 
 
Associated Verbal Statements 
 
“Are there any words or statements that usually go through your mind or that you say to 
yourself when you have these guilty feelings?      Y /  N 
 
(If YES) "What words go through your mind when you have these guilty feelings?" 
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Subject’s Control of GUILTY FEELINGS 
 
“Using SCALE 2 on the Rating Scales Sheet, could you please estimate how much voluntary 
control (in the sense that you could stop or change them if you wished) you have over the 
guilty feelings while they are occurring.” 
 
SCALE 2 – Control over guilty feelings. 
 
   0------------1------------2------------3------------4------------5------------6------------7------------8 
No Control                  Mild                          Moderate                      Strong                         Very
            Control              Control             Control                     Strong  
                                                                                                                                          Control 
Strategy - "What do you do when you feel guilty? How do you manage these feelings? 
 
Effectiveness of Strategy 
 
“Please use SCALE 1 on your Rating Scales Sheet to estimate how effective the strategy 
usually is at easing the emotional impact of the thought / memory immediately after you have 
used it?  
 
SCALE 1 - Effectiveness of Strategy 
 
     0------------1------------2------------3------------4------------5------------6------------7------------8 
   Not                            Mildly                      Moderately                    Strongly                     Very 
Effective                     Effective                      Effective                     Effective              Strongly 
                                                                                                                                        Effective 
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Appendix K 
 

Instructions for Training Memories 

 
Instructions – Training Memories involving ANGER. 

 
For our next meeting, I want you to find a couple of memories that we can use for training 
purposes.  
 
I want you to find two memories of situations in which someone said something to you that 
made you feel somewhat ANGRY. 
 
These memories can be recent, or from further back in the past.  
 
These memories are to have the following characteristics: 
 
1) The incidents are to involve a moderate degree of anger, say anywhere from a 5 to 8 rating 
on a 10-point level of distress scale. 
 
2) The incidents are NOT to involve any genuine trauma or injury to anyone.  
 
3) The memories are NOT to involve family or anyone that we cannot make fun of. 
 
4) The incidents are NOT to involve stressful situations that are currently ongoing. 
 
 
Please make a brief note describing the two memories here:   
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Controlling Your Thoughts, Memories and Dreams: 
A Self-Mastery Programme 

 
Introduction to the programme 
 
Welcome to the Controlling Thoughts, Memories and Dreams pro-
gramme. 
 
Thank you for participating in the programme. Your feedback will 
contribute to the development of more effective methods for helping 
people manage distressing memories and dreams. 
 
You will be taught a number of techniques that have helped people 
achieve self-mastery of their distressing thoughts and emotions.  
 
The techniques taught in this programme can be applied to the kinds 
of distressing thoughts, memories and dreams associated with such 
psychological conditions as Posttraumatic Stress Disorder, Depres-
sion and Obsessive-compulsive Disorder. However, this programme 
is NOT a comprehensive treatment for such difficulties. 
 
During the programme Wayne will discuss with you any relevant is-
sues of diagnosis, follow-up and referral.  
 
Your participation is greatly appreciated. Please feel free to ask ques-
tions of Wayne or seek his advice.   
 
Introduction to this Client’s Manual 
 
During the programme Wayne will discuss the information in this 
manual with you. The Client’s Manual is not a “textbook” on psycho-
logical techniques. Rather, the Manual will serve as a reminder of the 
methods that you learn during the program. 
 
The Client’s Manual is organized into two parts: 
 
Part 1, “THEORY” outlines essential concepts and ideas for under-
standing and effectively using the techniques. 
 
Part 2, “TECHNIQUES” summarizes the techniques taught in the pro-
gramme, and other methods described in the scientific literature. 
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        Part 1: Theory 
 
The Mind-Body connection 
 
What goes through your mind affects your emotions and your body.  
 
Vividly remember something really frighten-
ing and you will begin to feel frightened, your 
heart will speed up and adrenalin will flow, 
even though you know that it is just a mem-
ory. 
 
Think about or remember something very 
sad, and you will begin to feel sad.  
 
But think about a really happy time, a time of 
great pleasure, and you will feel happier.  
 
Each time we think about, remember, or dream about an unhappy 
time we automatically put ourselves through some of the feelings 
and bodily sensations from the original experience.  
 
An imagination running on "auto-pilot", repeatedly bringing up un-
happy things from the past, causes unnecessary anxiety and stress.  
 
This stress can affect our health and the quality of our lives.  
 
You can learn to master your thinking, remembering and dream-
ing—and this is more fun than having your imagination control you! 
 
The power of imagination 
 
Thoughts, memories and dreams are products of our 
imagination.  
 
Imagination is a wonderful gift that allows us to re-
member the past, and anticipate and plan for the fu-
ture.  
 
An undisciplined imagination that focuses on images 
of  unhappy times and danger puts us too much “on 
guard”. 

 

 

Copyright W. Somerville 
 



 

 

    199

 

 

Recurring thoughts, memories and dreams are a habit 
 
Even after decades, a particular song or smell can trigger memories 
of a happy childhood time.  
 
Unfortunately, bad memories can also remain unchanged for many 
years, ready to be triggered by a particular sight, sound or smell. 
Sometimes we know what the triggers are, and sometimes such 
thoughts and memories come “out of the blue”. 
 
Many unhappy memories ease and fade away with time, but some-
times they get “stuck” so that they do not change or lose their emo-
tional intensity over time. These thoughts and memories have be-
come a HABIT. 
 
The positive intention of habits 
 
Even unwanted habits have a positive and helpful 
underlying intention.  
 
Most people who want to cut back on smoking, 
drinking or gambling can probably agree that at 
some level they really do enjoy the habit. The re-
laxation and comfort that go with these behav-
iours are worthwhile in themselves. Smokers took 
up smoking for good reasons—to relax, to be so-
phisticated, or to have something to do with their 
hands. Back in the 60s and 70s some doctors prescribed cigarettes 
as a relaxation aid!  
 
The problem is that we now know that smoking is not a good way to 
relax because it has negative health effects. If smoking had no nega-
tive consequences, the smoking habit would be no more harmful 
than the habit of how we tie a shoelace. 
 
If we repeatedly think, remember or dream about distressing things, 
we have developed a habit that was initially designed to protect us, 
but has now passed its “use by date” and is no longer needed. 
 
Nature designed us to remember harmful things. Anxiety is a worth-
while emotion that warns us of danger. For example, an adult who 
vividly remembers almost drowning as a child is likely to avoid wa-
ter and therefore is less likely to drown. 
 

 

Copyright W. Somerville 
 



 

 

    200

 

Why some thoughts, memories and dreams become a habit 
 
Most bad memories change over time as we think about what happened, 
sleep and dream on it, and talk about it with other people. Bad memo-
ries become a habit when the natural process for resolving such experi-
ences becomes stalled. A number of things can stall the process. 
 
It is natural to want to avoid unpleasant feelings and some people try to 
avoid upsetting thoughts and memories by distracting themselves, or 
by focusing of other things. Some people turn to drugs and alcohol. 
 
Unfortunately, the reasonable desire to avoid bad feelings actually pre-
vents a resolution of the problem-causing memories. 
 
In this programme you will learn how to take the “emotional punch” out 
of thoughts, memories and dreams so you can confront them, bring 
them up to date, and develop new ways of thinking and feeling. 
 
Breaking unwanted habits 
 
Overcoming old habits is not so hard if you know how to go about it, 
have the right tools for the job, and really want to make the change. 
 
Remember - Learning anything new and worthwhile takes some motiva-
tion and perseverance, and often involves making mistakes. To break a 
habit, we must really want to change.  

 
Some people say, “I tried to give up [THEIR HABIT], but 
I couldn’t stick with it, so I gave up”. This is like going 
to classes to learn to type and then saying "I tried to 
learn to type, but my fingers kept hitting the wrong 

keys, so I gave up". 
 
Mastering memories and dreams is worth as much 
effort as it took to learn to drive, use a typewriter, or 
play tennis.  
 
Assessing “Perceived” and “Real” levels of 
danger 
 
First, rate the intensity of your anxiety on a scale 0 to 
10 (0 = “no anxiety” and 10 = “maximum anxiety”). 
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Perceived            Real 
 (Anxiety)          Danger 
10                           10 
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Problem Memories — The 4 Emotional Types 

 

Distressing thoughts, memories and dreams usually involve one or 
more of the following four basic emotions: 

 

 

1. ANGER, irritability, aggression.  

 

 

2. ANXIETY, fear, terror.  

 

 

3. SADNESS, grief, hurt.  

 

 

4. GUILT, embarrassment, shame.  

 

In the programme you will practice different techniques with memo-
ries that involve a degree of ANGER.  

 

You can also apply these methods to memories involving ANXIETY, 
SADNESS and GUILT when they occur.  

 

And importantly, the programme will show you how to enhance and 
strengthen thoughts that bring you HAPPINESS & JOY! 
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Part 2: Techniques 
 

Trying to avoid distressing thoughts, memories and dreams actually pre-
vents change for the better and keeps the old feelings strong. 
 
The KEY to MASTERY = CONFRONT & CHANGE the memory 

 
To achieve mastery we need to both CONFRONT, rather than avoid, re-
curring thoughts, memories and dreams, and then use our imagination 
to CHANGE the old pattern. 
 
Memories are not set in concrete. In fact, we recreate a memory every 
time we bring it to mind, and this gives us a great opportunity to make a 
permanent beneficial change. 
 
You will be taught a number of techniques to help you feel comfortable 
while you CONFRONT and CHANGE old thoughts, memories and dreams. 
 
This manual describes these techniques, as well as others that you might 
like to experiment with at home. All the techniques are described in the 
scientific literature as helpful in reducing unpleasant feelings associated 
with distressing thoughts, memories and dreams. 
 
You are encouraged to use the techniques from this program, or any 
other methods you might like to develop yourself, whenever you experi-
ence any unwanted thoughts, memories and dreams at home. 
 

The basic procedure 
 
When distressing thoughts, memories or dreams occur, deliberately re-
duce the emotional impact while CONFRONTING and CHANGING them in 
your imagination. When you have done this, let them fade away and 
bring to mind a particularly pleasant thought or memory. 
 
Remember that breaking habits is not always easy. You can expect that 
some days your practice will work well, while on other days the old 
thoughts and memories will seem to come back as strong as ever.  
 
However, with perseverance and practice you might surprise yourself at 
how well you can master troublesome thoughts and memories. 
 
 

Copyright W. Somerville 
 

 



 

 

    203

 

“Cowtoons” by K. Somerville, aged 14 years 

© 

Copyright W. Somerville 

 
Control Thoughts,  

Memories and Dreams: 
A Training Programme 

 
 

Participant’s Manual 
Part 2—Techniques 

 
 
 
Wayne Somerville 
Clinical Psychologist 
 
“Creek’s Bend” 
Toonumbar Via 

www.CreeksBend.com 
waynes@ceinternet.com.au 

Phone/fax 66 333158 

 
 
 
 



 

 

    204

 

       Part 2: Techniques 
 

Trying to avoid distressing thoughts, memories and dreams actually prevents 
change for the better and keeps the old feelings strong. 

 
The KEY to MASTERY = CONFRONT & CHANGE the memory 

 
To achieve mastery we need to both CONFRONT, rather than avoid, recurring 
thoughts, memories and dreams, and then use our imagination to CHANGE 
the old pattern. 
 
Memories are not set in concrete. In fact, we recreate a memory every time 
we bring it to mind, and this gives us a great opportunity to make a 
permanent beneficial change. 
 
You will be taught a number of techniques to help you feel comfortable while 
you CONFRONT and CHANGE old thoughts, memories and dreams. This 
manual describes these techniques, as well as others that you might like to 
experiment with at home. All the techniques are described in the scientific 
literature as helpful in reducing unpleasant feelings associated with 
distressing thoughts, memories and dreams. 
 
You are encouraged to use the techniques from this programme, or any other 
methods you might like to develop yourself, whenever you experience any 
unwanted thoughts, memories and dreams at home. 
 

The basic procedure 
 
When distressing thoughts, memories or dreams occur, deliberately reduce 
the emotional impact while CONFRONTING and CHANGING them in your 
imagination.  
 
When you have done this, let them fade away and bring to mind a 
particularly pleasant thought or memory. 
 
Remember that breaking habits is not always easy. You can expect that some 
days your practice will work well, while on other days the old thoughts and 
memories will seem to come back as strong as ever.  
 
However, with perseverance and practice you might surprise yourself at how 
well you can master troublesome thoughts and memories. 
 
Remember: To change old thoughts, memories or dreams, deliberately reduce 
their emotional impact then Confront and Change them.   
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Techniques for changing thoughts, memories & dreams 
 
Following are some techniques for changing and reducing the emotional 
impact of thoughts, memories and dreams. 
 
Each technique asks you to deliberately change the way that you are 
thinking and imagining. With practice you will find yourself making 
these changes more and more automatically, and then you will have set 
up a new beneficial habit for the future. 

 
Similar techniques are grouped together, but, in practice, you will find 
that you use combinations of the methods in your own unique way — 
and the way you use the methods might change over time. 
 
You are the best judge of what works for you. Experiment with the vari-
ous techniques to develop your own way of doing things.  
 
A) “View” a memory or dream from a distance 
 
Memories come in two possible perspectives. We either see things in our 
imagination from a “first person” perspective, as if we are actually going 
through the event again, or else we recall what happened from a “third 
person” or “observer” perspective, as if we are seeing ourselves go 
through the event “over there”. 
 
Emotions are often stronger when we use the “first person” perspective, 
and we can think more objectively and experience less emotion when we 
deliberately take the “observer” perspective. 
 
         1) Take the “observer perspective” 
 
In your imagination review the memory or dream from the perspective 
of an observer, so that you see the “younger you” going through the old 
incident and old feelings “way over there”.   
 
Keep your distance from the action and maintain the attitude of a com-
fortable, somewhat distant and detached observer. At all times remem-
ber your adult strength. 
 
         2) Watching television 
 
Review the memory or dream in imagination as if you are watching a 
movie or television program. Become the director. Perhaps re-write the 
story, add commercials, or change channels. 
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B) Add a protective barrier  
 
Deliberately using your imagination to add a protective barrier while 
you are recalling a distressing memory or dream can very effectively in-
crease your comfort. This will make it easier for you to further Con-
front and Change the old out-of-date memories. 
 
         1) The one-way mirror 
 
See the action from an observer’s perspective as if you are behind a 
one-way mirror. You can see the characters in the memory or dream, 
but they cannot see you. 
 
         2) A shield for protection 
 
Use your imagination to create and use a powerful shield to ward off 
threatening people or events that come back in memories or dreams. 
 
         3) Behind bars 
 
Imagine that aggressive people are held safely behind bars.  
 
         4) A glass wall 
 
Imagine an unbreakable glass wall between you and the incident. 

 
C) Use restraints 
 
         1) Tie up baddies 
 
Imagine that threatening people are tied up securely with ropes. 
 
         2) The Mummy 
 
Wrap up problem people in bandages like an Egyptian mummy. 

 
D) Add extra characters 
         1) Backup support 
 
Add extra characters to the story to back you up or to give comic relief. 
Use real or imaginary people, movie actors or cartoon characters. 

 
         2) Taking the monkey out of someone 
 
Picture a circus monkey standing behind an unfriendly person,  
silently imitating their every gesture and action.  
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E) Change the sensory qualities of the memory  
 
Generally, the closer, louder and more vivid the 
images, the stronger will be the emotions.  
 
We sometimes make the mistake of imagining 
unhappy things as if they are vivid and up 
close, while we remember good times as being 
duller and further away.   
 
Practice changing the following dimensions to see which best reduce 
the emotional impact for you. 
 
Change the way things look   
 
         1) Make things Brighter or Duller 

 
         2) Add Colour or make the scene Black & White 

 
         3) Bring things Up Close or push them Far Away 

 
         4) Compare “Live Action” to seeing a “Still Photo" 

 
         5) Slow or Speed up the action 

 
         6) Run the action Forward and in Reverse 
 
         7) Make people Bigger and Smaller 
 
         8) Imagine yourself "growing" Bigger and More Powerful. 

 
Change the way things sound 

 
         9) Have people Shout or Whisper 

 
         10) Give people Normal or Cartoon Character Voices 

 
         11) Give a man a woman’s voice, and vice versa 
 

Use a combination of any or all of the above changes to adjust the 
memory so that it has the least emotional impact on you. 

 

Copyright W. Somerville  
 
 
 



 

 

    208

 

F) Develop positive “self-talk” 
 
The things that we say to ourselves while remembering can power-
fully effect our emotions. This self-talk can be unconscious. Unless 
we pay close attention we might not be aware of what we say to our-
selves . 
 
Some people say negative things to themselves such as “I can’t 
stand this any more” or “I must be going crazy”.  
 
To counter this, practice saying something positive 
like “I can cope”.  
 
Some people try to control emotions by saying 
such things as “don’t be nervous” or “now don’t 
get upset”, and other statements that involve a ne-
gation (ie, saying “not”). 
 
What happens when you say to yourself “Don't 
think of a black cat”? 
 
The problem with such negative statements is that 
they make us think about what we don't want to think about!  
 
 
When distressing memories or dreams come to mind, counter the 
old negative self-talk! Practice making statements about what you 
want.  For example, instead of saying to yourself “don’t think of 
that” say “I can change this old out-of-date memory for the better”. 
 
Take control of your self-talk.  Notice negative statements, then de-
liberately challenge and change them. Replace them with more posi-
tive and realistic statements. 
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G) Change the story line   
 
A powerful way to change upsetting thoughts, memories and dreams is to 
deliberately change the storyline. This is often done from the “observer 
perspective”, in which you see the action as if you are watching what 
happened from a distance. 
 
 1) Create a better ending 
 
Unhappy memories tend to end at the worst time — when things went really 
wrong. Unfinished stories, and those with bad endings, tend to stick in the 
mind and keep coming back. 
 
When you experience a distressing memory or dream, make yourself 
comfortable, close your eyes and take control by deliberately creating a new 
and better ending.  
 
Take the “observer” perspective, so you can imagine the “new story ending” 
you will create “over there” - as if you are watching a new movie up there on 
a screen.  
 
Imagine that you are a skilled movie director, then deliberately re-make the 
“old movie” until what you can see and hear, “up there on the screen”, looks 
and sounds all right. You can direct yourself and the other “actors” on the 
screen to behave in any way you wish.  
 
If you see something you do not like, change it, rewind the movie, and start 
again. You can add new elements, a new ending, or make any changes you 
want. Remember: this is your movie and you are in control 
 
When the new movie looks and sounds much better, then imagine yourself 
trying out the new story from the perspective of actually being in the new 
movie, as if you were actually there.  
 
If it looks and feels all right, then for about five minutes each day rehearse 
being in the new movie in your imagination.  
 
Do NOT rehearse or go over the old memory/old movie in your imagination 
— it is not needed any more! When the old memory occurs, deliberately 
change it for the better. You do not need the old feelings, so why keep on 
with the old memory? 
 
If you try out the new movie and it does not seem all right, then go back to 
the perspective of the movie director and re-make the movie again until it 
looks okay. Then test it again. We will practise this important technique. 
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G) “Change the story line” techniques — Continued   
 
         2) Give nightmares a new and better ending 
 
The “give it a better ending” technique can be useful for changing 
recurring nightmares. To gain control of your nightmares and 
dreams practice the following: 
 
Instructions 
 
Whenever you have a bad dream, in your imagination immediately 
create a new and better story that has a happy ending. Do not repeat 
the old dream to yourself, or tell it to other people. This simply re-
inforces the old dream, and only the new story is important.  
 
Then practice the new dream story by going 
over it in your imagination a few times.  
 
Practice imagining the better ending that 
you have created for about five minutes 
each day.  
 
When you go to bed at night, think about all 
the good things that happened that day, 
and rehearse your new improved dream 
story. 
 
         3) Comforting the “younger self” 
 
These popular techniques use current adult strengths, resources 
and perspectives to deliberately change old unwanted memories 
and dreams. There are a number of variations of these techniques 
described in the scientific literature.  
 
When we were younger we did not have the strength, experience, re-
sources or support that we have now as adults. Children can suffer 
unhappy things alone, without any support, or even knowledge, of 
other people. You can change that now by giving the “younger you” 
the opportunity to express feelings and receive your unconditional 
support. 
 
Instructions 
 
Immediately after you experience a distressing memory or night-
mare, use some of your techniques for reducing the emotional im-
pact of the imagery (e.g. turn down the volume, put it at a distance, 
change the brightness etc) to review the event “from a distance” as 
the adult you are now, with all your adult strength and experience. 
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 3) Comforting the “younger self” - Instructions Continued 
 

In your imagination watch the “younger you” go through the old experience 
“over there” for the last time, while you “watch” with comfort, remembering 
all your adult strengths and resources.   

 

Then imagine that you get the attention of the “younger you”, and in your 
own way give them lots of comfort, encouragement and support.  

 
Tell the "younger you" that, whatever happened he/she did survive. 
 
You might imagine yourself directly intervening in the old event to directly 
help or protect the “younger you”. Feel free to change the story in any way 
that you wish. The changes do not have to be at all realistic. 
 
Calm the “younger you” down, and then imagine that you are taking your 
younger self to a happy and safe “special place”.  
 
If it feels all right to do so, then let go of the old feelings once and for all. 
Keep only those feelings necessary to protect yourself nowadays. 
 
For a few days spend some minutes each day imagining a happier and more 
confident “younger you” in the “special place”. 
 

H) Divided attention techniques. 
 
The scientific literature describes techniques that essentially require a 
person to think about their distressing memory or dream while 
simultaneously attending to at least one other physical or mental activity.   
 
There is evidence that these procedures can reduce distress and change 
problematic memories for some people.   
 
We will not be practising these methods in the programme, but you might 
like to experiment with these techniques, perhaps combining them with 
other approaches that you have learned. 
 
 1) The Split Screen  
 
Close your eyes, take the “observer perspective” and imagine that you can 
see a large blank movie screen in front of you. Now imagine that the screen is 
split vertically in two. On one side of the screen “review” the memory or 
dream (using your techniques to reduce emotions if you wish) while on the 
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other side of the screen imagine a pleasant scene that gives you feelings of 
comfort and strength. 
 
Use this technique each time the memory or dream recurs. With practice, you 
will find that the old memory or dream changes for the better. 
 2) “Two images at once” 
 
Hold the old disturbing images in your imagination while at the same time 
carry out a mental exercise with another emotionally neutral but distracting 
image (such as doing arithmetic on a blackboard, counting sheep etc).  
 
After about 20 seconds let the images fade. After a short break repeat the 
procedure for another 20 second period. You might find that with practice 
the old memory changes. 
 
 3) “Wriggle” your eyes from side to side  
 
If you bring to mind disturbing memories (and their associated negative self-
statements) while moving your eyes rapidly sideways back and forth across 
your visual field, in time, the memory can change for the better. This 
technique is known as “Eye Movement Desensitisation and Reprocessing” 
(EMDR). 
 
4) The counting method 
 
In this technique the client deliberately recalls the distressing memory while 
a counsellor counts out loud from 0 to 100.  
 
The client then fades away the memory image before discussing what 
happened with the counsellor. 
 
You might like to experiment with this technique by reviewing the memory 
or dream while you count silently (or out loud) from 0 to 100. Experiment 
with using the “observer perspective” and compare this to the “first person 
perspective”. Combine it with other techniques for reducing emotion as well. 
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Knowing When to Take a Break 
Using The Basic Rest/Activity Cycle 

 
Every 90 to 12O minutes during the day we enter a 20-minute period during 
which the mind and body seek a break from activity to reduce stress and 
"recharge the batteries". These recurring periods of reduced energy are ideal 
times for practising relaxation. 
 
If you practise relaxation during the appropriate part of the Basic 
Rest/Activity Cycle you will find it easy to relax deeply and, in about 20 
minutes, you will feel refreshed and ready for 90 minutes of activity. 
 
Everyone knows the after-lunch low energy period, and in many cultures this 
signals siesta time. Many people take a brief "nap" at this time. The timing of 
lunch and tea breaks mirrors the cycle. 
 
Although many people use this 20-minute opportunity for natural stress 
reduction by drinking tea or coffee, or smoking cigarettes, we can all use and 
benefit from nature's cycle of rejuvenation. 
 
Recognising the Signals for a Break 
 
The early signs that you are becoming ready to take a break include: 
 * wanting to stretch or loosen up your muscles 
 * yawning, sighing or taking deep breaths 
 * noticing your body becoming quiet, still, and relaxed 
 * feeling a desire for a snack or drink 
 * daydreaming 
 * diminished concentration and wandering thoughts 
 * feeling tiredness and discomfort in your muscles 
 * realising your performance is slowing down 
 * staring vacantly into space 
 * slower reflexes, clumsiness 
 * a growling stomach, hunger pangs. 
 * needing to use the toilet 
 * lapses of hearing or tuning out of the outside world 
 
The signals for a Break are subtle and are easily drowned out by the pressing 
needs of the outer world or by using coffee or cigarettes. If you recognise 
and respond to these signals by taking a break, you will find that your 
relaxations will become deeper and more satisfying. 
 
Entering the Natural Relaxation Break. 
 
Find a quiet place. Ideally, lie down or sit in a comfortable chair. Even a brief 
walk or any change to a more relaxing activity will help.  
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Many of us have grown up with negative attitudes towards taking time off for 
relaxation during the day. Many people say that they do not have time for 
relaxation but they already take breaks to drink tea, eat or smoke. 
 
You can use any type of relaxation that you like, or simply just close your 
eyes, attend to your breathing and allow the comfort to spread throughout 
your body.  
 
Allowing yourself to enjoy the natural periods of rest as they occur 
throughout the day will help your mind/body solve problems. 
 
As you prepare for the relaxation break you will find yourself taking a deeper 
breath and comfortably yawning. Notice your breathing quietening down. 
Deeper breaths are a sign of your body shifting into a more relaxed mode. 
There is no need to do anything or pay any special attention to things. There 
is no right or wrong method. You simply notice the comfort and allow your 
mind-body to do whatever it wishes to restore itself. 
 
When you are ready for activity and the stress of life again, you will find 
yourself smoothly coming back to your usual waking state of mind. Note how 
comfortable and well you feel. This is the signal that restoration and healing 
have taken place and your energy is recharged. 
 
You have allowed the mind to refresh itself so that you awaken with 
improved concentration and thinking abilities. You may now know how to 
deal with a problem or solve some task.  
 
While the Healing Break usually takes about twenty minutes, its length will 
vary widely among different people or for the same person at different times.  
 
You may find in the early stages that your breaks last for more than 20 
minutes and sometimes progress into sleep.  
 
This is normal for people who have a sleep deficit or who have been under 
stress. Within a week or two your breaks will become regular and more 
satisfying. 
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Relaxation Instructions 

During the training session you will be taught a relaxation tech-
nique for letting go of old unwanted habits and feelings. 

The exercise uses guided visualizations and sugges-
tions for progressively relaxing your muscles. 

To practice this technique at home, find yourself a 
quiet, comfortable place, and set things up so you 
will not be disturbed for twenty minutes or so. 

Preferably choose somewhere out of the direct 
sunlight. Any tight clothing can be loosened; keys, 
wallets, etc. should be removed from your pockets 
and eyeglasses can be set aside. 

You don't have to talk, or move, or make any sort of effort dur-
ing the exercise.  

The important thing is your comfort, and you can make whatever 
movements you need in order to be comfortable. If you feel an 
itch, scratch it, then settle back into comfort. 

Each person goes into relaxation in his or her own unique way 
and each time you practice the relaxation it may be different.  

In the early stages of using this technique you may find it diffi-
cult to relax or to notice much improvement in your skills. This 
is how it goes for many people. As with acquiring any new skill, 
regular practice and some perseverance are needed early on. 

Breathing is basic to many relaxation and meditation techniques. 
Just by attending to your breathing you can begin to relax.  

Your mind may wander off onto other thoughts, but by gently 
bringing attention back to your breathing, to those good feelings 
and thoughts with each in breath, and to the letting go of some 
tension with each out breath you can gently enter relaxation. 

You might like to experiment with making your own unique 
changes to the technique. 
 
 

Practice the technique as often as you like.  
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                                                                  Appendix M     
  

Treatment Scripts 
 

Training Script – Treatment Group A, 1st Session 
 

Name:…………………………………………….                Date:………………….. 
 
Treatment Session 1 – ANGER Memories.    
 
a) Orientation 
 
i) Review Orientation meeting   The KEY = CONFRONT and CHANGE the memories.  
 
ii) Introduce Distress Rating Scale (0 to 10) for rating emotionality. 
 
“When I ask you, ‘What level of distress are you feeling now?’ I would like you to give me a 
number from 0 to 10, where 0 represents no distress at all, and 10 represents the strongest 
possible level of distress.  Just give the first number that comes into your mind. 
 
iv) Set up finger signalling  [Use dominant hand for signals] 
……I would like you to choose a `yes' signal and allow the finger to lift up so that I can see 
the "Yes" signal. 
 
[If the `yes' response is adequate, then] - "Thank you. I would like you now to choose a "no" 
signal, and allow that finger to lift up."  

YES Signal =   NO Signal = 
 
v) Introduction to treatment.    “Today I will be taking you through some procedures 
that will help you to better control distressing thoughts and memories.  I will ask you to 
practice using these techniques on any thoughts, memories or dreams that trouble you when 
you are away from the clinic.  
 
“When I ask you to imagine something, just allow the images to develop in your minds eye in 
your own way and your own time.  Everyone is different and it is important that you try out 
the procedures in your own way.” 
 
“For today's training exercise, we will be using the two memories that you recalled since we 
last met.  I will show you how you can control and change these memories so that they lose 
some of their emotional impact on you. 
 
b) Training Procedure. - How did you go finding some memories of feeling somewhat 
ANGRY?  
 
i) Checking memories - ANGER. 
 
First Memory - involving ANGER 
 
Ss Description of event: 
[Suitability check]  No family members -       No trauma or injury -    Not ongoing stressor – 
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“I want you to close your eyes and remember what happened in this incident, as if you are 
there. Let the old feelings come back to you, and give me a yes signal when you can feel the 
old feelings. Now give me a rating from 0 - 10 for the level of distress associated with this 
memory”. 

Subject distress rating (at least 4 on a 1–10 scale) = 
 
“Now let the first memory fade away, and open your eyes.” 
 
Second Memory - involving ANGER 
 
Ss Description of event: 
 
[Check on memory suitability]  No family members - 
       No trauma or injury -   

   Not ongoing stressor – 
 
“I want you to close your eyes briefly and remember what happened in this incident, as if you 
are there again.  Let the old feelings come back to you, and give me a yes signal when you 
can feel the old feelings.  Now give me a rating from 0 - 10 for the level of distress associated 
with this memory”. 

Subject distress rating (at least 4 on a 1–10 scale) = 
 
“Now let the first memory fade away, and KEEPING YOUR EYES CLOSED.” 
 
ii) Procedure with first memory - ANGER. 
 

Gaining Permission 
 
"Before we begin each session of training, I want to check with your intuition that it is okay 
by you to do this work today. If it is OK to practice new methods for changing the emotional 
impact of the memories we have discussed then give me a Yes signal, If it is not alright give 
me a NO signal. 

   YES  NO 
(If YES signalled) "That’s fine, at all times you are in control, you can open your eyes 
whenever you like."    (If NO - process) 
 
            Accessing Memory 
 
"Now, let the memory of the first incident in which …(Describe event)……, come to your 
minds eye, as if you are actually there again, watching and listening to the person speaking 
there in front of you.  And when you can see and hear that person speaking to you as they did 
before, please give me a Yes signal. 
 
“Notice how that feels and give me a distress rating from 0, not at all distressing, to 10 
extremely distressing, for how you feel while remembering this incident. 

                              Ss Distress rating =                       
 
[If subject’s distress rating is < 4, then encourage further sensory elaboration and 
reexperiencing of original emotion until distress rating reaches 4] 



 

 

    219

 

“In a moment I am going to ask you to make a series of changes to the way that you are 
remembering this incident. As you make each change I want you to notice the emotions and 
feelings that go with the change. A number of times during the session I will ask you to give 
me a distress rating, 0 to 10, like you did earlier. Just give me the number the first comes to 
mind. 
 
Visual Features: 
 

Associated Vs Dissociated viewing perspective 
 
"I want you now to imagine that you are drawing yourself out of the scene, pulling back so 
that you are watching yourself and the other person over there… As if you are an observer of 
what is going on between yourself and the other person, looking on from a distance.  Give me 
a yes signal when this has been done.  
 
"Now notice how that feels, and give me a distress rating"        Ss Distress rating =               
 
“Now imagine that you are again seeing what is happening from the perspective of being 
there, and give me a Yes signal when you have done this”  
 

Bright vs Dull 
 
"I want you now to make the image much brighter, and give me a yes signal when this...  
         
"Notice how that feels, and give me a distress rating"            Ss Distress rating =   
 
"Now I want you to really dull the scene down. Make it indistinct and dull as if you have 
turned the brightness and contrast right down, so it's a bit hard to see them over there it is so 
dull, and give me a yes signal when this has been done.   
 
"Notice how that feels, and give me a distress rating"  Ss Distress rating =                  

 
“Now return the brightness to about how it was in the beginning and give me a yes signal 
when you have done this." 
 

Colour vs Black & white 
 
"I want you now to add lots of colour to the scene, make it very colourful, and give me a yes 
signal when this has been done.      
 
"Notice how that feels, and give me a distress rating" Ss Distress rating =                 

 
"Now I want you to take the colour away and turn it into a black and white scene, like from a 
newspaper or on an old black and white TV, and give me a yes signal when this has been 
done.   
       
"Notice how that feels, and give me a distress rating.  Ss Distress rating =                  
 
“Now return the colour to about how it was in the beginning, and give a Yes signal…"  
 



 

 

    220

 

Bring up close vs Push far away 
 
"I want you now to bring the other person up really close, so that they are right in your face, 
saying the same things to you, and give me a yes signal when this has been done.  
 
"Notice how that feels, and give me a distress rating” Ss Distress rating =                 

 
"Now I want you to push the person way away, right over there, so you almost have to crane 
your neck to see them because they are so far away, and give me a yes signal when this has 
been done.        
    
"Notice how that feels, and give me a distress rating. Ss Distress rating =                  
 
 Now return the distance to about how it was in the beginning, and give me a Yes signal..." 

 
 Grow and Shrink person 

 
"Now I want you to imagine that the person is growing bigger and bigger until they are about 
8 foot tall, towering over you. Give me a yes signal when this has been done. 
 
"Notice how that feels, and give me a distress rating"            Ss Distress rating = 
 
"I want you now to shrink the person down until they are four foot tall standing in front of 
you.  See them carrying on as before, but now they are only 4’ tall. Give me a yes signal when 
this has been done.  
         
Notice how that feels, and give me a distress rating"   Ss Distress rating =                   

 
“Now return the people to their normal size and give a Yes signal when you have done this” 
 

Add person for strength 
 

"I want you now to imagine that you are adding another person to the scene, perhaps a good 
friend of yours, or someone powerful, to support you. You might choose someone you know, 
or some character from the movies or television. You do it in your own way. Give me a yes 
signal when this has been done.  
 
"Notice how that feels, and give me a distress rating" Ss Distress rating =              

 
"Now I want you to allow the extra person to fade away. Give me a yes signal..  

 
With imitating monkey in background vs Without monkey 

 
"I want you now to imagine that behind this other person there is a circus monkey standing on 
a box.  And you can see the circus monkey, but the other person can't.  See the monkey taking 
the "monkey" out of them by imitating everything they are saying and doing - body 
movements, facial expression, etc.  Give me a yes signal when this has been done.   
   
"Notice how that feels, and give me a distress rating" Ss Distress rating =                    
"Now let the monkey fade away and give a Yes signal when you have done this."  
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Auditory Features: "I want you to now play with the sounds that go with this memory". 
 

Shouting Vs Whispering 
 

"I want you to really turn up the volume, so that it sounds as if the other person is speaking 
very loudly, almost shouting at you, and give me a yes signal when this has been done.  
 
"Notice how that feels, and give me a distress rating. " Ss Distress rating =                   
 
"Now I want you to turn the volume way down, so it sounds that the person is almost 
whispering to you. You can see their lips moving, but you have to pay close attention to their 
quiet voice to hear what they are saying.  And give me a yes signal when this has been done.  
 
"Notice how that feels, and give me a distress rating. Ss Distress rating =                    
 
“Now return the volume to about how it was in the beginning and give a Yes signal…” 
 

Normal vs Cartoon voice 
 
"I want you now to give the other person an appropriate cartoon voice.  You can choose 
whatever voice you think would suit them, Donald Duck, Goofy, Mickey Mouse.  Give me a 
yes signal when this has been done.       

  
"Notice how that feels, and give me a distress rating."        Ss Distress rating =                   
 
"Now I want you to return the voice to about normal, hear them saying the old things with 
their usual voice, and give me a yes signal when this has been done.  
 
"Notice how that feels, and give me a distress rating."        Ss Distress rating =                  
 

Male vs Female voice 
 
"I want you now to change the other person’s voice to the voice of the opposite sex, change a 
man’s voice to that of a woman, or a woman's voice to that of a man. Give me a yes signal 
when this has been done.      

   
"Notice how that feels, and give me a distress rating." Ss Distress rating =                  
 
“Now return their voice to the normal sex and give me a YES signal when… 
 

Negative self-statement Vs Positive self-statement  
 
" I want you now to experiment with the effects of saying different things to yourself.  Now, 
while imagining the other person speaking, I want you to say to yourself "I cannot cope with 
this, they make me so angry".  Give me a yes signal when this has been done.  
 
"Notice how that feels, and give me a distress rating"           Ss Distress rating =                   
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" I want you now to imagine that you are listening to the other person speaking while you 
silently say to yourself "I can handle this, I can control my feelings".  Give me a yes signal 
when this has been done.  
 
"Notice how that feels, and give me a distress rating." Ss Distress rating =                 
 

Adjusting the memory image 
 
“I want you now to adjust this memory so that it has the least possible emotional impact on 
you. Adjust the brightness, distance, etc…… and give a yes signal". 
 
"Please give me a distress rating for this new memory".  Ss Distress rating =                 
 
“Any time in the future that you think of this person again, would it be all right for you to 
remember the way that you can see them now in your mind eye?"   Y      N 
 
[When yes is signaled] "Any time in the future that you think of this person, you can 
remember them in such a way that they will have no power over you."   "I want you now to 
take a deep breath and let images fade away, and give me a yes signal when this has been 
done". 
 
Procedure with Second Memory involving ANGER 
 
"Keeping your eyes closed, please let the memory of the second incident when you felt 
somewhat angry, [describe 2nd memory] come to your minds eye, as if you are actually there 
again, watching and listening to the person speaking there in front of you.  And give me a Yes 
signal when this has been done. 
 
“Please give me a distress rating for how you feel while remembering this incident. 
 

Ss Distress rating =                [Get Ss rating >=4] 
 
"Now I want you to let this old memory fade away, and give me a Yes signal……….. 
 
                Give it a better ending 
 
"Now I want you to imagine that you can see up there in front of you a large screen on which 
you would be possible for you to view images like a movie.  And when you can see the blank 
screen up there in front of you, give me a yes signal.       
       
“Please notice how that feels and give me a distress rating”    Ss Distress rating =                 
 
"I want you now to imagine that you are an experienced movie director.  In a minute, when I 
ask you to begin, I want you to begin to re-make the old movie up there on the screen, give it 
a new storyline and a new ending.  Work on the movie until it looks and sounds all right to 
you.  You can direct yourself and the other actors up there on the screen to behave in certain 
ways.  
 
"If you see something that you do not like, change it, rewind the movie, and start again.  You 
can add new elements, a new ending or make any changes you want.  You can make the 
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action realistic, or you can use your imagination to develop a creative story and a new ending 
of any kind. You can begin making the new movie now, if you have not already started to do 
so”  
           
"And when the new movie looks and sounds all right to you, give me a yes signal.  
             
“Please notice how that feels and give me a distress rating”     Ss Distress rating =                 
 

Review of “New Movie” 
 
"Now I want you to try out the new story from the perspective of actually being in the new 
movie, as if you were really there.  “Run the new movie through as if you are in it, and if it 
looks and feels all right, and give me a yes signal. If after you have tried out the new movie it 
does not work, then give me a "no" signal.                YES      NO 

                         
If YES signalled go to * HERE *                             [If NO signalled: RECYCLE procedure. 
 
RECYCLE -"Go back to perspective of movie director…remake …learn from the experience 
to make another new movie in which you see yourself behaving in a new more beneficial 
way…  
 
"And when the new movie looks and sounds all right to you, give me a yes signal.  
 
“Please notice how that feels and give me a distress rating” Ss Distress rating =                 

 
"Now I want you to try out the new story from the perspective of actually being in the new 
movie, as if you were really there. “Run the new movie through as if you are in it, and if it 
looks and feels all right, and give me a yes signal. “If it does not work, then give me a "no" 
signal.        Y        N 
                       * HERE *  
 
[When YES signalled] “Any time in the future that you find yourself thinking of the 
distressing memory or dream, would it be all right for you to remember the changes you have 
practiced today, and give the memory or dream a new story and a better ending?"  
           Y    N 
 
[When YES is signaled] "Any time in the future that you think of this or a similar experience, 
you can change it in such a way that it has the minimum negative impact on you." 

 
"I want you now to take a deep breath and let images fade away, and give me a yes signal 
when this has been done". 
 
iii) Procedure with Good Memory. 

 
Gaining Permission 

 
"I want to check with your intuition, would it be okay for you now to find a particularly happy 
memory, one that you have not thought about for quite a while, and a memory that has in it 
some worthwhile feelings for you at this time?  

    YES  NO 



 

 

    224

 

Access Good Memory 
 
"I want you now to think of a particularly happy and pleasant time from the past.  A time that 
you have not thought about for a long time.  A happy time in which you felt relaxed, 
comfortable and safe.  A time that has within it a worthwhile experience or lesson for you that 
is relevant now at this time in your life.  
           
“When you can think of just such a good memory give me the yes signal. "Please give me a 
PLEASURE rating for this new memory (0 = NO Pleasure, 10 = Max)  
          Ss PLEASURE Rating =               
    
"I want you to adjust this memory so that it has the greatest positive effect on you.  “I want 
you now to adjust the brightness…colour.. distance to enhance the good feelings.   If there is 
any sound, make it richer & melodious.  Perhaps add some sparkle. And when you have done 
that, give me the yes signal" 
 
Suggestions for future use of procedures 

 
“Any time in the future that you find yourself thinking about something that upsets you, you 
can confront the memory and begin to change it so that it has less of an impact on you”. “If it 
would be all right for you to do this is any time in the future that you think or remember 
something that upsets you, give me a clear yes signal."               Y          N 
 
Subject reoriented to surroundings. 
 
“Keeping those good feelings, because those are very good feelings to keep, in your own time 
you can drift back and join me here in the office.  When you open your eyes, you can feel 
relaxed and comfortable". 
 
c) Orientation, assessment and instruction. 
 
i) Subjects administered and complete “Post-Training Questionnaire”.   
 
ii) Discussion and feedback regarding imagery procedures.  E reviews Subject’s experiences 
and gives feedback concerning ratings of distress levels.  
 
iii) Instructions for continuing use of procedures “Any time in the future you find yourself 
remembering or dreaming about something distressing from the past, you can remember that 
this is an ideal opportunity for you to take control of the old memory and make a change for 
the better. 
  
“You might use any of the ideas we discussed here today, or anything else that you might 
think of. Experiment with how you can stay with the old upsetting thoughts and memories 
until you change them for the better. “By confronting and changing these memories you will 
gradually bring them up-to-date, so that they lose their power over you.”  
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iv) Instructions for changing nightmares 
 
“You can take control of nightmares by giving them a better ending, like you did here today. 
 
“If you wake from a nightmare do not reinforce the old dream story by going over it in your 
mind.  Instead, use any of the techniques you have practiced here today to imagine a new 
ending to the dream." "The new ending you create does not have to be realistic or true to 
facts." “Then practice the new dream story in your imagination for about five minutes each 
day, and especially when it is time for you to go to bed at night.”   Give MANUAL PART 2 

 
********* 

 
Training Script Session 2 – Problem Memories. 
 
Name:………………………………………..          Date:……………….. 
 
i) Introduction to 2nd Treatment Session. - “Today we will be building upon the things you 
learned at the first training session. 
 
ii) Review use of Distress Rating Scale (0 to 10). 
 
iii) Set up finger signalling  [Use dominant hand for signals]  YES Signal =       NO Signal = 
 
v) Introduction to treatment.                         
 
“At the last session, you were able to affect the emotions that went with certain memories by 
changing different aspects of the memories. “You were able to change the way things looked 
– by doing such things as viewing the memory from a distance like an observer, and by 
changing such things as the brightness and colour. You experimented with such changes as 
adding a monkey and another person to the event.  
 
“You were able to change the way things sounded - by making such adjustments as raising 
and lowering the volume, and you played with changing the person’s voice to that of a 
cartoon character and the voice of the opposite sex. You experimented with changing the 
words you say to yourself while you were remembering and this had some effect on your 
feelings. You were able to adjust the old memory until it had minimal emotional impact on 
you and the person had lost their power to effect your emotions. With a second practice 
memory you were able to take the perspective of a movie producer, change the old story and 
give it a better ending.  
 
“Today I want to show you another technique for changing distressing memories and 
nightmares when they occur. 
 
Training Procedure. Recycling Procedure Starts Here 
 
1) Procedure with 1st Problem Memory. 

 
a) Gaining Permission 
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"I want to check with your intuition that it is okay by you to do this work today. “If it would 
be all right for you to learn more about how you can take control of memories and bring them 
up to date, please give me a yes signal….                           YES  NO 
(If YES signalled) "At all times you are in control, you can open your eyes whenever you 
like." 

(If NO - process objections, resistance etc) 
 
"Would it be all right for you to practice with a memory that is still causing you discomfort?" 
         YES                 NO 
If NO is signalled, Discuss issues 
When YES is signaled… 

           
b) Accessing Memory 

 
"Allow your intuition to sort back through your memories and find an appropriate memory 
that is still causing you uncomfortable feelings.  And when this memory has been located you 
can allow the yes signal to occur to let me know."   
 
“And give me a distress rating”.               Ss Distress rating =                     
 

c) Review of Event 
 
"I want to review this old memory as the adult you are now, using any of the techniques you 
practiced at the last session so that you can feel as comfortable as possible, remembering that 
you are here in my office.  At all times remembering all your adult strengths". 
 
“And when you have seen and heard everything that happened back then, and reviewed these 
events fully from beginning to end, give me a clear yes signal. 
        
“And give me a distress rating for how you feel now”. Ss Distress rating =                     
 

d) Transfer current adult resources to the memory: 
 
"Now I want you to do something very important for yourself.  I want you, in your own way, 
to give all your years of adult wisdom, experience and understanding, and all your adult 
strength to the younger you over there.  
 
“You might imagine yourself walking over to the younger [name] and comforting and 
reassuring him/her that s/he will never have to go through that again.  Tell him/her that s/he 
did live through this event.   
 
“It really doesn't matter how you do it, the important thing is that you transfer your adult 
support and understanding to this younger you in your own way.” 
 
“When you have given all your years of experience, support and understanding to the 
younger you in this old memory, please give me a yes signal.  

 
“And give me a distress rating”. Distress rating = 
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e) Relinquishing the old emotions 
  
“Do you still need to keep all the old out of date tensions associated with the old memory?”  
          Y        N 
[If NO signalled], ‘Then let go of all the unnecessary old tensions once and for all.  You might 
imagine yourself reaching out and comforting the younger you so that she/he becomes one 
with you again, or you might just sense that the younger you has let go of all the old out of 
date tensions.  And when this has been done the YES signal..." 
 
“And give me a distress rating”.                     Ss Distress rating =                
 

Go to REVIEW FOR OTHER PROBLEM EVENTS 
 
[If YES response is given, explore reasons for the need to keep the old feelings, e.g., "Are you 
keeping those old out of date uncomfortable feelings for protection?"  
 

AND THEN: Recycle e) Recycled Transfer current adult resources to the memory: 
 

"I want you, in your own way, to give all your years of adult wisdom, experience and 
understanding, and all your adult strength to the younger you over there.  
 
“You might imagine yourself walking over to the younger [name] and comforting and 
reassuring him/her that s/he will never have to go through that again.  Tell him/her that s/he 
did live through this event.” 
 
“When you have given all your years of experience, support and understanding to the 
younger you in this old memory, please give me a yes signal.  

 
“And give me a distress rating”.               Ss Distress rating =                    
 

f) Recycled Relinquishing the old emotions 
  
“Do you still need to keep all the out of date tensions from this old event?”  Y / N 
 
[If NO signalled, ‘Then let go of all the unnecessary old tensions once and for all.  You might 
imagine yourself reaching out and comforting the younger you so that she/he becomes one 
with you again, or you might just sense that the younger you has let go of all the old out of 
date tensions.  And when this has been done the YES signal..." 
 
“And give me a distress rating”.                     Ss Distress rating =                
 

g) Review for Other Problem Events 
 
"I would like you to check with your intuition to see if there are any other memories that are 
still creating uncomfortable feelings?  If there are any other memories that are still creating 
uncomfortable feelings, the Yes Signal can occur.  If there are no other memories that are still 
creating uncomfortable feelings, the NO signal can occur to let me know.  
                                           YES         NO 
 
If NO, proceed to “Good Memory Procedure”.      If YES signaled, Go to 2) 2nd Memory. 
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2) Procedure with 2nd Problem Memory.        
 

a) Gaining Permission 
 
"Would it be all right for you to practice with another memory that is still causing you 
discomfort?" YES                 NO 
 
If NO is signalled, check if there are any further problematic memories, or discuss. 
 
When YES is signaled… 
 

b) Accessing Memory 
 
"Please allow your intuition to sort back through your memories and find another 
appropriate memory that is still causing you uncomfortable feelings.  And when this memory 
has been located you can allow the yes signal..."                         
 
“And give me a distress rating”.               Ss Distress rating =                     
 

c) Review of Event 
 
"I want to review this old memory as the adult you are now, using any of the techniques you 
practiced at the last session so that you can feel as comfortable as possible, remembering that 
you are here in my office.  At all times remembering all your adult strengths". 
 
“And when you have seen and heard everything that happened back then, and reviewed these 
events fully from beginning to end, give me a clear yes.. 
 
 “And give me a distress rating for how you feel now”. Ss Distress rating =                     
 

d) Transfer current adult resources to the memory: 
 
"Now I want you to do something very important for yourself.  I want you, in your own way, 
to give all your years of adult wisdom, experience and understanding, and all your adult 
strength to the younger you over there.  
 
“You might imagine yourself walking over to the younger [name] and comforting and 
reassuring him/her that s/he will never have to go through that again.  Tell him/her that s/he 
did live through this event.   
 
“It really doesn't matter how you do it, the important thing is that you transfer your adult 
support and understanding to this younger you in your own way.” 
 
“When you have given all your years of experience, support and understanding to the 
younger you in this old memory, please give me a yes signal.  
 
“And give me a distress rating”.               Ss Distress rating = 
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e) Relinquishing the old emotions 
 
“Do you still need to keep all the old out of date tensions associated with the old memory?”  
          Y        N 
[If NO signalled], ‘Then let go of all the unnecessary old tensions once and for all.  You might 
imagine yourself reaching out and comforting the younger you so that she/he becomes one 
with you again, or you might just sense that the younger you has let go of all the old out of 
date tensions.  And when this has been done the YES signal..." 
 
“And give me a distress rating”.                      Ss Distress rating =                
 

Go to REVIEW FOR OTHER PROBLEM EVENTS 
 
[If YES response is given, explore reasons for the need to keep the old feelings, e.g., "Are you 
keeping those old out of date uncomfortable feelings for protection?"  
 

AND THEN: Recycle e) Recycled Transfer current adult resources to the memory: 
 
"Now I want you to do something very important for yourself.  I want you, in your own way, 
to give all your years of adult wisdom, experience and understanding, and all your adult 
strength to the younger you over there.  
 
“You might imagine yourself walking over to the younger [name] and comforting and 
reassuring him/her that s/he will never have to go through that again.  Tell him/her that s/he 
did live through this event.” 
 
“When you have given all your years of experience, support and understanding to the 
younger you in this old memory, please give me a yes signal.  

 
“And give me a distress rating”.               Ss Distress rating =                    
 

f) Recycled Relinquishing the old emotions 
  
“Do you still need to keep all the out of date tensions associated with this old event?”  Y / N 
 
[If NO signalled, ‘Then let go of all the unnecessary old tensions once and for all.  You might 
imagine yourself reaching out and comforting the younger you so that she/he becomes one 
with you again, or you might just sense that the younger you has let go of all the old out of 
date tensions.  And when this has been done the YES signal..." 
 
“And give me a distress rating”.                      Ss Distress rating =                
 

g) Review for Other Problem Events 
 
"I would like you to check with your intuition to see if there are any other memories that are 
still creating uncomfortable feelings?  If there are any other memories that are still creating 
uncomfortable feelings, the Yes Signal can occur.  If there are no other memories that are still 
creating uncomfortable feelings, the NO signal can occur to let me know.     YES         NO 
 
Proceed to “Good Memory Procedure”.       
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4) Procedure with Good Memory. 
 

Gaining Permission 
 
"I want to check with your intuition, would it be okay for you now to find a particularly happy 
memory, that you have not thought about for quite a while, a memory that has in it some 
worthwhile feelings for you at this time?  YES  NO 

 
Accessing memory 

 
"I want you now to think of a particularly happy and pleasant time from the past.  A time that 
you have not thought about for a long time.  A happy time in which you felt relaxed, 
comfortable and safe.  A time that has within it a worthwhile experience or lesson for you that 
is relevant now at this time in your life.  
 
“When you can think of just such a good memory give me the yes signal.  
 
"Please give me a PLEASURE rating for this new memory (0 = NO Pleasure, 10 = Max)                                 
     

Ss PLEASURE Rating =               
 

Subject reoriented to surroundings. 
 
“Keeping those good feelings, because those are very good feelings to keep, in your own time 
you can drift back and join me here in the office. When you open your eyes, you can feel 
relaxed and comfortable". 
 
5) Orientation, assessment and instruction. 
 
i) Subjects interviewed & complete Post-Session Questionnaire. 
 
ii) Discussion and feedback regarding imagery procedures.  
 
iii) Instructions for continuing use of procedures 
  
“Any time in the future you find yourself remembering or dreaming about something 
distressing from the past, recognize that this is a good opportunity for you to change the old 
memory for the better. 
 
“Remembering all the things we have discussed and practiced, stay with the memory until you 
feel that you have changed it.  By confronting and changing these memories you will 
gradually bring them up-to-date, so that they lose their power over you.”  
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Treatment Group B (Control) Procedure 
 
Name………………………………………………….    Date……………………………. 
 
1) Orientation and Introduction. 
 
“Emotional stress due to distressing thoughts, memories and dreams directly affects our 
bodies. When we think about something sad, we feel sad.  When we think about something 
frightening, our body reacts by increasing our heart rate and adrenaline.  When we think 
about something pleasant and relaxing, our body relaxes." 
 
"Learning to relax is an important skill for countering the undesirable effects that distressing 
thoughts, memories and dreams have on our bodies.  By regularly practicing relaxation our 
minds and body benefit from our focus on pleasant thoughts and feelings.  Regular relaxation 
practice can be a powerful counter to the physiological arousal caused by stress." 
 
"In today's training session, you will be taught an exercise for relaxing the body and an 
exercise for relaxing the mind. We will discuss how to make the most of relaxation sessions." 
 
2) Set up finger signalling  [Use dominant hand for signals] 
 
“While you are here and your eyes are closed, I want you to be able to let me know how 
things are going without you having to talk. Talking out loud can make it hard to keep track 
of what you are thinking about. It’s much easier to simply raise your “yes finger” or your "no 
finger" to answer my questions.”I would like you to choose a `yes' signal and allow the finger 
to lift up so that I can see...      Y =            N =  
 
3) Ss’ instructed to use a Distress Rating Scale (0 to 10) for rating emotionality. 
 
“When I ask you, "What level of distress are you feeling now?" I would like you to give me a 
number from 0 to 10, where 0 represents no distress at all, and 10 represents the strongest 
possible level of distress.  Just give the first number that comes into your mind. 
 
4) Developing memories for later training.           
 
First Memory - involving ANGER 
 
Ss Description of event: 
 
[Check on memory suitability]  No family members - 
       No trauma or injury -   

   Not ongoing stressor – 
 
“I want you to close your eyes briefly and remember what happened in this incident.  Let the 
old feelings come back to you, and give me a yes signal when you can feel the old feelings.  
Now give me a rating from 0 - 10 for the level of distress associated with this memory”. 
 

Subject distress rating (at least 5 on a 1–10 scale) = 
 
“Now let the first memory fade away, and open your eyes.” 
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Second Memory - involving ANGER 
 
Ss Description of event: 
 
[Check on memory suitability]  No family members - 
       No trauma or injury -   

   Not ongoing stressor – 
 
“I want you to close your eyes briefly and remember what happened in this incident.  Let the 
old feelings come back to you, and give me a yes signal when you can feel the old feelings.  
Now give me a rating from 0 - 10 for the level of distress associated with this memory”. 
 

Subject distress rating (at least 5 on a 1–10 scale) = 
 
“Now let the first memory fade away, and KEEPING YOUR EYES CLOSED.” 
 
Relaxation Script 
 
"Making yourself comfortable, letting your hands be at ease.  Now in a moment, when I ask 
you to, I want you to take a relaxed deep breath with me and as you let that breath go, you 
can close your eyes over lightly and you may like to anticipate the comfort that comes with a 
true, deep relaxation. (In, out, that's fine). 
 
“At all times the important thing is your comfort, and you can make whatever movements you 
need to make to enhance your comfort.  There's no need to talk, or to make any sort of effort.  
You don't even have to bother trying to listen to my words, because your inner mind can do 
that, and can respond all by itself. 
 
“If at any time I say something that is not exactly as you are experiencing, then that is fine, 
you can make your own sense of my words. 

“Everyone relaxes in their own way.  You may find that you develop relaxation immediately, 
or perhaps very gradually, and it really doesn't matter, the important thing is to enter 
relaxation in your own way and your own time. 

“Now, just attending to your breathing, notice how your body likes to breathe at your own 
particular rate.  Breathing goes on all by itself, day and night, all our lives, and there is no 
need to force or stop anything, and as you attend to your breathing, you can take yourself 
gently and gradually into this comfort by bringing in a good feeling with each inbreath and 
letting go of a little bit of any tension you may have with each out-breath 

 “Nothing to bother you or distract you.  And with each breathe letting go and entering that 
relaxed, comfortable feeling more and more.  And it's a safe feeling, a good feeling.  And with 
each word that I say, drifting even further into this comfort, allowing your muscles to go so 
pleasantly limp and relaxed.   

"Perhaps you can allow a feeling of complete relaxation to gradually spread over your whole 
body.  Notice all the muscles of your feet and ankles, just let them go, relaxed, completely 
loose; so limp, the tension draining away, further and further away, with every breath. 
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“Notice gently your calf muscles and all the muscles of your lower legs.  Let them go so 
pleasantly limp and slack.  And now, perhaps feeling the relaxation spreading through the 
muscles of your knees to the muscles of your thighs, your hamstring muscles, relaxing, letting 
go, heavy and limp. 
 
“And as all the muscles of your legs become even more limp and relaxed perhaps you can let 
this feeling of pleasant heaviness and comfort spread upwards through to your stomach 
muscles and all the muscles of your lower back, helping them to let go, becoming so relaxed, 
so very comfortable. 
 
“With every breath, the comfort and ease spreading into the muscles of your chest and your 
upper back.  Let all those muscles go, loose and Limp, relaxing more and more, your body 
pleasantly drifting into comfort, a feeling of letting go, as though your body Is becoming so 
very heavy, resting even more comfortably. “And that is a good feeling, a safe feeing, drifting 
further into this pleasant, safe, relaxed, drowsy feeling, as if your body is asleep while your 
mind remains so perfectly awake. 

“And now, with great comfort, this feeling of relaxation can spread to the important muscles 
of your shoulders and your neck.  Your shoulder and neck muscles relaxing, so loose, so limp, 
letting go, more and more. “And now allow all the muscles on your scalp to relax, those 
muscles of your forehead, around the eyes, the face, the mouth and the jaw muscles all 
relaxing, letting go of any tension, comfortable.  Now all the muscles of your head and face 
letting go, more and more relaxed. 

“And now, relax your shoulder muscles even more, and this comfort gently seeping 
downwards into the muscles of your upper arms and your forearms. “Any remaining tension 
flowing away from your fingers, further away, with each breath, and with each word I say, 
drifting even deeper into that safe, comfortable relaxation.  Perhaps a feeling of pleasant 
heaviness in your arms, and as you hear my words, your relaxation can become deeper and 
even more comfortable. “And with every breath you take, this feeling of complete relaxation 
and ease can spread and deepen, over your whole body." 

Guided Imagery Script 
 
"In a moment I am going to describe a pleasant scene for you. You may like to allow this 
scene to begin to form in your mind, in your own way and in your own time. Just relaxing and 
paying attention to your breathing and allowing these thoughts and images to form in your 
mind. 
 
And if at any time I say something that is not exactly as you are experiencing, then that is fine, 
you can make your own sense of my words. As the images forms, I want you to focus on the 
image, letting yourself become more and more involved in imagining it, so that it becomes 
increasingly vivid and real for you. 
 

The Pond 
 
"Imagine that you are in a beautiful garden.. Enjoy the light as it plays on the colours of the 
garden, the trees and flowers.  And somewhere in a corner of this garden you find yourself 
standing at the edge of a tranquil pool of water. 
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“It is a shaded pool, a largish pool with very glassy, deep water, quite glassy, and on the 
other side of the pool there is a twisted, old blossoming fruit tree with a branch that stoops 
out, over the pool. “You stand there, imagining the pool, the surrounding garden, the old fruit 
tree, with its blossoms, leaning over the pool.   And you can let yourself become absorbed in 
that.   
 
“Now imagine that a little rustle of wind goes through that old tree, a little breeze ruffles it 
and just a few white petals break loose, drifting down, floating and spiraling down, falling 
onto the very still, shaded water, and where they fall, every so lightly, concentric circles of 
tiny ripples spread outwards and intersect, making delicate ripple patterns on the glassy 
surface and you can find this a very absorbing thought. 
 
“Then you may like to imagine that another rustle of breeze goes through that blossom tree 
and small petals drop lightly onto the surface of the water; just imagining the concentric 
circles of ripples spreading outwards and intersecting. You can let yourself become quite 
absorbed in that and as you imagine it, you can become more absorbed, just letting yourself 
go further into this relaxation. Then you might like to imagine that another rustle of breeze 
goes through that tree and a few more white petals fall ever so lightly onto that still, glassy 
water…… 
 

Disposing of "rubbish". 
 
“Now imagine that you are leaving the pond and continuing to walk along the path through 
the garden, unto you find yourself coming to a clearing where there is a small camp fire 
burning.  This fire is somewhere that you can dispose of things in your life that you would like 
to be rid of.  I want you to imagine that you are holding a piece of writing paper and a pen in 
your hands and I want you to write down words to represent all the old habits, fears, doubts, 
worries, bad memories, regrets, guilt, ..anything at all that you want to be rid of in your life.  
And when you have done this throw the list into the fire, and give me a "yes signal". 
 

Removal of a barrier. 
 
"Leaving the fire, continue down the garden path unto you come to a barrier across the path.  
This barrier can take any form that you like, and it represents anything that is negative in 
your life.  A barrier represents any negative thoughts, negative feelings, mental obstacles, or 
limitations that you impose on yourself.  I want to now to use your imagination, your 
creativity, to once and for all remove and destroy the barrier.   And when you have done this 
give me a "yes signal". 
 

A special place. 
 
“I want you now to imagine that you are in a very special place, a place where you feel 
tranquil, at peace and safe.  It might be a real place that you know, or it might be somewhere 
that you create entirely in your imagination.  And when you have created this special place, 
give the "yes signal" so I may know. 
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Re-orientation 
 
“It is important to leave relaxation as gently and as gradually as we enter relaxation. 

In a short while I am going to stop speaking. “We have all the time that we need, and it's 
important to use that time.   
 
I want you to spend the next few minutes enjoying the comfort, and when you are ready, and 
not before you can allow yourself to drift back to your surroundings at the appropriate time.  
And when you feel like opening your eyes and moving your hands you can be awake, relaxed 
and refreshed, looking forward to the remainder of your day.  I'm going to stop speaking now.  
 
Give Subjects Participant’s Manual for Control Group subjects – Relaxation. 
 
Discuss Ultradian Cycle and relaxation practice. 
 
Advise re 4-week follow-up and further treatment. 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

    236

 

Appendix N                                                               
 

4 week Follow-up Assessment Questionnaire 
 
Name 
Address 
 
Dear                    
 
It has now been about        weeks since you attended the “Control Thoughts, Memories and 
Dreams Training Programme”.  During this time you might have thought about, and perhaps 
used, some of the techniques we discussed when you experienced distressing thoughts, 
memories or dreams.   
 
I am writing to ask for some feedback from you about the programme.  Your feedback and 
comments will be valuable in helping me to evaluate and improve the programme.  
 
Could you please complete the following questionnaires and return them in the stamped 
addressed envelope provided.  For experimental design purposes, it would be best if you 
could answer these questionnaires on, or about, . 
 
Please do not hesitate to contact me if you have any queries about the questionnaires, or if I 
can be of any other assistance.  If you live outside the (066) telephone area code, please call 
reverse charges.  
 
I will send you a couple of much briefer questionnaires in about a month's time.  These will 
be the last formal feedback that I will ask of you. 
 
Please indicate below if you would like me to send you a summary of the overall research 
results when they are available.   
 
Thank you again for your participation and assistance.   
 
Regards,  
 
 
 
 
Wayne Somerville 
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Programme Evaluation Questionnaire 
 
Name: ……………………………………………..         Date: ……………………….. 
 
I would like to receive a summary of the research results.   YES        NO    (Please circle one) 
 
Review of Training Memories 
 
At your initial training session you practiced making changes to two memories.   
 
The First Training Memory we used for practice involved an incident…..  
 
When you are ready, could you please make yourself comfortable, close your eyes, and bring 
this incident to mind again.  Could you then please open your eyes and give a “Distress 
rating” (from 0, not at all distressing, to 10 extremely distressing), like we did during the 
training, for the level of distress you feel when you think of that incident now? 
 
 Your “Distress Rating” (0 to 10) for the First Training Memory = 
 
The Second Training Memory we used for practice was of an incident involving…... 
 
When you are ready, could you please make yourself comfortable, close your eyes, and bring 
this incident to mind again.  Could you them please open your eyes and give a “Distress 
rating” (from 0, not at all distressing, to 10 extremely distressing), like we did during the 
training, for the level of distress you feel when you think of that incident now? 
 
 Your “Distress Rating” (0 to 10) for the Second Training Memory = 
 

The Nature of Distressing Memories 
 
When we met we discussed particular thoughts, memories and images that were causing you 
distress.  You indicated that these memories and images were related to………… 
 
I would like to know how these images and memories seem to you now, and what you do to 
control them, when they occur nowadays. At our first meeting you indicated that when these 
memories occurred they appeared as ………. 
 
When you think of these incidents nowadays do they come back as …………… like they did 
in the past, or do they appeared differently now?  If they seem different now, could you please 
very briefly describe how they appear when they occur. 
 
………………………………………………………………………………………………… 
 
………………………………………………………………………………………………… 
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Vividness of Imagery  
 
Please use the following scale to estimate how vivid these images seem to you when they 
come to mind nowadays. 
 
Perfectly clear and as vivid as the actual experience  -------------------    Rating 1 
Very clear and comparable in vividness to the actual experience   ---      Rating 2 
Moderately clear and vivid   -----------------------------------------------        Rating 3 
Not clear or vivid but recognizable    -------------------------------------       Rating 4       
Vague and dim   --------------------------------------------------------------       Rating 5 
So vague and dim as to be hardly discernible   --------------------------       Rating 6 
No image present at all, only thinking about the object    --------------       Rating 7 
 

YOUR RATING  = 
 
Perspective of memory. 
 
When the memory occurs nowadays, do you remember it from the perspective of 
 
a) Actually being there, as if you are personally involved with what is happening ____ 
                               OR 
b) As an outside observer, who is watching what happened to the "younger you" from a 
distance.  _____         (Please tick one) 
 
Control of Imagery 
 
Please mark the following scale with an “X” to indicate how much voluntary control (in the 
sense that you could stop or change the memory) you have over the memory while it is 
occurring nowadays. 
 
  0------------1------------2------------3------------4------------5------------6------------7------------8 
No Control                 Mild                         Moderate                       Strong                          Very 

                    Control                         Control            Control                     Strong  
                                                                                                                                          Control 
Associated Self-Statements 
 
When we first met you indicated that when you were remembering the upsetting experience 
you tended to say to yourself things such as ………………. 
 
Do you say anything to yourself nowadays when you remember the upsetting experience? 

      YES     NO 
 
If you answered YES, please briefly describe what you say to yourself nowadays when you 
recall the upsetting experience. 
 
………………………………………………………………………………………………… 
 
………………………………………………………………………………………………… 
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Strategy for dealing with upsetting thoughts and memories 
 
When we first met you said that, when they occurred, you tried to manage upsetting thoughts 
and memories by ……………………………….. 
 
Do you do anything differently nowadays to reduce the emotional impact of upsetting 
thoughts or memories when they occur?                  YES           NO 

                                            (Please circle one) 
If you answered "YES” to the previous question, could you please briefly describe what you 
do nowadays to manage upsetting thoughts and memories when they occur. 
 
………………………………………………………………………………………………… 
 
………………………………………………………………………………………………… 
 
Effectiveness of Strategy 
 
Please mark the following scale with an “X” to indicate how effective the strategy you just 
described is for easing the emotional impact of the thought or memory nowadays.  
 
SCALE - Effectiveness of Strategy 
 
  0------------1------------2------------3------------4------------5------------6------------7------------8 
Not                            Mildly                      Moderately                    Strongly                        Very 
Effective                 Effective                       Effective                     Effective                 Strongly 
                                                                                                                                        Effective 
Usefulness of techniques 

 
Please use the following scale to estimate HOW USEFUL each of the following procedures 
have been in helping you to control the emotional impact of distressing thoughts, images or 
memories when they occur. 
 

SCALE  – Usefulness of procedures for easing of the distressing memory.  
 
 0------------1------------2------------3------------4------------5------------6------------7------------8 
Not                        Somewhat                  Moderately                    Strongly                        Very  
Useful                      Useful                         Useful                          Useful        Strongly 

                                           Useful 
         Procedure               Your Rating of Usefulness 
 
Take an Observer’s Perspective ….………………………. 
        -------------------- 
Make Brighter …….…..………………………………….. 
 or       -------------------- 
Make Duller …….……….……………………………….. 
        -------------------- 
Add more Colour ……...…………………………….…… 
 or       -------------------- 
Make Black & white ……..………………………….…… 
        -------------------- 
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Bring up close ………………………………………….… 
 or       -------------------- 
Push far away ………………….……………………….… 
        -------------------- 
Make people larger …..…………………………………… 
 Or        -------------------- 
Shrink people …………..………………………………… 
        -------------------- 
Add an extra supportive person  .………………………… 
        -------------------- 
Put Monkey in background ……………………………… 
        -------------------- 
Turn up volume (Shouting) …..……………………..…… 
 or       -------------------- 
Turn down volume (Whispering) .…………………..…… 
        -------------------- 
Use Cartoon voice ……………………………………..… 
        -------------------- 
Change sex of voice ..………………………………….… 
        -------------------- 
Make Negative Self-statements ………………………..… 
 or       -------------------- 
Make Positive Self-statements …….…………………..… 
        -------------------- 
Give it a better ending (Make a new “movie”) .………… 
        -------------------- 
Supporting the “Younger Self” …………………………. 

-------------------- 
Other procedures (please describe below) ………………     
                                                                                                 -------------------- 
 
Distressing dreams of the event.  
 
Strategy for dealing with upsetting dreams 
 
When we first met you said that you sometimes experienced upsetting dreams in which 
………… 
 
You said that when you woke from such a distressing dream you attempted to reduce the 
emotional impact of the experienced by…………….  
 
Do you do anything differently nowadays to reduce the emotional impact of upsetting dreams 
when they occur?                    YES           NO 

                                 (Please circle one) 
 

If you answered "YES” to the previous question, could you please briefly describe what you 
do nowadays to manage upsetting dreams when they occur. 
 
………………………………………………………………………………………………… 
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Effectiveness of Strategy 
 
Please mark the following scale with an "X” to indicate how effective the strategy you just 
described is for easing the emotional impact of distressing dreams when they occur 
nowadays.  
 
SCALE - Effectiveness of Strategy 
 
 0------------1------------2------------3------------4------------5------------6------------7------------8 
Not                           Mildly                      Moderately                   Strongly                          Very 
Effective                 Effective                      Effective                    Effective                   Strongly 
                                                                                                                                        Effective 
Usefulness of techniques 

 
Please use the following scale to estimate HOW USEFUL each of the following procedures 
have been in helping you to control the emotional impact of distressing dreams when they 
occur nowadays. 
 

SCALE  – Usefulness of procedures for easing of the distressing memory.  
 
 0------------1------------2------------3------------4------------5------------6------------7------------8 
Not                        Somewhat                  Moderately                    Strongly                        Very  
Useful                      Useful                         Useful                          Useful        Strongly 

                                           Useful 
        Procedure               Your Rating of Usefulness 

 
Take an Observer’s Perspective ….………………………. 
        -------------------- 
Make Brighter …….…..………………………………….. 
 or       -------------------- 
Make Duller …….……….……………………………….. 
        -------------------- 
Add more Colour ……...…………………………….…… 
 or       -------------------- 
Make Black & white ……..………………………….…… 
        -------------------- 
Bring up close ………………………………………….… 
 or       -------------------- 
Push far away ………………….……………………….… 
        -------------------- 
Make people larger …..…………………………………… 
 Or        -------------------- 
Shrink people …………..………………………………… 
        -------------------- 
Add an extra supportive person  .………………………… 
        -------------------- 
Put Monkey in background ……………………………… 
        -------------------- 
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Turn up volume (Shouting) …..……………………..…… 
 or       -------------------- 
Turn down volume (Whispering) .…………………..…… 
        -------------------- 
Use Cartoon voice ……………………………………..… 
        -------------------- 
Change sex of voice ..………………………………….… 
        -------------------- 
Make Negative Self-statements ………………………..… 
 or       -------------------- 
Make Positive Self-statements …….…………………..… 
        -------------------- 
Give it a better ending (Make a new “movie”) .………… 
        -------------------- 
Supporting the “Younger Self” …………………………. 

-------------------- 
Other procedures (please describe below) ………………     
                                                                                                 -------------------- 
 
Guilt  
 
When we first met you indicated that you sometimes experienced guilty feelings that were 
associated with memories from the past.  You said that you sometimes felt guilty about 
……………… 
 
Do you still sometimes experience the same feelings of guilt?  YES          NO 
             (Circle one) 
 
If you answered YES to the previous question, could you please briefly describe what you do 
nowadays when such guilty feelings occur?  How do you attempt to manage and ease these 
feelings? 
 
………………………………………………………………………………………………… 
 
………………………………………………………………………………………………… 
 
Effectiveness of Strategy 
 
Please mark the following scale with and "X” to indicate how effective the strategy you just 
described is at easing feelings of guilt when they occur nowadays.  
 
SCALE - Effectiveness of Strategy 
 
 0------------1------------2------------3------------4------------5------------6------------7------------8 
Not                           Mildly                      Moderately                   Strongly                          Very 
Effective                 Effective                      Effective                    Effective                   Strongly 
                                                                                                                                        Effective 
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Associated Verbal Statements 
 
When we first met you said that when you experienced guilty feelings you often said things to 
yourself such as ………………. 
 
Please briefly describe what you say to yourself when you feel guilty nowadays. 
 
………………………………………………………………………………………………… 
 
Control of Guilt 
 
Please mark the following scale with an "X’ to indicate how much voluntary control (in the 
sense that you could stop or change them if you wished) you have over the guilty feelings 
when they occur nowadays. 
 
  0------------1------------2------------3------------4------------5------------6------------7------------8 
No Control                 Mild                         Moderate                       Strong                       Very 

                     Control                         Control            Control                     Strong  
                                                                                                                                          Control 
Perceived Benefit of Program 
 
Please mark the following scale with an “X” to indicate HOW BENEFICIAL you feel 
participating in the program has been for you. 
 

SCALE – Benefit of participating in program 
 
 0------------1------------2------------3------------4------------5------------6------------7------------8 
No                             Some                         Moderate                     Marked                  V.Marked 
Benefit                 Benefit                      Benefit                       Benefit                    Benefit  
 
Medications 
 
Has the dose or type of medication you use changed since you first saw Wayne?    YES     NO 
 
If you answered “YES”, please briefly describe the changes in your medication regime:  
___________________________________________________________________________ 
 
Please place an "X” on the following scale to indicate how much of a problem recurring 
distressing thoughts, memories and dreams are to you now.   
 
SCALE - How much of a problem are distressing thoughts, memories and dreams to you 
personally? 
 
 0------------1------------2------------3------------4------------5------------6------------7------------8 
No Problem              Mild                          Moderate                      Severe                           Very 
         Problem                       Problem                      Problem                       Severe 
                                                                                                                                         Problem  

___________________________ 
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Please place an "X” on the following scale to indicate how often during the past month you 
used the training program’s procedures to “confront and change” distressing thoughts, 
memories and dreams when they occurred.  
 
SCALE  - How often during the past month did you use the program’s training procedures to 
“confront and change” distressing thoughts, memories or dreams when they occurred? 
 
  I ----------- I ---------- I ----------- I ----------- I ----------- I ----------- I ----------- I ----------- I 
Never                         25%                             50%                            75%                            100%  
        of the time                    of the time                   of the time            of the time 
                            they occurred               they occurred               they occurred     they occurred 

___________________________ 
 
If during the past month there has been any change in the following areas of your life, please 
briefly describe the change in the space provided. 
 
 New psychological or psychiatric treatments?:     
 
      Any new distressing events or stressful circumstances?: 
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Appendix O1 
Table 13 
 
Statistical Analyses of Between Groups Differences in Scores at Assessment Points for the 
Davidson Trauma Scale, Brief Symptom Inventory, and CAPS Associated Features Scales                              
__________________________________________________________________________ 
    Scale         Assessment pointsa Test     Statistic     Level of significance 
_________________________________________________________________________ 
DTS Total Pre-treatment  t-test   t(24) = .14   p = .89 
  4 weeks post  t-test   t(24) = .17   p = .87 
             Follow-up   Mann-Whitney U            U = 66.0                p = .93 
    Intrusion      Pre-treatment  t-test   t(24) = -1.12   p = .27 
  4 weeks post   Mann-Whitney U            U = 81.5   p = .96   
  Follow-up   Mann-Whitney U        U = 59.0                p = .61 
   Avoidance   Pre-treatment  t-test   t(24) = .54   p = .60 
  4 weeks post      t-test   t(24) = .14  p = .89 
  Follow-up         Mann-Whitney U            U = 63.0                p = .79 
   Arousal        Pre-treatment  t-test   t(24) = .58   p = .57 

4 weeks post      t-test   t(24) = .24   p = .82 
Follow-up         Mann-Whitney U            U = 64.0          p = .83 

___________________________________________________________________________ 
BSI GSI Pre-treatment  t-test   t(24) = .41   p = .68 
  4 weeks post      t-test   t(24) = .02   p = .99 
             Follow-up         Mann-Whitney U            U = 65.5                 p = .91 
   Anxiety        Pre-treatment  t-test   t(24) = .76   p = .46 
  4 weeks post      t-test   t(24) = .00   p = 1.0    
             Follow-up         Mann-Whitney U            U = 25.0            p = .62 
   Depression   Pre-treatment  t-test   t(24) = .406   p = .41 
  4 weeks post   Mann-Whitney U            U = 81.5   p = .96 
                Follow-up         Mann-Whitney U            U = 41.5                 p = .23 
   Hostility       Pre-treatment  t-test   t(24) = .60   p = .56 
  4 weeks post   Mann-Whitney U        U = 75.5   p = .71 
  Follow-up         Mann-Whitney U            U = 62.5                 p = .76 
___________________________________________________________________________ 
CAPS Guiltb   Pre-treatment   Mann-Whitney U        U = 56.0   p = .16 
  4 weeks post   Mann-Whitney U         U = 68.5    p = .45  
   S Guiltc         Pre-treatment   Mann-Whitney U        U = 72.5    p = .79 
  4 weeks post   Mann-Whitney U        U = 73.0   p = .79 
   Dissoc.1d      Pre-treatment  t-test    t(24) = 0.16    p = .87  
  4 weeks post   Mann-Whitney U       U  = 77.5   p = .79 
   Dissoc.2e     Pre-treatment   Mann-Whitney U        U = 82.5   p = 1.0 
  4 weeks post   Mann-Whitney U            U = 67.5   p = .42  
   Dissoc.3f       Pre-treatment   Mann-Whitney U        U = 69.0    p = .47 
  4 weeks post   Mann-Whitney U       U = 81.0    p = .93. 
__________________________________________________________________________                  

a For Treatment Group A subjects, 4 weeks post-treatment and Follow-up scores were obtained respectively at 
four and eight weeks after completion of the Cognitive Control Therapy. For Treatment Group B subjects, 4 
weeks post-treatment scores were obtained four weeks after completion of the Visualisation/relaxation 
procedure, and Follow-up scores were obtained four weeks after the additional Cognitive Control Therapy. b 
Guilt due to acts of omission or commission, c Survivor guilt, d Reduced awareness of surrounds, e Derealisation, 
f Depersonalisation. 
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Appendix O2 
 
Table 14 
 
Statistical Analyses of Between Groups Differences in Scores at Assessment Points for 
Subjects’ Ratings of Vividness and Control of Intrusive Memories and Guilt, and Ratings of 
the Effectiveness of Strategies for Managing Trauma-related Memories, Dreams and Guilt 
__________________________________________________________________________ 

 
Variable  Assessment pointsa  Test    Statistic        Significance 
__________________________________________________________________________ 
 
Vividness and control of recalled trauma memories and guilt 
 
Vividness of memoriesb    Pre-treatment Mann-Whitney U           U = 63.5          p = .44  

       4 weeks post Mann-Whitney U    U = 75.0      p = .90 
Control of memoriesc        Pre-treatment  t-test            t(23) = .11    p = .91  
          4 weeks post Mann-Whitney U           U = 74.5      p = .89 
Control of guiltd                Pre-treatment  t-test             t(17) = -.68          p = .50  
         4 weeks post Mann-Whitney U     U = 40.0          p = .67 
__________________________________________________________________________
  
Effectiveness of strategies for managing trauma memories, dreams and guilt 
 
Memoriese                        Pre-treatment  t-test              t(23) = .75          p = .46 
         4 weeks post  t-test              t(23) = .22          p = .82 
Dreamsf                                          Pre-treatment  t-test   t(13) = .36          p = .72 
         4 weeks post Mann-Whitney U        U = 16.5        p = .20 
Guiltg                                                 Pre-treatment  t-test               t(17) = 1.59       p = .13 
         4 weeks post Mann-Whitney U        U = 40.5        p = .71 
__________________________________________________________________________ 
a For Treatment Group A subjects, 4-weeks post-treatment scores were obtained at about four weeks after the 
Cognitive Control Therapy. For Treatment Group B subjects, 4 weeks post-treatment scores were obtained at 
about four weeks after the Visualisation/relaxation procedure. b 1 to 7 scale on the QMI, with 1 representing as 
clear and vivid as the actual experience. Group A, n = 14; Group B, n = 11. c 0 to 8 scale , with 8 representing 
very strong control. In Group A, n = 14; Group B, n = 11. d Group A, n = 10; Group B, n = 9. e Group A, n = 14; 
Group B, n = 11. f Group A, n = 9; Group B, n = 6. g Group A, n = 10; Group B, n = 9. 
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Appendix P1 
 
Table 15 
 
Statistical Analyses of Changes in Subjects’ 4 Weeks Post-treatment to Follow-up Scores on 
the Davidson Trauma Scale and Brief Symptom Inventory 
__________________________________________________________________________ 

 
    Scale        Comparisonsa Group  Test  Statistic Significance 
__________________________________________________________________________ 
DTS         
   Total  Post-Follow     A   t-test                t(14) = .20              p = .85           
        B         Wilcoxon                  Z = -.48            p = .63 
   Intrusion  Post-Follow     A          Wilcoxon                  Z = -1.33          p = .18 
        B         Wilcoxon                  Z = -.35            p = .72     
   Avoidance   Post-Follow     A   t-test                t(14) = -.81            p = .43 
        B         Wilcoxon                  Z = -.14            p = .89 
   Arousal        Post-Follow     A   t-test                t(14) = .20              p = .85                       
        B             t-test                  t(8) = .31              p = .76 
___________________________________________________________________________ 
BSI       
   GSI  Post-Follow     A          Wilcoxon                 Z = -.06              p = .95                  
        B             t-test                 t(8) = -.52              p = .62 
   Anxiety        Post-Follow     A          Wilcoxon                 Z = -.21              p = .84  
        B             t-test                 t(8) = -.54              p = .60 
   Depression  Post-Follow     A           Wilcoxon                Z = -1.07            p = .28 
        B         Wilcoxon                 Z = -1.76            p = .08 
   Hostility      Post-Follow     A          Wilcoxon                 Z = -.23              p = .82 
        B         Wilcoxon                 Z = -.56              p = .57 
___________________________________________________________________________ 
Note. For Treatment Group A subjects, Post-treatment and Follow-up scores were respectively obtained 4 and 
weeks after the Cognitive Control Therapy. For Treatment Group B subjects, 4 weeks post-treatment scores were 
obtained at about four weeks after completion of the Visualisation/relaxation procedure, and Follow-up scores 
were obtained four weeks after the additional Cognitive Control Therapy.  
a Statistical comparisons, Post-Follow = 4-weeks post-treatment to Follow-up. 
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Appendix P2 
 
Table 16 
 
Statistical Analyses of Changes in Subjects’ Pre-treatment to 4 Weeks Post-treatment Scores 
on the CAPS Associated Features Scales                                          
__________________________________________________________________________ 

 
    Scale        Comparisonsa Group  Test  Statistic Significance 
___________________________________________________________________________ 
 
CAPS Associated Features        
 
Guiltb             Pre-Post      A         Wilcoxon         Z = -1.42             p = .16 

           B          Wilcoxon                   Z = -1.96            p =  .05 
 
S Guiltc          Pre-Post      A         Wilcoxon          Z = -.53              p = .60 

        B          Wilcoxon                   Z = -1.41            p = .16 
 
Dissoc.1d       Pre-Post      A          Wilcoxon          Z = -1.16            p = .24  

        B  t-test                   t(10) = 1.03             p = .33 
 
Dissoc.2e       Pre-Post      A          Wilcoxon           Z = -1.81           p = .07 

        B          Wilcoxon                    Z = -1.16           p = .25 
 
Dissoc.3f        Pre-Post      A          Wilcoxon           Z = -.68             p = .50 

        B          Wilcoxon                    Z = -1.81           p = .07 
___________________________________________________________________________ 
Note. For Treatment Group A subjects, Post-treatment scores were obtained 4 weeks after the Cognitive Control 
Therapy. For Treatment Group B subjects, Post-treatment scores were obtained at about four weeks after 
completion of the Visualisation/relaxation procedure.  
a Statistical comparisons, Pre-Post = Pre-treatment to 4 weeks post treatment, b Guilt due to acts of omission or 
commission, c Survivor guilt, d Reduced awareness of surrounds, e Derealisation, f Depersonalisation. 
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Appendix Q1 

Table 17 

Multiple Linear Regression Analyses with Dependent Variables as Pre-treatment to 4 Weeks 
Post-treatment Change in DTS Scores  
_________________________________________________________________________ 

              DTS Totala                                            DTS Intrusiona                           
                       R2 = 0.283     Model p = .058                             R2 = 0.648          Model p = .057 
Covariates            B         p                      Covariates                   B                p_______               
Group                  -4.54           .597  Group        6.23  .182 
Chances           -3.86           .108  Education             -1.13            .517 
QMI Total                  0.255      .041  Like       -2.37            .233 
Constant                   30.9             .140  QMI Auditory      -0.522          .490 
       Dream Strategy     -2.11            .170 
       Constant        31.8   .0225____            

             DTS Avoidancea                                       DTS Arousala                
                       R2 = 0.367     Model p = .040                             R2 = 0.405         Model p = .028 
Covariates            B         p                      Covariates                   B                    p_____         
Group                  1.23             .752  Group       -0.656           .830 
QMI Total                -0.0949        .100  Chance                  1.84             .038 
DTS Avoidance        0.206           .161                   QMI Total           -0.0594         .169 
No. of traumas           1.39            .174  Survivor Guilt      -0.853          .135 
Constant                    9.79            .328  Constant                8.58            .250_____         
Note. Covariates: Group = Treatment Group A or B, Chances = pre-treatment subjects’ ratings of perceived 
chance of things improving for the better after treatment, QMI-Total = Total score on Betts QMI, Education = 
level of education completed, Like = pre-treatment subjects’ ratings of how much they would like things to 
improve, QMI Auditory = score on QMI auditory subscale, Dream strategy = rated effectiveness of dream 
control strategy, DTS Avoidance = score on DTS avoidance subscale, Number of traumas = lifetime number of 
traumas reported, Survivor guilt = score on CAPS Associated Items. 
a Dependent variables as pre to 4 week post-treatment change in DTS score. 
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Appendix Q2 

Table 18  

Multiple Linear Regression Analyses with Dependent Variables as Changes in BSI Global 
Symptom Index, Anxiety, Depression, and Hostility Subscale Scores  
_________________________________________________________________________ 

              BSI GSIa                                           BSI Depressiona  
                       R2 = 0.288     Model p = .054                             R2 = 0.350          Model p = .083 
Covariates            B         p                      Covariates                   B                p______ 
Group                 -0.248          .273  Group      -0.0774        .856 
Chances           0.102          .108  Alcohol cons       -0.330          .059 
Age           -0.0177        .055  QMI Total           -0.00827      .151 
Constant                    1.23            .095  Constant       2.09             .012 
___________________________________________________________________________ 

              BSI Hostilitya                                                  BSI Anxietya_________ 
                       R2 = 0.536     Model p = .0058                          R2 = 0.318        Model p = .0417 
Covariates            B         p                      Covariates                   B                    p____ 
Group                 -0.267           .199  Group     -0.545           .0921 
Age                          -0.00389       .663  Age                     -0.0216         .107 
Chances                    0.130            .029                  Previous med      -0.523           .115 
Guilt                         0.0889          .0318  Survivor Guilt     -0.853          .135 
Dissoc. unreal          0.0896          .0405  Constant               3.28            .0012 
Constant                  -0.198            .792   
___________________________________________________________________________ 
Note. Covariates: Group = Treatment Group A or B (control), Chances = pre-treatment subjects’ ratings of 
perceived chance of things improving for the better after treatment, QMI-Total = Total score on Betts QMI, Age 
= age in years, Alcohol cons = alcohol consumption in drinks per session, Guilt = CAPS Additional Item for 
guilt over acts, Dissoc. unreal = CAPS Additional Item for dissociative symptom of feelings that things are 
unreal, Previous med = previous use of psychiatric medication, Survivor guilt = score on CAPS Associated Item. 
a Dependent variables as pre to 4 week post-treatment change in BSI score. 
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Appendix Q3 

Table 19 

Multiple Linear Regression Analyses with Dependent Variables as Changes in the Modified 
CAPS Associated Features Scores  
_________________________________________________________________________ 

              CAPS Guilta                                   CAPS Survivor Guilta  
                       R2 = 0.763     Model p = .0115                          R2 = 0.390          Model p = .105 
Covariates            B         p                      Covariates                   B                p______ 
Group                 -1.51            .225  Group       0.388            .511 
Age            0.0547        .457  CVIQ                   0.0595          .180 
Medication                3.95            .0961             QMI Prop            0.090            .166 
Alcohol cons            -1.66            .0126                    Previous med      0.973            .104 
Guilt control            0.240          .412   Chances              0.109             .510 
Constant                  -1.75            .793   Constant            -4.59               .0147____ 

           Out of toucha                             Unreala            Out of bodya___ 
                R2 = 0.193   p = .105              R2 = 0.362   p = .0426        R2 = 0.175  p = .120 
Covariates B     p            Covariates       B         p               Covariates       B         p 
Group        -0.0579    .946                 Group        -0.801   .356    Group        0.719    .201 
Freq            0.0373    .036           Education   -0.497  .133    Viv. Intr.   0.245    .078 
Constant    -1.58        .337           Chances       0.550  .030    Constant   -1.19     .215 
              QMI Touch -0.052  .475 
              Constant       1.85    .431 
__________________________________________________________________________ 
Note. Covariates: Group = Treatment group A or B (control), Chances = pre-treatment subjects’ ratings of 
perceived chance of things improving for the better after treatment, Medication = use of current prescribed 
medications, Age = age in years, Alcohol cons = alcohol consumption in drinks per session, Education = level of 
education completed, Previous med = previous use of psychiatric medication, QMI Prop = score on QMI 
proprioceptive subscale, QMI Touch = score on QMI touch subscale, Guilt control = pre-treatment rating of 
control over guilt, CVIQ = score on CVIQ, Freq = post-treatment frequency of use of training techniques, Viv. 
Intr. = pre-treatment rating of vividness of intrusive memory imagery. 
a Dependent variables as pre to 4 week post-treatment change in modified CAPS Associated features scores. 
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Appendix Q4 

Table 20 

Multiple Linear Regression Analyses with Dependent Variables as Changes in Vividness and 
Control of Trauma Memories, and Control of Guilt  
_________________________________________________________________________ 

 Vividness of intrusionsa                Control of intrusionsa         Control of guilta 
                R2 = 0.361   p = .022              R2 = 0.310   p = .182        R2 = 0.213  p = .166 
Covariates   B     p            Covariates       B         p               Covariates       B         p 
Group          -0.566     .308                Group          0.437    .661    Group        0.299     .687 
QMI Total    0.0191   .0222           Alcohol       -0.0785  .960    Viv. Intr.    0.245    .078 
M. Cont.      -0.252    .0853           Alc.mth.       0.0494  .279            QMI Total  0.0159  .089 
Constant      -1.68      .180           Trauma age -0.0144  .750    Constant   -4.90     .0023 
              M. effect.      0.522   .179 
              Constant      -4.39     .297                                                   . 
Note. Covariates: Group = Treatment Group A or Treatment Group B, QMI-Total = total score on Betts QMI, 
Alcohol = use of alcohol, Alc.mth. = days per month alcohol consumed, Viv. Intr. = vividness of recalled trauma 
memories, M. Cont. = rated control of intrusive memories, Trauma age = age in years at time of worst trauma, 
M. effect. = effectiveness of strategy for managing intrusive memories. 
a Dependent variables as pre to 4 week post-treatment change in vividness and control of trauma memories, and 
control of guilt. 
__________________________________________________________________________ 
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Appendix Q5 

Table 21 

Multiple Linear Regression Analyses with Dependent Variables as Changes in Effectiveness 
of Strategies for Managing Trauma-related Memories, Dreams and Guilt  
_________________________________________________________________________ 

      Memory strategya                       Dream strategya                      Guilt strategya___ 
                R2 = 0.561   p = 0.0122              R2 = 0.267   p = .155        R2 = 0.797  p = .0095 
Covariates     B           p            Covariates       B         p               Covariates       B         p 
Group     -0.00154   .998           Group           1.07    .231    Group           0.210  .837 
Alcohol     -0.834       .359           Education     0.600  .0876    DTS Arouse  0.178  .065 
Chances       -0.356       .0881         Constant      -4.50   .0209           BSI Hos        0.340  .640 
No. trau.         0.262       .119        Med dep       0.362   .766 
Trauma age  -0.0483     .119                  Education     1.29    .005 
M. Cont.       0.323       .094                  M. Cont.     -0.621   .063 
Constant      0.600       .770        Constant     -11.0     .021 
___________________________________________________________________________ 
Note. Covariates: Group = Treatment group A or B, Chances = pre-treatment subjects’ ratings of perceived 
chance of things improving for the better after treatment, Alcohol = use of alcohol, Education = level of 
education completed, DTS Arouse = score on DTS arousal subscale, No. trau. = lifetime number of traumas 
reported, M. Cont. = rated control of intrusive memories. Trauma age = age in years at time of worst trauma, BSI 
Hos = score on BSI Hostility subscale, Med dep = use of anti-depressant medication. 
a Dependent variables as pre to 4 week post-treatment change in strategies for managing trauma-related 
memories, dreams and guilt. 
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Appendix R1 
 
Table 22 
 
Correlations between PTSD Change Score and Pre-treatment PTSD and Comorbid Symptoms 
___________________________________________________________________________ 

    Correlation with PTSD change scorea 

_________________________________ 

Measures  All Subjects  Low PTSD   High PTSD 
___________________________________________________________________________ 
 

      PTSD symptoms 
 

DTS Total      0.14       0.39   -0.72 (p = .005) 
DTS Intrusions     0.09       0.16   -0.47  
DTS Avoidance     0.15       0.31   -0.65 (p = .016) 
DTS Arousal      0.17       0.46   -0.78 (p = .002) 
___________________________________________________________________________ 
 

Overall psychological distress, anxiety, depression, and hostility 
 

BSI – GSI  -0.12    -0.29    -0.71 (p = .006) 
BSI – Anxiety  -0.15    -0.36    -0.69 (p = .009) 
BSI – Depression -0.18    -0.37     -0.60 (p = .030) 
BSI – Hostility -0.21     0.01    -0.80 (p = .001) 
___________________________________________________________________________ 
 

Pre-treatment guilt, survivor guilt, and dissociative symptoms 
 

Guilt - Acts   0.05    0.26   -0.36 
Survivor guilt  -0.33    -0.40    -0.57 (p = .043) 
Awareness  -0.21   -0.55 (p = .051) -0.53 (p = .062) 
Derealization   0.02   -0.06   -0.52 (p = .071) 
Depersonalization -0.18    -0.49 (p = .088) -0.37 
___________________________________________________________________________ 
Note. Statistically significant correlations with p values shown in parentheses. 
a PTSD change score calculated as pre minus 4 weeks post-treatment DTS total score. 
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Appendix R2 

Table 23 

Correlations between PTSD Change Score and Motivational, Imagery Vividness and Control 
Variables 
___________________________________________________________________________ 

  Correlation with PTSD change scorea 

_________________________________ 

Measures  All Subjects  Low PTSD   High PTSD 
___________________________________________________________________________ 

 
Trait imagery vividness and control abilities 

 
CVIQ   .027   -0.28    0.24    
QMI-Total  -0.42 (p = .032) -0.31   -0.64 (p = .018)  
QMI-Visual      -0.19   -0.041   -0.63 (p = .020)  
QMI-Auditory  -0.43 (p = .029) -0.37   -0.44 
QMI-Movement -0.27   -0.30   -0.41 
QMI-Proprioceptive -0.33   -0.30   -0.43  
QMI-Smell     -0.46 (p = .017) -0.32   -0.63 (p = .020)  
QMI-Taste  -0.40 (p = .045) -0.22   -0.58 (p = .039)  
QMI-Touch      -0.43 (p = .029) -0.40   -0.39 
___________________________________________________________________________ 
 

Vividness and control of intrusive trauma memories 
 

Vividnessb   0.040    -0.062    0.24 
Post-Vividnessc   0.38 (p = .065)  0.16    0.65 (p = .015) 
Controld   0.10    0.18    0.10 
Post-Controle   0.39 (p = .051)  0.55 (p = .063)  0.60 (p = .038) 
__________________________________________________________________________ 
 

Motivational factors 
 

Chancesf  0.36 (p = .071)   0.58 (p = .038)  0.42 
Likeg   -0.18   -0.25   -0.15 
Problemh  -0.25   -0.58 (p = .040) -0.51 (p = .073) 
___________________________________________________________________________ 
Note. Low and high PTSD defined as below and above median pre-treatment DTS Total score (Mdn = 72.5). 
a PTSD change score calculated as pre minus post-treatment DTS total score. 
b Subjects’ pre-treatment vividness of intrusive memories ratings. c Post-treatment vividness of intrusive 
memories ratings. d Subjects’ pre-treatment control of intrusive memories ratings. e Subjects’ post-treatment 
vividness of intrusive memories ratings. f Subjects’ pre-treatment ratings of perceived chance of things 
improving for the better after treatment. g Subjects’ pre-treatment ratings of how much they would like things to 
improve, h Subjects’ pre-treatment ratings of how much a problem re-experiencing symptoms were to them.  
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Appendix S 

Subjects’ strategies for managing trauma related memories, dreams and guilt. 

Subjects’ pre and 4 weeks post-treatment descriptions of their responses to, and how 

they attempted to manage, intrusive re-experiencing symptoms and associated guilt were 

transcribed and coded by two raters in terms of nine specific types of coping strategy. These 

nine coping strategies were conceptualised as examples of the three broad categories of 

coping responses identified by Freeston et al. (1991) and Freeston et al. (1995) as: (a) 

minimal attention (e.g., 1 - do nothing, 2 - self-reassurance); (b) sustained attention (e.g., 3 - 

talk with others, 4 - think it through/analyse, 5 - engage and change), or (c) escape and 

avoidance (e.g., 6 - thought replacement, 7 - mental action, 8 - distraction with surrounds 

and/or activity, and 9 - thought stopping or prevention). 

On two separate occasions, and without reference to the other rater’s coding or to their 

own earlier ratings, each rater coded subjects’ pre and post-treatment strategies for dealing 

with trauma related memories and guilt, thereby yielding four separate codings for each 

strategy reported by each subject. Raters’ codings were tabulated and compared. For the final 

analysis, a strategy code was assigned to a subject’s response if the same code was recorded at 

least three times out of four, that is, the minimal condition for assigning a specific strategy to 

a subject’s response was that the identical strategy was coded twice by one rater and at least 

once by the other rater (on this basis, data for 1 control subject was excluded from analysis). 

In regards to rater reliability, on two occasions 9 months apart, Rater 1 recorded the 

same specific strategy for 24 (92%) subjects, while Rater 2, on two occasions 1 week apart, 

recorded the same specific strategy for 26 (100%) of subjects. In regards to inter-rater 

reliability, Rater 1 and Rater 2 recorded the same specific strategy code at each of the four 

ratings for 23 (88%) subjects. For a further 2 (8%) subjects the raters agreed on a specific 

code at three rating points. 
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Prior to treatment, a majority of Treatment Group A (n = 8, 53%) and Treatment 

Group B (n = 7, 70%) subjects were coded as using escape and avoidance strategies in 

response to trauma memory recall, while 6 (40%) Treatment Group A and 2 (20%) Treatment 

Group B subjects used minimal attention strategies, and only 1 (7%) Group A and 1 (10%) 

Group B subject employed sustained attention and processing strategies. By contrast, at 4 

weeks post-treatment, a majority of Group A (n = 9, 60%) and Group B (n = 5, 63%) subjects 

were using strategies coded as sustained attention and processing, while 6 (40%) Group A and 

2 (25%) Group B subjects were using escape and avoidance strategies, and no Group A and 1 

(13%) Group B subject were using minimal attention strategies. 
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Appendix T 

Table 24 

Mean and Standard Deviations for Subjects’ SUDS ratings of Imagery Transformations in the 
Cognitive Control Therapy Procedure 
___________________________________________________________________________ 
Transformation             Mean (SD) Ranka  Significance of difference______ 
 

1st and 2nd training memories (Session 1) 
 
Field perspective                    6.3       (2.0)  
Observer perspective               4.6 (2.3)    9  t (24) = -3.49, p = .002  
 
Brighter    4.9 (2.5)  
Duller     3.70 (2.7)   10  Z = -1.50, p = .13  
 
Colour    3.9 (2.1)  
Black & white                        4.3        (2.5)      11                  Z = -.50, p = .61 
 
Bring up close   8.1 (2.3)   
Push far away                         3.1       (1.8)        2                   Z = -4.38, p = .0000  
 
Grow person   6.9 (2.6)   
Shrink person                         2.7        (2.3)        5                   Z = -3.73, p = .0002  
 
Add person   2.8 (2.5)  
Initial access                           6.3       (2.0)         6                   Z = -3.84, p = .0001  
 
With monkey   1.5 (1.3)  
Initial access    6.3 (2.0)    3           Z = -4.38, p = .0000  
 
Shout    8.1 (2.4)  
Whisper   2.5 (1.6)    1   Z = -4.29, p = .0000  
 
Cartoon voice    2.2 (1.6)   
Normal voice   5.3 (2.2)    7   Z = -4.21, p = .0000  
 
Opposite sex voice  3.2 (2.3)  
Normal voice                          5.3       (2.2)       8                    Z = -3.49, p = .0005  
 
Negative self-statement 8.0 (2.3)  
Positive self-statement  3.2 (2.2)    4  Z = -4.11, p = .0000  
 
Adjusted image   1.4 (1.3)  
Initial access                           6.3       (2.0)                             Z = -4.30, p = .0000  
 
Access Memory  6.4 (2.0)                        
New ending    2.0 (2.1)   Z = -4.02, p = .0001 
___________________________________________________________________________ 
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1st and 2nd problem memories (Session 2) 
 
Access 1st problem memory    6.21   (2.63)    
Relinquish old emotions 2.85   (1.40)   t(16) = 5.92, p = .000 
 
Access 2nd problem memory   6.95    (2.10)   
Relinquish old emotionsb 3.27 (2.00)   t(10) = 5.95, p = .000 
_________________________________________________________________________ 
Note. n = 25 for all transformations, except n = 24 for colour to black and white, opposite sex voice, negative 
self-statement, and adjusted image, n = 23 for positive self-statement, n = 22 for new ending to memory, and n = 
17 for 1st, and n = 11 for 2nd problem memory. 
a Ranking of size of difference between subjects’ mean SUDS ratings for each pair of transformations, in 
descending order of magnitude. b During the second training session, 6 subjects processed one problem memory, 
11 processed the maximum two memories, and following processing of the second problem memory, 17 (85%) 
of 20 subjects indicated that there were still other memories causing uncomfortable feelings. 
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Appendix U 

Table 25 

Mean and Standard Deviations for Subjects’ 4 Weeks Post-treatment Ratings of Usefulness of 
Imagery Transformations for Managing Intrusive Memories                                
___________________________________________________________________________ 
 
Transformation           Meana (SD)    Rankb Rangec  No. 6+ (%)d         
___________________________________________________________________________ 
 
Positive self-statement  4.4 (2.8)       1   0 - 8  12 (57%) 
Support younger self              4.4       (3.1)           2                 0 - 8               10 (50%)  
Observer perspective               4.2 (2.3)       3   0 - 8   9 (39%)  
Make new ending                   4.1       (2.8)           4                 0 - 8               10 (43%) 
Add person   3.9 (2.9)       5   0 - 8  11 (48%) 
Push far away                         3.8       (2.6)           6                 0 - 8                7 (30%)  
Shrink person                         3.8       (2.9)           6                 0 - 8                 9 (39%)  
Other                                      3.3       (3.4)           8                 0 - 8                 8 (35%)  
Volume down   3.0 (2.5)       9   0 - 7  6 (26%) 
With monkey   2.7 (2.9)      10   0 - 8  6 (26%) 
Cartoon voice    2.3 (2.4)      11   0 - 7  4 (15%) 
Black & white                        2.2        (2.6)         12                0 - 7                5 (22%) 
Grow person   2.1 (2.7)      13   0 - 8  4 (17%) 
Duller     2.1 (2.4)      14   0 - 6  4 (17%)  
Bring up close   2.0 (2.4)      15   0 - 8  3 (13%) 
Brighter    1.9 (2.4)      16   0 - 8  2 (9%) 
Opposite sex voice  1.8 (2.1)      17   0 - 6  2 (9%) 
Negative self-statement 1.7 (2.6)      18   0 - 7  3 (14%) 
Volume up   1.7 (2.3)      19   0 - 8  2 (9%) 
Colour    1.4 (1.9)      20   0 - 6  2 (9%)    
________________________________________________________________________________________   
Note. n = 23 for all transformations, except n = 21 for Negative and Positive self-statement, n = 20 for Support 
younger self, n = 12 for other. 
a Subjects rated usefulness of techniques on a 9-point scale with scale point descriptors from 0 = not useful to 8 = 
very strongly useful. b Ranking in descending order of usefulness. c Range of subjects’ mean rating of usefulness 
of technique. d Number of subjects who rated the technique as strongly or very strongly useful. e No specific 
category was included on the questionnaire for the use of the control visualization or relaxation procedures.  
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Appendix V 

Table 26 

Correlations between Pre-treatment PTSD Symptoms and Imagery Vividness and Control 
Variables 
___________________________________________________________________________ 

     
      Correlation with pre-treatment DTS total score 

_________________________________ 
 
Measures  All Subjects  Low PTSD   High PTSD 
___________________________________________________________________________ 
 
CVIQ   -.18    .31             -.25    
QMI-Total  -.09   -.33   .61 (p=.03) 
QMI-Visual       .31   -.04   .65 (p = .02) 
QMI-Auditory             -.20   -.18   .38 
QMI-Movement  .04   -.36   .39 
QMI-Proprioceptive -.00   -.38   .70 (p = .008) 
QMI-Smell     -.29   -.42   .40 
QMI-Taste  -.22   -.34   .50 
QMI-Touch      -.21   -.34   .32 
Vividnessa  -.22   -.12             -.27 
Post vividnessb  -.33   -.14             -.64 
Controlc  -.18   -.27             -.14 
Post controld  -.50 (p = .01)  -.18             -.66 (p = .01) 
_________________________________________________________________________ 
Note. Low and high PTSD defined as below and above median pre-treatment DTS total score. a Subjects’ pre-
treatment vividness of intrusive memories ratings. b Subjects’ post-treatment vividness of intrusive memories 
ratings. c Subjects’ pre-treatment control of intrusive memories ratings. d Subjects’ post-treatment vividness of 
intrusive memories ratings. 
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Appendix W 

Table 27 

Correlations for Initially Higher PTSD Subjects Between Pre-treatment Intrusion, Avoidance 
and Arousal PTSD Symptoms and Imagery Vividness and Control Variables 
___________________________________________________________________________ 

                           
                            DTS subscale scores 
___________________________________________ 

 
Measures  Intrusion  Avoidance  Arousal 
___________________________________________________________________________ 
 
CVIQ   0.07            -0.41             -0.25    
QMI-Total  0.33   0.68 (p = .01)  0.61 (p = .03) 
QMI-Visual      0.31   0.66 (p = .01)  0.65 (p = .02) 
QMI-Auditory  0.05   0.58 (p = .04)  0.38 
QMI-Movement 0.25   0.42   0.39 
QMI-Proprioceptive 0.58   0.71 (p = .006)  0.70 (p = .008) 
QMI-Smell     0.21   0.36   0.40 
QMI-Taste  0.21   0.64 (p = .02)  0.50 
QMI-Touch      0.15   0.36   0.32 
Vividness a            -0.42             -0.08             -0.27 
Post vividness b          -0.53             -0.53             -0.64 
Control c            -0.21             -0.07             -0.14 
Post control d            -0.45             -0.74 (p = .004)           -0.66 (p = .01) 
__________________________________________________________________________ 
Note. High PTSD defined as above median pre-treatment DTS Total score. 
a Subjects’ pre-treatment vividness of intrusive memories ratings. b Subjects’ post-treatment vividness of 
intrusive memories ratings. c Subjects’ pre-treatment control of intrusive memories ratings. d Subjects’ post-
treatment vividness of intrusive memories ratings. 


