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Abstract 

The following is a de-identified case study that presents the assessment, diagnosis, and 

treatment of Posttraumatic Stress Disorder (PTSD) utilizing Cognitive Processing Therapy 

(CPT). Names and other identifying information have been changed to protect the client’s 

privacy, with the name “Ruby” used in lieu of the client’s real name. At the time of treatment, 

this 19-year-old Caucasian female, was struggling to manage PTSD symptoms. Ruby was 

administered the Clinician Administered PTSD Scale (CAPS-5) and various self-report measures 

to aid in diagnoses and track treatment progress. Ruby’s primary diagnosis was PTSD with a 

secondary diagnosis of Major Depressive Disorder. She attended 14 treatment sessions over the 

course of five months utilizing the treatment protocol outlined in Cognitive Processing Therapy 

for PTSD: A Comprehensive Manual (Resick et al., 2017). The treatment included 

psychoeducation, self-monitoring, cognitive restructuring, and behavioral activation strategies. 

Treatment was still in progress during the writing of this report. Comparisons of pre-to-post test 

scores on diagnostic and other measures suggest Ruby had made some treatment gains in the 

areas of a decrease in symptom severity, specifically arousal symptoms of PTSD, and decrease in 

functional impairment, regarding home and social related tasks.  
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A Case Study of a Woman with PTSD 

The Diagnostic and Statistical Manual of Mental Disorders 5th edition (DSM-5; American 

Psychiatric Association, 2013) defines trauma as the exposure to actual or threatened death, 

serious injury or sexual violence. Exposure to events can include directly experiencing the event, 

witnessing the event in person, learning the event occurred to a family member or close friend, or 

repeated or extreme exposure to aversive details of the event. To meet criteria for Post-Traumatic 

Stress Disorder (PTSD), additional symptoms must be present across four domains including: at 

least one intrusive symptom; avoidance of internal or external reminders of an event; 

experiencing at least two negative alterations in cognition and mood; and experiencing at least 

two significant marked alterations in arousal. Additionally, the symptoms experienced in the four 

domains must cause clinical distress or disturbance in social, occupational, or other important 

areas of functioning. The symptoms also cannot be attributable to the effects of a substance or 

caused by another medical condition. The initial reaction can be diagnosed as Acute Stress 

Disorder from three days to one month after the traumatic event. If the symptoms persist beyond 

one month, PTSD becomes the appropriate diagnosis. 

The DSM-5 provides two specifiers including the presence of dissociative symptoms and 

delayed expression. If dissociative symptoms are experienced, the clinician must decipher between 

depersonalization and derealization. Depersonalization involves feeling detached from oneself, 

including feeling as if one was observing themselves and feeling a sense of unreality of self or 

body. Derealization includes persistent or recurrent experiences of unreality of surroundings or 

feeling like one is in a distant or distorted state. An additional specifier of delayed expression 

should be given if full diagnostic criteria are not met until at least six months after the traumatic 

event occurred.  
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Those with PTSD are 80% more likely to meet criteria for a comorbid disorder, such as 

depression, bipolar, anxiety, and substance use related disorders, compared to their counterparts 

(DSM-5; APA 2013). While males with PTSD are likely to report symptoms consistent with 

substance use disorders and conduct disorders, women with PTSD report mood-based disorders 

such as depressive and anxiety-related disorders (Pineles et al., 2017). Horesh et al. (2014) 

described a bidirectional relationship between major depression and PTSD commonly found in 

women where pre-existing depressive-related symptoms can exacerbate the severity of response 

to trauma, or depressive symptoms may develop as the person struggles to effectively manage the 

trauma-related symptoms following the traumatic event. Those who experience traumatic events 

are twice as likely to exhibit symptoms of depression compared to their counterparts with no 

trauma history (Roberts et al., 2009). Panagioti et al. (2012) evaluated the correlation between 

suicidality, comorbid PTSD, and depression in adults. The meta-analysis identified 59 studies with 

predominantly female participants. The meta-analysis identified suicidality was associated with 

PTSD, showing a large mean Hedges g coefficient of 0.783. A meta-regression analysis utilized 

13 studies providing information about the levels of depression among PTSD participants and 

controls. With depression as a predictor variable, as depression levels regressed onto Hedges g 

effect sizes, the slope was significant (z = 5.26, p < .0001), indicating the higher the levels of 

depression in PTSD participants compared with controls, the higher the levels of suicidality in 

PTSD participants compared with controls. These fulfilled predictions confirm the relationship 

between PTSD and increased risk of suicidality, specifically a major depression diagnosis 

heightens the risk for suicide in PTSD.  

As will be discussed in detail below, Cognitive Therapy programs have demonstrated 

effectiveness in treating adults with trauma-related disorders (Walter et al., 2014; Roberge et al., 
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2019). Traditionally, cognitive therapies have not employed different interventions to target 

trauma disorders in different trauma types. Instead, military, sexual, and other traumas have been 

treated with the same set of techniques (Roberge et al., 2019). The form of Cognitive Therapy 

that has received the most empirical support in the treatment of PTSD was described by Resick 

et al. (2017) in the treatment manual titled Cognitive Processing Therapy for PTSD: A 

Comprehensive Manual. Because Ruby is an adult female who experienced sexual trauma, the 

CPT manual provided the structure and format of therapeutic interventions in the current case 

study. 

Theoretical foundations for PTSD 

Since PTSD’s initial appearance in the DSM-III (APA, 1980), the etiology, maintenance, 

and mechanisms of treatment for PTSD have evolved through several conceptual models. PTSD 

was initially conceptualized as an anxiety disorder. However, in 2013, DSM-5 recognized PTSD 

within a new and distinct category in a chapter devoted to Trauma and Stress-related Disorders 

(DSM-5; American Psychiatric Association, 2013).  

Cognitive Model  

Beck’s cognitive model (1976) proposes how one’s perception of a situation can influence 

one’s cognitive, emotional, and behavioral states. As described by Beck, Cognitive Theory 

includes three levels of cognition: 1) core beliefs, 2) dysfunctional assumptions, and 3) negative 

automatic thoughts. Core beliefs form the first level of beliefs. These include beliefs about self, 

others, and the world. These beliefs are formed in early childhood based upon early life 

experiences. These beliefs are considered “rigid and overgeneralized” compared to adults without 

psychological disorders (Beck et al., 2011, p. 34). In the presence of unhealthy core beliefs, the 

processing of information is distorted as the core beliefs create negative influences like 
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interpretation bias such that neutral information is interpretated as threatening. Individuals with 

PTSD are likely to interpret ambiguous or neutral information as threatening (Bomyea et al., 2016). 

The second level of beliefs includes dysfunctional assumptions. This level is comprised of 

rules and rigid assumptions a person makes about themselves. Typically, these cognitions are 

formatted in an “if-then” format (e.g., If I disclose my trauma, then others will not fully accept me; 

If I make a mistake, then others will judge me). The dysfunctional assumptions often serve as a 

logical bridge between core beliefs and automatic thoughts. For example, if someone is not fully 

accepted by others, the dysfunctional assumption could be “I must be fully accepted by everyone 

for my life to have value”. Or if others judge an individual, the dysfunctional assumption could be 

“I can’t be a good person if I receive negative judgements from others”.  

The third level of beliefs are labeled automatic thoughts (Beck et al., 2011). These thoughts 

occur spontaneously and can have a direct impact on mood and behavior (Beck et al., 2011). 

Automatic thoughts are usually tied to and prompted by a perceived threat in the current 

environment (e.g., They’re going to yell at me. I am in danger. I need to escape as soon as possible). 

Beck’s Cognitive Therapy approach is based on the fundamental assumptions that people can: 1) 

identify and evaluate core beliefs, dysfunctional assumptions, and automatic thoughts; 2) employ 

cognitive strategies such as disputation and refutation to logically evaluate thinking; and 3) 

intentionally modify and reframe thoughts into adaptive self-statements. Once this sequence of 

cognitive skills is mastered through repetitive practice, individuals tend to experience an 

improvement in their emotional state and behaviors (Beck et al., 2011). 

PTSD symptoms may impact cognitive skills such as identifying schema-discrepant 

information and regulating emotions (Shepherd et al., 2014). Hollon and Garber’s theory (1988) 

provides guidance regarding how schematic-discrepant information is accommodated. These 
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theorists posit when one experiences an event that does not fit an existing schema, the conflict is 

resolved via assimilation or accommodation. Assimilation is defined as the alteration of incoming 

information to match prior beliefs (Resick et al., 2017). For many persons who have experienced 

trauma, intrusive memories can be triggered via environmental stimuli. An individual will often 

initially try to integrate information into an existing schema via assimilation. (Resick et al., 2017). 

There is evidence pointing to the psychological value of assimilating a traumatic event as it serves 

a self-protecting function by focusing on changing the perception of a single event rather than 

attempting to alter one’s perception of the world (Resick et al., 2017).  

Accommodation occurs when the existing schema is altered to integrate the discrepant 

information. An even more extreme version of accommodation has been labeled over-

accommodation and includes altering not just a single schema but changing virtually all of one’s 

pre-existing schemas or the perception of one’s world. This labeling system is consistent with the 

experience of rape victims (Resick et al., 2017). Additionally, Resick et al. (1992) identified 

emotion regulation occurring through identification and processing of natural and manufactured 

emotions. Natural emotions are emotions that would be universally experienced and occur directly 

following an experience. Manufactured emotions are not experienced directly from an event, but 

rather based on one’s interpretation of the event (Resick et al., 2017). For example, anger can be a 

natural emotion if the individual has anger towards someone who intended to harm them. However, 

if the individual has anger towards someone who had no control over a situation, anger is 

manufactured. Overall, failure to actively process and integrate the new information presented by 

the traumatic event via assimilation, accommodation, or over-accommodation results in 

maladaptive functioning. 
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Specific to Cognitive Therapy for PTSD, Ehlers and Clark’s (2000) influential work posits 

negative appraisals encourage individuals to engage in maladaptive coping strategies, thereby 

paradoxically maintaining PTSD symptoms. For example, an individual may appraise a social 

situation as dangerous and threatening and may engage in avoiding all social situations to cope 

with the sense of threat. Emerging research supports this notion, arguing the development and 

active practice of adaptive coping strategies may mediate the relationship between cognitive 

appraisals and PTSD symptoms (Barlow et al., 2017; Marsac et al. 2016). More specifically, the 

cognitive model suggests upon experiencing a trauma-related symptom--either internal or external 

cues and potential physiological reactions related to the event--an individual with PTSD appraises 

the event and related components as dangerous (Ehlers & Clark, 2000; Hansford & Jobson et al., 

2021). Specific stimuli previously viewed as benign, or even attractive pre-trauma, are now viewed 

as dangerous. For example, pre-trauma walking outside at night was viewed as benign, but 

following the trauma, is viewed as dangerous. As these specific stimuli expand in number and 

scope, eventually the environment comes to be perceived as dangerous (Belsher et al., 2012). The 

distressing nature regarding the potential for internal and external stimuli to be interpreted as 

“dangerous” or a threat to an individual, leads an individual to engage in maladaptive coping such 

as avoidance, suppression of cognitions, employing safety behaviors, abandoning, or avoiding 

activities, and rumination (Ehlers & Clark, 2000). As a result, they avoid internal and external cues 

and reminders of the event rather than actively processing cognitions and memories connected to 

the traumatic event.  

Within the Ehlers and Clark model, PTSD symptoms are maintained by appraisals and 

strong, negative emotional responses, including anxiety, depression, or anger (Ehlers & Clark, 

2000). For example, if someone experiences intrusive recollections and believes this experience 
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indicates they are losing control, they are likely to engage in thought suppression, such as 

repressing trauma related memories. While this coping strategy provides short-term relief, it often 

increases the likelihood of having that thought over the longer term.  

Differing appraisals result in distinct perceptions and emotional responses. Ehlers and 

Clark (2000) describe how different types of appraisals influence the response to trauma. Various 

types of appraisals tend to elicit different emotions. Appraisals regarding danger can lead to fear 

(e.g., “Danger is everywhere”), appraisals regarding responsibility can lead to guilt (e.g., “It was 

all my fault”), and appraisals regarding perceived loss lead to sadness (e.g., “My life and 

relationships will never be the same again”). Most individuals with PTSD experience negative 

emotions at different times and at varying convictions of their beliefs. For example, certainty of a 

loss tends to be associated with depression (Ehlers & Clark, 2000). The connections between 

different types of appraisals and the emotions they tend to elicit can be useful within CPT as this 

provides a framework within which clients can understand the potential benefits of identifying and 

working to modify appraisals that elicit maladaptive emotions.   

Following a traumatic event, victims work to construct meaning from traumatic events. 

McCann’s (1988) constructivist self-development theory of trauma victimization works to identify 

these elements. McCann’s research rendered five themes of functioning, including: safety, trust, 

power, esteem, and intimacy. McCann proposed each of the five themes needs to be understood 

with respect to schemas related to self and schema related to others. McCann noted the potential 

for development of particularly problematic specific symptoms if prior negative schemas are 

seemingly confirmed by victimization. For example, regarding intimacy, following a trauma an 

individual may have difficulty self-soothing and believe their inability to be close with another 

person (Resick et al., 2017). CPT incorporates the resulting ten themes as a structure for identifying 
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and examining stuck points contributing to maintenance of maladaptive patterns resulting from the 

traumatic experience. 

Social-Cognitive Model 

Social cognition has been defined as the variety of processes that link the perception of 

social information with a behavioral response (Adolphs, 2003) including perception, attention, 

decision-making, memory, and emotion. The Social-Cognitive model emphasizes three 

interpersonal factors associated with PTSD: (a) poor quality of intimate relationships (Cook et al., 

2004 (b) limited disclosure and social acknowledgment of traumatic experience (Muller et al., 

2008); and (c) lack of social support (Guay et al., 2006; Jankowski et al., 2004; Schnurr et 

al., 2004). The social cognitive model identifies the influential impact a relationship with another 

person may have on an individual’s processing of trauma (Sharp, 2012).  

Those who suffer from PTSD exhibit deficits in social cognitive tasks, specifically emotion 

recognition and perspective-taking tasks (Stevens et al, 2019). Avoiding external reminders of the 

event and feeling distant from others contribute to the severity of the clinical distress and social 

dysfunction and are core symptoms of criterion C and G (DSM-5; APA 2013). In addition to 

avoiding external reminders, persistent, distorted cognitions are also present in criterion D (DSM-

5; APA 2013; specifically, negative cognitions about the cause and consequences of the traumatic 

event.  

The social support a person receives before, during and following the trauma can have a 

dramatic impact on how they process the trauma and function socially (Ogle et al., 2013). Social 

functioning includes the relationship an individual has with their social environment can be a key 

component for recovery and better adjustment (Stevens et al., 2019). The interaction of the social 

environment and the self are mediated by an individual’s perception and understanding of the 
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information in the environment and information provided by others (Stevens et al., 2019). The 

level of perceived social support can make a positive contribution to recovery from trauma 

symptoms. More specifically, the social-cognitive processing model proposed by Lepore (2001) 

describes how trauma recovery is facilitated by talking with supportive others about the trauma-

related thoughts and feelings. These conversations can help survivors re-establish a sense of safety 

and self-worth, challenge distressing trauma-related appraisals, develop accurate and consolidated 

memories of the trauma, and receive emotional support. Researchers have recently acknowledged 

the debate regarding whether social support necessarily serves as a resilience factor, as there is 

some evidence that attempts at providing social support that are not “trauma informed” (e.g., 

victim blaming, questioning veracity of events, overcontrolling and directive) can contribute 

additional risk following a trauma (Stevens et al., 2019). Identifying positive social supportive 

individuals can help mediate and might reduce PTSD symptoms, and additional social 

interventions is prompted (Stevens et al., 2019).   

Empirical Support for CPT  

To examine how interpersonal trauma impacts people, Resick et al. (1992) studied rape 

victims and their recovery process following a rape. At the time, there was no specific or effective 

treatment protocol utilized with sexual assault survivors (Resick et al., 1992). The first empirical 

evidence in support of using CPT compared rape survivors receiving group-CPT to those on a 

waitlist for therapy for at least 12 weeks (Resick et al., 1992). Results indicated those who received 

the group-CPT intervention significantly improved from pre- to post-treatment for both PTSD and 

depression symptoms, with improvements maintained at 6-month follow-up.  

Studies identified direct discussion and processing of the trauma may be most beneficial 

when a strong therapeutic alliance has been formed between therapist and client, or possibly direct 
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discussion of a specific trauma within CPT may serve to enhance the therapeutic alliance (Chen et 

al., 2019; Schumm et al., 2015).  Chen et al. (2019) conducted a non-randomized control trial 

(N=17) focused on the strength of the therapeutic alliance generated in a comparison of trauma-

focused therapies such as CPT that include direct discussion and processing of specific traumatic 

events, to non-trauma-focused PTSD therapy that does not include this component. While both 

conditions evidenced a strong therapeutic alliance, the mean therapeutic alliance scores for those 

in the CPT condition were higher (M=5.13, SD=0.71, 95% CI [4.96, 5.30], compared to those who 

received non-trauma focused psychotherapy (M= 4.89, SD=0.64, 95% CI [4.73, 5.05]. The 

difference between groups (0.23, 95% CI [0.01, 0.48]) was less than the “noninferiority margin” 

based on suggested clinical cutoffs (0.58 points on a 1-6 scale). These authors concluded those 

receiving trauma-focused care, such as CPT, are not negatively impacted by speaking about and 

processing the trauma.  

Chard et al. (2005) completed a randomized controlled trial (N=71) in which they 

compared the effectiveness of CPT to minimal attention given to a waitlist group and assessed 

outcomes immediately and at both 3- and 12-month follow-up. In addition to the Clinician 

Administered Posttraumatic Stress Disorder Scale (CAPS), the Beck Depression Inventory (BDI-

II), Structured Clinical Interview for DSM disorders (SCID-IV), Dissociative Experiences Scale 

(DES-II), and Modified PTSD Symptom Scale (MPSS) were administered to assess for reduction 

of trauma-related symptoms. Results indicated those in the treatment group reported statistically 

significant improvement compared to the waitlist control on the CAPS, F (1, 54) =95.96, p =<.001 

and BDI-II, F (1, 54) =71.18, p <.001. Four measures concluded large effect sizes including the 

CAPS-SX (d=1.52), MPSS (d=1.55), BDI-II (d=1.42) and DES-II (d=.91). The three measures 

demonstrating large effect sizes from posttreatment to 3-month follow-up indicates the positive 
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effects of treatment remained stable for other symptoms as well. No significant differences on 

CAPS scores were seen from 3-month to 1-year follow-up, indicating treatment improvements 

were maintained. This same pattern of maintenance at 1-year follow-up was present on other 

measures as well.  

A meta-analysis conducted by Bradley et al. (2005) evaluated different forms of trauma- 

focused therapies including: exposure-based, cognitive based, combined cognitive behavioral 

therapy and exposure, and eye movement desensitization and reprocessing (EMDR). A portion of 

studies included control conditions, including waitlist and supportive control, which included 

some form of professional attention, including process-oriented therapy, supportive therapy, and 

relaxation biofeedback (Bradley et al., 2005). Lengths of treatment ranged from 3 to 52 hours, with 

an average of 15.64 hours. The review included 26 studies involving adults diagnosed with varied 

forms of PTSD from military combat to interpersonal trauma in the years 1980 to 2003 and 

included a total of 1,535 participants. Results were based on self-report, clinician report, and client 

participation in treatment. Treatment studies in the literature were evaluated using meta-analytic 

techniques to compare pre- and post-treatment measures of trauma-related symptoms, rates of 

inclusion and exclusion participant data as categorized by meeting PTSD criteria versus not and 

participants excluded for some other reason (i.e., comorbidity or suicidality) and follow-up data.  

Results from this study indicated effect sizes for each type of treatment relative to wait-list 

control and supportive control condition as well as pre- to post-treatment scores. The pre- to post-

treatment effect size average was d=1.43. The average effect size for active versus control 

conditions was d=1.11 for treatment condition versus d=.83 for wait-list condition. When 

comparing cognitive-behavioral therapy to other specific treatments, the average effect size was 

d= .05. When comparing exposure plus cognitive behavior therapy to other forms of therapy, 
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average effect size was d= .16. These analyses were not independent, as they included overlapping 

cases. The data suggests CBT plus a form of exposure therapy should be offered to those with 

PTSD as a first-line treatment.  

A meta-analysis conducted by Asmundson et al. (2018) evaluated the efficacy of CPT for 

treating PTSD in adults. This meta-analysis included 11 studies with a total of 1,130 participants. 

All published trials compared CPT to inactive control condition, such as a psychological placebo 

or wait-list. Inclusion criteria included DSM-5 criteria for PTSD, adult participants, random 

assignment of trials, trials focused on PTSD rather than comorbid conditions such as substance 

use, and PTSD severity was measured using clinician-rated or self-report measures. Some 

exclusion criteria included single case studies, studies focused on acute stress disorder, studies 

with insufficient data, and prevention focused studies. For the hypothesis stating CPT would 

outperform inactive control conditions on PTSD outcome measures at posttreatment, results 

indicated CPT outperformed the inactive control conditions, showing a large effect (mean Hedge’s 

g = 1.24 [95% CI= .80-1.67], z=5.57, p <.001). This finding suggests the average CPT-treated 

participant fared better than approximately 89% of those in the inactive control conditions. A 

second hypothesis stating CPT would outperform inactive control conditions on non-PTSD 

outcome measures at posttreatment was also supported in that CPT outperformed the inactive 

control conditions with a large effect size (mean Hedge’s g=1.01 [95% CI=0.72-1.29], z=6.93, p 

<.001). Despite the variety of available evidence-based treatments, PTSD continues to remain 

difficult to successfully treat. However, the set of meta-analytic studies reviewed above provides 

substantial evidence suggesting CPT is an effective form of therapy. 

Because Ruby identifies as queer, utilization of CPT with LGBTQ clients was investigated. 

This search focused on sexual orientation and trauma and identified only one published case study 
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(Kaysen et al., 2005). The case involved a gay man who recently experienced a homophobic assault 

and displayed symptoms consistent with acute stress disorder and depressive symptoms. The 

therapist implemented CPT over the course of 12 sessions plus a 3-month post-termination follow-

up session. Symptoms were reduced at end of treatment and maintained during a 3-month follow-

up. While this single case study provides some support, experts on the use of CPT for treatment of 

PTSD among sexual minority clients have recommended pursuit of further research on this topic 

(Livingston et al., 2020).  

Based on this review of the scholarly research literature, the decision was made to utilize 

CPT in the present case study. The interventions described in the Cognitive Processing Therapy 

for PTSD: A Comprehensive Manual by Resick et al., (2017) provided the structure for treatment. 

This protocol is a 12-session manualized approach conducted in a weekly manner and facilitates 

cognitive processing therapy, cognition re-training, and skills practice conducted in an individual 

or group setting. Initially, clients learn to recognize thoughts, behaviors, and emotional 

consequences related to the experienced trauma. Next, clients challenge thoughts about the trauma 

and ongoing beliefs about themselves, others, and the world through challenging questions 

worksheets. Additionally, clients learn to become their own cognitive therapist through identifying 

characteristic patterns of interpretating events and beginning to develop alternative thoughts and 

related feelings. Following the mastery of these cognitive skills, the protocol shifts to addressing 

trauma themes of safety, trust, and power/control to continue to address ongoing beliefs regarding 

the trauma. Each chapter concludes with therapeutic homework to be conducted between sessions. 

Presenting Problem and Relevant History: Identifying information 

         For the purpose of protecting the client’s anonymity, names and other identifying details 

have been changed. Ruby is a 19-year-old who self-identifies as a Caucasian, queer person. She 

lives with multiple roommates in a midsize city in the Midwestern United States. She reported 
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being in a stable relationship with her partner for the past six months. Their combined household 

income places them in the SES category of upper-middle class. 

Presenting Problem 

Ruby presented for treatment during the fall of 2021, near the start of a new college 

semester. She reported significant difficulties with anxiety, depression with a specific concern 

about “depressed eating”, and an “abusive” previous partner. Ruby reported previous treatment at 

a university counseling center for six months but had been paused due to moving and not residing 

at the University during the summer months. Ruby noted she first began experiencing “anxiety 

and depression” following the end of an “abusive” relationship approximately 10 months ago. She 

reported an increase in flashbacks, trouble concentrating, and struggling to process emotions 

related to the relationship, and that these symptoms became more intrusive as the Fall 2021 

semester commenced. She also reported these symptoms hindered her from completing academic 

related work, as well as adversity in social functioning such as being uncomfortable when 

attending social events and avoiding social events and obligations. 

Psychiatric and Medical History 

         Ruby presented to a University counseling service in the fall of 2021 with recurrence of 

trauma symptoms due to experiencing an abusive relationship for over six months. She described 

previously receiving CBT treatment in spring 2021 for anxiety-related symptoms in college, and 

reported the treatment skills learned, especially mindfulness and relaxation techniques, were 

helpful in reducing her anxiety.  Ruby reported she did not want to discontinue services during the 

summer months but needed to move back into her parents’ home for financial reasons.  She also 

reported a short-term therapy experience as an adolescent when she attended three sessions, but 

those services were discontinued due to her parents not wanting to pay the fees. She denied any 

significant medical concerns including surgeries, hospitalizations, head trauma, or medical 
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attention due to mental health concerns. She did not report any family history of mental health 

concerns. Rather, she reported her family “does not believe in mental health” and explicitly noted 

her parents were not aware of her receiving mental health services while at college.  

Education and Work 

Ruby is currently seeking a bachelor’s degree from a midsize public University. She is in 

her second year of being a full-time student, has a 4.0 GPA, and is set to graduate within four years. 

Ruby is a student employee and currently works an average of 15 hours per week in an academic 

department. Ruby also reported committing an average of 15 hours per week as a volunteer at a 

non-profit organization. At the time she presented for treatment, she noted her abusive ex-partner 

was also trying to have the same schedule as her and would often volunteer at the same non-profit 

organization’s events. As a result, she would have difficulty completing work and volunteer-related 

tasks as the former partner’s presence exacerbated her PTSD symptoms.  

Assessments  

Mini International Neuropsychiatric Interview  

The Mini International Neuropsychiatric Interview (MINI; Sheehan, 1998) is a diagnostic 

interview developed to assess for the criteria across a broad range of psychiatric disorders. The 

MINI version 7.0.2 (MINI-5; Sheehan, 2015) has been revised to reflect DSM-5 diagnostic criteria 

and was utilized as a diagnostic tool for the present case study. Within the MINI there are 17 

modules to assess for disorders including: anxiety, bipolar, depressive, obsessive-compulsive, 

trauma and stressor-related, feeding and eating, and substance-related/addictive disorders. To 

administer the assessment, the clinician asks a question that requires a Yes/No response to indicate 

the presence of symptoms. Each disorder-specific module begins with screening questions that 

introduces symptoms of a disorder. If the client’s response to the screener question indicates the 
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presence of symptoms in a specific section, the clinician continues administering that section until 

it is completed or until the client responds with a “no” that would indicate symptoms do not meet 

diagnostic criteria. After administering each disorder-specific module, the clinician indicates 

whether the client is likely to meet criteria for each specific DSM-5 disorder. While the client 

reports absence of presence of symptoms within a module, the clinician makes the final decision 

regarding if the client met criteria for the disorder.  

The MINI has demonstrated strong psychometric properties, as the original authors have 

reported concordance of k=.78 for the PTSD module when compared to the Structured Clinical 

Interview for DSM-III-R Patients (SCID-P) diagnosis of post-traumatic stress disorder (Sheehan 

et al., 1998). Additionally, the specificity of the PTSD module of the MINI has been shown to be 

very high (96% of the 370 individuals with non-PTSD diagnoses were correctly identified as not 

having PTSD) with only slightly lower sensitivity (85% of the 21 PTSD individuals in the sample 

were correctly identified). For PTSD, the MINI has excellent inter-rater reliability (k=0.95) and 

test/retest reliability over a period of 1-2 days (k=.73; Sheehan et al., 1998). Refer to Appendix A 

for information about how to access the MINI.  

Posttraumatic Checklist for DSM-5  

 The Posttraumatic Checklist (PCL-5; Weathers et al., 2013) has been considered the gold 

standard for measuring symptoms related to PTSD. The PCL-5 is a self-report measure and is used 

to assess for presence of symptoms, progress throughout treatment, and assignment of a 

provisional diagnosis of PTSD (Weathers et al., 2013). The PCL-5 has three different formats 

including Criterion A, without Criterion A, and the Life Events checklist with an extended 

Criterion A component. The measure consists of two main parts: 1) clarifying the traumatic event 
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to fulfill Criterion A and 2) assessing levels of severity of symptoms experienced because of the 

traumatic event.  

The symptoms checklist contains 20 items and is organized to match the different PTSD 

symptom clusters in the DSM-5. The severity scale includes 20 items (e.g., “In the past month, 

how much were you bothered by repeated disturbing dreams of the stressful experience?”) which 

are client-rated on a 5-point scale. The anchor points for this scale are 0=not at all, 1=a little bit, 

2=moderately, 3= quite a bit and 4=extremely. Total scale scores can range from 0 to 80 by 

summing the responses across the 20 items. A total scale score in the range of 31 to 33 suggests a 

provisional diagnosis and warrants further assessment (Bovin et al., 2016).  A provisional diagnosis 

may be made if the appropriate number of items in each cluster is rated as a 2 (indicating 

“moderately”) or higher, and then following the DSM-5 diagnostic rules which require 

endorsement of one item from clusters B and C, and two items from clusters D and E. (DSM-5; 

APA 2013).  

 The psychometric properties reported in studies of the PCL-5 are consistently strong. 

Studies have noted strong internal consistency (alpha = .91 to .96; Bovin et al., 2016; Ghazali et 

al., 2018) and strong test-retest reliability ranging from r =.82 to .86 (Blevins et al., 2015). Ghazali 

et al. (2018) have also reported strong construct validity with r ranging from .74 to .85; strong 

convergent validity with other versions of the PCL including the Civilian Version, the PTSD 

Symptom Scale-interview version, and the Specific Stressor Version for DSM-IV with r ranging 

from .74 to .87; and strong discriminant validity with measures of depression ranging from r =.48 

to .78, generalized anxiety from r =.61 to .79, and alcohol abuse r = .10 to .14.  

 Intraclass correlation was also calculated to assess for the PCL-5’s stability between the 

first and second administration with moderate success. For the scale total r = .75, and for the four 
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specific clusters B, r =.65, C r =.67, D r =.72, and E r = .69 (Ghazali et al., 2018). The measure’s 

specificity was reported as 92% with sensitivity of 72%, which suggests the PCL-5 is an effective 

tool for accurately screening out persons who do not meet PTSD criteria, as well as capturing 

persons who do (Ghazali et al., 2018). The measure’s positive predictive value was 96%, while the 

negative predictive value was 89% with a kappa coefficient of 74% (Ghazali et al., 2018).  

 The PCL-5s authors have indicated a cutoff score of 33 is recommended to minimize the 

false positive rate. At beginning of treatment Ruby’s self-reported symptom severity was 42, 

indicating further assessment was needed to confirm a PTSD diagnosis. At termination, Ruby’s 

self-report produced a symptom severity score of 30, which indicates no longer provisionally 

meeting DSM-5 PTSD criteria. Employed as a measure of treatment progress, the PCL-5 was 

administered every other session. Please refer to Table 1 to review Ruby’s scores on the PCL-5 

throughout treatment, and Appendix B for a copy of the PCL-5.  

Clinician Administered of PTSD Scale-5  

 The Clinician Administered PTSD-scale (CAPS-5; Blake et al. 1990) is a 30-item 

structured diagnostic interview developed to assess for the presence of PTSD. The CAPS-5 has 

three different versions reflecting timeframes of the past week, past month, and the worst month. 

The CAPS-5 was recently updated to reflect DSM-5 diagnostic criteria (Weathers et al., 2018). 

This assessment instrument is administered by a clinician in an interview format and requires 

recording of the frequency and severity of each criterion symptom. If the client’s response to the 

screener questions indicates the presence of symptoms in a specific criterion module, the clinician 

continues the module by asking the client for specific examples of the symptom, the severity 

regarding levels of distress and disturbance, and duration of the symptom, within the past month. 
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After administering each criterion module, the clinician indicates the level of impairment each 

symptom presents for the client within the past month.  

 The scoring of the CAPS-5 has been revised to reflect DSM-5 diagnostic criteria (Weathers 

et al., 2018). The frequency and intensity are assessed and rated separately (Ruglass et al., 2020; 

Weathers et al., 2018). The intensity of the symptom is rated as minimal, clearly present, 

pronounced, or extreme. Frequency is reported verbatim by the client, either using a number of 

times or a percentage of time, depending on the symptom (Weathers et al., 2018). The clinician 

completes the scoring system which helps convert frequency and intensity information into a single 

5-point (0 to 4) symptom severity scale. The anchor points for this severity scale are 0=absent, 

1=mild/subthreshold, 2=moderate/threshold, 3=severe/markedly elevated, and 

4=extreme/incapacitating. The frequency and intensity thresholds for the two key severity ratings, 

(2= moderate/threshold and 3=severe/markedly elevated) are provided in the interview form for 

each symptom so interviewers can refer directly to them to make the appropriate severity rating. 

A severity rating of “2” requires a minimum frequency of at least twice a month (20% to 30% of 

the time) and a minimum intensity of clearly present. A severity rating of “3” generally requires a 

minimum frequency of twice a week and a minimum intensity of “pronounced” (Weathers et al., 

2018). Finally, a symptom is considered present and subsequently counted toward a PTSD 

diagnosis if its severity rating is “2” or higher (Weathers et al., 2018).  

The psychometric properties of the CAPS-5 are consistently strong (Weathers et al., 2018). 

Internal consistency has been reported as alpha=.88, with test-retest reliability from 1-6 days at r 

=.83. Discriminant validity with measures of anxiety, depression, somatization, functional 

impairment, psychopathy, and alcohol abuse have ranged from r = .02 to .54 (Weathers et al., 

2018). At intake, Ruby reported a symptom severity of 39, indicating meeting threshold for each 
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symptom cluster. At termination, she reported symptom severity of 30, indicating a decrease in 

symptom cluster severity. Please refer to Table 2 to review Ruby’s treatment scores for the CAPS-

5 and Appendix C for how to access the CAPS-5.  

Sheehan Disability Scale (SDS)  

The Sheehan Disability Scale (SDS; Sheehan, 1983) measures how current symptoms 

contribute to overall functional impairment across the three domains of work, social life, and 

family life. Respondents indicate to what degree symptoms have disrupted their activities during 

the previous week. There is one item for each of the three domains and utilizes a continuum from 

0 (not at all disrupted) to 10 (extremely disrupted). To score the measures, all three items are 

summed to produce a global functional impairment score which ranges from 0 (unimpaired) to 30 

(highly impaired). While there are no formal norms or cutoff scores, the authors recommend 

clinicians pay special attention to patients who score “5” or greater on any of the three scales, 

because such high scores tend to be associated with significant functional impairment (Leon et al., 

1997).  

Psychometrics for the SDS are strong. Excellent internal consistency has been 

demonstrated with α = .89 in a sample of primary care outpatients assessed for mental health 

disorders (Leon et al., 1997). Strong sensitivity has also been reported with 80% of patients with 

a confirmed diagnosis of PTSD also had an elevated SDS score. At intake, Ruby scored a 5, 8, and 

7 in the work, social, and home domains, respectively, which indicated notable disruption in 

functioning at work, and even more impairing disruption in the home and social settings. Her total 

score of 20 on the SDS indicated significant and broad impairment prior to commencing treatment. 

At termination, Ruby reported a 7, 5, and 4 in the work, social, and home domains, suggesting an 

increase in work disruption, but reductions at home and in social settings. Her SDS total score of 
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16 at post-treatment indicated improvement to a moderate level of impairment in functioning. 

Refer to Table 2 to view Ruby’s scores on the SDS, and Appendix D for a copy of the SDS.  

Beck Depression Inventory  

 The Beck Depression Inventory (BDI; Beck et al., 1961) was originally developed as a 21-

item self-report measure to evaluate the level of severity of depression in clinical populations 

(Beck et al., 1961). The BDI instrument expands each of the nine symptoms of depression into 

two to four screening questions. Items are answered using a Likert-type scale in which clients 

answer how severe each depressive behavior has been in the past week, including today, on a scale 

from 0 (does not experience depressive symptoms) to 3 (very often or almost constantly). Overall 

scores are derived by summing participants’ responses across all items and can range from 0 to 63, 

with higher scores indicating more severe depressive pathology. Score ranges representing level 

of severity have been interpreted as follows: normal range (1-10), mild mood disturbances (11-

16), borderline clinical depression (17-20), moderate (21-30), severe (31-40), and extreme 

depression (over 40; Beck et al., 1961).  

Even though BDI-II is the more standardized and up to date measure, the standard self-

treatment packet administered at this agency includes the BDI. Excellent reliability has been 

obtained for the BDI, as Visser et al. (2006) reported strong test-retest reliability of .89. Beck et al. 

(1988) initially reported high internal consistency with coefficient alpha of .91 for the full set of 

items. Additional internal consistencies reported for the BDI have included samples of psychiatric 

and non-psychiatric patients, with these groups posting alphas of .86 and .81, respectively. (Beck 

et al., 1988). Other researchers have corroborated the strong internal consistency reliability of the 

BDI with Cronbach’s alphas from Dozois et al, (1998) and Visser et al. (2006) ranging between .88 

and .89.  Convergent validity for the BDI is supported by a correlation of r =.93 (p <.01) with the 
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BDI-II, with the BDI considered to be the “gold standard” of measuring depression for several 

decades (Dozois et al., 1998). Ruby’s BDI score was obtained every other session. At the beginning 

of treatment, Ruby self-reported depressive symptoms at the moderate level based on a score of 

29 on the BDI. At termination, Ruby’s self-reported depressive symptoms produced a score of 15 

indicating a decrease to mild depression. Refer to Table 3 to review client’s BDI scores throughout 

treatment, and Appendix E for a copy of the BDI.  

Penn State Worry Questionnaire  

The Penn State Worry Questionnaire (PSWQ; Meyer et al., 1990) was also administered 

to assess for level of distress and worry. The PSWQ is a 16-item, self-report measure where each 

item is rated on a Likert-type scale of 1 (‘not at all typical of me’) to 5 (‘very typical of me’). 

Eleven items are worded to assess pathological worry (e.g., ‘Once I start worrying, I cannot stop). 

The five remaining items (Items 1,3, 8, 10, 11) are worded to indicate worry is not a problem (e.g., 

‘I never worry about anything’). The total score is calculated by reverse-scoring items 1, 3, 8, 10, 

and 11 then summing across the full set of 16 items. This produces scale total scores in the range 

of 16 to 80 with higher PSWQ scores reflecting greater levels of pathological worry (Meyer et al., 

1990). 

The PSWQ psychometrics are strong, as demonstrated by internal consistency of α = .94 

reported by Meyer (1990) and Zhong et al. (2009). Zhong et al. (2009) also reported strong test-

retest reliability over two-week (r (56) = .75, p < 0.001) four-week intervals (r (52) = .74, p < 

0.001). Modest test-retest reliability over 10 weeks of r = .54 reported by Stanley et al. (2001) 

suggests the PSWQ is sensitive to variations over time in the severity of worry experienced by 

respondents.  Meyer et al. (1990) reported convergent validity with other anxiety measures ranged 

from r = .33 to .49 suggesting the PSWQ is assessing a construct somewhat distinct from anxiety. 
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Discriminant validity with depression measures has ranged from r = .11 to .16 indicating a clear 

distinction between the constructs of “worry” and “depression”. The PSWQ has demonstrated 

strong sensitivity when identifying psychiatric disorders apart from anxiety-related disorders with 

78% sensitivity and 70% specificity (Webb et al., 2008). While Ruth produced a PSWQ score of 

63 at intake, over the course of treatment the focus shifted to emphasizing the relationship between 

Ruby’s anxiety related symptoms and PTSD related to her experienced trauma, so the PSWQ was 

not administered at post-testing. Refer to Appendix F to access a copy of the PSWQ. 

Diagnosis  

309.81 (F43.10) Posttraumatic Stress Disorder, with good or fair insight  

296.32 (F33.1) Major Depressive Disorder, with current episode moderate  

Support for a diagnosis of PTSD is found in Ruby’s reporting of symptoms including 

Criterion A which was met through her description of directly experiencing multiple accounts of 

sexual trauma during a previous relationship. Criterion B was met through her endorsement of one 

or more intrusion symptoms including both: 1) repeated, disturbing memories; and 2) strong 

physical reactions when something reminded her of the event. Criterion C was met through her 

endorsement of avoidance of one or more stimuli including: 1) avoiding memories or thoughts 

related to the traumatic event; and 2) avoiding external reminders that result in distressing 

memories. Criterion D was met through endorsement of at least two negative alterations in 

cognition and mood including: 1) persistent and exaggerated negative beliefs or expectations about 

oneself, others, or the world; 2) persistent distorted cognitions about the cause of consequences; 

and 3) persistent negative emotional state. Criterion E was met through endorsement of at least 

one alteration in arousal and reactivity including: 1) difficulty sleeping due to intrusive images and 

memories; and 2) and problems with concentration. Criterion F is endorsed as these symptom 
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clusters have lasted for 10 months. Criteria G was fulfilled as these disturbances cause significant 

distress and impairment in important areas of functioning, with Criteria H fulfilled by her 

symptoms not being attributable to physiological effects of a substance.  

Major Depressive Disorder was also assigned as Ruby endorsed five of the nine symptoms, 

including: 1) depressed mood evidenced by excessive crying; 2) difficulty sleeping which 

manifests as waking up at least two hours earlier than intended; 3) diminished ability to concentrate 

which she notices when attempting to complete academic and work related tasks; 4) feelings of 

guilt and worthlessness regarding the “responsible party” of the experienced abuse; and 5) 

fatigue/low energy. Timeframe requirements for Major Depression were also met as Ruby reported 

her symptoms had occurred nearly every day for at least the two previous weeks and for less than 

two years. She reported no substance or medical conditions that would account for her symptoms, 

nor did she endorse any recent losses which would attribute her symptoms to Bereavement.      

Differential Diagnosis  

300.02 (F41.1) Generalized Anxiety Disorder 

During the clinical interview, Ruby endorsed persistent fear and significant worry and 

anxiety about everyday activities, including feeling restless, experiencing muscle tension, feeling 

tired or weak, difficulty concentrating, irritability, and difficulty sleeping. She described how these 

everyday activities almost always trigger fear and anxiety, but she was not able to identify specific 

situations in which the fear and anxiety is experienced. Ruby reported these symptoms do not 

disrupt her ability to work or function socially, nor do they cause significant distress. Although in 

her own words she “does not love” to experience these symptoms, she reported she can “push 

through” the symptoms to still complete necessary tasks. Additionally, even though she noted 

general fears and worries, these concerns were focused on how others might react to her disclosure 
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of sexual traumas. Therefore, her fears and anxiety were better conceptualized within Cluster C of 

the PTSD criteria which describes avoidance symptoms.  

Case Conceptualization 

Etiology  

Ruby presented with many factors contributing to the development of trauma symptoms. 

Consistent with Beck’s cognitive model, Ruby’s trauma cognitions first manifested as automatic 

thoughts, which then led to uncomfortable emotions (e.g., guilt and shame). Ruby noted these 

automatic thoughts occurred after she experienced a situation that paralleled the trauma or 

interactions Ruby perceived as negative. Once these cognitions were identified, Ruby reported 

feelings of guilt and shame. Upon further discussion of automatic thoughts, this therapist and Ruby 

were able to identify dysfunctional assumptions and core beliefs, while identifying how these 

beliefs prevented Ruby from processing trauma-related cognitions, also known as “stuck points.” 

Throughout treatment, Ruby identified two core beliefs including “I am not smart enough.” and 

“I’m an embarrassment.” Ruby identified these beliefs originated from negative experiences with 

her family and were reinforced by dynamics within later adult relationships, most notably her 

romantic partners. Ruby reported her most recent partner often made comments about her she 

appraised as “critical” and as a result, she began perceiving herself as unintelligent or 

embarrassing. Relevant dysfunctional assumptions for Ruby included, “If I ask for help, then I will 

burden others” and “If I try to say everything I’m experiencing and feeling, others will look at me 

differently.”  Some examples of automatic thoughts for Ruby included “My partner is mad at me,” 

“I’m talking way too much,” and “I’m in danger in this environment.” Consistent with the 

cognitive conceptualization of PTSD espoused by Lilly et al. (2011), Ruby’s beliefs at these three 
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levels exemplified her depressogenic thinking patterns related to her view of self, others, and the 

world.   

According to Hollon and Garber (1988), trauma survivors attempt to regulate cognitions 

through altering existing schemas or information and changing pre-existing schemas. Ruby 

demonstrated schema-discrepant information such as assimilation and over-accommodation. 

Ruby’s attempts to assimilate the assaults into her previous, generally positive, cognitive 

framework were likely unsuccessful because the assaults were inconsistent with her pre-trauma 

cognitive framework. Therefore, she was forced to engage in accommodation by changing her 

previous assumptions about self and the world to integrate the new information produced by the 

trauma experiences.  Specific assimilation schemas for Ruby could include, “I should have left the 

relationship” or “The rape was my fault.” Resick et al. (2017) proposed over-accommodation can 

be tied to one’s core beliefs and can be strongly related to self and others. Relevant examples of 

over-accommodations adopted by Ruby could include “No one can be fully trusted” and 

“Expressing certain emotions means I’ll lose control.” These new beliefs likely left Ruby 

experiencing her environment as frequently uncontrollable and continually threatening. Lilly et al. 

(2011) described a pattern experienced by Ruby where perceived loss of control within her 

environment elicited a sense of hopelessness and/or helplessness, resulting in increased risk for 

depressive symptoms. 

Also consistent with Resick et al.’s (2017) theory, Ruby expressed natural and 

manufactured emotions. For example, Ruby experienced natural emotion of fear regarding 

physical threat of the sexual assaults. She also experienced fear as a manufactured emotion when 

reporting her fear of others might harm her, even though they were not involved in her 

relationship. Natural emotions expressed throughout treatment included fear regarding physical 
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threat of the sexual assaults, sadness when experiencing losses of friendships, and joy and 

happiness when a positive event, such as obtaining a new leadership position, occurred. Ruby 

also experienced manufactured emotions fueled by her maladaptive cognitions, such as anger 

directed inwardly for not “doing more” to address her concerns in the relationship; shame for not 

telling other people about the sexual assaults; and guilt for “needing too much” in a relationship 

and asking for help from friends and her current partner. These manufactured emotions impaired 

Ruby’s ability to process trauma-related cognitions in a more adaptive manner.  

Consistent with the Ehlers and Clark’s model (2000), prior to the assaults, Ruby had beliefs 

of being able to trust others including friends and a significant other. When the assaults occurred, 

Ruby appraised her friends, a significant other, and herself as being unable to be trusted. This 

appraisal, along with recurring and intrusive memories of the violent nature of the trauma, 

produced PTSD-related symptoms of flashbacks and hyperarousal, which in turn escalated Ruby’s 

sense of current threat within the environment. To reduce the threat, she engaged in maladaptive 

coping such as thought suppression and actively trying not to think about the event. While these 

coping strategies may have provided short-term relief, they exacerbated her PTSD symptoms over 

the longer term.  

Ehlers and Clark (2000) described how negative appraisals are associated with different 

emotional responses. Ruby’s disclosures in therapy evidenced how the appraisal of danger led to 

fear (“No place is safe”) and the appraisal of personal responsibility produced guilt (“The sexual 

assaults were my fault”). Ruby also experienced an emotional response of sadness and depression 

regarding the perceived certainty of a loss of trust and physical and emotional intimacy with a 

partner (“Relationships in my life will never be the same”). Further exemplifying Ehlers and 

Clark’s model, the negative appraisal and emotional response of depression prompted Ruby to 
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engage in maladaptive coping to reduce perceived current threats in her environment. However, 

these self-protective mechanisms also prevented Ruby from having experiences that would have 

challenged her perceptions of the nature of the trauma and associated negative appraisals.  

Consistent with the Social-Cognitive Model espoused by Lepore (2001), Ruby experienced 

the three interpersonal factors of PTSD. First, Ruby encountered poor quality relationships with 

family as she reported her family would “slut shame” her by telling her she looked “like a slut” 

when wearing certain clothing and make persistent negative comments, including criticism 

regarding her physical appearance and expressing emotional vulnerability.  Second, she also 

experienced a poor quality relationship with her ex who told her she was “not worth it” throughout 

the relationship. Third, Ruby also experienced limited disclosure of the traumas, as she reported 

having only shared her sexual trauma with this therapist and her current partner. Due to others 

having no awareness of her sexual trauma, Ruby avoided opportunities to receive social support. 

Each interpersonal factor hindered her recovery from the sexual trauma and related cognitions.  

If time had allowed, an additional session regarding McCann’s five themes of functioning, 

specifically intimacy, would have been discussed with Ruby. Intimacy beliefs related to self 

include the ability to soothe and calm oneself and to be alone without feeling lonely or empty 

(Resick et al., 2017). This characterization is consistent with Ruby’s descriptions as she reported 

a lack of emotional fulfillment in relationships and difficulty acknowledging negative emotions 

within herself and others. Due to prior negative experiences of coping with negative life events, 

Ruby reacted to the traumas with negative thoughts, suggesting she believed herself unable to 

comfort or self-soothe. An additional stuck point of “The only way to handle my trauma emotions 

is to stay busy with organizational responsibilities” could have been beneficial to identify and 

process with Ruby.  
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Maintenance  

When Ruby presented to treatment, there were several factors maintaining her symptoms. 

Following sexual traumas, Ruby experienced her environment as threatening and uncontrollable. 

A response to threat is to gather evidence regarding the threat and as a result, can trigger fear 

responses of escape and avoidance (Beck & Emery, 1985). Ruby engaged in these behaviors, 

noting when she experienced a flashback of the rapes, she would not allow herself to fully 

experience the memory and would engage in small tasks instead to “keep her mind busy.” Ruby 

also noted when she would begin to experience physical reactions related to the trauma, including 

sweating, increased heart rate and experience “freezing”, she would often leave social situations 

or avoid social situations altogether. Within PTSD, there can be a negative reinforcement of 

avoidance (Mathew et al., 2015). Negative reinforcement identifies removing, reducing, stopping, 

or avoiding a negative outcome or aversive stimulus (Skinner, 1963). Ruby avoided social 

situations she knew resembled environmental elements of the assaults, knowing she would avoid 

seeing her ex. This avoidance decreased the probability she would experience PTSD symptoms 

but prevented processing of the assaults, thus maintaining PTSD symptoms. 

Consistent with the cognitive model, distorted cognitions regarding representation of self, 

misinterpretations, and hindsight biases play an important role in maintaining symptoms. Dunmore 

et al., (1999) and Ehlers & Clark (2000) state perceived threat within one’s environment prompts 

cognitive responses intended to reduce perceived threat in the short-term. However, in the longer 

term, engaging in self-isolating and avoidant behaviors tends to maintain distressing symptoms. 

Additionally, cognitive appraisals are heavily influenced following a traumatic event, including 

appraisal of aspects of the assault, outcome appraisal following assault, avoidance behaviors, and 
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beliefs about others. Each of these aspects of appraisal regarding the assault contributed to further 

maintaining Ruby’s symptoms.  

Prior to seeking treatment, Ruby’s symptoms were maintained by frequently avoiding 

social events, not discussing details of the assault, engaging in distracting behaviors such as getting 

involved in organizations and taking on new leadership roles, and negative assumptions and beliefs 

about the self (e.g., self-blame; “No one will understand what I went through.”) Additionally, Ruby 

discounted successful emotional connections she made with others which continued to perpetuate 

her fear of others. Through her avoidance and self-isolating behaviors, Ruby did not have the 

opportunity to experience new learning (“Others have also experienced sexual assault; therefore, 

they will be able to understand”) and develop a secondary non-threatening association regarding 

social situations and relationships.  

 Ruby’s parents also modeled for her anyone who experienced difficulties with mental 

health was “lying” and something was “wrong” with them. These early parental messages initially 

served as an obstacle to seeking treatment. Ruby reported she had once asked her mother if she 

could attend therapy as a child and Ruby’s mother stated therapy services “were too much money.” 

Ruby reported this response from her mother strongly discouraged her from seeking services until 

after high school when she was no longer living at home. A later impact of these parental messages 

was Ruby learning that to be seen as “normal” she would need to never acknowledge to herself, 

discuss with others, or attempt to resolve through therapy, the negative emotions and appraisals 

following her traumatic event. Ruby’s heightened state of alertness and hypervigilance to others’ 

emotional states were heavily influenced by her perfectionistic and emotionally unstable mother 

and a father who was prone to fits of rage. These parental models caused her to become 

prematurely parentified as she stifled her own needs and put others’ emotions before her own. This 
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attitude of suppressing the impact of her own trauma to ensure others are taken care of and not 

burdened by her needs also detracted from her willingness to seek therapy services.   

Treatment Goals and Plan 

Assessment 

• Diagnostic evaluation  

• Continue to monitor symptoms on a bi-weekly basis using BDI and PCL-5  

Feedback and Psychoeducation  

• Psychoeducation on PTSD, MDD, and Cognitive Processing Therapy (CPT)  

• Creating “Impact Statement” detailing the traumatic event 

• Reviewing beliefs regarding traumatic event  

• Challenging beliefs which have hindered client from processing trauma  

• Reduce distress/life interfering cognitions (thinking about avoidance, 

flashbacks/nightmares, etc.).  

Course of Treatment  

Ruby attended therapy for five months and for a total of 14 sessions at the time of this 

writing. Sessions have consisted of diagnostic interview, completion of self-report measures 

relevant to CPT treatment, psychoeducation on PTSD and PTSD treatment, identifying treatment 

goals, completion of CPT manual chapters, and engaging in homework tasks outside of 

session. Ruby has indicated a desire to continue therapy beyond the scope of this EST Case Study. 

Assessment and Psychoeducation  

The first three sessions were focused on assessment and psychoeducation. Following the 

diagnostic interview, Ruby received additional measures to further assess for reported symptoms 

regarding panic attacks, depressed mood--which included fluctuations in appetite, and trauma-

related symptoms. After interpreting information obtained through interview and assessments, 
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Ruby received psychoeducation on diagnostic criteria for PTSD and symptoms for depression, and 

an overview of the effectiveness of CPT. When Ruby presented for treatment, she had general 

knowledge about trauma and trauma-related symptoms and had fair insight into her cognitive 

processes as they pertain to her trauma. Due to Ruby’s awareness and previous knowledge and 

self-education on healthy versus unhealthy relationships and relationship-related trauma, CPT was 

seen as a promising tool.  

CPT Workbook  

Throughout treatment, Ruby was educated on and asked to self-monitor certain beliefs, 

specifically stuck points, regarding the sexual trauma she experienced and to identify ways in 

which these beliefs have impacted her current romantic, familial, and friend relationships. In 

addition to the implementation of the “Challenging Questions” worksheets, psychoeducation on 

theoretical concepts such as the “Just world” belief system and worksheets articulating the “ABC 

Model” were used to facilitate treatment.  

Consistent with the social-cognition model, once thoughts and beliefs were identified, 

Ruby collaborated with this clinician to identify patterns of problematic thinking arising from her 

traumatic experiences evident in her current activities and relationships. This process included first 

identifying, and eventually practicing how to implement ways to lessen avoidance of cognitions 

and to challenge problematic behavioral patterns.  

Following assessment and psychoeducation, the initial six sessions were focused on 

building rapport and trust with Ruby, including providing psychoeducation on depressive 

symptoms and problematic, interpersonal interactions and how these factors contributed to and 

exacerbated her PTSD symptoms. Ruby was repeatedly encouraged to identify and practice 

healthy coping skills through behavioral activation and self-care. Throughout treatment, 
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homework regarding CPT work would be re-assigned as Ruby did not always complete homework 

due to her busy schedule and depression-related lowered motivation. Once CPT work became 

consistent, Ruby was able to “become her own therapist” by identifying multiple stuck point 

beliefs and starting to “question” these maladaptive thoughts through the Challenging Questions 

Worksheet. After several weeks of behavioral activation, Ruby identified ways in which the trauma 

within her previous relationship was impacting her current depressive symptoms and interpersonal 

relationships, such as decreased trust in relationships and social isolation. 

Throughout treatment, Ruby displayed commendable adherence, with periodic difficulties 

with homework compliance and good insight into the processes required to effectively engage in 

cognitive restructuring. Activity scheduling was utilized to address depressive symptoms and 

improve mood. Previous studies suggest improved treatment effectiveness when trauma and 

comorbid depression are treated simultaneously (Bolton et al., 2004; Schulz et al., 2006; Gavolski 

et al., 2012). Ruby reported she often completed activities she considered productive but found it 

difficult to engage in a daily form of self-care, such as setting a nighttime routine or engaging in 

10 minutes of morning meditation. Ruby noted success with activity scheduling and reported 

improved mood when she engaged in different activities. She also became cognizant of the 

relationship between her mood and activity scheduling, with greater involvement producing 

improved mood, and increased depression when less proactively involved in intentional activities.  

Impact Statement and Stuck Point Log  

To begin CPT work, Ruby completed the Impact Statement between the sixth and seventh 

sessions. Prior to writing the Impact Statement, Ruby was provided with psychoeducation on 

PTSD and ways in which both trauma-related emotions and cognitive structures and beliefs impact 

the nature of experienced events. Ruby was provided with psychoeducation on the three core 
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concepts of CPT: 1) the Just World belief system; 2) assimilation, accommodation, and over-

accommodation; and 3) natural versus manufactured emotions. Ruby completed the impact 

statement and reviewed the statement to identify how these three core concepts had shaped her 

thoughts, emotions, and behaviors.   

Specifically, Ruby brought the Impact Statement to session and read the statement out loud. 

Ruby and the clinician identified certain stuck points exemplifying how the sexual trauma had 

impeded her view of herself and current relationships. Of notable importance were two stuck points 

Ruby extracted from the initial writing and review of the Impact Statement. In collaboration with 

this clinician, Ruby identified stuck points of “I should’ve known better” and “I should have left 

the relationship earlier.” The Stuck Point Log was addressed throughout treatment and despite 

periodic lapses in how diligent Ruby was in keeping track of the log, she was able to identify new 

stuck points in successive sessions. Three additional stuck points of “I should have told others 

what was happening”; “I’m educated, and I know what abuse looks like”; and “I should be past 

this relationship” were identified as recurring and particularly problematic.  

ABC Worksheets  

Once Ruby identified stuck point beliefs, ABC worksheets were introduced to further 

Ruby’s awareness of how her interpretations of day-to-day events and trauma appraisals influence 

how she feels. Ruby was provided with psychoeducation about ABC worksheets including 

explanation and illustrative examples of the model that focuses on the three sequential components 

of: A = activating event, B = belief/stuck point, and C = consequence regarding an event. The 

model was then applied to the abusive events that occurred in her relationship with her partner. 

Ruby appeared to be particularly engaged in session when learning and applying ABC worksheets 

to personal stuck points, as evidenced by applying the worksheets directly to the experienced 
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sexual trauma, but also to other current and ongoing life events, such as friendship and relationship 

difficulties. 

Initial introduction to ABC worksheets were difficult as Ruby did not complete this 

homework until the second time it was assigned. However, once completed, she was able to 

correctly identify stuck points related to the relationship with her previous partner and current 

interpersonal situations, specifically the appraisal made between current relationships and her ex. 

This model appeared to be particularly effective for Ruby, as identifying stuck points provided 

new insights regarding the influence the abusive relationship is having on her current interpersonal 

relationships and overall functioning. The process of implementing the ABC worksheets proved 

to be therapeutic because after she identified and lessened the avoidance of intrusive cognitions, 

this new perspective provided a less distorted foundation when asked to complete complex skills 

of CPT such as identifying challenging questions and patterns of problematic thinking. 

Challenging Questions and Patterns of Problematic Thinking  

Challenging Questions were utilized towards the end of treatment to help identify ways to 

modify problematic thinking including gathering evidence for and against the belief and noting 

whether the belief included extreme words such as ‘always’ or ‘never’. Additional challenging 

components included the root of the belief, whether the belief was based on facts versus emotions, 

and gathering all components of the story. Once Ruby identified beliefs from the Stuck Point Log 

and became more well-practiced in working with this clinician to identify and challenge 

discrepancies in Ruby’s beliefs about the trauma, she received psychoeducation on Patterns of 

Problematic Thinking. Identifying these patterns contributed to effective application of the 

cognitive restructuring processes for Ruby as she identified recurring cognitive distortions of 
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jumping to conclusions, exaggerating, or minimizing, ignoring important parts of the story, 

oversimplifying, mind reading and relying on emotional reasoning.  

Termination  

By the 5th month of treatment (session 14), Ruby had consistently demonstrated insight 

into her symptoms, was able to identify beliefs regarding relationships, and consistently lessened 

avoidance of cognitions related to the traumatic relationship. She was also able to challenge current 

cognitions and offer alternative cognitions related to the relationship. During the termination 

session, clinician and Ruby reflected upon treatment progress and identified how Ruby can 

continue to maintain progress by applying treatment skills developed thus far to address both pre-

existing symptoms and new symptoms as they arise. Ruby also noted she would like to continue 

additional therapy sessions regarding trauma-focused work and continue to complete self-directed 

homework. Therefore, the decision was made to continue CPT-related work while incorporating 

additional efforts in the areas of cognitive restructuring and interpersonal skills. 

Evaluation of Treatment Outcomes and Disposition  

As she remained engaged in treatment, Ruby evidenced consistent progress in effectively 

managing her symptoms. Her progress was notable despite internal and environmental factors that 

could have derailed her treatment. These included her initial avoidance of discussing details of the 

traumatic events, difficulty articulating cognitions associated with the sexual trauma, being 

exposed to others’ reports of sexual assault and depression, and the abusive ex-boyfriend 

attempting to stay active in her life.  At the beginning of treatment, Ruby reported a valid concern 

regarding when her ex-partner could “come back” which resulted in avoiding external cues such 

as organization events, and hyperarousal and marked physiological reactions to external cues 

resembling any aspect of the traumatic event. However, towards the end of treatment, Ruby 
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reported a slight decrease in trauma symptoms, a decrease in concern regarding her ex-partner re-

appearing, and stabilization of the severity of depressive symptoms. Over time, a parallel between 

sessions in which Ruby reported an increase in depressive symptoms and failure to complete 

homework was identified.  

Ruby also reported a personal importance to being involved with organizations that aligned 

with her personal values and beliefs, resulting in her continued involvement in these organizations 

throughout treatment. Ruby reported a desire for social connection while she continues to enhance 

her ability to effectively manage her trauma symptoms and reports these social connections are 

through university organizations. Despite these challenging internal and external factors, Ruby 

demonstrated consistent progress and displayed a fair treatment response.  

 The CAPS-5 continues to be the gold standard for assessing severity and duration of trauma 

symptoms (Weathers et al., 2018). From baseline to post-treatment, Ruby’s CAPS overall 

symptom severity decreased by nine points, with a particular decrease in severity of arousal 

symptoms decreasing by six points. This decrease in post-treatment symptom severity is not only 

indicative of a positive treatment response but is also consistent with standards for symptom 

remission (Galovski et al., 2012).  

 In addition to completion of the CAPS-5 at termination, Ruby completed the remaining 

self-report measures at home. Ruby’s self-report on the PCL-5 (30, sub-clinical severity) was 

consistent with the CAPS-5 (overall symptom severity, 30, sub-clinical) completed in session. 

During the termination session, Ruby reported she had completed the at-home post-test measures 

while becoming aware of a situation that paralleled her own sexual trauma. Through her 

involvement with an organization, she holds membership in, she was exposed to other members 
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discussing reports of a sexual assault. Ruby reported she experienced an increase in trauma 

symptoms due to details of the reports. 

Despite this unexpected exposure, Ruby’s self-report on the SDS is consistent with 

treatment progress. While she reported an increase in stress in the work domain specifically related 

to obtaining a new leadership position, she experienced improvement in both the social and home 

domains. Regarding her PTSD symptoms, during termination Ruby reported reduced self-blame 

and improvements in the areas of sleep hygiene, managing unwanted memories of the assaults, 

and her ability to challenge cognitions related to the assaults. Ruby’s awareness and willingness 

to continue to seek therapeutic services following CPT treatment serves as a testament to her 

continued investment in developing skills to manage her symptoms, including challenging 

maladaptive cognitions, acting as her own self-advocate, and anticipating when she may benefit 

from additional and increased therapeutic support.  

Transcript: Self-Evaluation 

This case study includes a transcription of the ninth session (See Appendix G). The 

transcript includes additional comments highlighting areas of clinical strength, relating aspects of 

the session to the theory, and reflecting on areas for improvement. This session was conducted in 

person and follows the outline of Session 3 of Resick et al.’s (2017) CPT Manual.  During this 

session, completed ABC worksheets were reviewed and Socratic Questioning was applied. The 

client had been given instructions that the completed worksheets could be about the index trauma 

event or other situations the client encounters in between sessions. During this session, Ruby 

successfully completed ABC worksheets regarding difficult situations with a friend, a school 

project, and the experienced assaults. 
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What I did well  

The procedures implemented during the sample session reflect my understanding of the 

elements that support CPT. While reviewing the transcribed session, I was able to reflect on 

specific areas where I demonstrated effective therapeutic skills to improve the therapeutic alliance 

between clinician and therapist. For example, when Ruby reported difficult events with her ex-

partner, I was empathetic and collaborative while still encouraging her to identify the elements of 

CPT and the helpful versus unhelpful utilization of these cognitions. Positive therapeutic impact 

was also evidenced by Ruby identifying ways in which her romantic relationship has impacted her 

beliefs about other relationships in her current life—of particular importance because she noted 

this connection was not made prior to this transcribed session.  

While identifying the connection between her previous romantic relationship and current 

relationship patterns, Ruby became quite emotional. While it can be difficult to identify stuck 

points, the goal for CPT is to help the client accept the reality of the traumatic event and to identify 

and allow themselves to feel the emotions regarding the traumatic event while decreasing 

avoidance, which inaugurated through completion of ABC worksheets. Therefore, her willingness 

to express previously suppressed emotions in session was viewed as evidence of an improved 

therapeutic alliance with increased comfort and trust between Ruby and this therapist. 

Needs Improvement  

Reviewing this sample session has allowed me the opportunity to reflect on areas where I 

can continue to improve my clinical skills. I noticed Ruby may have benefitted from a more direct 

approach to the review of the ABC worksheets. While being prepared for session by providing 

multiple topics demonstrates her investment in therapy, sometimes I struggled as a clinician to 

incorporate CPT elements based on the information she reported in-the-moment. Ruby also 
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experienced depression co-morbid with PTSD and it may have been beneficial to be more thorough 

with my analysis of depression as co-morbid to PTSD, potentially being more direct in identifying 

depressive symptoms she was experiencing and asking for examples when appropriate. In addition 

to additional focus on comorbid depression, I would have further assessed severity of eating 

behaviors Ruby experienced during periods of depressed mood. I would have also had a more 

direct conversation regarding the ABC worksheets in this transcribed session as she had forgotten 

to complete the worksheets the previous week. Additionally, it may have been beneficial to 

formally assess sleep quality and patterns and changes in sleep from pre-trauma. If Ruby had poor 

sleep quality prior to trauma, it is possible poor sleep exacerbated severity and duration of PTSD 

symptoms. Addressing sleep could have helped also address trauma symptoms before CPT began. 

I would have liked to have a direct conversation about treatment compliance and any 

difficulties while completing the worksheets. It is appropriate, however, to engage with clients 

utilizing a trauma-informed care approach, and I endeavored to remain vigilant of the need to 

prioritize providing a safe space for Ruby as a sexual trauma survivor. As I continue my work with 

sexual assault survivors, I will strive to hold the therapeutic environment where I am able to 

balance remaining trauma-informed within a “safe space”, while still challenging clients in a 

manner consistent with CPT principles.  

Overall, Ruby was quite engaged throughout the duration of an extended 14-session 

therapy experience. She incorporated multiple situations and outside factors into session that were 

currently influencing her trauma symptoms. While this could have created confusion and a lack of 

direction, we were able to remain focused on helping her manage symptoms related to depression, 

interpersonal relationships, and the influence these factors had on her PTSD symptoms.   
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Table 1 

PCL-5 scores throughout treatment 

Date Score  Interpretation  

11/19   42 Above provisional 

12/10 

12/22 

02/03  

02/10  

38 

44 

            27 

30 

Above provisional 

Above provisional 

Below provisional  

Below provisional 
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Table 2 

Self-Report Measures 

Measures Pre-Treatment Post-Treatment 

SDS 

Work 

Social 

Home 

Total 

 

5, moderately impaired 

8, markedly impaired 

7, markedly impaired 

20, Highly impaired 

 

  

7, markedly impaired 

 

 

5, moderately impaired 

 

4, moderately impaired 

 

 

16, Moderately impaired 

CAPS-5 

Intrusion 

Avoidance 

Negative cognitions and mood 

Arousal 

Total symptom severity 

   

 

 

 14        

 

 

6 

 

 

8 

 

 

 

11 

 

 

 

39                                                         

 

 

 

13 

 

 

4 

 

 

8 

 

 

 

5 

 

 

 

30 

SDS = Sheehan Disability Scale. CAPS-5=Clinician Administered for Posttraumatic Stress Disorder Scale for DSM-5 
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Table 3: Beck Depression Scores throughout treatment 
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BDI Scores 

Symptom Severity Rating reflects symptoms of 
depression in affective, cognitive, behavioral, 
somatic and motivational domains (score 
summation of items 1-21) 
1-10: normal range 
11-16: mild mood disturbances 
17-20: borderline clinical depression 
21-30: moderate depression  
31-40: severe depression  
41+: Extreme depression  
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Appendix A 

Mini International Neuropsychiatric Interview (MINI-5) 

The Mini International Neuropsychiatric Interview (MINI-5; Sheehan, 2015) is a 

copyrighted measure that cannot be reproduced. A detailed description of the measure, including 

information for obtaining copies of the specific modules, can be accessed using the information 

provided below. 

Sheehan, D. V. (2015). Mini International Neuropsychiatric Interview 7.0. Jacksonville, FL:  

Medical Outcomes Systems.  
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Appendix B 

PCL-5 for PTSD (PCL-5) 
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Appendix C 

Clinician Administered PTSD-scale (CAPS-5) 

 The Clinician Administered PTSD-scale (CAPS-5; Weathers et al., 2013) is a copyrighted 

measure that cannot be reproduced. A detailed description of the measure, including information 

for obtaining copies of the specific modules, can be accessed using the information below.  

Weathers, F. W., Litz, B. T., Keane, T. M., Palmieri, P. A., Marx, B. P., & Schnurr, P. P. (2013). 

The PTSD Checklist for DSM–5 (PCL-5). Retrieved from 

http://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp 
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Appendix D 

Sheehan Disability Scale (SDS) 
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Appendix E  

Beck Depression Inventory (BDI) 
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Appendix F 

Penn State Worry Questionnaire (PSWQ) 
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Appendix G 

Session Nine Transcript 

T: So how have you been since I saw you last?  

C: Um I’ve been up and down. It’s mostly been finals related 

T: So, when you say, “up and down” What do you mean by that? 

C: Um I don’t know…like last weekend I had a bunch of work meetings and things but 

then I kind of in between that I was just trying to focus on things like getting ready for finals, so I 

just started to feel kind of burnt out and still needing to work on my essays and things. And then 

I had one final that was due Monday night and then I had a bunch of meetings where we are 

trying to select our interns for the spring, and I had tons of those throughout this week. But then I 

had my one final due and it didn’t take very long and then I had to finish some assignments that I 

got an extension on that was due this Wednesday. So, then Tuesday I had to work and then I had 

a dinner with friends. But on Wednesday I work up at 7am and I was working on finals the entire 

time that I was awake and as I was wanting to go back to sleep but there was the whole storm 

and everything but that day I just felt that I was very…I don’t know Monday and Tuesday I felt 

very frozen, like I knew I could do these things but I just couldn’t make myself do it and I know 

I’m not being lazy. It’s like I’m out here watching Netflix and just staring at it, like I’m able to 

do it. And then on Wednesday, yeah, I was literally all day just working on stuff and I still didn’t 

want to do it, but it was easy. The assignment was just like a reading journal, and I hadn’t done 

most of the reading this semester and I was still participating in class but I just hadn’t read the 

stories and then all of sudden, I was supposed to have written thoughtful and insightful notes 

about what I was reading in this journal and even though I hadn’t most of them I was able to redo 

things but it was 10% of my grade. And then I had this other assignment that was super open-

ended, and it was honestly stressing me out so much, but I did it and I submitted it and it wasn’t 

my best work. But this week I had a lot going on but didn’t seem to have as much that day and 

all people were in and out of my room, so I went to my basement but then with the storm and all 

of sudden everyone has to come to the basement. Well, everyone was like “Hey, we’re just gonna 

watch a movie” So I had to go to another room (in the basement) and even though I was in 

another room I could hear everything, and it was really stressful, and I had a lot of tears of regret. 

Like I was telling myself “I’ve known about this assignment for so long” but I just hadn’t done it 

because all these other things had come up and maybe I was just lazy or whatever it was but even 

with the extension, I was still doing it last minute. Like I knew about this assignment in October, 

so I was kicking myself. But it was like…like I like having options when it comes to learning but 

this was freaking me out because I kept telling myself “Oh I’m going to do terrible on this and 

this is too open-ended”. But with this class we had to pick something from the renaissance and 

then pick something you had read before it or after it. OR you could do something different that 

we hadn’t read for the class. So, you could pick one on the syllabus or literally anything you had 

ever read. And then you could write about it, a literary analysis, you could do an art piece as long 

it had a description and there was no minimum or maximum in regards to workload. He said it 

needs to have 3 pieces of information, otherwise it’s entirely up to you. And that’s when I was 

thinking ‘wait is that too much freedom?’ so there was definitely sometimes where I was like ‘I 

can do this, and it will be okay’ but then has time went on I started to get really really stressed 

and I even contemplated withdrawing from the class last week. So, when I was working on the 

project I was like ‘dang I should’ve done that’ and I had tears of frustration. I was trying to stand 

up and move around but I also engage in lots of emotional eating, and I was constantly to like 

refill my water and find every excuse and I didn’t up starting it until almost 9pm where I just 
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started doing these little collages because that was easier than writing an essay. But now every 

time I get a phone notification, I think it’s letting me know that grades are in and when it’s not 

that I’m like okay yeah whatever whatever. And so yeah…that was really a lot but yeah, this 

week there’s just been a lot of self-doubt and then um yesterday well today I have one last final 

that’s due today and I haven’t started it because it’s only supposed to take two hours and it’s for 

the same class I was just talking about. And I have a lot of meetings later today and I have a 

bonfire that I’m going to tonight and then my friend wants to go out because she’s graduating. 

And so, I’m just very overwhelmed. And like the days I didn’t have anything, like Tuesday and 

Thursday, even though I knew I should keep working ahead, I just felt so drained that I felt like I 

couldn’t do anything. And the Monday, Wednesday, Friday I just felt very freaked out and then 

this weekend I’m going to be moving tonight. I’m going to try and stay in Topeka as long as I 

can but then once the house locks, I’m going to have to go back home, and tomorrow is my little 

brother’s birthday dinner and I’m going to that. But I don’t like being home and I try to be in 

Topeka as much as I can, so I only plan to go home tomorrow and come back to Topeka on 

Sunday. Then I’ll go back home probably on Christmas eve and then try to leave the day after 

Christmas. Like my mom knows I’m gonna leave after this weekend and come back for 

Christmas but she doesn’t know I plan on leaving right after Christmas and I don’t know how to 

tell her, and I’m stressed about it because I think she’s gonna be really really mad. So, I don’t 

know, I feel like I’ve had a lot of emotions this week and maybe it’s just like normal college 

student stuff, but I don’t know. Sorry, that was a lot to say.  

This opening sequence illustrates a common pattern in my work with this client, where a 

single brief and introductory question from the therapist elicits an extended description of 

numerous events from the client’s previous week. The client ending her statement with “Sorry” 

indicates she shares my awareness that this may not be the most productive use of our time. 

However, my therapist dilemma is that the client did seem to appreciate, and possibly even 

benefit from, being able to vent her frustrations and report her feelings.  

Regarding client’s mention of eating behaviors, it could have been beneficial to further 

address the nature of the reported “emotional eating” as this may have been related to client’s 

depressed mood. However, as eating behaviors is not a focus of CPT, my goal was to maintain 

the focus of the session. 

T: I always appreciate you bringing things to session. I think that this speaks to not only 

your investment but your willingness to being vulnerable at times in here. You don’t have to 

apologize for being open in this room. Before we begin reviewing some thoughts and emotions 

related to this past week, let’s review your scores on the self-report measures. We can see there’s 

been an increase in both your depression score and the trauma measure. 

C: Yeah, I think that having all the finals related stress going on I’m experiencing more 

self-doubt and am just getting more distracted with like everything.  

T: That makes sense. When we have external stressors, this can impact our depression 

and trauma symptoms. I appreciate you being vulnerable about these difficulties with your 

depression and trauma symptoms. I think recognizing that you are experiencing these symptoms 

speaks to you avoiding these symptoms less often and will help to process the event with your 

ex. I did want to ask you about your classes a little bit more. You mentioned some of the thoughts 

you were having about class. I see that one of your completed ABC worksheets is about the 

project that you needed to finish. Let’s review that ABC worksheet together now. What was the 

“A” part of the worksheet, so the activating event?  
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**Here I was trying to validate client’s concern for an increase in trauma and depression 

symptoms. I think it would have been helpful to flesh out client’s identification of increase in 

symptoms in more detail. However, I was able to effectively guide the conversation back to 

elements of CPT by encouraging the client to connect back to the ABC worksheets. 

C: So, I wrote that I had a final project due this week. I also had that there were multiple 

things I needed to complete for finals week.  

T: Awesome, this is objective which is what we want for an activating event. Now, 

remind me, what were some of those thoughts you were experiencing about the final and 

completing the things on your to do list?  

**Reinforcing treatment compliance with completing homework and client’s completion 

of correctly identifying components of the ABC worksheet.  

C: just like a lot of regret. Like “why didn’t I do this sooner?” because I knew I was 

getting myself in this situation every time I put it off, but I didn’t imagine myself here in this 

moment because further back, it was more important for me to take a nap or whatever it was. But 

then suddenly it was like “I can’t do this.” “My professor is going to be mad at me” blah blah 

blah. And I was thinking “He gave me an extension and I’m still giving him lesser quality work” 

and maybe even “I’m not producing quality work to be a good student” and I place a lot of my 

value in school so I think that could fit.  

T: Good job identifying multiple thoughts you were experiencing throughout this 

situation! And I like that you were able to identify thoughts that were statements and not just 

questions. While these thoughts may not be directly related to the events with your ex, I think 

some of these may fit into our Stuck Log that we’ve started. But first let’s review the “C” part of 

the worksheet, so the consequence and how we feel. So, we’ve identified the emotion of 

“regret”. What other emotions were you experiencing as you were having this internal dialogue? 

**Reminder of the multiple components of CPT and encouragement of client identifying 

emotions experienced during events  

C: probably embarrassment…like I was thinking “Oh I don’t want this professor to think 

I’m taking advantage of his kindness” and “this isn’t my best work and he’s gonna judge me for 

it”. I also had people this week when I was telling them I was stressed they would say “Wait 

really? But you’re really really smart. You’ll do fine. You’re doing something last minute?” like 

weird things like that where people were shocked, I was like doing things last minute. I’m not 

sure why people assume I’m like smarter or more responsible than I am and there’s like some 

imposter syndrome and I think that gets to me a little bit. So, like when my friend was trying to 

talk to me as I was working on finals, I had to tell her “I love you but like I need you to leave. I 

have to work on this project that’s really stressing me out” and she said ‘oh you’ll be fine’ but I 

told her “No this is something I’ve been putting off for months and she was like ‘what do you 

mean? I know you’re joking” and I was thinking like “it’s nice that she thinks highly of me but 

I’m also a flawed person. But yeah, just lots of emotions, mainly regret and embarrassment 

though.  

T: Okay, yes, I was going to ask what type of emotions you felt as your friend was saying 

these things. Because sometimes when people say something different from how we feel, when 

the two (things) conflict, it can bring up a certain type and severity of an emotion. Whether that 

emotion is positively or negatively charged as sometimes the way we see ourselves can be 

different from how others view us. So, when a friend or a classmate says those sorts of 

comments, how do you respond and what are some thoughts you have about these conflicting 

ideas?  
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*Here I would’ve stuck with the activating event more and not turn to another activating 

event that client described. I think it would have been helpful to utilize more Socratic 

questioning, potentially where these emotions rooted from, as client had discussed in previous 

sessions that her family placed a lot of value on academic performance. I would have liked to 

flesh out these emotions client experienced and begin to challenge the validity of the beliefs and 

emotions attached to academic performance. However, I was able to utilize this moment to 

provide psychoeducation on how discrepancies between how we view ourselves and how other 

view us can be a source of internal conflict.  

C: I don’t know. I guess I would just say like my self-concept or whatever you wanna 

say, I would say I feel like just a very frazzled person or like I can recognize times where like I 

feel like oh, I’m not doing enough or I’m not smart enough or whatever. But then like they only 

think…. like yeah, I got things done but I don’t think it was to the best of my abilities. But all 

they see is that everything got done so they assume it was smooth sailing to get there when all I 

see is the chaos, I guess. So, it just feels like a lot of pressure. Um, like even when I was younger 

in school and I was in gifted programs or whatever, I still feel like I’m trying to process that 

pressure and just my whole life I feel like I’ve been trying to keep up those appearances for 

people and like I feel like I am very afraid of failure and I feel like I don’t know that there a lot 

of goals that I wish I could achieve. So now that I’ve been struggling academically this semester, 

it has really cut me to my core of like my self-worth and I wish those things were way more 

separate than they are. And this situation is with a particular person, like I love her but um, I 

always remember about her like the first member meeting we had, the older members were 

telling us ‘There’s a future president in this room’ blah blah blah. And I had only met this girl 

like a week before that and she was like “Oh it’s definitely her!” and pointed at me. And there’s 

other times at meetings where we are going around the room and I had made a comment one 

time and this girl said “I wouldn’t say anything after that. I can’t follow HER up!” and those 

things just make me feel very self-conscience and embarrassed. And I start to think like “Oh I 

should be more quiet and not say what I think because that doesn’t give other people the 

opportunity to speak up and I don’t want them to feel like they can’t follow me up. But then at 

the same time, it makes me feel like I’m very conceded and also like I have to admit that I did 

well. So, I feel like I have to tell myself bad things just to like keep myself in check. But yeah, I 

just start to feel very self-conscience and it’s like I just feel more pressure and it feels like people 

are watching me.  

T: That makes total sense. We’ve talked about balance before because we are allowed to 

have these successes in life and be successful people AND it’s okay to have shortcomings and 

make mistakes as at the end of the day, we are all humans, and no human can make the “right” 

decision each time. I’m wondering what the value is in playing that role of being a leader and 

being that person, who others feel comfortable turning to in your relationships? That can be in 

personal or professional life 

C: I think if it’s like a professor writing on an essay like “Great job!” so more one on one 

it’s more like feel good and it does feel good and because my academics are important. So, for a 

minute I do feel good. I’m like “Wow I am working hard and doing well!” But then if it’s like in 

front of a lot of people, that’s where it’s more embarrassing. But yeah, like it feels good to like 

be a leader and I think it like opens those doors for me to help me get like the jobs or internships 

that I want. Like I can get the leadership roles in my organizations that I want, and I get to enjoy 

certain perks of those positions and I’m appreciative that I have that, and I like that people feel 

comfortable to me coming with advice or whatever. I like that I can feel trusted for others 
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because I just think that it’s like a deeper level of respect. But at the same time, I can’t help but 

think “Oh people are coming to me because I’m some person who knows all, even if I have 

never lived that experience. So, then the bad part is like the pressure, and I also think, and this is 

like a weird fear, but I fear that I’m not like relatable enough to my peers and I feel like I’m 

watching myself, almost as like an out of body kind of thing and I feel like people assume things 

about me. Like I don’t drink or anything like that so people will think that like they can’t me 

stories or they see me as some type of responsible leader figure and then all of sudden it’s as 

though they can’t tell me about their life and ways in which they might have messed up and then 

it feels artificial and that’s what I worry about. But like with my best friends they see all sides of 

me and that’s what I want in relationships, where we can see each other as like full humans.  

T: Yes, that reminds me of the roles we’ve been talking about. There are times where we 

may feel comfortable being vulnerable with certain people while others may be acquaintances. 

I’m wondering, who in your life is someone you look up to? 

**Here I was attempting to encourage corrective cognitions. Specifically, I was trying to 

encourage the client to identify cognitions others such as role models and trusted others, might 

have about her. ** 

C: Oh yeah definitely. Some of my close friends I feel similar things to the way I’ve been 

talking about how others might see me. Like for example, I’ll think like ‘oh I can’t tell Billy this” 

…. I don’t know I guess like some of the people that I see as my mentors as some people I can’t 

always tell those deeper secrets because I don’t want them to view me as different but if it’s like 

my roommate or one of my best friends it feels more okay. But the people I do look to, the more 

I talk with them and start to feel comfortable, I think I am able to flesh out those assumptions. 

But I do think there’s a difference between like admiring someone for being a good person 

versus admiring a skill they have like “I admire your leadership style” and it’s not like I think 

those people are bad leaders, but I think I put those two things in separate categories, if that 

makes sense.  

T: Yes, so with those things being separate categories, what are some thoughts you have 

about this? Anything conflicting or doesn’t seem to match up? 

C: I guess it’s must more the disconnect between like the self-responsibilities and 

responsibilities that are put on me, I feel like I still self-censor around those people because I am 

fearful that they are going to judge me. It’s almost like I’m not imaging them as a whole 

person…. 

T: As you’re describing this disconnect, I’m thinking of a cycle of the thoughts of “I’m 

taking this perspective of myself while someone else is having this perspective” …and when 

there’s a disconnect or something doesn’t match up, there can be lots of different experienced 

emotions. These emotions and thoughts can impact how we view ourselves, others, and the 

world, like we talked about with just world belief. During our time together, we are not trying to 

take away or completely erase these perspectives but as we’ve talked about before, we are 

attempting to recognize the distinct parts of a situation/belief/stuck point, and then challenge and 

adapt it to be a more helpful thought.  

**Reminder of the psychoeducation from previous sessions, including the “Just world” 

belief and how the traumatic event has impacted client’s view of themselves, others, and the 

world. Also, a reminder that a part of CPT is to identify and then challenge beliefs regarding the 

traumatic event to help further process the event. 

T: Let’s review another ABC worksheet you completed this past week 
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C: Yeah, so like I said everyone has to be out of the house and one of my roommates 

actually got done with finals early and went home earlier this week, but she came back last night 

so that we could have like one last roommate sleepover or whatever. JOJO, my friend, is leaving 

school after this semester, and my other two roommates will also be living somewhere else, and I 

was excited. But I don’t know, things with JOJO have been really weird. I think I told you she 

was my friend who has had some troubles with her own mental health and there are times she has 

started to act different this semester. I don’t know she doesn’t necessarily like take her meds or 

treatment very seriously and she….I don’t know sometimes she like just isn’t reachable because 

you can say like ‘hey, this is self-destructive’ or ‘hey, I’m worried about you’ but I feel like she’s 

been very self-isolated and irritated lately and it has caused some tension because I think she 

resents the fact that me and my other roommates are closer and we will invite JOJO to come out 

to places and do things with us and she usually tells us no. which is fine but that means that me 

and my two other roommates have become closer because we will still hang out and stuff. But 

last night, we were going to go to Sonic and Target and we even though we were going in a small 

car we asked JOJO to come but she didn’t respond. Well, I was in the hallway and heard JOJO 

and another girl talking, and the other girl asked JOJO if she was going to come with me to the 

store and JOJO said no because her and some other girls were going to go to a party and JOJO is 

an alcoholic. And I tried to talk to jojo and tell her ‘I don’t think that’s a good idea for you’ but 

she said she was going to the party anyway. Well, she was planning to go with some people that 

she’s not super close with but me and my other two roommates just told JOJO to be safe and call 

us if she needed anything. So later on, we’re at the store trying to get snacks and JOJO texted me 

individually, not our group chat, which I thought was weird, but she asked where we were, and I 

told her we were at the store, and she asked if we had room to drive her back from this party. But 

unfortunately, the car was too full, so I told her no that we didn’t have room. I’m not sure why 

was going to get dropped off at the store because I’m not sure if they didn’t want her to go with 

them or what. So, she responded to my text with “Oh. Well, I wanted to go. I didn’t know you 

were going to leave right then” and then she asked again if she could come with us in my car by 

getting dropped off at the store. So., I told her again unfortunately no because we literally didn’t 

have an extra seat in the car. So, then I was talking with one of my roommates and I was like oh I 

feel like bad but also, she told me NO but then now she’s saying that she did want to come” and I 

was confused, and I wasn’t sure what to say and when I didn’t reply she sent like 5 question 

marks. But I then replied and said “I’m sorry I really don’t think we’re going to be here for very 

long. Do you want us to get you anything at sonic?” and she replied with “No.” and I didn’t 

know what to say to that and I felt super uncomfortable and then when we came back, she was 

acting weird, so it felt like a very strange situation. I felt that it was just a very weird situation, 

and I didn’t know what to say and I felt like I was very put on the spot. I felt very uncomfortable, 

and I think I felt a lot of guilt in that moment and when I told my other roommates I felt guilty 

they said ‘oh you don’t need to feel guilty! You invited her and she said no” but I also know that 

she’s sad and like she needs us, but they continued to tell me there was nothing else I could’ve 

done beyond that, but I still felt super anxious after it.  

T: What were some of those thoughts/beliefs that you experienced, so those things you 

were telling yourself? Walk me through the internal dialogue  

Again, I was able to utilize the extended description from the client to return the focus to 

how our emotions and behaviors are impacted by our “internal dialogue”, which is an important 

element of CPT 
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C: Yeah it was thoughts like “Oh well I’m a bad friend and roommate” “I know she’s 

lonely and I know she needs a friend so I need to be that for her” and I know that friendships and 

relationships are a two way street so like I know that I don’t owe anyone my time but I feel like 

with JOJO I should have like sat this one out so that she could get that social interaction she 

doesn’t always get. I don’t know just like a lot of guilt of like “Oh well she needs a friend” I just 

feel like I should be doing more.  

T: So, with your friends, you four have been friends for a while. I want to go back to your 

point of relationships being a two-way street. What are some ways that your other roommates 

contribute to JOJO and help be a friend to her? 

“I’m a bad friend” and “I need to be there for her” are pretty powerful Beliefs. The 

Automatic Thought of “I’m a bad friend” may reflect a Core Belief of “I’m a bad PERSON”. 

The “I need to be there for her” likely reflects an Intermediate Belief of “I only have value if I 

am able to help others” or “I am the only person capable of providing the help this friend 

needs”.  

C: I feel like we all help contribute to the friendship with her. But like for example during 

the week, like we three are out and going to class and other things, JOJO is like facing the wall in 

her room and doesn’t seem to want to interact but it’s hard to tell. So, there are times where we 

are just like sitting on the floor, having a conversation and JOJO will turn around and be like you 

didn’t invite me to the conversation. But I try to tell her like hey we didn’t know you were 

awake, and you’re welcome to join in on the conversation at any time. But she’ll just be very 

quiet because it’s not like there’s this big fight or anything, but she has just kind of always been 

that way. And I didn’t know any of my roommates very well when I moved in but felt like JOJO 

and I could relate to each other since we both have mental health concerns. Like I obviously 

know what that’s like, and I know it’s not fun. So, I would try to talk with her and offer her 

resources and any support, but she would always shut that down. And I would keep trying but it 

felt like well at a certain point and after you tell me no so many times, I don’t know how to help 

you and I just feel like very awkward. And there have been other things she does and things that 

have happened that I don’t always love. Like I have breathing problems and she will sometimes 

vape in the house, even though she’s not supposed to vape. Like I have asthma and I was talking 

about that with someone one time and the other person was telling me someone in their class was 

vaping. Well, I responded with “Ugh yeah, I know. I’m not trying to judge people with what they 

do because like that’s fine but it’s just not my thing and I don’t like being around it” well I didn’t 

realize she was also in the room and didn’t think much of it but she whipped around and looked 

at me and said “If you didn’t want me vaping, you could’ve just said something months ago!” 

and I immediately tried to back track and I felt super uncomfortable and just lost my words. And 

like another time, it was one of my roommates’ birthdays and we were celebrating, and JOJO 

said, I wonder what we’re gonna do for my birthday? I think I’ll have my own place by then and 

then we can all just get wasted!!” Well me and the two other roommates don’t drink so we were 

like ehh that’s not really our scene and like we don’t drink and don’t’ think that would be a good 

idea for you (to JOJO) and it’s also weird to me because she doesn’t make an effort to hang out 

with us now and I don’t want to be callous but like once she moves out I’m not sure how much 

she is and how much we will all hang out together. And then on Sunday we did a secret Santa but 

me and the roommates made JOJO like a farewell basket, and it was kind of expensive but after 

we gave it to her, she later said, ‘no one even cares about me’ and this is after we gave her cake 

and gifts. So, like I’m not sure how she wants to experience this friendship, but it seems that the 

ways I’m trying to show her I’m a friend isn’t working for her. And ever since she decided to 
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leave at semester, she will make comments about me and the roommates hating her which isn’t 

the case. It’s like no that’s not the case we just don’t know you” and after the whole store 

situation I feel like she’s looking to me, waiting for me to like say something but like I just don’t 

know what to do about it  

T: So, let’s back again to the idea of friendship being a two-way street. My understanding 

of the friendship, it sounds like you are taking on both roles of the friend, to where you are trying 

to provide for JOJO while also trying to find meaning and gain out of the relationship. How does 

that feel to play the two roles, including the emotional role/toll for her and yourself, to identify 

the “Consequence” of the worksheet? 

**Here I am trying to encourage client to identify the emotions she experiences in 

interpersonal relationships as client has had difficulty identifying emotions in interpersonal 

relationships, including the traumatic events with her ex. I am wanting her to begin to solidify 

and identify the emotions she experiences in emotionally charged situations.  

C: I don’t know, it’s honestly a little exhausting like idk, there’s times she’s doing things 

and I think ‘hm this feels manipulative’ and then I feel bad for thinking that because it’s like I 

don’t fully understand everything she is going through and I try to go back to a phrase a high 

school friend said to me which was “it’s not your fault but it is your problem” like it’s not 

someone’s fault if they are suicidal or struggle with addiction but it is someone’s responsibility 

to like take their treatment seriously and do the things that help them take care of themselves. 

But sometimes I feel like I’m making excuses for her as often times the way that she treats 

people is just not okay. Like for example, the other day she went to go get her hair dyed by her 

aunt and her aunt let her drink while she was getting her hair done. But like jojo is underage and 

has a problem and she came back to the house, and she was like super drunk, and I was like did 

your aunt bring you here? And jojo said no what do you mean? And I told her jojo you’re drunk, 

you should not have been driving. And she was like whatever it’s not a big deal. And then she 

goes back to that we don’t invite her to things even though we do all the time, and she just 

doesn’t accept the invite. Like after a while, it’s like people will get the hint that you don’t want 

to hang out. But then I start to feel guilty again and I begin to go back and forth with like 

wanting to help her out but also wanting to set boundaries for myself. And the balance is hard 

because there are also times where I will try and talk with her and try to tell her some more 

serious stuff like me struggling with some trauma and she still manages to one up me. And that’s 

frustrating but then I think “am I being a bitch then?”  

T: yes, that’s a lot of energy to exert for yourself and into a friendship that has 

difficulties. I’m wondering, with some of that emotional toll and guilt you’re experiencing, what 

similarities do you see in the friendship you have with JOJO and the relationship with your ex? 

**Encouragement of client identifying difficulties within relationships while also 

identifying ways in which the traumatic relationship with the client’s ex has impacted her view 

and approach to other relationships in her current life.  

C: Well yeah definitely…I mean like for example using one’s addiction to cope and as an 

excuse for your behavior. But yeah, that’s very on the nose…. but I don’t know…. like 

unfortunately a lot of young people these days…. like we’re all depressed. Like with JOJO and 

others there are times where I can’t hear certain stories or details of a story but I’m not always 

sure how to tell them that. Or like for example I’ve had people tell me first thing in the morning 

‘ope I want to kill myself’ and I don’t know how to respond to that right away so as a result I feel 

like I’m walking on glass and that’s exactly how I felt with my ex. I would tell myself “Oh he’s 

going through a lot so if he’s yelling at me or doing things to me, it’s because he needs a friend” 
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So in a way it’s my self-sacrificing act to be there because I tell myself “oh I can take it, I can 

handle it…I’ll make excuses for your behavior” Like for example with my ex, he would make 

fun of me for things and he also got back on nicotine shortly after we started dating, he started 

smoking again. His drinking increased too and then he just became like such an angry person. I 

would try to tell him like “dude I can’t be around smoking, it’s not good for me” like obviously 

I’m not going to tell someone they’re a bad person for smoking because that’s not the case but 

like I can’t be around that. So, there would be times where he listened to me and would stop but 

then when he would start to go through withdrawals that’s when like the abuse would be the 

worst. He would tell me things like “I’m doing this for you but you’re not even worth it so you 

should be grateful!” *Starts to cry* And then he would tell me things like that I’m a terrible 

person because I wasn’t empathetic enough. And he would tell me “You don’t know enough 

about addiction. You can’t blame me for the things that happen!” as he’s like grabbing my arms 

and shaking me while yelling in my face. And then there was like the sexual abuse that would 

happen because he would tell me that like I “owed” him for him not smoking. So, if I asked him 

not to smoke around me or near me, he felt that he deserved something in return. Now that I’m 

talking about it more, that’s actually why I didn’t say anything to JOJO for months. So, like 

when she would be in our room, facing the wall and not engaging with others, and would 

randomly start yelling at me and others I think I was almost taken back to when my ex would be 

yelling at me…so…. 

T: It does sound like there are some similarities with these two relationships. 

Relationships can impact us in multiple ways. Some relationships can help us bloom while others 

may leave scars. I’m wondering with your ex, with the “trade off” that he forced, how true/level 

of belief you have with this idea that you felt that you did owe him? How much do you still 

believe these today?  

**Trauma-informed care: Here I am trying to help client understand the level to which 

she still believes some of these thoughts regarding the relationship while also not making or 

forcing client re-live a specific event with her ex-partner. I chose not to ask for specific details of 

the interaction with her ex as this was one of the first times client disclosed details regarding the 

relationship dynamic.  

C: I think on like an intellectual level, I don’t believe them. And that’s like what I’ve 

been trying to do with JOJO. Like I know I don’t owe somebody my friendship but like you can 

break up with an ex but it’s not like socially acceptable to like sit down with a friend and be like 

“This isn’t working for me” but like thinking about this from an emotional standpoint, like even 

thinking that thought in my head, it obviously still impacts me. So even if I know intellectually 

that I don’t’ believe the thoughts, I continue acting from an emotional standpoint, as though I do, 

if that makes sense?  

T: Yes, that makes total sense. Past experiences and relationships can impact us in many 

ways and shape us and help us respond to relationships and situations that we are experiencing in 

the present. However, these relationships and experiences do not have to define our future. This 

is similar and goes along with CPT and gaining an alternative/new perspective. Reminder that we 

are not trying to get rid of any thoughts or erase them but rather being able to take a perspective 

on these experiences and be able to move past them and allow us to not let those events have 

power over us. Let’s review some of those thoughts you had about the relationship. We’ve begun 

our stuck point log, but I’d like to try and solidify some of those thoughts and see if there’s 

anything we need to add to the stuck point log. I’d like to offer some potential stuck points and 

get your perspective and input on these. For example, we’ve talked about in previous sessions 
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that you identified yourself as an educated woman who knows and understands what a healthy 

relationship looks like. That’s not an exact thought/belief but what would that belief/stuck point 

sound like for you with this situation? 

C: well yeah I mean I do know and like I know the signs so probably “I knew the signs so 

I should’ve left the relationship” and maybe “I should’ve been more forceful like when things 

got hard” and even knowing that it still took another person like labeling it….like labeling it as 

rape, labeling it as abuse, blah blah blah…for me to like have it fully click into place. Like even 

with a diagnosis, it’s like I knew I checked all the boxes for trauma so it’s like “I should’ve 

known better” And it always comes back to the guilt because it’s like “Look at how much this 

has derailed my semester and it’s been a whole year since then and I still alter myself and like 

the way I see myself.” And then there’s times like I can’t pay attention now in my everyday life.  

T: That’s a lot of different things happening. Whether that’s conversations with others or 

conversations you have with yourself. With regards to the relationship, when you were still in the 

relationship, what are some things that you got out of the relationship at the time? 

C: I don’t know it’s like it doesn’t even compare to the happiness that I have in my 

relationship now. And at the time with my ex, I thought I was in a better mental state since I was 

away from my family and didn’t have those triggers from my family. So, I think at the time, I 

just wanted someone to see the value in me and I had low self-confidence. So, when someone 

like my ex gave me attention and he made me feel fun and made me laugh and feel like I was 

worthy of attention, even if it was only for a little bit.  

T: And we are told from a young age and encouraged to “have someone special” who 

gives us that affection and attention. I’m thinking this might be fitting as you were in a new 

environment, i.e., college and longed for filling those needs. What was some of that knowledge 

you had during the relationship about a healthy versus unhealthy relationship? 

**Continuation of trauma-informed care: Here I am trying to work with client regarding 

her previous experiences and knowledge she had about romantic relationships. I had elements of 

what family life and romantic relationships looked like before the relationship with her ex, but I 

wanted to gather some more information regarding client’s perspective on healthy relationships. 

This was also an attempt at Socratic questioning to begin the process of challenging Stuck Points 

client identified regarding relationships.  

C: *continues to cry* Umm well I think my parents have a very unhealthy relationship 

and like I know that they are both miserable and I remember the first time I heard my parents 

fight I was 5 years old. And they will argue about how much they hate their lives and how much 

they hate their family but that they’ll stay together until my youngest sibling graduates. The idea 

of like “staying together for the kids” as if this is something that we all want. And my mom is the 

worst about it all. My parents tend to be slut shaming and they think you’re weird if you don’t 

have a partner. And like they will make comments and push to be in a relationship because if 

you’re not in one, it’s like are you weird??” idk. They do similar things with my younger sibling 

who is 16…they ask her why she doesn’t have a boyfriend but I’m like she’s 16?! My parents 

make these high expectations for all us, like for winter break, even though I’m only going to be 

there for 4 days, and I know that, it’s like my mom expects me to be there all break. So yeah, I 

don’t think I’ve ever had a good example of what a healthy relationship looks like. And my mom 

tends to make these comments no matter how long I’m around her. She’ll be like “Oh you’re too 

fat for that” or “Oh fix your hair!” So, I think these types of comments from my mom 

contributed to that lowered self-confidence so once someone like my ex would tell me things like 

that, I’m worthy, I can’t put up boundaries  
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T: The relationship with your ex makes sense why that fit for you at that time. I think the 

hindsight bias can impact how we reflect on a relationship after we are out of it. You have gained 

knowledge even more about what a healthy relationship looks like by processing with your 

previous therapist and self-processing what that relationship looked like for you. At the same 

time, I would like to allow you some grace, and I hope that you allow yourself some grace in 

regards to the relationship. I’m seeing some parallel dynamics between the relationship and ways 

your parents have treated you and the ways your ex also treated you. I wanted to ask in regards to 

the relationship with your parents. While you are only going to be home for a couple days, it 

sounds like it’s possible there may be things your mom says or does that are hurtful. We’ve 

identified the emotion of nervous with talking to mom. What are some emotions/feelings you’re 

anticipating and feel now about telling your parents you are not staying for the entire break? 

C: Well, there was always a lot of screaming at home so I’m afraid and anticipating that 

she’s going to yell at me. I’m thinking my mom is going to say things like “You’re such an 

ungrateful daughter” You’re such a brat…we’ve given you everything and you don’t want to stay 

with us? We’ve given you everything.” And those are true they have given me things but it’s not 

true that like I don’t want to be there because I want to be there for my siblings. So, like my little 

brother, for example, he’s like really suicidal, and either my parents don’t see it, or they don’t 

care. And I understand because I have felt that way when I was younger. Anytime I would act out 

my parents would grab me and say “What’s wrong with you? Do you need to see a doctor?!” and 

it was said almost like a threat. I remember always wanting to be in therapy but being too afraid 

to say anything or ask. So, I remember after my attempt when I was younger, I was in therapy for 

like 3 weeks. But shortly after I started my mom said, “This is getting too expensive, you’re not 

doing therapy anymore” and I just thought “Is my life a financial burden?” and I’m afraid that 

my brother is going to experience something similar, and I want to be home because I don’t want 

my younger siblings to have to face my parents alone. And like with my older sister who kicked 

me out this summer unexpectedly and I was left without housing for a couple weeks. So, seeing 

her do those things make me hesitant to talk to her about my parents. And I was frustrated 

because she is a graduated adult and if I were her, I would want to make sure my siblings were 

housed and healthy, but she just doesn’t give a shit. Sorry, I think I lost the question but yes how 

will my mom react. I think she’s going to be mad and call me an ungrateful little brat and tell me 

that I need to be at home blah blah blah. I’m still going to leave but I know that once I leave, 

she’s going to talk to my younger siblings about me and try to pin them against me as her way of 

getting along with them. Like I remember the last time we were all together was for 

thanksgiving, and it was close to my older sister’s birthday. Well for her birthday she wanted to 

go to a BBQ restaurant, and I couldn’t eat anything there since I don’t eat meat. I decided to go 

sit down just to grab a table and everyone asked me what I wanted. I told them not to worry 

about it, but my mom sent my little brother to the table, and he asked what I wanted to ear. I told 

him nothing and he said “Well mom asked me to come over here because she’s mad, you won’t 

eat anything and said you’re being a brat about it” 

T: So, with the anticipation of Mom potentially saying some of these rude things, how do 

you think you might respond?  

**Encouragement for client to plan how she might respond to hurtful comments made by 

her family. I think it would have been more helpful to validate client more here as the 

relationship dynamic with her family is quite strained. I would have validated client’s concern 

more about going home and then encourage client to plan how she will respond.  
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C: I mean I know she’ll be mad but I’m just hoping it doesn’t turn into thanksgiving last 

year when it super explosive. My mom was talking about some Facebook post, and she said the 

“n word” and we were like mom you can’t do that. And we all tried to stand up for ourselves. But 

I mainly tried to take the brunt from my mom so that my younger siblings don’t have to endure 

it. I think it’ll be best for me to just leave and tell her after the fact because she’s going to talk 

poorly about me to my siblings regardless.  

T: I want to go back just a bit and talk about the roles we play at home versus other 

environments. The role we play at home can sometimes bleed over into other relationships. What 

role do you play in your family dynamic? 

**Here I was attempting to further understand the relationship between client and her 

family. As this was still early on in treatment, I was not aware of how close and supportive 

viewed her family, especially regarding the experienced assaults. My hope by asking this 

question was to identify corrective cognitions, specifically core beliefs, that could have stemmed 

from client’s childhood experiences. ** 

C: I usually try to be the shield for my siblings because I remind myself that I can take it. 

Like I go back to when I started therapy, my first session, my mom asked to sit in. I didn’t want 

her to, but she sat in anyways. And the therapist was asking me all these questions and asked, 

“When was the first time you remember experiencing depression?” I told her 3rd grade and 

therapist asked if anything traumatic happened…my mom chimed in and said, “well we moved” 

and like that was not traumatic for me. She fights with her siblings but that’s just kids! So, it’s 

hard for my mom to take responsibility. 

T: I’m proud of you for taking those steps to help yourself be in a comfortable 

environment. It sounds like the role you have played in your family has rolled over into other 

relationships in your life. I think it would be useful to continue to identify how this role has 

impacted your view of yourself, others, and the world and then continue to challenge these 

beliefs as we have begun in session today.  

C: Yeah, I think that would be helpful.  

T: So, let’s review the new stuck points we have added today. Remind me what those new 

stuck points are?  

C: “I knew the signs, so I should’ve left the relationship” and “I should’ve been more 

forceful like when things got hard”. Oh and “I should’ve known better”  

T: Thank you for adding those to our Stuck Point Log! We’ll continue to add stuck points 

to our log as appropriate throughout sessions. Today we have just scratched the surface with 

challenging beliefs, but we will continue to do so in future sessions. 

C: Okay sounds good.  

T: So, let’s review what we will be working on this week. Again, nice job completing the 

ABC worksheets this past week! For this next week, we will continue using the ABC worksheets 

but this time I would like you to focus more on the relationship with your ex. I would like to see 

ABC worksheets regarding the traumatic relationship. Now, just as we have talked about before, 

you can write about any event or situation with your ex to your comfort level. I want this to 

continue to be a safe space and want you to feel comfortable sharing what you want to share. 

Let’s identify together how many ABC worksheets you will complete before next session. C: 

Yeah, I think I could do one each day.  

T: Awesome, that sounds great to me! I really appreciate your willingness to process 

through this relationship and your dedication to therapy. What questions do you have about the 

ABC worksheets for this week? 
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In my closing statement, I am reinforcing the client’s commitment to therapy and 

emphasizing an important aspect of CPT—the need to be consistent in the completion of 

Homework. I am also prepping the client for my intentions of refocusing future sessions on 

processing her traumatic event. I also used this closing statement to emphasize the importance of 

expanding the application of coping skills outside the confines of our weekly session.  

C: Um, I don’t have any.  

 T: Well, as always, if you have any questions about the worksheets, please feel free to 

reach out to me and I’d be happy to clear up any concerns or confusion. Should I plan to see you 

again next Friday at 2?  

C: Yep, still works for me.  

T: Sounds good, I will plan to see you then! 
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