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25 practlce approaches for post-disaster
rmatlc Stifess acroess time periods

_( re elements of CBT

, )| atlonal Center for PTSD’s manualized
= ]nterventlon for Post-disaster Distress
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Standards” for Cllnlcal Research
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| arIy defined target symptoms
=aellable and valid measures
e lind evaluators
= Zssessor training
"";-7"'*".."'_"" manualized, replicable specific treatment
| programs
random assignment to treatment
objective treatment adherence measure
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filediate Phase Interventions: 18t
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[;,igh EVidence: none
oW evidence base, (although widely:
apphed)

- — Outreach — primarily Psychological First
Aid

— Critical Incident Stress Debriefing
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=Syeiological Flrst Ald: 1552
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Noi e therapeutlc technique, per se

~

<e 4 s 1O the provision of warmth and basic
Ay men comfort and support. Does not promote
;'otlonal proecessing or disclosure of traumatic

experiences. Flexible, supportive, problem-

solvmg. No formal research support exists.

s Considered to be “non-toxic” and “evidence-
consistent” by NIMH expert panel




PEWIETNG: 15L.2 weeksws

Alspavide é@ﬁi&dﬁﬁ.@ﬁéﬁLJiQ.VME\_/ER, At
Je 2 Wellradesigned ranaomized controlliea

RIS (RETS) of debriefing as early intervention
rJrr edoeen published. Most find no effect or slight
WENSERIng ofi Symptoms

- Jm uItlpIe [eviews have concluded that debriefing is
ineffective at best or harmful at worst

= =% Caveats: Lack of uniformity/standardization of

- --':I-._-u-—-—
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: -Interventions, more severe injuries (despite
randomization) in debriefed grp in 3 debriefing
studies that found worse outcomes in debriefed

group.
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RECOMMmendations: 15t 2:weeks

Recommended:

MEARAPPEANS EVIdEence-consistent, non-toxic.
NEVecommended:

o C; DI (@iven the negative findings and the
,.#h_mdlngs [e: worsening of sx)

_‘-'_‘.-—--'

'$:GBT and EMDR may be contra-indicated,
given that they both encourage disclosure and
emotional processing and may interrupt a
necessary down-time. Systematic research
lacking for 15t 2 weeks

- ard
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T e

JrIJf Ewdence None

edlum Evidence: Cognitive
-*fbehavmral therapy (CBT)

e | ow Evidence: Debriefing, EMDR,
Alternative Interventions
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SAyARtER/ENtioNS (2 WKS=SHTOS) s

ehticaMRcident Stress Debriefing
EISD)
"sychoeducation normalization of stress
reactlons promotion of emotional

processmg through discussion of the
= experience

s Cognitive behavioral therapy (CBT)

— Psychoeducation, exposure, breathing
retraining, cognitive restructuring
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C ‘JSF as early. intenventiops

2> At |2eigr 20 R o] D asiearlys
JrJEdrV

l\/IIJJ ple [eviews have concluded that
| rlee rleflng IS Ineffective at best or harmful

—e Caveats Lack of uniformity of
~ [nterventions, more severe injuries (despite
randomization) in debriefed grp in 3
debriefing studies that found worse
outcomes In debriefed group
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siFES Earlyntervention®

-9 or GRStlpIEssSHOWENNCEIROULPEOHMES
SUPPONLIVE INtErVentions in' the first month post-
'tra,_lz_r 2l
SVAYindustrial accident/assault survivors

Bryant et al., 1998; 1999; 2005)

oS _;: = Sexual assault survivors (Echeburua et al.,
= 10906; Foa et al., 1995)

_.__

= & One study found CBT equivalent to supportive
Intervention in MVA survivors, but had unigue
methodological limitations (Brom et al. 1993)

® Practical issues: availability of trained therapists,
client willingness to engage in CBT
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- HJ/c peducation
\rﬂ erproblem-solving, coping skills

g gnltlve Restructuring
::!%Exposure exercises (primarily for

-F_ =

~ anxiety disorders)
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SEEIUVE RestruCtUrng w

2 TrlU' tErConNeEC oI EtWee
rnor , ieelings, and behaviors

- rOC J8en  identifying underlying
Eioblematic beliefs and changing
_ii :—:F)Toblematlc habitual thinking patterns

~ s Typically utilizes “homework” for
identification of and challenging of
preblematic thoughts




Imple thinking “tarngets”
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n t SUFVIVG another hurrlcane season”

k- ymg IS extremely dangerous”

—a

I don’ t deserve to have survived Katrina,
sinece my husband did not”
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- Usec for many anX|ety dlsorders
> Cor dffonting “fear of fear”

> nfront avoided places, thoughts,
__-* , OF Situations In a safe manner

| _...--:I-._-u-— -

—;Often done with assistance of friend or
-~ Tamily member

® Often work on exposure assignments for
homework
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NIONdEYs post trauma
SRECEO assignment ofi 24 accident survivors
WJE PASD to five 1.5 hr individual sessions of

| f FVS) suppoertive counseling
2 BT greup showed decreased incidence of PTSD

if?'at post-tx & 6 month follow-up
- & CBT group showed greater reductions in
depressive sx
® Bryant et al. 1998




—
IFcondition,

T —— i —

Sation about trauma reactlons
- r)u, [essive muscle relaxation training
In aglnal expesure to traumatic memaories
ESECognitive restructuring of fear-related

—"-_
_‘-'_‘.-—--'

— — beliefs

-8 Graded /77 vivo exposure to avoided
situations

e HW: practice imaginal exposure




S
SO qee tivercounselingseerndition™

P ——— i —— .

sation about trauma
eral problem-solving
condltlonal support
;._,,.:T W diary. keeping of current problems

_F'_

and mood states
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- rm ed down 41 ellglble part|C|pants of 80/ from
pastudies (64%)

> 2_.5;-_} Prginall41 CBTers (62%)
S8I6 0f 24 SC pts (67%)
ﬂ”;(S%) ofi CBT pts and 4 (25%) SC pts met
- PTSD! criteria

= ® CBT pts had less intense PTSD sx and fewer

avoldant sx
< Bryant et al. 2003
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BeliefEstage treatment: 3 Montis: s

Omv :ard =

> rlielak evel o ewdence
= gnltlve nenavioral therapy (CBT)

2 Lv dlum level of evidence:
_— - Eye Mevement Desensitization and Reprocessing

-
- —_— -\_-

::'*E-‘ ~ (EMDR)

e | ow evidence:

— Interpersonal, Psychodynamic/analytic, alternative
treatments
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A Welfe el the EI\/IDR vs. CBT
ﬂte

e 'I-d-"
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SR HOliEralion of randomized controlled trials on
EM_D;:Z OVEr last few years, several that include CBT
SOPEIISON

Ot allty eff studies favoering EMDR generally not of

_i;‘c_ﬁﬁber Of these favoring CBT

=~ & Spyeral studies have now found that eye
~ movements do not contribute to outcome, raising
guestion of whether the effective component of
EMDR Is actually exposure (a CBT component)
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SEINTOr PTSD,,

> v ul't‘ JlERESHRdICEENCBIFOUtPErferHS No=
'r ,ment and SC

> ate about relative contributions of CR

= Sy EXposure
= -:churther research would help clarify which

components of CBT are best tolerated, work
most quickly, and are most efficacious
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=VIIDRNOr PISD
RENSHCEINVSHENDR) Slhiewed

b th CBIF and EMDR were
U ZACIOUS N reducing PTSD sx

J5J
L'ra
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= -r€°3 of 5-found slight superiority of EMDR;

- 2 found slight superiority of CBT In
terms of sx reduction
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- rJJg' evel of ewdence
—rene
-~ 1\ dlum level of evidence:
_ CBT

—- -
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= & [ow levels of evidence:

— CISD, EMDR, Psychodynamic therapy,
“Alternative” therapies
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=—stage mterventlons
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- rJJg' evel of ewdence
_rzT
-~ 1\ dlum level of evidence:

e EI\/IDR

——
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= ,Low level of evidence:

— |nterpersonal, Psychodynamic/analytic
therapy, “Alternative” therapies
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J" ntlfled effectlve Interventions for the
rr ge Ol proklems most common; after

~ = — Depression
— Other anxiety disorders

e Selected core elements from these
empirically supported treatments that were
found across disorders
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AREEZisessionuanlelizedinienvention,io
WEZIRENANOE Off postdiSaster symptoms

|
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SAPESIONEd 1o be one part of larger disaster

giERalthealthr system response

=01 he implemented no sooner than 60 days
= postdisaster
S Eorindividuals showing more than transient
stress response

® |ntermediate step between crisis counseling
and longer term mental health treatment
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- HJ/ fioeducation
ught I Session 1

J,g. PIELY management/Coping Skills

—a

#f:m—Taught In Session 2

=~ siCognitive Restructuring (CR)
~ —Taught in Sessions 3 and 4
—Practiced In Sessions 5-8/12
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- C Conlies Reactlons (anX|ety sadness,
-[shame, anger)

> Daofeasslels

= pX|ety
=% 5 hstance abuse
= Grief/bereavement
® Sleep problems/nightmares

® Problems with functioning (work, relationships,
physical)




SEUNILIVE Restructuringss

N OEICECNIRSESSIONE S d . practiced
iig uu; femainder of the treatment
“Bele bone of treatment

la 5 tatight connection between
Jerlematic thinking and feeling patterns

L —

5-U1t|mate goal Is to change problematic
~ feelings/behaviors by putting thoughts into
more realistic/balanced perspective.

® Can be used for wide variety of problematic
cognitive, emotional, and behavioral patterns
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- Fiile ﬁr CR

Ii gs are connected to thoughts Qur
JIU s cjfeciil ciffaci oLlf prloeiel
— mples IVing N bed and hear a loud noise

o | lfr‘ Experiences shape people’s

-__rw [Bimatic thoughts” and belief systems.

--...- .'_

;,-t:ti“Traumatlc experiences are a type of life

s __.

= experience that greatly shape our thinking.

= These thoughts are often automatic and
Wwe may not be aware of them.

— First step Is to become aware of our thoughts
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Gozl: e teach C |ents {0 |dent|fy Problematic
rmr Jng Styles that they may be using.

- Hr@ Slematic Thin KIng Styles are a group of
IAkIng| patterns that people often have in
- JEIr reactions to everyday events, but which
== 2re often unhelpful and unnecessary, and

contribute to negative feelings.

® |ncludes: All or None Thinking;
Overgeneralizing; Must, Should, Never;
Catastrophizing; Emotional Reasoning,
Overestimation of Risk, and Self-blame.
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DESCrIbE the upsetting situation
2. entlfy striengest emotion

== dentlfy strongest thought

= '21 Challenge your thoughts

5. Make a decision: Either change the
thought, develop an action plan, or
both.

- ard
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Siiauen: Seeing a teenage girl
sexually assaulted at the superdome

Feellng Gunt/Shame

raped
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IERCE THE thOUG
ence” oK the theught: 1) | saw It
'fEJ' 9em, 2) | was the only one there, 3) |

Baidh’t doranything. (*note — does not have
‘-*‘to e “solid” evidence at this point)

S Evidence against the thought: 1) | yelled
out “stop”, 2) there were 3 men, 3) they
had a knife, 4) | asked a police officer for
help
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Ml akera Decision:

-”E{idence does NOT support the
== unougnt.

i e
=

#_:_;._.'__-— More balanced thought: “I did everything |
= could do in a horrible situation.”

— Help the client work on bringing this
alternative thought to mind to challenge
the more automatic, guilt-inducing thought




