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10 CORE COMPETENCIES OF TRAUMA, PTSD, GRIEF & LOSS 
 
 

1. Competency 1. Identify and Utilize the Evidence-Based “Active Ingredients” for 
Successful Trauma Treatment – Day 1. 

• The participant will be able to articulate the three primary “active ingredients” of 
effective treatment for PTSD and complicated bereavement 

• The participant will have skilled understanding of how to implement and utilize 
these three ingredients within the treatment trajectory for treatment with clients 
who have diagnoses of PTSD and/or complicated bereavement. 

2. Competency 2. Ability to Develop and Enhance Therapeutic Relationship & 
Positive Expectancy – Day 1. 

• The participant will understand the how and why the therapeutic relationship 
(including positive expectancy) is the MOST crucial element of treatment and 
why it must be achieved before treatment can be effective. 

• The participant will gain skilled utilization of empirical, evidence-based practice 
of developing and enhancing therapeutic relationship as the foundation of 
treatment and towards enhanced outcomes with their clients. 

3. Competency 3. Ability to Teach Clients the Role that Perceived Threat and the 
Autonomic Nervous System Plays in the Development and Continuation of PTSD 
Symptoms – Day 1. 

• The participant will gain sufficient knowledge to educate their clients about the 
role that perceived threat and the autonomic nervous system plays in creating and 
exacerbating all anxiety symptoms. 

• The participant will be able to articulate how perceived threat and the 
dysregulation of the autonomous nervous system negatively affect the trauma 
survivor. 

4. Competency 4. Ability to Achieve, Maintain and Teach Relaxation & Self- 
Regulation Skills – Days 1 & 2. 

• The participant will gain understanding and appreciation of the importance of 
ANS regulation (both for themselves and their clients) as a primary treatment 
intervention with trauma survivors. 

• The participant will acquire sufficient understanding of this process to teach their 
clients this important trauma resolutionskill. 

5. Competency 5. Understand Causes, Symptoms and Treatment of Posttraumatic 
Stress Sufficiently to Provide Comprehensive Psychoeducation to Clients – Day 1. 

• The participant will acquire sufficient knowledge of causes, symptoms and course 
of PTSD to help clients understand their symptoms as a “normal” adaptive 
response to trauma and help them shed shame and stigma associated with the 
diagnosis of PTSD. 

• The participant will develop capacity to implement this CBT skill of trauma 
psychoeducation as a treatmentintervention. 
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6. Competency 6. Ability to Assess PTSD Symptoms sufficient to Make a PTSD 
Diagnosis – Days 1 & 2. 

• The participant will practice using the Clinician Administered PTSD Scale and 
other methods to learn the diagnostic criteria for PTSD. 

• The participant will become skilled at making PTSD diagnosis with their clients. 
7. Competency 7. Ability to Help Trauma Survivors Achieve “Good Enough” Safety 

and Stabilization (Phase I) – Day 2. 
• The participant will learn the Tri-Phasic Model for Treatment of Traumatic Stress 

and be able to conduct treatment within its parameters. 
• The participant will learn the Six Empirical Markers for “Good Enough” Safety & 

Stabilization. 
• The participant will acquire skills for teaching client relaxation, self-regulation, 

containment, self-rescue and expression to help client develop stabilization 
necessary to transition to Phase II of trauma treatment. 

8. Competency 8. Ability to Utilize Cognitive-Behavioral Method(s) to Help Survivors 
Successfully Desensitize and Reprocess Trauma Memories (Phase II) – Day 2. 

• The participant will learn various methods for applying the CBT principles of 
exposure and relaxation to help clients desensitize trauma memories. 

• The participant will develop skilled utilization of the IATP CBT 5-Narrative 
Model of Trauma Resolution 

9. Competency 9. Ability to Assist Clients with the Reconnection Phase of Treatment 
(Phase III) – Day 2. 

• The participant will develop understanding of the tasks associated with the 
Reconnection Phase of Treatment. 

10. Competency 10. Ability to Assist Clients Successfully Resolve the Grief and Other 
Peripheral Issues Accompanying Treatment of PTSD – Days 1 & 2. 

• The participant will be able to differentiate between common (non-pathological) 
grief and complicatedbereavement. 

• The participant will learn skills for supporting common grief and treatment 
principles for resolving complicatedbereavement. 
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OUTLINE OF THE TRAINING 

Day I 
Welcome 
Intro:  What causes Traumatic Stress/What has to happen for its resolution 
Active Ingredients Approach – Science-based Practice  

1. Therapeutic Relationship 
2. Relaxation/Self-regulation 
3. Exposure/Narrative 
4. Cognitive Restructuring/Psychoeducation 

Empowerment & Resilience Treatment Structure 
1. Preparation & Relationship 
2. Self-regulation & Skills-building 
3. Integration & Desensitization 
4. Posttraumatic Growth & Resilience 

BREAK 
Stage 1: Preparation & Relationship 

• Informed Consent 
• Positive Expectancy 
• Therapeutic Excellence using FIT 
• Assessment [later in day] 

 
Stage 2: Psychoeducation & Skills-building 

• Tools for Hope: What’s Behind Trauma and Its Symptoms 
o Perceived Threat 
o Autonomic Nervous System 

LUNCH 
Stage 2: Psychoeducation & Skills-building (cont) 

• Skills: Self-regulation 
• Exercise: Self-regulation 

 
BREAK 

Trauma Assessment 
• ACES 
• DSM-V 
• Diagnosing PTSD  

o PCL-5 
 

HOMEWORK
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Day II 
Opening Discussion – sharing experiences of self-regulation 
 
Polyvagal Theory 
 
Trauma Assessment (cont) 

• Trauma Recovery Scale (Part II and I) 
 

Stage 2: Psychoeducation & Skills-building (cont) 
• Graphic Life Line/Narrative 

BREAK 
• Tri-Phasic Model  

o Safety & Stabilization 
• Six Empirical Criteria for Safety & Stabilization 

• Getting out of the war zone – Case Management 
• Am safe vs, feels safe 
• Skills 

▪ Relaxation 
• Progressive Muscle Relaxation 
• Safe Place Anchoring 

▪ Grounding 
• 3-2-1 Sensory Grounding 

▪ Anxiety Management 
• Thought Field Therapy Self-Help Anxiety Algorithm 

▪ Containment (End of Session)/Envelope Technique 
LUNCH 
Stage 3: Integration & Desensitization (cont) 
Grief & Loss 

• Uncomplicated: Grief Counseling 
• Complicated: Grief Therapy 

BREAK 
Stage 3:  Mid-Tx Assessment 
Professional Development 
 Eric’s suggestions for Practitioner; Competence, Expertise and Mastery 
Review of Trauma Treatments 

• Prolonged Exposure 
• Cognitive Processing Therapy 
• Eye Movement Desensitization & Reprocessing 

Stage 4: Posttraumatic Growth & Resilience 
• PTG 
• Forward-Facing Trauma Therapy 

Course Closure 
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Healing Trauma: Simple not Easy 
I have treated people who suffer the effects of trauma for over 30 years. In the beginning, I was 
terrified as I sat across from these survivors who put their hope and trust in me to help them 
navigate through the dark tunnel of traumatic stress. I was afraid that I would not be able to 
help them, or worse, that I would cause them harm. As a result of this fear, I became a very 
cautious therapist. With my anxious and overly cautious approach, I can see clearly now how I 
was actually causing harm and thwarting treatment—although I would have vehemently argued 
this 20 years ago. My anxiety had its upside though, as it compelled me to accrue more and 
more training. By the mid-90s, I had become trained in every known treatment, the whole 
“alphabet soup” of protocols, which had shown efficacy and/or effectiveness in treating 
traumatic stress. These include: Eye Movement Desensitization and Reprocessing (EMDR I & II); 
Traumatic Incident Reduction (TIR), Neuro-Linguistic Programming (NLP), TRI-Method, CBT 
protocols (DTE, CPT, SIT, etc), Dialectical Behavioral Therapy (DBT), Gestalt, Psychodynamic 
methods, Structural & Strategic Treatment for Dissociative Disorders, Thought Field Therapy( 
TFT), Somatic Experiencing (SE), Emotional Freedom Techniques (EFT), Hypnotherapy, and 
Critical Incident Stress Management. 

In 1995-96, I completed a fellowship in psychotraumatology at WVU’s School of Medicine, 
where I studied with Louis Tinnin, MD—a man Bessel van der Kolk has named the 20th 
Century’s Pierre Janet. Lou is a genius in working with traumatic stress. He turned Pierre Janet’s 
work of the 1880’s into a comprehensive treatment model for effectively treating trauma and 
dissociation. I was able to assist in some of the research that demonstrated the effectiveness of 
this treatment. Lou taught me two very important ingredients in successfully treating trauma: 
the value of narrative and a fearless approach of the client’s traumatic material. 

 
After I completed this fellowship, I began my doctoral work at Florida State University where I 
studied under Charles Figley, PhD. Charles will probably become known by history as one of the 
most important people in the development of the field of Traumatology. His research in the 
late 1970s help lead to the diagnosis of PTSD being included in the DSM III. He was the first 
president of the International Society for Traumatic Stress Studies and was the first editor of 
the Journal of Traumatic Stress. It was an honor to have him as my major professor. In 1997, I 
assisted Charles in the development of the curricula for the Traumatology Institute at FSU and 
became one of the original faculty. In that first year, we won the UCEA award for the best 
continuing education program in the country. Since that time, as faculty and Associate Director 
of the Traumatology Institute at FSU, co-director the International Traumatology Institute at 
USF, and owner of Compassion Unlimited in Sarasota, I have trained nearly 100K professionals 
in some form of traumatic stress intervention. 

In my doctoral coursework, I took the course that we all have to take—the one in which we 
learn to critically evaluate scientific writing. For my work in this particular course, I wanted to 
evaluate all the treatments for traumatic stress that had demonstrated effectiveness. In the 
process of doing this, I decided to ask the research question: “Are there any ingredients in 
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trauma treatment that are demonstrated to be important to all effective treatments?” After 
completing a qualitative analysis of the all Discussion sections of each of the articles I reviewed, 
I discovered that there was a resounding “yes” answer to this question. Integral to almost every 
effective treatment is the combination of some form of exposure to the traumatic material 
paired with relaxation. 

After reviewing the work of Patricia Resick (1988, 1993), Charles Marmar (1989) and James 
Pennebaker (1989, 1997), and from my own experience of training with Lou, it became obvious 
to me that the type of exposure was very important. If we could help survivors construct 
complete narratives of their traumatic experiences while in a relaxed state, we could help them 
to accelerate healing of their traumatic stress symptoms. By facilitating this important narrative 
process, not only are we assisting them with confronting the traumatic material, we are also 
helping them to structure the intrusive sensory traumata into language. These previously 
mentioned researchers have been able to demonstrate that effective narrative construction has 
a powerful ameliorative effect upon the intrusive symptoms of trauma (i.e., flashbacks and 
nightmares). Virtually every treatment that demonstrated effectiveness with traumatic stress 
utilized some form of narrative (exposure) paired with some form of relaxation. 

As I progressed in my understanding of central nervous system functioning and especially 
understanding the role of perceived threat and sympathetic dominance in the etiology of 
traumatic stress symptoms, I began to see ever more clearly the importance of relaxation. 
Integrating the work of Bob Scaer (2001; 2006) into my own research on relaxation, I began to 
see that as a person is able to develop and maintain parasympathetic dominance (i.e., 
relaxation), then symptoms abate. Through working with Emergency Medical Technicians, 
Neuro-Muscular Therapists, as well as several psychiatrists and neurologists, I stumbled onto 
the discovery of how 20-30 seconds of pelvic floor relaxation (e.g., psoas, sphincter, and pubio- 
coxyx , or Kegel, muscles) precipitates parasympathetic dominance. This simple relaxation 
strategy fortifies the individual with (a) comfort in their body; (b) total access to memory, 
language and neocortical functioning; and (c) the capacity for intentional living (more about this 
in the training). If and when a trauma survivor is able to keep their body relaxed, they no longer 
suffer symptoms. 

For a while I thought and taught that these were the only two crucial ingredients to effective 
treatment of traumatic stress—narrative/exposure and relaxation (reciprocal inhibition). In 
1999, Hubble, Duncan, and Miller released, in my opinion, the single most import text of the 
past decade—The Heart & Soul of Change. This book is chocked full of paradigm-shifting 
information. One of the most important truths to come from their huge meta-analytic study 
was what they learned about predictors of positive outcomes in psychotherapy. They found 
that the MOST important predictor of positive outcomes in our patient’s psychotherapy has 
nothing to do with the therapy itself—it is occurrences that happen outside of therapy that 
account for over 40% of positive outcomes. Then, of the 60% that we, as helpers, can influence 
we find that 30% is contingent upon the development and maintenance of a good therapeutic 
relationship. The remaining 30% is split equally between positive expectancy (which has also 
been called either “hope” or “placebo”) and techniques/models. There is a good argument that 
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the process of developing expectancy/hope/ placebo is also a relational function. If this is so, 
then that means the degree to we can influence positive outcomes for our clients, 75% is 
contingent upon relational factors and 25% is contingent upon technical and/or philosophical 
factors. This data confirms what I, as a professional care provider for nearly three decades, have 
always intuited—people heal people! It is not EMDR, or CBT, or psychopharmacology that 
accounts for most of the magical transformation that happens in our office. It is the quality of 
the relationships that we build with our clients. All we have to do is confirm the gravity of this 
truth is to think back upon a time in our own lives when we navigated through emotional 
difficulty and we’ll see that it was the support, care, and presence of another that we recall as 
the active ingredient in our own successful resolution of this problem. 

After fully integrating the work of Hubble, Duncan & Miller, I started seeing that there were 
three “active ingredients” to successful resolution of traumatic stress symptoms— relationship, 
relaxation, and narratives. Without the relationship developed and maintained, I found that I 
was unable to successfully teach self-regulation or co- construct narratives with my trauma 
survivor clients. Since that time, I have treated thousands of people suffering the effects of 
traumatic stress. I have found that when we complete these three simple (not easy) therapeutic 
tasks, then my clients no longer meet diagnostic criteria for PTSD. And, unless they have some 
organic condition, when they complete these tasks they no longer meet diagnostic criteria for 
any Axis I or II condition. 

Build and maintain a strong therapeutic relationship; teach survivors how to relax their bodies, 
especially in the context of a perceived threat; and help them construct complete chronological 
narratives of their traumatic experiences. The completion of these three tasks will heal 
traumatic stress. Three tasks = Trauma healed. Simple. Not easy but simple. Sometimes it takes 
years of work through countless sessions to complete these tasks. However, as a professional 
caregiver helping clients heal from traumatic stress, I am always working on one of these three 
tasks. I hope that I will be able to convince you, during today’s session, of the value in this 
approach and why a clinician should avoid cognitive work with a trauma survivor. Either way, I 
suspect we’re in for an exciting training. 

 

Biographical J. Eric Gentry, PhD, LMHC is an internationally-recognized leader in the field of 
disaster and clinical traumatology. His doctorate is from Florida State University where he 
studied with Professor Charles Figley, one of the pioneers of traumatic stress. Dr. Gentry was 
one of the original faculty members of the Traumatology Institute and later became the co- 
director of the International Traumatology Institute at the University of South Florida. Dr. 
Gentry, along with Dr. Anna Baranowsky, is the co-author and co- owner of the Traumatology 
Institute Training Curriculum—17 courses in field and clinical traumatology leading to seven 
separate certifications. He has trained thousands of professionals and paraprofessionals 
worldwide in the treatment of traumatic stress. He has been a clinical member of several CISM 
teams and has provided assistance in many different disaster and critical incidents including 
Oklahoma City, New York City, and hurricanes in Florida. He was the developer of the 
Community Crisis Support Team, which began in Tampa, Florida and has become a model for 
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communities to integrate mental health services into their disaster response network. Dr. 
Gentry has published many research articles, book chapters, and periodicals in this maturing 
area of study. He is the co-author of Trauma Practice: Tools for Stabilization and Recovery 
published by Hogrefe and Huber in 2004 (2011; 2013) and Forward-Facing Trauma Therapy in 
2016. He has a private clinical and consulting practice in Sarasota, FL and is adjunct faculty at 
many universities. Dr. Gentry draws equally from his scientific study and from his rich history of 
35 years of professional care giving to balance this training with current, empirically-grounded 
information and experienced-based compassionate intervention skills. You will be challenged, 
inspired, and uplifted by Dr. Gentry and this unique day of training. 
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DSM-V 
Posttraumatic Stress Disorder (309.81) 

 
A. Exposure to actual of threatened death, serious injury, or sexual violence in one (or more) 

of the followingways: 
1. Directly experiencing the traumatic event(s). 
2. Witnessing, in person, the event(s) as it occurred to others. 
3. Learning that the traumatic event(s) occurred to a close family member or close 

friend. In cases of actual death, the events must have been accidental or violent. 
4. Experiencing repeated or extreme exposure to aversive details of the traumatic 

event(s) (e.g., first responders collecting human remains; police officers repeatedly 
exposed to the details of childabuse). 

Note: A4 does not apply to exposure through media unless it is work$related 
 

B. Presence of one (or more) of the following intrusion symptoms associated with the 
traumatic event(s), beginning after the event(s) occurred: 

1. Recurrent, involuntary, and intrusive distressing memories of the traumatic 
event(s) Note: In children older than 6 years, repetitive play may occur in which themes 
or aspects of the trauma are expressed. 
2. Recurrent distressing dreams in which the content and/or affect of the dream are 

related to the traumaticevent. 
Note: In children there may be frightening dreams without recognizable content. 
3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if the 

event(s) were recurring. (Such reactions may occur on a continuum, with the most 
extreme expression being a complete loss of awareness of present surroundings.) 

Note: In children, trauma$specific reenactment may occur in play 
4. Intense or prolonged psychological distress at exposure to internal or external cues 

that symbolize or resemble an aspect of the traumatic event(s). 
5. Marked physiological reaction to external or internal cues that symbolize or 

resemble an aspect of the traumatic event(s). 
 

C. Persistent avoidance of stimuli associated with the traumatic event(s), beginning 
after the traumatic event(s) occurred, as evidenced by one or both of the following: 

1. Avoidance of or efforts to avoid distressing memories, thoughts, or feelings about or 
closely associated with the traumatic event(s). 

2. Avoidance of or efforts to avoid external reminders (people, places, conversations, 
activities, objects, situations) that arouse distressing, memories, thoughts, or feelings 
about or closely associated with the traumatic event(s). 

 
D. Negative alterations in cognitions and mood associated with the traumatic event(s), 

beginning or worsening after the event(s) occurred, as evidenced by two or more of the 
following: 

1. Inability to remember an important aspect of the traumatic event(s) (typically 
due to dissociative amnesia and not to other factors such as head injury, alcohol 
or drugs). 
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2. Persistent and exaggerated negative beliefs or expectations about oneself, others, or 
the world (e.g., “I am bad,” “No one can be trusted,” “The world is completely 
dangerous,” “My whole nervous system is permanently ruined”). 

3. Persistent, distorted cognitions about the cause or consequences of the traumatic 
event(s) that leads the individual to blame himself/herself or others. 

4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame). 
5. Marked diminished interest or participation in significant activities. 
6. Feelings of detachment or estrangement from others 
7. Persistent inability to experience positive emotions (e.g., happiness, satisfaction, or 

loving feelings). 
 

E. Marked alterations in arousal and reactivity associated with the traumatic event(s), 
beginning or worsening after the traumatic event(s) occurred, as evidenced by two or more 
of the following: 

1. Irritable behavior and angry outbursts (with little or no provocation) typically 
expressed as verbal or physical aggression toward people or objects. 

2. Reckless or self$destructive behavior. 
3. Hypervigilance. 
4. Exaggerated  startle response. 
5. Problems  with concentration. 
6. Sleep disturbance (e.g. problems falling or staying asleep or restless sleep). 

 
F. Duration of the disturbance (Criteria B, C, D, and E) is more than 1 month. 

 
G. The disturbance causes clinically significant distress or impairment in social, occupational, or 

other important areas of functioning. 
 

H. The disturbance is not attributable to physiological effects of a substance (e.g., 
medication or alcohol) or other medical condition. 

 
Specify whether: 

With dissociative symptoms: The individual’s symptoms meet the criteria for PTSD, and in 
addition, in response to the stressor, the individual experiences persistent or recurring 
symptoms of either of the following: 
1. Depersonalization: Persistent or recurrent experiences of feeling detached from , and as if one 

was an outside observer of, one’s mental processes or body (e.g., feeling as though one were 
in   a dream; feeling sense of unreality of self or body or of time moving slowly). 

2. Derealization: Persistent or recurrent experiences of unreality of surroundings (e.g., the 
world around the individual is experienced as unreal, dreamlike, distant or distorted). 

Note: To use this subtype, the dissociate symptoms must not be attributable to the physiological 
effects of a substance (e.g., blackouts, behavior during intoxication) or other medical condition. 

 
Specify if: 

With delayed expression: If the full diagnostic criteria are not met at least 6 months after 
the event (although the onset and expression of some symptoms may be immediate) 
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Session Rating Scale (SRS V.3.0) 
 
 

 
Name ________________________Age (Yrs):____ 
ID# _________________________ Sex:  M / F 
Session # ____  Date: ________________________ 

 
Please rate today’s session by placing a mark on the line nearest to the description that best 
fits your experience.   

 
Relationship 

 
 

I-------------------------------------------------------------------------I 
 
 

Goals and Topics  
 

I------------------------------------------------------------------------I 
 
 

Approach or Method 
 

I-------------------------------------------------------------------------I 
 
 

Overall 
 

 
I------------------------------------------------------------------------I 

 
 

Institute for the Study of Therapeutic Change 
_______________________________________ 

www.talkingcure.com 
 
 
 

© 2002, Scott D. Miller, Barry L. Duncan, & Lynn Johnson 
 

I felt heard, 
understood, and 

respected. 

I did not feel heard, 
understood, and 

respected. 

We worked on and 
talked about what I 

wanted to work on and 
talk about. 

We did not work on or 
talk about what I 

wanted to work on and 
talk about. 

Overall, today’s 
session was right for 

me. 

There was something 
missing in the session 

today. 

The therapist’s 
approach is a good fit 

for me. 

The therapist’s 
approach is not a good 

fit for me. 



 

 
Score:    TRS  

Name    
 

 

T R A U M A R E C O V E R Y S C A L E 

PART I 
 

Directions: Please read the following list and check all that apply. 
 

 
1. 

Type Of Traumatic Event 
Childhood Sexual Abuse 

Number of Times 
   

Dates/Age(s) 
      

 
   

2. Rape             
3. Other Adult Sexual Assault/Abuse             
4. Natural Disaster             
5. Industrial Disaster             
6. Motor Vehicle Accident             
7 Combat Trauma             
8. Physical Injury/Medical             
9. Childhood Physical Abuse             

10. Adult Physical Abuse             
11. Victim Of Violent Crime             
12. Captivity             
13. Torture             
14. Domestic Violence             
15. Sexual Harassment             
16. Threat of physical violence             
17. Accidental physical injury             
18. Humiliation             
19. Property Loss             
20. Death Of Loved One             
21. Neglect             
23. Witnessed Event (see below)             
24. Other:               
25. Other:               

 
If you witnessed trauma and it has caused significant distress or problems in your life please identify the 
even(s) and people involved. 

 
Witnessed Event:                                                                                                                            
Witnessed Event:                                                                                                                            
Witnessed Event:   
                                                                                                                         
Witnessed Event:                                                                                                                            
Witnessed Event:   
                                                                                                                         
Witnessed Event:                                                                                                                            
Witnessed Event:     

 

Comments:    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 

TRS T R A U M A   R E C O V E R Y   S C A LE                                                   
 
PART II 
Place a mark on the line that best represents your experiences during the past week. 
 
1.  I make it through the day without distressing recollections of  past events.         
            ._____._____._____._____._____._____._____._____._____._____. 
          0%                                                                                                     100% of the time                                                                      
           
2.  I sleep free from nightmares.       
  ._____._____._____._____._____._____._____._____._____._____. 
             0%                                                                                                      100% of the time 
 
3.   I am able to stay  in control when I think of difficult memories. 
 ._____._____._____._____._____._____._____._____._____._____. 
             0%                                                                                                      100% of the time  
 
4.  I do the things that I used to avoid (e.g., daily activities, social activities,  
       thoughts of events and people connected with past events). 
 ._____._____._____._____._____._____._____._____._____._____. 
             0%                                                                                                      100% of the time 
 
5.  I am safe. 
 ._____._____._____._____._____._____._____._____._____._____. 
             0%                                                                                                      100% of the time 
 
      I feel safe. 
 ._____._____._____._____._____._____._____._____._____._____. 
             0%                                                                                                      100% of the time 
 
6.  I have supportive relationships in my life. 
 ._____._____._____._____._____._____._____._____._____._____. 
             0%                                                                                                      100% of the time 
  
7.  I find that I can now safely feel a full range of emotions.                                             
            ._____._____._____._____._____._____._____._____._____._____. 
             0%                                                                                                      100% of the time 
     
8.  I can allow things to happen in my surroundings without needing to control them. 
 ._____._____._____._____._____._____._____._____._____._____. 
             0%                                                                                                      100% of the time  
 
9.  I am able to concentrate on thoughts of my choice.               
 ._____._____._____._____._____._____._____._____._____._____. 
             0%                                                                                                      100% of the time 
  
10. I have a sense of hope about the future. 
 ._____._____._____._____._____._____._____._____._____._____. 
             0%                                                                                                      100% of the time 
 
                                                    
AS – FS                Mean Score        
  

Scoring Instructions:  record the score for where the hash mark 
falls on the line (0-100) in the box beside the item (average 5a with 
5b to get score for 5).  Sum scores and divide by 10. 
 
Interpretation:  100 – 95 (full recovery/subclinical);  86 - 94  
(significant recovery/mild symptoms);  75 – 85  (some recovery/ 
moderate symptoms); 74 (minimal recovery/severe); below 35 
(probable traumatic regression) 
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Finding Your ACE Score 
 
 

While you were growing up, during your first 18 years of life: 
 

1. Did a parent or other adult in the household often or very often… 
Swear at you, insult you, put you down, or humiliate you? 

or 
Act in a way that made you afraid that you might be physically hurt? 

Yes  No If yes enter 1    

2. Did a parent or other adult in the household often or very often… 
Push, grab, slap, or throw something at you? 

or 
Ever hit you so hard that you had marks or were injured? 

Yes  No If yes enter 1    

3. Did an adult or person at least 5 years older than you ever… 
Touch or fondle you or have you touch their body in a sexual way? 

or 
Attempt or actually have oral, anal, or vaginal intercourse with you? 

Yes  No If yes enter 1    

4. Did you often or very often feel that … 
No one in your family loved you or thought you were important or special? 

or 
Your family didn’t look out for each other, feel close to each other, or support each other? 

Yes  No If yes enter 1    

5. Did you often or very often feel that … 
You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you? 

or 
Your parents were too drunk or high to take care of you or take you to the doctor if you needed 
it? 

Yes  No If yes enter 1    

6. Were your parents ever separated or divorced? 
Yes  No If yes enter 1    

7. Was your mother or stepmother: 
Often or very often pushed, grabbed, slapped, or had something thrown at her? 

or 
Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with something hard? 

or 
Ever repeatedly hit at least a few minutes or threatened with a gun or knife? 

Yes  No If yes enter 1    

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs? 
Yes  No If yes enter 1    

 

9. Was a household member depressed or mentally ill, or did a household member attempt suicide? 
Yes  No If yes enter 1    

10. Did a household member go to prison? 
Yes  No If yes enter 1    

 

 
Now add up your “Yes” answers:  This is your ACE Score. 
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PCL-5 

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

 
 

In the past month, how much were you bothered by: 
Not 

at all 
A little 

bit 
 

Moderately 
Quite 
a bit 

 
Extremely 

1. Repeated, disturbing, and unwanted memories of the 
stressful experience? 0 1 2 3 4 

2. Repeated, disturbing dreams of the stressful experience? 0 1 2 3 4 

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

 
0 

 
1 

 
2 

 
3 

 
4 

4. Feeling very upset when something reminded you of the 
stressful experience? 0 1 2 3 4 

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

 
0 

 
1 

 
2 

 
3 

 
4 

6. Avoiding memories, thoughts, or feelings related to the 
stressful experience? 0 1 2 3 4 

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

 
0 

 
1 

 
2 

 
3 

 
4 

8. Trouble remembering important parts of the stressful 
experience? 0 1 2 3 4 

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

 
0 

 
1 

 
2 

 
3 

 
4 

10. Blaming yourself or someone else for the stressful 
experience or what happened after it? 0 1 2 3 4 

11. Having strong negative feelings such as fear, horror, anger, 
guilt, or shame? 0 1 2 3 4 

12. Loss of interest in activities that you used to enjoy? 0 1 2 3 4 

13. Feeling distant or cut off from other people? 0 1 2 3 4 

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

 
0 

 
1 

 
2 

 
3 

 
4 

15. Irritable behavior, angry outbursts, or acting aggressively? 0 1 2 3 4 

16. Taking too many risks or doing things that could cause you 
harm? 0 1 2 3 4 

17. Being “superalert” or watchful or on guard? 0 1 2 3 4 

18. Feeling jumpy or easily startled? 0 1 2 3 4 

19. Having difficulty concentrating? 0 1 2 3 4 

20. Trouble falling or staying asleep? 0 1 2 3 4 
 

PCL-5 (8/14/2013) Weathers, Litz, Keane, Palmieri, Marx, & Schnurr -- National Center for PTSD 
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CAPS-5 Page 1 
 
 

Certified Clinical Trauma Professional: 
Two-Day Trauma Competency  Conference 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

This course meets the training requirements for the Certified Clinical Trauma Professional 
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Notes: 
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Graphic Time Line – Life Narrative 

� Use the TRS to get traumatic experiences 
� 10 minutes to graph the traumatic experiences below the line (corresponding to 

SUDs level) 
� 5 minutes to graph positive experiences 
� < 30 minutes to provide a verbal narrative of life 
� Keep copy of GTL in file 

Postmodern Questions 
• What would any reasonable rational human being come to believe about themselves 

(intellectually, emotionally, spiritually, psychologically, physically, socially, and 
academically) from having these things occur in their life? 

• What would any reasonable rational human being come to believe about important 
relationships (intellectually, emotionally, spiritually, psychologically, physically and 
socially) from having these things occur in their life? 

• What would any reasonable rational human being come to believe about the world at 
large from having these things occur in their life? 
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SAFETY & STABILIZATION 
 
 
Six Empirical Markers 

1. Resolve(real)Danger 
2. Distinguish between real vs .perceived threat 
3. Develop battery of regulation/relaxation, grounding, and containment skills 
4. Demonstrate ability to self-regulate & self-rescue 
5. Contract (verbal) to address traumatic material (survivor’s initiative) 
6. Non-anxious presence + positive expectancy 

 
Skills 

• Self-Regulation 
o Relax muscles of pelvic floor 
o Relax muscles of soft palate 
o Diaphragmatic breathing 
o Peripheral vision 
o “Stop squeezing” 

• Progressive Muscle Relaxation (PMR) 
• Diaphragmatic/Regulated Breathing 
• Safe-Place Picture with Anchoring & Transitional Object 
• Postural Grounding 
• 3-2-1 Sensory Grounding 
• Envelope Containment 
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overwhelming feelings by implementing the skills above. This successful experience can then be 
utilized later in treatment to empower the client to extricate him/herself from overwhelming 
traumatic memories. It is also a testament to the client now being empowered with choice to 
continue treatment and confront trauma memories. 

 
4.POSITIVE PROGNOSIS AND CONTRACT WITH CLIENT TO ADDRESS TRAUMATIC MATERIAL. 

 
The final important ingredient of the Safety Phase of treatment is negotiating the contract with 
the client to move forward to Phase II (Trauma Resolution). Remember the importance of mutual 
goals in the creation and maintenance of the therapeutic alliance. It is important for the clinician 
to harness the power of the client’s willful intention to resolve the trauma memories before 
moving forward. An acknowledgment of the client’s successful completion of the Safety Phase of 
treatment coupled with an empowering statement of positive prognosis will most likely be 
helpful here (i.e., “I have watched you develop some very good skills to keep yourself safe and 
stable in the face of these horrible memories. Judging from how well you have done this, I expect 
the same kind of success as we begin to work toward resolving these traumatic memories. What 
do you need before we begin to resolve these memories?”). 

 

SKILLS FOR DEVELOPING, MAINTAINING & ENHANCING SAFETY 

 
In order to fully resolve traumatic material, feelings of empowerment must mitigate the victim 
role. These skills are meant to be suggestive and may not work for every survivor. It is important 
that the client be able to identify what works for them. Some clients experience a feeling of failure 
if they attempt to lower their SUDS scale and it does not work. It is important that we as clinicians 
normalize trial and error and instill hope in the trauma survivor. 

 
Remember that the goal of these skills is to take the client out of the fight or flight option and 
back into intentionality where they control their internal and external world. It is helpful to use 
the term staying “intentional” vs. being rendered “reactive.” When we are intentional, we have 
the ability to act out our intentions. When we are in a reactive state of mind, we react to 
situations without thought or insight. A reactive state is fear driven and impulsive. 

 
In her excellent book, “The Body Remembers” Rothschild (2000) encourages clinicians to teach 
clients how to put the “brakes” on when beginning trauma therapy. She uses the analogy of 
teaching a new driver to be really comfortable with the braking system in a car before 
“accelerating”. In the same manner, she finds methods for teaching client’s how to “brake” 
before becoming deeply involved in trauma work. In this way, the client moderates the trauma 
work. A client can begin to work beyond the fear once they have learned that they need not be 
stuck in fear forever. Once an individual learns that they can touch just the surface of their 
experience and then return to a safe or neutral ground it is empowering and affords them the 
knowledge that they can master their own discomfort. 
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Progressive Relaxation 
Ehrenreich (1999) provides a simple script for Progressive Relaxation that can be expanded or 
contracted with just a minimum of effort. Begin this exercise by instructing the individual to focus 
on lengthening and deepening the breath. Focus on the inhalation and exhalation making the 
breath smooth and deep. 

 
Now tighten both fists, and tighten your forearms and biceps … Hold the tension for five or six 
seconds … Now relax the muscles. When you relax the tension, do it suddenly, as if you are turning 
off a light … Concentrate on the feelings of relaxation in your arms for 15 or 20 seconds … Now 
tense the muscles of your face and tense your jaw … Hold it for five or six seconds … now relax 
and concentrate on the relaxation for fifteen or twenty seconds … Now arch your back and press 
out your stomach as you take a deep breath … Hold it … and relax … Now tense your thighs and 
calves and buttocks … Hold … and now relax. Concentrate on the feelings of relaxation throughout 
your body, breathing slowly and deeply (Ehrenreich, 1999, Appendix B).) 

 
Autogenics 
A favorite script for Autogenic Relaxation comes from “Mastering Chronic Pain” (Jamison, 1996). 
Although written for a different audience, it is applicable to the addicted survivor. Autogenics is 
a process of using internal dialogue to self-soothe. It is NOT hypnosis. The client is in control the 
entire time. It begins by encouraging the client to find a relaxing place and position. Focusing on 
their breath allows it to soften, lengthen, and deepen. The internal dialogue can then begin. 

 
“Now slowly, in your mind, repeat to yourself each of the phrases I say to you. 
Focus on each phrase as you repeat it to yourself” 
I am beginning to feel calm and quiet 
I am beginning to feel quite relaxed. 
My right foot feels heavy and relaxed. 
My left foot feels heavy and relaxed. 
My ankles, knees, and hips feel heavy, relaxed, and comfortable. 
My stomach, chest, and back feel heavy and relaxed. 
My neck, jaw, and forehead feel completely relaxed. 
All of my muscles feel comfortable and smooth. 
My right arm feels heavy and relaxed. 
My left arm feels heavy and relaxed. 
My right hand feels heavy and relaxed 
My left hand feels heavy and relaxed 
Both my hands feel heavy and relaxed. 
My breathing is slow and regular. 
I feel very quiet. 
My whole body is relaxed and comfortable. 
My heartbeat is calm and regular. 
I can feel warmth going down into my right hand 



 

 

Now encourage the client to bring their attention back into the room in which they are relaxing. 
Suggest that they can bring feelings of relaxation into their regular waking day simply by focusing 
in the same manner as they have during this exercise. 

 
It can be very empowering for the client to develop their own script which they can then read 
when they are feeling overwhelmed or in need of self-rescue. This can also assist the client in 
becoming more creative and proactive in resolving their traumatic material. 

 
Diaphramatic Breathing 

 
If we watch an infant sleep, we will see the rhythmical movement of deep belly breathing. This is 
the ideal breathing for relaxation and the nourishing of the body with the breath. Again, it is 
important for the addicted survivor to recognize when they are in need of an exercise to self- 
soothe. For instance, many addicted survivors can relate feelings of anxiety to a “lump in their 
throat” or a “pain in their chest.” These somatic experiences will act as a cue that feelings of 
safety may need to be addressed. 

 
When we feel upset or anxious about something our breathing is often the first thing to change. 
It is likely to become shallow, rapid and jagged or raspy. If on the other hand, we were to practice 
an intentional diaphragmatic breathing, we would be more able to consciously regulate our 
breathing when we became upset. 
7819466 

 
Find a comfortable, unrestricting position to sit or lie in. Place your hands on your belly as a guide 
to the breath. Begin to consciously slow and smooth out the breath. Just noticing the rhythm of 
the breath through the inhalation and exhalation. Is it smooth, deep and full or jagged, shallow 
and slight? Now focus on bringing a deeper breath into the belly. Let a full breath be released on 
the exhalation. Inhale fully, not holding the breath at any time. On the exhalation release 
completely and pause, counting to 3 after the exhalation is complete. Then inhale slow full and 
deep. Continue to focus in this manner on the breath. 

 
Gentry (2002), suggests placing one’s clasped hands behind the neck. This opens the chest 
through the lifting and spreading of the elbows. As this occurs, breath moves much more freely 
deep into the belly, thus allowing an excellent alternative (to hands on the belly) for those just 
learning deep breathing exercises. 

 
At first, the individual is taught to deep breath in sets of 5. Then this is increased to 10 inhalations 
and exhalations. Finally, an instruction is given to practice 2 times each day for 5 minutes per day. 
In this way, the individual is learning to relax through deep breathing. 

 
3-2-1 Sensory Grounding 

 
This technique assists the trauma survivor in developing the capacity to “self-rescue” from the 
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obsessive, hypnotic and numinous power of the traumatic intrusions/flashbacks. It is based on 
the assumption that if the survivor is able to break his/her absorbed internal attention on the 
traumatic images, thoughts and feelings by instead focusing on and connecting with their current 
external surroundings through their senses (here-and-now), the accompanying fight/flight 
arousal will diminish. This technique will assist the survivor in understanding that they are 
perfectly safe in their present context and the value of using their sensory skills (sight, touch, 
smell, hearing, and even taste) to “ground” them to this safety in the present empirical reality. 

 
1. Begin by asking the client to tell part of their trauma narrative and allow them to begin to 

experience some affect (reddening of eyes, psychomotor agitation, constricted posture). 
2. When they have begun to experience some affect (~ 5 on a SUDS Scale), ask them “would 

you like some help out of those uncomfortable images, thoughts and feelings? 
3. If they answer “yes,” ask them to describe, out loud, three (3) objects that they can see 

in the room that are above eye level. (Make certain that these are physical, not imaginal, 
objects). 

4. Ask them to identify, out loud, three (3) “real world” sounds that they can currently hear 
sitting in the room (the sound can be beyond the room, just make certain that they are 
empirical and not from the traumatic material). 

5. Hand them any item (a pen, notebook, Kleenex), and ask them to really feel it and to 
describe, out loud, the texture of this object. Repeat this with two additional objects. 

6. Return to objects that they can see and ask them to identify now two (2) objects that they 
can see, above eye level. Do the same with things that they can hear and feel (instead of 
handing items to the client, ask them to reach out, touch, and describe the texture of two 
objects). Repeat this now with one object each for sight, sound, and texture. 

When completed, ask the client “What happened with the traumatic material?”  

Note:  This technique has not been vetted with empirical research.  Developed by author. 
 

Safe-Place Picture with Anchoring & Transitional Object (alternative to Safe Place 
Visualization) 

o Distribute paper and colored markers 
o Tell client: Draw a picture of a place that is safe and comfortable...it can be some 

place from your memory, that you been to before, or some place from your 
imagination, some place you've not yet been...just take the next five minutes to draw 
a picture that makes you feel safe and comfortable 

o Tell client “STOP” after 5 minutes 
o Ask them: “May I approach you?” 
o With permission, approach them and ask them to tell you about their drawing. 
o Before they start hand them a polished stone and say to them: “You know how you 

have memories and flashbacks of those BAD things that have happened to you? And 
how uncomfortable the feelings associated with those memories can be? Well some 
scientists found out several years ago that you can make flashbacks of GOOD 
memories also—so that you can call up to the present those positive feelings 
associated with this drawing in times when you are scared or overwhelmed. Would 
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those positive feelings from that drawing into that stone while you are telling me the 
story of that picture. Ready to start?” 

o Participate in the narrative...ask questions and provide support. When done ask how 
they are feeling. 

 

Note:  This technique has not been vetted with empirical research.  Developed by author. 
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Postural Grounding 

• While the client is exhibiting the constricted and fetal posture, ask her/him, “How 
vulnerable to do feel right now in that posture?” You will usually get an answer like 
“very.” 

• Ask them to exaggerate this posture of constriction and protection (becoming more 
fetal) and then to take a moment to really experience and memorize the feelings 
currently in the muscles of their body. 

• Next, ask them to, “stand up, and turn around and then to sit back down with an ADULT 
POSTURE—ONE THAT FEELS’ IN CONTROL.” [It is helpful for the clinician to do this with 
the client as demonstration]. 

• Ask them to exaggerate this posture of being IN CONTROL and to now really notice and 
memorize the feeling in the muscles of their body. 

• Ask them to articulate the difference between the two postures. 
• Ask them to shift several times between the two postures and to notice the different 

feelings, thoughts, and images associated with the two opposite postures. 
• Indicate to the client that they are now able to utilize this technique anytime that they 

feel overwhelmed by posttraumatic symptoms— especially in public places. 
• Discuss with the client opportunities where they will be able to practice this technique 

and make plans with them for its utility. 

• Note:  This technique has not been vetted with empirical research.  Developed by author. 
 

Containment with Envelope (Trauma Containment or Session Closure) 

When a client is either overwhelmed by a trauma memory or has accessed some difficult 
material in the last 1/3 of a session you can use this technique to contain the traumatic material 
or safely bring a session to a close. 

• (FOR SESSION CLOSURE) Give client paper and colored markers...ask them to draw what 
it feels like inside right now. 2 minutes only. 

• (FOR TRAUMATIC CONTAINMENT) Give client paper and colored markers...ask them to 
draw what it feels like inside right now. 2 minutes only. 

• After two minutes say: STOP. Put your marker down and look at me. 
• While client has been drawing, retrieve a 9 x 12” envelope. Ask client to place their 

drawing in the envelope. Next, hand client a stapler and tell them: Put as many staples 
in the top of this envelope as you need to make certain that this drawing stays in here. 
Allow client to staple as many times as they wish. 

• Say to client something like: OK. You and I both know that you still have some work to do 
on this material and we’ll get to it. However, therapy happens here, in my office, and life 
happens out there. If it is OK with you, I would like to hold on to this drawing and all the 
fear and feelings associated with it. I will keep it safe, locked in my filing cabinet. When 
you are ready to work on it, we will take it out and address it. But until then, will it be OK 
if I hold on to it? 

• Remember to show to client upon their first return to your office following this session 
and ask them if they wish to address this material today or wait until another day. 

 

Note:  This technique has not been vetted with empirical research.  Developed by author. 
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Self-Rescue from Abreaction/Sensory Grounding 

• Signs of abreaction: shaking leg, wringing hands, fetalization of posture, 
downward fixation of eyes, tearfulness, flat or pressured speech, describing 
trauma with present- tense verbs. 

• If you have a spontaneous abreaction, go to step “c”. If your client does not 
spontaneously exhibit an abreaction during the first few sessions, it will be 
important for you to attempt to elicit or trigger one. You can do this by asking 
you client: Tell me the worst part of that trauma (look/listen for the above 
signs). 

• After about 5-10 seconds of you client exhibiting progressive signs of an 
abreaction, get their attention by whistling or waving your hands followed by 
saying their name out loud. Ask them: Would you like some help out of that 
place and to learn how you never again have to get stuck there...so you can 
always pull yourself back out? Elicit “yes” response from client. 

• Ask client to describe, out loud, three (3) objects that they can see in the 
room that are above eye level. (Make certain that these are physical, not 
imaginal, objects). 

• Ask them to identify, out loud, three (3) “real world” sounds that they can 
currently hear sitting in the room (the sound can be beyond the room, just 
make certain that they are empirical and not from the traumatic material). 

• Hand them any item (a pen, notebook, Kleenex), and ask them to really 
feel it and to describe, out loud, the texture of this object. Repeat this with 
two additional objects. 

• Return to objects that they can see and ask them to identify now two (2) 
objects that they can see, above eye level. Do the same with things that 
they can hear and feel (instead of handing items to the client, ask them to 
reach out, touch, and describe the texture of two objects). Repeat this now 
with one object each for sight, sound, and texture. 

• When completed, ask the client: What is different than it was 90 seconds 
ago? Most of the time your client will describe a significant lessening of 
negative feelings, thoughts and images associated with the traumatic 
material. 

 

Note:  This technique has not been vetted with empirical research.  Developed by author. 
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THOUGHT FIELD THERAPY (Callahan, 1995) 

 
Thought Field Therapy (TFT) is based upon ancient techniques of applied accupressure and 

energy meridians points.  It is through the application of tapping upon specified “points” that energy 
is said to be freed and negative perceptions and bodily held emotions and fears are believed to be 
“released”.  Callahan calls these negatively held perceptions “Perturbations” of the “thought field”.  
This rapid technique for reducing negative emotional discomfort has been shown to be useful for 
treating phobias and anxiety responses in preliminary case studies.   

 

EXPERIENTIAL:  The facilitator presents TFT for participant to experience firsthand.  The participant 
is asked to select a troubling memory or concern that they are willing to process using TFT.  
Procedure follows below. 

 
PROTOCOL - Algorithm for Simple Trauma (Phobia & Anxiety) 

 
1. Identify Target Memory (Trauma, Phobia, Anxiety)__________________________ 

__________________________________________________________________ 
2. SUDS rating on the 1 to 10 disturbance scale _____ 
3. Tap eyebrow (5-8 times) 
4. Tap under eye (5-8 times) 
5. Tap underarm (5-8 times) 
6. Tap collarbone (5-8 times) 
7. Self-administer the 9 Gamut Series -- continuously tapping the Gamut point, located just 

above and between the little and ring finger knuckles.  Follow the instructions below. 
• Eyes open -- look straight ahead 
• Eyes closed 
• Eyes open -- look down to the right 
• Eyes open -- look down to the left 
• Eyes open -- large clockwise circle 
• Eyes open -- large counterclockwise circle 
• Count out loud to five (1, 2, 3, 4, 5) 
• Hum any tune 
• Count out loud to five (1, 2, 3, 4, 5) 

8. Repeat #’s 3-6 (above) 
9. SUDS rating _____ 
10. Treatment Progress: 

� If decrease in SUDS > 2 units; continue until < 2 
� If decrease in SUDS < 2 units; then treat for “Psychological Reversal” and repeat 

from # 3 
 
Psychological Reversal 
1.  Tap on heel of hand (pinky finger side of hand on the edge) 
2.  Say out loud while tapping “I accept myself even though I still _________” (x3)  
  (Fill in blank as appropriate - i.e., feel fear, worry, concern, anger, phobia, etc.) 
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National Center for PTSD:  www.ptsd.va.gov/ptsd101 
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Scott Miller/Feedback-Informed Treatment/International Center for Clinical Excellence 
(Instruments):  www.scottdmiller.com 
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Course Videos:  
https://www.youtube.com/playlist?list=PLZk8x28TSp9FWPrv2r1uQgQbBLoQ3Jy6C 
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