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helped design IAPT top-up curriculum for refugees and 
asylum seekers



• Clinical Psychologist 
• Worked in trauma services since 2007
• Currently Research Clinical Psychologist at Oxford 

Centre for Anxiety Disorders and Trauma:
• Developing and disseminating internet-based 
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Morning – 9.30 – 12.45

2 breaks

What do we mean by complexity?
Stabilisation
Working out if PTSD is the main problem
Psychotic symptoms
Early treatment interventions
Dissociation
Working with multiple memories
Therapeutic window issues
Head-heart lag

Afternoon – 1.30 – 4.30

2 breaks

Mental imagery and imagery rescripting
Cognitive themes
• Contamination
• Defeat/degradation
• Moral injury

Timings

Please mute 
when not 
speaking!



• Any problems with Zoom etc, please message the 
wonderful Emmy

• emmy.harries@psy.ox.ac.uk
• 07712 221935

Technical support



Complex PTSD diagnosis
ICD-11 PTSD
§ Flashbacks
§ Avoidance
§ Hypervigilance/startle

ICD-11 Complex PTSD
PTSD symptoms plus 
Disturbances in Self 
Organization (DSO)
§ Emotions
§ Identity
§ Relationships

DSM-5
§ Reexperiencing
§ Avoidance
§ Negative alterations in 

cognitions and mood
§ Alterations in arousal and 

reactivity

Dissociative subtype



Just for Reference:
Complex PTSD ICD-11 

Complex PTSD arises after exposure to a stressor
typically of an extreme or prolonged nature and
from which escape is difficult or impossible, such
as torture, concentration camps, slavery, genocide
campaigns and other forms of organized violence,
domestic violence, and childhood sexual or physical
abuse.
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Complex PTSD ICD-11 

o Core symptoms of  PTSD

o plus

o Persistent and pervasive Disturbances in Self  Organization:

o Emotions: affect dysregulation, heightened emotional reactivity, 
violent outbursts, tendency towards dissociative states when under 
stress 

o Identity: persistent beliefs about oneself  as diminished, defeated or 
worthless; pervasive feelings of  shame, guilt

o Relationships: difficulties in forming or sustaining relationships or 
feeling close to others.
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If you wanted use a 
questionnaire



ICD-11: 
International 
Trauma 
Questionnaire –
PTSD



ICD-11: 
International 
Trauma 
Questionnaire –
complex 
symptoms  



However...

o Be aware that multiple traumas do not necessarily result in Complex 
PTSD 

o Possible to have undergone many traumas which results in ‘simple’ 
PTSD or no PTSD or another diagnosis altogether. 

o Equally, evidence is suggesting that single incident trauma can result 
in a Complex PTSD presentation 

o Be led by whole picture of  symptoms, not just number or nature of  
traumas to guide you

o Better to think about factors that make cases more complex



What kinds of treatment work for 
complex PTSD? 

• Note: Current evidence based used DSM definition 
(meaning samples include both ICD-11 PTSD and ICD-
11 CPTSD)

• Some evidence from studies of “complex trauma”, eg
CSA, military populations (but not all will have ICD-11 
CPTSD)





NICE (2018): For people with additional needs, 
including those with complex PTSD:

• build in extra time to develop trust with the person, by increasing the 
duration or the number of therapy sessions according to the person's 
needs

• take into account the safety and stability of the person's personal 
circumstances (for example their housing situation) and how this 
might affect engagement with and success of treatment 

• help the person manage any issues that might be a barrier to 
engaging with trauma-focused therapies, such as substance misuse, 
dissociation, emotional dysregulation, interpersonal difficulties or 
negative self-perception 

• work with the person to plan any ongoing support they will need 
after the end of treatment, for example to manage any residual PTSD 
symptoms or comorbidities.

https://www.nice.org.uk/guidance/ng116/chapter/recommendations


Interview on CPTSD



Aspects of complexity

Multiple, prolonged 
traumatic 

experiences,
childhood trauma

Comorbidity

Risk, 
substance 

misuse

Social 
problems

Problems forming 
a therapeutic 
relationship

Dissociation

High distress

Longstanding, 
strong beliefs

Intense shame 
and self-attack

‘Psychotic’ 
experiences



Multiple, 
prolonged 
traumatic 

experiences,
childhood 

trauma

Risk, 
substance 

misuse

Problems forming 
a therapeutic 
relationship

Dissociation

Longstanding, 
strong beliefs

Intense shame 
and self-attack

Triggers SENSE OF 
CURRENT 
THREAT

Nature of the trauma 
memory

Appraisals about 
the trauma/ 

sequelae

Dysfunctional behaviours/ cognitive strategies

Cognitive processing during 
trauma

Prior experiences, beliefs, coping
Characteristics of trauma

Ehlers, A., & Clark, D. M. (2000). A cognitive 
model of posttraumatic stress disorder. Behaviour 
research and therapy, 38(4), 319-345.

High distress



Flow chart for 
memory work in 
complicated  & 
Complex PTSD

Is PTSD the main problem? Consider 
psychological, physical and social 

comorbidity

Psycho-education, shared 
formulation and 

reclaiming/ rebuilding life

Overview of life & 
trauma history

to identify what to work 
on

• Update hotspots
• Generalise meanings
• Trigger discrimination

Discuss/work with:
• Informed choice re likely long term benefits of treatment 

vs short term disruption
• Trust
• Involving important other people
• Risk (including risky coping)
• Cognitive themes of shame, loss, mental defeat, anger –

light touch interventions

Explanation of dissociation and 
grounding practice

Options:
• Lifeline 
• List of main events
• Use intrusions diary to link re-

experiencing symptoms to key 
events

• Written narrative

• Additional emotion regulation skills if needed
• Address self-criticism

Watch out for:
• Shame/self-

criticism
• Head-heart lag
• Feed in from 

earlier experiences Move onto other 
aspects of PTSD 

protocol

Options for ordering updating:
• Frequency of intrusions*
• Highest distress*
• Meaning originated
For some clients:
• Chronological
• Representational
• ‘Quick win’ 

Thanks to Niamh Vaughan-Williams for excellent slide



cPTSD: Phased approach

Herman (1992). Complex PTSD: A syndrome in survivors of prolonged and repeated trauma. J of traumatic stress, 5(3), 377-
391.

Judith Herman: Complex PTSD

Safety, 
Stabilisation  

Symptom 
management

(Re)Claiming
Reintegration

Relapse 
planning

Trauma-
focused 
therapy





Standard CT-
PTSD 
treatment

Complex 
PTSD in 
theory

Complex 
PTSD in 
practice

Thanks to Nick Grey for this one



• CT-PTSD is an integrated rather than a phase-based approach
• With complex cases, the interventions above do precede memory work
• For some clients, they will be very brief (1-2 sessions) 
• Other may require more time
• Our general rule is:

• Don’t delay memory work unnecessarily
• Tailor your intervention to an individual’s needs (e.g. not everyone 

will be dissociative/self-critical/struggle with trust) – address only 
what is needed to move on to memory work

Is PTSD the main problem? 
Consider psychological, 

physical and social comorbidity

Psycho-education, 
shared formulation and 
reclaiming/ rebuilding 

life

Discuss/work with:
• Informed choice re likely long 

term benefits of treatment vs short 
term disruption

• Trust
• Involving important other people
• Risk (including risky coping)
• Cognitive themes of shame, loss, 

mental defeat, anger – light touch 
interventions

Explanation of dissociation, 
reminders of here and now, 

trigger discrimination

• Additional emotion regulation 
skills if needed

• Address self-criticism



Is PTSD the main 
problem? Consider 

psychological, physical 
and social comorbidity

Flow chart for 
memory work 
in complicated  

& Complex 
PTSD



Is PTSD the main problem?

Consider:

● Goals

● Which problem is most distressing to the client

● Whether one problem would interfere with the 

treatment of another 

● Level of preoccupation with non-PTSD things

● When each problem started e.g. are they secondary 

to PTSD?

● Magic wand question



Just ask:

“I know that you have serious problems with your 
accommodation/health/money/relationship/family/legal 
case….it sounds as if we/you are doing as much as we/you 
can about that at the moment…….do you think that, despite 
this problem, you are able to focus on working with us to try 
and reduce these memories…..or is the 
accommodation/health/money/relationship/family/ legal case 
all that you can think of at present?”

Check on their ability to maintain a focus 
on psychological work for PTSD



A good way to identify priorities



Or…



DO NOT Assume

• No rules about this

• We know people can benefit from trauma-focused 

work when in danger and in unstable social 

circumstances

• It is their choice



Is PTSD the main 
problem? Consider 

psychological, physical 
and social comorbidity

Flow chart for 
memory work 
in complicated  

& Complex 
PTSD



‘Psychotic’ symptoms in PTSD

Should you focus on these 
instead?



Psychotic experiences are common

• In the normal population 

• In the IAPT population (30%) – Knight et al. (2020)

• Most people who hallucinate DO NOT develop a 

psychotic disorder (<10%) – Perez et al. (2017)

… you are already working with these clients!



How common are auditory or visual hallucinations in 
clients with PTSD?

*Hard to assess; rates reported depend on how you ask*
Percentage 
experiencing 
hallucinations

Population

AUDITORY
Hamner (1997) 36 25 US veterans with PTSD 

Hamner et al (1999) 49 45 US veterans with PTSD

David et al (1999) 45 53 Us veterans with PTSD

Brewin & Patel (2010) 58-65 114 US & UK veterans with 
current/past PTSD 

Brewin & Patel (2010) 67 30 UK civilians with PTSD

Lindley et al., (2014) 67 30 US veterans with PTSD

Clifford et al., (2018) 5 40 UK civilians with PTSD to 
childhood abuse

Shinn et al., (2020) 46 70 US civilians with PTSD to 
childhood abuse

AUDITORY AND/OR 
VISUAL
Steel, Young et al. (in 
preparation)

44 120 RAS at Woodfield Trauma 
Service



How can we understand this?



A Generic Cognitive Model of the Positive 
Symptoms of Psychosis

Vulnerabilities

Biological 
Psychological

Social

APPRAISAL Symptoms 
of  psychosis

Unusual 
experiences 

e.g. 
intrusions

Stress



Way of understanding ‘psychotic’ symptoms 
in PTSD (Steel et al., 2005)

Intrusions 
from 

trauma

‘Psychotic’PTSD

If appraise/perceive in magical 
or spiritual way
e.g. due to outside forceIf appraise/perceive 

as trauma-related



Psychotic experiences how to proceed

• We suggest they only need directly addressing if they 

prevent the client from engaging in therapy e.g. “you can’t 

trust Kerry” or prevent from leaving the house

• Consider best service to engage with these symptoms if this 

is the case

• Otherwise, proceed with PTSD treatment if you can and 

hope the psychotic symptoms ‘come out in the wash’



Is PTSD the main problem? 
Consider psychological, 

physical and social comorbidity

Flow chart for 
memory work 
in complicated  

& Complex 
PTSD Discuss/work with:

• Informed choice re likely long 
term benefits of treatment vs 
short term disruption

• Trust
• Involving important other people
• Risk (including risky coping)
• Cognitive themes of shame, 
loss, mental defeat, anger –
light touch interventions



Helping clients to make an informed 
choice about therapy for CPTSD 

• Important to understand why talking about trauma is a good 

idea (use explanations of PTSD e.g. cupboard/waste paper 

basket metaphor)

• Important to discuss evidence (show them the outcome 

research)

• Important to discuss positives and negatives of treatment

• Hand the decision to them

• Avoids therapist being/feeling coercive



Waste paper basket metaphor useful 
for multiple traumatic events

• Imagine that the memory store in your brain is a little bit like this basket. This scrunched-up 
piece of paper represents one memory of a traumatic event that you have been through. 
Once the event is over, your brain tries to put it away in your memory store 

• [Put the loosely scrunched up paper in the waste paper basket. If the client has only 
experienced one prolonged traumatic event, use one very large piece of paper]

• However, you then experience another traumatic event….

• [Put the next loosely scrunched up piece of paper in the waste paper basket]

• …..And another, and another, and so on……

• [Keep putting loosely scrunched up paper in the waste paper basket until it’s full and 
overflowing. Shake the waste paper basket to make the paper fall out onto the floor ]

• This is what happens for people with PTSD who have been through multiple traumatic 
experiences. Understandably, they may keep trying to put the memories away again and 
push them into the bin, but they just keep falling out. 

• [Show how you can try to stuff the paper back in but it keeps falling out again]



Trauma memories

Memory 
store in 
brain



Intrusive 
trauma 
memories



• What could we do to stop them falling out? 

• One thing we can do is take the scrunched-up pieces of paper that keep falling out, 
unravel them and neatly fold them up, one-by-one,  so that they’re flat, smooth and 
tidy. Now they will all easily fit in the waste paper basket

• [Fold up the pieces of paper neatly, flattening and smoothing each one down 
individually. Ask your client to help you] 

• Treatment for PTSD involves the same logic. We need to talk through the 
memories that are bothering you still, one-by-one, so they can be stored away 
more easily

This is best done ’live’ with many bits of paper, each with TRAUMA written on it
For prolonged trauma, use one very big piece of paper e.g. flipchart paper

Thanks to David Trickey for the idea.







SEE WTS PSYCHO-ED FILM

PTSD Psychoeducation 
English Psychoed
https://vimeo.com/502126959/385022c
ed5

Arabic Psychoed
https://vimeo.com/502127641/94ea932
b16

Farsi Psychoed
https://vimeo.com/502128707/82de8cf
cd5

https://vimeo.com/502126959/385022ced5
https://vimeo.com/502127641/94ea932b16
https://vimeo.com/502128707/82de8cfcd5


Typical recovery curve for multiple 
traumatic events

Shaded area shows 
typical range of 
improvement in 
PTSD symptoms 
after trauma-focused 
therapy for multiple 
traumatic events 



Doing CT-PTSD Doing CT-PTSD

Pros (short- and long-term) Cons (short- and long-term)



See saw picture

Now hand decision to them…



Informed Choice:
‘Informed dissent’  
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• You are treating Annette for PTSD to a violent assault.
• Every week she brings a different, but important, issue 

to therapy – problems with housing, money, her 
daughter (who is being bullied at school) and her work. 
You are struggling to make progress in therapy.

• What can we try and in what order?

Exercise

Vevox.app

Meeting ID:
182-751-840



Break



Is PTSD the main problem? 
Consider psychological, 

physical and social comorbidity

Flow chart for 
memory work 
in complicated  

& Complex 
PTSD Discuss/work with:

• Informed choice re likely long 
term benefits of treatment vs 
short term disruption

• Trust
• Involving important other people
• Risk (including risky coping)
• Cognitive themes of shame, 
loss, mental defeat, anger –
light touch interventions



Trust

● May come from society/sub-culture where cannot 

trust anyone

● May come from a family where you could not trust 

● Abuse breaks trust 



Establishing trust 
PUT IT ON THE TABLE:

○ “Most people we see who have been through trauma find it 
difficult to trust us to begin with – it is unsurprising, given 
what has happened to them”

○ “We have found that it helps to talk about what makes it 
easier or harder for you to trust me. So, with your 
permission, I would like to ask you about it at the end of 
every session, so I can do more of the things that make it 
easier to trust me and less of the things that make it harder. 
Is that OK?

○ TRY TO BE REALLY OPEN AND ALMOST MATTER-OF-
FACT ABOUT IT (so no one needs to feel embarrassed)

○ WATCH YOUR NON-VERBAL COMMUNICATION (be open, 
non-threatening, soft)



Establishing trust 

● USE VISUAL ANALOGUE SCALE 

/THERMOMETER

● “What did I do today that increased my score…would 

you like me to do more of that?”

● “What did I do today that decreased my score…what 

would you like me to do instead next time?”

● “What do you think happened to reduce my score this 

week…what were you thinking about?” 



Be consistent

● These guys have had lots of boundary violations

● Be clear and consistent



Fallot and Harris 
Propose 5  areas to consider when working to establish a 
safe, collaborative and empowering therapeutic relationship 
with someone with cPTSD (UKPTS, 2017):

i. client’s lack of trust following abuse or violence at the 
hands of authority figures 

ii. responding to hopelessness through establishing a 
basis for working together and instilling reasonable hope

iii. developing safe and supportive boundaries – discussing 
openly

iv. acknowledging and honouring loss, betrayal and 
injustice

v. understanding and building on what matters to the 
individual and their sources of strength and resilience 



Involving others

• Identify who will support your patient (friends, family, 

community, partner)

• Recruit them early as a cheerleader/co-therapist

• Keep them informed/involved as much as patient 

chooses



Risky coping

• Formulate

• Guided discovery

• Advantages/disadvantages

• Behavioural experiments



Nightmares/ 
sleep problems

Drink alcoholUnprocessed 
memories

Alan 
formulation



Advantages Disadvantages

Helps me sleep Sleep is not good quality

Less likely to have a 
nightmare

Groggy in the morning

Sandra doesn’t like it – more 
rows
Bad for my health
Memories stay stuck
Treatment less likely to be 
effective
Expensive

Sets a bad example for the kids



Prediction Experiment What 
happened?

What did I 
learn?

I won’t be 
able to sleep 
without 
alcohol

Spend half the week 
drinking the usual 
amount, and the 
second half not 
drinking. Compare 
hours of sleep, 
nightmares and 
grogginess

It took longer to 
get to sleep for 
the first few 
days, but I felt 
less groggy. 
Same number of 
nightmares.

Alcohol doesn’t 
stop the 
nightmares. It 
helps me to 
sleep initially, but 
my sleep quality 
is worse.



Shame, loss, mental defeat, anger
• Often interfere with the therapeutic alliance and predict drop-

out

• So benefit from ‘light-touch’ intervention early on (before 
memory work)

• Might include:

• Normalisation

• Psychoeducation

• Empathic listening and expressions of support

• Identification of reframes/updates to key appraisals e.g. 
using a survey



Is PTSD the main problem? 
Consider psychological, physical 

and social comorbidity

Flow chart for 
memory work 
in complicated 

& Complex 
PTSD

Discuss/work with:
• Informed choice re likely 

long term benefits of 
treatment vs short term 
disruption

• Trust
• Involving important other 

people
• Risk (including risky 

coping)
• Cognitive themes of 

shame, loss, mental 
defeat, anger – light 
touch interventions

Psycho-
education, 

shared 
formulation and 

reclaiming/ 
rebuilding life



Rebuilding your life

• People with long trauma histories or significant life changes 

may not be easily able to ‘reclaim’ their life

• Instead we focus on ‘rebuilding’

• This includes making plans for how they want to live their 

life in the future

• They may be able to reclaim some things from the past, or 

replace things which were important with something similar



Flow chart for 
memory work 
in complicated 

& Complex 
PTSD

Psycho-education, 
shared formulation 

and reclaiming/ 
rebuilding life

Explanation of 
dissociation, 

reminders of here 
and now, trigger 
discrimination



Dissociation

• ‘Tuning in’ to trauma memory i.e. flashbacks

• ‘Tuning out’ by cutting off/numbness/memory blanks

• May have dissociated during the trauma, so re-

experiencing symptoms will include dissociation



Check for dissociation

• Flashbacks/going quiet or still in session, reporting 
‘memory blanks’ or periods of feeling unreal

• Items on questionnaires: Q3 on the PCL-5; Q7, 14 on 
IES-R or give a measure e.g. DES, TSDQ

• Be especially alert if the trauma was: in childhood, 
rape/sexual assault, domestic abuse, if they were 
trapped/unable to move/unable to escape, or lots of 
blood about

…not everyone dissociates, so don’t spend lots of time 
on this unless it is needed.



Shut-down dissociation
• Prolonged traumas or those involving injury or sexual 

assault often lead to ‘shut-down’ dissociation at the time, 
which will then be re-triggered afterwards

• A normalising model which can be used as 
psychoeducation is Schauer & Elbert (2010)

• Argues that dissociation is an evolutionarily- developed 
strategy which is adaptive if:

• Victim is in direct contact with perpetrator
• In the presence of bodily fluids (with danger of 

contamination/impregnation)
• When body already ‘punctured’ (e.g. with 

knife/penetration)



Shutdown Dissociation Scale (Shut-D)



tonic immobility 
(unresponsive immobility)  

‘shut-down’ 
(type 2) 
para-sympathetic 
activation 

4. Fright 

flaccid immobility 
(unresponsive immobility)  

5. Flag 

6. Faint 

‘uproar’ 
(type 1) 
sympathetic  
activation 

3. Fight 

2. Flight 

1.Freeze 

tachycardia,  
vasoconstriction,  
hypertension, 
hyperaltertness 
high emotional arousal 
fear largely repressing anger 
assaultive breakout followed by immobility 

-> fast onset and termination of the immobility   

(attentive immobility: orienting response) 

onset of dissociation: 
• somatosensory/pain perception decreases 
• cognitive ability severly limited 

Cascade progression/course of action 

D
ef

en
se

 r
ea

ct
io

n
 

bradycardia, 
Vasodilatation 
Hypotension 
drop in arousal 
surrender 
cognitive decline 
numbing of all emotions 

-> slow onset and 
termination of immobility 

dizziness 
lightheaded 
palpitation 
dry mouth 
numbing 
muscle tension 
feelings of irreality,  

Defence Cascade

See: Schalinski, I., Schauer, 
M., & Elbert, T. (2015). The 
Shutdown Dissociation 
Scale (Shut-D). European 
journal of 
psychotraumatology, 6.
hhttps://www.zpid.de/pub
/tests/PT_9007117_Shut-
D_Fragebogen_englisch.p
df

from:  Schauer & 
Elbert (2010). 
Dissociation following 
traumatic stress: 
etiology and 
treatment. Journal of 
Psychology. Vol. 
218(2):109–127.

https://www.zpid.de/pub/tests/PT_9007117_Shut-D_Fragebogen_deutsch.pdf
https://www.zpid.de/pub/tests/PT_9007117_Shut-D_Fragebogen_englisch.pdf


Key messages

oEvolutionary adaptive response

oMakes sense

oCan manage it if  you understand WHY it is happening 

and clients can learn to manage it

oSo you can proceed with trauma-focused therapy

oNOTE: only needed for shut-down dissociation – not 
required for people with flashbacks/mild symptoms.



So how do we help? 

• For all forms of dissociation, there is a process like an 

‘arm wrestle’ between the past and the present

• Using reminders of the here and now can help the 

present to win 



THE PRESENT
The here and 

now

THE PAST
Memories
Flashbacks
Nightmares

What can 
you see 
NOW?

What can 
you smell 

NOW?

What can 
you hear 
NOW?

What can 
you touch 

NOW?

What can 
you taste 
NOW?

What can 
you do 
NOW?



o Peppermint, clove, eucalyptus, chili, garlic or 
peppermint oils, as well as wasabi root, 
horseradish and fresh ginger are all 
particularly effective as they stimulate 
trigeminal nerve (alerts you to your present 
surroundings)

o Smelling salts
o Decongestant sprays/sticks
o Essential oils/olbas oil on pillowcases
o Air fresheners
o Citrus fruits
o Perfume

Smell



oPeppermint & ginger
oStrong mints
oChilli gum/Airwaves
oWasabi peas
oCough sweets
oBreath sweets
oSour sherbet
oFruit sweets
o ‘Popping candy’

o IDEALLY COMBINE TASTE & SMELL 
USING PEPPERMINT/ GINGER 

Taste



o “Open your eyes”
oSet up environment to re-focus on 

present and notice what you can see
oNotices stating location, year etc
oDecoration/lighting that discriminates 

between current location and traumatic 
event e.g. current photographs, 
calendars, UK bunting/pictures, 
contemporary references

oNight-lights to ensure clients can see 
these materials if  they dissociate at night

oMessages/photos on phone

Sight



oStress balls
oBeaded bracelets 
o Interesting textures eg play dough, 

Mohdoh, silly putty, marbles, velvet, 
feathers, astroturf, pebbles/shells

oHot or cold compresses
oElastic bands on wrists
oPop bubble wrap
oVibrating massagers or TENS machine
oBeing in postures that were not 

possible in the traumatic event
oApplied tension

Touch



oMusic/noises that distinguish the 
current situation from traumatic event 
eg white noise/wave sounds/bird 
song/forest sounds

oA loud ticking clock to focus on 
oRadio with UK/contemporary 

music/voices 
o “I am safe, it is 2021 and I am in…”
oRecordable motion sensors
oFirst names/pet names

Sound



How should you use this stuff?

oExplain 6F’s to all your clients (and carers if  
appropriate)

oTransmit message that it is entirely normal, 
biological and outside of  their conscious 
control





How should you use this?

oTry out various grounding strategies with your 
client ….match sense of flashback to sense of grounding 
strategy if possible

oWill probably have to buy this stuff for low income 
clients

oFind a combination of things they want to try at 
home in day and at night

oKeep collecting feedback and tweaking



How to use in sessions

o Ensure patient has eaten/drunk well (500ml water if possible)
o Prepare reminders of the here and now and use from the beginning
o Good lighting
o If you are working remotely – ask them to show them to you AND make 

sure sitting somewhere soft if they might faint

o If reminders are not working, activate skeletal muscles (leg crossing/arm 
muscle tensing/squeezing ball) to counteract loss of muscle tension



How to use in sessions (cont.)

o If still not working, have a chat, agree what else to try
1. stronger grounders
2. use incompatible postures
3. encourage/invite previously suppressed anger
4. keep them talking
5. lower anxiety at beginning of session (Soothing Rhythm Breathing)
6. if necessary, one sentence past followed by one sentence here and 

now 
7. do lying down if necessary
8. temporarily raise blood pressure (e.g. physical exercise – jump on 

spot/balance board/squats/cycling/steps) to counteract fainting



Use stimulus discrimination



Dissociation 
does NOT mean 
you should not 
do memory work
• Reliving is still effective 

when people dissociate 
(Hoeboer, et al., 2020)

• But, you can use 
alternative memory-
focused techniques if 
the patient is struggling 
– narrative writing, 
‘bird’s eye view’ reliving 
etc 



Note

Reliving or narrative writing are both valid ways of 
getting information about hotspots…. so we can 
update them



Further Resources



Narrated PowerPoint covers how to understand and 
manage dissociation

https://www.dropbox.com/s/5az2a13lde909
xv/RAS%20IAPT%20Narrated%20Powerpoint

%205%20-%20dissociation.pptx?dl=0

https://www.dropbox.com/s/5az2a13lde909xv/RAS%20IAPT%20Narrated%20Powerpoint%205%20-%20dissociation.pptx?dl=0


Exercise

• What grounding strategies or materials 
have you found useful in your 
practice?

Vevox.app

Meeting ID:
182-751-840



Flow chart for 
memory work 
in complicated  

& Complex 
PTSD

Psycho-education, 
shared formulation 

and reclaiming/ 
rebuilding life

Explanation of dissociation, 
reminders of here and now, 

trigger discrimination

• Additional emotion 
regulation skills if 
needed

• Address self-
criticism



Additional Emotional Regulation skills 
if necessary

Assess by asking:

• How do you cope when upset/worried/angry/sad?

• What can you do to make yourself feel better in each 
case?

• When you were little, how did your parents react 
when you were upset/worried/angry/sad?

• When you get upset/worried/angry/sad, what (if 
anything) do you fear will happen?



Coping Skills
• If it sounds sensible enough – MOVE ON

• If no adaptive coping strategies then teach

• Helpful to match soothing strategy to modality of unhelpful strategy 

• Arousal (self-harm/violence/aggression) is physiological (so try 
e.g. focused breathing, PMR, exercise, self-hypnosis, self-soothing, 
warm baths and nice smells)

• Self-criticism is cognitive (so try e.g. attention shifting, positive 
self-statements, positive/compassionate imagery)

• Binging/drinking/isolation are behavioural (so try e.g. time out, 
replacement behaviours, social support)

• Address catastrophic thoughts re being upset: this is very important 
– if not taught to self soothe as a child, may  fear emotions



Catastrophic predictions
o What exactly do they fear? What is the very, very good reason they are not 

taking your advice? 
o Go mad? 
o Overwhelm therapist? 
o Disgust therapist? 
o Worse for years and years? Then wife leave?
o Heart attack? Death? 

o Go right to the end of prediction – can’t argue against something if don’t 
know what it is

o Then reassure - already re-experience the worst bits and cope….this is just 
‘joining up the dots’ between the worst bits

o Coped with it then, can definitely cope with retelling it with a lovely therapist 
while being safe

o Kerry has supervised about 1000 cases of PTSD in refugees – with all sorts 
of therapists- and no one has ever gone mad/fallen apart/been 
hospitalized/died



Catastrophic predictions

oDo we need to revisit coping strategies or plans 
for what will do after sessions?



Flow chart for 
memory work 
in complicated  

& Complex 
PTSD

Explanation of dissociation, 
reminders of here and now, 

trigger discrimination

• Additional emotion 
regulation skills if needed

• Address self-criticism

Overview of life 
& trauma history
to identify what to 

work on

Options:
• Lifeline 
• List of main events
• Use intrusions 
diary to link re-
experiencing 
symptoms to key 
events

• Written narrative

Options for ordering 
updating:
• Frequency of intrusions*
• Highest distress*
• Meaning originated
For some clients:
• Chronological
• Representational
• ‘Quick win’ 



Break





Flow chart for 
memory work 
in complicated  

& Complex 
PTSD

Explanation of dissociation, 
reminders of here and now, 

trigger discrimination

• Additional emotion 
regulation skills if needed

• Address self-criticism

Overview of life 
& trauma history
to identify what to 

work on

Options:
• Lifeline 
• List of main events
• Use intrusions 
diary to link re-
experiencing 
symptoms to key 
events

• Written narrative

Options for ordering 
updating:
• Frequency of intrusions*
• Highest distress*
• Meaning originated
For some clients:
• Chronological
• Representational
• ‘Quick win’ 

Agree how they 
would like to be 

encouraged to be 
trauma-focused 
during treatment



If frequency of intrusions, distress 
and meaning all equal

Consider chronological

Kerry Young, WTS 101



Traumatic
Event 1 Traumatic

Event  2

Traumatic
Event 4

Traumatic
Event 3

Traumatic
Event 5

Meaning

Meaning
Meaning

Meaning

Meaning

Thanks to Martina Mueller for slide

Meaning is built up over time - recollections of any of these traumatic events
become infused with the cumulative meaning, not the one the event held on its own.
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VERY IMPORTANT: 
Ask how they would like to be reminded in 
future if their motivation falters (this will 
stop you feeling coercive)

“At this moment you are keen to do this 
treatment. If, at some point in the future, you are 
starting to falter, what would you like me to do to 
remind you of this….can I write down a message 
to your future self? Or do you want to write or 
draw something? It would help me if I had 
something from you, because I don’t want to be 
feeling as if I am coercing/forcing someone to 
talk about traumatic memories”



Fear

Helplessness

Horror/Disgust

Guilt

Shame

Anger

Sadness

Hotspots often have multiple layers



• Re-experienced memories are multi-sensory so our 
updates need to be too

• Verbal e.g. ‘I know now I am safe’
• Images e.g. picturing scars healing
• Movements e.g. waving arms to show no longer trapped
• Sensations e.g. touching wound to show no longer 

painful/open
• Actions e.g. look in mirror to show still a live, look at 

recent photo of children

Update across modalities



Updating hotspots with strong sensory 
elements

o If  hotspots feature a very strong smell e.g. burning, sweat, semen, 
death 

o In update, direct client to absence of  that smell now

o If  that doesn’t work, if  the smell still there, consider using a nice 
smell as part of  the update

o e.g. oils, perfume, peppermint, ginger

o If  hotspots feature a loud noise e.g. screaming, sirens, verbal 
abuse 

o In update, direct client to notice there is no noise now

o If  that doesn’t work, if  the noise is still there, consider using a nice 
noise as part of  the update 

o e.g. radio, music, ticking clock, bird song, waves
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Updating hotspots with strong sensory 
elements

o If  hotspots feature a strong taste e.g. blood,semen, smoke, dead 
bodies

o In update, direct client to notice the taste is not there now

o If  that doesn’t work, if  the taste still there, consider using a nice, strong 
alternative taste as part of  the update

o e.g. mints, cough sweets, sweets, citrus fruit

o If  hotspots feature a strong physical sensation e.g. pain, heat, impact

o In update, direct client to notice that the sensation is not there now

o If  that doesn’t work, if  the sensation still there, consider alternative, 
nice/incompatible physical sensation 

o e.g. soft touch, velvet, ice pack, heat pack, soft blanket, massager, 
feather, silk scarf, soft toy, incompatible posture
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Overview of life & 
trauma history

to identify what to 
work on

Thanks to Niamh Vaughan-Williams for excellent slide

Flow chart 
for memory 

work in 
complicated  
& Complex 

PTSD
Update hotspots

Generalise meanings

Watch out for:
• The therapeutic 

window
• Shame/self-criticism
• Head-heart lag
• Feed in from earlier 

experiences



Engagement too high to 
allow processing

Engagement too low to access 
hotspots and allow processing

WINDOW OF 
PROCESSING
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Head-heart lag

I know it’s true, 
but I just don’t 

feel it



Start simple - Guided discovery:
Socratic questioning, thought 
challenging, thinking errors, schema 
techniques, responsibility pie charts

Not shifting yet? Look for evidence:
Surveys, psychoeducation/research, 
behavioural experiments…

Still stuck? Look for blocks:
Shame/self-criticism, head-heart lag, 
feeder memories, undisclosed 
memories



I can move now
I survived – I’m alive

I can’t move, 
I’m going to die

I can’t move, I’m 
pathetic for not 
fighting back.

I’m going to die 
and never see my 

family again. 

I can’t move because my body 
has gone into freeze mode, this is 
normal when you can’t run/fight. 

It doesn’t mean I’m pathetic -
100% people in the survey agree. 

I was frozen then but I’m not 
frozen now. I can move around 

the room to prove this.
I’m alive – I see my family every 
day and I can look at a recent 

photo of us all together to remind 
myself.



Break



Science of mental imagery



Why do we want to talk about imagery?

What images spring to mind if I say ‘exciting’?

Vevox.app

Meeting ID:
182-751-840



Mental images

Brief yet full of information about a person- full of 
meaning



Definition of mental imagery
“Mental imagery occurs when perceptual information is accessed 

from memory, giving rise to the experience of ‘seeing with the 
mind’s eye’, ‘hearing with the mind’s ear’ and so on. 

By contrast, perception occurs when information is directly 
registered from the senses.

Mental images need not result simply from the recall of previously
perceived objects or events; they can also be created by 
combining and modifying stored perceptual information in novel
ways.”

Kosslyn et al. (2001)



oPeople often say imagery has more powerful 
impact on emotion than verbal cognition 

oBut does it?

Mental

Impact of  mental imagery imagery 
in cognitive therapy 



Experimental evidence to show that imagery is 
important in CT because:

1. more powerful impact on emotion than verbal cognition 
2. perceptual equivalence with real experience
3. impacts on learning and behaviour 

Holmes & Mathews, Emotion 2005 

Mental imagery 
in cognitive therapy 



Which one has more of an effect on you? 

The picture or words?

I AM STANDING 
AT THE EDGE 
OF A CLIFF VS.



Verbal instructions

“Make a sentence to combine the next picture and 
word”



view



Imagery instructions

“Imagine the combination of the next picture and 
word”



view



Verbal instructions

“Make a sentence to combine the next picture and 
word”



jump



Imagery instructions

“Imagine the combination of the next picture and 
word”



jump



When combining the pictures and words, do 
imagery rather than verbal instructions have a 

greater impact on emotion?
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Imagery → more powerful for both negative & positive material

Holmes et al, Emotion 2008 

State anxiety change (STAI)



Summary:

Imagining events is more emotionally 
powerful than thinking about them 

verbally

Probably has evolutionary advantage –
to respond fast to what you see



2. Images are perceptually 
equivalent to real experience

Imagery and perception activate largely overlapping brain areas



2. Images are perceptually equivalent to
real experience

¡ Found for faces, scenes, shapes, music, motor tasks.

¡ Explains why mental practice of e.g. piano improves performance - and is reflected in 
corresponding changes in motor cortex (Pascual-Leone et al., 1995; Sirigu & Duhamed, 2001).

¡ Early visual cortex (V1) activated during visual imagery & pattern of activation mirrors 
perception.

¡ Fusiform face area for faces seen/imagined
¡ Parahippocampal place area for places seen/imagined  
¡ If imagine increasingly bright lights, pupil contracts accordingly
¡ Patients with unilateral visual neglect showed the neglect even when imagining novel visual 

scenes (Bisiach & Luzzatti, 1978)

¡ See Pearson et al., (2015) for good review 



Vividness of imagery is correlated to greater brain activity in 
primary visual cortex and to worse performance on a colour-

naming task

Cui et al, Vision Res 2008



In summary 1…

oSo for example…
oIf you have a frightening image the same bits of 

your brain ‘light up’ as when you are genuinely  
under threat

oSuggests the emotions are very similar in reality 
and in imagery



In summary 2…
oPlus..
oThe more vivid/frightening you think the image is, 

so too does your brain
oThe image will get in the way of doing other 

things



In summary 3…
oPlus….
oNot only will images make you feel more afraid 

than just thinking about something
oThey will make you behave in a more fearful way 

e.g. your heart will race, you may 
freeze/hide/jump....



In summary 4…

oImagery engages the neural structures involved 
in perception and those neural structures will 
affect the body

oIt’s all inclusive – like REALITY!



Not just a bad thing
oSexual fantasy

oMental practice e.g., sports psychology

Emily Cook, a U.S. freestyle aerials 
Olympian, goes beyond “visualization” in 

her training. “You have to smell it,” she 
said. “You have to hear it. You have to feel 

it, everything.”



In summary 1…

oSo for example…
oIf you have an image of yourself as safe/powerful, 

the same bits of your brain ‘light up’ as when you 
are genuinely  safe/powerful

oSuggests the emotions are very similar in reality 
and in imagery



In summary 2…
oPlus..
oThe more vivid you think the image is, so too 

does your brain
oThe image will get in the way of doing other 

things



In summary 3…
oPlus….
oNot only will images make you feel more 

safe/powerful than just thinking about something
oThey will make you behave in a more 

safe/powerful way e.g. heart rate slow, muscles 
relax/feel energized, strong posture, feel 
strong....



In summary 4…
oImagery engages the neural structures involved 

in perception and those neural structures will 
affect the body

oIt’s all inclusive – like REALITY!



Lemon exercise
• Your job is to help your client experience a vivid ‘image’ of their home. The best way to do this is to question them 

about ALL their senses

• Imagine a walk round your home
• Start at front door (describe it, what colour, what sounds, smells…)
• Take out key and open door (feel the key, feel movement, any sound..)
• Walk into first room (temperature, what can they see, hear, smell)
• Bend down and take off shoes, wriggle toes (describe, feel movement, feel 

floor)
• Walk into the kitchen; open the fridge (describe it, sound, temperature..)
• See a lovely lemon on the shelf and pick it up (describe sight/smell/texture)
• Cut the lemon (sensation of cutting, jet of juice, smell)
• Bite down on the lemon (notice taste, salivation etc)
• DEBRIEF



Use imagery to update hotspots

oThink about the key emotions and the 
meanings behind them

oWhat is the key updating message and how 
could it be represented as an image?
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FEAR

SAFETY

POWERLESSMASTERYDISGUST

DECONTAMINATION

SHAME COMPASSION



START

Select hotspot 
to work on

Th: “What do you 
need to happen at that 

moment to feel less 
[emotion]?” 

Cl: “I need/want x”

Th: “What needs to 
happen to achieve x?”

Cl: “I or someone else 
needs to do y” (Th can 

help/make 
suggestions) 

Bring hotspot 
to mind vividly

Manage 
dissociation if 

needed

Th: “Now bring in the 
new ending. What is 

happening?”

Prompt for detail e.g. 
“who is there, how 
do they react” etc 

Th: “How do you feel? Is there 
anything else you need to 

happen at that moment to feel 
less [emotion]?” 

If yes

If no

Th: “So you are feeling safe? Are 
you sure you don’t want to do 
anything else? Then, just focus 
on that feeling, how your body 

feels. ”

END



P: I need/want 
X

Th: What do you 
need now to feel 

less ____?

Therapist asks the patient questions about what 
they need to happen now to feel less [emotion(s) in 
hotspot]. This will usually represent your key update.



P: I (or someone 
else) can do Y…

Th: What 
needs to 

happen to 
achieve X?

The therapist helps the patient to 
consider how this might happen



Help the patient to bring a  hotspot to mind. 
Build a vivid picture of the events.



Help the patient to manage dissociation. “Try to 
stop it there, don’t let it run on. ” Get it clear 
but not overwhelming.



Th: Ok, let’s 
imagine that. Tell 
me what is 
happening? 

Patient then describes brings in the new 
imagery in detail. The therapist gets the patient 
to flesh out the narrative by asking questions. 

Th: Ok, let’s imagine 
the new ending. Tell 
me what is 
happening? 

Who is there? How 
do they react?



The therapist then asks the patient how they 
are feeling. If the patient feels ok then they 
can finish.

P: No, I feel ok

Th: How do you feel? How 
does your body feel? Is there 
anything else you need to 
happen to feel ok?’

So, you feel ok/safe? Are 
you sure there is nothing 
else you need? Just 
concentrate on that 
feeling, how your body 
feels



BUT It might be that the patient feels that 
something else still needs to happen…

P: Yes, I 
want/need 
z

How do you feel? 
How does your 
body feel? Is there 
anything else you 
need to happen to 
feel ok?’



Th: What needs to 
happen to achieve X?

If this is the case, the therapist takes the patient 
back and they work through the cycle again until 
the patient feels like nothing more needs to 
happen.

P: I (or someone else) 
can do Y…



How to explain this to clients 1
1. We can’t change what happened - it was so awful – although we 

would like to- but we can change how you feel when you remember it
2. We can change how you feel by talking and reasoning, but we know 

from research that sometimes it is much more effective to use imagery 
to change these meanings, particularly with traumatic events like 
yours, that were so awful

3. Brain research shows that the brain responds in almost the same way 
to imagined events as to real events, even when the person knows 
that the event is imagined. This means that we can have a much 
stronger impact on the brain when we imagine things than when we 
just talk about them.

4. So, if we want to change the meaning in your hotspots, using mental 
imagery might be the best 



How to explain this to clients 2
1.Only if they are sceptical:

If you are willing, I want to show you what I mean – then do lemon or 
music demonstration? Or even do a safe place exercise. Idea is for 
body to respond to what is imagined



Music exercise

oAgree on a tune well known to the client (e.g. 
national anthem, favourite song)

oPlay on YouTube/whatever
oThen instruct to play inside their head in their 

imagination
oNotice sounds the same; brain responding to 

imagined tune and giving them the experience 
of hearing in their mind..same areas of brain 
lighting up in both versions
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How to explain this to clients 3
1. DEBRIEF:

1. body responded to lemon when there was no lemon (and you knew you were 
imagining)

2. brain ‘lit up’ to imagined tune in exactly same way as heard tune – so you 
experienced hearing it inside your head

2. So you can see from your own experience, how your brain and body can respond 
to something which you have pictured in your head, but isn’t really here. You 
know that from when you have nightmares and flashbacks too. We can use your 
brain’s ability to do that to help change the meaning in your hotspots.

3. (Can talk more here about science of imagery for some patients if interested)

4. I will ask you to bring to mind the worst moment/hotspot. Then we can change it 
in whatever way you choose 



How to explain this to clients 4
1. I will ask you to bring the worst part/the hotspot back to your mind and I will ask you to 

imagine that you can change what happens to something that helps you feel better. We can 
do this in several ways:

• You can think about what you needed in that moment? By this I mean physical needs 
(like food, heat, water) but also your emotional needs (safety, freedom to express your 
feelings, connection to others, reassurance, justice, comfort, survival etc)... So, for 
example, if you are afraid, you might need comfort; if you think you are going to die, 
you might need to find a way to survive.

• Or we can think about what we know now that you didn’t know then? For example, 
that you got out of there safely, that what happened wasn’t your fault. How can we 
bring that information in as an image?



How to explain this to clients 5
1. Then we will imagine that and see how that makes you feel and what else you 

need, and we will keep going until it feels better for you/until you don’t need 
anything else

2. Using imagery also gives you the possibility to express your feelings, needs and 
actions that you had to suppress at the time. For instance, if somebody is 
attacked, he or she might feel the inclination to fight back. But, if it is very 
dangerous to fight back, people (often automatically) suppress this inclination. 
Although this can be a very sensible thing to do when you are powerless (the 
consequences of fighting back might have been disastrous), in the longer term, 
people can feel very bad about how they reacted at the time.

3. Similarly, if at the time you needed to escape or to make something stop, but you 
couldn’t, using imagery we can try in imagination what you were prevented from 
doing back then, and see if it helps you to feel better as you remember it with me.



How to explain this to clients 6
1. Because this is in our imagination, you can be totally in control of what happens 

and what you do doesn’t have to be real or possible. Some people use magical 
powers, some people use guns or special weapons they didn’t have at the time, 
some people get God to help, some people imagine themselves/others 
intervening in the trauma...when we get to that part, something will occur to you 
and we can try it out and see if it makes you feel better. If it doesn’t, we can 
rewind the image and try something else....we will get there in the end



NB

oYou should use a few ideas as possible that 
come from you… and as many as possible that 
come from them

oYour idea of safety might be their idea of Hell and 
vice versa



For adult survivors of  childhood 
trauma 

Chapter by Arntz 171



Updating a hotspot to 
childhood trauma

o Patient describes the hotspot from their child perspective

o Therapist says “Now stop it there, don’t let it run on, I want you to imagine that 
your adult self/yourself as you are now/(other trusted adult) has entered the 
scene. Can you imagine that? Are you there? Tell me what you see”

o Therapist then says “What do you need to happen now/wish could have 
happened now, to help you feel better? “

o Go round the cycle until the patient in their adult self doesn’t need anything 
else

o If it helps, you can prepare this/think about first

o If patient frozen in memory – try metacognitive switch technique – show them 
that you are not scared
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Metacognitive Switch Techniques

Anything that makes the point that this is a 
memory and not happening now
E.g. 
§ Turning the picture black and white
§ Making the scene seem far away
§ Swiping the memory like a phone screen
§ Smashing the image like glass
§ Making small
§ Draw a curtain across it



Film of Imagery update to childhood 
abuse

https://vimeo.com/454086724/cba6a7e19d

5:20 – 14:30

https://vimeo.com/454086724/cba6a7e19d


New book

o2021
oISBN-13 : 978-

1914010576
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Break



Fear

• Meaning:  I’m in 
danger, he’s going to 
really hurt me

• Update:  He’s in prison 
now, I’m safe, this is a 
feeling from the past

• Rescript: Putting him 
in a comedy jail house



ةمیدقلا ةركاذلا وھ اذھو ، ةنمآ انأو قارعلا يف سیلو ارتلجنإ يف انأ

I am in England not in Iraq. I am 
safe, this is an old memory.



Helplessness
• Meaning: I’m 

powerless and frozen, 
this means I’m weak

• Update: I was 8 years 
old, I’m an adult now.  
I’m not helpless any 
more

• Rescript: I become 
Gogo Yubari from Kill 
Bill and take bloody 
revenge



Anger
• Meaning:  They hurt me 

and they will get away 
with it, there’s no justice

• Update:  I can find justice 
using my mind and make 
them pay, to control and 
let go of this feeling

• Rescript: I become a 
Djinn and avenge myself 
to get justice for me and 
all the others



Amir
oRelived the trauma memory
oIdentified hotspots
oGuilt hotspot – tried verbal updates, agreed with 

in head but still feel guilty
oDiscussed how to use cognitive work on guilt 

within an image – to move what know ‘from head 
to heart’  

oRelived the beginning of the hotspot and 
introduced the image at agreed point and 
checked it reduced guilt 
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IAPT 

Amir

Image Rs image

My wife falls to the floor after being 
shot
She is bleeding
There is no one there to help her

My wife and my therapist lift the 
heavy rock of guilt from my chest and 
throw it off a mountain
I say sorry to my wife and my wife tells 
me it is not my fault 
My wife touches me on my face gently 
and forgives me

Dr Zoe Chessell, BABCP 2019



Amir’s thoughts

Before the imagery work I 
felt responsible and guilty 
for my wife’s death and I 
felt that if I was not her 

husband she would still be 
alive

After the imagery work I do not have 
flashbacks and nightmares to my 

wife’s death. When she does come in 
dreams it is the image of you (Zoe) 

and my wife telling me I am not guilty

I would encourage anyone to 
do the imagery treatment. It 

was really excellent. I am like a 
locked box opened…

I am convinced I am not 
responsible and guilty now. 

However if I ever do feel 
this I think of your words 
and the image and it goes 

instantly



Contamination

oMany clients report pervasive feelings of 
contamination years later

oMainly sexual fluids but also smells of burning, 
dirty prison cells/rooms, sweat, urine, smoke, 
gunpowder, dead bodies

oOften think others can see or smell it too
o "I have the idea that body fluids from the perpetrator are in my blood, flowing  through my 

body“
o “I smell their sweat and body fluids and others smell it if I sit next to them”

oImagery particularly useful here…..you can’t 
update a smell or taste with words



Cognitive Re-scripting and Imagery Modification (CRIM) for reducing 
the FBC

The RCT (Jung & Steil, 2013) 

o Two session standalone intervention for FBC in adult 
survivors of CSA with chronic PTSD

o In addition to eliminating FBC, remission from PTSD in 35.7% of the 
patients in the treatment group compared to 7.1% in the wait list 
condition 



How to use CRIM to update a 
hotspot

1. Explore the contamination – smell, taste, sensation, what
does it look like?

2. Draw on outline….

Thanks to Regina Steil



Outline

Thanks to Regina Steil



How to use CRIM to update a 
hotspot

1. Explore the contamination – smell, taste, sensation, what
does it look like?

2. Draw on outline
3. Give dry feet explanation about cell renewal
4. Find out scientific information regarding the frequency of 

renewal of the human skin/internal body cells they feel are
contaminated

Thanks to Regina Steil
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Good resources on cell 
renewal

• Skin renewal:
https://www.youtube.com/watch?v=kT88G56YWKE - this is from an advert for 
skin care products but it has a good animation of dead skin cells falling off
https://www.youtube.com/watch?v=47CuzkUDkm8 - this is an animation 
following one skin cell from the lower levels of the skin until it falls off. It has a 
day counter so you can visually see the 28 day cycle

• Full body cell renewal: https://www.youtube.com/watch?v=Nwfg157hejM - this is 
from a talk show discussing 'how old your body really is' but it highlights different 
parts of the body (stomach, skin, red blood cells) and their different cell 
lifespans. I'm not sure how useful the whole video is but clips might be good.



How to use CRIM to update a 
hotspot

1. Explore the contamination – smell, taste, sensation, what does it look like?
2. Draw on outline
3. Give dry feet explanation about cell renewal
4. Find out scientific information regarding the frequency of renewal of the 

human skin/internal body cells they feel are contaminated
5. Calculate how often the patient‘s cells have been renewed since the last 

contact with the contaminant
6. Construct mental image of new information about cell renewal (repeat 

information and notice what images spring to mind, pick one and work it up)

7. (Listen to recording at least once daily for a week/practise without 
recording)

8. Insert, to update the hotspot, check working…if not, what else do 
they need to feel cleaner/less contaminated?

Thanks to Regina Steil



Examples of “clean“ images

• A magical laser cleans the skin

• Get out of old skin like out of a wetsuit, burn it

• Clean with the help of a high-pressure cleaner

• Dirty feeling taken out and buried in ground, never to come up again

• Magical cleansing shower, feeling of being clean, clean teeth and minty breath

• Bathing in a holy pool of water, with roses and lilies floating in it, watching the dirt float away, coming out and being wrapped 
In clean, white towel

• On a beach, walk slowly to the sea and lay in shallow water, the waves crash over them and clean them

• Picturing skin renewing hundreds of times, like a snake shedding its skin

• Winding like a snake in the desert in the sand, while external skin cells are replaced

Thanks to Regina Steil



Case example: Asifa

o Multiple rapes in marraige
o Feeling of semen on thighs, smell of 

urine
o Won’t sit near therapist because she 

fears therapist can smell rapist’s bodily 
fluids on her



Imagery for contamination

o Used Jung and Steil protocol
o Researched how often cells in 

body turn over both inside and 
out

o Asifa creates very vivid image 
of her descending into a 
beautiful orange-scented pool. 
Hears birds, feels fresh air

o Then ‘clean’ image used to 
update hotspot



What do clients say?

. Before I used to put my 
head down on the 
street. Now I will raise 
my head today and the 
first time I feel that I am 
strong and I am a new 
person

I feel active, I feel comfortable. I 
went to psychotherapy for a year but 
this is the first time I have seen 
change. Even my mother noticed the 
change in me. Before when we had 
guests my mother told me to bring 
out tea and water but I felt shy and 
ashamed. Now I don't feel that. I can 
communicate with others and go to 
the shop.



Disgust/
Contamination
• Meaning: He is all over 

me and, like him, I am 
disgusting for this 
happening

• Update: Not an atom of 
him is left on me now. 
He is the disgusting 
one, not me.

• Rescript: I wash in the 
magic waterfall and then 
remind myself who the 
disgusting one is









Flow chart for 
memory work in 
complicated  & 
Complex PTSD

Is PTSD the main problem? Consider 
psychological, physical and social 

comorbidity

Psycho-education, shared 
formulation and 

reclaiming/ rebuilding life

Overview of life & 
trauma history

to identify what to work 
on

• Update hotspots
• Generalise meanings
• Trigger discrimination

Discuss/work with:
• Informed choice re likely long term benefits of treatment 

vs short term disruption
• Trust
• Involving important other people
• Risk (including risky coping)
• Cognitive themes of shame, loss, mental defeat, anger –

light touch interventions

Explanation of dissociation and 
grounding practice

Options:
• Lifeline 
• List of main events
• Use intrusions diary to link re-

experiencing symptoms to key 
events

• Written narrative

• Additional emotion regulation skills if needed
• Address self-criticism

Watch out for:
• Shame/self-

criticism
• Head-heart lag
• Feed in from 

earlier experiences Move onto other 
aspects of PTSD 

protocol

Options for ordering updating:
• Frequency of intrusions*
• Highest distress*
• Meaning originated
For some clients:
• Chronological
• Representational
• ‘Quick win’ 

Thanks to Niamh Vaughan-Williams for excellent slide



Feed in from earlier experiences

Have you ever felt 
like this before?



AKA ‘schema congruence/incongruence’ - Lee, D. A., Scragg, P., & Turner, S. (2001). The role of shame and guilt in traumatic 
events: A clinical model of shame-based and guilt-based PTSD.British Journal of Medical Psychology, 74(4), 451-466.

Confirmation vs shattering of assumptions

I am good
The world is safe

People are 
decent

I am not good 
The world is 

unsafe 
People are bad

I am good 
enough 

The world is 
usually safe 
People are 
mostly good

PRE-EXISTING BELIEFS
TRAUMA-RELATED 

BELIEFS GOAL OF THERAPY

I am not good
The world is 

unsafe
People hurt 

me

I am not good
The world is 

unsafe
People will 
continue to 

hurt me

It happened 
again…

Because I am 
not good

The world is 
unsafe

People are 
bad

I am good 
enough 

The world is 
usually safe 
People are 
mostly good



Strongly-held/early beliefs
• Chip away, using:

• The prejudice model 

• Continuum techniques 

• Positive data log

• Carrying out surveys

• Updates need to be convincing for state at the time e.g. 

developmental stage



Shame and self-criticism

• Can block engagement e.g. “I don’t deserve to feel 

better”

• Speaking to self with kindness

• May be driven by trauma memory Update 

hotspots

• May fit with pre-existing beliefs Identify 

evidence/earlier memories and address





• The profound psychological distress which can arise 
following participating in, or witnessing, events which 
transgress an individual’s morals, or following a betrayal 
by leaders. 

• Murray & Ehlers (2021). Cognitive Therapy for Moral 
Injury in Post-Traumatic Stress Disorder. the CBT Therapist

Moral injury



Perpetrating acts 
that break moral or 

ethical codes 
Moral injury
Shame, self-

handicapping, anger 
and demoralisation

Moral Injury

Betrayal of ‘what’s 
right’ by leaders

PTSD

Failing to prevent or 
witnessing immoral 

or unethical acts 



Potentially morally injurious events

Civilians

Military Other occupations

vKilling/injuring others
vFailing to prevent unethical acts
vNot helping injured civilians
vBetrayal of trust by leaders

vHealth professionals/prison officers/ 
social workers who make mistakes

vJournalists who witness & can’t help
vAid workers distributing limited 

resources

vKilling/injuring someone in an accident
vFailing to help others during disaster or terrorist attack
vCommitting a crime that is later regretted
vNot reporting a rapist who went on to attack others
vBetraying others under pressure or torture
vLiving in areas of war and conflict



Identify and address distorted appraisals 
e.g. responsibility pie charts, surveys, 
psychoeducation, contextualisation, thinking 
errors, imagery exercises

Accept responsibility for genuine fault
Consider making/seeking amends via 
apologies, restitution, including in imagery

Move forward
Costs and benefits of continued self-
punishment/ rumination, reclaiming your 
values, reconnecting



I missed the warning signs
I let the patient and his family down

I’m incompetent
My boss made me a scapegoat

A case example



Overview of key interventions

Therapeutic relationship

Psychoeducation and normalisation

Individualised conceptualisation

Reclaiming/rebuilding your life

Addressing meanings and memories

Reduce maintaining cognitive/behavioural strategies



Normalising and psychoeducation

Where possible, immediately normalise reactions

For example:

• Psychoeducation about dissociation/disgust;

• Surveys about reactions e.g. to address ‘I should have coped 

better’ if froze/vomited;

• Normalise changes in reactions and appraisals;

• Contextualising of situation faced e.g. things which are 

appropriate during a war/emergency aren’t always how 

we/others usually behave. 



First person accounts



Updating trauma memories

Elaborate the 
trauma memory

Identify hotspots 
and their 
meanings

Identify updating 
information

Bring updates 
back into the 

trauma memory



ØGenerate realistic responsibility appraisals
e.g. guided discovery, pie charts

ØContextualising
to correct hindsight bias – e.g. ‘zooming out’ reliving

ØPsychoeducation on behaviour
e.g. Milgram/Zimbardo - people are capable 

of harming others under certain conditions, 
mental defeat, learned helplessness, 
dissociation.

ØSeeking opinions from others
e.g. via surveys, imagery conversations

Addressing distorted appraisals



Imagery conversations – key steps

1. Identify a person they trust and whose opinion they 
respect

2. Have the patient describe what happened

3. Seek a response from the trusted person 

4. Seek their feedback about dilemmas the client may be 
facing, eg. how to forgive themselves, how to move 
forward, how to get past a betrayal etc.



ØAddress generalisation of meaning
e.g. ‘because I did this, it means I am rotten to the core’; 
‘because this person betrayed me, it means I can trust no-one’

ØBlack and white thinking
e.g. continuum techniques to challenge beliefs that people are 
100% good or 100% bad

ØAddress superhuman standards
e.g. ‘I should have been able to save them’, ‘I should have 

been able to predict what would happen’

ØEmotional reasoning
e.g. ‘I feel guilty therefore I must have done something wrong’, 

‘’

Addressing thinking errors





Where genuine blame and harm done, focus on acceptance and 
moving forward.

• Costs/benefits of ongoing self-punishment

• Meaningful change as a more productive alternative e.g. 
apologising and making amends:

• In reality – apologising (if possible/appropriate), acts of reparation;

• Symbolically – leaving flowers at grave/site, unsent letter, doing 
something to benefit others, committing to living in accordance with 
values;

• In imagery – apologising in imagery, ‘repairing’ in imagery, images to 
represent alternative meanings.

Acceptance and moving forward -
perpetration



• Costs/benefits of ongoing angry rumination 

• Meaningful change as a more productive alternative e.g. 

expressing anger and seeking retribution:

• Practically e.g. letter of complaint, seeking compensation, 

reporting perpetrator to authorities;

• Symbolically e.g. unsent letter, making things better for other 

victims;

• In imagery e.g. confronting perpetrator, revenge rescripting.

Acceptance and moving forward -
betrayal



• Carl is a military veteran you are treating for PTSD.
• He was working in Afghanistan and misheard a 

command over the radio which led to a fellow soldier 
dying. He feels extremely guilty.

• After working on the belief with him, Carl accepts that 
it was an accident and he shouldn’t blame himself, but 
he still feels very guilty when he accesses the memory.

Exercise

How could you help him 
‘amp’ his update?

Vevox.app

Meeting ID:
182-751-840



break



Prolonged/ 
humiliating 

traumas

Degradation
Low self-worth

Mental defeat, degradation and low self-
worth



Prolonged/ 
humiliating 

traumas

Degradation
Low self-worth

“I’m no longer 
human” 

“I want to die” -
Mental defeat

“You deserve 
this!”



Prolonged/ 
humiliating 

traumas

Degradation
Low self-worth

“I’m no longer 
human” 

“I want to die” -
Mental defeat

“You deserve 
this!”

I deserved it 
(like he said) 

I’m pathetic 
for not 

fighting back

I’m 
unacceptable

/ worthless



Prolonged/ 
humiliating 

traumas

Degradation
Low self-worth

“I’m no longer 
human” 

“I want to die” -
Mental defeat

“You deserve 
this!”

I deserved it 
(like he said) 

I’m pathetic 
for not 

fighting back

I’m 
unacceptable

/ worthless

…and other 
people 

would agree

Isolation
Withdrawal



Prolonged/ 
humiliating 

traumas

Degradation
Low self-worth

“I’m no longer 
human” 

“I want to die” -
Mental defeat

“You deserve 
this!”

I deserved it 
(like he said) 

I’m pathetic 
for not 

fighting back

I’m 
unacceptable

/ worthless

…and other 
people 

would agree

Isolation
Withdrawal

Earlier trauma
Pre-existing low self-worth



Overview of key interventions

Therapeutic relationship

Rebuilding your identity

Identifying appraisals

Normalising and cognitive preparation

Updating trauma memories

Work on generalised/earlier beliefs

Reduce maintaining cognitive/behavioural strategies



Normalising and cognitive preparation

Where possible, immediately address appraisals

For example:

ØNormalising peritraumatic responses 

ØNormalising feelings and responses now as part of intrusive 

memories

ØRaising awareness for own physical/ mental state at the time 

ØLocating blame with the perpetrator



Updating trauma memories

Elaborate the 
trauma memory

Identify hotspots 
and their 
meanings

Identify updating 
information

Bring updates 
back into the 

trauma memory



ØNormalising information 
e.g. psychoeducation around dissociation, learned helplessness, 
sexual arousal, mental defeat

ØContextualising
e.g. decision making to correct hindsight bias, physical state, age

ØIntentionality of perpetrator 
e.g. purpose of torture, coercive control

ØDifferentiating situational from general meanings 
e.g. I was helpless in that moment, I am not helpless now; I felt 
like nothing then but I know now I am a worthwhile person

ØChallenging responsibility appraisals
e.g. responsibility pie charts (see video on guilt)

ØAnd beliefs about what others would think 
e.g. via surveys (see video on shame)

Possible updating information



I know now that I was physically 
over-powered and I couldn’t fight 
back. It might have made things 

even worse if I did try to fight 
back. I wasn’t letting it happen, I 

didn’t want it to happen, but there 
was nothing I could do to stop it. 
I’m not pathetic – the person who 
did this to me is the pathetic one –

when I did the survey 100% of 
people said this.

I’ve stopped 
fighting, I’m letting 

it happen, I’m 
pathetic



I know now that I was a child and I 
wanted attention, I didn’t know it 
was abuse. If I look at a photo of 
myself at that age, I can see how 
young and innocent I was. I didn’t 

know what sex was, I couldn’t 
have been asking for it. I would 

never think this about a child who I 
know.

I was asking for it 
(like he said) 
because I put 
myself in that 

situation





Flow chart for 
memory work in 
complicated  & 
Complex PTSD

Is PTSD the main problem? Consider 
psychological, physical and social 

comorbidity

Psycho-education, shared 
formulation and 

reclaiming/ rebuilding life

Overview of life & 
trauma history

to identify what to work 
on

• Update hotspots
• Generalise meanings
• Trigger discrimination

Discuss/work with:
• Informed choice re likely long term benefits of treatment 

vs short term disruption
• Trust
• Involving important other people
• Risk (including risky coping)
• Cognitive themes of shame, loss, mental defeat, anger –

light touch interventions

Explanation of dissociation and 
grounding practice

Options:
• Lifeline 
• List of main events
• Use intrusions diary to link re-

experiencing symptoms to key 
events

• Written narrative

• Additional emotion regulation skills if needed
• Address self-criticism

Watch out for:
• Shame/self-

criticism
• Head-heart lag
• Feed in from 

earlier experiences Move onto other 
aspects of PTSD 

protocol

Options for ordering updating:
• Frequency of intrusions*
• Highest distress*
• Meanings originated
For some clients:
• Chronological
• Representational
• ‘Quick win’ 

Thanks to Niamh Vaughan-Williams for excellent slide



Some final thoughts



Tactics and 
techniques
Tight

Tactics and 
techniques
Loose

Principles
Tight

Competent
adherence

Metacompetent
adherence

Principles
Loose

Rigid 
practice

Unfocused 
practice

1. Flexibility 
within 
fidelity

Nick Grey  & Adrian Whittington (2013): Mastering metacompetence; 
the science and art of CBT 



2. Take care of 
yourself



Tips for therapists

1. Remind yourself of the evidence for trauma 
focused therapy and the underlying memory 
theory

2. Remind yourself of how happily trauma 
therapists endorse this research

3. Remind yourself that all rapes/abuse involve 
a great deal of dissociation so there is likely 
to be little detail of the worst bits



Tips for therapists

4. Remind yourself that rape/abuse is a crime. It 
works because the abuser’s/rapist’s intention 
is that the person will never be able to discuss 
it, so s/he will suffer for the rest of their life.

5. As you and your client discuss it, you defy the 
abuser/rapist and help the patient defy him/her

6. Roll all of this into a feminist/human rights 
armour and put it on you to protect you as you 
talk it through



Tips for therapists



The Last Girl: My Story of Captivity, and My Fight Against 
the Islamic State

“Every time I tell my 
story, I feel that I am 
taking some power 

away from the 
terrorists.” 

Nadia Murad

https://www.goodreads.com/work/quotes/55422042


The best favour you can do someone who has 
been raped/tortured/abused and has PTSD is…

Do trauma-focused therapy so they 
can stop re-living it every day



Right to refuse or take a break from trauma 
work/particular traumas

Self check-in and have it on the agenda for 
supervision, know your own warning signs and 
‘emotional buttons’

Lived experience is a strength but can also confer 
vulnerability e.g. through over-identification – know 
when to apply ‘empathy brakes’ and your own 
coping resources or step away temporarily

Maintain boundaries especially with home working

Hold onto the positives and use your therapy skills

Vevox.app

Meeting ID:
182-751-840

Self-care



From recent patient..

“If you treat me as fragile, I will stay fragile for ever 
and not be able to adjust to my new life in the UK, or 
be a good father, or be a good friend...please don’t 

treat me as fragile.”
“ I think that therapists should be more realistic and 
don’t let emotions cloud their judgement about what 

is good for their patients.”



Emotion in sessions
o It is inevitable that you will feel like crying in some sessions
o It is inevitable that you will feel overwhelmed in some 

sessions
o SO. YOU. SHOULD
o It is terrible what has happened to these people
o They are not expecting you to be stony faced – they will think 

it strange…their abusers/torturers/rapists were stony faced
o It is OK to show that you are moved by what they say, to tear 

up even
o Say what you feel, be authentic, “That is so sad, I am so 

sorry that that happened to you”



Emotion in sessions
oOccasionally, patients tell you they are worried that you 

won’t be able to cope with what they tell you
o If then you cry a little in session,  make sure you say 

something like:
o “It is so sad to hear this and you can see that it is 

affecting me but I am so glad that you have been able to 
share it with me, trust me with this story. I know that 
your sharing it with me is the start of me helping you to 
stop reliving this event as flashbacks/nightmares”

oLook out for each other in the team too – letting out your 
feelings prevents burnout



3. Go for it!



Exercise

In groups, share 
experiences of what helps 

to manage working 
successfully with complex 

PTSD presentations in 
IAPT setting

Vevox.app

Meeting ID:
182-751-840


