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Approaches to the treatment of posttraumatic sequelae are reviewed in terms of
criteria for evaluating inferential validity with case studies, and where applicable,
effect sizes are provided where there are data from group comparisons. The
approaches covered in this paper include the Trauma Recovery Institute (TRI)
Method, Traumatic Incident Reduction (TIR), Visual/Kinesthetic Disassociation
(V/KD), and Thought Field Therapy (TFT). Internal validity of case studies on the
TRI Method and V/KD appear controlled for, whereas reports on TFT do not meet
internal validity criteria. Effect sizes are reported on one study that compared TIR
to waitlist control and Direct Therapeutic Exposure (DTE), suggesting that TIR is
superior to waitlist control, and shows more modest gains over DTE. The available
evidence suggests TIR, the TRI Method, and V/KD are effective treatments for
posttraumatic sequelae.
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A Review of Alternative Approaches to the Treatment Of Posttraumatic
Sequelae

Although there is evidence for the efficacy of various treatment approaches for
simple posttraumatic stress disorder (PTSD) (Foa, Keane and Friedman Foa,
E.B., Keane, T., 2000), there is some proportion of individuals in the field with
PTSD who may deteriorate following these interventions (e.g., see Kilpatrick &
Best Kilpatrick,, 1984; Litz, Blake, Gerardi, & Keane Litz,, 1990; Pitman, et al,
Pitman, R.K., Altman, B., Greenwald, E., 1991; Pitman, et al, Pitman, R.K., Orr,
S.P., 1996; Scott & Stradling Scott,, 1997; Scurfield, Wong, & Zeerocah
Scurfield,, 1992; Solomon, Bleich, Shoham, Nardi, & Kotler Solomon,, 1992;
Watson, Tuorila, Detra, Gearhart, & Wiclkiewicz Watson, 1995).

In this paper we review four approaches that are viewed by their originators as
alternatives to mainstream treatments for PTSD. Rapid reductions in
symptomatology have been reported following the implementation of these
alternative approaches; however, the available data on their relative degree of
effectiveness consist largely of case studies, with a concomitant absence of
controlled studies on efficacy.

The four treatments we have included are, in alphabetical order, Thought Field
Therapy (TFT) (Callahan & Callahan,1996), the Trauma Recovery Institute (TRI)
Method (formerly called Time-Limited Trauma Therapy (Tinnin, 1994a),
Traumatic Incident Reduction (TIR) (Gerbode, 1995), and Visual/Kinesthetic
Disassociation (V/KD) (Bandler & Grinder, 1979). Eye Movement
Desensitization and Reprocessing (EMDR) is not included in the paper due to
length considerations and because there are reviews of controlled studies on
EMDR reported elsewhere (e.g., see Chemtob, Tolin, Pitman, & van der Kolk
2000; Maxfield, 1999).

The purpose of this paper is to provide readers with a) information on the
existence of these nontraditional approaches; b) a review of the degree and type of
data available on the effectiveness of these approaches, where applicable; ¢) an
evaluation of case study data based on criteria for drawing valid inferences from
case studies as set forth by Kazdin (1998); d) hypotheses regarding possible
mechanisms of action; and ¢) recommendations for possible further study.
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Overview of Alternative Treatments

Thought Field Therapy

Thought Field Therapy (TFT) (Callahan, (1996) attempts to integrate the eastern
philosophy of acupuncture with more contemporary theories of cognitive
processing. The treatment is gaining a modicum of support among clinicians and
severe criticism from researchers. This review will assist clinicians in examining
the assertions of its creator, Roger Callahan, a bit further.

TFT targets two areas: 1) the client's negative beliefs/emotions and 2) the physical
imbalances in the body's "bioenergy control system” (p. 131), which Callahan
(1996) calls "perturbations" (p.130). A perturbation is similar to the increased
arousal or agitation symptoms frequently reported with Post Traumatic Stress
Disorder (PTSD). These disturbances are encoded in the body's energic system,
and ultimately stimulate the negative beliefs/emotions of the "thought field" (p.
130). A "thought field" refers to the various cognitive and memory processes
involved in the maintenance of emotional distress.

Based on the meridian system of acupressure, Callahan developed several
algorithms that target these perturbations. The algorithms are comprised of
pressure points that are tapped on the body during the treatment. Removal of the
perturbations eliminates corresponding pathology. According to Callahan (1996),
TET targets PTSD, panic, phobia, all anxiety disorders, sexual problems,
depression, addictive behaviors, and heart rate problems.

Data Summary. To date no treatment outcome research has been
conducted. Callahan's treatment assertions are not based on controlled and
randomized studies and his writings have not appeared in peer-review
publications, other than TRAUMATOLOGYe . The absence of waitlist or placebo
controls limits a comprehensive examination and validation of the treatment.
Reports of TFTs efficacy tend to be based on anecdotal evidence gained by
clinician reports. Information on the treatment is obtained primarily through the
web or special publications distributed by Callahan.

Hooke (1998) conducted a review of several unpublished studies frequently cited
by Callahan, R. (1987). Successful (1987; Carbonell & Figley, 1995; Leonoff,,
1995; Wade, 1990; Wylie, 1996). He found the results uninterpretable due to
several methodological limitations such as "no control groups, nonrepresentative
sampling, and demand characteristics of a public radio broadcast (p. 4)." However,
findings from a study by Carbonell and Figley (1995) were supportive even though
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the generalizability of the results is limited due to the absence of a control group.
This study found that the rate of change in distress levels was faster than those
recorded for other exposure-based treatments. In addition, an unpublished
controlled study by Carbonell (1996) does deserve some merit. The design of the
study had the experimental group receive a legitimate TFT algorithm and the
control group was given a sham algorithm consisting of arbitrary points. Both
groups showed reductions in distress levels, however the experimental group
reported significantly greater reductions in distress. Unfortunately, effect sizes
were not reported and therefore these results must be viewed cautiously.

Trauma Recovery Institute (TRI) Method

The Trauma Recovery Institute Method (TRI, formerly known as Time-Limited
Trauma Therapy) (Tinnin, L. 1994a, 1994b) is a neo-Janetian protocol developed
by Louis Tinnin, M.D. in 1991. The procedure uses a combination of hypnosis,
voluntary dissociation, narration, art therapy, focal psychotherapy, video-therapy,
and integrative techniques, with the goal of processing traumatic memories with
minimal abreaction or painful re-experiencing.

The three phases of treatment of the TRI Method model are: (1) stabilization
(including management of the fear of confronting traumatic memories) (2) “trauma
work” or memory processing, and (3) integration of trauma-related affect,
cognitions, and patterns of behavior. The first phase of the TRI Method focuses on
providing the patient with the minimum safety and stability necessary to transition
to the next phase of resolving intrusive symptoms, which is facilitated through
memory processing.

The resolution of intrusive symptoms is the primary goal of the TRI Method. The
theory, based on the work of Pierre Janet, holds that by completing a narrative of
the traumatic memory, including all previously dissociated memory fragments, the
intrusive symptoms abate and the memory becomes relegated to the past, where it
no longer encroaches on present functioning. To achieve this resolution, the TRI
Method utilizes a protocol that creates a detached “observer mode” to complete
the narration of the micro-events of the traumatic experience. These micro-events
are processed into a chronological narrative using both verbal (anamnesis) and
nonverbal (graphic narrative) techniques (Tinnin, 1994a).

The final phase of treatment, Video dialogue, addresses “victim mythology”
(Tinnin, 1995) and other posttraumatic symptomology through diverse
applications of videotherapy and traditional treatment methods. Video-dialogue
involves the use of video technology to allow the patients to access and integrate
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emotional and cognitive states that were dissociated as a result of the traumatic
experience(s) (Holmes & Tinnin , 1995).

Clinical observations suggest that for clients with simple PTSD, effective
treatment can usually be completed in 8 - 20 sessions. For clients with complex
PTSD, dissociative disorders and/or co-morbid disorders treatment will take
longer. Although clients are free to terminate therapy at any time, the treatment
contract is fulfilled when clients report that their PTSD and dissociative symptoms
have diminished to a satisfactory level.

Table 1. Raw score changes from baseline to posttreatment for single-event
trauma victim on various measures

MEASURE BASELINE POST-TREATMENT
CAPS 74 24

IES 49 15

SCL-45 103 51

TAS 73 45

DES 9 5

TRS 43.7 97

DTRS 13 1

Data Summary. To date, there has been one peer-reviewed published
study using the TRI Method (Gentry, 1998), 1998). This is a case study of a
woman who was the victim of a violent crime, developed PTSD and was treated
with the TRI Method in eight sessions. The client was administered the Clinician-
Administered PTSD Scale (CAPS) (Blake et al, 1990), the Impact of Event Scale
(IES) (Horowitz, Wilner, & Alvarez, 1979), the Symptom Checklist-45 (Alvir,
Schooler, Borenstein, Woerner, 1988), the Trauma Recovery Scale (TRS) (Gentry,
1999). Trauma, 1999) and the Toronto Alexithymia Scale (TAS) (Taylor, et al,
1988) at baseline and at the end of the 8 sessions. Her scores on all measures
showed substantial improvement, as shown in table 1.

A recent preliminary analysis was conducted by the first author on some
unpublished data collected by Tinnin on 22 treatment-seeking civilians diagnosed
with PTSD as per diagnostic interview. Of 22 patients who were treated with the
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TRI Method and who completed the Impact of Event Scale-Revised (Weiss &
Marmar, 1995) at baseline and post-treatment, twelve experienced single-event or
multiple single-event traumas only (Type I traumas); six experienced prolonged
(type 11) trauma only; and four experienced mixed traumas (both Type I and Type
IT). TES-R scores decreased after treatment for all cases except one, whose score
rose by one point following treatment. The mean decrease in raw IES-R scores for
the remaining 21 patients was 20.8 points.

Paired samples t-tests show significant reductions on mean IES-R scores from
baseline (M =44.25, SD = 15.5) to one-week post-treatment (M = 27.6, SD =
18.6) for the 22 individuals (r = 6.37, p. = .000, two-tailed). Follow-up data were
also collected at three-month post-treatment and at six month post-treatment.
Paired-samples r-tests show that mean IES-R scores were not significantly
different between one-week post-treatment and three-month follow-up, or between
one-week post-treatment and six-month follow-up, indicating maintenance of
treatment gains for at least six months following termination of treatment. It should
be noted that data were not available at follow-up for all participants. Effect sizes
were not calculated given the unreliability and over-estimation of effect size
estimates with change scores and repeated measures data (Ray & Shadish, 1996).

Traumatic Incident Reduction (TTR)

There are two formats of Traumatic Incident Reduction, Basic TIR and Thematic
TIR. Basic TIR is used to process a specific traumatic incident, whereas thematic
TIR is used to process problematic themes related to the trauma, including specific
feelings, emotions, sensations, attitudes, or pain (French & Harris, 1998).

TIR involves having clients talk through the incident repeatedly, thereby requiring
that they engage the traumatic memories. It is anticipated that changes in affect
will occur throughout the repetitions with both TIR and other forms of imaginal
exposure. TIR is highly client-centered in its’ approach, where the role of the
therapist is largely to bear witness as the clients process their traumas. Alterations
in both affect and traumatic content are frequently observed with this procedure
throughout the session.

In basic Traumatic Incident Reduction, the session begins by having clients
identify a specific, single, traumatic event, while ensuring that the clients do not
target a series of incidents over time. The identification of a single incident is
easier to obtain and retain in working memory than a series of incidents. Once a
specific traumatic event is identified, the client is directed to articulate the
specifics of the event, including the time and place it occurred, its® duration, and

Downloaded from http://tmt.sagepub.com at Ed Board Member Comps on May 11, 2007
© 2000 SAGE Publications. All rights reserved. Not for commercial use or unauthorized distribution.



Dietrich, Baranowsky, Devich-Navarro, Gentry, Harris and Figley 257

so forth. Locating the event in the past, at a specific place and time, assists in
helping clients identify a clear starting point for the procedure.

The second step involves instructing clients to focus on the starting point of the
incident in their mind's eye, by having them "rewind"—like a videotape— the
incident to its' starting point. Clients may close their eyes as they envision the
trauma or keep their eyes open, as is their preference. Next, clients focus on what
they are aware of initially at the identified start of the incident. This step is only
used when they are focusing on a specific incident for the first time in TIR. Clients
are then instructed to run through the incident silently to the end. Following this,
they are asked to describe to the therapist what happened. Once they have
recounted the event to the therapist, they are instructed to return to the starting
point, run it silently, and describe (aloud) the incident. These three steps are
repeated until clients reach an end point. An end point is defined as that point in
the processing of the traumatic event where there is insight regarding the event, the
temporal reference shifts from the past to the present, there is an improvement in
affect (e.g., tears, anger, fear, etc., is replaced with relief, laughter, smiling, and so
forth), and the client evidences general relief (compared to the charged affect at
the beginning). In other words, the incident has lost its’ emotional charge.

Data Summary. Bisbey (1995) studied 57 participants diagnosed with PTSD, who
were randomly assigned to one of three separate conditions: Direct Therapeutic
Exposure (DTE), which is an exposure treatment that has clients revisit the trauma
without strict facilitator directives, TIR, and a control group. Clients in the two
treatment groups evidenced significant reductions in trauma symptoms as per the
Penn Inventory for Posttraumatic Stress (PENN) (Hammerberg, 1992), the Impact
of Event Scale (IES) (Horowitz, et al, 1979), and the Crime-Related PTSD scale
(CR-PTSD) (Saunders, Arata, & Kilpatrick, 1990). Effect sizes using Hedge’s
unbiased g statistic are calculated for the groups and are reported in table 2.

Table 2. Hedge’s unbiased g effect sizes for TIR compared to DTE and
Controls on the PENN, the IES, and the CR-PTSD

MEASURE TIR/DTE TIR/CONTROL
PENN 0.89 2.01
IES 0.95 2.08
CR-PTSD 0.56 1.40
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