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OVERVIEW

Cognitive Processing Therapy for
Treating Posttraumatic Stress Disorder
Purpose
This toolkit will help therapists begin to plan and implement the Cognitive Processing
Therapy intervention with people living with HIV who have posttraumatic stress disorder.
Within the toolkit you will find an overview of the intervention, as well as tools needed to
conduct the intervention.

Goal
»» To treat posttraumatic stress disorder (PTSD) in people living with HIV (PLWH)

Target Population
»» PLWH who have a diagnosis of PTSD

Description
Cognitive Processing Therapy (CPT) is an evidence-informed cognitive behavioral treatment
for PTSD that occurs over approximately 12 individual or group treatment sessions. Through
CPT, clients learn about symptoms of PTSD, the connection between trauma-based thoughts
and feelings, and how trauma affects their daily lives. CPT therapists engage clients to
recognize and challenge unrealistic thoughts, referred to as “stuck points,” throughout
the course of treatment. CPT is a gold-standard therapy for people who have experienced
trauma, including interpersonal violence, sexual trauma, childhood abuse, and combat.
CPT improves quality of life by reducing intrusions, avoidance, worsening cognition and
mood, and hyperarousal.

Duration
»» 12 individual or group treatment sessions (some clients need less than 12; some require
more than 12)
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Background
PLWH experience significantly higher rates of trauma and abuse than the general
population.1 Studies have found that histories of trauma are common in this population,
and often occur at young ages.2 Among PLWH, the prevalence of PTSD approaches 34%.3,4
Negative outcomes associated with PTSD among PLWH include medication nonadherence,5
poor health,6 and impaired social functioning.7 CPT interventions have demonstrated
effectiveness for a range of trauma experiences in a variety of treatment settings.8-12

Setting
»» Anywhere PLWH receive care

Staffing
»» Behavioral health therapist

Planning Steps
»» Identify staff to implement CPT
»» Train staff in CPT
»» Identify space if providing group therapy
»» Choose screening measures
»» Develop/adapt client handouts and worksheets
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Implementation Steps
»» Identify/recruit clients
»» Screen clients for PTSD
»» Provide individual or group sessions
»» Follow the fidelity checklist
»» Provide take-home worksheets for clients to practice skills
»» Offer clients access to the free CPT Coach mobile application13 to help with tracking
their treatment progress and completing take-home assignments
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Main Intervention Components

Cognitive Processing Therapy
for PTSD
Behavioral Health Therapist

Socratic
dialogue

Individuals

Groups
Challenging
stuck points

Sessions 1 - 7:
Identifying and evaluating
trauma-related thoughts
Sessions 8 - 12+:
Exploring safety, trust,
power and control, esteem,
and intimacy
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IMPLEMENTATION

Cognitive Processing Therapy (CPT) involves approximately 12 group or individual sessions
led by a provider (behavioral health therapist). The first half of the intervention focuses
on identifying and evaluating trauma-related thoughts that prevent recovery from PTSD,
while the second half focuses on themes of safety, trust, power and control, esteem, and
intimacy.
Some clients obtain good end-state functioning sooner than the 12 sessions are complete.
In these cases, it is recommended that providers attempt to complete at least 6 sessions.
If clients do not achieve good end-state functioning after 12 sessions of CPT, they may
decide to continue with additional sessions.
Throughout CPT, the provider uses Socratic dialogue to facilitate cognitive change.
Derived from the Socratic method of learning, Socratic dialogue values clients coming
to know something for themselves, rather than the provider teaching or telling them.
Specific techniques include clarifying questions (e.g., “What do you mean when you
say…?”), questions to probe for assumptions (e.g., “How did you come to this conclusion?”),
questions to explore evidence (e.g., “How do you know this?”), and questions to explore
deeper beliefs (e.g., “What does this mean about you that the trauma happened to you?”).
Each session has worksheets and practice assignments for clients to use. Samples of these
worksheets can be found in Appendix B.

Adapting CPT for PLWH
When adapting CPT for PLWH, keep in mind that this population has likely had more sexual
and physical assault throughout childhood, and extending into adulthood, than the general
population. Trauma can lead to increased drug and alcohol use, high-risk sexual behaviors,
and additional trauma as an adult.

CPT Screening
To quickly assess client eligibility for CPT for PTSD, providers should determine if the client
has experienced a trauma and is experiencing active symptoms of PTSD. For all HIV clients,
provide universal, routine PTSD screening at least once a year with the following twophase screening procedure.
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Screening Phase 1:
»» Assess clients for trauma exposure and active symptoms of PTSD using Appendix A:
Primary Care PTSD Screener
»» Clients with 3 or more “Yes” answers on the Primary Care PTSD Screener should
receive Screening Phase 2
Screening Phase 2:
»» Clients who screen positive in Phase 1 should complete validated screening
assessments to further assess for PTSD. Recommended screening tools include:
»» PCL-5 with Life Events Checklist-5 (LEC-5) Criterion A14
»» PHQ-9
Clients can complete these tools in a waiting area and then review them with the provider
during a Phase 2 Screening Session. A PCL-5 score greater than 30 indicates a PTSD
diagnosis and qualifies the patient to receive CPT for PTSD.

Following the Protocol and Monitoring Fidelity
CPT follows a structured protocol—each session has essential elements for the provider
to cover. In order to ensure fidelity to the protocol, providers should complete a checklist
to mark whether or not they remained faithful to the essential elements of each session.
When providers cannot complete an essential element of the session, they should make a
note on the corresponding CPT Fidelity Monitoring Checklist (see Appendix C: CPT Fidelity
Monitoring Checklists).

Consultation for Providers
As providers implement CPT with their clients, they need to attend regular consultation (at least
two consultation calls per month) with a designated CPT Consultant from Strong Star Training15
who will discuss the implementation of CPT, including fidelity monitoring. In order to achieve
provider status, providers also need to submit their clinical case notes to the Strong Star
project coordinator to be reviewed by their Consultant.

CPT TOOLKIT | 7

IMPLEMENTATION

CPT Sessions 1-7: Focusing on the Trauma
The first seven CPT sessions focus on identifying thoughts related to the trauma that
prevent recovery from PTSD (called “stuck points”) and learning to evaluate and challenge
stuck points through daily practice. The aim is to target maladaptive beliefs about the
trauma that are at the root of PTSD. Common trauma-related stuck points include: “It’s my
fault the trauma happened,” and “If I would have done something differently, I could have
prevented the trauma.”

Impact on Daily Life
During Session 1, the provider and client(s) explore how each symptom cluster or reaction
affects quality of life, including re-experiencing reactions, avoidance patterns, negative
thoughts and feelings, and arousal symptoms. Living with PTSD for a long time may foster
situations in which individuals are not aware of the relationship between PTSD responses and
their impairment in everyday settings. Gathering information on the impact of symptoms
on daily life allows the provider to reduce shame and instill hope by providing education on
PTSD symptoms, recovery, and treatment while also identifying concrete goals.

Social Support
PLWH with PTSD vary along a continuum from wanting their family, friends, and partners
to know nothing about their trauma-related experiences, diagnosis, and treatment to
expecting others to “understand” or “know” everything. Providers should explore the
meaning underlying the client’s position through gentle questioning, (e.g., “If friends and
family ‘understood,’ what would that mean to you? If they never know anything, then
what?”). A view into the personalized meaning will help the provider identify the level of
engagement and possible stuck points.
Because social support is essential for PLWH who suffer from PTSD, providers may need
to conduct an informational session with a client’s selected friends, partners/spouses, or
other family members. Alternatively, a session could focus on how clients can talk with
partners, friends, and family members about PTSD and treatment. If the client intends to
discuss the trauma, the provider should give direct guidance regarding the appropriate
level of detail to disclose to each recipient of the story.
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Redirecting Blame
Much of the first half of CPT focuses on helping the client challenge stuck points related
to self-blame, erroneously blaming others, or the belief that the world is always fair, known
as the “just-world” belief. PLWH have diverse traumas, including child and adult sexual and
physical assault, and event trauma related to their HIV infection and diagnosis. Providers
should explore a range of common themes including blame/responsibility, erroneous
blame of others, the just-world belief, traumatic loss, fear of being harmed, fear of intimacy,
stigma associated with HIV/AIDS, and even distrust of health care providers.1
PLWH who also identify as a sexual minority may report stuck points like, “I’m to blame for
the sexual assault because I’m different,” or, “If I wasn’t gay, I wouldn’t have been molested
as a child.” Socratic dialogue and practice assignment worksheets help the client explore
all possible alternatives, with the goal of revealing that the client is not to blame for others’
actions.

CPT Sessions 8+: Facing Forward
From Session 8 onward, CPT treatment focuses on the impact of the trauma on the clients’
thoughts about themselves, others, and their general worldview across five themes: safety,
trust, power and control, esteem, and intimacy.
By this point in the treatment, clients may experience a reduction in symptoms and an
expanded sense of their own safety and security, which enhances their ability to participate
in everyday life. The provider should continue to encourage and support the client’s
engagement in their personal and professional lives.
Those who continue to experience difficulty participating in social situations and personal
events may find the themes of safety, trust, power and control, esteem, and intimacy to be
highly salient. For example, clients may connect challenges in social settings to the themes
of safety and trust (e.g., “I cannot trust anyone not to harm me”), and esteem (e.g., “I’m a
horrible person”). Deeper examination of core beliefs, values, and traditions relating to the
five themes can facilitate important cognitive movement beyond stuck points.
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Safety
The safety theme explores the belief that people have the ability to control events and
protect themselves or others from harm and the dangerous intentions of others. PLWH
with PTSD often report stuck points about the safety of the world. For instance, a client
may spend a considerable amount of money on home security systems in addition to
frequent checking of locks and windows to ensure their physical safety.
When evaluating stuck points, we recommend having the client consider the effects that
the stuck points have had on their daily functioning. Questions to explore include: “How is
this helping you?”; “How does your partner feel when you are highly anxious?”; and “How
does this fear impact your physical health?”
Calculating probabilities often helps clients understand the low likelihood of an additional
assault. Of course, providers have to also understand the dangerousness of each client’s
neighborhood, and history with assault where they currently reside. In addition, providers
must understand the increased risk of assault for sexual and gender minority clients.
Nonetheless, decreasing anxiety and fear responses will help clients to more effectively
distinguish between objectively safe and dangerous situations.
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Trust
The trust theme explores both trust of one’s own judgments and the reliability of others’
promises, intentions, and behaviors. PLWH with PTSD often have difficulty trusting their
own safety and the safety of their family.
Other stuck points may stem directly from the incident in which the client became infected
with HIV (e.g., “I should not have trusted this person” or “I should not have trusted myself
in that situation”). For many clients, sexual and physical assault can generate stuck points
about their general level of trust in others (e.g., “No one can be trusted with anything”).
Together, the client and provider can explore beliefs about trust in themselves and others.
Questions to ask the client may include: “Who do you trust in your life, even if it’s just a
little bit?”; “How should you have known that this person would attack you?” and “How are
you responsible for the other person’s behavior?”
Providers can also explore ways in which the client can evaluate the trustworthiness of a
person in their personal and professional lives, such as in their role as a student, volunteer,
parent or caretaker, and client. For example, a client can aim to transform the stuck point
of “No one can be trusted” to “Some people can be trusted with some things, some of the
time.”

Power and Control
The power and control session explores beliefs about one’s own capacity to control
emotions and behavior, meet challenges, and maintain a balance between giving and taking
power and control in interpersonal relationships. For PLWH with PTSD, their trauma(s)
often includes childhood physical and sexual assault, with limited control considering their
age at the time. As a result, these clients commonly desire to have complete power and
control over external and internal experiences.
Unfortunately, complete control is not feasible and results in chaotic interpersonal
relationships and avoidance of other people and situations. Providers should ask Socratic
questions to help the client understand their control over themselves while recognizing
the uncontrollable aspects of certain situations. Questions to ask the client include: “What
did you have control over during your traumatic event?”; “What did you not have control
over?”; “What is it like to not have total control all of the time?”
CPT TOOLKIT | 11
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In addition, providers should explore the worst-case scenario if the client dos not have
complete control, by asking questions such as: “What will happen if you cannot control
how other people behave?”; “Are you in danger if you’re at a party and you cannot control
the entire situation?”; “Is there something different about the chaos that is experienced
during trauma versus chaos that is experienced in a social setting?”
PLWH may have anxiety about dying, which can influence PTSD symptoms,5and may
have the impression that they cannot control their health status. These concerns have
implications when discussing power and control. Providers can use Socratic questions
about how the client might take some control back, such as by adhering to prescribed
medications and following the advice of their medical providers.

Esteem
Esteem explores beliefs of self-worth and worth of others. The thought “I am a terrible
person” is one example of a common stuck point expressed by individuals with PTSD.
Stigma associated with HIV complicates the mental health status of this population and
can exacerbate PTSD symptoms. HIV stigma among PLWH with PTSD also plays a role in
disclosure of HIV status, education, and treatment.1
The provider can explore with the client what it means to be a good person with questions
like: “What does it mean to you to be a bad/good person?”; “Do good people sometimes
make bad decisions?”; “Are all bad decisions equally as important?” The goal of this line of
questioning is to help the client contextualize the meaning of being a good or bad person
and to understand that it is not an either/or set of categories.
Given both the trauma and the stigma associated with HIV, providers must also address the
client’s feelings about approval from others. PLWH who have PTSD may have stuck points
such as, “Other people are uncaring and self-serving,” and “Other people will just reject
me.” Socratic questions can address these stuck points; for example, “Who in your life has
not rejected you?”; “How do you know that this specific person will reject you because you
have HIV?”; “What does it mean if they do reject you?” Support groups or a strong social
support system can help combat stigma, provide clients with a sense of acceptance, and
challenge beliefs regarding others.
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Intimacy
Intimacy explores beliefs about the ability to be alone without feeling lonely, and the ability
to connect with others. PLWH with PTSD may have difficulty achieving intimacy, and many
may use drugs and alcohol to avoid thinking or experiencing feelings. At times, they may
have stuck points concerning their ability to manage difficult emotions. Questions to
encourage self-soothing behaviors and to limit drug and alcohol use include, “What do
you think would happen if you felt these emotions?”; “How do you know that they would
last indefinitely?”; “When has there been a time when your emotions would not end?”
Intimacy with others can also lead to feelings of emptiness or loneliness, especially among
PLWH who have had interpersonal or sexual trauma. These individuals may have stuck
points about how other people will eventually hurt them if they become too close, and
about how they will never be able to be sexually intimate with anyone else.
Additionally, if clients still experience emotional numbing, they may misinterpret a lack of
joy or happiness with others as meaning that they are not caring or loving. When clients
present these thought patterns, providers can ask questions such as: “Why might it be
important to get close to others?”; “Who in your life is most important to you?”; “What is the
likelihood that you’ll experience another sexual assault?” and “How might you determine if
you could trust another person to be intimate with?”

Crisis Sessions
Adherence to the CPT protocol is critical. However, many clients at some point during CPT
present in significant distress that warrants a departure from the protocol. The client and
provider should identify crises appropriately and sparingly, and return to the protocol as
quickly as possible.

Defining Crisis
During assessment, providers should inform their clients that they can receive up to two
additional sessions in the event of a crisis. Clients and providers should use a collaborative
process in deciding what constitutes a “crisis” and whether to use a Crisis Session.
Generally, providers will want to discuss in advance the difference between a crisis and
general distress (i.e., an issue that can be addressed using a regular CPT session).
CPT TOOLKIT | 13
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Often, crises that need an extra session include life events that prevent a client from
attending therapy, health concerns of self and family members, death within the family,
significant relationship problems such as pending separation or divorce, experiencing
another trauma, or suicidality. In comparison, general heightened distress usually arises
from less severe events, such as having a fight with a significant other, a child who is
failing in school, or concerns about possibly losing a job. General increased distress occurs
more often than crises. In cases of distress, providers should consider moving forward with
CPT and address stuck points that limit clients’ ability to cope with the additional stress.
For example, if a client has had a fight with their significant other, they may state that
they are in crisis and would like to use one of their Crisis Sessions. However, the provider
may help the client conceptualize the behavior as distress in the context of PTSD; by
addressing the PTSD symptoms, the client can learn to cope with the stress, decrease their
anger and irritability, and prevent extreme arguments in the future. Providers can leave an
additional five minutes near the end of the session to address the cause of the heightened
distress, while maintaining a CPT framework by using the practice assignment worksheets
associated with the distress (see Appendix B).

Deciding to Use a Crisis Session
If a crisis does occur, providers should not immediately assume the client would like to
use one of their crisis sessions. Rather, providers should ask for the client’s opinion. As
the experts in their own lives, clients need the provider to respect their ability to make
this decision on their own; this can foster a sense of self-efficacy. Clients may even prove
they can utilize the skills and techniques that they have learned throughout therapy, and
develop alternative ways of interpreting the stressful event(s). At the same time, providers
should use their clinical judgment in determining whether clients are capable of making
a reasonable decision. For example, if a client experienced another trauma in between
sessions and is in shock, the provider may decide for them and use a Crisis Session.
During a Crisis Session, providers should continue to help the client identify thoughts and
feelings, and gently challenge those thoughts. Providers should use the worksheet within
the Crisis Session that corresponds to their last practice assignment. For example, if a
crisis develops during sessions 1-3, clients should be encouraged to use additional A-B-C
Worksheets regarding the crisis. The goal at the end of the Crisis Session is to return to
CPT. Therefore, at the end of the Crisis Session, providers should re-explain the practice
assignment that corresponds with the next CPT session.

CPT TOOLKIT | 14

APPENDICES

APPENDIX A

Primary Care PTSD Screener
Client ID:

Date:

Evaluator:

Appointment:

Primary Care PTSD Screen (PC-PTSD)
Sometimes things happen to people that are unusually or especially frightening, horrible, or
traumatic. For example:
•
•
•
•
•
•

a serious accident or fire
a physical or sexual assault or abuse
an earthquake or flood
a war
seeing someone be killed or seriously injured
having a loved one die through homicide or suicide.

Have you ever experienced this kind of event? Circle one:

YES

NO

If no, screen total = 0. Please stop here. If yes, please answer the questions below:
in the past month, have you…
1.

Circle one

had nightmares about the event(s) or thought about the event(s)
when you did not want to?

Yes

No

2. tried hard not to think about the event(s) or went out of your way
to avoid situations that reminded you of the event(s)?

Yes

No

3. been constantly on guard, watchful, or easily startled?

Yes

No

4. felt numb or detached from people, activities, or your surroundings?

Yes

No

5. felt guilty or unable to stop blaming yourself or others for the event(s)
or any problems the event(s) may have caused?

Yes

No

Total Yes:
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Sample Worksheets
From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A.
Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The Guilford Press.
Permission to photocopy this handout is granted to purchasers of this book for personal
use or for use with individual clients (see copyright page for details).
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ABC Worksheet Use for Sessions 2 through 4
Date:

Client:
Activating Event
A
“Something happens”

Step-dad raping me as a child.

Belief/Stuck Point
B
“I tell myself something”

I must have been a bad child for

Consequence
C
“I feel something”

Angry at myself and sad.

this to happen to me.

Are my thoughts above in column B realistic or helpful? That thought is not helpful or realistic. My step-dad should

not have raped me. It's actually his fault.

What can I tell myself on such occasions in the future? It's my step-father's fault and not mine. I wasn't a bad child.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The Guilford Press. Permission to
photocopy this handout is granted to purchasers of this book for personal use or for use with individual clients (see copyright page for details).
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ABC Worksheet Use for Sessions 2 through 4
Date:

Client:
Activating Event
A
“Something happens”

Going grocery shopping when there
are crowds.

Belief/Stuck Point
B
“I tell myself something”

I am going to get assaulted again.

Consequence
C
“I feel something”

Scared and angry

Are my thoughts above in column B realistic or helpful? That thought is not helpful- I have not been assaulted at a grocery store.

What can I tell myself on such occasions in the future? It's ok to go grocery shopping. I've never been attacked and people

generally don't even look at me.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The Guilford Press. Permission to
photocopy this handout is granted to purchasers of this book for personal use or for use with individual clients (see copyright page for details).
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HANDOUT 7.2 Use with sessions 4 and 5

Challenging Questions Worksheet
Date:

Client:

Below is a list of questions to be used in helping you challenge your Stuck Points or problematic
beliefs. Not all questions will be appropriate for the belief you choose to challenge. Answer as
many questions as you can for the belief you have chosen to challenge below.

Belief:

I was attacked because of my sexuality.
This statement may be true, so more clarification is
needed in order to address possible guilt/blame

It's my fault that I was attacked, because I am gay.
1. What is the evidence for and against this Stuck Point?
For:

There is no evidence.

Against: According

to the responsibility/blame handout, the attackers
are fully to blame. They were the ones who attacked me.
I had no responsibility or intention of this happening.

2. Is your Stuck Point a habit or based on facts?

My stuck point is based on habit. I cannot choose who I am
attracted to, and I should not apologize for my sexuality. I've been
telling myself this since the attack 4 years ago.

3. In what ways is your Stuck Point not including all of the information?

I was not including the fact that my perpetrators decided to
attack me. It was not my fault at all and they are completely
to blame.

(continued)
From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this
book for personal use or for use with individual clients (see copyright page for details). .
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HANDOUT 7.2 (p. 2 of 2)
4. Does your Stuck Point include all-or-none terms?

Kind of. It seems like I was saying to myself that I was completely
to blame because of my sexuality. In reality, there is absolutely no
blame on my part.

5. Does the Stuck Point include words or phrases that are extreme or exaggerated (such as
“always,” “forever,” “never,” “need,” “should,” “must,” “can’t,” and “every time”)?

I think it's extreme to think that I am responsible for other people's
actions.

6. In what way is your Stuck Point focused on just one piece of the story?

I was only focused on me and how I should be different in order
not to be attacked. I was not recognizing my attackers' role.

7. Where did this Stuck Point come from? Is this a dependable source of information on this
Stuck Point?

This came from both myself and my mother. Right after the attack
my mother told me that if I wasn't gay, this wouldn't have happened.
She isn't reliable because she has not accepted me for who I am.

8. How is your Stuck Point confusing something that is possible with something that is likely?

I don't think this is applicable. It's not even possible or likely that
it was my fault in any way.

9. In what ways is your Stuck Point based on feelings rather than facts?

This is based on feelings. I felt ashamed because I was attacked, and
then had the thought that my attack happened because of who I
am.

10. In what ways is this Stuck Point focused on unrelated parts of the story?

Me being gay has nothing to do with other people's behavior. They
have their own choices and are responsible for their own behavior.
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HANDOUT 7.2 Use with sessions 4 and 5

Challenging Questions Worksheet
Date:

Client:

Below is a list of questions to be used in helping you challenge your Stuck Points or problematic
beliefs. Not all questions will be appropriate for the belief you choose to challenge. Answer as
many questions as you can for the belief you have chosen to challenge below.

Belief:

I can't trust anyone - they will wind up hurting me in the end.

1. What is the evidence for and against this Stuck Point?
For:

I was raped as a child and again as an adult.

Against: The

people who raped me are not the same people who are
still in my life. I have some people that I can trust with my
safety and would not hurt me- therefore that statement is
false. I also haven't been hurt by anyone since the last time I
was assaulted.

2. Is your Stuck Point a habit or based on facts?

This stuck point is based on habit. I've been telling myself this for a
long-time, and do not have many friends because of it. The people
in my life right now just want to be there for me.

3. In what ways is your Stuck Point not including all of the information?

I was not including all the people in my life who have not hurt me.
I can also trust them with some things like taking care of my dog
and giving me a ride when I need one.

(continued)
From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this
book for personal use or for use with individual clients (see copyright page for details). .
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4. Does your Stuck Point include all-or-none terms?

Definitely- I was putting everyone in the same category, even
when they haven't hurt me.

5. Does the Stuck Point include words or phrases that are extreme or exaggerated (such as
“always,” “forever,” “never,” “need,” “should,” “must,” “can’t,” and “every time”)?

It's very extreme to think that everyone would hurt me eventually.
Not everyone is bad, and I think most people are actually good.

6. In what way is your Stuck Point focused on just one piece of the story?

I was focused on the people who raped me. One was supposed to
take care of me when I was young and the other was a friend.
But not everyone is like them.

7. Where did this Stuck Point come from? Is this a dependable source of information on this
Stuck Point?

It came from me and I'm not dependable with this thought. It's
actually very false.

8. How is your Stuck Point confusing something that is possible with something that is likely?

It's not even possible that I can't trust anyone. I already trust
people in my life to some degree.

9. In what ways is your Stuck Point based on feelings rather than facts?

It's based on fear- from what happened to me as a child and as an
adult.

10. In what ways is this Stuck Point focused on unrelated parts of the story?

Not applicable here.
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Patterns of Problematic Thinking Worksheet
Date:

Client:

Listed below are several different patterns of problematic thinking that people use in different
life situations. These patterns often become automatic, habitual thoughts that cause people to
engage in self-defeating behavior. Considering your own Stuck Points, or samples from your
everyday thinking, ﬁnd examples for each of these patterns. Write in the Stuck Point or typical
thought under the appropriate pattern, and describe how it ﬁts that pattern. Think about how that
pattern affects you.
1. Jumping to conclusions or predicting the future.

If I wasn't raped when I was a child, I wouldn't be gay. But I
know a lot of my friends are gay who weren't sexually abused.

2. Exaggerating or minimizing a situation (blowing things way out of proportion or shrinking their importance inappropriately).

I'm a complete failure in life. I know that I've failed at some things
but I'm also good at my job and my boyfriend loves me.

3. Ignoring important parts of a situation.

It's my fault I was attacked. I'm ignoring that I'm not responsible
for other people's behavior.

4. Oversimplifying things as “good–bad” or “right–wrong.”

I must be a bad person because bad things keep happening. I am
simplifying myself as bad, but I do good things for other people.

5. Overgeneralizing from a single incident (e.g., a negative event is seen as a never-ending
pattern).

Straight people cannot be trusted. I am overgeneralizing because
of my attack. I know several really great straight people.

6. Mind reading (assuming that people are thinking negatively of you when there is no deﬁnite evidence for this).

People don't like me because I'm gay. I don't know what other
people are thinking. They probably don't even notice me.

7. Emotional reasoning (using your emotions as proof—e.g., “I feel fear, so I must be in
danger”).

Groups of people are dangerous. I am feeling scared, even though
I am in a familiar and safe place. There is no reason to be scared.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this
book for personal use or for use with individual clients (see copyright page for details).
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HANDOUT 7.5 Use with sessions 5 and 6

Patterns of Problematic Thinking Worksheet
Date:

Client:

Listed below are several different patterns of problematic thinking that people use in different
life situations. These patterns often become automatic, habitual thoughts that cause people to
engage in self-defeating behavior. Considering your own Stuck Points, or samples from your
everyday thinking, ﬁnd examples for each of these patterns. Write in the Stuck Point or typical
thought under the appropriate pattern, and describe how it ﬁts that pattern. Think about how that
pattern affects you.
1. Jumping to conclusions or predicting the future.

People don't like me because I'm transgender. I am making a huge
leap because I don't know when people think of me.

2. Exaggerating or minimizing a situation (blowing things way out of proportion or shrinking their importance inappropriately).

Everyone is selfish. This is exaggerating because I do know some
people who are very generous.

3. Ignoring important parts of a situation.

I should have screamed louder when I was being attacked. I actually
did try to scream and they threatened my life.

4. Oversimplifying things as “good–bad” or “right–wrong.”

It's not fair that this happened to me. This is oversimplifying because
life is not fair.

5. Overgeneralizing from a single incident (e.g., a negative event is seen as a never-ending
pattern).

When I hear steps behind me, I'm going to be attacked. This is overgeneralizing from what happened- it likely won't happen again.

6. Mind reading (assuming that people are thinking negatively of you when there is no deﬁnite evidence for this).

Others stare at me because I'm transgender. I actually don't know
if they are aware. They could be looking at my clothes.

7. Emotional reasoning (using your emotions as proof—e.g., “I feel fear, so I must be in
danger”).

I must have done something to deserve this. This is based on shame
and guilt, which is not appropriate. I did nothing wrong.

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The Guilford Press. Permission to photocopy this handout is granted to purchasers of this
book for personal use or for use with individual clients (see copyright page for details).
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HANDOUT 8.1

Use for Sessions 6 and beyond

Challenging Beliefs Worksheet
Date:

Client:

A. Situation

B. Thought/Stuck Point

D. Challenging Thoughts

E. Problematic Patterns

Describe the
event, thought,
or belief
leading to the
unpleasant
emotion(s).

Write thought/Stuck Point
related to situation in section A.
Rate your belief in this thought/
Stuck Point from 0 to 100%.
(How much do you believe this
thought?)

Use Challenging Questions to examine your
automatic thought from section B. Consider
whether the thought is balanced and factual, or
extreme.

Use the Patterns of
Problematic Thinking
Worksheet to decide whether
this is one of your problematic
patterns of thinking.

I should have known that I was
I was raped
going
to be in a danger
and beaten;
situation. 100%
my friends
later found me.

Evidence for? There is no evidence. I cannot
predict the future.

Evidence against? I didn't know what was

that I shouldn't have known. I trusted people
at the party for a reason.
All-or-none?Not really applicable.

Extreme or exaggerated? Very extreme to
think that I could predict the future.

I cannot predict the future,
therefore I could not have
known

Ignoring important parts:

I'm ignoring why I went- my
friends were there and I
we didn't do anything bad
Oversimplifying: I'm oversimplifying- I would have
known if I should have

Focused on just one piece? I'm only focused

Specify your emotion(s) (sad,
angry, etc.), and rate how
strongly you feel each emotion
from 0 to 100%.
Angry at myself 100%
Shame 80%
Guilt 90%

What else can I say instead of
the thought in section B? How
else can I interpret the event
instead of this thought? Rate
your belief in the alternative
thought(s) from 0 to 100%.
I didn't know that I was going
to be attacked and raped. We
were there to have fun. It's
terrible what happened and
the people who raped me are
at fault.
100%

Jumping to conclusions:

going to happen. I was at a party with friends. Exaggerating or minimizing:
I'm exaggerating how much
Habit or fact? Habit. I have been telling myself
I can predict the future
this for 7 years.

Not including all information? Not including

C. Emotion(s)

F. Alternative Thought(s)

on the outcome- not why I went to the party Overgeneralizing:
not applicable
Source dependable? I am not dependable with
this thought

G. Re-Rate Old Thought/
Stuck Point
Re-rate how much you now
believe the thought/Stuck Point
in section B, from 0 to 100%.
0%

H. Emotion(s)

Confusing possible with likely? Not applicable.

Mind reading:

Based on feelings or facts? This is based on my

Angry at people who raped me.
100%
much- just because I am angry Shame 0%, Guilt 0%
shameful or guilty, doesn't
Confident! 40%
mean that I should have known

feelings of shame/guilt. Those feelings are
inappropriate
Focused on unrelated parts? not applicable

not applicable

Now what do you feel? Rate it
from 0 to 100%.

Emotional reasoning: very

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The Guilford Press. Permission to
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HANDOUT 8.1 Use

for Sessions 6 and beyond

Challenging Beliefs Worksheet
Date:

Client:

A. Situation

B. Thought/Stuck Point

D. Challenging Thoughts

E. Problematic Patterns

Describe the
event, thought,
or belief
leading to the
unpleasant
emotion(s).

Write thought/Stuck Point
related to situation in section A.
Rate your belief in this thought/
Stuck Point from 0 to 100%.
(How much do you believe this
thought?)

Use Challenging Questions to examine your
automatic thought from section B. Consider
whether the thought is balanced and factual, or
extreme.

Use the Patterns of
Problematic Thinking
Worksheet to decide whether
this is one of your problematic
patterns of thinking.

Someone starts I can't trust anyone- they will
talking to me attack me when they find out
I'm transgender.
and I don't
know why.

Evidence for? There is no evidence.
Evidence against? I can't predict the future;

Not including all information? Not including

Ignoring important parts:

that I don't even know the person- how can I
judge them?
All-or-none?I'm thinking that NO ONE is to
be trusted
Extreme or exaggerated? Very extreme to
putting everyone in the same category.

Focused on just one piece? Focused on only
the possibility

C. Emotion(s)
Specify your emotion(s) (sad,
angry, etc.), and rate how
strongly you feel each emotion
from 0 to 100%.
Fear 100%
Sad 100%

I am jumping ahead without
any evidence- they could be
very nice!

Exaggerating or minimizing:

Source dependable? I am not dependable with
this thought

Confusing possible with likely? Low likelihood
Based on feelings or facts? Based on fear-

just because I feel it doesn't make my
stuck point true
Focused on unrelated parts? not applicable

What else can I say instead of
the thought in section B? How
else can I interpret the event
instead of this thought? Rate
your belief in the alternative
thought(s) from 0 to 100%.
I don't know whether strangers
can be trusted completely, but
I can look for signs and
determine how much and with
what I can trust them with. I
can give them a chance.
100%

Jumping to conclusions:

times when I met really nice people

Habit or fact? Definitely habit.

F. Alternative Thought(s)

I'm exaggerating how much
I can't trust others.

I'm ignoring those who I can
trust in my life.

Oversimplifying: I'm over-

simplifying- trust / no-trust

Re-rate how much you now
believe the thought/Stuck Point
in section B, from 0 to 100%.

Overgeneralizing:

I'm overgeneralizing from
when I was attacked

Mind reading:

G. Re-Rate Old Thought/
Stuck Point

0%

H. Emotion(s)

kind of- I have to give people
a chance sometimes

Now what do you feel? Rate it
from 0 to 100%.
Relaxed 70%

Emotional reasoning: based on Interested 100%

my feelings of fear

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The Guilford Press. Permission to
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HANDOUT 8.1 Use

for Sessions 6 and beyond

Challenging Beliefs Worksheet
Date:

Client:

A. Situation

B. Thought/Stuck Point

D. Challenging Thoughts

E. Problematic Patterns

Describe the
event, thought,
or belief
leading to the
unpleasant
emotion(s).

Write thought/Stuck Point
related to situation in section A.
Rate your belief in this thought/
Stuck Point from 0 to 100%.
(How much do you believe this
thought?)

Use Challenging Questions to examine your
automatic thought from section B. Consider
whether the thought is balanced and factual, or
extreme.

Use the Patterns of
Problematic Thinking
Worksheet to decide whether
this is one of your problematic
patterns of thinking.

Having some
side-effects
because of my
medication

I don't need my medication; it's Evidence for? There is no evidence.
useless anyway. 85%

Evidence against? The medication has helped.

Not including all information? Not including

Ignoring important parts:

All-or-none?Thinking it's totally useless is allor-nothing

Extreme or exaggerated? Very extreme-

the medication has actually saved my life

Focused on just one piece? Focused on only
the side-effects and not the positive side

Specify your emotion(s) (sad,
angry, etc.), and rate how
strongly you feel each emotion
from 0 to 100%.
Angry at myself 100%
Defeated 75%

I am jumping ahead thinking
they won't work.

Exaggerating or minimizing:

the medical evidence- it's prevented infection

C. Emotion(s)

Jumping to conclusions:

I got an infection when I have stopped before.

Habit or fact? Habit.

Source dependable? I am not dependable with

I'm exaggerating

possible that the meds are useless

Based on feelings or facts? Based on anger-

just because I have side-effects doesn't mean
the meds don't work
Focused on unrelated parts? side effects are

What else can I say instead of
the thought in section B? How
else can I interpret the event
instead of this thought? Rate
your belief in the alternative
thought(s) from 0 to 100%.
Even though I may have some
side effects, my medication
is helpful in preventing any
future infection. I need to
continue my meds. 100%

I'm ignoring how helpful the
meds have been in the past

Oversimplifying: I'm over-

simplifying- useful/not useful

Overgeneralizing:
Not applicable

this thought

Confusing possible with likely? It's not even

F. Alternative Thought(s)

Mind reading:

Not applicable

G. Re-Rate Old Thought/
Stuck Point
Re-rate how much you now
believe the thought/Stuck Point
in section B, from 0 to 100%.
0%

H. Emotion(s)
Now what do you feel? Rate it
from 0 to 100%.
Confident 100%

Emotional reasoning: based on Calm 100%

my feelings of anger

unrelated to whether they actually work

From Cognitive Processing Therapy for PTSD: A Comprehensive Manual by Patricia A. Resick, Candice M. Monson, and Kathleen M. Chard. Copyright © 2017 The Guilford Press. Permission to
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Rater Instructions for CPT Sessions 1-12
Adherence:
For each item, assess if you demonstrated the particular CPT element described in the item. If so, check
YES. If not, check NO. For any NO item, provide comments on why CPT elements were omitted in the
“Additional Comments” section.
Proscribed Elements:
For each item, assess whether any proscribed elements were present. If YES, please provide comments on why
any proscribed elements were present during the session in the “Additional Comments” section.
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Pre-Treatment Assessment
(can be conducted over 1-3 sessions)
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why pretreatment assessment items were omitted.
Yes

No

Pre-Treatment Assessment (1-3 Sessions)
1. Screened client for PTSD:
 used the Primary Care PTSD Screener (PC-PTSD Screen),
 if “yes” to at least 3/4 questions, indicates additional PTSD assessment,
 if “no,” stop here,
 OR- familiar with the Client and history of trauma and symptoms.
2. Oriented Client to the assessment session:
 discussed measures that Client will complete,
 reviewed how to complete each measure,
 client completed measures on their own, in a separate office or waiting area.
 Measures included:
i. Life Events Checklist-5 (Trauma Exposure)
ii. PTSD Checklist-5 (PTSD Symptoms)
iii. Brief Inventory of Psychosocial Functioning (Psychosocial Functioning)
iv. PHQ-9 (Depression)
v. Additional measures depending on your organization’s policies/needs
 Reviewed Client’s responses and determined appropriateness for CPT,
 if PTSD diagnosis was appropriate, discussed CPT.
3. Psychosocial interview and trauma history:
 conducted a semi-structured psychosocial interview to gain additional information about
childhood, developmental history, current level of functioning, and reviewed worst event.

Additional Comments:

4
CPT toolkit | Appendix C

SESSION 1
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements

Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).

1. Educated client on PTSD:
 discussed 4 symptom clusters of reexperiencing, cognitions/emotions, arousal and
escape/avoidance symptoms,
 presented in the context of non-recovery,
 provided examples for symptoms,
 facilitated client participation in discussing examples.
2. Educated client about fight-flight response:
 easily paired with environmental cues,
 used relevant examples.
3. Educated client on cognitive theory:
 organize world into categories,
 explained just world myth,
 described assimilation and over-accommodation,
 used relevant examples.
4. Provided education on types of emotions:
 natural vs. manufactured,
 examples of different emotions & combination of emotions.
5. Provided treatment rationale:
 recognition/modification of unhelpful thoughts and feelings,
 acceptance of the reality of the traumatic event, to develop more balanced beliefs,
 feel natural emotions associated with the traumatic event.
6. Explained Stuck Points:
 defined stuck points,
 discussed how stuck points are formed,
 introduced stuck point handout,
 provided examples of stuck points.
7. Clearly and completely assigned practice assignment: complete Impact Statement (hand-written if
possible, focus on meaning not detail).

2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.
Additional Comments:
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SESSION 2
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements

1. Discussed the Impact Statement:
 explored impact of traumatic event,
 praised for completing,
 if client did not complete, therapist had client describe meaning of events orally and reassign.
2. Assisted client in identifying Stuck Points from impact statement:
 discussed examples of assimilation and over-accommodation using examples from impact
statements,
 begin building stuck point log.
3. Discussed relationship between events, thoughts and feelings:
 asked for examples of feelings and the associated physical sensations,
 introduced Identifying Emotions handout (e.g., basic emotions, varied intensity of emotions,
secondary emotions),
 discussed example of how interpretations of events affect feelings,
 used relevant examples.
4. Completed A-B-C worksheet with the client on relevant example.
5. Clearly and completely assigned the practice: daily completion of A-B-C sheet with at least one
sheet on trauma.

Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:
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SESSION 3
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements

1. Reviewed A-B-C worksheets:
 labeled thoughts versus emotions,
 highlighted changing thoughts can change intensity and types of feelings,
 began to challenge assimilated Stuck Points,
 pointed out mismatches between thoughts and emotions,
 identified Stuck Points.
2. Identified and challenged Stuck Points used Socratic questioning (i.e., “What else could you have
done?”; “What might have happened then?”):
 focused on trauma-specific and assimilation Stuck Points whenever possible,
 used the Stuck Point Log to track Stuck Points.
3. Reviewed A-B-C worksheet on trauma-related example.
4. Clearly explained practice assignment: daily completion of A-B-C sheet with at least one sheet on
trauma.

Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:
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SESSION 4
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements

1. Reviewed A-B-C worksheets:
 helped further differentiate between thoughts and feelings,
 highlighted how changing thoughts changes type and intensity of emotions,
 challenge assimilation Stuck Points.
2. Identified and challenged Stuck Points used Socratic questioning (i.e., “What else could you have
done?” “What might have happened then?”):
 discussed hindsight bias,
 focused on trauma-specific and assimilation Stuck Points whenever possible,
 used the Stuck Point Log to track Stuck Points.
3. Explained difference between responsibility and blame:
 provided definition of both concepts,
 discussed examples relevant to client.
4. Introduced Challenging Questions Worksheet to help challenge Stuck Points:
 used relevant Stuck Point examples,
 provided explanation of questions using examples,
 provided alternative hypotheses.
5. Clearly and completely assigned practice assignment: daily completion of Challenging Questions
Worksheet, with one focused on the trauma/ blame.
Essential but Not Unique Elements
1. Structured the session and used time effectively.
Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:
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SESSION 5
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements
1. Facilitated discussion while reviewing Challenging Questions Worksheet(s):
 discussed questions patient had difficulty with,
 helped analyze and confront Stuck Points,
 addressed hindsight bias.
2. Identified and challenged Stuck Points used Socratic questioning (i.e., “What else could you have
done?” “What might have happened then?”):
 discussed hindsight bias,
 focused on trauma-specific and assimilation Stuck Points whenever possible,
 used the Stuck Point Log to track Stuck Points.
3. Introduced Patterns of Problematic Thinking Worksheet:
 discussed each pattern & provided examples,
 described how patterns become automatic, creating negative feelings (using an example to
illustrate),
 helped generate trauma and non-trauma examples of problematic thinking patterns.
4. Clearly and completely assigned practice assignment: daily completion of Patterns of Problematic
Thinking Worksheet.

Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:
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SESSION 6
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements
1. Facilitated discussion related to Problematic Patterns Worksheet:
 discussed patterns client had difficulty with,
 identified tendencies toward particular patterns,
 discussed how patterns may have affected reactions to the trauma,
 used Socratic questions to help replace problematic patterns with more balanced cognitions.
2. Introduced Challenging Beliefs Worksheet:
 described outline of worksheet,
 identified previous pieces presented,
 completed sheet with Stuck Point with patient, preferably on a trauma-related thought.
3. Clearly and completely assigned the practice assignment: daily challenging of Stuck Points using
the Challenging Beliefs Worksheets.

Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:
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SESSION 7
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements
1. Facilitated discussion related to Challenging Beliefs Worksheet(s):
 discussed successes and/or problems in changing cognitions/Stuck Points,
 helped client confront problematic cognitions they were unable to modify on their own,
 used Socratic questions to challenge beliefs.
2. Introduced Safety Module
 reviewed module; defined safety for self and others
 explored how the trauma affected beliefs about safety for self (e.g., “I can keep myself safe)
and others (e.g., “the world is dangerous”)
 compared safety beliefs prior to and after the traumatic event
 identified safety-related Stuck Points to be challenged
3. Clearly and completely assigned practice assignment:
1) read Safety Module,
2) daily completion of Challenging Beliefs Worksheets, with at least one being on a safety-related
Stuck Point.

Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:

11
CPT toolkit | Appendix C

SESSION 8
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements
1. Facilitated client discussion related to Challenging Beliefs Worksheet(s):
 discussed successes and/or problems in changing cognitions/Stuck Points,
 helped client confront problematic cognitions they were unable to modify on their own,
 used Socratic questions to challenge beliefs,
 discussed Stuck Points related to safety (self and others) if possible.
2. Reviewed Safety Module:
 discussed any self and other safety beliefs and facilitated discussion on related Stuck Points,
 discussed low versus high probability,
 calculated percentages related to safety related Stuck Points.
3. Introducing the Trust Module:
 reviewed module and defined self-trust and trust of others,
 explored how the trauma affected beliefs about trust for self and others,
 compared trust beliefs prior to and after the traumatic event,
 identified Stuck Points to be challenged.
4. Clearly and completely assigned practice assignment:
1) read trust module,
2) daily completion of Challenging Beliefs Worksheets, with at least one being on a trust-related
Stuck Point.

Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:
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SESSION 9
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements
1. Facilitated client discussion related to Challenging Beliefs Worksheet(s):
 discussed successes and/or problems in changing cognitions/Stuck Points,
 helped client confront problematic cognitions they were unable to modify on their own,
 used Socratic questions to challenge beliefs,
 discussed Stuck Point related to trust (self and others) if possible.
2. Reviewed Trust Module:
 discussed trust and facilitated a discussion on related Stuck Points,
 focused on clients’ self and other trust issues,
 explained different kinds of trust (i.e., money versus secret), and that trust is not all or none,
but lies on a continuum (e.g., Star diagram),
 discussed how trust impacts their relationships.
3. Introduced Power/Control Module:
 reviewed module & defined self-power and concept of self-efficacy,
 explored how the trauma affected beliefs about power/control for self and others,
 compared power/control beliefs prior to and after the traumatic event,
 identified Stuck Points to be challenged.
4.

Clearly and completely assigned the practice assignment:

1) read the Power/Control Module,
2) daily completion of Challenging Beliefs Worksheets, with at least one being on a power/controlrelated Stuck Point.
Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:
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SESSION 10
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements
1. Facilitated client discussion related to Challenging Beliefs Worksheet(s):
 discussed successes and/or problems in changing cognitions/Stuck Points,
 helped client confront problematic cognitions they were unable to modify on their own,
 used Socratic questions to challenge beliefs,
 discussed Stuck Points related to power/control (self and others) if possible.
2. Reviewed Power/Control Module:
 identified Stuck Points (e.g., “I need to be a ‘control freak’”) and helped client gain more
balanced views of power/control,
 explained that power and control also lie on a continuum (like trust, it’s not all or none),
 discussed anger in the context of control.
3. Introduced Ways of Giving and Taking Power Handout:
 discussed example of each positive/negative ways of giving/taking power,
 encouraged client to give examples,
 discussed barriers to positive giving/taking power.
4. Introduced Esteem Module:
 reviewed module & defined self-esteem and esteem related to others,
 compared esteem related to self and others prior to and after the traumatic event,
 identified Stuck Points to be challenged.
5.

Clearly and completely assigned practice assignment:

1) Read Esteem Module,
2) Complete Challenging Beliefs Worksheets daily, with at least one being on an esteem-related
Stuck Point,
3) Give and receive compliments daily,
4) do at least one nice thing for self each day.
Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:
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SESSION 11
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

1.

2.

3.

4.

5.

CPT Elements
Facilitated discussion related to giving/receiving compliments and engaging in pleasant activities:
 reinforce behavior & encouraged to continue,
 explored related Stuck Points,
 identified emotional reactions to compliments and engaging in pleasant activities.
Facilitated client discussion related to Challenging Beliefs Worksheet(s):
 discussed successes and/or problems in changing cognitions/Stuck Points,
 helped client confront problematic cognitions they were unable to modify on their own,
 used Socratic questions to challenge beliefs,
 discussed Stuck Points related to esteem (self and others) if possible.
Reviewed Esteem Module:
 explored self-esteem related beliefs & identified Stuck Points, such as being permanently
damaged or needing to be perfect (perfectionism),
 discussed beliefs related to ability to self-soothe (problems with food/alcohol/spending),
 explored esteem beliefs related to others and identified over-accommodated beliefs to
challenge.
Introduced Intimacy Module:
 reviewed module & defined self-intimacy and other-intimacy and generate examples,
 discussed how relationships may have been affected by the trauma,
 compared self and other intimacy beliefs prior to and after the traumatic event,
 identified Stuck Points to be challenged.
Clearly and completely assigned practice assignment:

1) read Intimacy Module,
2) complete Challenging Beliefs Worksheets daily, with at least one being on an intimacy-related
Stuck Point,
3) give and receive compliments daily,
4) do at least one nice thing for self each day,
5) write a second impact statement.
Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:
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SESSION 12
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements
1. Facilitated client discussion on Challenging Beliefs Worksheet(s):
 discussed successes and/or problems in changing cognitions/Stuck Points,
 helped client confront problematic cognitions they were unable to modify on their own,
 used Socratic questions to challenge beliefs,
 discussed Stuck Points related to intimacy (self and others) if possible,
 reviewed compliments and engaging in pleasant activities.
2. Reviewed Intimacy Module:
 discussed how relationships have been affected by the trauma,
 helped develop balanced beliefs to help improve current relationships and develop new ones,
 identified ways to improve self-soothing to improve client’s life.
3. Discussed second Impact Statement:
 asked client to review their final Impact Statement,
 compared the first Impact Statement with second, identified changes made in cognitions,
praised client for progress and changes made,
 identified remaining Stuck Points and instructed client to continue challenging them with their
new skill set.
4. Initiated discussion on course of therapy/progress made:
 reviewed concepts/skills learned,
 encouraged client to reflect on progress and changes made; reviewed Stuck Point Log,
 emphasized that continued success depends on practice of skills learned.
5. Helped client plan for the future:
 identified future goals and strategies for meeting goals,
 reviewed available resources,
 reiterated treatment plans as necessary,
 discussed life without PTSD.

Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:

16
CPT toolkit | Appendix C

SESSION 13+
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

CPT Elements
1. Facilitated client discussion on Challenging Beliefs Worksheet(s):
 discussed successes and/or problems in changing cognitions/Stuck Points,
 helped client confront problematic cognitions they were unable to modify on their own,
 used Socratic questions to challenge beliefs,
 discussed Stuck Points related to intimacy (self and others) if possible,
 reviewed compliments and engaging in pleasant activities.
2. Clearly and completely assigned practice assignment:
1) read Intimacy module,
2) complete Challenging Beliefs Worksheets daily, with at least one being on an intimacy-related
Stuck Point,
3) give and receive compliments daily,
4) do at least one nice thing for self each day,
5) write a second impact statement.

Yes

No

Essential but Not Unique Elements
1. Structured the session and used time effectively.

Yes

No

Proscribed Elements
1. Significant problems arose that led to a departure from the agenda (please describe in Additional
Comments section).
2. Implemented interventions that are not included in manual or the model of treatment, except as
clearly dictated by patient safety.
3. Engaged in more than 15 minutes of off-task discussion.

Additional Comments:
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ASAP Session
Session Date: ____________

Therapist: _________________________

Patient ID: ________

Adherence: Did you complete the task? If “No,” in the Additional Comments section, please describe why CPT elements
were omitted. Also, if applicable, note in the Additional Comments section explaining why any proscribed elements
were present in the session.
Yes

No

ASAP Session Elements
1. Facilitated client discussion on current stressor(s):
 discussed problems in changing cognitions/Stuck Points,
 helped client confront problematic cognitions that might prevent them from engaging in
therapy, avoiding practice assignments, or any other barriers
 discussed moving forward with CPT.
2. Clearly and completely assigned practice assignment that corresponds to the next session of CPT.

Yes

No

1.

Essential but Not Unique Elements
Structured the session and used time effectively.

Additional Comments:
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