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Abstract

A comprehensive theoretically grounded model of clinical counseling is essential for effective assessment, accurate diagnosis, and effective treatment. Evidence-based theories including client-centered theory, Eye Movement Desensitization and Reprocessing (EMDR), motivational interviewing, cognitive-behavioral theories (CBT), attachment theory, and Solution Focused Brief Therapy are ones that I use most in my practice. Assessing the client using multi-dimensional methods is key to a complete picture of health. These areas include biological health, psychological functioning, social aspects, cultural considerations, and spiritual values. Various measures such as the Adverse Childhood Experiences (ACE) questionnaire, DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure, WHODAS 2, intake questionnaires, and other measures as needed allow both an overview and personalized assessments. With assessment results in mind, formulating a case conceptualization through evaluating precipitants, presentations, perpetuants, and predispositions helps to formulate an accurate diagnosis and effective treatment plan. Following with evaluation and preparation for maintenance and aftercare. An example of this process is given through a case study narrative exploring a client with PTSD and GAD
. 
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Comprehensive Theoretically Grounded Model of Clinical Counseling
Being grounded in a theoretical model for counseling allows for appropriate assessments and the use of evidence-based treatments that provide a systematic way to guide both evaluating and treating problems (Thomas & Sosin, 2011). My preferred theories to use for developing my model of counseling are varied but include a client-centered approach (Watson et al., 2011) that draws from cognitive-behavioral theories (CBT; Cite) and the phase model of Eye Movement Desensitization and Reprocessing (EMDR; Shapiro, 2017) within a foundation of my Biblical worldview
. 
Evidence-Based Theories I Apply in Counseling
Using a variety of counseling theories, I try to individualize my treatments based on the client's needs (Watson et al., 2011). I have seen significant responses to Eye Movement Desensitization and Reprocessing (EMDR; Shapiro, 2017) which research has shown to be a strong evidence-based therapy (Navarro et al., 2018). Throughout the phases of EMDR, I integrate other theories in preparation for the bilateral stimulation phase such as cognitive-behavioral therapy (CBT; Arch & Craske, 2009), motivational interviewing (MI; Miller & Rollnick, 2013), and psychoeducation which help the client develop tools to produce resiliency and felt-safety to deal with traumatic memories. Further, both before and after processing with EMDR, there is often the need to use psychoeducation to build an understanding of the therapy and to put plans into place for maintenance and relapse prevention (Arch & Craske, 2009). 
Attachment theory is another aspect that informs my work for clients with trauma or attachment wounds. As a meta-theory, attachment theory can be used as a foundation for applying other theories (Sibcy, 2018). Trust-based Relational Intervention (TBRI) is one such evidence-based treatment that is useful for those with traumatic attachment wounds (Purvis et al.,2013). TBRI takes into account the importance of developing safety for those with trauma and attachment disruptions to bring about healing (Spinazzola et al., 2018).
Along with these other theories, the use of CBT helps clients define and replace negative cognitions with positive statements that can be used for reprocessing in EMDR or to reframe their perception of both self and the environment (Gardiner et al., 2017). Along with CBT, Motivational Interviewing (MI) helps to combat ambivalence (Miller & Rollnick, 2013). Allowing individuals to develop and own their goals brings a strong belief in their ability to change. They are also more motivated which leads to more positive outcomes (Miller and Rollnick, 2013). Using this type of teamwork with clients helps increase feelings of accomplishment and success as they work toward their goals. Solution Focused Brief Therapy (SFBT) techniques have also been helpful, especially, using the miracle question to clarify goals and define successful completion of therapy (Armstrong, 2017). SFBT techniques can be used when treatment is sidetracked and needs focus
.
My Comprehensive Method of Bio-Psycho-Social/Multi-Systemic-Cultural/Spiritual Assessment

Using a number of methods to assess clients in multiple dimensions in a comprehensive way is essential to any type of therapy. I use an extensive intake form that covers different areas of functioning, family, and medical history that can give a broad overview of clients’ mental and physical health. Evaluating interpersonal difficulties through the use of the Adverse Childhood Experiences (ACE) questionnaire (Felitti et al., 1998) along with a trauma history pinpoints potential target areas for processing (Poole, 2018; Shapiro, 2017; Shapiro & Brown, 2019). 
Biological Assessment 

Prior to the first session, intake forms that include relevant background information including medical and family history information are given. Information including prenatal care, birth experience, and early development are all important factors in the biological assessment that we discuss as needed. Attending to life stress exposure opens opportunities to evaluate the risks of mental health problems (Sheilds & Slavich, 2017). Further, a referral to a medical doctor would be given to those who have not had a physical exam within the last year or who may have problems better treated through medical interventions
. 
Psychological Assessment

To assess clients' psychological functioning, the DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure (APA, 2013b) allows for an overview highlighting any psychological areas that need further assessment. Along with a mental status exam, additional collateral sources are asked to provide more information for a better view of the overall functioning (Drummond et al., 2016). If either of these measures requires more in-depth information, additional specific measures can be used to evaluate areas of concern (APA, 2020). Further, before beginning any type of work with EMDR, the Dissociative Experiences Scale (DES; Bernstein & Putnam, 1986) is administered and evaluated
. 
Social Assessment

Daily functioning and social participation are assessed with the World Health Organization Disability Schedule (WHODAS; Üstün & World Health Organization, 2010). To assess cultural and systemic influences, the Cultural Formulation Interview (CFI) guides our conversation about the problems and assesses the role of culture and community on both identity and the views of the problem
 (APA, 2013a). Taking time to discuss specifics of their past attempts to solve their problems and barriers that are preventing them from getting the help that they need can help identify directions for treatment and open conversations that will result in greater rapport and respect (Canning et al., 2013). After the specific interview questions are asked, more detailed questions can help explore more of the client’s culture if there is further clarification needed.
Spiritual Assessment


Evaluating the spiritual life of each client is important to provide appropriate treatment to avoid making assumptions of spiritual views. Their religious functioning can be understood through a discussion of spiritual history including any past or present religious experiences, affiliations, or commitments (Thomas & Sosin, 2011). Finally, exploring their relationship with God or any higher power if that is part of their belief can reveal more about their current spiritual functioning
. 
How I Synthesize Assessment Data into an Accurate Case Conceptualization, Diagnosis, and Measurable Treatment Plan
Case Conceptualization


Using the information gathered during the assessment, a case conceptualization is formulated by evaluating the problem list, considering the historical factors and client strengths, the reaction to the problems, and themes that emerge to summarize an understanding of the client and the presenting problems (Eells, 2010; Greenwald, 2007). Sperry (2005) recommends four elements in case conceptualization: precipitant, presentation, perpetuants, and predisposition.


The precipitants can be understood through the lens of personal history and social interactions, trying to make sense of what triggers might be causing problem behaviors to lead to the development of an explanatory hypothesis. These characteristic problem behaviors are the presentation that reveals systemic factors and level of well-being which is reinforced and confirmed by perpetuants based on the client's maladaptive predispositions. 

Developing a case conceptualization is not a static process, it requires monitoring and adjusting to stay on course and intentionally using the client’s language to encourage change (Eells, 2010; Sperry, 2005). The importance of collaborating and listening to feedback from the client must be remembered as the client is the expert on himself (Hawkins & Clinton, 2015). This aspect of client collaboration and continuing adjustment is true not just for the case conceptualization, but throughout the treatment process. With an accurate case conceptualization, a more accurate diagnosis and effective treatment plan are more likely to be developed
.
Diagnosis
A diagnosis can be made by using the DSM-5 diagnostic criteria (APA, 2013c) to compare information from all aspects of the assessment while recognizing the potential for co-morbidity and ruling out differential diagnoses (Drummond et al., 2016). Parent and Clinton (2002) recommend a systematic and hierarchical use of accurate data to substantiate the diagnosis, basing our theory on presenting information rather than a personal bias of preferred theories. To come to a diagnosis, there are times that consultation and supervision are appropriate avenues for collaborating in the best interest of the client (Thomas & Sosin, 2011).  
Being thorough and detail-oriented in the diagnosis development should be a priority from the beginning
. It is best to apply theory and techniques appropriately rather than based on an inaccurate diagnosis which misses the target (Lawson, 2018). Continually assessing the diagnosis for accuracy should continue as treatment progresses to effectively provide on-going treatment (Drummond et al., 2016).                      
Measurable Treatment Plan

Once the conceptualization and diagnosis are understood, beginning the journey to identify client goals and form them into an action plan is begun with the client’s collaboration (Thomas and Sosin, 2011). Even though I may be an expert on treatments, I am still only able to guide clients if they are ready and willing to change. Through motivational interviewing, assessing their readiness to change, and helping clients through ambivalence is a start to turn client goals into a treatment plan (Greenwald, 2007; Hawkins & Clinton, 2015). Providing evidence and best practice-based options for my clients and helping them to put these into practice regularly can set them up for success (Lawson, 2018). 

Beginning with the end in mind, clients need to develop skills of self-management and independence from the start of treatment that can be used long after formal therapy is completed (Thomas & Sosin, 2011). The SFBT miracle question is another way to enhance self-efficacy and evaluate what goals are important to recognize what treatment goals need to be accomplished for completion (Grant, 2012). Normalizing and keeping things in perspective, that sometimes former behaviors might come back, as a part of expectations, relapse prevention plans, and future check-in appointments can offer hope (Thomas and Sosin, 2011; Young, 2017). Another favorable aspect of EMDR for future maintenance is identifying and targeting anticipated fears and integrating a healthy self-image and positive cognitions of personal identity and efficacy (Shapiro, 2017). This processing of future targets allows clients to respond differently going forward. With these concepts in place, clients can expect to maintain gains and even see growth towards greater mental health
.

Case Study
Maggie is a 34-year-old Caucasian woman who presented for treatment because of occasional panic attacks and high anxiety demonstrated by almost constant worry and restlessness often disturbing her sleep and concentration. Maggie lives with her husband and two sons and works as an office assistant in an investment firm. She reported interpersonal difficulties with her husband and has a strained relationship with her family of origin. She disclosed a previous history of sexual assault by an acquaintance and a strict, verbally abusive father that she both admired and despised. Further, Maggie’s first pregnancy was highly traumatic, beginning with the premature birth of her first son. At age 21, she felt alone and overwhelmed by the responsibility placed on her by her son’s early medical needs facing life or death decisions in the absence of her husband. Maggie also claims a previous history of non-suicidal cutting behaviors. She disclosed that she does not currently engage in self-injurious behaviors and denies suicidal ideation when questioned.
Maggie presents as angry, hypervigilant, and irritable with significant difficulty trusting anyone, constantly even questioning the integrity of the counseling relationship. She has recurrent intrusive memories from several traumatic experiences causing distress and numerous negative beliefs about herself and those around her. Although she has been successful in her career, her family and social life have suffered greatly over the years since her sexual assault. Maggie denies any substance use and only occasional social use of alcohol
. 
Assessment

Maggie completed a comprehensive intake questionnaire describing her history and her reasons for seeking therapy. She also completed the ACEs questionnaire and reported that she had seen her doctor two months before requesting counseling and all results showed normal physical health with no other family medical or psychological issues noted. Part of her intake revealed that her mother had a very stressful pregnancy, having miscarried a month prior to conceiving Maggie, then miscarrying again when Maggie was nine months old, disrupting Maggie’s ability to breastfeed and attach in a healthy manner. Maggie met all developmental milestones as expected. Maggie’s ACE results included the sexual abuse and verbal abuse factors that put her at a mild risk level. 

The results of the DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure indicated moderate anxiety, dissociation, and some mild personality functioning issues. These results were explored more in-depth through an unstructured interview and the DES measurement which showed a mid-range score still within a normal range. The GAD-7 (Spitzer et al., 2006) was also administered to evaluate the baseline level of anxiety she was experiencing. Results showed that she was in the moderate range. Her mental status exam revealed a neatly dressed individual with some avoidant eye contact, normal speech, and somewhat constricted affect. Her mood was anxious with no obvious cognitive impairments or unrealistic perceptions, behaving with fair insight and fair judgment. 

The WHODAS highlighted some difficulties in concentration and memory, but still in the average range. She had no problems with self-care, physical mobility, household tasks, or work responsibilities. There were moderate issues with relationships and emotional consequences because of her anxiety and panic attacks. We addressed barriers to her treatment and found that there were some limitations as she has cut off much of her support network. This brought about a conversation of possible alternatives for support in her community including a search for a church family where she could feel at home away from her relatives. 

This led to a conversation about her spiritual life and her disclosure of difficulty relating to and especially trusting God. She stated that she grew up in a Christian home, but felt that it was just an expectation that she participate in religious activities, but often felt that God was not personal for her. Maggie believed that she still knew that there was a God, but was not sure if He cared about her or was truly looking out for her good. She did indicate a desire to grow spiritually and explore her relationship with God. 

Considering our cultural similarities, it is important to recognize that her worldview and spiritual beliefs may not mirror mine. Also, recognizing that we are both from the same community, I must keep in mind that our life experiences have made us very different people, so I should not make assumptions about her values or history. Further, I recognize there is a power differential that should not be used to my advantage, but always keep her best interest in mind. Considering all this, informed consent was presented to Maggie, discussing limits of confidentiality, as well as, the benefits and drawbacks of therapy, and later as the treatment plan was presented, the benefits and risks of each particular therapy were discussed
.
Based on the information gathered, it appeared that Maggie had posttraumatic stress disorder (PTSD) from her sexual abuse and premature birth of her son as was demonstrated by her reporting experiencing the majority of the diagnosis criteria. She also appeared to have generalized anxiety disorder (GAD), likely as a result of her early attachment trauma and verbally abusive father as demonstrated by her constant worry and fears of social situations. Both of these disorders have some overlap and co-morbidity as it is not unusual for those with PTSD to have an anxiety disorder, but only if the anxiety is not in connection with the traumatic event, which for Maggie is true as she has experienced anxiety before the trauma as well as ongoing anxiety
. 
Treatment Course


Treatment progressed over 13 months in weekly sessions following the EMDR eight-phase model (Shapiro, 2017). Additionally, psychoeducation, CBT, and affect management skills training were used for stabilizing emotions and improving relationships. EMDR was used for self-management of anxiety symptoms, the trauma-related experiences of sexual abuse, and the events surrounding the birth of her son. This included identifying specific traumatic moments that required processing, as well as, using a floatback technique to make sense of her present responses to triggering situations. Skill building and safety techniques were used to prepare for processing difficult memories. 

Phase One-Evaluation


As part of the preparation phase, the therapeutic dyad was built as a collaboration between myself and Maggie to educate her on expectations of therapy. By reminding her that she was the expert on herself, her autonomy was valued, empowering her to see herself as the force for change, rather than the therapist. An emphasis that what she would learn were tools to help her solve future problems on her own, set the expectation that she would not be in therapy forever, and that she would not always need me to help her when future problems came up. 

Once the proper rapport was developed, I used the EMDR trauma history script (Greenwald, 2007) to take a brief trauma history highlighting some of the best and worst things that happened during her life. In conjunction with the information gathered from initial assessments and subsequent interviews, the trauma history and presenting problems were used to formulate a case conceptualization and treatment plan, identifying targets for reprocessing. Maggie was strongly motivated to find solutions to her problem behaviors using the miracle question as a guide. She was willing to work hard to overcome her struggles and was cooperative with developing a treatment plan including long and short-term goals. This plan was a collaborative work with Maggie having the final say about what was most important to work on first.
Beginning with the assessment, emotional stability and stress tolerance were evaluated to determine that her condition was suitable for EMDR (Shapiro, 2017). During this phase, the DES was administered to rule out major dissociative disorders. Maggie’s score of 27 was below clinical concern, but some of the items she rated highly were indicators of PTSD. Several issues in her life were pressing and increasing her anxiety, so the beginning of our treatment plan was to develop coping skills and increase felt safety. We worked together using tools such as deep breathing, safe place imagery, the use of a “container” to shelve her problems between sessions, and grounding for times when she felt triggered by topics that came up during therapy
. 
While working to build her coping skills toolbox, I explained the theory behind EMDR and what the process would look like as well as giving her material and references to research on her own which she did between sessions. She felt that the literature she read and my explanations on EMDR gave her hope that she could find some healing. I again went over the consent to treatment and explained the risks to make sure she understood what would be involved. We discussed trauma and psychoeducation on therapy and EMDR treatment specifically as well as basic skills of affect management. 

Phase Two-Preparation


While the end of phase one included some preparation, this phase was dedicated to enhancing Maggie’s ability to feel safe and developing affect tolerance. Part of Maggie’s ongoing trigger to trauma was her uncontrolled anxiety. We discussed the possible roots of her anxiety problems and worked at understanding what her triggers were so that she could either work to avoid the triggers or find a way around them. We used CBT to practice thought stopping and to turn negative cognitions into positive thoughts. We also looked for resources that she could use to build her confidence in herself and her relationship with God. She began some scripture reading plans and began journaling to keep track of situations where she felt anxious, noting what was happening around her and what negative thoughts came up, and how she might use scripture to find truths that she could use to refute the negative thoughts.


I also used motivational interviewing to help her work through areas of ambivalence where she was struggling to overcome some longstanding habits. She struggled with fearing other people’s opinions about her which gave them power over her in unhealthy ways. She was assigned reading homework to learn more about boundaries and releasing herself from the expectations of others that caused anxiety. We also brainstormed various ways that she could use good self-care to help her relax when anxiety interrupted her routines. She found that listening to praise music was a big help. 


We worked through several exercises such as safe place imagery, grounding, and using a container to put away difficult memories to work through later (Greenwald, 2007). Next, we established a resource that she could access when she felt her emotions rise. She chose to envision a lion guarding her and protecting her from her troubles. Using bilateral stimulation, we practiced installing that positive resource. She responded with feelings of safety and peace that she had not experienced before. Later we followed a similar model to work through a scenario where she would normally feel anxious. Through the combination of her resource and the bilateral stimulation, she was able to decrease her normal subjective units of distress (SUDS) from a high of eight down to three where a ten is the highest disturbance and zero is no disturbance. Over time and repeated practice, her SUDS level decreased to one. 

Phase Three-Assessment 


As her ability to tolerate more difficult concepts and our rapport strengthened, we began the third phase of assessment, determining a target to process. During this phase, we revisited the previous list of trauma memories and chose the order that she preferred to use to process them. She chose a memory of her father speaking harshly to her at the dinner table when she was a young child. She brought up the image of the worst part of the encounter in her mind and we identified her negative cognition or belief about herself from that experience. She believed that she was a bad person. In her words, she felt “guilty, condemned, in trouble” and was having difficulty breathing. She described her disturbance as a six on the SUDS scale. 

Next, we discussed what she would rather believe about herself now. For this, she wanted to believe the opposite: that she was a good person. When I asked her to hold the image in her mind and state that she was a good person, she related that her validity of cognition (VoC) was a three on a scale of one to seven with one being false and a seven being completely true
.
Phase Four-Desensitization 
We reviewed the image of the worst part of the experience along with her negative cognition and her feelings and sensation of not being able to breathe and processed this for several sets of eye movements. As she attended to both the eye movements and her target image, she was able to increase her self-efficacy and was able to recognize that nothing in the situation was her fault and she was able to use her resource of a lion to meet her safety needs as she processed this memory. After processing the target image, her SUDS level came down from the original score of eight to a one.

Phase Five-Installation


At this point, we began the installation phase to increase the positive cognition that she chose to believe. Holding both the target image and her chosen positive cognition, we processed with further eye movements for bilateral stimulation using several sets of secods until she reached a VoC of six and felt that it would go no higher. 

Phase Six-Body Scan

To evaluate if there was any somatic response remaining we did a body scan and found that her SUDS was at a three. We did more secods to process through the remaining disturbance until we reached a SUDS of one. 

Phase Seven-Closure

To close the session, we debriefed and discussed that there might be times throughout the week that distress might come up
, but she could use her container exercise to put it away for later processing. She was assigned a log and her safety plan was reviewed. In the log, it was recommended that she include triggers, images, cognitions, emotions, and sensations that might be experienced between sessions and could provide material for further processing. 
Phase Eight-Reevaluation

During subsequent sessions, phases three through seven were repeated with several other distressing memories. Some of the memories processed included several events experienced during the birth of her son and his early fight for life. Her biggest breakthrough came as she processed her sexual assault. During this time, she recognized her need for discernment from God and that by trusting in Him, even in times when she felt weak and vulnerable, His presence would comfort her. She was able to let go of her guilt and self-blame and see the cost that her years of anger had cost in her interpersonal relationships. 


The EMDR protocol includes a three-prong approach to cover the past, present, and future (Shapiro, 2017). As we finished up with her past memories, any current triggers that had been causing her disturbances were also processed. During the course of treatment, some types of scenarios presented as anxiety-producing. Though she had not yet experienced them, we were able to be proactive and use EMDR to install resources that she could use to get through future targets
 (Shapiro, 2017). This active work was in part preparation for the maintenance phase after the completion of treatment to give her the tools to deal with future situations as well as for reducing her current anxiety levels.

Between active EMDR work, we focused on several of her anxiety symptoms, using thought stopping and journaling to keep track of her negative automatic thoughts (ANTs) and attempt to replace them with more positive beliefs (Arch & Craske, 2009). Arch and Craske (2009) also recommend the use of cognitive restructuring, thinking through those cognitive errors and evaluating their validity replacing them with truths. I encouraged Maggie to look to Philippians 4:8 and only think about things that are true, lovely, excellent, or praiseworthy rather than dwell on those negative thoughts. Using Socratic questioning, I helped Maggie learn to be more logical about her worries, challenging fears and core beliefs to be more in line with reality and take every thought captive as Paul recommended to the Corinthians. 


Helping her to recognize that the fear will not last, I encouraged Maggie to try riding the waves of her feelings using Acceptance and Commitment Therapy (ACT) to help reduce symptom intensity
 (A-Tjak, 2015). We discussed the importance of emotions and that there were no right or wrong emotions and the idea that emotions come and emotions go. She felt some relief that she didn’t have to expect perfection in her stopping her thoughts or changing her emotions, but was allowed to experience them without letting them overwhelm her. In addition to the ACT, I recommended other coping strategies such as deep breathing and relaxation when she was feeling heightened emotions (Arch & Craske, 2009). She identified that listening to praise music and prayer were two other strategies that she felt were helpful to get through highly emotional times. 


Much of her anxiety stems from poor boundaries. Using psychoeducation and bibliotherapy (Arch & Craske, 2009) we worked to help her better understand some of her anxiety triggers and build better boundaries. Together we read through Boundaries (Cloud & Townsend, 2017) which we discussed over the course of several months. She was able to recognize many of the boundary myths that she believed and identify boundary laws that could lead to the building of better boundaries. This clearer understanding of boundaries helped alleviate some of her anxiety with family relationships and put more responsibility on others rather than Maggie taking responsibility for their choices. She was able to see how her desire for control was impossible and slowly give that control to God and trust Him to work out the situations that seemed so fearful to her. 


As we progressed through treatment, Maggie was able to see significant decreases in her anxiety as evidenced by far fewer angry outbursts as well as less irritability and restlessness. She also was able to replace many of her intrusive fearful thoughts and negative beliefs with truths from scripture looking to God for her comfort and strength. We often discussed that the tools she was learning would help her face difficulties in the future and that she was in control of her successes. We used the miracle question as a gauge to decide if her goals were being met. Maggie felt that she was sufficiently healthy to gradually increase the time between sessions. We discussed what ending treatment would look like and how she would develop plans for any recurrence of symptoms, including accessing community resources. I also recommended a periodic review of Boundaries to remind her of healthy boundaries and the laws and myths of boundaries
 (Cloud & Townsend, 2017).

As we went over the criteria for PTSD, her symptoms were no longer in the clinical range. While she did experience some intrusive thoughts from time to time, she felt that she was able to work through them without triggering negative behaviors. She was instructed to continue logging as she had done between sessions and note that some minor things will always come up. However, if there were other areas of concern that came up or if she began noticing patterns of dysfunction, she should feel free to return for further therapy.  She also recognized that she was no longer hypervigilant and grew significantly in her faith, choosing to give God control and not feel responsible for everyone around her. Her maintenance plan included attending a ladies' Bible study, listening to praise music regularly, developing close friendships with select mature women from her church, reviewing the boundaries principles, and scheduling follow-up sessions with me or another therapist for future setbacks as needed
. 
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Appendix I

Case Conceptualization

Maggie's current symptoms of anxiety, anger, worry, hypervigilance, irritability, restlessness, inability to trust, wanting to be in control, interpersonal difficulties, and negative beliefs make sense in light of her experiences of verbal abuse by her father, sexual assault by an acquaintance, and trauma during the premature birth of her son and following medical complications as precipitants. Further, her beliefs that she should always maintain control and not allow herself to demonstrate any weakness predispose her to anxiety and distrust. As she is experiencing the stage of intimacy versus isolation, her ability to love and develop close relationships has suffered perpetuating her current symptoms and causing her significant distress.

Maggie has developed patterns of self-protection which erupt in anger at others when the internal anxiety and worry become too much for her. As she continues to suppress the memories of the various traumas she has endured, her anxiety and hypervigilance bring more irritability and restlessness resulting in increased efforts to be in control. While her inability to trust distances her from anyone who could offer her relief from her troubles.
Solid. Include too, a rationale for the approach you will take to address these presenting concerns.
Appendix II

Treatment Plan

	Problem or Concern
	Measurable Treatment Goal


	Treatment

Interventions (Be Specific)
	Expected Number of Sessions Devoted to Reaching This Goal
	Measurable Means of Evaluating and Monitoring Progress Toward Treatment Goal
	Aftercare Plan/

Follow-Up



	Posttraumatic Stress Disorder: intrusive memories, avoidant behaviors, negative beliefs, hypervigilance, and sleep disturbances
	Heal from the trauma of sexual assault and trauma from difficulties during the birth of her son as evidenced by a SUDs of one or less when the target image is recalled. 
	Psychoeducation to normalize her experience and help her understand the effects of trauma, EMDR to process unresolved trauma memories and affect management skills to deal with the difficulties of working through trauma histories (Arch & Craske, 2009; Greenwald, 2012; Shapiro, 2017).
	15 sessions
	During EMDR sessions, each target is evaluated using a 0-10 scale for Significant Units of Distress (SUDs) a zero indicates no distress, and ten is the worst distress imaginable. To monitor and evaluate progress toward the goal, evaluation of SUDs level is done each EMDR session (Shapiro, 2017).
	As part of the three-prong approach to EMDR, future targets were processed in preparation for the maintenance of goals (Shapiro, 2017). 

The client was also advised to contact me or another therapist if she noticed further unresolved issues.



	Generalized Anxiety Disorder: excessive anxiety, uncontrolled worry, and irritability
	Heal from verbal and emotional abuse from father to alleviate triggering of “hot spots” as evidenced by a SUDs of one or less when triggers are present.
	As above: EMDR, psychoeducation, and creating a trauma narrative to make sense of her history (Arch & Craske, 2009; Greenwald, 2012; Jongsma Peterson & Bruce, 2014; Shapiro, 2017).  
	12 sessions
	Monitoring and evaluating SUDs level for target images will be done during each EMDR session (Shapiro, 2017).
	As mentioned above, EMDR future target processing was done to prepare for maintenance of goals.

	Experiences of panic, anxiety, worry, anger, and irritability
	Relief from constant negative emotional states as evidenced by one or fewer anxiety or panic attacks per month.

Ability to get through five workdays each week without fearful thoughts or worries interfering with the performance of duties.
	CBT and affect management skills, self-care skills to create a safe place for her to heal, journaling to be aware of her feelings and how they influence her behaviors, and thought-stopping to recognize negative cognitions and replace with positive beliefs (Arch & Craske, 2009; Greenwald, 2012; Jongsma, Peterson & Bruce, 2014).
	15 Sessions
	Evaluating anxiety and related symptoms will be measured with the GAD-7 during intake, after session eight, and at the end of the fifteenth session to assess expected decreases in anxiety (Spitzer et al., 2006).

Further, self-reports will be asked to evaluate other criteria of emotional states and job performance.
	As her sessions came closer to ending, sessions were titrated with additional weeks in between sessions and further support services were given as options for future issues that might arise along with the invitation for follow-up sessions in the future.

	Interpersonal difficulties
	Stability in emotions and improved relationships as measured by three positive social activities per month and four out of five arguments with husband settled without arguments per month.
	Psychoeducation using Boundaries book to clarify boundaries and healthy relationships (Cloud & Townsend, 2017).
	10 Sessions
	Self-report measures will be requested to evaluate relationship functioning. 
	Recommendations were made to review the book periodically to maintain awareness of healthy boundaries.

	Difficulty trusting and giving up control
	Strengthen faith and develop support networks as evidenced by personal devotions four times per week and weekly attendance at church and Bible study.
	Develop a support network through personal devotions, times of personal praise and worship, church attendance, and participation in ladies’ Bible study.
	4 Sessions
	Self-report measures will be used to determine the client’s satisfaction with her spiritual growth.
	Continued attendance and involvement at her local church were recommended to maintain gains and grow spiritually
.
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