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Abstract 

This case study recounts an application of Ehlers and Clark’s (2000) cognitive model 

of post-traumatic stress disorder (PTSD) to post-intensive care unit (post-ICU) PTSD. An AB 

single case design was implemented. The referred patient, Rosalind (pseudonym), completed 

several psychometric measures prior to the commencement of therapy (establishing a 

baseline), as well as during and at the end of therapy. Idiosyncratic measures were also 

implemented to capture changes during specific phases of treatment. The importance of the 

therapeutic alliance, particularly in engendering a sense of safety, was highlighted. Findings 

support the use of cognitive therapy for PTSD (CT-PTSD) with an older adult, in the context 

of a CoronaVirus Infectious Disease (CoVID-19) related ICU admission. This case is also 

illustrative of the effectiveness of implementing CT-PTSD in the context of comorbid difficulties 

and diagnoses of delirium, depression, and complicated grief. 

Key learning aims 

1. To recognise the therapeutic value of CT-PTSD in addressing PTSD following a 

CoVID-19 admission, in the context of complicated grief and delirium. 

2.  To consider the importance of a strong therapeutic alliance when undertaking CT-

PTSD. 

3. To understand the intersection of complicated grief and delirium in the context of 

ICU trauma. 

4. To consider the challenges in working with PTSD, whereby the target trauma 

(CoVID-19 ICU admission) is linked with ongoing uncertainty and continuing indeterminate 

threat. 

Introduction  

During the CoronaVirus Infectious Disease (CoVID-19) pandemic, high levels of 

psychological distress have been identified across the general population (Rettie & Daniels, 

2020; Pierce et al., 2020). Murray and colleagues (2020, p.2) highlight that “One of the many 

aftershocks of the pandemic is likely to be a rise in patients presenting with PTSD related to 

their experiences of illness and medical treatment”, including those having experienced 
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CoVID-19 itself. Patients exposed to ICU environments are particularly vulnerable to 

developing PTSD, and this may be further compounded by sedative medications and partial 

consciousness (Davydow et al., 2013; Jackson et al., 2020). During altered physiological 

states, patients are at greater risk of delirium, including experiences of confusion, 

hallucinations and delusions (Kotfis et al., 2020).  These experiences increase risk of PTSD 

as memory processing is impacted (Murray et al., 2020; Valsø et al., 2020). Memories are 

poorly organised, dominated by sensory information and remain segregated from 

autobiographical memories, rendering them easily triggered. The National Institute for Health 

and Care Excellence (NICE) ‘Rehabilitation after Critical Illness’ guidelines (2009) advise that 

patients receive psychological follow-up following discharge from ICU. However, in practice, 

these services are not available across all UK hospitals and have been further pressured by 

demands of the CoVID-19 pandemic (Murray et al., 2020).  

Intervention: CT-PTSD 

CT-PTSD is considered a first-line treatment for PTSD and is advocated by various 

international clinical guidelines (American Psychiatric Association, 2017; International Society 

of Traumatic Stress Studies, 2019; NICE, 2018). However, variables other than best treatment 

outcomes may influence clinical recommendations for mental health conditions. Dakin and 

colleagues (2015) claim that cost-effectiveness is the principal driver of many NICE 

recommendations. Prioritisation of balancing costs over treatment effectiveness may 

negatively impact treatment selection. As a trauma-focused cognitive behavioural therapy 

(CBT), CT-PTSD has strong evidence of cost effectiveness (Mavranezouli et al 2020) as well 

as several randomised control trials (RCTs) support its clinical efficacy with low drop-out rates 

(Ehlers et al, 2014; 2020). Whilst CBT has been consistently evidenced for use with older 

adults, specific research investigating the effectiveness of CT-PTSD is limited (Laidlaw, 2021).  

Research examining the effectiveness of psychological interventions for patients 

experiencing PTSD following a CoVID-related ICU admission is limited. Research evidence 

focuses on early intervention for PTSD in ICU environments (Wade et al., 2019), highlighting 

the importance of patient diaries (Ullman et al., 2015) and consideration of sedation and 
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medication use (Kress et al., 2003). CT-PTSD is considered an effective treatment for PTSD, 

but has not yet been specifically tested with post-ICU patients, however, Murray and 

colleagues (2020) suggest that it can be effectively used with this population. CT-PTSD is 

typically offered for 12 sessions, however, it is acknowledged that more sessions are required 

in complex presentations, as is likely to be the case amongst post-ICU patients, where 

comorbidity and multiple traumas are common (Murray et al., 2022).   

For patients with comorbid PTSD and depression, as evident in this case study, 

trauma-focused therapies have been found to reduce depressive symptoms (Rosen, Ortiz & 

Nemeroff, 2020). Treatment specifically targeting depressive symptoms does not tend to 

improve comorbid PTSD (Rosen, Ortiz & Nemeroff, 2020), which further justifies the primary 

selection of CT-PTSD for the referred patient’s presentation. 

Unresolved Grief and Delirium 

Typically manifesting as a collection of acute symptoms that fluctuate over time, 

delirium involves a disturbance of consciousness that impacts one’s cognition (Cavallazzi, 

Saad & Marik, 2012). Whilst delirium is a transient and reversible issue, its psychological 

impact can persist (Williams et al., 2020). In the context of psychosis, individuals’ appraisal of 

their voice hearing experience has been associated with their levels of distress (Chadwick & 

Birchwood, 1994). A similar association may be apparent in appraisals of delirium. Although 

research into grief and delirium is limited, case studies have shown that personal experiences 

of grief may shape an individual’s experience of delirium (Khoo, 2011). An individual who 

experiences communicating with the deceased during delirium, may interpret this as a sign of 

transition from life to death (Breitbart et al., 2000). Whilst this can be reassuring for those 

making this transition (Kearney, 1996), individuals who survive may find this experience 

distressing. This case study describes complicated grief that is distinct from major depression 

or PTSD, but presents comorbidly (Shear et al., 2005; Miller et al., 2012). 

Older Adult Adaptations 

This clinical case study describes the management of a myriad of physical health 

difficulties, including a diagnosis of incurable cancer. Greater physical health difficulties are 
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more likely to accumulate in older adults leading to depression, as well as complicating 

grieving processes (Miller et al., 2012). Patients with experience of physical health conditions 

are arguably accustomed to deferring to expertise from medical professionals, and may 

similarly approach therapy with expectations of a medical model (Morrill et al., 2021). This 

could detrimentally influence patients’ sense of agency and increase helplessness (Renzaglia, 

1983). It has been proposed that older people are more likely to believe that being a patient 

brings the need for patient passivity, i.e., being passive receivers of a healthcare 

professional’s help, advice and expertise (Steuer & Hammen, 1983). Therapists should 

therefore consider generational contexts and challenge cohort beliefs around self-generation 

of new behaviours and strategies (Evans, 2007). Collaboration offered by therapeutic 

approaches, such as CBT, helps to redress power imbalances (Evans, 2007). Despite 

independent consideration of gerontology and PTSD, the study of PTSD in older adult 

populations remains relatively limited (Thorp, Wells & Cook, 2017). Initial evidence suggests 

that older adults may experience PTSD symptoms differently to their younger counterparts 

(Thorp, 2020), for example, increased stigma may be evident (Corrigan et al., 2003). PTSD 

symptoms are likely to connect with previous trauma experiences, however, older adults are 

less likely to independently make connections between current symptoms and previous 

trauma (Thorp, Sones & Cook, 2011). Thorp and colleagues (2020) highlight the need for 

research examining treatment outcomes in older adults with PTSD, including studies which 

account for comorbid diagnoses and various trauma types.  

Presenting problem 

Case Introduction  

This case study details the assessment, formulation and intervention phases of 

individual CT-PTSD with Rosalind (pseudonym). The client provided her written consent for a 

case study to be written and published. The 65-year-old woman presented with PTSD 

following an ICU admission with CoVID-19. Rosalind developed bilateral interstitial (double) 

pneumonia following CoVID-19. She had recently undergone surgery (segmentectomy) after 
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receiving a primary cancer diagnosis. Rosalind had also had multiple primary tumours over 

the last 7 years.  

Rosalind identified as a white British woman and explained that her family’s attitudes 

to help-seeking, particularly in relation to mental well-being, contributed to her unwillingness 

to seek professional help. She recognised that her negative self-perception resulted from 

“needing to get help this time” for psychological problems, which had been more difficult than 

receiving help when “fighting four cancers in seven years”. Rosalind reflected on how her 

negative self-perception had been exacerbated by cohort beliefs and mental health stigma. 

Rosalind also noted that patterns of powerlessness throughout her life (e.g., being physically 

disciplined in the home-environment and experiences of coercive control in romantic 

relationships) currently contributed to feelings of helplessness. 

An internal referral was made to clinical psychology by Rosalind’s Cancer Support 

Worker following worsening CoVID-related trauma symptoms. Rosalind felt that her ability to 

“fight” her cancer had been impacted by her CoVID-related trauma experience. She hoped 

that undertaking CT-PTSD would allow her to re-adopt her position of “fighter”, without the 

need for the cancer diagnosis to be the focus of therapy. She was referred to the clinical health 

psychology service for therapeutic input surrounding difficulties directly related to the 

adjustment to, and consequences of, her physical health challenges in ICU (including the 

necessary introduction of a walking aid: “my stick”). In addition, Rosalind presented with 

delirium in the context of her ICU admission, the content of which involved an encounter 

with her deceased father. Evidence suggests that individuals who access treatment within a 

year of the traumatic event show better outcomes than those who access interventions later 

(Maguen et al., 2020). Rosalind was seen approximately 6 months post-ICU discharge.  

Assessment  

A structured assessment was undertaken at the start of therapy, including a clinical 

interview against the DSM-5 criteria (American Psychiatric Association, 2013), and 

information-gathering continued over the course of treatment. Rosalind scored above the 

clinical threshold on the Impact of Event Scale – Revised (IES-R) (Weiss & Marmar, 1996) 
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indicating ‘probable PTSD’ (though it important to note that the IES-R is not mapped onto the 

latest DSM-5 criteria).  Rosalind met clinical thresholds for depression and anxiety as 

demonstrated on the Hospital Anxiety Disorder Scale (HADS) (Zigmond & Snaith, 1983). The 

aim of the assessment process was not diagnosis, but to support formulation of Rosalind’s 

presenting issues, to identify the most appropriate intervention, and to identify Rosalind’s 

goals for moving on after trauma and reclaiming life.  

At assessment, Rosalind reported that she “was starting to scare [her]self”, as she was 

experiencing “dark thoughts” about “not feeling able to carry on” in spite of “wanting to live”. It 

was important to consider Rosalind’s access to powerful medications when assessing her risk 

to self, as well as her ongoing challenges in managing an incurable cancer diagnosis. Regular 

discussions enabled assessment of Rosalind’s risk to self, however, suicidal ideation 

dissipated quickly once therapy commenced. Safety was appropriately contracted during 

peaks in trauma symptoms. Rosalind’s risk to self was mitigated by her understanding of, and 

commitment to, trauma therapy, as well as a desire to “reclaim [her] life”. Rosalind’s account 

of her difficulties indicated that she was experiencing PTSD, which was confirmed by a clinical 

psychologist. As PTSD was the primary difficulty, a CT-PTSD approach was indicated. 

As is often the case when working with an older adult population (Saunders et al., 

2021), a more detailed assessment enabled the therapist to tailor their approach and account 

for vast life experiences. A genogram was co-created, including abusive romantic 

relationships; estrangement from her sister; and conflicted parental relationships. For 

example, the genogram provided useful context about Rosalind’s conflicted relationship with 

her father, which supported sensitive management of her delirium experiences. Knowledge 

obtained during the genogram exercise enabled the therapist to hold in mind links between 

Rosalind’s delirium experience and adverse childhood experiences.  

During the latter stages of assessment, specific, measurable attainable, relevant and 

time-bound (SMART) goals were co-developed to support the therapeutic process and start 

work on rebuilding life from the outset. The goals to achieve by the end of therapy were: 
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• Reduce symptoms of PTSD (including nightmares, flashbacks, intrusions, and 

dissociative experiences). 

• Drop social avoidance behaviours, e.g., answer the telephone to a friend, and share her 

Covid-19 experience with friends.  

• Complete the post-ICU physiotherapy programme, return to graded exercise, spend 

time walking once per week, initiate contact with loved ones, engage in social activities, 

and go to busy places, including a large supermarket.  

• To improve self-care activities, such as showering and getting dressed at least 4 days 

of the week, book and attend self-care appointments, wear make-up at least a couple of 

days a week, and to try wearing contact lenses.  

• To return to engaging in creative arts consistently, and watch a thriller following the plot, 

without dissociating. 

Psychological Formulation  

At the start of therapy, Rosalind’s minimal understanding of her symptoms contributed 

to feelings of worry and negative self-perceptions. She expressed fear that she was “going 

crazy” and appraised complicated symptoms as a reflection of her character, for example, 

believing she was ‘weak’. Rosalind’s traumatic experiences included emergency 

transportation to hospital, invasive and painful medical procedures, seeing, hearing and 

learning about other patients dying, and hallucinations caused by delirium. These experiences 

were understood by Rosalind as her feeling ‘out of control’ and unable to assume her usual 

role of looking after others. Matching triggers (e.g., medical procedures, and the proprioceptive 

feedback of lying down) reactivated these beliefs, and led to her re-experiencing medical 

procedures (particularly in physical sensations), as well as re-experiencing the memory of the 

delirium. 

Understandably, due to peritraumatic factors (such as reduced consciousness, intense 

emotions and physical demand on her body), Rosalind had been unable to process her 

experiences at the time, leaving her account fragmented and poorly elaborated. Rosalind’s 

trauma account lacked chronology and she described significant memory “gaps”. She 
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described a ‘here and now’ quality to her memories, experiencing frequent feelings that “she 

was back there”, and thus still at risk of death (see formulation in Figure 1). Rosalind also 

reported dissociative experiences during trauma and its sequelae, for example, memories of 

observing her experiences ‘happen to herself’. She noted that time “passed her by” in the 

weeks that followed her ICU discharge. She described a combination of emotional 

‘numbness’, ‘overwhelm’, and an acute sense of ‘vulnerability’ that was unfamiliar, despite 

previous experiences of multiple cancer diagnoses and physical health challenges.   

Rosalind’s attempts to reduce this sense of current threat provided some short-term 

relief, but inadvertently increased symptoms. For example, by engaging in cognitive and 

emotional avoidance and suppressing ICU memories, her experiences were not processed 

and updated with knowledge that she survived. Implementation of these short-term strategies 

promoted disconfirmation bias, as Rosalind was unable to learn that she can cope when 

thinking about the trauma. Rosalind’s experiences were complicated by ongoing uncertainty 

surrounding CoVID-19 throughout her treatment, both in terms of the broader context of the 

pandemic and navigating her personal experience of long-CoVID. The therapist worked 

collaboratively with Rosalind to balance risks whilst addressing behavioural avoidance (e.g., 

going out publicly). The patient and therapist contracted for open dialogue and consideration 

of whether avoidance behaviours originated in PTSD symptoms or were the result of 

considered appraisal of risk to the patient’s physical health.  

A sense of threat extended to multiple domains of Rosalind’s life, and she expressed 

reduced confidence, heightened anxiety and lowered mood. She had become increasingly 

distant from living life in line with her values, and later recognised that she was significantly 

neglecting herself. For example, she spent “days in bed” and “went weeks without showering”. 

It is likely that her recent experience of trauma renewed negative self-referential beliefs (e.g., 

‘I am weak’), which had been somewhat dormant following personal growth after adverse 

childhood experiences. 

[Insert Figure 1 here] 
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Whilst undertaking imaginal reliving work for Rosalind’s second identified hotspot 

(session 7), Rosalind recalled delirium experiences that she had previously been consciously 

unaware of. Her delirium involved hallucinations of her father, who had died two years 

previously in Accident and Emergency (A&E). Rosalind was understandably distressed at the 

time of her actual delirium, as well as during the imaginal reliving of this experience by ‘seeing’ 

her father again. She explained having tried to “bury” her grief since her father’s death. Her 

grief was largely complicated, and she measured above the clinical threshold across the 

Inventory of Complicated Grief (ICG) (Prigerson et al., 1995) administered during session 9. 

At this stage, it became apparent that treatment should be adjusted to incorporate grief work. 

Rosalind had a conflicted relationship with her father when he was alive. He was physically 

violent and “psychologically abusive” throughout her upbringing. Rosalind, however, explained 

how they had had a more positive relationship “towards the end” of his life. This allowed her 

to reconcile her experience of delirium, shifting her relationship with her delirium memory from 

her father’s presence being threatening and taking her with him into death, to his presence 

being one of some comfort, and one where he left Rosalind to reclaim her life away from the 

abuse he had inflicted (Figure 1).  

Method 

Design  

This case study implemented an AB single case design (Barlow & Hersen, 2008). A 

three-week baseline (A) was established prior to the CT-PTSD intervention phase (B), which 

improved the likelihood of capturing stable baseline data (Kratochwill et al., 2010). In addition 

to an assessment session, the treatment phase included seventeen further sessions. 

Undertaking imaginal reliving face-to-face supported management of Rosalind’s simultaneous 

engagement with distressing trauma memories and awareness of the present moment. Due 

to the complexity of Rosalind’s experiences, it was important for the therapist to be able to 

closely monitor and respond as re-experiencing of past pain might exacerbate current long-

CoVID symptomology (e.g., breathlessness). 

Measures  
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Evidence suggests that monitoring data using psychometric measures at frequent 

intervals contributes to positive treatment outcomes (Lambert, 2007). For example, real-time 

feedback facilitates necessary adjustments to treatment (Lambert, 2010). Several 

psychometric measures were implemented over the course of therapy (Table 1.). Lower cut-

off scores are advocated for older adults when using PTSD self-report measures (Thorp et al., 

2011). However, prior to therapy, Rosalind scored significantly above the clinical cut-off 

typically used (Weiss, 2007). It became clear that following her trauma, Rosalind had 

experienced negative alterations in her beliefs about personal vulnerability and perceived 

permanent negative changes to herself which prompted Post Traumatic Cognitions Inventory 

(PTCI) administration (Table 1).  

[Insert Table 1 here] 

Course of therapy 

Rosalind attended 18 sessions of CT-PTSD over a 6-month period. Appointments 

lasted between 60 and 90 minutes. Trauma-focused therapies have high drop-out rates, 

particularly when an individual presents with comorbid depression (Flory et al., 2015). Co-

occurrence of PTSD and depression is also associated with poorer prognosis and greater 

suicidal risk (Flory et al., 2015). A collaborative stance was fostered throughout to maximise 

Rosalind’s sense of control over therapy pacing and interventions used. Decision-making 

regarding therapeutic processes were undertaken collaboratively which helped redress power 

imbalances. The client responded favourably to the idea that herself and the therapist were “a 

team” which provided a useful frame for therapy. 

Sessions 1-3 (included socialisation, establishing a working alliance, and goal setting) 

Discussions with the client around her symptoms, treatment goals and hopes for 

rebuilding life, accompanied by a clear rationale for CT-PTSD, were undertaken at the 

beginning of treatment. Prior to therapy, Rosalind had interpreted her experiences as an 

indicator that she was “crazy” and that she had permanently changed as a person “for the 

worst” (Dunmore et al., 2001). Initial sessions also included normalisation of Rosalind’s 

symptoms, and information about the nature of trauma memories. Rosalind experienced 
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significant delirium with content related to complicated grief. Murray and colleagues (2020) 

outline ways that CBT can be adapted when working with post-ICU PTSD and promote 

psychoeducation around delirium experiences. The identification of threatening personal 

meanings which had been ascribed to content by the client was important. A strong therapeutic 

alliance was established during the assessment and formulation stages of treatment in line 

with the general principles of CT-PTSD (Ehlers & Wild, 2015) as evident from Rosalind’s 

commentary “I somehow already know that I am safe, and that we are a team”. Therapy 

techniques (including grounding strategies) which promoted feelings of relative safety were 

practised at the start of treatment. 

Sessions 4-6 (included working with trauma memories and reducing avoidance) 

Interventions addressed key treatment targets in the Ehlers and Clark cognitive model 

(2005): elaborating trauma memories; identifying, modifying and updating problematic trauma 

appraisals; and dropping unhelpful cognitive and behavioural strategies. A brief account of 

Rosalind’s trauma was established and cognitive themes to be addressed in therapy were 

decided upon. Multiple hotspots were identified, including her ambulance transportation to 

hospital (primary hotspot) and time in A&E (secondary hotspot). Rosalind engaged in within-

session imaginal reliving for the time of her ambulance transportation to hospital during these 

sessions. The worst meaning of this hotspot was unpacked ("I am going to die") and then 

updated during reliving ("I did not die, I survived, I see my family and friends again"). 

Sessions 7-12 (included a continuation of work on trauma memories, and grief and loss) 

As therapy progressed, imaginal reliving work continued to focus more on memories 

not elaborated previously, with attention shifting to Rosalind’s secondary hotspot around her 

time in A&E. These sessions also incorporated cognitive and imagery restructuring work, and 

included grief work from session 9. With the information generated during reliving, Rosalind 

produced a written record of her trauma narrative. This dual approach to CT-PTSD is 

supported by Ehlers and Wild (2015) who acknowledge its particular usefulness when the 

traumatic event occurred over an extend period of time and when clients experience 

heightened physical reactions during reliving. As per the guidance, the written narrative 
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offered a summary of the updated trauma narrative including new meanings (e.g., I know now 

that I did not die, I survived) emphasised in a bold font (Ehlers & Wild, 2015).  

Peri-traumatic cognitions were re-appraised and adaptations were co-developed and 

integrated into the updated memories. For example, Rosalind's worst meaning of experiencing 

difficult physical sensations (feeling cold and shaking uncontrollably) was that she was alone 

and uncared for.  To update this meaning ("I am no longer alone and uncared for"), Rosalind 

elected to incorporate an image of the therapist when reliving, as she felt the therapist provided 

her with a sense of safety. She imagined the therapist offering her a warm blanket at the point 

she felt cold and alone.  Additionally, the patient noted “hearing [the therapist’s] voice” (it was 

not clear if this was an intentional action by Rosalind or a natural evolution) when experiencing 

flashbacks after therapy had started, which reportedly helped to ground her, and ultimately 

contributed to resolving this symptomology. She also referenced hearing the therapist’s voice 

during imaginal reliving undertaken independently between-sessions, again it is not clear if 

this was intentional or a natural evolution from the in-session reliving work. Furthermore, 

Rosalind noted how her use of the therapist’s voice helped her to self-soothe during times of 

ongoing challenge (e.g., attending a friend’s funeral). Rosalind’s description of this process 

was similar to Compassion Focused Therapy-based work around the compassionate voice 

(Gilbert, 2014), but was mostly self-initiated. 

Grief work included working towards accepting her father’s death, addressing 

conflicted feelings about their relationship and purposeful remembering. Cognitive 

restructuring around her delirium was managed sensitively. Rosalind was active in decision-

making around how best to conceptualise the inclusion of her father in her delirium experience. 

We explored her feelings of “comfort in ‘seeing him’ again”, despite their “conflicted” 

relationship. Rosalind expressed her spirituality through a narrative that her father’s presence 

and subsequent absence from her delirium signified that “it was not [her] time to die” and that 

“he [had] moved on”. It was important that Rosalind’s spirituality was accounted for in the 

management of her grief and delirium experiences (Khoo et al., 2011). Rosalind experienced 

emotional distress when engaging in imaginal reliving and remembering that her father “left” 
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her, as the delirium experience came to a close. The personal meaning assigned to this 

experience replicated patterns of perceived ‘desertion’ in other experiences (e.g., the 

breakdown of her first marriage, her father’s death). This sense of abandonment was 

considered within the context of the therapeutic relationship, as another potential source for 

feared ‘desertion’, e.g., if the therapist unexpectedly left or therapy ended unexpectedly 

abruptly. The patient explained that her experiences of the therapist’s presence in her 

cognitions, outside of therapy, had helped reassure her and address feelings around 

abandonment. The internalisation of a cognitive representation of the therapist allowed the 

client to go towards a positive ending of the relationship with the therapist, as opposed to 

another experience of losing a relationship as abandonment.  

Session 13 – 18 (included a site visit, trigger discrimination, and development of a therapy 

blueprint) 

A site visit to the hospital was carried out in session 13, including attendance to A&E 

and the ward. As part of this process, Rosalind was afforded the opportunity to meet some of 

the healthcare staff working in these locations. Following this, a review of Rosalind’s site visit, 

as well as stimulus discrimination work, futureproofing, and a therapy blueprint was 

undertaken. Revisiting the hospital site of Rosalind’s trauma provided her with further 

evidence of the resolution of her traumatic experience. In this visit, predictions such as “I will 

be back there, and I can’t do that again” were put to the test. On reviewing this visit, Rosalind 

noted that she had “coped”, and would be able to return to hospital without feeling distressed. 

Following this visit, Rosalind noted a positive increase in her belief about her ability to cope in 

the presence of triggers, as shown by discrepancies in predicted and actual subjective units 

of distress (SUDS) ratings. At the end of therapy, a blueprint was co-developed to recognise 

what had maintained Rosalind’s presenting difficulties and what was helpful in managing 

them. Potential setbacks, such as management of anniversaries, were reflected upon and 

strategies were planned. Cancer was never the focus of Rosalind’s therapy. By processing 

and addressing her traumatic experiences, she was able to return to being a “fighter” of her 
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cancer, in the knowledge that she would be able to return to hospital for treatment “on her 

own”.  

Throughout therapy, Rosalind was guided to consider how her use of safety 

behaviours contributed to a sense of current threat and distanced her further from living in line 

with her values. Reclaiming life assignments formed part of each therapy session. Rosalind 

and the therapist reflected on the domains of life which held personal value to Rosalind and 

has been impact by her experiences, corresponding homework assignments were agreed as 

appropriate which supported moves towards Rosalind’s behavioural goals. Physical 

comorbidities are often evident in an older adult population and liaison with multi-disciplinary 

professionals is important (Laidlaw et al., 2021). Behavioural work was undertaken with due 

consideration of this. For example, Rosalind’s goals included improving her adherence to 

physiotherapy recommendations, as activities proved challenging when they brought on 

similar body sensations to those experienced during the trauma (e.g., shortness of breath). 

Rosalind provided feedback throughout therapy about the importance of feeling “safe with the 

therapist”. She noted that this had supported her in continuing as therapy became more 

challenging. Rosalind expressed that the collaborative stance to the work had helped her to 

engage with the imaginal reliving component of treatment, alongside confidence in applying 

grounding techniques.  

Outcome 

All goals were achieved at various times during therapy and were sustained until the 

end. CT-PTSD greatly reduced Rosalind’s traumatic stress symptoms. At the end of therapy, 

she reported no nightmares, flashbacks, intrusions or dissociative experiences. Rosalind’s 

IES-R scores across the baseline phase indicate sufficient stability to draw conclusions that 

CT-PTSD positively impacted IES-R scores. These scores increased following the initiation of 

imaginal reliving work in session 2 of the intervention phase of therapy (Figure 2). Rosalind 

experienced another peak in IES-R score following work to target the second ‘hotspot’ 

identified (A&E) in session 7 of the intervention phase of therapy. The lack of continuous 

downward trend is likely to exclude spontaneous remission (Morley, 2017). Rosalind did not 
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complete measures for session 10 (treatment phase) due to a further bereavement during this 

time. At the end of treatment, Rosalind scored 8 on the IES-R, which is significantly below the 

clinical cut-off (33), and is not indicative of PTSD. This score was stable over the last 3 weeks 

of therapy, which is suggestive of more reliable change.  

[Insert Figure 2 here] 

 

Prior to direct intervention, Rosalind reported high levels of pathological cognitions associated 

with her traumatic experiences and PTSD symptoms. The PTCI had not been part of the initial 

baseline measures but was given first at session 9 and then again at session 16. Post-

intervention, Rosalind’s PTCI scores show clinically significant improvement (Table 2).  

[Insert Table 2 here] 

Results support the use of CT-PTSD in the context of complicated grief. Prior to undertaking 

direct work focusing on Rosalind’s grief and subsequent delirium content, she scored within 

the clinical range for complicated grief (Table 2). Following psychological intervention, 

Rosalind scored significantly below the cut-off (indicating absence of complicated grief). At 

baseline, Rosalind’s HADS scores indicated clinical levels of moderate to severe anxiety and 

depression (Figure 3). Scores peaked in parallel with imaginal reliving work involving the two 

primary hotspots identified within her trauma experience (session two and session seven of 

the intervention phase of therapy). 

[Insert Figure 3 here] 

Post-therapy, Rosalind’s scores indicate a mild level of anxious and depressive 

symptomology, which no longer meets clinical threshold. Rosalind proffered that high-scoring 

HADS items, (e.g., ‘I feel as if I am slowed down’), were related to her long-CoVID experience. 

This raises the question of how measures used in the physical health domain could be better 

adapted to account for long-CoVID in the future. Rosalind also retrospectively considered how 

her use of a walking aid had significantly reduced. She described using the aid “less than half 

the amount of time” that she had prior to therapy, despite doing more physical activity. 

Rosalind viewed her move away from using a stick as “letting go of the trauma” and “reclaiming 
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[her] life”. When reviewing her goals, Rosalind recognised that she had met or surpassed “all 

of them”.  

Discussion 

Collectively, findings indicate that CT-PTSD was effective for the treatment of PTSD 

with comorbidities with an older adult. All initial hypotheses were supported by treatment 

outcomes. Although IES-R scores were heightened during imaginal reliving, as predicted, the 

reduction in Rosalind’s trauma symptoms was reflected in scores, which consistently 

measured below clinical threshold towards the end of therapy. Stability in outcome measures 

in later sessions indicate that positive treatment outcomes will likely be maintained over 

time. Due to social distancing constraints, it was not possible to meet with Rosalind’s family. 

Given the impact that Rosalind’s ICU admission had on both herself and those around her, 

joint sessions may have been useful for helping to continue positive changes, as well as 

screening others who were involved for PTSD. 

The AB design implemented may be considered ‘quasi-experimental’ (Tate et al., 

2016) and is limited by its failure to manipulate treatment (Morley et al., 2017). As a single 

case design, findings should not be generalised without caution. However, the rich data 

provided through case study analysis implies high internal validity (Morley et al., 2017). 

Further, establishing a stable baseline and weekly administration of measures is preferable 

when compared to simple pre-post designs (Morley et al., 2017). 

Despite meeting all therapy goals, Rosalind continues to experience difficulties in 

relation to long-CoVID that were not fully addressed as part of treatment. As professionals 

learn more about working with long-CoVID in the context of trauma therapy, reflecting on 

cases, such as Rosalind’s, may help to identify ways to better support this increasing client 

population.  

Experience of delirium and bereavement accounted for some complexities evident in 

Rosalind’s presenting difficulties. The content of Rosalind’s delirium was dominated by her 

father’s ‘presence’ and its highly emotive impact indicated complicated grief. This case study 

demonstrates the successful application of CT-PTSD despite the complex interplay between 
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presenting difficulties and the unprecedented context of the CoVID-19 pandemic. Typically, 

approximately 13% of patients admitted to ICU die (Intensive Care National Audit and 

Research Centre, 2019), however, mortality rates in ICU have increased significantly during 

the CoVID-19 pandemic. During imaginal reliving, Rosalind reported a strong belief that “[she 

was] going to die”. Rosalind’s awareness of her own mortality was arguably exacerbated by 

her experiences of ICU, CoVID-19, multiple cancer diagnoses and recent major surgery. 

Additionally, her father’s presence in her delirium experience initially signified to Rosalind that 

she was likely to join her father in death. Given the cumulative perceived threats to her life, it 

is understandable that Rosalind went on to develop PTSD. These experiences were further 

compounded by her identity as an older adult with a significant number of adverse life 

experiences and ongoing cohort challenges, such as frequent bereavements. Given these 

factors, Rosalind’s commitment to therapy is particularly noteworthy, especially considering 

the high drop-out rates for her psychiatric diagnoses (Flory et al., 2015). Beierl and colleagues 

(2021) reported a reciprocal relationship between working alliance and symptoms, where 

stronger working alliance (including measures of tasks, goals and bond), was predictive of 

improvements in PTSD symptomatology in CT-PTSD, and was further strengthened by 

symptom improvement. Indeed, in this work, client feedback and therapist observation 

indicated that treatment efficacy was facilitated by a strong therapeutic alliance.  

Managing the indeterminate threat associated with CoVID-19 presented unique 

challenges. However, ongoing uncertainty offered real-time opportunities to future-proof 

therapeutic work. In this context, patient choice and fostering a safe therapeutic space were 

especially important. Acceptance of Rosalind’s decision to write rather than record her 

narrative positively impacted the therapeutic relationship and contributed to her exercising 

greater autonomy in subsequent decision-making. Adaptation of manualised CT-PTSD 

reflected the collaborative stance frequently championed by CBT approaches. Enabling 

Rosalind to focus on what she was able to control within therapy sessions modelled a helpful 

approach for managing uncertainty across other contexts.  
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The site visit helped solidify processing of the traumatic event (Wild et al., 2020) and 

offered opportunities to test Rosalind’s beliefs around her own coping (Murray, Merritt & Grey, 

2015). Rosalind concluded that she can “cope” when presented with trauma reminders. For 

example, she spoke about her (previously avoided) A&E experience with staff members at the 

trauma site without distress (as measured by SUDS ratings). This further decreased residual 

avoidance behaviours. CT-PTSD was found to improve multiple aspects of Rosalind’s 

presentation, and she shared that therapy had “allowed [her] to find the path, so that [she] can 

have [her] life back”.  

Key Practice Points  

1. Quantitative and qualitative outcomes indicate clinically significant changes in 

trauma symptoms, suggesting that CT-PTSD can be used effectively with adults 

with complex and comorbid presentations. 

2. A therapeutic relationship grounded in safety is important to the effective delivery 

of CT-PTSD. Its development can be supported through adoption of a collaborative 

stance including space for the client to challenge and shape interventions with 

appropriate contracting.  

3. The use of psychometric measures in the context of long-CoVID will be important 

to consider as understanding of psychological and physical impacts continues to 

progress. Studies looking into adaptations of measures may be helpful. Measures 

were introduced across the course of therapy with good effect, including at the start 

of various phases of work (e.g., interventions targeting grief).  

4. The use of imagery rescripting and cognitive restructuring were identified as 

particularly important to the understanding and processing of complicated grief, 

which may manifest as delirium during traumatic events.  

5. The importance of inter-disciplinary work in identifying the need for psychological 

input was highlighted. This paper describes a case where a psychosocial support 

pathway within oncology services effectively identified and referred a client for 

therapy. Given the nature of this client’s difficulties, evidence regarding the 
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importance of offering psychological input as part of follow-up from ICU is 

demonstrated. 
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Further Reading 

Murray, H., & El-Leithy, S. (2022). Working with Complexity in PTSD: A Cognitive Therapy 

Approach. Taylor & Francis. 
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Table 1. A table to show the measures implemented over the course of therapy 

Outcome 

measure 

Description  

and clinical cut-offs 

Appropriateness for client 

demographics 

 
Hospital 

Anxiety and 
Depression 

Scale 
(HADS) 

 

The HADS (Zigmond and Snaith, 1983) 

was used to measure symptoms of 

depression (7 items) and anxiety 

(7 items). A clinical cut-off score of ≥11 

was used (Snaith, 2003) 

The HADS is considered a 

valid instrument to measure 

psychological distress in an 

older adult population 

(Djukanovic et al., 2017) 

Impact of 
Event 
Scale-

Revised 
 (IES-R) 

The IES-R (Weiss, 2007) was used to 

identify subjective distress caused by a 

traumatic event. PTSD is deemed a 

clinical concern for those scoring 

between 24 and 32 (Asukai et al., 2002), 

whilst scores ≥33 indicate a probable 

diagnosis of PTSD (Creamer et al., 

2003). The IES-R comprises three sub-

scores, namely, intrusion, avoidance and 

hyperarousal 

The IES-R has been validated 

in the ICU population unlike 

other measures of trauma 

such as the PCL-5 (Bovin et 

al., 2016). Total mean IES-R 

scores are greater in patients 

who experienced delirium 

(Askari Hosseini et al., 2021) 

relative to those who did not 

Inventory of 
Complicated 

Grief 
 (ICG) 

The ICG (Prigerson et al., 1995) was 

used. Complicated grief is considered 

distinct from bereavement-related 

depression and anxiety (Prigerson et al., 

1996) and PTSD (Prigerson et al., 2000). 

This 19-item measure is on a Likert scale 

of 0 (never) to 4 (always). Scores ≥25 

indicate complicated grief 

This measure should only be 

used after a minimum of 

6 months have passed since 

the individual’s bereavement 

(Prigerson et al., 1995) 

Post-
Traumatic 
Cognitions 
Inventory 

(PTCI) 

The PTCI (Foa et al., 1999) contains 

33 items and three subscales: Negative 

Cognitions about the Self, Negative 

Cognitions about the World, and Self-

Blame. The total clinical cut-off score for 

individuals who have experienced 

The PTCI has been found to 

effectively discriminate 

between traumatised 

individuals with and without 

PTSD even after controlling 

for age (Foa et al., 1999) 
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trauma with PTSD is 133.0 (SD 44.2) 

(Foa et al., 1999) 

 
Table 2. Changes in Rosalind’s PTCI total score, and subscores (pre- and post-intervention 
targeting cognitive and imagery restructuring) and ICG score (pre- and post-intervention to 
target her ICU delirium and grief) 
 

 

  

Session 

number 

Total PTCI 

score 

PTCI Self PTCI 

World 

PTCI Self-

Blame 

ICG score 

9 137 3.1 4.6 3.7 29 

16 51 1.9 2.9 1 3 
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Figure 1 
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E 
R 
S 
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S 
T 
E 
N 
T 
 

P 
T 
S 
D 

NATURE OF TRAUMA MEMORY 
 
Incomplete processing, poor elaboration, not given context in time and space, 
inadequate integration into autobiographical memory 
 
Difficulty intentionally retrieving traumatic event and having problems with 
involuntary recall (including flashbacks, intrusive memories and nightmares) 
 
Misconception that memory gaps = a ‘problem’, and something 
psychologically wrong 
 
Easily ‘triggered’ 

PRIOR EXPERIENCES AND BELIEFS  
 
Loss of father (impacted delirium content – 
unresolved grief) 
 
 
Negative childhood experiences 
(e.g. physical violence from father and 
psychological abuse) 
 
 
Pre-existing attitudes towards help-seeking 
(e.g. seeking help = her a victim) 
 
Identity → a ‘doer’ who is protective of 
others 

CHARACTERISTICS OF TRAUMA/SEQUELAE 
 
Threat to life  
Physically very unwell 
(e.g. breathlessness, pain) 
 
A&E environment (reminders of loss of father and 
potential for renewed trauma) 
ICU environment (noise, light, medical procedures) 
Medication/sedation  
Delirium 
 
Immobility 
Communication difficulties 
Isolation from loved ones 
Permanent physical impact (long COVID) 

COGNITIVE PROCESSING DURING TRAUMA 
 
Peri-cognitive effects: data-driven rather than conceptual processing of 
necessary information e.g. ‘we are going to take you to ICU’ 
 
Dissociation during trauma  
State factors: processing impacted by illness, pain, medication, sedation 
(drifting in and out of consciousness). High degree of arousal/fear 
 
Mental defeat: 
 Perception = this was ‘the end’ 
 Lack of self-referential perspective during trauma (e.g. observing 

someone else on route to hospital) 
 Experienced a lack of control  
 Experienced an inability to assume role of looking after others, 

e.g. children 

NEGATIVE APPRAISAL OF TRAUMA 

At the time: 

‘I am going to die’ 
‘I can’t breathe’ 
‘I will never see my family or friends again’ 
‘I am alone’ 
‘Why is my dad here?’ 
‘I am going crazy’ 
‘I have been deserted’ 

 

The effects/sequelae: 

‘I am permanently damaged by this’ 
‘I need to walk with a stick’ 
‘I am dead inside’ 
‘I am weak’ 
‘If I think about what happened, I will 
not cope’ 

CURRENT THREAT  
Re-experiencing (mainly consisting of sensory 
impressions) with a ‘here and now’ quality  
Experience of delirium  
Strong emotions associated with intrusive memories 
(e.g. fear, distress, anxiety)  

STRATEGIES INTENDED TO CONTROL THREAT 
Avoidance of stimuli (including thoughts) which could serve as reminders for the event. Trauma thought suppression. Family/friends avoiding talking of traumatic event. Selective attention 
to threat cues (and hypervigilance). Disengaging/withdrawal from previously enjoyed activities. Avoidance of crowded places. Avoidance of TV programmes or adverts related to 
COVID-19, including the news. Staying in bed and not engaging in basic self-care. Disconnecting socially from others 

MATCHING TRIGGERS 
 Hospitals/medical staff/ambulances 
 Crowds (particularly men) 
 Proprioceptive feedback when lying 

down 
 Being asked how she is  
 TV programmes/news bulletin  
 Similar sounds, smells, sights 
 Dates/anniversaries  

Prevents updating 
of memory.  
Stops cognitive 
change and 
therefore maintains 
the experience of 
PTSD 

Prevents updating 
of memory.  
Stops cognitive 
change and 
therefore maintains 
the experience of 
PTSD 

Recall bias/ 
selective 
retrieval 
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Figure 2 
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Figure 3 
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