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The Effectiveness of a Group Counseling Program Based on Prolonged 

Exposure Therapy (PE) in Reducing Posttraumatic Stress Disorder 

(PTSD) Among a Sample of Traumatized Adolescents 

By 

Dana Sami Bdair 

Supervisor 

Dr. Ali Adel Al-Shak’a 

Co- Supervisor 

Dr. Fayez Aziz Mahamid 

Abstract 

The purpose of this study was to examine the effectiveness of a 

group counseling program based on prolonged exposure therapy (PE)  in 

reducing posttraumatic stress disorder (PTSD) among a sample of 

traumatized adolescents in Palestine. The sample consisted of 17 

adolescents who live at Dar Al-Yateem Al-Arabie society in Tulkarm, 

Palestine ranging from 11-16 years of age. 

One group quasi-experimental design was used, in which the 

experimental group received counseling program based on prolonged 

exposure techniques over 7 weeks, 2 sessions per week. The performance 

of the group was tested before and after the intervention. 

Results demonstrated that the group counseling program was 

effective in reducing PTSD symptoms among the sample members. 

Moreover, significant differences were showed in PTSD symptoms 

between males and females in favor of females. These findings support the 

implementation a of a group counseling program which used prolonged 

exposure techniques with adolescents who have PTSD or other related 

problems. 

Key words: Group counseling for adolescents, prolonged exposure 

therapy, posttraumatic stress disorder, Palestine. 
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Chapter One 

Introduction 

The aim of this study is to examine the effectiveness of a group 

counseling program based on prolonged exposure therapy (PE) in reducing 

posttraumatic stress disorder (PTSD) among a sample of traumatized 

adolescents. 

Palestinian people have witnessed very hard and disastrous events 

because of the Israeli occupation. These unstable political issues have been 

affected many areas of the Palestinians life. Such as, economical and social 

status (Espie et al., 2009). As a result of the difficult political conflict in 

Palestine, many children and adolescents have become orphans, and 

they have no place to go except the orphanage. Other children or 

adolescents were placed in orphanages by their parents who face significant 

economic pressure (Thabet, Elhelou, & Vostanis, 2017). Orphans are more 

prone to psychosocial distress and mental health risks (ex. depression, 

anxiety, and post-traumatic stress disorder) than non-orphaned youth 

(Thabet & ElRabbaiy, 2018). 

Adolescents can develop posttraumatic stress disorder (PTSD) after 

exposure to a variety of traumatic events, including sexual abuse, 

interpersonal violence, and motor vehicle accidents. PTSD is associated 

with substantial impairments in social and academic functioning, even at 

subclinical levels and, if left untreated, may run a chronic course for at least 
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5 years in more than one third of children who develop the disorder (Smith 

et al., 2007). 

Many studies have investigated PTSD among Palestinians, for 

example: Thabet & ElRabbaiy (2018) explored the impact of trauma on 

war- exposed orphans in Gaza Strip reporting symptoms of posttraumatic 

stress disorder (PTSD) and posttraumatic growth (PTG), the results 

showed that 32.5% of children reported partial PTSD, and 18.1% 

reported full criteria of PTSD. Children in the middle age group (12-14 

years) reported higher levels of PTSD than younger and older groups. 

While Thabet, Elhelou, and Vostanis (2017) investigated the prevalence of 

PTSD, anxiety and depression among orphaned children in Gaza Strip, 

they found that 55.6% of orphaned children showed moderate PTSD and 

34.6% showed severe PTSD. 

Khamis (2005) studied Post-traumatic stress disorder among school 

age Palestinian children, results found that 34.1% of the children diagnosed 

with PTSD. Moreover, Qouta, Punamäki, and El Sarraj (2003) investigated 

the prevalence and determinants of PTSD among Palestinian children 

exposed to military violence. The results showed that a high percent of the 

children suffering from PTSD. 

By examining the gathered statistics; (Khamis 2005; Qouta, 

Punamäki, & El Sarraj, 2003; Thabet, Elhelou, & Vostanis, 2017; Thabet 

ElRabbaiy, 2018), I admit that there is a serious need for therapeutic 

programs which helped in reducing PTSD symptoms in Palestinian 
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traumatized children, and this is where the research gets its importance, in 

which it is going to examine the effectiveness of a group counseling 

program based on exposure therapy in reducing PTSD among a sample of 

traumatized adolescents in Palestine. 

Post-Traumatic Stress Disorder related to a traumatic stressors 

including re-experiencing trauma, numbing of responsiveness, or reduced 

involvement with the external world, and hyper arousal (Mahamid, Rihani 

& Berte, 2015). While cognitive behavioral therapy is known as a kind of 

therapy where the client empowers by the therapist to identify their own 

agency in their emotional and behavioral experiences and to develop skills 

to manage how their thoughts, feelings and behaviors interact and influence 

one another (Meichenbaum, Carlson, & Kjos, 2007). By developing self-

awareness, performing experiments and monitoring themselves, clients can 

shift their beliefs about themselves and about the world (Meichenbaum, 

Carlson, & Kjos, 2007). 

According to cognitive behavioral therapy (CBT), the clients with 

PTSD tend to avoid anything related to the traumatic event such as, 

places, memories, and people…etc. This is because of their wrong thoughts 

and perceptions. Thus, the main aim of CBT in dealing with PTSD is to 

modify those behaviors through restructuring the content of thoughts 

(Erwin, 2018). 

CBT focuses on helping clients to understand processes and how 

they influence their thoughts, emotions and behavior, to re-assess a 
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person’s views regarding themselves and disorder. A therapeutic 

intervention in the CBT approach focuses on the symptoms of PTSD, such 

as re-experiencing the trauma (intrusive thoughts, flashback, physiological 

reactions), avoiding activities (forgetfulness, avoidance), symptoms of 

excessive excitation (sleeping problems, over-sensitiveness and intense 

reaction to surprise / astonishment) and that how a patient tries to interpret 

the traumatic event (Rewar, 2015). 

CBT uses the followed techniques in dealing with PTSD such as 

identifying thoughts and beliefs, showing the relationships between 

physical symptoms, thoughts, emotions and behavio, looking for the 

evidence for and against the righteousness of dysfunctional beliefs, 

assumptions, exposure, the alternative hypotheses creation (Shubina, 2015). 

Many empirical studies have investigated the effectiveness of a therapeutic 

programs in reducing PTSD among the children in Palestine, for 

example: Mahamid, Rihani, and Berte, (2015) investigated the efficacy of a 

group counseling program based on expressive activities in improving the 

level of self-awareness and reducing symptoms of posttraumatic stress 

disorders among a sample of traumatized children. The results showed the 

effectiveness of a group counseling program in improving the level of self-

awareness and reducing symptoms of PTSD among participants. While 

Barron, Abdallah, and Smith (2013) tested a randomized control trial of 

a CBT trauma recovery program in Palestinian schools, they found that 

teaching recovery techniques (TRT) program has the potential to ameliorate 

children's trauma symptoms during situations of ongoing violence.  
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Literature Review 

Some studies were conducted to examine the efficacy of prolonged 

exposure in reducing PTSD. For example, Smith and others (2015) 

examined the effectiveness of a group of individual hybrid treatment that 

was developed based on PE principles, the results showed significant 

reductions in PTSD and depression symptoms.  

Whereas, Blount, Cigrang, Foa, Ford, and Peterson (2014), evaluated 

the intensive outpatient prolonged exposure for combat-related PTSD in an 

active-duty military service member, results found that the patient’s PTSD, 

depression, and anxiety were dramatically reduced by the end of treatment.  

Also, Foa, Mclean, Capaldi, and Rosenfield (2013), studied the 

effects of counselor- delivered prolonged exposure therapy compared with 

supportive counseling for adolescents with PTSD, the results showed that 

adolescent girls with sexual abuse–related PTSD experience are tended to 

benefit greater from prolonged exposure therapy than from supportive 

counseling even when delivered by counselors who typically provide 

supportive counseling.  

In addition to, Capaldi, Asnaani, Zandberg, Carpenter, and Foa 

(2016), tested the relation between improvements in adolescent ratings of 

therapeutic alliance and reductions in posttraumatic stress disorder 

(PTSD) severity over time among adolescent girls during prolonged 

exposure therapy for adolescents (PE-A) versus client-centered therapy 
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(CCT), as well as to examine differences in changes in alliance between 

treatment groups. They concluded that the rate of improvement in 

adolescent-rated alliance was greater in PE-A than CCT over the course of 

treatment. In addition, improvement in adolescent - rated alliance 

significantly contributed to improvements in PTSD (regardless of treatment 

condition), but not vice versa. 

Accordingly, many studies showed the effectiveness of prolonged 

exposure in reducing trauma symptoms, such as, (Foa, Mclean, Capaldi, & 

Rosenfield, 2013; Smith et al., 2015). 

This study is trying to answer the main question which is whether 

the group therapeutic program based on PE is going to be effective in 

reducing (PTSD) among the sample of Palestinian traumatized adolescents 

or not? 
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Chapter Two 

Theoretical Background 

Posttraumatic stress disorder (PTSD) 

A traumatic event is defined as the situation or an incident that 

causes physical, emotional, spiritual or psychological harm. These events 

or  experiences  make  people  feel  threatened,  anxious,  or  frightened,  in 

which they do not know how to react and this put them in a denial case. 

Moreover, as a result of these events people may develop post- traumatic 

stress disorder (PTSD) (Cafasso, 2016). The diagnosis of PTSD is 

characterized by persistent re-experiencing of the event, persistent 

avoidance of stimuli associated with the event, emotional numbing and 

hyper-arousal (Roberts, Gilman, Breslau, Breslau, & Koenen, 2011). 

PTSD is best defined as one of the few disorders which requires an 

etiological factor (a traumatic event) for its diagnosis (Berg, Tollenaar, 

Spinhoven, penninx, & Elzing, 2017). This is called in DSM-5 A1 criterion 

that involves exposure to actual or threatened death, sexual violence or 

serious injury (American Psychiatric Association, 2013). While in the 

International Classification of Diseases (ICD-11) that was published by the 

World Health Organization (WHO), PTSD is defined according to three 

core symptom clusters, namely re-experiencing (or intrusions), avoidance, 

and hyper-arousal (Tay, Rees, Chen, Kareth, & Silove, 2015).  
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PTSD Symptoms 

According to the American psychiatric association (2013), PTSD is 

classified into two different categories, based on age-specific criteria: One 

includes adults, adolescents, and children who aged 6 years or older; the 

other category is defined as children who aged 6 years or younger. The 

Diagnostic and Statistical Manual of Mental Disorders (DSM-5) criteria 

for PTSD consists of 20 symptoms that are divided into 4 clusters. The 

first one is intrusion (Criterion B), the second cluster is avoidance 

(Criterion C), while the third one is negative alterations in cognitions and 

mood (Criterion D) and the fourth is alterations in arousal and reactivity 

(Criterion E). 

Criterion A: stressor 

The person who was exposed to: death, threatened death, actual or 

threatened  serious  injury,  or  actual  or  threatened  sexual  violence,  as 

follows: (1 required) 

1. Direct exposure. 

2. Witnessing in person. 

3. Indirectly, by learning that a close relative or friend was exposed to 

trauma. If the event involved actual or threatened death, it must have 

been violent or accidental. 

4. Repeated  or  extreme  indirect  exposure  to  aversive  details  of  the 
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event(s), usually in the course of professional duties (e.g., first 

responders, collecting body parts; professionals repeatedly exposed 

to details of child abuse). This does not include indirect non- 

professional exposure through electronic media, television, movies, 

or pictures (Rotaru & Rusu, 2016). 

Criterion B: Intrusion symptoms 

The traumatic event is persistently re-experienced in the following 

way(s): (1 required) 

1. Intrusive distressing memories of the traumatic event(s). 

2. Recurrent distressing trauma-related dreams. 

3. Dissociative reactions (e.g., flashbacks). 

4. Intense psychological distress when exposed to traumatic reminders. 

5. Marked physiological reactions to reminders of the traumatic event(s) 

(Friedman, 2013). 

Criterion C: Avoidance 

Persistent effortful avoidance of distressing trauma-related stimuli 

after the event: (1 required). 

1. Trauma-related thoughts or feelings. 

2. Trauma-related external reminders (e.g., people, places, conversations, 

activities, objects, or situations) (Edmondson, 2014). 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Edmondson%20D%5BAuthor%5D&amp;cauthor=true&amp;cauthor_uid=24920956
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Criterion D: Negative alterations in cognitions and mood 

Negative alterations in cognitions and mood that began or worsened 

after the traumatic event: (2 required). 

1. Inability to recall key features of the traumatic event (usually 

dissociative amnesia; not due to head injury, alcohol or drugs). 

2. Persistent (and often distorted) negative beliefs and expectations 

about oneself or the world. 

3. Persistent distorted blame of self or others for causing the traumatic 

event or for resulting consequences. 

4. Persistent negative trauma-related emotions (e.g., fear, horror, anger, 

guilt, or shame). Markedly diminished interest in (pre-traumatic) 

significant activities. 

5. Feeling alienated from others (e.g., detachment or estrangement). 

6. Constricted affect: persistent inability to experience positive 

emotions (DiMauro, Carter, Folk, & Kashdan, 2014). 

In addition to the previous symptoms, DSM-5 adds a new subtype, 

“with dissociative symptoms”. This means that PTSD may contain 

dissociative features. Moreover, DSM-5 eliminates the acute and chronic, 

specifies because they lack scientific support (Levin, Kleinman, & Adler, 

2014). 
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PTSD among adolescents 

When people are exposed to an unexpected traumatic events, they 

tend to feel that their lives are endangered and that they have no control on 

what is happening. As a result, they become scared, angry and confused 

leading to the development of serious mental health disorders, such as, 

PTSD (Baddoura & Merhi, 2015). 

Adolescents are more vulnerable to traumatic events and prone to 

develop psychiatric maladaptation. This is because adolescents are 

maturing in a way in which they must simultaneously deal with significant 

changes to their physical and psychosocial development (Zhang, Liu, Jiang, 

Wu, & Tian, 2014). For example, one-fifth of children and adolescents 

developed PTSD in the aftermath of road traffic accidents (RTAs) (Dai et 

al., 2018).  

The traumatic events that may lead to the developing of PTSD 

includes war, being kidnapped or taken hostage, confinement as a prisoner 

of war, terrorist attack, severe car accidents, torture or violent personal 

sexual or physical assault. Moreover, children may develop PTSD after the 

death of a loved one, witnessing a serious injury, or being the victim of 

sexual abuse (Russell, 2011). 

Children and adolescents with prior physical, emotional (particularly 

anxiety), and behavioral difficulties and who come from disorganized, 

chaotic, or isolated families are at increased risk for developing PTSD. 
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Moreover, socioeconomic status is considered a risk factor for developing 

PTSD among children, in which children who are living in poor urban 

neighborhoods would most likely be exposed to high rates of community 

violence (Erolin, Wieling, & Parra, 2014). Moreover, children and 

adolescents who experienced previous victimization, and have a history of 

psychopathology, or who were exposed to interpersonal types of index 

trauma are more vulnerable to PTSD (Lewis et al., 2019). However, 

adolescents are generally at greater risk of PTSD than children (Nooner et 

al., 2012). 

Another risk factor which seems to play a huge role in the intensity 

of PTSD symptoms is related to the characteristics of the traumatic event 

(duration, severity and relationship to the perpetrator) (Hébert, Lavoie, & 

Blais, 2014). 

PTSD among children and adolescents is associated with several 

symptoms that may include depression, anxiety, impulsivity, aggression, 

hyperactivity, agitation, irritability, behavior problems, sleep difficulties, 

and attentional deficits that further impair daily functioning (Alisic et al., 

2014). 

PTSD has a negative effect on adolescent social and academic 

functioning. For example, a sample of  adolescent girls with PTSD were 

more likely to report having failed a class, have been suspended from 

school, and have been arrested. Moreover, PTSD symptoms were 

associated with impairments in friendships and social functioning among 
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adolescents (McLean, Rosenbach, Capaldi, & Foa, 2013). 

Adolescents with PTSD tend to have sleep problems, including 

general sleep disturbance and fear of sleeping alone. This could be because 

of the nightmares about the traumatic event. Or because of  threats of 

harming the self, family, and/or home, as well as the threats from actual 

separations among family members, and in case of natural catastrophes 

(Brown, Mellman, Alfano, & Weems, 2011). 

Traumatized adolescents seem to behave in an aggressive way. Since 

anxious emotion that is associated with PTSD may foster aggressive acts 

towards peers in the context of relatively mild peer provocation. Aggressive 

behaviors are seen as part of a heightened activation of the anxiety and fear 

response system (Scott, Lapré, Marsee, & Weems, 2014). 

PTSD from the perspective of counseling theories 

Different theories tried to explain the etiology and maintenance of 

the disorder (Park, Mills, & Edmondson, 2014). The most important 

theories are, psychodynamic, attachment, conditioning learning, social 

cognitive, information processing, emotional processing and dual 

representation theory (Mahamid, Rihani, & Berte 2015).  

As Cash (2006) mentioned, Freud looks to the traumatic events as 

threaten to the ego, as a result of this threaten individuals start to use 

repression as a defense mechanism. When traumatic stressors and daily 

stressors met, the ego won’t be able any more to tolerate these stressors, 

which lead to the appearance of PTSD symptoms. 
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While PTSD is developing because of the stressors from the 

surrounding environment according to the social approach. Whereas, 

person-centered approach relates PTSD to the interpersonal negative 

feelings  such  as  (shame  and  guilt),  also  because  of  the  avoidance 

behaviors from people towards the traumatized person (Maercker & 

Hecker, 2016). 

According to attachment theory, PTSD can be seen as a result of 

stressful-related events such as the unresolved loss of a loved one, Bowlby, 

recognize different negative life events that would be expected to influence 

the stability of attachment: foster care, divorce, death of beloved ones, and 

severe illness (O’Connor & Elklit, 2008). 

According to the emotional theories, PTSD can be seen as a result of 

the inability to cope or to adapt emotionally with traumatized events 

(Suveg & Zeman, 2004). Moreover, individuals with pre-trauma belief 

systems are more vulnerable to PTSD than those with more flexible 

belief systems. That is, in the face of trauma, rigid positive beliefs about 

the self and world are more vulnerable to disruption, and rigid negative 

beliefs are more vulnerable to confirmation (Park, Mills, & Edmondson, 

2014). The model further suggests that negative appraisals of trauma 

responses (e.g., response of self to trauma, response of others, response to 

early trauma symptoms) may interact with preexisting beliefs to reinforce 

the feelings of pervasive threat and incompetence characteristic of chronic 

PTSD (Park, Mills, & Edmondson, 2014). 
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The central idea according to the cognitive theories is that there is 

something special about the way the traumatic event is represented in 

memory and that if it is not processed in an appropriate way, 

psychopathology will be resulted (Brewin & Holmes, 2003). While 

behavioral theories explain PTSD as a result of the classical conditioning, 

and learning theory, individuals learn the avoidance behaviors which lead 

to the feelings of anxiety (Abu-Hassan & Hamed, 2016). 

Following Mowrer’s two-factor learning theory, an initial phase of 

fear acquisition through classical conditioning results in neutral stimuli 

presented in the traumatic situation acquiring fear-eliciting properties 

through their association with the unconditioned stimulus (in this case, 

those elements  of  the  traumatic  situation  that  directly  arouse  fear) 

(Brewin & Holmes, 2003). It was proposed that a wide variety of 

associated stimuli would acquire the ability to arouse fear through the 

processes of stimulus generalization and higher order conditioning. 

Although repeated exposure to spontaneous memories of the trauma 

would normally be sufficient to extinguish these associations, extinction 

would fail to occur if the persons attempted to distract themselves or block 

out the memories, rendering the exposure incomplete, avoidance of the 

conditioned stimuli, whether through distraction, blocking of memories, or 

other behaviors, would be reinforced by a reduction in fear, leading to the 

maintenance of PTSD (Brewin & Holmes, 2003). 

Although the conditioning approach does not clearly distinguish the 
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etiology of PTSD from other anxiety disorders, it does provide a powerful 

explanation of many prominent symptoms of PTSD, especially the wide 

range of potential trauma reminders, physiological and emotional arousal 

elicited  by  these  reminders,  and  the  central  role  of  avoidance  in  the 

maintenance of PTSD. The behavioral theory is less useful in explaining 

the nature of re-experiencing symptoms, effects on attention and 

declarative memory, the influence of emotions other than fear, and the  role  

of appraisals and coping strategies (Pitman, Shalev, & Orr, 2000). 

Behavior therapy is an empirically based treatment approach that has 

demonstrated efficacy across numerous psychological disorders including 

mood disorders, anxiety disorders, eating, and substance use disorders.  

Behavior therapy has also proven its efficiency  with numerous “problems 

with living” including weight management, smoking cessation, and 

childhood behavior problems, in behavior therapy, the therapist and patient 

work together to understand the factors that maintain problematic 

behaviors, and strategies are then initiated to help patients discontinue 

problematic behaviors and/or initiate new more, adaptive behaviors (Ledely 

& Huppert, 2007). 

Many therapeutic techniques fall under the umbrella of behavior 

therapy, from systematic desensitization, exposure therapies, aversion 

therapy, social skills training, and biofeedback, they all are meant to 

accomplish these same goals (Corey, 2005; Weiten, 2007). 

Behavior therapists perform a functional analysis, they evaluate 
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(assess) the behavior, antecedents and consequences associated with it 

(assessment). Then, they identify causes (antecedents) of the behavior, the 

therapist makes hypotheses about what factors contribute to controlling the 

behavior, information from the functional analysis guides the choice of the 

behavioral interventions. The functional analysis provides a way to further 

specify goals. Behavior therapists may not always perform an explicit 

functional analysis, but they do perform assessments, selecting appropriate 

goals is done through assessment, as behavior therapists learn more about 

the antecedents and consequences of the behavior, they are more  able  

to help the client identify specific goals. As assessment continues, clients 

are able to explore, with the help of the therapist, possible advantages and 

disadvantages of goals, how the goals can be achieved, and the likelihood 

of doing so, assessment is a process that continues throughout behavior 

therapy and after it ends. Measurement of change as it relates to achieving 

goals, is a continuing part of behavior therapy and functional analysis 

(Sharf, 2015). 

According to (Seligman & Reichenberg, 2013), behavior therapy is 

based on eleven therapeutic principles. They are: 

1. Although genetics play a role, individual differences are derived 

primarily from different experiences. 

2. Behavior is learned and acquired largely through modeling, 

conditioning, and reinforcement. 

3. Behavior has a purpose. 
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4. Behavior is the major determinant of habits, thoughts, emotions, 

and other aspects of personality. 

5. Behavior therapy seeks to understand and change behavior. 

6. Therapy should be based on the scientific method and be systematic, 

empirical, and experimental, goals should be stated with respect to 

behavioral, specific, and measurable terms, with progress assessed 

regularly. 

7. The focus of treatment should generally be on the present, even if 

behaviors are longstanding; they are maintained by factors in the 

current environment. 

8. However, behaviors must be viewed in context, and some 

exploration of the past is appropriate,  and helps people feel 

understood. 

9. Education that promotes new learning and the concept of learning 

transfer is an important aspect of behavior therapy. 

10. Strategies of behavior therapy need to be individualized to the 

particular person and problem. 

11. Clients have primary responsibility for defining their goals and 

completing homework tasks, the treatment plan is formulated 

collaboratively, with both client and clinician participating actively 

in that process. 
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Cognitive therapy (CT) is a type of psychotherapy developed by 

American psychiatrist Aaron T. Beck. CT is one of the therapeutic 

approaches within the larger group of cognitive behavioral therapies (CBT) 

and was first expounded by Beck in the 1960s. Cognitive therapy is based 

on the cognitive model, which states that thoughts, feelings and behavior 

are all connected, and that individuals can move towards overcoming 

difficulties and meeting their goals by identifying and changing unhelpful 

or inaccurate thinking, problematic behavior, and distressing emotional 

responses. This involves the individual working collaboratively with the 

therapist to develop skills for testing and modifying beliefs, identifying 

distorted thinking, relating to others in different ways, and changing 

behaviors (Beck, 2008). 

According to Ehlers and Clark, PTSD appears when the person is 

processing the trauma and its consequences in a way, cause a sense of 

current threat. Then there are two key processes: 1. negative assessment of 

trauma and its consequences; 2. coding of traumatic event memories 

(Ehlers, Clark, Hackmann, McManus, & Fennell, 2005). 

Cognitive-behavioral therapy (CBT) is a psycho-social intervention 

that aims to improve mental health (Beck, 2011; Field, Beeson, & Jones, 

2015; Hollon & Beck, 1994). CBT focuses on challenging and changing 

unhelpful cognitive distortions (e.g. thoughts, beliefs, and attitudes) and 

behaviors, improving emotional regulation, and the development of 

personal coping strategies that target solving current problems. Originally, 

it was designed to treat depression, but its use has been expanded to include 

https://en.wikipedia.org/wiki/Psychotherapy
https://en.wikipedia.org/wiki/Psychiatrist
https://en.wikipedia.org/wiki/Psychiatrist
https://en.wikipedia.org/wiki/Cognitive_behavior_therapy
https://en.wikipedia.org/wiki/Cognitive_model
https://en.wikipedia.org/wiki/Psychosocial
https://en.wikipedia.org/wiki/Mental_health
https://en.wikipedia.org/wiki/Cognitive_distortions
https://en.wikipedia.org/wiki/Emotional_regulation
https://en.wikipedia.org/wiki/Coping_strategies
https://en.wikipedia.org/wiki/Clinical_depression
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treatment of a number of mental health conditions, including anxiety (Beck, 

2011; Benjamin et al., 2011; McKay et al., 2015; Zhipei et al., 2014). 

In dealing with PTSD, several CBT techniques are used: 

psychoeducation about trauma, relaxation training, identification and 

modification of cognitive distortions, prolonged exposure (PE), and wait 

list (WL) (Foa et al., 2005; Pangrazio, 2018). 

Prolonged exposure therapy and its techniques 

Exposure therapy is a psychological treatment that was developed to 

help people confront their fears, when people are fearful of something, 

they tend to avoid the feared objects, activities, or situations, although this 

avoidance might help reduce feelings of fear in the short term, over the 

long term it can make the fear become even worse, in such situations, a 

psychologist might recommend a program of exposure therapy in order to 

help break the pattern of avoidance and fear, in this form of therapy, 

psychologists create a safe environment in which to "expose" individuals to 

the  things  they  fear  and  avoid,  the  exposure  to  the  feared  objects, 

activities,  or  situations  in  a  safe  environment  helps  reduce  fear  and 

decrease avoidance (Abramowitz, Deacon, & Whiteside, 2011). 

A prolonged exposure therapy (PE) is a cognitive-behavioral therapy 

(CBT) based on the integration of exposure therapy principles with the 

framework of emotional processing theory, prolonged exposure therapy is 

designed specifically to ameliorate posttraumatic stress disorder (PTSD) 

and related problems  through safe confrontation with thoughts, memories, 
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places, activities and people that have been avoided since a traumatic event 

occurred  (Foa,  Hembree,  &  Rothbaum  2007;  Peterson,  Foa,  &  Riggs, 

2011). 

PE is a trauma-focused approach, which means that the focus is 

primarily on processing the memory of the trauma and its effects on the 

patient’s life and, accordingly, to directly target trauma-related symptoms 

such as PTSD (Van Minnen, Zoellner, Harned, & Mills, 2015). 

In the context of PTSD, PE is delivered in an individual format and 

typically consists of 9–12 sessions, each session lasts for about 90 minutes. 

The treatment includes four procedures: (1) psychoeducation about trauma, 

reactions  to  trauma,  and  PTSD;  (2)  breathing  retraining;  (3)  in  vivo 

exposure to the feared (but now safe) trauma-related situations that the 

client avoids; and (4) imaginal exposure that consists of repeatedly 

recounting memories of the traumatic event, at the end of each imaginal 

exposure session, the client and therapist process the thoughts and feelings 

that emerged during the imaginal exposure or as a result of recounting the 

trauma. Finally, each session ends with a homework assignment that 

includes in vivo exercises and listening to tape recordings of the imaginal 

exposure exercise conducted in that session (Riggs, Cahill, & Foa, 2006). 

Techniques of  prolonged exposure therapy 

In case of PTSD exposure-based programs, they include the 

following techniques, which has to help process the trauma emotionally: 
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1. Virtual reality (VR) was developed as one of several new computer- 

based formats for the delivery of exposure therapy. VR is a human- 

computer interaction paradigm in which users are active participants 

within a computer generated three-dimensional virtual world 

(Rothbaum et al., 2006). 

2. In vivo exposure: Directly facing a feared object, situation, or 

activity in real life (Antony, McCabe, Leeuw, Sano, & Swinson, 

2001). In vivo therapy consists of two types, the first one in which 

the client approaches the feared stimuli gradually (similar to 

systematic desensitization) and the second one in which the client 

works directly with the feared situation (similar to imaginal 

flooding). With the gradual approach, clients often learn and practice 

relaxation techniques that will compete with the exposure to 

anxious situations (Corey, 2011). In some cases, other competing 

responses, such as pleasant images, are also used to compete with the 

anxiety experienced in the actual situation. A client choosing a 

gradual approach to reducing fears and anxiety would discuss with 

therapists which situations are likely to arouse varying degrees of 

anxiety, establishing a hierarchy or list of events. While intense in 

vivo exposure therapy, the exposure is to a strongly feared situation.  

Before starting the exposure, the therapist assures the client that the 

therapy is effective, that the therapist will be there with the client, 

and that some emotional distress will be experienced (Sharf, 2015). 
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3. Imaginal exposure: Vividly imagining the feared object, situation, 

or activity (Gros et al., 2012). 

4. Interoceptive exposure: Deliberately bringing on physical sensations 

that are harmless, yet feared (Craske et al., 2011). 

More specifically, PE is comprised of three main components: first, 

in vivo exposure to trauma reminders, typically as homework; second, 

imaginal exposure to the memory of the traumatic event, both in session 

and as homework; and third, processing of imaginal exposure, as well as 

two minor components: psychoeducation about the nature of trauma and 

trauma  reactions,  including  a  clear  rationale  for  the  use  of  exposure 

therapy, and training in controlled breathing (McLean & Foa, 2011). 

The effectiveness of prolonged exposure therapy in decreasing PTSD 

symptoms 

Exposure therapy was first employed with PTSD in combat veterans, 

while stress inoculation training was used with victims of sexual assault 

(Foa, Chrestman, & Gilboa-Schechtman, 2008). Later studies indicated 

that CBT programs included PE  techniques were effective in reducing 

PTSD across a wide range of trauma population, including veterans, and 

terror related PTSD with moral injury (Eftekhari et al., 2013; Goodson, 

Lefkowitz,  Helstrom,  &  Gawrysiak,  2013;  Held,  Klassen,  Brennan,  & 

Zalta, 2018; Nacasch et al., 2011; Smith et al., 2015; Tuerk et al., 2011); 

motor  vehicle  accident  (Popiel,  Zawadzki,  Pragłowska,  &  Teichman, 



24 
 

2015), refugees (Paunovic & Öst, 2001), sexual assault (Feeny, Linares, & 

Foa, 2007), internet based trauma (Spence et al., 2014), and patients with 

multiple interpersonal trauma (Hendriks, Kleine, Broekman, Hendriks, & 

Minnen, 2018). 

Moreover, PE was found to be very effective in reducing PTSD 

symptoms among adolescents. For example, Gilboa-Schechtman et al. 

(2010, 2016) examined the efficacy and maintenance of developmentally 

adapted prolonged exposure therapy for adolescents (PE-A) compared with 

active control time-limited dynamic therapy (TLDP-A) for decreasing 

posttraumatic and depressive symptoms in adolescent victims of single- 

event traumas. It was found that PE-A more effective in decreasing PTSD 

and depression symptom severity and more increasing in global functioning 

than did TDLP-A. Whereas Rossouw, Yadin, Alexander, and Seedat (2018) 

investigated the effects of prolonged exposure therapy compared with 

supportive counseling for adolescents with PTSD delivered by nurses 

trained as counselors, they found that PE is an effective treatment for 

PTSD in adolescents. So, prolonged exposure is recommended in 

international guidelines as first choice treatment in PTSD patients 

(Hendriks, de Kleine, & Minnen, 2015). 

Summary 

Traumatic experiences (e.g., sexual or physical abuse, severe traffic 

accidents, natural disasters, experiencing or witnessing violence) are 

unfortunately quite common among children and adolescents. Most adults 
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and children are resilient and do not develop long-lasting emotional 

disturbances after they experience a traumatic event, a minority develop 

chronic problems. The most negative psychological outcome of trauma is 

PTSD. 

PTSD characterized by symptoms of re-experiencing, avoidance of 

trauma-related stimuli, and hyperarousal. 

Many treatments were found to be effective in reducing PTSD 

symptoms. One of these treatments is the prolonged exposure therapy in 

which both exposure therapy principles and framework of emotional 

processing theory are emerged in the therapeutic process. 
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Chapter Three 

Methodology 

Study Design 

One group quasi-experimental design (pre-test post-test design) 

was used to examine the effectiveness of a group-counseling program 

based on prolonged exposure (PE) in reducing posttraumatic stress disorder 

(PTSD) among a sample of traumatized adolescents. The performance of 

the group will be tested before and after the intervention. The following 

symbols explain the research’s design (Montero & León, 2007): 

O1 X1 O2 

(O1) Pre-test X1: Treatment plan (O2) Post-test 

Study Sample 

The sample of this study was selected randomly from a population of 

traumatized adolescents at Dar Al-Yateem Al- Arabei society which is an 

orphanage situated in the city of Tulkarm. It has a total of 55 resident 

children aging 6-18 years. The sample was consist of (17) adolescents; 

(14) males, and (3) females. The orphanage is registered as a non- 

governmental organization (NGO) which is operating by receiving local 

donations, and no statutory (local and international) organizations. Large 

size families who find it difficult to cope after the loss of one parent 

(usually the father), or have an economical or social problems may 
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approach orphanage for one or two of their children to be admitted.  

Children can retain contact with the remaining parent and relatives, and 

return home during school holidays. They can also be visited at the 

orphanage, to retain links with their natural extended family. After 

applying the PTSD scale on all traumatized adolescents at the society, 

totaling (20). The sample was selected from those who scored the highest 

scores on PTSD scale, totaling (17). Then, the performance of those who 

received the therapeutic program (Experimental group) was tested before 

and after the intervention. 

Study Variables 

Independent variables 

The group counseling program that based on prolonged exposure 

therapy is defined as a 13 prolonged exposure counseling sessions; the 

duration of each session is estimated between 90-150 minutes. Each session 

has its aims and techniques.  

Gender which has two levels: males and females. 

Dependent Variables 

Symptoms of PTSD which defined as the score the adolescents 

received on the PTSD Scale which will be used in the current study. 

Study Instruments 

To accomplish the goals of this study, the following instruments 

were used: 
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PTSD Scale: Appendix (I) 

The current study used Fayez Mahamid’s scale for PTSD symptoms. 

Mahamid (2015) constructed and validated this instrument to test the PTSD 

symptoms in the Palestinian context. The scale ended up with 47 items 

distributed on six dimensions; re-experiencing trauma,   avoidance and 

numbing, hyper-arousal, physical symptoms, traumatic play, and 

psychological symptoms. 

Validity of the Scale 

First: Content Validity: was tested by using 80% as a percentage of 

agreement between experts for each item. Accordingly, the researcher 

dropped 5 items of the scale and changed the language expression for 

some items (Mahamid, Rihani, & Berte, 2015).   

Second: Construct Validity: all correlations between total score of PTSD 

scale and its items were significant (Mahamid, Rihani, & Berte, 2015). 

The final form of the PTSD scale ended up containing 47 items 

represented in the following dimensions: 

1. Re-experiencing   Trauma: including recurrent and intrusive 

distressing recollections, such as: images, thoughts, dreams, 

perceptions, illusions, hallucinations, dissociative flashbacks relevant 

to the experience. The following items represent the re-experiencing 

dimension 1, 2, 3, 4, 5, and 6. 
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2. Avoidance and Numbing: Efforts to avoid thoughts, feelings and 

conversations associated with the trauma activities such as: places, 

people and things that arouse recollections of the trauma. The 

following items represent the avoidance and numbing dimension 7, 

8, 9, 10, 11, 12, 13, 14, 15, 16 and 17. 

3. Hyperarousal: A condition in which the patient’s nervous system is 

always alert for the return of danger. This includes hypervigilance, 

insomnia, and difficulty concentrating, general irritability, and an 

extreme startle response. The following items represent the 

hyperarousal dimension 18, 19, 20,21,22,23, and 24. 

4. Physical Symptoms: This includes sleep difficulties, hyperactivity, 

abrupt mood swings, and memory disorders and decreased level of 

energy or resilience. The following items represent the physical 

symptoms dimension 25, 26,27,28,29 and 30. 

5. Traumatic play: Children recreate parts of the event that frightened 

them during their playing, they are deeply driven by the feelings 

associated with the original trauma. The following items represent 

the traumatic play dimension 31, 32, 33,34,35,36 and 37 

6. Psychological Symptoms: This includes the psychological reactions 

related to trauma such as: lack of self- efficacy, suicidal 

behaviors, cognitive disorders, trustless, hopeless and aggressive 

behaviors. The following items represent the Psychological 

symptoms dimension (38, 39, 40,41,42,43,44,45,46, and 47). 
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Reliability of the Scale 

According to Mahamid, Rihani, and  Berte (2015), the reliability of 

the scale was 0.93, which is appropriate for the purpose of this study.  

Scale Scoring 

The scale contains five point rating scale (always, mostly, 

sometimes, rarely  and  never),  the  alternative  always  took  five  scores,  

mostly  four scores, sometimes three scores, rarely two scores, and   

never one score . The scores of PTSD scale ranging between 47-235 the 

score 235 indicating high level of PTSD, on the other hand the score 47 

indicating low level of PTSD (Mahamid, Rihani, & Berte, 2015).  

Group Prolonged Exposure Counseling Program: Appendix (II)   

This program is based on prolonged exposure therapy. The program 

includes 13 sessions, two sessions per week, every session ranging from 

90- 190 minutes, over approximately 2 months. The overall aim of PE is to 

help trauma survivors emotionally process their traumatic experiences in 

order to diminish PTSD and other trauma-related symptoms. The name 

“prolonged exposure” reflects the fact that the treatment program emerged 

from the long tradition of exposure therapy for anxiety disorders, in which 

clients are helped to confront safe but anxiety - evoking situations in order 

to overcome their excessive fear and anxiety. At the same time, PE has 

emerged from the emotional processing theory of PTSD, which emphasizes 

the central role of successful processing of the traumatic memory in the 

amelioration of PTSD symptoms. The following is a brief description of 

the program sessions:  
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Session No. Aims of the Program 

1 

Build a good rapport with the participants;   

Introduce the participants  to  the  program and its’  aims;   

Identify  the  patient’s  life domains that have been 

disrupted as a result of the trauma;  

Agree on the place  and  the  time  of  the  sessions;   

Identify  potential  benefits  of  the patient’s  participation  

in  therapy;  Identify  potential  obstacles  to  the 

patient’s participation in therapy; Summarize the session 

activities.  

2 

Introduce the rationale of the treatment to patients;  

Introduce breathing retraining;  

Give homework. 

3 
Conduct trauma interview in order to gather information;  

Give the homework. 

4 
Discuss the common reactions of trauma;  

Give the homework 

5, 6, 7, 8, 9 

Introduce the method for imaginal exposure;  

Including hierarchy and stress thermometer;  

Conduct imaginal exposure;  

Assign the homework. 

10, 11, 12 

List the avoiding situation of the participants;  

Introduce the method for in-vivo exposure;  

Conduct in-vivo exposure;  

Assign homework.  

13 

Plan coping strategies for symptom relapse;  

Discuss the patient’s feelings about their accomplishment;  

Discuss the patient’s feelings about Ending the program.  

Study procedure 

After selecting the population of the study (traumatized adolescents 

at Dar Al-Yateem Al-Arabei society) in the city of Tulkarm, the researcher 

applied the PTSD scale on all traumatized adolescents at that society, 

totaling 20 adolescents. During applying the PTSD scale the counselor 
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explained all aspects of the PTSD scale for the adolescents, including 

clarifying the meaning of some items. Then those who received highest 

scores on PTSD scale were considered as a targeted sample for this study 

(17) adolescents. 

Findings 

First: There are no differences at the level of significance (α = 0.05) in the 

pre-test of PTSD symptoms due to gender. 

To test this hypothesis, the data were processed using the Mann- 

Whitney test to identify the significance of the differences between the 

averages of the male and female participants on the pre-test, as shown in 

Table (1). 

Table (1): Mann Whitney test to identify the differences in gender 

on the pre-test 

PTSD 

Symptoms 

Variable N Average 

rank 

Total 

rank 

U 

Facto

r 

W Z 

Values 

Sig. 

Re- experiencing 

trauma 

Male 14 8.54 119.50 14.5 119.5 -.082 0.41 

Female 3 11.17 33.50 

Avoidance and 

numbing 

Male 14 8.11 113.50 8.5 113.5 -1.57 0.11 

Female 3 13.17 39.50 

Hyperarousal 
Male 14 9.04 126.50 20.5 0.26.5 -0.06 0.94 

Female 3 8.83 26.50 

Physical 

symptoms 

Male 14 8.07 113.00 8 113 -1.64 0.09 

Female 3 13.33 40.00 

Traumatic play 
Male 14 9.71 136.00 11 17 -1.27 0.20 

Female 3 5.67 17.00 

Psychological 

symptoms 

Male 14 9.00 126.00 21 27 0.00 1.00 

Female 3 9.00 27.00 

Total score 
Male 14 8.61 120.50 15.5 12.5 -0.69 0.48 

Female 3 10.83 32.50 
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Table (1) shows that the value of P is larger than 0.05, indicating that 

there were no differences in the average of male and female in PTSD 

symptoms on the pre-test. 

Second: There are no differences at the level of significance (α = 0.05) in 

the post-test of PTSD symptoms due to gender. 

To test this hypothesis, the data were processed using the Mann- 

Whitney test to identify the significance of the differences between the 

averages of the male and female participants on the pre-test, as shown in 

Table (2). 

Table (2): Mann Whitney test to identify the differences in gender on 

the post-test 

PTSD 

symptoms 

Variable N Average 

rank 

Total 

rank 

U 

Facto

r 

W Z 

Value

s 

Sig. 

Re- 

experiencing trauma 

Male 14 9.39 131.50 15.5 21.5 -0.70 0.48 

Female 3 7.17 21.50 

Avoidance and 

numbing 

Male 14 9.36 131.00 16 22 -0.63 0.52 

Female 3 7.33 22.00 

Hyperarousal 
Male 14 9.07 127.00 20 26 -0.12 0.89 

Female 3 8.67 26.00 

Physical 

symptoms 

Male 14 8.46 118.50 13.5 118.5 -0.97 0.33 

Female 3 11.50 34.50 

Traumatic play 
Male 14 10.07 141.00 6 12 -1.91 0.05* 

Female 3 4.00 12.00 

Psychological 

symptoms 

Male 14 10.29 144.00 3 9 -2.29 0.02* 

Female 3 3.00 9.00 

Total score 
Male 14 9.79 137 10 16 -1.39 0.16 

Female 3 5.33 16 

Table (2) shows significant differences in PTSD symptoms  between 

males and females in favor of females visavie traumatic play dimension, 

the value of Z reached -1.91, the coefficient of U reached 6 and the value 

of P reached 0.05, results also show significant differences between males 

and females on psychological symptoms dimension, the value of Z 
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reached - 2.29, the coefficient of U reached 3 and the value of P reached 

0.02 which is less than 0.05, indicating that there were significant 

differences in psychological symptoms between males and females 

participants in favor of females. 

Third: There are no differences at the level of significance (α = 0.05) 

between the pre-test and post-test in the PTSD symptoms among the 

experimental group members. 

To answer this hypothesis, the data were processed using the 

Wilcoxon test for the associated samples, to identify the significance of 

the differences between the mean ranks of the two tests on PTSD 

symptoms scale, as shown in Table (3). 

Table (3): Wilcoxon test to examine the differences between the ranks 

of tests 

PTSD 

symptoms 

Measures Rank 

distribution 

N Mean 

rank 

Sum 

of rank 

Z 

Values 

Sig. 

Re- 

experiencing 

trauma 

Pre-test Negative 17 9 153 

-3.626 0.000 * 
Post-test 

Positive 0 0 0 

Equally 0   

Avoidance 

and numbing 

Pre-test Negative 17 9 153 

-3.623 0.000 * 
Post-test 

Positive 0 0 0 

Equally 0   

Hyperarousal 

Pre-test Negative 17 9 153 

-3.628 0.000 * 
Post-test 

Positive 0 0 0 

Equally 0   

Physical 

symptoms 

Pre-test Negative 17 9 153 

-3.623 0.000 * 
Post-test 

Positive 0 0 0 

Equally 0   

 

Traumatic play 

Pre-test Negative 17 9 153 

-3.577 0.000 * 
Post-test 

Positive 0 0 0 

Equally 0   

Psychological 

symptoms 

Pre-test Negative 17 9 153 

-3.628 0.000 * 
Post-test 

Positive 0 0 0 

Equally 0   

Total score 

Pre-test Negative 17 9 153 

-3.621 0.000 * 
Post-test 

Positive 0 0 0 

Equally 0   
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It is clear from the previous table that there are significant 

differences in PTSD symptoms at the level of significance 0.05 in the test 

averages of the experimental group, showing an improvement in the post- 

test. The value of Z on total score is -3.621, the P value is 0.000, and the 

mean rank for the pre-test was 9 while mean rank for the post-test was 

0.00, which is greater than the pre-test average. 
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Chapter Four 

Discussion and Conclusions 

Discussion 

This  study  examined  the  effectiveness  of  a  group  counseling 

program based on prolonged exposure therapy (PE ) in reducing 

posttraumatic stress disorder (PTSD) among a sample of traumatized 

adolescents at Dar Al-Yateem Al-Arabei society in the city of Tulkarm. 

The results of this study emphasized the effectiveness of the 

treatment plan in reducing PTSD symptoms among the experimental group. 

The following paragraphs discuss the questions of the study: 

First: Discussion of the results related to the first question which is: Are 

there differences in PTSD symptoms on pre-test due to gender? 

Results of this question showed that there were no differences in the 

average of male and female in PTSD symptoms on the pre-test among the 

therapeutic group members. 

The average results of male and female showed that there were no 

differences among the experimental group  in all dimensions of PTSD: re- 

experiencing trauma,   avoidance and numbing, hyper-arousal, physical 

symptoms, traumatic play, and psychological symptoms. 

These results reinforce the similarity and homogeneity among the 
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experimental group members. And it gave us the chance to examine the 

effectiveness of treatment plan due to gender, in which the results would 

be more generalized. 

Second: Are there differences in PTSD symptoms on post-test due to 

gender? 

The results of this question are consistent with a study for Eftekhari 

and others (2013) in which they evaluated the effectiveness of PE as 

implemented with veterans with PTSD in a large health care system. The 

findings showed that although all veteran subgroups showed clinically and 

statistically significant improvement,   the most improvement was seen in 

females. 

The results showed significant differences in PTSD symptoms 

between males and females in favor of females on two dimensions; the 

traumatic play dimension and the psychological symptoms dimension. This 

is  could  be  because  females  were  more  cooperative  than  males,  and 

because they are living under the same circumstances (in the same place); 

they are treating the same. 

Despite this, the results showed that there were no differences 

in PTSD symptoms between males and females according to four 

dimensions. One possible explanation could be because they were exposed 

to similar traumatic events, and because they all have the same 

socioeconomic status which is not very good. Also, these similarities 
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could be because they are receiving the same psychological and physical 

care at the orphanage. 

These results indicated that prolonged exposure could be more 

beneficial for females more than males, especially in reducing the 

symptoms that are related to traumatic play dimension and psychological 

symptoms dimension. 

Third: Are there differences in PTSD symptoms between pre and post 

tests among the experimental group (those who received the treatment)? 

The results of this question are consistent with some studies such as: 

two studies of Gilboa-Schechtman and others (2010, 2016) in which they 

compared the efficacy and maintenance of developmentally adapted 

prolonged exposure therapy for adolescents (PE-A) with active control 

time-limited dynamic therapy (TLDP-A) for decreasing posttraumatic and 

depressive symptoms in adolescent victims of single-event traumas. It was 

found that PE-A more effective in decreasing PTSD and depression 

symptom  severity  and  more  increasing  in  global  functioning  than  did 

TDLP-A. 

The results also agreed with study of Foa and colleagues (2013) also 

compared the effects of counselor-delivered prolonged exposure therapy 

with supportive counseling for adolescent’s girls with sexual abuse–related 

PTSD. The results indicated that the adolescent’s girls with sexual abuse– 

related PTSD experienced greater benefit from prolonged exposure therapy 
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than from supportive counseling. 

The results of this study supported Rossouw’s and others (2018) in 

which they compared the efficacy of prolonged exposure therapy with 

supportive counseling (SC) for adolescents with PTSD. They concluded 

that PE is an effective treatment for PTSD in adolescents more than SC. 

The results fitted with study of Popiel and others study (2015) who 

compared the efficacy of prolonged exposure (PE), paroxetine (Ph) and 

their combination (Comb) in a sample of adults diagnosed with PTSD 

following motor vehicle accidents (MVA). The results showed that the 

remission rate of PTSD was greater after PE compared with Ph, whereas 

Comb did not differ from either. 

The findings of the study are also consistent with study of van den 

Berg and others study (2015) who examined the efficacy and safety of 

prolonged exposure (PE) therapy and eye movement desensitization and   

reprocessing (EMDR) therapy in patients with psychotic disorders and 

comorbid PTSD. The results revealed that standard PE and EMDR 

protocols are effective, safe, and feasible in patients with PTSD and 

severe psychotic disorders, including current symptoms. 

The results of this question showed that there were significant 

differences among experimental group between pre-test and post-test on 

the six dimensions of the scale, in favor of the post- test. These results 

showed the effectiveness of the therapeutic program in reducing PTSD 
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symptoms. The therapeutic program gave the chance to the patients in 

order to confront their fears and feelings, so they could overcome them 

through different techniques such as imaginal exposure and in-vivo 

exposure. 

According to the previous results, the program techniques and 

activities  gave  the  patients  the  opportunity  to  deal  with  their  anger, 

anxiety, and guilt. Moreover, this program makes them acquire techniques 

in order to deal with their stress and anxiety, such as breathing retraining 

technique. 

In addition, the results of this question showed that the therapeutic 

program acquired the patients techniques in which they can think in a 

rational way,   and to deal with similar situations (traumatic events) that 

may face them in the future. 

Conclusions 

Prolonged exposure therapy should be adopted as a worthy therapy 

in decreasing PTSD symptoms with other counseling populations who 

may suffer from PTSD symptoms. Moreover, it is very important to deal 

with other problems that may face adolescents with PTSD, such as, 

anxiety, feelings of anger, shame, sleep problems, and dissociative 

disorders. In addition, single exposure activities such as: imaginal, and in-

vivo should be delivered in an individual and group counseling programs 

in order to deal with traumatized adolescents and other psychological 

problems. 
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Limitations 

The study has several limitations: The first one is related to the 

sample size. The small sample size did not allow inclusion to the entire 

traumatized adolescents’ population in West Bank. Moreover, it did not 

allow the researcher to have control group during the therapeutic 

experiment. in addition to that, it was selected only from traumatized 

children at Dar-Al-Yateem Al-Arabie Assembly in the city of Tulkarm. 

Another limitation is related to the study instruments; the therapeutic 

program, and PTSD scale. 

Another limitation is related to the date and the time of sessions. It 

was not allowed to have sessions at Thursdays, Fridays, and Saturdays. 

Furthermore, it was not allowed to start the therapeutic session before 02:00 

pm. 
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Appendix I 

PTSD Scale 

Dear respondent,   

Here are lists of statements children usually use to describe how they feel, think, believe 

and behave. Please read each statement carefully and express your opinion toward it 

frankly and placing signal (x) in the appropriate box. All information will be treated 

confidentially and will be used for scientific research purposes, as an indicator of 

confidentiality you are not ask to write your name.  

Sex:  Male □                Female □  

No. Items 
A

lw
a
y
s 

M
o
st

ly
 

S
o
m

et
im

e
 

R
a
re

ly
 

N
ev

er
 

1 Pictures and past memories which I have 

experienced dominate  my life 

     

2 I recall thoughts and painful memories about the 

event that I have experienced 

     

3 Images of painful events penetrate my mind      

4 I suffer from worrying dreams after I have 

experienced that event 

     

5 I suffer from daydreams after the event that I have 

experienced 

     

6 I can not prevent my self from thinking of the past 

events which I had 

     

7 I avoid things which remind me of the events which 

I have experienced 

     

8 I close the T.V and radio when they transmit things 

collected with events that I have experienced 

     

9 I stop my self from thinking of the events which I 

have experienced 

     

10 I feel lonely after I have experienced that event      

11 I became less concern of others after that event      

12 I became less communicate with others after that 

event 

     

13 I became less interested in activities that I was 

interested in after that event 
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No. Items 

A
lw

a
y
s 

M
o
st

ly
 

S
o
m

et
im

e
 

R
a
re

ly
 

N
ev

er
 

14 I feel worried from the future after that event      

15 I avoid places which remind me of that experience      

16 I avoid people who remind me of that event which I 

have faced 

     

17 I feel emotionless after the event which I have 

experienced 

     

18 I become sad easily after the experience which I 

have faced 

     

19 I become furious easily after that event      

20 I face difficulty in concentration after that event      

21 I have difficulty in recalling information after that 

event 

     

22 I can’t concentrate easily after that event      

23 I have difficulty in sleeping after that event      

24 I have difficulty in accomplishing tasks which I 

perform after that event 

     

25 My heart beats faster when I recall that event      

26 I feel trembling in my body when I recall that event      

27 I suffer from lack of appetite after that event      

28 I suffer from headache after that event      

29 I have pains in my abdomen after that event      

30 I have difficulty in breathing when I recall that 

event 

     

31 I play games that remind me of that experience      

32 I lose pleasure in plays that I do      

33 I deal with my games aggressively      

34 I prefer playing alone      

35 I find myself repeating what happened with me 

during my play 

     

36 I prefer aggressive games more than other games      

37 I feel wishful to cry during my play      

38 I face difficulty in recalling information after that 

event 

     

39 I blame myself after the event that I have 

experienced 

     

40 I feel unsatisfied about myself after that event      

41 I feel unable to do things after that event      

42 I lost trust in myself after that event      

43 I suffer from horror after that event      

44 I feel guilty after that event      

45 I feel sad after that event      

46 I feel hopeless after that event      

47 I behave aggressively with others after that event      
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 مقياس ضغوط ما بعد الصدمـــــة

ئما   العبارة الرقم
دا

البا   
غ

يانا   
أح

ادرا   
ن

لاقا   
إط

 

تديظخ صهر وذكخيات الأحجاث التي مخرت بيا عمى  1
 حياتي

     

      تخاودني أفكار وذكخيات مؤلسة عن الحجث واجيتو 2
      تقتحم ذىشي تخيلات مختبظة بالخبخة التي مخرت بيا 3
      أعاني من أحلام مدعجة بعج تعخضي لحلك الحجث 4
      أعاني من الدخحان بعج الحجث الحي واجيتو  5
      لا أستظيع مشع نفدي من التفكيخ بالخبخة التي مخرت بيا 6
      أتجشب الأشياء التي تحكخني بالخبخة  التي مخرت بيا 7
أغمق التمفاز أو السحياع عشجما يبث شيء يتعمق بالحجث  8

 الحي مخرت بو
     

      أمشع نفدي من التفكيخ بالحجث الحي واجيتو  9
      أشعخ بالعدلة بعج تعخضي لتمك الخبخة  11
      أصبحت اقل اىتساماً بالآخخين بعج الخبخة التي مخرت بيا  11
أصبحت أقل تهاصلًا مع الآخخين بعج الحجث الحي مخرت  12

 بو
     

فقجت الاىتسام بالأنذظة التي كشت استستع بيا بعج الحجث  13
 الحي تعخضت لو 

     

      بالقمق من السدتقبل بعج الحجث الحي واجيشيأشعخ  14
      أتجشب الأماكن التي تحكخني بالخبخة التي مخرت بيا 15
      أتجشب الأشخاص الحين يحكخوني بالحجث الحي واجيشي 16
      اشعخ أني بلا مذاعخ بعج الخبخة التي مخرت بيا  17
      أحدن بديهلة بعج الخبخة التي مخرت بيا  18
      أغزب بديهلة بعج الحجث الحي تعخضت لو   19
      أجج صعهبة في التخكيد بعج تمك الخبخة  21
      أجج صعهبة في تحكخ السعمهمات بعج ذلك الحجث   21
      يتذتت انتباىي بديهلة بعج الحجث الحي تعخضت لو  22
      أجج صعهبة في الشهم بعج الخبخة التي مخرت بيا  23
أجج صعهبة في إتسام السيام التي أقهم بيا بعج الحجث الحي  24

 واجيشي
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ئما   العبارة الرقم
دا

البا   
غ

يانا   
أح

ادرا   
ن

لاقا   
إط

 
      تدداد دقات قمبي عشجما أتحكخ ما حجث معي  25
      أشعخ بخعذة في أطخافي عشجما أتحكخ الخبخة  التي واجيتشي 26
      أعاني من فقجان الذيية بعج ذلك الحجث  27
      أعاني من الرجاع بعج ذلك الحجث  28
      أعاني من آلام في البظن بعج ذلك الحجث 29
      أشعخ بزيق في التشفذ عشجما أتحكخ ذلك الحجث 31
      ألعب ألعاباً تحكخني بالخبخة التي مخرت بيا 31
      أشعخ بفقجان الستعة فيسا أقهم بو من العاب  32
      أتعامل بعشف مع ألعابي  33
ل المعب لهحجي بعج ما حجث معي 34       أفز ِّ
      أجج نفدي أكخر ما حجث معي أثشاء المعب  35
      أفزل الألعاب العشيفة عمى بقية الالعاب 36
      أشعخ بخغبة في البكاء أثشاء المعب  37
      أعاني من مذكلات في التحكخ بعج الحجث الحي واجيشي 38
      ألهم نفدي بعج الحجث الحي مخرت بو 39
      أشعخ بعجم الخضا عن نفدي بعج تمك الخبخة  41
أشعخ بعجم القجرة عمى القيام بالأشياء بعج الخبخة التي مخرت  41

 بيا
     

      فقجت ثقتي بشفدي بعج الحجث الحي واجيشي  42
      أشعخ بالخعب بعج الخبخة التي حجثت معي 43
      أشعخ بالحنب بعج الحي حجث معي 44
      أشعخ بالحدن بعج الحجث الحي مخرت بو 45
      أشعخ بفقجان الأمل بعج الخبخة التي واجيتشي 46
      بعج الحجث الحي واجيشيأتعامل بعجوانية مع الآخخين  47
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Appendix II 

Group Prolonged Exposure Counseling Program 

Objectives of the Program:  

 The Overall Objective of the Program:  3 

 Help the group members in learning how to process their traumatic 

experiences emotionally in order to diminish PTSD and other related 

symptoms.  

  The Specific Objectives of the Program:  

 To build a rapport with the patients  

 Diminish PTSD symptoms through psychoeducation, in vivo exposure, and 

imaginal exposure.   

 The patients will be able to process their traumatic experiences emotionally  

 To know more about PTSD  

 Help the patients in reclaiming their lives  

 Educate the patients about the common reactions to trauma  

 Teaching the patients how to breathe in a calming way  

 Assumptions about the Program and Sessions:  

 The researcher assumes full confidentiality for all what is going on in the 

sessions. 

 The researcher assumes that participation in the program is voluntary for all 

members of the study. 

 The researcher assumes that members of the experimental group will attend 

sessions in time and the place agreed upon. 
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 Rights and Duties of Participants in the Program:  

 Allow members of the group to change their seats and move from one seat to 

another during the session. 

 Allow members to eat some snacks during the sessions. 

 Allow members to meet counselor individually after and before sessions or 

contact him by telephone or any other form. 

 Members of the group are committed to attending all sessions in the place 

and the time agreed upon. 

 Members of the group are committed to expressing their problems freely and 

clearly during the sessions  

 Members of the group are committed to keeping what is going in the 

sessions strictly confidential. 

 Members of the group are committed to respecting each other during the 

sessions. 

 Counselor tells members of the group of rights and duties before the 

intervention   

Program Sessions:  

            The program consists of 13 sessions, each of which lasts from 90 – 150 minutes, 

the program has used prolonged exposure activities to teach the members how to 

process their traumatic experiences emotionally and to reduce the symptoms of PTSD 

among a sample of traumatized teenagers, the following details describe these sessions. 
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Session (1): 

 The first session of the program aimed to build a good rapport between the counselor 

and members of the group. The first session has been held after applying PTSD scale on 

the members of the therapeutic group at Dar Al-Yateem Al- Arabei, Tulkarm.  

          The counselor then met each member individually and informed them about their 

results on PTSD scale, and then he offered them to participate in the program. After 

accepting the member, the counselor informs him of the terms of participation in the 

program including: the strict confidentiality of what is going in the sessions, respect of 

others and unconditional acceptance for group members. 

Aims of the Session:   

 Build a good rapport with the participants  

 Introduce the participants to the program with its’ aims.     

 Identify the patient’s life domains that have been disrupted as a result of the 

trauma  

 Agree on the place and the time of the sessions 

 Identify potential benefits of the patient’s participation in therapy  

 Identify potential obstacles to the patient’s participation in therapy 

 Summarize the session activities    

 Assign homework     

 

Activities of the Session:  

 Build a good rapport and know each another (30 minutes). 

The counselor asked the participants to sit in a circle. Each participant stand in the 

center of the circle and identifies himself. After identifying himself, the counselor 

thanked him. One by one we all know each other. The counselor showed to them 

that he is so glad for their cooperation. 
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 Introduce the participants to the program with its’ aims (15 minutes).     

The counselor told the participants the aims of the therapeutic program; how to process 

their traumatic experiences emotionally , and to reduce PTSD symptoms. After that the 

counselor told them how many sessions will be held, and what each session will be 

about.   

 Identify the patient’s life domains that have been disrupted as a result of the 

trauma (50 minutes).  

After discussing the aims of the program the counselor ask the participants about 

specific life domains before the trauma and after the trauma. The counselor used the life 

domain for achieving this aim, and discuss about each domain with the participant.    
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 Agree on the place and the time of the sessions (5 minutes).  

The counselor with the participants agreed that the sessions always will be held in the 

meetings room, at Dar Al-Yateem Al- Arabei, Tulkarm. Also, they agreed that the 

session will begin at 05:00 pm.    

 Identify potential benefits and obstacles of the participants in therapy (15 

minutes).    

 

The counselor with the participants tried to formulate a realistic benefits of the therapy 

in the terms of PTSD symptoms. For example, improved sleep, less avoidance…etc. 

During this the counselor tried to ask the participants questions as the follows:  

 What would you like to change in your life now?   

 What do you wish you could do at the end of the therapy?     

Then the counselor with the participants tried to identify potential obstacles of the 

therapy. For example, they will spend from 30-90 minutes each day doing homeworks 

related to the program.    

The counselor used the following form for achieving these aims.   

Pros and Cons of Therapy  

 

Pros Cons  

  

  

  

 

 Summarize the session activities (5 minutes).   

 

At the end of the session the counselor summarize the all information that was 

mentioned during the session, and emphasized that it is very important to attend the next 

session on time.   
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 Assign homework (5 minutes).    

After summarizing the session activities, the counselor assign the following  homework 

to the participants.   

 Asked the participants to review life domain form.  

 Asked the participants to review pros and cons of the therapy form.    

 

Session (2): 

Aims of the Session:    

 Review homework  

 Introduce the rationale for the treatment to patients   

 Introduce breathing retraining  

 Assign homework    

Activities of the Session:  

 Review homework (10 minutes)  

The counselor welcome the participants and thanked them for being in the meetings 

room on time.  Then she reminded the participants of what they discussed in the 

previous session, including the homework. The counselor gives each member the 

opportunity to introduce his homework and reinforces members who performed 

homework; she also provides appropriate feedback on performance.  

 Introduce the rationale for the treatment to patients (40 minutes)   

The counselor started with informing the participants the reason and mechanisms 

behind the persisting of PTSD symptoms. Then, she asked the participants if he can 

think of things that he has avoided since the trauma. After that, the counselor told the 

participants that they will learn how to face situations they have been avoiding. Then, 

the counselor explained the rationale for exposure. For example she told them that the 
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most important thing in order to get over the things that you are fearing, is to face them. 

By facing them you will realize that these situations are safe and you should not be 

afraid of them. By this the symptoms of PTSD will get better.    

After that the counselor mentioned the techniques of PE that will be applied during this 

program. These techniques are imaginal exposure and in vivo exposure.     

 Introduce breathing retraining (30 minutes)  

The counselor started with explaining the rationale of breathing retraining. The 

counselor explained to the participants how to inhale and exhale. Then she asked the 

participants to perform the exercise, after performing it in front of them.  

 Assign homework (10 minutes)     

At the end of the session the counselor thanked the participants, then she gave them the 

followed exercise:  

 Asked the participant to practice breathing exercise 3 times per day.   

Session (3):  

Aims of session:   

 Review homework  

 Conduct trauma interview in order to gather information   

 Assign homework    

 

Activities of session:    

 

 Review homework (10 minutes)   

The counselor welcome the participants and thanked them for being in the meetings 

room on time. Then she reminded the participants of what they discussed in the 
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previous session, including the homework. The counselor gives each member the 

opportunity to introduce his homework and reinforces members who performed 

homework; she also provides appropriate feedback on performance.  

 Conduct trauma interview in order to gather information (100 minutes)  

 

The counselor started the with saying that the aim of this meeting is to talk about the 

trauma you have experienced and to learn more specific details about the events 

immediately before, during, and after the trauma. I understand that it may be difficult 

for you to talk about some things. If there is anything I can do to make it easier for you, 

please tell me. To start, can you tell me a little bit about what happened to you?   

The followed questions were asked by the counselor to conduct the interview:  

 When did the trauma occur?  

 Where did the trauma occur?  

 Did you believe during the event that you may die or injured?  

 Did you feel helpless?  

 Were you terribly scared?  

 Do you blame anyone?  

 Were you ashamed about the event?  

 Did you suffer from injuries?  

 Did you receive medical assistance?  

 Did you feel guilty about the trauma?  

 Have you experienced changes in your relationships with others?  

 Did anybody blame you?  

 Have you experienced changes in the way you see yourself?  

 How difficult do you find it discussing the trauma with others?  
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 Would you like to mention anything else about the trauma?  

 How was it for you to discuss those issues?  

The counselor record these interviews.  

 Assign homework (10 minutes)   

At the end of the session the counselor thanked the participants, then she gave them the 

followed homework:  

 Asked the participants to listen to the recording of the session.  

 Asked the participants to continue practicing breathing exercise 3 times per day.  

Session (4):  

Aims of session:   

 Review homework  

 Discuss the common reactions of trauma  

 Assign homework    

 

Activities of session:     

 

 Review homework (10 minutes)  

 The counselor welcome the participants and thanked them for being in the meetings 

room on time. Then she reminded the participants of what they discussed in the 

previous session, including the homework. The counselor gives each member the 

opportunity to introduce his homework and reinforces members who performed 

homework; she also provides appropriate feedback on performance.  
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 Discuss the common reactions of trauma (120 minutes).   

 

The counselor started introducing the common reactions trauma to trauma by saying, 

“As you experienced a traumatic event, you may experience some or all the following 

reactions”. Then the counselor started mentioning the common reactions; fear and 

anxiety, feeling on edge, re-experiencing, flashbacks, nightmares, avoidance, emotional 

numbness, anger, guilt and shame, feelings of losing control, changes of perception, and 

feelings of hopelessness. After that the counselor helped the participants in 

summarizing their reactions to trauma.  

The counselor record this session.  

   Assign homework    

At the end of the session the counselor thanked the participants, then she gave them the 

followed homework:  

 Asked the participants to listen to the recording of the session.  

 Asked the participants to complete the Common Reactions to Trauma Form.    
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Sessions (5, 6, 7, 8, 9):  

Aims of sessions:   

 Review homework  

 Introduce the method for imaginal exposure; including hierarchy and stress 

thermometer.    

 Conduct imaginal exposure   

 Assign homework  

 

Activities of session:     

 

 Review homework (10 minutes)  

 The counselor welcome the participants and thanked them for being in the meetings 

room on time. Then she reminded the participants of what they discussed in the 

previous session, including the homework. The counselor gives each member the 

opportunity to introduce his homework and reinforces members who performed 

homework; she also provides appropriate feedback on performance.  

 Introduce the method for imaginal exposure; including hierarchy and stress 

thermometer (20 minutes).    

 

The counselor started talking about the benefits of imaginal exposure and the rationale 

of it. Then she started introducing the method for imaginal exposure by asking the 

participant to recount the memory in first person present tense and to repeat the story 

several times with eyes closed. And begin with giving the participant the following 

instructions: Now, I will ask you to tell me the story, as it happened, from the beginning 

to the end. Try to tell the story in the present time, as it is happening now. Make sure 
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that your story is detailed as you can remember. Talk about what you were thinking and 

feeling, and mention all the things that happened to your body.  

I will ask you to tell me your distress level according to the stress thermometer after, 

and before the recounting. The counselor record these ratings for each participant. .   

After finishing the recounting, I will ask you to recount the story again and to decide 

where it is begin and where it is end.     

 

 Conduct imaginal exposure (110 minutes)   

After introducing the method of imaginal exposure, the counselor started conducting the 

imaginal exposure with each participant, and she used the following form:    
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The counselor record the recounting for each participant.   

   Assign homework (10 minutes)    

At the end of the session the counselor thanked the participants, then she gave them the 

followed homework:  

 Asked the participants to listen to the recording of the imaginal exposure daily 

and write down his level of distress.    

Sessions (10, 11, 12): 

Aims of the Sessions:     
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 Review homework  

 List the avoiding situation of the participants  

 Introduce the method for in vivo exposure   

 Conduct in vivo exposure  

 Assign homework  

Activities of the Session:   

 Review homework (10 minutes)  

 The counselor welcome the participants and thanked them for being in the meetings 

room on time. Then she reminded the participants of what they discussed in the 

previous session, including the homework. The counselor gives each member the 

opportunity to introduce his homework and reinforces members who performed 

homework; she also provides appropriate feedback on performance.   

 List the avoiding situation of the participants (30 minutes) 

With the counselor the participants prepared a list of all the situations they have been 

avoiding by filling real life experiments form.    
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 Introduce the method for in vivo exposure (15 minutes)    

The counselor started introducing the method for in vivo exposure by saying that in this 

stage we will confront the scary, and the avoidant situations in real life, but in a safety 
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environment. The aim of this exposure is to reduce the anxiety rates by showing that 

these situations or objects are not harmful in reality.   

 Conduct in vivo exposure (90 minutes)  

After introducing the method of in vivo exposure, the counselor with each participant 

choose a situation from real life experiment form rated from 4-5, then with the 

counselor they conduct in vivo exposure.   

This exposure was recorded.  

 Assign homework (10 minutes)     

At the end of the session the counselor thanked the participants, then she chose with 

them situations that they have to practice daily. The followed should be used.  
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Session (13):  

Aims of session:   

 Discuss the previous homework. 

 Plan coping strategies for symptom relapse  

 Discuss the patient’s feelings about their accomplishment  

  Discuss the patient’s feelings about ending the program, and remind them with 

post-test.  

 

Activities of session:     

 

 Review homework (10 minutes)  

 The counselor welcome the participants and thanked them for being in the meetings 

room on time. Then she reminded the participants of what they discussed in the 

previous session, including the homework. The counselor gives each member the 

opportunity to introduce his homework and reinforces members who performed 

homework; she also provides appropriate feedback on performance.  

 Plan coping strategies for symptom relapse (50 minutes) 

 

The counselor started discussing with the group members about the problems that may 

face and what is the possible solutions and coping strategies that could be applied that 

moment. Then the counselor reminded the members with the techniques and activities 

that was applied during the program, in which these techniques could be a helpful tools 

to be applied in other or similar situations or relapses.   

The counselor record this session.  

   Discuss the patient’s feelings about their accomplishment (20 minutes)    

The counselor gave the opportunity to the group members in order to express their 

feelings about the accomplishment that they made during the program.  
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  Discuss the patient’s feelings about ending the program, and remind them 

with post-test (40 minutes).   

The counselor gave the group member the opportunity to express their feelings about 

ending the program, in turn the counselor also talked about her feelings from ending it. 

And she thanked them so much and reminded them with post-test.   
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فاعمية برنامج ارشاد جمعي قائم عمى العلاج بالتعريض 
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فاعمية برنامج ارشاد جمعي قائم عمى العلاج بالتعريض المظهّل في خفض أعراض اضظراب 
 ضغهط ما بعد الردمة لدى عينة من المراهقين المردومين 

 إعداد 
  بدير دانا سامي محمد
 إشراف  

 عمي الذكعة  .د
 فايز محاميد  .د

 الممخص

رشاد جسعي قائم عمى العلاج إىجفت الجراسة الحالية إلى الكذف عن فاعمية بخنامج 
ل في خفض أعخاض اضظخاب ضغهط ما بعج الرجمة لجى عيشة من السخاىقين  بالتعخيض السظه 

طفل وطفمة من ندلاء جسعية دار اليتيم  (17السرجومين، وقج تكهنت عيشة الجراسة الحالية من )
( سشة مسن تعخضها لرجمات نفدية 16-11العخبي في مجيشة طهلكخم، ضسن الفئة العسخية من )

 وأعيخوا درجة مختفعة عمى مقياس الزغهط التالية لمرجمة السُدتخجم في الجراسة الحالية.

وىي بعجي(  –)اختبار قبمي ترسيم السجسهعة الهاحجة  ولأغخاض الجراسة الحالية استخجم
ل لسجة  السجسهعة التجخيبية، إذ تمقى أفخادىا بخنامج إرشاد جسعي قائم عمى العلاج بالتعخيض السظه 

( أسابيع، بهاقع جمدتين أسبهعياً، وقج تم قياس أداء أفخاد السجسهعة عمى مقياس الزغهط التالية 7)
 لمرجمة قبل وبعج التجخل الإرشادي. 

لجراسة الحالية فاعمية البخنامج الإرشادي في خفض أعخاض اضظخاب أعيخت نتائج ا
ضغهط ما بعج الرجمة لجى عيشة الجراسة، وعيخت فخوق في مدتهى اعخاض اضظخاب ضغهط ما 

بزخورة تظبيق العلاج  أوصت الجراسة بعج الرجمة لرالح الإناث. بشاء عمى نتائج الجراسة،
ل عمى فئات ارشادية أخ خى والتي تعاني من اضظخاب ضغهط ما بعج الرجمة. بالتعخيض السظه 

وأيزا نهصي بزخورة العسل عمى تظبيق بخامج ارشادية لمحج من مذكلات نفدية أخخى قج يعاني 
مشيا السخاىقين الحين يعانها من اضظخاب ضغهط ما بعج الرجمة مثل مذكلات الشهم، القمق، 

 والغزب.


