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Abstract: The purpose of this study was to evaluate
the efficacy of a new method for treating
psychological trauma called Trauma Reief
Unlimited (T.R.U.). The method uses kinetic hand
movements and nonverbal techniques. Forty adult
participants were randomly assigned to either an
experimental or control group. The control group
was time lagged to receive treatment after the
completion of treatment by the experimental
group. Each participant received three 45 minute
T.R.U. treatment sessions in a one month period.
Participants were pre and post treatment tested
with a four month follow-up using Briere 's
Trauma Symptoms Inventory and client self
report. Sudy results showed that T.R. U
treatments significantly reduced symptoms of post
traumatic stress at both post treatment and the
four month follow-up period, with no adverse
after- treatment effects.

t has been estimated that seven out of 10

Americans have experienced major traumatic

events in their lifetimes, with up to 20 percent
developing Post Traumatic Stress Disorder as a
result (PTSD  Alliance, 2000). Severd
methodologies have emerged to meet the
therapeutic need resulting from traumatic events.
Therapeutic interventions for trauma historically
have been derived from two mgor theoretica
categories:. exposure therapy and cognitive ther-
apy. Exposure techniques desengtize the client
to the intense emotiona reactions to the relived
event by bringing that event repeatedly into con-
sciousness (Emery, 1996; McFarlane, 1988; Piers,
1996; Rachman, 1966; Van der Kolk, McFarlane,
& Weisaeth 1996). "Re-exposing the trauma
victim to his experience has remained a core
component of trauma intervention” (Stede &
Raider, 2001, p. 10).
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A second higtorical approach has been cog-
nitive therapy. The basic premise is that thoughts
impact emotional states and by changing the
thoughts one can dter the disturbing emotions.
Theorigts in this category include Beck (1976),
Marks (1972), and Saigh and Bremrier (1999)
among others. Thus,

disurbing, anxiety ridden, pathologica
emotiond states are driven by dysfunctiond
thoughts. Cognitive therapy suggests that
by changing the thoughts, the emationd
states change... .Cognitive therapy is used
to provide a rationde for the victims to
expose themselves to the pain of their
experience. It isaso used to reframe their
perception of that experience and as a
means of stopping * dysfunctiona thinking
(Steele & j Raider, 2001, p. 11).

Morerecently, two other traumarelief methods
have gained recognition. Drawing, or art
therapy, has been used largely with children,
dthough, more recently with adult trauma sur-
vivors. With children the rationale appears to be
that they lack the intellectual ability to express
themsalves and particularly to express the emo-
tions of disturbing events. Children draw their
experiences and the therapist interprets them.
This method seems to be a hybrid exposure and
processing method. The exposure occurs through
creative expression and the cognitive therapy
occurs through interpretation of these drawings.
Severa authors have attested to the efficacy of
this treatment including Byers (1996), Magwaza
et d (1993), Mdchiodi (1998, 2001), Pynoos
and Eth (1985), and Steele and Raider (2001).
Another model. Eye Movement
Desengitization and Reprocessing (EMDR), has
aso emerged. This, too, appears to be a hybrid
model composed of both exposure and cognitive
processing features. As Shapiro (1997) states:
With EMDR we ask the person to think of the
traumatic event, and then we stimulate the
person's information-processing system so that
the  traumatic experience  can be
appropriately processed, or 'digested. As this
'digestive’ process takes place, insights arise, the
verba associations are made, what-
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ever is useful islearned and the appropriate
emotions take over (p. 29). All of the above
methods have had varying degrees of
effectiveness and have undergone various
amounts of scientific testing.

The Trauma Relief Unlimited (T.R.U.)
method was developed from Robet M.
Cicione's more than 20 years of experience as a
psychotherapist and visuad artist. Cicione was
distressed at the amount of time needed to
ahieve resdts from the above methods and oo+
cerned with the painful negative side effects
clients could experience from reliving the event.
Wanting to integrate the revitalizing power of art
to bolster the human spirit, Cicione began devel
oong the TRU- method seven years ago. T.RU.
was derived from and shares common features
with traditional art or drawing therapy, and it
integrates other elements of the aforementioned
methodologies. Informal data collection from
Cicione's private practice produced some of the
first indications of T.RU.*s effectiveness.
Clients reported that PTSD symptoms were
greatly reduced or eiminated with one to six
T.R.U. treatments. Over 700 clients were treated
with no or very dight, short term negative after
effects such as mild fatigue or confusion. The
T.R.U. treatment effects appeared to be unrel ated
to age, gender, or ethnicity.

In order to scientifically measure the efficacy
of the T.R.U. method, a T.R.U. Pilot Project was
conducted (Cicione, 2000). The pilot test used a
pre-post treatment design with 10 trauma
surviving children between 8 and 14 years of
age. These multiple-episode survivors received
three, forty-five minute T.R.U. treatments and
were pre and post tested using Briere's (1996)
Trauma Symptoms Checklist for Children
Alternative Version (TSCC-A) and a Symptoms
Tracking Form (STF) developed by Cicione.
Trauma symptom scores were significantly
love (p<0l) a pod tet on three (age, dgores
son, and pod-traumatic stress) of the five
TSCC-A scaes. The decrease in the anxiety and
dissociation scores was not significant. More
importantly, TSCC-A scores continued to
decline without further T.R.U. intervention to the
point that al five TSCC-A scores were signifi-
cantly lower (p<.05) at the four month follow-up
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in comparison to the pretest levels. The STF
collected frequency of client reported symptoms
on aweekly basis. The total number of symptoms
on the tracking form aso fel markedly, from a
mean of 8.58 per week pre-treatment to 0.4 per
week after three sessions.

This research brief reports the results of the
next phase of T.R.U. effectiveness assessment.
The goals of this research study were three fold:
(1) use an experimental and control group design
with alarger sample; (2) measure the efficacy of
T.R.U. with adults using a standardized trauma
symptom instrument; and (3) assess the replica
bility of the method through the use of an inde-
pendent therapist. It was hypothesized that
T.R.U. would significantly reduce the symptoms
of trauma in those treated and .that these results
would remain stable over time, regardless of who
administered the treatment.

METHODOLOGY

[ ntervention

The T.R.U. treatment protocol consists of a
series of kinetic exercises designed to activate
the right hemisphere of the brain. The client is
guided through a series of hand movements,
using a 12"x 18" drawing pad and severa multi-
colored markers. Unlike traditional art or drawing
therapy, the client is discouraged from drawing
pictures. Cicione€'s clinical experience indicates
that adults experience performance anxiety when
asked to draw. Therefore, drawing picturesis not
pat of the T.R.U. protocol. The process is
designed as a non-verba one. In fact, verba
expression during treatment is discouraged, since
it has been found to lead to distraction from, and
avoidance of, more significant ongoing, interna
therapeutic processes. This non-verbal aspect of
the treatment spares the client the need to
verbaly express disturbing emotiond material
sometimes leading to anxiety, emotiona upset,
flashbacks, vomiting or other regressive effects
of other trauma treatments

Unlike EMDR, there is no regresson to
"child self experiences or distinctions made
between adult and child salf that may lead to fur-
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ther fragmentation. Also, unlike EMDR there is
no left brain, interna processing like "interloop-
ing or inteweaving" (Parndl, 1997). Thus,
T.R.U. is a very safe method with no reported
cases of regression requiring emergency inter-
vention, medication or hospitdization in over
2100 trestment sessions. The T.R.U. client is
smply guided through a series of 12 to 15 "exer-
cises' in a forty-five minute clinica protocol.
Once complete, the symptoms are eliminated.

The utilization of T.R.U. as either a"stand
aone' therapy or in conjunction with other clinica
processes is determined by the nature of the
stuation and the discretion of the providing di-
nician. In multiple episode trauma Stuations
T.R.U. is used to address traumatic material
while other clinical processes may address other
therapeuticissues. Since T.R.U. doesnot interfere
with other therapeutic intervertions, T.R.U.
trestment may be recelved in conjunction with
those therapies.

In single episode trauma Stuations the
T.R.U. process may consist of an intake evalua-
tion, one forty-five minute T.R.U. treatment and a
summary evaluation, if necessary. In these sit-
uations T.R.U. may be seen as a "stand aone"
treatment. This compressed T.R.U. process
offers promise for treating major catastrophes
requiring immediate brief intervention such as
natural disasters, terrorist attacks and similar
events where longer interventions may be
restricted or even precluded. Idedly, the god is
brief, powerful, and effective intervention without
sacrificing relatedness.

T.R.U. isapromising trauma relief interven
tion and not a panacea for al psychologica and
persond problems. Although effective in reducing
common symptoms associated with  post
traumatic stress, T.R.U. haslimitations. T.R.U. is
not effective with alcohol or drug abusing
clients, athough it has shown promise for sup-
porting the recovery process. T.R.U. is not usw
dly efedtive with persondity dsodas athough
in severa instances trauma symptoms have been
reduced while leaving the persondity disorder
largely unchanged. T.R.U. is usualy ineffective
with borderline patients, although improvement
has been observed in some cases.

Although verbal expresson during the
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T.R.U. protocal is discouraged for the reasons
stated above, there is verba exchange with the
clinician during the evauation, debriefing and
summary reporting parts of the process.
Moreover, the clinician may use traditional talk
therapy to address other issues such as life style
or relationships not directly related to trauma.

Participants

Participants were recruited through newspaper
advertisements and professional referrals. To be
eligible, they had to have experienced at least
three episodes of trauma, have symptoms of post
traumatic stress but no diagnosis of a magor
mental disorder or substance abuse, and be at
least 18 years of age. Out of 61 applicants, 40
wereeligible for the study and randomly assigned
to an experimenta group for immediate treatment
or a one month delayed treatment control group.
Of these recruits, two in fact had bipolar disorder
and substance abuse was suspected in two others.
Due to scheduling conflicts, 25 participants
entered the immediate treatment group. Of the 15
in the delayed treatment group, three dropped out
before receiving treatment, leaving a final N of
37 for satistical analysis. The average age was
44, with a range of 21 to 64. Of the 37
participants, 32 were women, 34 were white and
three were black. Each participant received a 45
minute individua treatment session once a week
for three weeks.

Instruments

Daa collection instruments included the
Trauma Symptoms Inventory (TSI) developed
by Briere (1996) and a Symptoms Tracking
Form (STF) developed by Cicione (2000). The
TSl is a standardized 100 item self report ques-
tionnaire that measures post traumatic stress and
related psychologica symptomatology. It yields
10 clinical scales and three validity scaes. A
standard Trauma score (T-score) is calculated for
each scale which can be compared to the Trauma
scores of the participants in the instrument's
standardization sample. Trauma scores have a
mean of 50 and standard deviation of 10. A score
of 65 and higher isused asaclinically sg-

28

nificant cut-off score.

The Symptom Tracking Form is a clinician
interview form developed to measure the weekly
frequency of specific post traumatic stress
symptoms such as violent episodes, angry out-
bursts, nightmares, flashbacks, anxiety symp-
toms, and crying episodes. Clinicians also rated
the participants level of depresson on a six
point scae with O being no depresson and 5
being ahigh levd.

Data Collection

Both the experimental and the control group
completed the TSI and STF at all data collection
points. The experimental group participants were
pretested as they came into the study, received
three 45 minute weekly treatment sessions, and
then post-tested at two weeks and at four months
after their last counseling session. The control
group participants were pretested at entry into
the study and post tested four weeks later without
any intervention. They then received three 45
minute weekly treatment sessions and were post
tested at two weeks and at four months after their
last session.

In order to assess possible experimenter
bias, two clinicians conducted the interventions
with the experimental group: the founder, an
LICSW clinician and artist, and an LICSW clini-
cian with 10 years of professional experience,
but not in the field of trauma or art. The second
clinician received eight 45 minute pre-study
training sessions with the founder.

Analytic Procedures

All statistical analyses were conducted usingt-
tests. Standardized TSI scale scoreswere cal cuaed
and compared between experimental and control
groups at basdline, and at post test 1. The two
groups were then combined for a larger N of 37
and comparisons were made between pretest and
after-treatment posttest scores, between pre-
treatment and follow-up scores, and between
posttest and follow-up scores. The mean number
of reported symptoms from the STF was analyzed
for the same time points and by clinician.
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Table 1. Pre-treatment Trauma Scores for TSI Clinical Symptoms by group
TS Experimental Group Pre Control Group
Scale Item treatment pretest Mean (std dev) rel5
pretest Mean (std dev) n=25
Anxious Arousal 66.04 (10.47) 67.73 (5.82)
Depression 62.80 (10.30) 70.82 (5.40)
Anger/Irritability 58.28 (10.57) 62.36 (7.83)
Intrusive Experiences 66.24 (11.99) 67.73 (9.70)
Defensive Avoidance 63.56 (11.00) 62.82 (8.60)
Dissociation 64.40 (11.43) 68.18 (7.86)
Sexual Concerns 61.88 (14.75) 54.45 (6.25)
58.76 ( 17.03) 51.18 69
Dysfunctional Sexual Behavior
Impaired Self-reference 64.88 (10.43) 61.55 (5.50)
Tension Reduction Behavior  {58.12 (14.60) 56.18 (5.10)

No significant differences occurred between groups

AA D Al IE
*No Significant Difference between Baseline Measurements

DA DIS SC DSB

ISR TRB

(left) Figure 1.
Comparison of Trauma
Symptom Inventory T-
scores for control
group baseline clinical
scales

Baseline beforeWait
period

Baseline after Wait
period
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Table 2. Pre and Post Treatment Scoresfor TSI Clinical Symptoms
Pre -Treatment Post-Treatment Follow-up
TSI TraumaScore  |sd. TraumaScore  |sd. t-value |Trauma sd. t-value
Scale Mean Mean prepost | Score pretest-
Item test Mean follow-up
Anxious Arousdl | G656 9% (4958 8® 93 834 08 |48+
Depression 65 9.6 5061 1019 |622+* 49.69 1043 |6.36**
Anger/Irritability  |5053 989 450 838 540+* 441 880 |B3I**
666 122 |59 1223 |568* 0HA 10% 599+
Intrusive |
Experiences
Defensive 6333 1021 (5014 911 59+* 2938 929 58+*
Avoidance
Dissociation 656 1051 |[50%% 100 600+ 2919 61 Z _g]\:**
Sexual Concerns 061 1313 [4919 850 340 49 8AH
56.44 148 |46 542 332 42 40 3.11**
Dysfunctional
Sexual Behavior
Impaired Self- 6386 9% 04 84 640+* 49.16 838 6x*
reference
553 2 |483 653 414+ |42 16 408*
Tension Reduction
Behavior
N-3 **p<.0lforall values at post treatment and follow-up

RESULTS
Trauma Symptoms | nventory

No significant differences occurred in the
scores of the experimental and control groups at
baseline onthe TSI . See Table 1. Fisure | indi-
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caes no significant change occurred between the
pre and post test scores for the control group as
wall.

As Table 2 indicates, a significant reduction
(p<.01) ocoured in the clinical symptomson all
10 of the TSI clinical scales between pretest and
posttest, confirming the hypothesisthai T.R.U.
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Table 3. Pre and Post Treatment Scores for Self-Reported Symptoms

sd. sd. sd
Trauma Pre -Treatment Post-Treatment t-value |Folow-up t -value pretest-
Symptom Mean Mean pre-post |Meen follow-up

test

Violence 32 119 0 163 0 163
Anger 0 0 - 0 -
Nightmares |155 191 A 159 (1.9 .69 19 |12
Flashbacks |1069 1914 |.0 2.38 [315+* 44 24 |32
Anxiety 4.81 68 (114 35 |28+ 45 1% |36+
Crying 2.3 81 |8 19 |12 28 68 |18
Depresson (330 143 (132 143 |592+* 91 120 |45+
N=3 **p<.01l

woud significantly reduce traumdic sympioms
Participants scores were in the clinicaly higher
than norma range (>=65) on four of the TS1
scales (anxious arousal, depression, intrusive
expaiences and dissociation), but al scores were
within normal range at post-test and at follow-up.
Scores remained stable at the four month follow-
up, with al trauma scores remaining sgnificantly
reducsdfrom their pretest levd.

Symptom Tracking Form

Results from the Symptoms Tracking Form
indicate scores decreased on all measures (see
Table 3). Significant decreases (p<.01) occurred
on three of the seven symptom ratings (Hash-
backs, anxiety, and depression) at both post-test
and follow-up. The mean number of symptoms
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congstently dropped on ail measures between
post trestment and follow-up.

Clinician Comparisons

In the comparison of clinician interventions,
the TRU. founde (clinician 1) trested 15 clients
and clinician 2 treated 10 clients in the experi-
mental group. The T.R.U. founder subsequently
provided treatment to all the clients in the control
group. The participant numbers were too small
to reliably analyze the results of the TSl scores
between the two clinicians. On the STF the
frequency of sdf-reported symptoms was near
zero at posttest for participants of both clinicians.
Figure 2 illustrates the frequency of flashbedks
repartedto the twoclinicians.
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Figure 2. Frequency of self-reported symptoms

Flashbacks
Clinician 1

Hashbacks
Clinician 2

@ Baseline BTx1 MTx2 ®Tx3 @ Post Tx,

e e e T LT —)

DISCUSSION

The Trauma Relief Unlimited brief inter-
vention method shows promising results that
demongtrate reduction or elimination of trauma
symptoms without reoccurrence. It is a cost
effective method that can be easily taught to
other trained professionals who have litle expe-
rience counseling trauma survivors. It has few, if
any, negative side effects. Preliminary findings
suggest that it works without regard to the
severity of the symptoms expressed. Even the
two participants with diagnoses of bipolar disorder
who were allowed into the study demonstrated
greatly reduced trauma symptomatol ogy. Current
understanding of brain functioning is not
sufficiently devdopad to explain why the
method works. Ongoing neurobiological research
may better explain the dynamics of its

effectiveness. Future articles and research will
address in greater detail the similarities and dif-
ferences of the T.R.U. method to current psycho-
logica theory and practice (Cicione, in prepra
tion).

The current research project was limited by
smal numbers of participants who were self-
recruited through newspaper advertising.
Random assignment to groups was hindered by
scheduling conflicts and potentiad loss of an
additiona five participants if not scheduled for
the experimenta group. Larger numbers of par-
ticipants would aso have permitted more sophis-
ticated datistical anayses ad ocompaisons
Recommendations for future research on T.R.U.
are as follows. Replicate the current study;
increase sample size; particularly when using
more than one thergpist to administer the
method; increase the diversity of the sample
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demographically and for diagnostic categories,
utilize instruments that measure the neurobiolog-
icd impact of trauma and are sensitive to
changes over time; extend the follow-up period
to at least two years post test with quarterly or
triennia data collection; and compare the effec-
tiveness of T.R.U. to other trauma intervention
methods. Such research will provide us with a
better scientific understanding of the capabilities
of the T.R.U. method and its long term effective-
ness. The ultimate god is to provide proven,
research-based interventions to trauma survivors.

*
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