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Abstract. The present paper describes the cognitive-behavioural approach evolved to treat survivors of the London bombings referred for treatment of significant fear and avoidance of public transport (travel phobia). Treatment outcomes for a consecutive case series (N =11) are reported; all individuals who completed treatment (N = 10) returned to their pre-bombing use of transport and reported minimal symptoms. Depending on the severity of concurrent symptoms of posttraumatic stress disorder (PTSD), treatment included PTSD treatment procedures to varying degrees. The treatment of four individuals is presented illustrating the range of presentations and treatment procedures. The need for appropriately tailored treatment based on differential diagnosis and formulation is discussed. The paper highlights the importance of skills for treating PTSD when working with individuals presenting with phobic responses after trauma.
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INTRODUCTION
There is good evidence that trauma-focused Cognitive Behavioural Therapy [CBT] is highly effective for people with typical Posttraumatic Stress Disorder [PTSD] precipitated by a range of traumas (National Institute of Clinical Excellence; http://www.nice.org.uk/guidance/CG26 ). Recent evidence showed that trauma-focused CBT is also effective in treating PTSD after terrorist attacks (Gillespie, Duffy, Hackman & Clark, 2002; Duffy, Gillespie & Clark, 2007).  However, PTSD is not the only psychological reaction to trauma, and there is less evidence regarding the effectiveness of treatment of other clinical problems commonly occurring after trauma either with or without PTSD (e.g. sexual dysfunction following sexual assault). This paper focuses on the treatment of clinically significant phobic avoidance after trauma.
Travel phobic symptoms were a significant consequence of the terrorist attacks on London’s public transport system (Handley, Salkovskis, Scragg & Ehlers, submitted). Such symptoms occurred both as part of the syndrome of PTSD and as a separate diagnosis of Specific (Travel) Phobia. A similar pattern has also been noted after road traffic accidents (Mayou, Bryant & Ehlers, 2001; Ehring, Ehlers & Glucksman, 2006 & in press). However, the distinction between PTSD and travel phobia is not necessarily clear-cut, with considerable overlap of symptomatology and phenomenology. The key question addressed in this paper is how well travel phobia triggered by the London bombings of 7th July 2005 responds to cognitive behavioural treatment, and to what extent treatment needs to be modified according to the diagnostic distinction between Specific Phobia and PTSD. Cognitive-behavioural approaches are known to be effective in the treatment specific phobias (Thorpe & Salkovskis, 1997), but little is known about whether this also applies to phobias that are triggered by a traumatic event.

The present paper describes the approach evolved to meet the need for treatment following the London bombings in those people reporting clinically significant travel avoidance as their main clinical problem. We sought to develop a treatment protocol specifically for those presenting with a main problem of travel fear and avoidance, based on existing specific phobia and PTSD treatments. In addition, we monitored treatment outcomes and report here a consecutive case series, together with illustrative examples seeking to highlight the range of presentations. 
ASSESSMENT
All cases included in this consecutive case series (N = 11) were referred to the Centre for Anxiety Disorders and Trauma, London, for travel phobia as part of a London-wide outreach programme treating survivors of the London bombings (see Brewin, Scragg, Robertson, Thompson, d’Ardenne & Ehlers, in press, for a description) and reported that their main clinical problem was fear of and avoidance of public transport. The outreach programme concentrated on people who were present at one of the sites of the bombings during or immediately after the attacks, and did not include people who just learned about the bombings through the media or other people. At initial assessment at our clinic most patients also reported symptoms of PTSD to varying degrees (Handley et al., submitted). Figure 1 presents an overview of the range of presentations. All patients reported phobic fear and avoidance severe enough to meet DSM-IV (American Psychiatric Association, 1994) criteria for Specific Phobia (Travel). In addition, the majority met either ICD-10 (World Health Organisation, 1993) diagnostic or research criteria, but not DSM-IV criteria for PTSD, as determined by the Clinician-Administered PTSD Scale (Blake, Weathers, Nagy, Kaloupek, Gusman, Charney, & Keane, 1995). Two patients actually met DSM-IV criteria for PTSD.

Insert Fig, 1 about here
TREATMENT

The overlap in phobic and PTSD symptoms raises the important question of whether treatment should follow the principles of CBT for phobias or for PTSD. In the following paper, we describe the treatment protocol developed during this project and give case examples. We first describe the general approach used to address the travel phobia, which includes some elements from Cognitive Therapy for PTSD to deal with reminders of the traumatic event and the perception of risk of further bombings (Ehlers & Clark, 2000; Ehlers, Clark, Hackmann, McManus & Fennell, 2005). We then discuss under what circumstances the full PTSD treatment protocol, which includes focused work on the trauma memory, was used.
Treating Travel Phobia in Trauma Survivors
Preparation for dealing with phobic fear
Formulation: Drawing on a specific recent episode of anxiety in the presence or anticipation of the feared transport situation the patient and therapist developed a shared formulation of the processes maintaining the travel phobia. An idiosyncratic version of the generic formulation represented in Figure 2 was drawn out on the whiteboard. This formulation was based on the CBT model of maintenance of anxiety where anxious beliefs, which in this case are linked to the experience of 7/7, are maintained by a variety of reactions such as safety-seeking behaviours, rumination about the problem and frequently images linked to the events of 7/7.  
Insert Fig. 2 here

Psychoeducation about anxiety and anxiety responses: The emotional and physical experience of anxiety in the presence of a phobic stimulus can be extremely aversive and, in itself, frightening to individuals who have threatening beliefs about the course and consequences of these symptoms. Individuals commonly assume that when exposure to the phobic stimulus is sustained over a period of time that their anxiety will at very least be sustained and most likely increase. Often there are added beliefs that beyond a certain level of anxiety the individual will, for example, be unable to cope, lose control of the situation or their mind, embarrass himself, or have a panic attack. These beliefs and the evidence for them were explored and a graph depicting the patient’s beliefs about anxiety levels over time when exposed to the phobic situation is drawn. A new graph was then drawn to illustrate the normal course of anxiety (i.e. dropping with prolonged exposure to a phobic stimulus). Furthermore, normal physical symptoms of anxiety were discussed and explained where the patient had mild concerns about these. Work with panic cognitions is described below.
Formulating and understanding safety-seeking behaviours: Interwoven with the formulation and psychoeducation was an exploration of the individual’s safety-seeking behaviours. Socratic questioning was used to determine the function and effect of the behaviours individuals employed in travel situations to keep themselves safe. Typically these included behaviours such as: avoiding transport/certain modes of transport altogether; avoiding busy trains or buses; standing near the train or bus doors, windows or driver; sitting in a particular carriage of a train or avoiding a particular carriage; sitting in a particular part of a bus such as only on the bottom deck; scanning the environment for potential bombers or explosive devices and listening out for explosions or security alerts. Understanding of safety-behaviours and the paradoxical effect they have in reinforcing threat beliefs and consequently increasing travel anxiety was facilitated through the use of analogies and stories.  Patients were then encouraged to begin to reverse these behaviours. 
Probabilities of feared outcomes: Where patients had specific fears about being killed or injured by further bombings on the underground it was often useful to calculate the mathematical probability of this happening and compare it to the patient’s estimated probability (see Ehlers, Clark, Hackmann, McManus, Fennell & Grey, 2008). So, for example, the probability of being killed in a bombing on the underground in the year of the 7th July bombings was calculated by dividing the number of people that tragically did die in this way (52) by the number of passenger journeys that took place in that year (942 million). The result of this calculation is tiny (1 in 19 million) and was always vastly different to the estimated probabilities which were as high as 60% in some cases.  

Similarly, sequential probability calculations were used to estimate future risk of being killed in a bomb in the future where patients felt that there was an even greater risk of more bombs as a political consequence of 7/7. To calculate the probability of a bomb going off in any carriage they were asked to estimate a likely maximum number of bombs in the following year (e.g. 10). This was divided by the number of underground carriages known to pass along the tube lines in any given year (16.2 million). To calculate the probability of them being in any specific carriage they were asked to estimate their normal number of journeys on the tube in one year. This was also divided by the number of underground carriages. Finally, to calculate the probability of both these things happening together, i.e. the bomb and the patient being in the same carriage, these two very small numbers were multiplied together to yield a very tiny probability indeed (e.g. 10 in 1.62 million times 1000 in 1.62 million). Similar calculations were made for bus journeys where this was a feared situation.

This work was helpful in providing counter-evidence for some patients’ threat beliefs and thus in persuading them to return to the underground.
Panic work: Panic work was completed where a patient’s previous exposure to the phobic situations had previously culminated in panic attacks, and their threat beliefs included catastrophic misinterpretations of the physical symptoms of anxiety. This work followed the cognitive model of panic (Clark, 1986; Clark, 1988). Drawing on a specific recent panic attack in the presence or anticipation of the feared transport situation, the patient and therapist developed a shared formulation of the processes maintaining the panic cognitions. The therapist helped patients identify and change their misinterpretations of bodily sensations through more psychoeducation, verbal challenging and behavioural experiments.

Exposure: stimulus discrimination and testing beliefs

The work described above was important in laying the foundations for understanding the idiosyncratic beliefs, behaviours and cognitive processes of the individual patients. This work also began to challenge beliefs, such as panic cognitions and exaggerated estimates of the threat of being injured or killed in another bombing, which might prevent in vivo work involving actual journeys on the feared mode of transport. 

A programme of exposure with a cognitive rationale was then agreed with the patient who has at this point come to entertain the belief more readily that avoiding their feared situations or trying to make themselves safe within them might actually be perpetuating their anxiety. In vivo sessions commonly took place over 3 hours during which patients were exposed to their feared travel situations and incorporated two particularly important cognitive-behavioural techniques described below. 
Stimulus Discrimination: Stimulus discrimination, a procedure from Cognitive Therapy for PTSD (Ehlers et al., 2005; Ehlers et al., 2008), is useful in the treatment of travel phobia with traumatic onset as one of the factors maintaining the phobia may be images or other intrusive memories of the trauma, including a “felt sense” of danger. This procedure is based on the observation that intrusive memories, including affect from the trauma without conscious recollection of the trauma itself (“affect without recollection”; Ehlers & Clark, 2000), is often triggered by low level sensory cues that resemble those encountered during the trauma but do not necessarily have a meaningful relationship with the event. Triggers for the memory of 7th July bombings whilst on transport that were commonly reported by patients included loud bangs, smoky smells, darkness, the swaying, lurching or halting of the vehicle and the sight of train tracks. Many triggers, however, were idiosyncratic and very specific to a unique experience; for example, pressure in the same area of the patients body as that experienced on 7/7 from another person or object following the explosion.  

Stimulus discrimination training is a two-stage process. Firstly, the therapist and patient together engage in “detective work” to identify sensory stimuli that provoke intrusive trauma memories and corresponding affect, and secondly, they work together to break the link between the innocuous trigger and the memory. Identification of these triggers is facilitated by carefully analysing the content of the patient’s intrusive memories of the bombings and the situations in which they occur. Some of this can be done in the therapist’s office. However, it is often necessary to try and spot triggers “in vivo” as patients are often entirely unaware of the triggers and may simply experience a sense of heightened arousal that appears to be ‘out of the blue’ and out of their control.

Once identified, the link between the trigger and intrusive memories is broken. This is achieved firstly by recognising and bringing into awareness the knowledge that the patient is responding to a memory, not current reality, and secondly by focusing on the differences between the “then” (i.e., stimuli and their context at the time of the bombings) and the “now” (i.e., current stimulus which differs in several respects from original stimulus and occurs in a benign context), e.g., “What is different about the here and now to the day of the bombings?” Once again, in vivo discrimination training for triggers on buses and tubes etc. is very useful. 
Behavioural Experiments: Threat beliefs in travel phobia can be grouped into two categories: beliefs that “this travel situation will harm me”, and beliefs that “my response to this travel situation will harm me”. Behavioural experiments designed to test the specific and idiosyncratic beliefs central to each patient’s travel phobia are key to changing these beliefs and enabling them to overcome their fears. Furthermore, behavioural experiments involve the patient and the therapist working together to find out how the world really works. As such this process is much more effective than simply telling the patient that something is not really dangerous, instead the therapist is communicating the message “don’t just trust what I say, let’s find out”.

Carrying out these experiments “in vivo” with the therapist is particularly effective as it allows clear observation of the behaviours driven by the beliefs which in turn makes it easier to identify and test the problematic cognitions.  

Once the anxious belief or prediction is identified, the therapist guides the patient to: 1) review their current evidence for that belief, 2) rate their belief and anxiety, 3) design an experiment to test their belief, 4) run (and if necessary repeat) the experiment 5) review the results of the experiment and the evidence for their belief and 6) re-rate their belief and anxiety. For example, a typical belief that many survivors of the bombings held was: “If I stop checking people’s bags my anxiety will be unbearable”. An experiment to test such a belief might be for the patient to look out the tube window, read a book or to close their eyes at tube or train stops and to take ratings of their anxiety over time. Often as one threatening belief was disproved, different beliefs emerged or took prime position in the patients fear hierarchy. When this happened the new belief was clearly identified and a new behavioural experiment designed to test it out.   

Safety-Seeking Behaviours Interweave: Throughout the in vivo work care was taken to notice the patients’ safety-seeking behaviours and to encourage them to drop or reverse these behaviours. This requires close scrutiny and attention to the function of the behaviours as the same behaviour, for example, reading a newspaper was for some individuals an unhelpful distraction but for others reflected a return to normal relaxed behaviour prior to 7/7.

The Need to Include Further Elements of PTSD Treatment
The decision whether or not to include further elements of PTSD treatment in the therapy was not only based on the presenting symptoms (i.e., whether or not the patient met diagnostic ICD-10 or DSM-IV criteria for PTSD), but also theoretical considerations. Following Ehlers and Clark’s (2000) model of PTSD it was expected that key indicators for the appropriateness of a PTSD treatment protocol would be as follows:-

 “Nowness” of trauma memories and intensity of affect: the perceived “nowness” of trauma memories and the affect elicited during the patient’s description of their experience during the bombing was closely attended to. High nowness and intense affect resembling that experienced during the bombing (e.g., freezing, fear, sadness, near fainting) in response to eliciting the memory of the bombing may indicate that the memory remains inadequately processed and is related to PTSD after trauma (Michael, Ehlers, Halligan & Clark, 2005).  

Poorly elaborated memory of the trauma: During the assessment and first treatment sessions a description of the traumatic event was elicited from the patient. A particularly vague or disjointed account including memory gaps or uncertainty about the temporal course of the event may indicate poor memory elaboration. There is no evidence of autobiographical memory problems in specific phobias.

Emotional numbing: Numbing may indicate a strong avoidance or dissociation from the memories of the event and seldom occurs in phobias.
Generalised negative meanings of the trauma: assessment interviews and questionnaires such as the Posttraumatic Cognitions Inventory (PTCI; Foa, Ehlers, Clark, Tolin & Orsillo, 1999), the account of the event and direct questioning were used to identify the patient’s idiosyncratic meaning of their experience during the bombings. It was thought likely that PTSD treatment would be more appropriate where these cognitions related not only to the danger of public transport (as in travel phobia) but also to more general meanings concerning the self (e.g., sense of permanent change, self-blame, view of self as inadequate), the world (e.g., generalized expectations of being attacked), and the future (e.g., that one’s life would be cut short).


When the above indicators were present, treatment followed the Cognitive Therapy for PTSD protocol (Ehlers et al., 2005, 2008). The treatment protocol specifies three targets of treatment, namely: (a) elaboration of the trauma memory and discrimination of triggers of intrusive memories, (b) changing problematic appraisals of the trauma and its sequelae that induce a sense of current threat, and (c) dropping dysfunctional behaviours and cognitive strategies that maintain the problem (e.g., rumination, thought suppression, and safety behaviours). Some of the elements of the treatment have been described above, as they were also applied with patients who did not have clinically significant PTSD symptoms.  

For those where significant PTSD symptoms were present or emerged upon exposure to reminders, therapy included elaboration and “updating” of the trauma memory (Ehlers & Clark, 2000; Ehlers, Hackman & Michael, 2004). The rationale for these interventions is that unwanted reexperiencing of the traumatic event is due to the fact that the worst moments of the trauma are disjointed in memory, i.e., they are inadequately linked to other information that puts their meanings into perspective, for example, the fact that the person survived the bombing is not adequately linked to the memory of the moment when they believed they were going to die; or the moment when they felt very guilty for not helping other people is inadequately linked with the knowledge from other moments of the event that they were injured themselves or in a state of shock (Ehlers & Clark, 2000; Ehlers et al., 2004). The disjointedness has the effect that the worst moments of the event are reexperienced without a proper context and appear as if they are happening at present (“nowness”), with much of the original affect. Furthermore, poor elaboration leads to confusion about the time course of events which can be crucial for attributions of responsibility. 

As the poor elaboration of the trauma memory leads to relatively poor intentional recall of details of the worst moments, therapy aims first to identify the worst moments of the trauma and their idiosyncratic meanings with techniques that provide adequate retrieval cues, namely imaginal reliving and narrative writing (see below) (Ehlers et al., 2005, 2008). Once identified, the personal meanings and the evidence the patient has for these meanings is discussed in detail. The therapist then uses detailed reconstruction of the course of events (which can include drawing out the scene or visualizing it from different perspectives in imagery) and Socratic questioning (including behavioural experiments if appropriate) to establish with the patient other information that contradicts the threatening personal meanings. Importantly, to “update” the trauma memory, this new information is then linked in memory with the worst moment by simultaneously bringing into awareness both the worst moment and it’s meaning (e.g., I am going to die; I am a bad person because I did not do more to help others), and the updated perspective (e.g., I survived and am well now; I was in a state of shock and could not think clearly, this does not mean I am a bad person) during further reliving and narrative reading. The updating can involve verbal information, incompatible sensory information (e.g., walking about if unable to move during the trauma), and imagery (e.g., imaginary conversation with a person who died).  

The memory work usually also involves a visit to the site of the trauma. This helps further with reconstructing what happened during the traumatic event and with correcting misperceptions that contributed to idiosyncratic appraisals of the trauma. A major emphasis of the site visit is the discrimination of the “Then” versus “Now”, which help the patient realise that the trauma is in the past. 
Appraisals that concern the aftermath of the traumatic event such as responses of other people, and generalized beliefs about the self and the world are discussed and restructured as necessary. With the help of the therapist, the patient is encouraged to disengage from problematic cognitive strategies such as rumination and thought suppression, and give up problematic behaviours such as safety behaviours or excessive use of alcohol or drugs.

Development of the Final Treatment Protocol in the Case Series
Figure 1 shows the treatment pathways from referral, through assessment and diagnosis to final treatment protocol. Initially, the travel phobia protocol described above was employed to treat two individuals with travel phobia who also met ICD-10 criteria for PTSD. However, as treatment progressed (especially during in vivo work), they reported more PTSD symptoms (especially reexperiencing symptoms), and from then onwards, their treatment was informed by the Cognitive Therapy for PTSD protocol.  For later referrals meeting these criteria, the PTSD protocol was employed as experience suggested that this was the more appropriate treatment. Overall, the travel phobia protocol alone did not seem sufficient to treat the majority of patients, as three patients in total showed an increase in PTSD symptoms during this protocol, and one dropped out. Of the ten patients who completed treatment successfully, six patients mainly received Cognitive Therapy for PTSD and only four were treated using CBT for phobic avoidance alone.

Outcome

Treatment outcome was measured using the following measures: the Posttraumatic Diagnostic Scale (PDS; Foa, Cashman, Jaycox and Perry, 1997), the Beck Anxiety Inventory (BAI; Beck, Epstein, Brown and Steer, 1988), and simple self-report measures of levels of fear and avoidance (0-10 scales). Further measures were created to record phobic severity and safety-seeking behaviours employed in the feared transport situation. The phobia scale (adapted from Ehring et al., 2006) comprised nine statements concerning fear, avoidance and distress/interference experienced, regarding the most difficult transport situation that were modelled on DSM-IV criteria for specific phobias. Patients rated how much they agreed with each of the statements from 0 (not at all) to 4 (very strongly).  Examples of statements are: “When I thinking of travelling on buses/the underground/by train, I already feel anxious”; “I go out of my way to avoid travelling on buses/the underground/by train”, and “My fear of travelling on buses/the underground/by train interferes with my life (e.g. work, relationships, free time activities). The safety-seeking behaviours questionnaire (adapted from Ehring et al., 2006) comprised 12 statements concerning actions taken to feel safer when using public transport such as: “I check for suspicious looking bags or packages”, and “I stand or sit in a particular spot while on transport”. Patients rated how often each statement applied to them as: never (scored as 0), sometimes (1), often (2), or always (3). They also reported whether or not these actions were taken more often since the bombings. If an action was not taken more frequently than before the bombings then the item score was not added to the total score.  

Table 1 below summarizes the treatment outcome on each of these measures. All patients completing treatment returned to regular use of the tube (no remaining avoidance) and reported reduced or absent anxiety. All patients treated for PTSD no-longer met criteria for PTSD at the end of treatment and their symptom score on the PDS was in the sub-clinical range.  

[Insert Table 1 about here]
Case Examples

DSM-IV Travel Phobia with no significant PTSD symptoms

Patient: Mary was a 20 year-old police officer who had attended the scene of one of the bombings following the explosion.

Presentation: Mary had had some time off after 7/7 but returned to full-time work one month before treatment began. She had had re-experiencing symptoms after the event (frequent nightmares), but this had diminished over time to the point where it was neither frequent nor distressing. Her avoidance symptoms were circumscribed, only relating to underground travel. She had a gap in her memory for the precise time at which she arrived at the bombing site but otherwise the memory was clear and in sequence. Her arousal symptoms were also limited and specific to travel; she was more hypervigilant on public transport, scanning the environment for people with suspicious looking bags. Mary’s symptoms did not meet either DSM-IV or ICD-10 criteria for PTSD (her PDS score was 9). However, she reported that her avoidance of the underground was distressing as it made her feel “out of control” and was interfering in her day-to-day life. Mary had had panic disorder previously in her adolescence.

Treatment:

Trauma account: Mary gave a detailed account of events without apparent intense affect, numbing or poor elaboration (the only exception being the time of her arrival at the scene).

Formulation:  Mary had not attempted to travel on the underground since the day of the bombings so a formulation of the problem was elicited through asking her “what thoughts go through your mind if you think about going to travel on the tube right now?” Fear cognitions were around two themes: a) that the tube was dangerous (i.e. another bomb may go off), and b) that her reaction to the tube might be uncomfortable or dangerous (i.e. “I may become anxious”, “have a panic attack”, “freak out and lose control”).  

Preparation for in vivo work: on the basis of these beliefs some work was done on estimating the actual probability of a bomb going off on the next tube that Mary would get on. She did not estimate this highly. The nature and course of anxiety in a phobic situation and her previous experience of being highly anxious was then discussed. Through guided discovery, conclusions were drawn suggesting that if she stayed on a tube any anxiety experienced would gradually reduce and that even if she did feel panicky that it was unlikely that she would “freak out” or “lose control” in any way that was discernable to other people.

In vivo work: in the second treatment session Mary agreed to meet at a tube station. She was surprised to find that her anticipatory anxiety was very low (10%) and agreed to travel down into the underground and to attempt a tube journey to test out her beliefs about the danger of the tube and her potentially anxious reactions to travelling on the tube. During the first journey she found that she did not feel greatly at risk and was calm and collected. Mary travelled with the therapist at first and then agreed to continue for several stops in a different carriage to the therapist. Her anxiety remained low. She then travelled with the therapist to the station where the bombing had happened and her anxiety reached a peak of 40%. At the station, her steps on 7th July were retraced. No specific triggers of fear from the trauma were identified but throughout this journey stimulus discrimination was employed to notice general differences from 7th July.

Homework: At the end of this session Mary was confident that she could continue to use the underground on her own and she was encouraged to do so without employing any safety behaviours such as scanning the environment for suspicious people or packages. She commented that “the thing for me was just the flight or fight; doing it for the first time”.

Follow-up and outcome: One month later Mary returned for a follow-up session. Her anxiety about travelling on the tube had decreased further, she no-longer worried about panic attacks or further bombs and she was no-longer avoiding tube travel or using any safety behaviours whilst on the tube. She was confident that with continued use her anxiety would dissipate entirely and her PDS score was reduced to 1 (see patient 1 in table 1).
DSM-IV Travel Phobia and PTSD Symptoms meeting ICD-10 Diagnostic Criteria 

Patient: Sarah was a 42 year old woman who was caught up in the chaotic area surrounding the aftermath of the bombings and felt very shocked and intensely fearful for her husband’s safety.  

Presentation: Sarah reported some re-experiencing and avoidance/numbing symptoms, but she did not have sufficient arousal symptoms to meet DSM-IV criteria for PTSD. Her symptoms did, however, meet ICD-10 diagnostic criteria for PTSD (her PDS score was 14). Sarah had travelled on the underground for 3 months after the bombings but had abruptly discontinued these journeys and was completely avoiding underground travel at the time of assessment.

Treatment:

Formulation: Sarah was asked to describe in detail her last experiences of being on the underground prior to avoiding. This process elicited catastrophic misinterpretations of physical symptoms of anxiety and these were formulated in a panic cycle. Sarah thought that the sensations of her chest tightening, light-headedness, her heart fluttering, blurred vision and breathlessness meant that she was not getting enough air and therefore that she was going to pass out or suffocate or lose control of her behaviour (e.g. screaming or going to the doors of the underground train). In response to these fears she would sit down, try and control her breathing or get off the train (safety behaviours).

Preparation for in vivo work: In order to prepare Sarah to do in vivo work on the underground, panic work was undertaken including psychoeducation about the nature and course of anxiety reactions and verbal reattribution of symptoms (comparing the physical process and experience of panic to that of suffocation). Furthermore, behavioural experiments were designed to test the beliefs that she could “just stop breathing” (i.e. attempting to hold her breath beyond a comfortable point) and that the dizziness experienced during a panic attack indicated that she was going to faint (i.e. hyperventilation in session).  

In vivo work: Sarah then felt confident enough to complete a short underground journey with her husband whilst dropping the safety seeking behaviours identified in the panic formulation. Her anxiety during this journey was primarily driven by the cognition that “another bomb will go off”. This was then discussed in session and the probabilities for this feared outcome were calculated. Prior to the bombings this patient had thought that the risk of a bombing had already been reasonably high at 5-10%. However, following the bombing she felt that there was a 50% chance that the next train that she might get on would explode. Probabilities were calculated for the risk of being killed in a bomb on the underground were then calculated for both the past year and ahead assuming the patients worst case prediction that 10 bombs might be planted on a tube carriages in the next year. Sarah found this very helpful and used information from these calculations and from the panic work to create a flashcard to carry with her on the tube i.e.:

· The probability of another bomb is very small – I am very safe

· What I think is going to happen physically isn’t going to happen. My body is very good at regulating itself. The dizziness is just from over-breathing and I can’t stop myself breathing.

· The anxious anticipation is worse than the reality of a journey and anxiety tends to subside.

The following session was spent together on the underground testing out residual panic cognitions and the belief that something bad would happen. Sarah agreed to revisit King’s Cross where the focus was to update her memories from the day of the bombings through noticing all the things that had changed or were different from that time. Sarah’s anxiety decreased to the point that she was able to undertake the journey home from central London alone.  


Over the next few weeks Sarah undertook repeated journeys on the underground including at rush hour on the way to and from work. She focused on dropping her safety-seeking behaviours and reminding herself of probabilities. Over these weeks Sarah noticed that she had a tendency to ruminate on the possibility that something bad might happen. Her thoughts took the form of “what if…?”, for example, “…the train stops in a tunnel and I can’t get out?”  She learnt to spot this kind of thinking, to recognise it as unhelpful and to tell herself to stop. 

Outcome: Sarah returned to daily use of the underground to travel to and from work and did not avoid using it at any time. She described it as not quite “normal” yet but said that she was, “not scared anymore”.  Her PDS score had reduced to 0 (see patient 4 in table 1). 
DSM-IV Travel Phobia and PTSD symptoms meeting ICD-10 Research Criteria 

Patient: Karen was a 50 year old woman who was a passenger on one of the bombed underground trains.  

Presentation: At initial assessment, Karen reported PTSD symptoms meeting ICD-10 research criteria, but not DSM-IV criteria (her PDS score was 27). Symptoms included intrusive distressing memories of seeing a man with patches of fresh blood on his clothes. However, she did not have many avoidance symptoms and her main concern was the difficulties she was experiencing on the underground on the way to work. She reported experiencing panic attacks on the tube when the train slowed down or stopped in a tunnel.

Treatment:  When giving an account of her experiencing of the bombings, Karen experienced intense affect, particularly around moments when she thought she was going to die. Furthermore, general negative beliefs were elicited including the belief that “I am different from other people because of what I have been through”, and that, “the world is a more threatening place”.


Formulation: A formulation of Karen’s travel anxiety was elicited by asking about the last time that she was anxious on the underground. Her fear cognitions were around two main themes: a) the fear of being reminded of 7/7 (“I will feel like a victim again, as I did on 7/7”), and, b) the fear of her reaction to these reminders (“I will have a panic attack”, “get aggressive or be unable to cope”).  


Memory work: It became apparent from the affect provoked during trauma account, the general negative beliefs elicited and the fear cognitions related to confronting the memory of the trauma that the appropriate treatment protocol was that usually employed in PTSD. Therefore, the memory updating techniques described above were employed. Karen was encouraged to reverse or drop her safety behaviours and use stimulus discrimination when travelling on the underground. With this, her anxiety began to decrease on the journeys.  


Outcome: at the end of treatment Karen had recovered well from her PTSD (her PDS score was reduced to 11; see patient 7 in table 1) and she had almost no anxiety travelling on the underground (rated 1/10 in comparison to 6/10 at session 3).

Travel Phobia and PTSD symptoms meeting DSM-IV criteria

Patient: Rebecca was a 25 year old woman who was a passenger on one of the bombed trains.  

Presentation: Rebecca was referred for travel phobia. After initially avoiding the underground completely, she was travelling to work by underground every day when she started treatment, but still avoided the most direct line. She had few symptoms of PTSD, however, at assessment her symptoms were sufficient to just meet DSM-IV criteria for PTSD (her PDS score was 12). She found that she was jumpy and hypervigilant when on the underground. One of her main difficulties occurred when the train stopped and she had vivid memories of the 7th July and felt that it was going to happen again. She made every effort to avoid thinking about the bombing when on the train and worried that if she allowed the memories to come and go she would feel so much that it was going to happen again that she would get distressed, panic, faint or lose control. She reported that her memory of the day was somewhat fragmented and exhibited strong emotions when giving an account of what had happened. Furthermore, she reported generalised negative cognitions about the meaning of the event, i.e. that the world was now a more dangerous place and that she was more vulnerable. Therefore, although the presentation was not one of severe PTSD, the key indicators that the problem would be more appropriately treated using Cognitive Therapy for PTSD than CBT for phobic anxiety (i.e. poorly elaborated memory, intense affect and generalised negative cognitions) were present.

Treatment: Treatment proceeded according to the PTSD treatment model including imaginal reliving of the events, identifying and updating hotspots, and stimulus discrimination of trauma triggers whilst on the tube. A visit to the site of the bombings helped identify safety-seeking behaviours on the tube, including sitting down when she felt shaky. These behaviours were then dropped to test the belief that she would collapse.  

Outcome: At the end of treatment Rebecca had no residual PTSD symptoms (her PDS score was reduced to 1; see patient 11 in table 1) and she reported that she was entirely comfortable on the underground and no longer avoided any of the underground line.  She felt that the main thing that had allowed her to do this was “sorting through the memory and putting it away, not pushing it away”.
Conclusion
The current paper described the treatment of a small consecutive case series of individuals referred for clinically significant travel phobia following the London bombings. Some of these individuals were found to meet broader symptoms of PTSD at clinical assessment. In others, more of these symptoms emerged in the course of treatment. This seemed to be particularly common in patients with a PDS score of greater than 20. Thus, in avoidant patients, subthreshold PTSD symptoms may emerge into the full syndrome of PTSD when patients expose themselves to previously avoided memory triggers (such as narrating an account of the traumatic experience or returning to a train station), either at their own initiative or during treatment. Therefore, attempts were made to remain alert to symptoms of PTSD when treating patients presenting with an apparently “pure” travel phobia with CBT for phobic avoidance. Overall, the experience from this case series shows that phobic patients who meet ICD-10 research criteria for PTSD and/or with a high PDS score (20 and above) seemed to be more appropriately treated using a version of trauma-focused CBT for PTSD than CBT for phobia. Interestingly, the same cut-off has been useful in predicting chronic PTSD from initial PDS symptoms (Ehring, Kleim, Clark, Foa & Ehlers, in press) and as an indicator of the need for early intervention (Ehlers, Clark, Hackman, McManus, Fennell, Herbert & Mayou, 2003). On the other hand, the case series also showed that some patients develop straightforward phobias after trauma and can be effectively treated with CBT for phobia. Treatment tailored according to the appropriate formulation of the problem (i.e. Cognitive Therapy for PTSD or CBT for phobic avoidance) was effective. Therefore, this case series illustrates the necessity for individual case formulation and competence in recognising and treating PTSD symptoms when working with patients with phobic avoidance following a traumatic event such as a terrorist attack. 
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