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Introduction 

I am Certified Substance Abuse Therapist level 3 (CSAT iii). I hold a variety of 

qualifications in addiction, psychology and counselling.  I currently work in a primary 

treatment centre for drug, alcohol and addiction disorders. I am registered by the Asia 

Pacific Counselling Board in Singapore; I have over 11 years’ experience in the field of 

addictive disorders.  

I am in supervision from my line manager who is a Licenced Social Worker from the 

United States of America who holds a master’s degree in counselling.  The centre where 

I work is an integrated treatment model combining counselling skills with Cognitive 

Behaviour Therapy (CBT) and the 12 Step philosophy of recovery.  Due to the live case-

study carried out on an individual already in treatment I must used the tools of centre to 

work with my client group.  Therefore, in this case study I will be using the ABC tool of 

CBT.  

Case Study 

This is a case study of a 33-year-old male from the UK who has been in treatment at an 

inpatient primary treatment facility in Thailand for alcohol use disorder and depression 

relating to complex trauma from domestic violence in the family of origin and bullying at 

school.   

The gentleman in this case study has been assessed using the Patrick Carnes Post 

Traumatic Stress Index (PTSI) to establish a trauma profile that can help build a client 

(Carnes 2008). Assessing trauma is important, the type of trauma can play a big part in 

the focus of the treatment and the clinical outcomes.  

There have been various trauma scales over the years, prior to the development of post-

traumatic-stress-disorder (PTSD), tools such as The Holmes-Rahe Life Stress Inventory 

(Stewart 2018) and more medical models such as the Horowitz Impact of Event Scale 

(Horowitz 1993). The PTSI test was developed by Patrick Carnes as part of his work on 

understanding Sex Addiction, however it is also useful in the treatment for anyone in any 

form of addiction who exhibits trauma symptoms (Carnes 1997).  

Addiction and trauma are very closely linked together (Cook & Donnell 2006), studies 

done into cocaine users report that 11.8% of cocaine users met criteria for PTSD (Kosten 

and Newton 2012), the rate is 4-5% of the general population of the UK may have PTSD 

(Kellend 2018). If we are to consider that trauma is mostly born out of adverse conditions 

without resources or support, addiction often is a form of support or a resource, albeit a 

very paradoxical method of support.  



Case-in point, consider someone who is depressed if they take a stimulant like cocaine, 

they will temporarily relieve themselves from feeling depressed. However, once the drug 

has worn off, they will experience a deficit on a neuro-biological level of the neuro-

transmitter dopamine and serotonin, which can lead to a dysthymic reaction or acute 

suicidal behaviour (Kantore 1996). To add their depressed state there can also be a state 

of social dysfunction or even being arrested as cocaine is a schedule 2 class A drug under 

the Misuse of Drugs Act UK 1971 (UK Public General Acts 1971). 

This is why addiction is very often stated as bio-psycho-social-and spiritual disease 

(ASAM 2011) as it has an affect on all areas of a person’s life.  

In the PTSI trauma profile the main areas of concern are Trauma shame, trauma reactions 

and trauma pleasure (see appendix 1). It is the policy of the centre where the author 

works to explore the three main areas of concern with the client during the treatment.  

Often the therapy delivered at the centre where the author works is in blocks of 28 days, 

sometimes this time period is not enough to address all issues, if a client is unable to 

extend their treatment beyond 28 days then the trauma work will be light as to not leave 

a client feeling unresolved.  

The client used for the case study has been an on off drinker for most of his adult life, 

achieving only a few periods of sobriety.  Screening for Alcohol Use Disorder Identification 

Test (AUDIT) puts the client at 15points which is medium risk of harm from drinking(King 

et Al 2000). 

The client has been struggling with problems regarding ongoing thoughts of self-hatred 

that have led to excessive drinking and reckless behaviour including fighting.  

 

The following transcript is of a trauma-focused CBT intervention using the Albert-Ellis 

ABC model of CBT which is a standard intervention at the treatment centre where the 

author works.  

  



Transcript 

Counsellor  
 
Today we’re going to look at something 
that affected you quite a bit recently and 
brought up quite a few difficult feelings. 
You told me that you’ve had quite a few 
issues regarding anxiety and in 
particular a trauma response.  
We talked before in group about the ABC 
technique before and that you wanted to 
explore a recent incident that. 
 
 

Running Commentary 
 
I set the tone of meeting 
today to talk about Trauma 
Focused CBT, the client has 
already been to 
psychoeducational groups 
regarding CBT and is 
beginning to use CBT as 
part of the therapy at the 
centre.   

Client  Yes... um, I’m familiar with the ABC 
technique, it seems to be pretty good at, 
um, breaking things down and explaining 
things more clearly.  

Opening up the client is a 
little nervous  

Counsellor Indeed.  So, can you tell me a little bit 
about the activator that you experienced 
recently that made you feel 
uncomfortable? 

I ask an open-ended 
question to get the client to 
start telling a story 
regarding his experience, 
which is stage 1 of The 
Skilled-Helper Model of 
Egan’s 3 stage model (Egan 
2010).  The format of the 
ABC of CBT is notedly 
similar to the Egan Model, 
however the ABC model is 
meant to be a stand-alone 
session.  

Client Okay, yeah. Well.  So, I was out with my 
wife, we were having a nice time. I had 
just completed a presentation for quite a 
few important people. I was having a few 
drinks and it was nice, a nice occasion, 
and err this man walked in. He was really 
really quite drunk, he was like, 
staggering around, he had all grey hair, 
he was a real miserable bastard, I could 
see that straight away from him.  

Client tells his story in detail 
to the open-ended question.  

Counsellor Okay, tell me what sort of event 
happened between you and this man? 

I focus in on what the actual 
activator was to give more 
clarity to the intervention. 



Client Well, the man, he err, he sat down and 
moved chairs because he said I was a 
disgusting bastard or something. What it 
was, I was actually picking my teeth after 
finishing a meal. He said I can’t look at 
that disgusting bastard or something like 
that.  I was like, really blindsided by it, I 
was so f**king angry. 

Client swears, but the 
counsellor allows it as not 
to censor the client, the 
client has possible PTSD 
and it is good to allow him 
to be as expressive as he 
can.  

Counsellor Okay, so tell me about your feelings, 
what came up for you? 

I steer the client on to 
talking about feelings 
regarding this matter.  

Client Not so sure  

Counsellor Often, we find in this model that 
sometimes we jump from A – the 
activating event to C – the feelings and 
action, this is due to us being able to 
connect more instantly to the feelings 
rather than the thoughts. 

There is no universally 
accepted way to which a 
therapist works with this 
model, Dryden (2013) 
explains that the only 
problem comes from when 
therapists aren’t clear in 
getting things in the right 
areas that become 
nonsensical.  

Client Erm, I feel really angry to be honest. 
Really angry.  I was embarrassed, I felt 
a sense of shame, I was with my 
pregnant wife and erm, year know, I felt 
really upset because I felt like I should 
challenge him and maybe f**king hit him.  
To be honest, I was really really pissed 
off. Why did he think he could say that to 
me? 

With the prompting to look 
at the ABC model of CBT the 
client is able to open up 
more about feelings. After 
listing feelings that have 
come up, he goes into 
thoughts automatically.  

Counsellor Okay, so we’re getting more into 
thoughts now which is the B part of this 
exercise.  B is the beliefs, what you were 
thinking at the time.   A little tip for this 
exercise feelings are just usually one 
word.  
 
So, this event made you feel Angry, 
embarrassed, shamed, pissed-off and 
potentially even violent? 

I pick up that he has gone 
into thoughts and use the 
information that I have to 
continue the exercise. 

Client Yeah As the question was asked 
in a closed-ended way the 
client gives a one-word 
response. 



Counsellor Okay, in this column here, B, we write 
down all the things that we were thinking 
at the time this happened. This can be 
sometimes called the “self-talk”  
So, what where you saying to yourself at 
the time this was happening? 

 

Client Erm, I thought, why me?  Why does this 
always happen to me? 

These are very over-
generalized styles of 
thinking. 

Counsellor Okay, that’s interesting. Tell me about 
that particular thought then. If that does 
always happen to you what does that 
mean to you? 

Using a downwards arrow 
technique I get the client to 
connect to what this all 
means and expand on their 
thinking. 

Client Err,  it means I’m stuck. No matter what 
I do in life something like this always 
comes to take away my glory. Uhm,  it’s 
just that things keep repeating, bad 
things keep happening to me all the time, 
even when I’ve done nothing wrong and 
I’m being very passive, I’ve done nothing 
wrong and bad things happen to me.  So 
I thought, why does this always happen 
to me? 

The client is able to connect 
to the meaning quite well, 
this starts to demonstrate 
some core-beliefs that are 
underlying the surface level 
thoughts and feelings. This 
is why CBT is often referred 
to as a “top down” 
approach (Mandich et al 
1997). 

Counsellor So, okay, let me just ask you a question 
here and I might sound a little bit like a 
broken record but I want to just explore 
this particular thinking with a downwards 
arrow technique. So, can you tell me, if 
this always happens to you and your life 
is so difficult to work through, why is that 
so important to you? 

I explain myself here as to 
show and understand that 
using and downwards 
arrow technique on a client 
to explore their thinking 
styles can be a little 
annoying. However, 
Socratic questioning 
thoughts can encourage a 
client to explore their 
thinking and become more 
rational (Branch and Dryden 
2008).  

Client Hmmm, I just can’t get on in life.   
Counsellor What does it mean for you not to get on 

in life? 
 

Client That life is just always going to be a 
struggle. 

The client makes a global 
statement, which is an 
overgeneralization.  

Counsellor What does that mean for you that life is 
always going to be a struggle? 

Instead of pointing out the 
cognitive distortions that 
the client presents with, I 



work with the client to 
understand what’s going on 
in their life. This is a way of 
showing empathy and 
understanding. 

Client Well, I, I’m just in a constant struggle in 
my life, that something out there is 
always going to knock me down. 
I will never be accepted that people will 
always come up to me and harass me, 
bully me and shout at me whenever they 
want to me.  I mean nothing to anybody. 

Client expands on their 
belief system and gives 
further insight into their life 
and what they are ultimately 
struggling with.  

Counsellor So, you say you that you’ll always be 
bullied and pushed around? 

 

Client Yeah, it’s always happened in my life, 
people will always attack me and f**king 
piss me off, I don’t know what it is about 
my demeanor or my presence that 
people feel like they can say these 
things?  

 

Counsellor So, if that is true what else does that 
mean for you? 

Use of downwards arrow to 
explore thinking style again.  

Client That I’m a piece of shit, I’m worthless.  
Counsellor That’s very powerful there, that’s quite a 

statement.  When we get down to a 
statement like “I am…” it’s usually an 
indicator that we may have gotten to a 
core belief.  
I want to come back to that in a moment, 
but before we move into the dispute 
section of this exercise, I want to ask you 
was there any action that you took?  

I pick up on core-beliefs.  

Client Yeah, I walked over to the table and said 
very passive aggressively that if this 
would have been a few years ago, you’d 
be on the f**king floor. Yeah, it sucks. 
That’s all I did, but you know, I was so 
angry, I just walked away, I was so angry 
about it. I drove my car really angrily. I 
thought about going back and attacking 
him physically. 

 

Counsellor Do you mind me asking, this was quite a 
powerful reaction in ways, can I ask you 
who did this person remind you of?   

I probe for any noticeable 
issues regarding 
transference from previous 
triggering events  without 
telling the client why. This is 



all part getting the client to 
open up and explain more 
about themselves. 

Client Yeah, my father, my father was very 
violent towards me as a kid. He was 
always… always causing bother in the 
house... always causing chaos. I don’t 
really like drunks to be honest. I like to 
drink myself but I hate drunks.  

With only a slight probe, the 
client shares that he has 
what seems a history of 
domestic violence.  

Counsellor  Okay, thank you for that.  
I want to go over to this column here 
which is the dispute column, which is the 
D Colum of this exercise.  This is a part 
of the exercise where we actively and 
empirically dispute each of the thoughts 
that we listed.   Now, we’re not trying to 
make things seem positive, because bad 
things do happen, regardless of how we 
live our lives. The human experience is 
that certain things will be hard and 
difficult.  But it’s how we manage them 
and how we respond to them that makes 
a difference.  Sometimes we look at 
things in a very biased way.   
Now one of the first things you’ve listed 
is that this “always happens to me”, so if 
we were trying to look at this objectively 
and empirically, how true is this 
statement?  

I have heard the story of the 
client now I am going into 
the disputes to help the 
client with the disputes.  
One of the blocks towards 
CBT is that some of the 
technicalities need 
explaining (Dryden 2013). 

Client Hmmmm, actually to be honest I have 
had a problem like this in probably… 
probably like over 10 years or 
something, nearly 10 years anyway. Mm 
mm, in my adulthood, I probably haven’t 
had many situations like that. I think as a 
kid I had a lot more, uhm, violence and 
things brought against me, but as an 
adult, really? I haven’t had that many 
problems. It’s been generally, Okay-is. 

The client is exploring new 
perspectives.  

Counsellor Okay.  Let’s take a look at some of the 
other thoughts you wrote down here.  
So, you see life is going to be a constant 
struggle? 

 

Client Ahh, well, it’s not true really.  There are 
good days and there’s bad days, yer 
know. There’s a lot of things going right 

 



for me in life at the moment, umm, a lot 
of things working out for me. I guess I 
enjoy life in ways? 
I let myself down a lot I think, when I 
struggle, I go back into really, I think 
about the past a lot, I think about my time 
as a kid a lot.  

Counsellor Mm mm-hmmm, let me ask you about 
your thoughts here, the ones where you 
state that anyone at any time can come 
an attack you and harass you which 
leads you to the belief that you’re 
worthless. 

 

Client Well I think that’s a core belief isn’t it?  

Counsellor Well that’s quite right, core beliefs are 
generally statements about self or the 
world. They’re quite generalized, 
universal statements that apply to 
everything, so these won’t change very 
easily or match up with your day to day 
beliefs.  

 

Client Yeah, yeah, I think that’s quite right 
actually.  I generally feel that I have no 
worth. People have taken advantage of 
me; I don’t think anyone’s actually my 
friend.  I think people just tolerate me. 
I’ve got co-dependency issues, I’ve got 
high tolerance for people, for erm, for, 
I’ve got high tolerance for f**king idiots 
basically. Erm, I don’t think anyone 
actually has a real relationship with me, 
erm, I don’t think I’m very much wanted 
in this world, I feel like I’m god’s mistake.   

As the client is connecting 
with more painful memories 
he is begins to hover 
around new perspectives of 
the issues and retelling a 
painful story about his life. 
These later starts building 
into that belief system of 
feeling worthless.  

Counsellor Okay, I see.  So, you feel like you are 
unwanted? 

 

Client Yeah, yeah,  I don’t think I belong 
anywhere in this world really. There’s 
just so many things wrong with me. I’m 
just worthless.   

The client is not looking at 
the situation being bad or 
difficult, that they are 
worthless, this is an 
abusive labelling to 
themselves.   

Counsellor I see. Okay, one thing we have to be 
mindful of is when we’re working in the 
dispute section of this exercise, we don’t 
slip back into our negative self-talk by 
restating those negative core beliefs. We 

I show a sense of 
immediacy with challenging 
the client to see a different 
perspective and explore 



want to really work on reframing things 
without the emotional reasoning. 
Although your core beliefs can feel very 
real at times, there is a challenge that in 
order to be more resource and resilient 
against the thoughts that are causing 
you the most harm, as you’ve outlined 
before that your goal in a previous 
session are to not feel so bad about the 
events of the past or feel so bad about 
yourself. 
So, can you tell me now how you can 
actively dispute this sense of 
worthlessness?  

possibilities of seeing self 
in a different light.  
 
Feelings of worthlessness 
can be trauma based 
cognitive distortions. 
Glen Schiraldi (2009) refers 
to this as “abusive 
labelling”. 
 
I engage the client with a 
challenge. 
 

Client Well.  I’m quite popular in ways, people 
think I am funny. They think I am witty; 
they think I am witty and funny. I’ve had 
some relationships with people, I just 
think all the relationships I’ve had are co-
dependent.  They’re not real 
relationships, I don’t feel any sense of 
love or appreciation.   

Client begins to see new 
perspectives on how he can 
view himself differently.   

Counsellor Okay, let’s stay with that first part. So, 
you have some relationships that are 
good and some people see worth in 
you? 

I demonstrate active 
listening and checking 
understanding, Egan (2010) 
states these are essential 
communication skills.  

Client Yes, they do.  
Counsellor So, for the purpose of meeting your 

goals in therapy how can we reframe this 
to be more factual?  

 

Client  Some people, including myself, see 
some worth in me some of the time. 
 
Well, most of the time actually.  It just 
doesn’t feel that way.  

Client is moving towards 
creating a preferred picture, 
but the process of this 
exercise is not to 
immediately arrive at the 
solution but to work on 
cognitive restructuring and 
reprogramming over time.  

Counsellor Okay, so you’re acknowledging the 
emotional reasoning.  

 

Session run-time 15mins    

 

  



 

 

Critical Reflective Analysis 

The above model was able to demonstrate quite well the ego-anxiety and low self-esteem 

the client was going through due to this challenging situation.  He was faced with a threat 

and in turn connected with an evaluation of their being, this causes an anxiety about the 

self (Dryden 2009). 

Drugs and alcohol can be very emotionally destabilizing, trauma is also prone to bouts of 

destabilization (Preuss and Wong 2000). Clients may become destabilized from looking 

at the trauma and it revoking feelings of anxiety, terror, fear and even sometimes mania 

and psychosis. As a practitioner working on trauma focused therapy, one must be very 

aware of the complicated features when dealing with multi-axis clients.  Clients should be 

fully detoxed before attempting to work on traumatic events, dealing with both drug and 

alcohol detoxification and trauma could be overwhelming and also not achieve good 

clinical results. Cognition may also be impaired as result of drug and alcohol addiction, 

given these features, treating PTSD and addiction can be complicated and evidence of 

the best way forward is not sufficient (Berenz and Coffey 2013).  

One has to question at what period in a person’s recovery from drugs and alcohol is their 

cognition restored? Therapists such as Terrance Gorski (1982) studies show details that 

a person may face Post-Acute-Withdrawal-Symptoms (PAWS) in their recovery for a 

period of 1-18 months, these symptoms include depression, anxiety, forgetfulness, 

circular thinking, nightmares, terrors and in ability to relate to people to name a few. These 

symptoms of PAWS are almost identical to the symptoms of trauma (Rosenbloom and 

Williams 2010). 

 

The author notes that the ABC model of CBT is notedly similar to The Skilled Helper 

Model of Egan, firstly the client is invited to explain a story around an event that triggered 

them off in way which could be related to their trauma. Certain events can happen in a 

person’s life that can trigger off depressive thinking, anxiety and PTSD (Stephen et al 

1997).   

The ABC model of CBT is an integrated form of counselling.  The counsellor conducting 

the ABC live with a client must use all the skills of counselling in order to illicit information 

from the individual, they must demonstrate active listening, probe, respond with empathy, 

summarize and negotiate – these are deemed as the “Essential Communication Skills” 

(Egan 2010).  

During the session I do not disclose my thoughts on what the client is anxious about or 

how they feel, I spot discrepancies and help the client expand on their underlying thoughts 

and feelings. At no time did I feel that I should disclose similarities to the client. Although 



there were cultural similarities such as age and country, I deemed it not appropriate to 

move the client from being in the primary parts of the first stage.  Disclosure is more of a 

part of the 2nd phase of Egan’s model (2010).  

The client seems to transfer other events and situations on to his current situation, 

however one must consider if these negative thoughts about the self and the world are 

being transferred from previous experiences or if the client is in fact affected by alcohol. 

If the client is an alcoholic anhedonic and can seek little reward or pleasure from everyday 

experiences they could be averse to any stressors and sink back into depressive states 

(Krystal 1993). 

CBT is a recognized form of psychosocial intervention for trauma and crisis. Studies have 

shown that CBT delivered over a few weeks can speed up recovery and possibly prevent 

traumatic incidents from becoming PTSD (Benedek and Wynn 2016). CBT is also one of 

the number one psychosocial intervention in the field of substance abuse which is why it 

is very popular where the Author works (Hill et al 2010).  One concern regarding CBT is 

that it is primarily used in acute models of work with clients, however, addiction (ASAM 

2011) and PTSD can often be chronic conditions, especially in conjunction with each 

other (Williams 1993).   

One of the other limitations of using CBT with this client is that he seems to have quite 

rigid self-beliefs that promote thoughts and feelings of self-doubt, this could make the 

model more limiting in terms of power (Dryden 2013).  

It is worth noting that the gentleman in question may not fit the criteria for PTSD. Although 

his trauma index shows that he does have issues regarding complex PTSD, he has 

recently been abusing alcohol.  It is important that his issues regarding alcohol are 

addressed during the first treatment phase so he is able to maintain life that is alcohol 

free and easier to manage.   By treating the co-morbidity of the two possible co-occurring 

disorders we can treat the client as a whole (Kurz and Zernig 2000). You do not have to 

have the disorder of PSTD in order to experience arousal, alarm or anxiety.  

However, we must consider the PTSI test that shows indications of a complex trauma 

profile. He also clearly shows that he has distorted thinking in line with trauma-shame 

based thinking styles (Schiraldi 2009). One has to consider the significance that this 

gentleman has entered into the clinical population for specific interventions regarding 

unwanted results in his life. However, it is not the position of the therapist at my current 

skill level to give a diagnosis, I can only work with the trauma-like symptoms.    

The gentleman in this case study has a very similar background to the author in terms of 

life experiences and country of origin. It is important that a counsellor who engages with 

such demanding issues such as personality disorder traits, addiction and trauma receive 

appropriate supervision (Burke et al 2006). These complicated cases or relatable cases 

can bring out difficult thoughts and feelings within a counsellor that may lead to burn out 

(Stewart 2018).  



There can be an unusual bias in information when researching information around 

addiction recovery, some models just use a 12 Step approach and some use a CBT 

approach.  Even Terrance Gorski’s PAWS model of relapse aforementioned has been 

the subject of scientific scrutiny but still seems to hold true as good indicator of an alcohol 

relapse (Harris and Miller 2000). 

The process of this ABC model is solutions focused, the hope is that by taking more of a 

balanced viewpoint of a situation that the client can spot pathologies, cognitive distortions 

that are biased towards an unhelpful view of self and the world. It is by no means an easy 

answer for potentially complex problems. Clients can be invited to journal regularly 

themselves via CBT in order to make lasting changes. Some therapists have suggested 

that a client use GRIT as a means of making CBT work, GRIT is a concept from Angela 

Duckworth that uses courage and solves, strength of character (Bischoff 2017).  

To steal a maxim from the 12 Step fellow-ship, “It works if you work it”.   

End  

Wordcount 2616  
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