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EDUCATIONAL OBJECTIVES
Obj. 1:  Participants will learn four beliefs that patients need to know to be empowered to change their lives. 
Obj. 2:  Participants will learn techniques to replace PTSD pictures through psychodrama and visualization. 
Obj. 3:  Participants will learn to distinguish two types of PTSD, how they are similar, how they are different and techniques to work with each. 
Obj. 4:  Participants will learn three different elements of PA and how to work with each to empower the patient to change.
DESCRIPTION (3000 Characters)

Patients with PTSD, Panic Anxiety (PA) and OCD all have one thing in common.  They all feel powerless to their symptoms.  This workshop focuses on a therapeutic approach that empowers the patient and teaches them to empower themselves and the ones they love.  
Some therapies use a nurturing, supportive approach to help their patients and with some types of disorders this may work.  However, when these approaches are used with PTSD, Panic Anxiety and OCD patients they can easily lead the therapist to protecting, rescuing and enabling the patient.  Panic Anxiety has been described as the fear of fear.  A therapeutic approach could assist the patient to overcome fear by doing what he/she is afraid to do.  Protecting, rescuing and enableling will not get the patient through the fear where empowering will.  
To empower patients, we begin by discovering the elements that all three of these disorders have in common.   
1. The need to be in control (which results from past experiences).

2.  The habit of physically tensing more when feeling tense (which comes from the need to be in control).
3. Living in the future (this creates stage fright anxiety).
There are four beliefs that patients need to overcome feelings of powerlessness.  

1. I am capable to make changes in my life to control my symptoms. 

2. There is cause and effect in my life.  The way I think creates my feelings (If I change the way I think, I will change my feelings).

3. I make a difference in my life and in the lives of those around me (I am powerful to change me, thereby affecting those around me).

4. I can accept and deal with delayed gratification.  (I will get through this as fast as I get through it.)

The left brain is traditionally thought of as the logical, rational part where language, math and analyzing take place.  The left side is where beliefs, values, expectations and your conclusions about the world and people are stored.  However, cognitive therapies are often not very effective against the flashbacks, pictures, which are stored in the right brain because there is no logical thinking going on in the right side of the brain.  The right side of the brain is more like a picture album.  Whether real or imagined, what the mind sees in the right side it assumes to be real and the body will react accordantly.  This is why nightmares, relaxation exercises, and visualizations can produce physical change in our bodies.  
This workshop uses a Cognitive>Affective>Behavioral approach to change.  The cognitive approach is used first to educate the patient and establishing rapport.  Then the patient is introduced to right brain therapy in the form of visualization and psychodrama (which will be demonstrated).  Pictures in the right side of the brain cannot simply be erased.  A new picture of empowerment needs to be placed in close proximity to the trauma picture.  Then when the patient flashes on the trauma picture, next to it is a picture of empowerment.  By placing a positive picture next to a negative it takes the emotional charge off of the negative picture.  
Some professionals still hold that PTSD can only result from a major trauma such as war or rape but in this workshop a broader view will be taken and examples will be given of two types of PTSD.  One results from traumas such as war, murder, rape and very dysfunctional families and/or relationships.  The second, results from being over protected as a child.  Examples of this can be seen in the school-phobic child.  Case studies will be presented of children as young as three who are phobic.   
