A Critical Analysis regarding the efficacy of Stabilisation within Triphasic Trauma Work. 
Introduction
Phase-orientated interventions for trauma are based on Herman’s (1992) triphasic model of how to reconcile trauma. The primary aim of the phase-orientated interventions is to provide individuals with the skills that will help stabilise trauma symptoms, and to thereafter use these skills to enhance the effectiveness of trauma-focused work.  This essay aims to critique whether phase one of the triphasic model and the process of stabilisation and psychoeducation is effective and necessary prior to undertaking trauma processing. 

Triphasic Trauma Therapy an Overview:
Within trauma therapy differing modalities such as Cognitive Behaviour Therapy (CBT,) Dialectical Behaviour Therapy (DBT), Narrative Exposure Therapy, Eye Movement Desensitisation and Reprocessing (EMDR), Cognitive Processing Therapy (CPT) & Internal Family Systems (IFS). Most of these modalities sharing stabilisation as a commonality.
However, in recent years within mental health services a more popular intervention option are trauma stabilisation groups (TSG) these often replace the traditional phase one stabilisation 1:1 work. TSG incorporates much of the grounding and psychoeducation techniques utilised within stabilisation and has shown to offer a competitive success rate in relation to traditional stabilisation 1:1 work. The benefit to TSG is the timescale which can often cut both wait times for trauma therapy and the time that clients need to engage in stabilisation.  For the purposes of this critique, we will be focussing on Herman’s triphasic trauma model approach.
The majority of triphasic trauma work follows a three phase approach; these phases being Stabilisation & Psychoeducation (the process of being able to feel safe and grounded in order to navigate the reprocessing of trauma), Remembrance & Re-mourning (the second part when the trauma is revisited and reframed) followed lastly by Reconnection & Reintegration (reconnecting with self, and ‘stepping back’ into life). For this analysis we will concentrate on the first phase within that process stabilisation & psychoeducation.
Stabilisation & Psychoeducation an Overview:

The primary goal within the triphasic model is to provide individuals with skills that help to stabilise trauma symptoms (Willis, 2023). The triphasic model aims to provide individuals with tools that can help the effectiveness of trauma focused work. Herman’s (1992) first stage is stabilisation; this is characterised by psychoeducation and grounding skills. The aim of safety and stability is to lay the foundation for the effectiveness of therapeutic intervention (Herman, 1992; Courtois & Ford, 2013) The phase orientated intervention model is based upon Herman’s (1992) triphasic model of how to reconcile trauma. Phase one has also been suggested as stand-alone intervention (Courtois & Ford, 2009). 
In phase one the focus is on specific key areas – addressing the environmental and physical risk. Identifying if there is any immediate risk to the client and ensuring that they are no longer living with real threat or active danger. Understanding and moving on from these risks helps the client differentiate between feeling safe and being safe, therefore enabling the client to recognise the difference between external and internal threat (Langdon, Harmsen, Cordeiro, Baranowsky and Miller; 2025). 
Efficacy of the stabilisation process:
When evaluating the effectiveness of phase one, studies largely expand on previous clinical outcome measures such as disassociation, sleep disturbances, anxiety. (Norton, Harmsen, Cordeiro, Baranowsky & Muller 2024). In recent years data has shown that phase one has significant impact on in the reduction of symptomology for clients who then go onto phase two of the model (Langdon, et al; 2025). Research also shows that the effectiveness is much similar for those who once the distress is minimised decide to end their triphasic journey. (Courtois & Ford, 2016).
Where studies focus on treatment efficacy a common theme identified is therapist knowledge and skill (Hunsley, 2007) thus ensuring that client engagement is maximised and the therapeutic alliance strengthened. 
According to Cook, Spinazzola and Ford (2005) stabilisation alongside psychoeducation can empower clients to develop emotional resilience. Cook et al (2005) also determined that phase one helped to support a client during times where their trauma symptoms were both reduced and heightened. Surmising that the psychoeducation at least supports a client to have a more in depth understanding of their emotions and therefore helping them to feel more “in control” of their symptoms, an acknowledgement of the statement by Langdon et al; 2025 regarding clients identifying whether they feel safe or are safe (perceived risk and actual risk). Langdon et AL’s research findings indicated that clients most significant changes occurred at the end of phase one stabilisation, emphasising the importance of a stabilisation phase prior to undertaking trauma processing. (Herman 2015, Muller, 2010). Additionally, findings also indicate that phase one can address the complexities of trauma and the client may begin re-processing (phase two) naturally during this phase, as they begin to explore their safety. In these scenarios Willis, Dowling & O’Reilly (2023) state that clinicians should balance the stabilisation needs of the individual while also assessing the need for trauma-focused interventions where appropriate. In doing so the trauma process becomes more holistic and gentler for the client. (Langdon et al; 2025). 

Contraindications to efficacy in phase one stabilisation and psychoeducation:
However, the efficacy of stabilisation has been argued by Kuhn & Owens (2020) who report that stabilisation is not a necessity when undertaking trauma work, a view backed by Ehlers, Grey & Wild (2013) who argue that limited evidence surrounds the efficacy of treatment. Fisher, (1999) reports that although trauma treatment has an emphasis on safety and stability, often therapists find it difficult to identify how to stabilise a trauma client. Fisher’s argument surrounds the efficacy of treatment, with Fisher stating that for many therapists their role is too passive and therefore can easily be caught up in the rollercoaster of emotions and risk-taking behaviours of clients, rather than actively supporting the client to address their maladaptive coping strategies. Fisher (1999) argues this is due to therapy training focusing on empathic listening, and encouraging the client to take the lead, which can prove counterproductive in trauma work
The importance of supervision:
To counter any transference during therapy, Fisher (1999), Ehlers et al; (2015) state that therapists cannot underestimate the importance of contracting, especially where for many clients the role of contracting may bring about feelings of power imbalance and may try to resist. Where a therapist may notice a resistance to contracting it is important to engage in regular and experienced supervision, backing up these statements Hunsley (2007) attributes successful intervention to regular supervisory meetings. Supervision and understanding of the therapeutic model are paramount in delivering successful outcomes. (Langdon et al; 2025). Supervision especially for newly qualified or trainee therapists is significant, the frequency of supervision impacts successful outcomes, it offers the therapist a chance to reflect and critique any method used, whilst offering direction to situations where there is a feeling of being “stuck” (Maybury & Triplett, 2023).  regarding the importance of supervision for successful outcomes. Norton, Harmsen, Cordeiro, Baranowsky & Muller (2024) echo this in their research and observe that supervision alongside clear guidance on somatic interventions can empower the therapist. In doing so the therapist can tailor techniques and create their own toolbox which enable them to balance modality, flexibility and clinical judgement. This also aids assessment and supports the client’s readiness to move on within therapy phases and negate any potential for being drawn into the client’s emotions. There have been arguments however, that stabilisation can encourage clients to stay in phase one, (Kelly,2024) potentially due to clients exploring feelings of safety within this phase. For many clients who have had traumatic events the evolution of safety can promote hesitation in continuing with therapy and therefore bringing about feelings of discomfort. (Hart, 2025), when a client stays at this phase it may become more difficult to promote the movement toward phase two. Research by Courtois & Ford, (2009) indicate that when identifying avoidance, it is beneficial to the client to be moved directly into phase two. However, Ehlers et al; 2013 argue that this requires a skilled & experienced therapist who can move someone across phases confidently and safely. The need for the therapist to be sufficiently experienced to identify when a client is “stuck” at phase one and avoidant of moving onto phase two, is raised by Maybury & Triplett (2024) and determines that for someone less experienced there is an important need for regular supervision to be able to identify when a client does not wish to progress. Supervision is also beneficial for when a client does not complete phase one, due to the nature of identifying safety and stability within phase one, for a lot of clients this may feel more “unsafe”. (Hart, 2025) Thus, backing up statements by Langdon et Al (2015), and Maybury & Triplett (2024) that supervision is paramount to successful outcomes within phase one work. 

Is Therapist Experience a Factor:
As discussed previously there are many arguments that delivery of any trauma therapy should be undertaken by skilled and experienced therapists. However, there is evidence to suggest that stabilisation and psychoeducation (phase one) will more typically be undertaken by either therapists in training or those who are junior in their role (Kelly, 2024). Ehlers et al (2013) report that clinicians with less training and resources will often struggle to achieve the comparable results of their more experienced peer group. Langdon et al (2025) offered a study in the efficacy of stabilisation as a standalone intervention, however a pre-requisite for their study was all therapists required a master’s level qualification and a minimum of 10 years practising psychotherapy. Therefore, backing up the statement by Ehers et al (2013) who argue that success can only be achieved if the therapist is sufficiently knowledgeable in delivering trauma sessions. However, by focus being on experienced therapists only, Staines & Cleland (2007) counter that success in stabilisation fails to account for variability in therapist skill and training, and therefore the overall success of stabilisation is debatable. Cook et al (2017) noted that previous research into triphasic models utilising only highly trained therapists limited the data collection and had potential to bias the intervention outcome, backing up Staines & Cleland’s statement. Langdon et AL’s (2025) argue that although the therapists had to meet a certain criterion, the therapists themselves had diverse levels of skill, therefore contributing to a more relatable overview of clinical practice. Therefore, meaning that stabilisation success is often down to the competency of the therapist. Ehlers et al (2013) report that clinicians with less training and resources will often struggle to achieve the comparable results of their more experienced peer group. Whereas Baranowsky & Gentry, (2023) argue that phase one intervention practices when accompanied by specific worksheets, guidance and supervision are effective in addressing trauma symptoms and allow the client to effectively identify safe space. If the therapist has adequate supervision and guidance, experience should not be a factor when it comes to determining efficacy.

Discussion.
[bookmark: bbib0003]According to Cloitre, Courtis, Ford, Green & Briere (2012) one of the main arguments for stabilisation intervention has been the ability to provide skills to tolerate trauma-focused treatments.  The findings from qualitative studies found those who engaged stabilisation and accrued the benefits of stabilisation significant. (Lewis, Roberts, Gibson & Bisson, 2020) Cloitre et al (2012) state that any trauma-focused treatment by nature, is usually more intense, and exposure to trauma-related stimuli, therefore, is associated with significant drop-out rates.
Similarly, Stige (2017) highlighted how clients felt that trauma symptoms ‘controlled’ their life prior to trauma therapy. Once undertaking stabilisation skills, the clients reported an increase in self-efficacy around managing symptoms. Being able to manage intense emotions is also cited as providing safety for the participants, regardless of whether they progress through the triphasic model.  
Engagement with any therapeutic process is difficult for those who have a trauma history, including stabilisation as a first phase within triphasic modelling. Motivation and readiness for change was reported to mediate the outcomes of the stabilisation intervention. (Maybury & Triplett, 2024).
Thus, motivation appears to be an important psychological factor to assess when offering trauma interventions in clinical practice, as it is one of the key factors for treatment success Although motivation has a considerable part to play within the success of trauma therapy, safety is also a key consideration, where even in phase one many clients can begin to reprocess.

Conclusion.
In conclusion it appears that the use of stabilisation within tri-phasic models contribute to the largest improvement in trauma symptoms. From research undertaken the time taken to implement phase one (stabilisation) is of benefit to the client and has been evidenced to support the management of trauma symptoms both prior to phase two and whilst moving through the subsequent phases. There does appear to be some discussion around whether the efficacy of stabilisation can be attributed to the experience of the therapist, however findings appear to suggest that with active supervision and mentoring any discrepancy is negated. The move toward TSG within mental health settings in recent years means there is a gradual move away from undertaking 1:1 stabilisation, especially as phase one stabilisation can be lengthy and most TSG runs on average for 16-20 weeks. However, there is also arguments for undertaking 1:1 stabilisation work especially as it gives space to holistically reprocess trauma and for some clients the feelings around safety and self-soothing are enough. For many clients within the research it would appear the ability to find safety and understand their trauma symptomology meant that the triphasic model was successful. It will be interesting to note whether this will still be evidenced in later years with the emergence of differing interventions. 


Reflection

This reflection will be based on the reflective model developed by Rolfe, Freshwater & Jasper (2001). The model uses three questions What? So What? And Now What? This model will be used to reflect on my learning of phase one of the triphasic trauma model, and my first steps implementing it within a practice setting.
What? 
Working with my first client delivering phase one of the tri-phasic trauma model. 
Phase one is the Stabilisation & Psychoeducation phase of the model, and my role was to engage with a client so that they could begin to self- soothe, understand their trauma symptomology and identify a safe space.
My client had an extensive trauma history including childhood adverse experiences (ACE’s). They also had additional learning needs and neurodivergence.  During supervision it was discussed and agreed to work at a slow pace, with the client taking the lead. 
The first few sessions were given to developing a therapeutic relationship, checking that my client was still happy to proceed with therapy work and had a clear understanding of what that would look like. 
We worked on grounding techniques at first, however this occasionally proved difficult due to information retention and being able to fully engage with grounding techniques, subsequently, I would have to re-evaluate the methods and introduce other methods of grounding until we found one that was able to be utilised successfully. 
During sessions my client would often prefer to talk about people who were close to them rather than how they were feeling, sometimes it would be difficult to get them to stay focused, and as a consequence I felt conflict on wanting to give them space and listen, whilst being conscious that potentially they were avoiding sitting with uncomfortable feelings, or I was not effectively communicating the therapy journey. 
During supervision this was a topic for discussion and explored that although I am studying a humanistic modality, in triphasic trauma therapy, there does on occasion need to be more direct solution focused work. The rational being that if a client spends too long talking about their trauma or feelings relating to the trauma (Schrader, 2023) it can re-emphasise the trauma making them feel unsafe and “stuck”.  
During my interactions with this client, I became aware of my limitations, and although I had guidance and regular supervision, the first phase of triphasic therapy was often difficult to convey to the client, due to barriers in understanding from the client.
As the sessions progressed boundaries had to be re-enforced as the client would contact the team or request callbacks out of sessions to ask advice on family matters or to discuss weekly plans. As stated by Fisher (1999), Ehlers et al (2015) there can be difficulties enforcing boundaries for some clients with extensive trauma backgrounds. 
Each time the boundary would have to be gently but firmly upheld and contracting and understanding of contracting would be a topic of discussion for the beginning of each session.
After a while when grounding was established and the client seemed to be able to identify a safe space, the client noted that “they were feeling better already”  we discussed that trauma therapy could be like a wave (Edelman, 2023) and it was good that they were feeling more positive however there may be times where they could feel low  or unbalanced, however this was normal and an opportunity to identify how they could go into their safe space and identify who they had around them for support. 
We had arranged our next session for a fortnight as the client was going to be away with family, however on the allotted day and time they did not show- something that was not unusual for them, there had been previous non-engagement with another therapist, however since we had been working together this had been minimal. When checking in to see if they were ok – they responded that therapy wasn’t for them at this time and they wished to finish.  When enquiring if they wanted to think about it before making the decision due to waitlists, they reported that they did not want to attend anymore and needed no further time to mull it over.
As a new trainee my initial reaction was “is it my fault” that due to inexperience perhaps I had moved to fast or had made an error that was impeding their healing. Or had I somehow “rejected them” which ironically made me feel a sense of “rejection” perhaps if I had been more experienced this wouldn’t have happened? Hart (2025, published for Australian Psychological Society) states that abrupt endings within therapy can often provoke emotional, ethical and psychological complexities for the therapist.

So What?
Courtois & Ford (2016) recognise the need for supervision especially when a client does not complete phase one. On discussion with my supervisor their first question was to enquire how I was feeling, I discussed feeling that maybe I had done something wrong or had made an error, I reflected on whether I was either being too humanistic and letting the client lead or whether perhaps my steering the sessions back to phase one stabilisation and psychoeducation had made the client confused. This has admittedly been an avenue I have had some struggle with, as my background in therapeutic practice has followed a largely solution focused path, and is an area I am comfortable with. However, I am aware that as my MA is humanistic in theory I should be sitting and connecting with a client using Rogerian principles. Trauma however is an area I have an interest in, and even though the work of phase one can be structured humanistic theory can play a part within this work, (Aktas Ozkafaci & Eren, 2020).  However, there are arguments against this as previously mentioned by Fisher (1999). 
My supervisor was supportive and reassured me that questioning if there was more, I could have done, was natural. And that we will want to seek answers when some endings are abrupt. It was also helpful to have a new perspective on how in some cases when a client starts to develop and identify a safe space this can in fact raise their anxiety and fear, especially with clients who have extensive trauma histories. (Hart, 2025) In these cases there can also be an avoidance around continuation and potentially my client stating that “they were feeling better” was a way of trying to halt any further recognition and discovery of self-soothing techniques. I also reached out to therapy peers who all have varied experience and backgrounds for support, and advice on how they experience working with endings. 
I also reflected on my communication style due to their additional needs, had I adequately supported this part of the therapy journey? Neff (2022) reports that psychoeducation is key to helping a person with neurodivergence particularly autism spectrum condition in understanding how trauma can manifest somatically. However, the deliverance needs to be clear and concise.
During supervision we also discussed the role of client motivation when it came to triphasic trauma work, and how motivation plays a big part in the outcome of therapy, as highlighted by Maybury & Triplett (2024) who state that motivation is a key factor for client engagement. There had been previous non-attendance with another therapist for this client. This may be an indicator that although the client had indicated their want for therapy the motivation factor may have been a barrier to them fully engaging.
In the following week, my supervisor reached out offer advice, guidance, and check on my own thoughts and feelings, especially as I was due to meet a new client that week. Before my initial meeting with my new client, we discussed if there was anything I would do differently this time and if there was anything I required prior to engaging with someone new.
Now What?
Since that first client, I am working with two more. As time has moved on, I have begun to realise that the phase one stabilisation and psychoeducation is the foundation for trauma, however if you use that as your skeleton you can flesh out the work in a way that suits the client and maximises the benefit to them as previously discussed in the literature review and based on Langdon et Al’s (2025) research. Being able to adapt has meant that my confidence in undertaking phase one work is growing, and I feel I am adapting to client need.  For example, one of my clients will respond better to a more creative way of exploring grounding and stabilisation so we have utilised sounds, photos and imagery. My other client is inquisitive about the research behind techniques such as grounding and finds it helps them feel safer if they can understand the process. One of the clients also has a neurodivergence so I have reflected that in being more “black & white” with how something is asked or explained so there can be little room for ambiguity (Hart, 2025) this is something I have reflected on and developed from working with my first client. 
Through reading, research and frequent supervision I feel supported in my approach to trauma therapy and am encouraged to question and evaluate the evidence for the work I am doing within a therapeutic framework. I am aware that I am still very new on this pathway and that I have a lot of development and growth edges. 
In my practice I am constantly learning new methodologies and ways of working alongside a client, it has also given me chance to learn more skills when exploring grounding techniques which in addition to benefit for the client, also is beneficial for myself which has developed my confidence.
The learning that experience from my first client has given to me is that therapy is a journey, and that you can feel prepared and research, however what is presented in the therapy room can be very different and its important to be able to adapt. However, I am still navigating how to incorporate the humanistic elements of my study alongside the more structured approach of a triphasic trauma model. 
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