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Beyond the Manual: The Insider's Guide to Prolonged 
Exposure Therapy for PTSD 

E l i z a b e t h  A. H e m b r e e ,  S h e i l a  A. M. R a u c h ,  a n d  E d n a  B. F o a ,  University o f  Pennsy lvan ia  

Prolonged Exposure therapy (PE; Foa & Rothbaum, 1998) has strong empirical support for its efficacy in reducing trauma-related 
psychopathology in individuals with chronic PTSD (Rothbaum, Meadows, Resick, & Foy, 2000). In the process of providing PE to 
man~, clients and in training therapists in a variety of settings in its use, we at the Center for the Treatment and Study of Anxiety 
have amassed extensive experience with this therapy. This article extends the treatment guidelines provided in the PE treatment man- 
ual by sharing the knowledge and wisdom that years of experience have brought us. We emphasize the importance of fo~ging a strong 
therapeutic alliance and providing a thorough rationale for treatment, discuss wa~s to implement in-vivo and imaginal exposure so 
as to promote effective emotional engagement with traumatic memories, and conclude with some recommendations for how therapists 
who conduct PE for PTSD can take care of themselves while delivering a therapy that is very ren,arding and, at times, emotionally 
challe,¢ging. 

S EVERAL cogni t ive-behaviora l  therap ies  (CBT) have 

demons t r a t ed  efficacy for the t rea tment  o f  P T S D - - f o r  

example ,  P ro longed  Exposure  (PE), Cognit ive Processing 

The rapy  (CPT) ,  and  Stress I n o c u l a t i o n  Tra in ing  (SIT; for  

reviews see Foa  & R o t h b a u m ,  1998; R o t h b a u m ,  Meadows,  

Resick, & Foy, 2000).  PE, which  involves r e p e a t e d  imagi-  

nal  e x p o s u r e  to the  t r aumat ic  m e m o r y  ( t r auma  rel iving)  
and  r e p e a t e d  in-vivO exposure  to safe situations that  are 

avoided ,  has b e e n  o n e  o f  the  mos t  inves t iga ted  treat- 
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men t s  for  PTSD. Its efficacy has b e e n  d e m o n s t r a t e d  with 

a wide r ange  o f  popu la t ions ,  i n c l u d i n g  f ema le  sexual  as- 

sault  survivors (Foa, R o t h b a u m ,  Riggs, & Murdock ,  1991; 

Foa  et  al., 1999), ma le  c o m b a t  ve te rans  (e.g., Keane ,  Fair- 

bank,  Caddel l ,  & Zimer l ing ,  1989), and  m i x e d  g e n d e r  

samples  exposed  to a variety o f  t r aumat ic  e x p e r i e n c e s  

(Devilly & Spence ,  1999). 

S o m e  studies suggest  that  PE may  e i t he r  be  m o r e  effi- 

cacious  o r  m o r e  ef f ic ient  than  a l te rna t ive  t r ea tmen t s  fo r  

PTSD. Foa  et  al. (1999) c o m p a r e d  PE to SIT (anxiety- 

m a n a g e m e n t  t r a in ing  focused  on  p o s t t r a u m a  reac t ions)  

and  the i r  c o m b i n a t i o n  ( P E / S I T ) .  T h e  SIT t r e a t m e n t  

used  in this study was a d a p t e d  f r o m  V e r o n e n  a n d  Kil- 

pat r ick 's  (1983) SIT p r o g r a m .  It  i n c l u d e d  t ra in ing  in 
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coping  skills but  omi t t ed  in-vivo exposure  in o rde r  to 
avoid overlap with the PE t rea tment  condi t ion.  While  all 
active t rea tments  resul ted in symptom reduct ion  at post- 
t r ea tment  super ior  to wait-list control ,  PE consistently 
p r o d u c e d  larger  effect sizes on  PTSD, depression,  and  
genera l  anxiety than e i ther  SIT or  PE/SIT. Indeed ,  52% 
of  par t ic ipants  in the PE condi t ion  achieved good  end- 
state funct ioning  as c o m p a r e d  with 31% of  part ic ipants  
in the SIT condi t ion,  and  27% in the PE /S IT  condi t ion.  
Further,  at follow-up, PE resul ted in lower pos t t rea tment  
anxiety and  be t te r  social ad jus tment  than SIT or  the com- 
b ina t ion  t rea tment  (Eoa et  al.). 

Prel iminary analyses f rom a recent  study suggest that  
PE may be a more  efficient t r ea tment  than PE combined  
with cognitive res t ructur ing (PE/CR) .  Both t reatments  
result  in substantial  and  similar reduct ions  in PTSD and 
re la ted  symptoms (Foa, 2001). However, the PE-alone 
group  achieved these reduct ions  more  quickly. Fifty-one 
percen t  of  PE participants achieved responder  status after 
nine sessions versus 30% in the P E / C R  group. Further- 
more ,  PE alone r educed  dysfunctional,  t rauma-re la ted  
cognit ions as much  as did  P E / C R  (Foa & Rauch, 2002). 
Similar studies compar ing  PE alone to PE plus cognitive 
in tervent ions  have also found  no difference in reduct ion  
of  dysfunctional  cogni t ion between the two groups (e.g., 
Marks, Lovell, Noshirvani,  Livanou, & Thrasher,  1998). 

Despite accumula t ing  evidence that  PE is highly effica- 
cious in amel iora t ing  chronic  PTSD and the b road  avail- 
ability of  publ i shed  materials  on how to imp lemen t  PE, 
some clinicians remain  re luctant  to use this t reatment .  
We at the Center  for the Trea tment  and  Study of  Anxiety 
(CTSA) have acqui red  extensive exper ience  with this 
therapy p rog ram by providing PE to hundreds  of  clients 
and  by t ra ining therapists in a variety of  settings to imple-  
men t  the treatment.  In addition, our  experience as trainers 
has a le r t ed  us to concerns  o f  therapis ts  r ega rd ing  the 
effective and safe implemen ta t ion  o f  PE. In this article, 
we aim to expand  on the informat ion  provided  in the PE 
manual  to assist clinicians who are using this t r ea tment  in 
their  rout ine  clinical practice with PTSD clients. Thus, we 
will discuss ways to enhance  ou tcome and  re tent ion,  as 
well as descr ibe p rocedura l  modif icat ions that  will he lp  
clinicians overcome t rea tment  barriers.  

The  t rea tment  manual  to which we refer  is Pro longed  
Exposure  for PTSD publ i shed  by Foa and  Rothbaum 
(1998). Trea tment  is del ivered in an individual  format  
and  consists of  9 to 12 sessions that  are 90 to 120 minutes  
in length. The goal of  the t rea tment  p rogram is to amelio- 
rate the severity of  chronic PTSD symptoms. Core compo- 
nents of  therapy include psychoeducat ion  about  PTSD 
symptoms and  c o m m o n  react ions to t rauma,  b rea th ing  
retraining, approaching  safe situations (in-vivo exposure) ,  
and  recount ing  the t raumatic  memor ies  ( imaginal  expo- 
sure or  reliving of  the t rauma memories) .  Daily home-  

work assignments are des igned to encourage  exposure  
pract ice and  calm brea th ing  and are an ext remely  impor-  
tant  aspect  of  the t reatment .  

As no ted  above, this pape r  aims to ex tend  the treat- 
men t  guidel ines deta i led  in the PE t rea tment  manual  by 
shar ing the knowledge and  wisdom that  years of  experi-  
ence have b rough t  us. We begin  by emphas iz ing  the im- 
por tance  of  bu i ld ing  a good  founda t ion  for t rea tment .  
This is followed by a discussion of  ways to i m p l e m e n t  in- 
vivo and  imaginal  exposure  so as to p r o m o t e  effective 
emot iona l  engagemen t  and  processing of  t raumatic  ex- 
periences.  We conclude  with some r ecommenda t ions  
and  guidel ines  for how therapists  using this t r ea tment  
can take care of  themselves while del ivering a therapy that  
is very rewarding bu t  at t imes emot ional ly  chal lenging.  

Laying the Groundwork 

A solid founda t ion  for PE should  include the follow- 
ing components :  (a) conveying to the cl ient  that  PE has 
been  found  highly effective for reduc ing  chronic  PTSD 
and  that  the  the rap i s t  is knowledgeab le  a b o u t  the  use 
of  this t rea tment ;  (b) fo rming  a s t rong the rapeu t ic  alli- 
ance; (c) provid ing  a clear  and  tho rough  ra t ionale  for  
PE; and  (d) ta i lor ing the t r ea tment  plan to the individual  
cl ient  by consistently a iming to p romo te  t r auma process- 
ing and  overcome avoidance while at the same t ime 
re ta in ing flexibility. 

Conveying Effectiveness and Competence 
Conveying the effectiveness of  the t rea tment  and  the 

compe tence  of  the therapis t  in t reat ing pos t t r auma reac- 
tions is an impor t an t  aspect  of  bu i ld ing  a solid founda-  
tion for t reatment .  In PE, clients are asked to directly 
conf ront  memor ies  and  situations they fear and  work 
ha rd  to avoid. In o rde r  to follow this plan,  it is helpful  to 
have conf idence  in the t r ea tment  mode l  and  in the ther- 
apist 's knowledge.  The  presenta t ion  of  a credible  ratio- 
nale that  links the t r ea tment  p rocedures  to the client 's  
specific PTSD symptoms can he lp  to instill this confi- 
dence.  Using examples  of  success from the therapist ' s  
clinical exper ience  can also be a powerful  tool to convey 
the effectiveness of  the therapy. 

Forming an Effective Therapeutic Alliance 
A critical c o m p o n e n t  of  any therapy is a s t rong thera- 

peut ic  alliance. For  t rauma survivors, feel ing trust in an 
empath ic  and support ive therapis t  is crucial,  and  may be 
part icularly so with clients who have suffered interper-  
sonal violence such as rape,  nonsexual  assault, o r  child- 
h o o d  sexual abuse. A s t rong therapeut ic  all iance can give 
the cl ient  the suppor t  necessary to disclose the t raumatic  
event, successfully comply with t rea tment ,  and  conque r  
PTSD. This all iance offers the powerful  combina t ion  of  
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safety and compassion without  j u d g m e n t ,  allowing the 
cl ient  to overcome the fear, blame,  and  shame that  she 
may associate with the trauma. 1 

Several factors can he lp  establish an effective thera- 
peut ic  alliance. First, prais ing the cl ient  for having come 
to therapy and  acknowledging her  courage  in do ing  so 
communica tes  the therapist ' s  apprec ia t ion  of  the client 's 
desire to recover. Second,  when present ing  psychoeduca- 
t ion in the early sessions of  therapy, inclusion of  specific 
examples  f rom the client 's PTSD symptoms and trau- 
matic exper ience  conveys that  the therapis t  has been  lis- 
ten ing  and knows about  and  unders tands  he r  unique  
exper ience .  

Third,  a s t rong and  non judgmen ta l  stance on the par t  
of  the therapist ,  especially while l is tening to the client 's 
t raumatic  exper ience ,  is impor tant .  For  some PTSD cli- 
ents, this is the first t ime they have re la ted the t rauma to 
anyone  and thus the therapist ' s  react ion to their  story is 
part icular ly critical. Emphasiz ing the client 's courage in 
shar ing the t rauma and demons t ra t ing  non judgmenta l  
empathy  without  excessive emot iona l  display can he lp  
the cl ient  realize that  the story is not  unbearable .  One  of  
our  clients, after descr ib ing her  t rauma to he r  therapist  
for the first t ime, commented ,  '~(ou have no idea what a 
re l ief  it is to tell that  story and  not  have you look horr i f ied 
or  sorry for me or  tell me that  you can ' t  he lp  me with 
this." Fourth ,  decis ion making regard ing  in-vivo exposure  
assignments and  on which parts of  the t rauma memory  
imaginal  exposure  should  be focused must  be col labora-  
tive. Dur ing  col laborat ive decis ion-making the therapis t  
makes r e c o m m e n d a t i o n s  while taking into considera-  
t ion the cl ient 's  j u d g m e n t  r egard ing  the pace and  tar- 
gets of  therapy. 

"Selling" the Rationale  
Present ing a convincing rat ionale  for the therapy is 

critical to the success of  PE because the cl ient  must  ac- 
cept  the ra t ionale  in o r d e r  to follow the therapy plan 
both  in and out  of  session. While  some clients will easily 
accept  the ra t ionale  with high expecta t ion  for improve- 
ment ,  others  who are engaged  in extensive avoidance,  
suffer ex t reme anxiety, or  are unwill ing to tolerate high 
levels of  anxiety may be ha rde r  to convince. Being thor- 
oughly acqua in ted  with the exposure  mode l  helps the 
therapis t  p resen t  a convincing rat ionale.  

For  clients who are uncer ta in  about  the t rea tment  ra- 
t ionale,  the therapis t  should  descr ibe the t rea tment  pro-  
cedures  as clearly as possible with the goal of  he lp ing  the 
cl ient  gain a basic unde r s t and ing  of  the rationale.  It is im- 
por t an t  that  the therapis t  acknowledge that  del ibera te  

1 For consistency, the pronoun "she" will be used in reference to 
clients throughout the text. All of the recommendations presented in 
this article are equally applicable to male clients. 

exposure  to t rauma reminders  can be f r ightening  while 
reassuring the cl ient  that  PE is ext remely  effective. With 
skeptical clients we acknowledge the difficulty of  accept- 
ing the ra t ionale  while at the same t ime emphasiz ing the 
following arguments:  (a) avoidance interferes  with learn- 
ing; (b) facing, ra ther  than avoiding, painful  but  safe 
memor ies  and situations will result  in an eventual  de- 
crease in anxiety; and  (c) successful handl ing  of  distress- 
ing situations and  memor ies  is powerfully re inforc ing 
and  promotes  a sense of  competence .  Often,  full accep- 
tance of  these ideas requires doing the first few exposures  
and seeing the results. 

The  use of  analogies can be helpful  in present ing  a 
convincing rat ionale.  C o m m o n  analogies for imaginal  
exposure  include descr ibing the mind  as a file r oom and 
the t rauma as a col lect ion of  loose papers  and  bits of  in- 
format ion  that  are scat tered a r o u n d  in di f ferent  places 
because the informat ion  does not  seem to fit into any of  
the drawers in the mind.  Through  PE, a menta l  drawer is 
bui l t  where the t rauma (and the associated stimuli) can 
be organized and  filed away. Second,  the t r auma may be 
viewed as a wound that  has scabbed over but  is not  hea led  
and remains  sensitive to touch.  PE is the process of  open-  
ing up  and  c leaning that  wound,  and  hea l ing  it thor- 
oughly so that, while it may leave a scar, it will no t  hur t  
when someth ing  touches it. Such analogies he lp  to illus- 
trate the mode l  and  give the cl ient  and  the therapis t  
someth ing  to refer  to when therapy is difficult. 

After hear ing  the ra t ionale  for conf ront ing  ra ther  
than avoiding t r auma reminders ,  occasionally a cl ient  will 
say, "But I have t r ied that  and  it d idn ' t  work . . . .  " "I have 
gone to places like the mall bu t  my fear has never de- 
creased." In these cases it is useful for  the therapis t  to 
clarify the dist inct ion between occasional  br ie f  exposures  
and del iberate ,  repea ted ,  p ro longed  exposures  to feared 
situations; only the lat ter  is effective in amel iora t ing  
PTSD symptoms. 

With clients who repor t  failure to show fear reduc t ion  
despi te  systematic exposures,  the therapis t  should  closely 
examine  what the cl ient  is do ing  dur ing  exposure  exer- 
cises. Specifically, the therapis t  should  inquire  about  pos- 
sible safety cues (e.g., be ing  with safe people ,  shopping  
only dur ing  daytime, carrying a weapon,  etc.) and  avoid- 
ance (e.g., only going to the west side of  the park  because 
the t r auma occur red  on the east side, leaving a si tuation 
shortly after arrival) that  take place dur ing  exposures.  
The  presence of  safety cues and  avoidance disrupts fear 
reduc t ion  as they prevent  the cl ient  f rom realizing that  
the situations are not  dangerous .  Discussion of  the cli- 
ent 's  previous successful natura l  exposures  can also he lp  
instill confidence,  inc luding previous successes in areas 
unre la ted  to the t rauma (e.g., l earn ing  to r ide a bike, giv- 
ing a talk in f ront  of  a large audience,  etc.). By po in t ing  
to these,  the  therap is t  can emphas ize  that  PE is j u s t  
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expand ing  upon  techniques the cl ient  has used success- 
fully in the past. 

Tailoring Treatment: Individualized, 
Flexible, and Consistent 

Tailoring the t r ea tment  to the individual  cl ient  is a key 
aspect  of  successful PE. T h r o u g h o u t  the initial evalua- 
tion, psychoeducat ion,  and  exposure  sessions, the thera- 
pist should  listen for and  record  the client 's specific symp- 
toms and  avoidances. Since clients are sometimes not  
aware of  avoidance,  part icular ly when it has been  long- 
s tanding and  habitual ,  the therapis t  may need  to ref rame 
the client 's behavior  so that  she can recognize avoidance 
patterns.  

High rates of  comorbid i ty  in chronic  PTSD clients 
(e.g., Davidson, Hughes,  Blazer, & George,  1991; Kessler, 
Sonnega,  Bromet,  Hughes,  & Nelson, 1995) and the cha- 
otic and  stressful lifestyles that  character ize many clients 
with PTSD call for flexibility in applying the t reatment .  
Therapy sessions are often missed, cancelled, rescheduled,  
and  rescheduled  again. Often,  it is necessary to problem-  
solve with the cl ient  to increase a t t endance  of  therapy ses- 
sions. This may include examina t ion  of  day-care options,  
t ranspor ta t ion  difficulties, or  discussion of  the impact  of  
avoidance on session a t tendance .  For  PTSD clients with 
too little social support ,  inclusion of  activities with a high 
potent ia l  for social contact  (e.g., communi ty  classes, 
g roup  meetings,  religious fellowship) into the exposure  
hierarchy may be impor tant .  He lp ing  the cl ient  develop 
social contact  is likely to improve her  quality of  life and  
mainta in  t rea tment  gains. 

Implementing Effective Exposure 

Exposure  is in t roduced  after the therapis t  and  the cli- 
en t  have discussed pos t t rauma react ions and  the ratio- 
nale for exposure,  and  after the therapeut ic  all iance has 
a solid foundat ion.  How should  exposure  be conducted?  
Foa and  Kozak (1986) no ted  that  the goal  of  exposure  is 
to modify pathologica l  fear structures and suggested that  
two condi t ions  are necessary for t rea tment  to be effective 
at do ing  so. First, exposure  should  activate the fear struc- 
ture that  is ta rgeted by the t reatment .  Thus, effective ex- 
posure  therapy should  be conduc ted  in a way that  pro- 
motes  emot iona l  engagemen t  with the t rauma memory  
and  with objectively safe reminders  of  the t raumatic  
event. Second,  the exposure  exper ience  should  include 
corrective informat ion  that  will be incorpora ted  into the 
fear structure.  For  example ,  a PTSD cl ient  who repeat-  
edly recounts  he r  t rauma in successive sessions and expe- 
r iences a progressive decrease  in distress learns that  
th inking and  talking about  the t rauma is no t  dangerous  
and  that  the distress associated with such thoughts  will 
no t  persist indefinitely. 

Effective in-vivo exposure  begins with the const ruct ion 
of  a h ierarchy of  t rauma-re la ted  situations that  are safe 
but  that  the cl ient  avoids because they elicit varying de- 
grees of  fear. While  the cl ient  selects each week's expo-  
sure exercises, the therapis t  should  guide  her  selection in 
a way that  maximizes the chance of  success as the cl ient  
progresses up  the hierarchy. For  example ,  we try to make 
the first in-vivo exposure  exercise a si tuation that  the cli- 
en t  has a high l ike l ihood of  accompl ishing with habitua-  
tion. This may be a si tuation that  she has difficulty con- 
f ront ing  but  can already do  on occasion. Early success 
increases conf idence  and  motivat ion to cont inue  by 
showing the benefits  of  exposure,  and  helps  the cl ient  be- 
come convinced of  the rat ionale for PE. 

Imaginal  exposure  in the t r ea tment  of  PTSD consists 
of  emot iona l  engagemen t  with the t r auma memory  via 
r epea ted  recount ing  of  the memory  so that  the images, 
thoughts,  and  feelings r ep resen ted  in the  fear s tructure 
can be processed and  integrated.  Emot ional  processing is 
facili tated when the cl ient  is fully engaged  with the mem- 
ory but  at the same t ime is not  overwhelmed with anxiety 
and is no t  losing g round ing  in the present .  

Dur ing  imaginal  exposure,  the cl ient  is ins t ructed to 
descr ibe and  vividly visualize the t r auma as though it is 
h a p p e n i n g  now. To encourage  emot iona l  engagemen t  
with the memory,  the cl ient  is asked to keep  her  eyes 
closed, use the present  tense, and  to include the thoughts,  
feelings, physical sensations, and  behaviors that  she expe- 
r ienced dur ing  the traumatic event. The  therapist  p rompts  
for details (i.e., feelings, thoughts,  sensory details) that  
are no t  spontaneously  inc luded  (i.e., "What are you feel- 
ing?" or  "What are you th inking as he says that?") and  
moni tors  the client 's distress level t h roughou t  imaginal  
exposure.  When  emot iona l  e nga ge me n t  is effective, the 
cl ient  is close enough  to the exper ience  to access all of  its 
impor tant ,  fear-related elements ,  bu t  is also g r o u n d e d  in 
the present .  Thus, the cl ient  relives the t rauma knowing 
that  she is safe and  that  the memory,  a l though distress- 
ing, canno t  hur t  her. We sometimes descr ibe this opt imal  
level of  e nga ge me n t  to the cl ient  as follows: 

"While it is necessary to connect  to the memory  on 
an emot iona l  level, it  is also impor t an t  to r emind  
yourself  that  you are safe and  that  the memory  can- 
not  hur t  you. I want you to process this memory  with 
one  foot  in the past and  the o the r  in the p r e s e n t - -  
safely g r o u n d e d  here,  but  reliving the past." 

Immedia te ly  following imaginal  exposure,  the cl ient  
and  therapis t  discuss the client 's  response to imaginal  
exposure ,  insights that  may have resul ted  f rom it, and  
pa t te rns  of  hab i tua t ion  that  have occu r r ed  bo th  within 
and  be tween sessions. As desc r ibed  in the  therapy  man-  
ual, r epe t i t ion  of  imaginal  exposure  t h rough  l is tening 
to session audio tapes  for homework  and progressively 
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focusing exposure  on memory  "hot  spots" encourage  
fur ther  processing. 

Procedural Modifications for Imaginal Exposure 
Despite all of  our  careful g roundwork  and our  efforts 

to p romo te  effective emot iona l  engagement ,  sometimes 
the des i red  response is not  obta ined.  This is where the 
skill of  the therapist ,  thoroughly  g r o u n d e d  in the model  
of  t rea tment ,  becomes  more  crucial as he or  she works to 
titrate the client 's  level of  engagemen t  and distress. 

Underengagement. The term underengagement refers to a 
client 's  difficulty in accessing the emot iona l  componen t s  
of  the t rauma memory.  In such instances, the cl ient  may 
descr ibe he r  t rauma, even in great  detail ,  yet feel discon- 
nec ted  from it emotional ly  or  not  be able to visualize 
what  happened .  SUDs levels are typically low when the 
cl ient  is underengaged .  Alternatively, the unde re nga ge d  
cl ient  may repor t  high SUDs levels yet he r  nonverbal  be- 
havior does not  reflect  high distress. U n d e r e n g a g e m e n t  
can often appea r  as though the person is giving a pol ice 
repor t  of  the trauma. 

Several p rocedura l  modif icat ions he lp  to increase en- 
gagement  in the memory.  First, if u n d e r e n g a g e m e n t  has 
persisted across sessions, the therapis t  should  revisit the 
ra t ionale  for exposure.  The  client  is r e m i n d e d  why she is 
asked to engage in this highly distressing memory. Then 
the therapis t  inquires about  what is in terfer ing or  pre- 
vent ing her  f rom engaging  with the memory,  explores  
the feared  consequences  of  connec t ing  with it (e.g., I ' l l  
lose cont ro l ) ,  and  validates he r  feelings while at the 
same t ime he lp ing  her  realize that  be ing  distressed is not  
dangerous .  

Once  imaginal  exposure  is u n d e r  way, specific thera- 
pist behaviors  can encourage  emot iona l  engagement .  It 
is impor t an t  to encourage  the client to keep her  eyes 
closed and to use present  tense. Brief questions that probe 
for details, sensory information,  feelings, and thoughts 
(e.g., "Describe what you s e e . . . "  "Describe the r o o m . .  2' 
"How does it smell . . . ?" "What are you w e a r i n g . . .  ?" 
"what  are you f e e l i n g . . .  ?" "what  are you t h i n k i n g . . .  ? ')  
can increase engagemen t  in the memory  as they help  to 
activate e lements  of  the fear structure.  These questions 
should  always be asked in presen t  tense to facilitate the 
client 's  r ema in ing  engaged  with the memory. Also, to 
make the use of  p robe  questions minimal ly  intrusive and 
disruptive, they should  be l inked to the last th ing that  the 
cl ient  said (e.g., "wha t  are you feel ing as he does that?"). 
AS the therapist ' s  verbal behavior  increases in o rde r  to 
facilitate grea ter  engagement ,  he must  r e m e m b e r  that  
imaginal  exposure  is not a conversat ion with the client. 
Thus, the therapis t  should  keep probe  questions very 
brief, infrequent ,  and  d i rec ted  only at what the cl ient  is 
descr ib ing at that  m o m e n t  in o rde r  to he lp  the cl ient  stay 
in the memory.  Conversations with the cl ient  dur ing  

imaginal  exposure  should  be avoided as they reduce  
emot iona l  engagemen t  with the memory. 

If the cl ient  cont inues  to have difficulty with under-  
engagemen t  or  does not  unde r s t and  the procedure ,  the 
therapist  can role-play the cl ient  and  demons t ra te  the 
way t rauma reliving should be done.  The  therapis t  closes 
her  eyes, uses present  tense, and recounts the t rauma 
while including all of  the relevant e lements  of  the memory. 

Overengagement. The term overengagement refers to the 
client 's difficulty dur ing  imaginal  exposure  main ta in ing  
a sense of  safety and  g round ing  in the presen t  moment .  
In the client 's mind,  reliving becomes  reexper ienc ing  of  
the t raumatic  event. In its most  ex t reme form, the cl ient  
may dissociate  (i.e., have f lashbacks) .  Dur ing  over- 
engagement ,  SUDs levels are typically ext remely  high 
and habi tuat ion  does not  occur, The  overengaged cl ient  
is also visibly quite distressed, but  this should  not  be 
taken as the sole indica tor  of  overengagement  since dur- 
ing imaginal  exposure  many clients cry and become quite 
emot ional ly  distressed. Certain p rocedura l  modif icat ions 
may help  to decrease engagemen t  in exposure.  

As in unde rengagemen t ,  first re i terate  the rat ionale 
for exposure.  It is critical that  the cl ient  unde r s t and  why 
you are asking her  to engage in this distressing memory.  
Emphasize the necessity of  staying g r o u n d e d  in the 
present  while reliving the past  in o rde r  to mainta in  a 
sense of  safety. As previously ment ioned ,  the m e t a p h o r  of  
keeping  one foot  in the presen t  and  one  in the p a s t - -  
r emember ing  that  "memories  can ' t  hur t  y o u " - - c a n  be 
helpful.  

The  first modif icat ion that we in t roduce  is asking the 
client to keep her  eyes open  dur ing  the imaginal  expo- 
sure, or, if closed, to open  them periodical ly to p romo te  
grounding.  We also ask her  to use past  ra ther  than 
presen t  tense in descr ibing the trauma. When  using these 
modifications,  the therapist  should  take care that  the 
cl ient  does not  slip into a conversat ional  mode  and  out  of  
imaginal  exposure.  Such a conversat ional  mode  is dis- 
couraged  unless necessary (see discussion below) since 
this may distract  from the client 's accessing and process- 
ing the t raumatic  memory.  If  the cl ient  begins relat ing 
the t rauma in a conversat ional  manner ,  we may ask her  to 
look at someth ing  o the r  than the therapis t  (e.g., the wall, 
floor) in o rde r  to stay engaged  with the memory. 

Ano the r  s tandard  therapis t  response to the over- 
engaged  client  is greater  use of  voice to connec t  with and 
focus the cl ient  and  to communica te  empathy. These 
comments  should be br ie f  support ive statements that  ac- 
knowledge the client 's effort  and  encourage  her  to re- 
main with the memory  (e.g., "I know this is really diffi- 
cult, you are doing  a great  job";  "I know this is distressing, 
but  you are safe here,  the memory  can ' t  hur t  you"). 

When  an overengaged client  appears  stuck in a partic- 
ular  par t  of  the memory  (usually an especially upset t ing  
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or horrifying part), the therapist may direct the client to 
move forward in time. Asking a directive question (e.g., 
"What happened  next?") can move the memory forward 
and  foster the realization that this difficult m o m e n t  
ended.  For instance, if the client is stuck in a rape, saying 
" . . .  and then he moved away. What did you feel when the 
rape stopped?" may move the memory forward. 

The therapist may also inquire if there are other  
things that can be done to facilitate the client feeling 
g rounded  and  supported. Physical touch may be helpful 
but  should always be discussed either prior to imaginal 
exposure or first offered verbally dur ing  exposure (e.g., 
"May I touch your hand?" or "I am going to hand  you 
some tissues"). Some clients do not  want to be touched at 
all while others may find it helpful. Infrequently, we have 
had clients who cope with distress dur ing  exposure by 
continuously holding the therapist 's hand.  Actively di- 
recting the client to engage in slow, paced breathing as 
taught in the first session may also be helpful. When  cli- 
ents are especially agitated or physically restless dur ing  
imaginal exposure, we may offer her  something to ma- 
nipulate such as a stress ball or a towel. One  former client 
found that she was able to mainta in  engagement  and also 
remain g rounded  in the present  by describing her  
t rauma while walking outside with the therapist. 

As men t ioned  earlier, conversation between client and 
therapist should typically be avoided dur ing  imaginal ex- 
posure. However, when a client is extremely distressed 
and overwhelmed by engaging with the traumatic mem- 
ory, the best starting point  may be recount ing  the trau- 
matic memory in the context of a discussion about  it. In 
such cases, exposure is conducted with the client and the 
therapist main ta in ing  eye contact dur ing  a conversation 
about  the trauma. The goal is to increase the client's 
sense of mastery by successful disclosure of the memory 
while feeling safe and supported by the therapist. As the 
client experiences success with the modified procedure,  
the therapist can progressively reduce conversation and 
re turn  to more conventional  imaginal exposure. Finally, 
an alternative procedure for overengaged clients is writ- 
ing rather than verbalizing the t rauma narrative. As with 
imaginal exposure, clients are encouraged to include 
thoughts, feelings, actions, and sensations in the written 
narrative. After writing it, the therapist may ask the client 
to read the narrative aloud while con t inu ing  to titrate 
engagement  as needed.  

Prolonged or multiple-incident traumas. For both imagi- 
nal and  in-vivo exposure, de te rmin ing  a manageable 
starting point  and proceeding at an effective pace en- 
hance successful emotional  processing. For clients with a 
prolonged t rauma or mult iple-incident  traumas (e.g., re- 
peated assaults or chi ldhood sexual abuse), constructing 
a hierarchy of traumatic memories based upon  the intru- 
siveness and  distress associated with each t rauma memory 

should precede imaginal  exposure. In a 10- to 12-session 
treatment,  there is usually only enough  time to target two 
or, at most, three memories in imaginal exposure. There- 
fore, rather than starting at the bot tom of the hierarchy, 
we typically start ei ther at the top of the hierarchy or as 
close as possible to the top. The starting point  is selected 
by a consensus between the client and  the therapist. 
Often after processing the most upsett ing trauma, gener- 
alization occurs such that the distress associated with the 
remain ing  memories also decreases. However, if other  
memories cont inue  to prompt  distress, t rea tment  may be 
extended to focus on these memories. 

Obstacles to Exposure Therapy 
Avoidance. In the first t reatment  session, avoidance is 

described as an impor tan t  factor in the main tenance  of 
posttrauma disturbances and  therefore to be counter- 
acted by exposure. This idea often makes great sense to 
clients. Nonetheless, avoidance is probably the most com- 
monly encoun te red  imped iment  to compliance with ex- 
posure both in and  out  of session. When  avoidance hin- 
ders exposure, the therapist should validate the client's 
fear and urges to avoid, but  at the same time remind  the 
client that while avoidance reduces anxiety in the short 
term, it prevents the client from learning that the 
avoided situations and memories are not  dangerous.  In 
other  words, the therapist should review the rationale for 
treatment.  

After the in t roduct ion of in-vivo and  imaginal  expo- 
sure, it is no t  unusual  for a client's struggle with avoid- 
ance to intensify several sessions into treatment.  This 
middle phase of t reatment  is difficult for some clients. 
They have experienced some of the benefits of PE but  
symptoms remain  present. They are sometimes in the 
"feel worse before you feel better" phase of therapy. In 
these cases, reiterating the rationale, while important ,  
may not  be enough.  The therapist may need  to take a 
close look with the client at progress in in-vivo exposures 
and may need  to break them down into a more gradual 
progression. It also may help to encourage the client to 
use the calm brea th ing  that was taught  in the first session 
to help manage  anxiety dur ing  exposure exercises and  
to r emind  herself that the memory or si tuation she is 
confront ing  is not  dangerous,  even though it may feel 
frightening. 

Analogies can be a useful tool in helping the client to 
overcome avoidance. For example, we sometimes de- 
scribe the struggle between approach and  avoidance as 
sitting on  a fence between the land of exposure and  the 
land of avoidance. We acknowledge the difficulty of get- 
ting off the fence, but  stress that sitting on  the fence pro- 
longs the fear and slows progress. Alternatively, avoid- 
ance can be described as a cave where the client retreated 
to heal from the trauma. While this safe cave has allowed 
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her to funct ion on some level, it has also significandy re- 
stricted the client's life. Exposure involves increasingly 
longer  and  more extensive journeys outside of the cave, 
and  that feels risky and  dangerous. However, in order  to 
completely heal from the trauma, the client  must  learn 
to live with the risks outside the cave. 

Finally, it is helpful to review the reasons that the cli- 
ent  sought t rea tment  for PTSD in the first place (i.e., the 
ways in which PTSD interferes with life satisfaction) and 
to review the progress that she has already made. Simply 
revisiting these impor tant  issues, while also validating the 
client's fear and  concerns that exposure can be difficult, 
may help the client to renew her  struggle against avoid- 
ance. As noted  earlier, problem solving specific solutions 
to concrete obstacles to exposure therapy (e.g., no place 
with privacy to listen to tapes, no  child care to get to 
sessions, etc.) can also decrease avoidance. 

Ang~ Emotional  processing theory (Foa & Kozak, 
1986) leads us to focus the content  of imaginal exposure 
on the fear-related elements of a t rauma memory. Fur- 
thermore,  it has been  our  clinical impression that the ex- 
perience and expression of intense anger dur ing imaginal 
exposure may interfere with the emotional processing of 
fear by domina t ing  the client's affect. Thus, while ac- 
knowledging the validity and  appropriateness of the 
t rauma survivor's anger, our  approach has been  to direct 
the client to focus her  at tent ion and her  narrative on the 
fear she exper ienced and on the events that triggered 
that fear response. Interestingly, using a subset of the par- 
ticipants in the Foa et al. (1999) PTSD treatment  out- 
come study, Cahill, Rauch, Hembree ,  and  Foa (2001) re- 
cently examined changes in self-reported anger  over the 
course of t rea tment  and found that the PE, SIT, and  PE/  
SIT treatments resulted in significant decreases in anger  
even though t reatment  was focused on reduct ion of fear. 

When a client primarily expresses anger, we first vali- 
date that feeling as an appropriate response to the trauma 
and  as a symptom of PTSD. We then discuss with the cli- 
en t  our  impression that focusing on this anger  dur ing  
exposure may prevent one from engaging with the fear 
and anxiety associated with the t rauma memory. The 
t rea tment  rationale is reviewed as needed  to encourage 
the client to focus on the fear and anxiety she experi- 
enced dur ing  the trauma. In doing so, we encourage the 
client to direct her  anger  toward getting better a n d / o r  to 
"move it aside" in order  to focus on other  equally impor- 
tant elements of her  experience. The Cahill et al. (2001) 
study described above suggests that this approach has 
been  effective with our  clients. However, it may require 
repeated conversations dur ing  the course of t reatment  
when engagement  with the memory and  other t rauma 
reminders  trigger angei: 

Maintaining the focus of treatment on PTSD. As ment ioned 
previously, comorbidity of other psychiatric disorders 

with chronic PTSD is quite high (e.g., Davidson et al., 
1991; Kessler et al., 1995). In addition, clients with 
chronic PTSD will often face multiple life stressors, lead- 
ing to chaotic lifestyles. Therefore,  crises dur ing  treat- 
men t  are not  unusual ,  especially if early or mult iple trau- 
matic experiences have interfered with development  of 
heal thy coping  skills. Poorly modu la t ed  affect, self- 
destructive impulse-control problems (e.g., alcohol binges, 
substance abuse, risky behaviors),  n u m e r o u s  conflicts 
with family members  or others, and  severe depression 
with suicidal ideation are common  with chronic PTSD. 
These problems require at tent ion but  can potentially dis- 
rupt  the focus on t rea tment  of PTSD. If careful pretreat- 
men t  assessment has de te rmined  that chronic PTSD is 
the client's primary problem, as opposed to other psychi- 
atric disorders, our  approach is to mainta in  the focus on 
PTSD with periodic reassessment of other  problem areas 
as needed.  

If the client's mood  or behavior causes i m m i n e n t  con- 
cern about  her  personal safety or the safety of others, the 
need to focus on this may require cessation of PE in order  
to work on the p r omi ne n t  risk. However, if a crisis arises 
without i m m i n e n t  risk, we often tell the client that adher- 
ing to the t reatment  plan, and thereby decreasing PTSD 
symptoms and  associated problems, is the best help we 
can give. In main ta in ing  this focus, the therapist must  
clearly state support  for the client's desire to recover 
from PTSD. Communica te  a strong belief that the client 
wants to get better, and  applaud every step in the direc- 
tion of healthy coping and  adherence  to the t reatment  
program. If appropriate,  the therapist may label and ex- 
ternalize crises as related to the PTSD and predict  that 
these situations will improve as the client's skills improve 
and PTSD symptoms decline. The aim is to provide emo- 
tional support  through the crisis yet keep PTSD as the 
major t rea tment  focus. 

In their review of cognitive behavioral interventions 
for PTSD, Rothbaum et al. (2000) noted  that some find- 
ings suggest that no t  everyone may be a candidate for ex- 
posure therapy. This group may include t rauma survivors 
who are unwill ing to confront  t rauma reminders  or 
memories or to tolerate temporarily increased levels of 
anxiety and PTSD symptoms, individuals who are perpe- 
trators of harm, especially where guilt is the predomi- 
nan t  emot ion  (cf. Pi tman et al., 1991), and  perhaps those 
whose primary emotional  response to t rauma is anger  
(cf. Foa, Riggs, Massie, & Yarczower, 1995). The very re- 
cent  findings of Cahill et al. (2001) do not  support  the 
exclusion of the latter group from PE, however. Roth- 
baum et al. also concluded that even with these limita- 
tions, exposure therapy has received the strongest evi- 
dence in support  of its efficacy in reducing PTSD, and  
should be considered a first-line in tervent ion unless 
ruled out for some reason. 



Prolonged Exposure Therapy 29 

Tips for the  Trauma Therapist: 
How Do We Handle It? 

O u r  exper ience  as trainers has suggested that  even 
expe r i enced  therapists  are somet imes conce rned  about  
using PE procedures  with highly distressed PTSD clients. 
As any therapis t  who has l is tened to a painful  and  horrify- 
ing exper ience  can attest, he lp ing  a cl ient  to emot ional ly  
process t raumatic  events can be chal lenging and  emo- 
t ionally draining.  In o r d e r  to conduc t  PE, therapists 
somet imes need  to develop or  increase their  to lerance  
for cl ient  distress. These p rocedures  t r igger  an intense 
emot iona l  response;  indeed,  this is the purpose  of  the 
work. How can therapists cope with this reaction? 

First, the therapis t  needs  to review the rat ionale  for 
t r ea tment  and  let  the mode l  guide her. At the same t ime 
that  we are he lp ing  clients to learn  that  intense anxiety 
and  emot iona l  engagemen t  with painful  memor ies  can 
no t  hu r t  them, and  that  anxiety does no t  last indefinitely, 
we also trust this again ourselves. Developing to lerance  
for cl ient  distress requires  that  the therapist accept  the ra- 
t ionale for t rea tment ,  and  especially the idea that  memo-  
ries can ' t  hur t  e i ther  the cl ient  or  h im or  her. Indeed ,  typ- 
ically the therapis t  will habi tua te  to the t r auma memory  
a long with the client. 

Nonetheless ,  conduc t ing  PE is at t imes emot ional ly  
chal lenging and  reple te  with difficult choices for the 
therapist .  The  in ternal  d ia logue of  a t r auma therapis t  is 
full o f  questions: Do I stop the imaginal  exposure  now be- 
cause of  how upset  she is? Wha t  if this makes he r  more  
depressed? What  if she keeps feel ing this way when she's 
not  in my office? Is this a realistically safe si tuation she is 
avoiding? Allowing the t r ea tment  mode l  to guide  these 
decisions both  assists in making  the decisions and  leads 
to decisions well g r o u n d e d  in the available research.  
Keep in mind  that  even though  emot iona l  processing is 
painful  work, it is often quite beneficial .  Remind  yourself  

of  this as often as you do  the client. 
Decision making should  also be gu ided  by the goal  of  

p romot ing  the client 's sense of  control .  While  our  j o b  is 
to make recommenda t ions ,  the therapis t  should  never 
force unwilling clients to do  exposures.  A difficult deci- 
sion we somet imes have to face is whe ther  to encourage  
the cl ient  to cont inue  therapy or  to he lp  he r  te rminate  
therapy if she is no t  ready to conf ront  t rauma-re la ted  
fears and  avoidance.  We would ra ther  he lp  the cl ient  stop 
t r ea tment  now, if she is not  ready, than have her  fail to get  
be t te r  and  leave t r ea tment  bel ieving that  PE d id  no t  and  
can not  decrease he r  symptoms or  that  she somehow 
failed the t reatment .  We will of ten tell the cl ient  that  PE is 
quite effective for  many people ,  so we would ra ther  stop 
now and invite he r  to come back when she is ready. 

Importantly,  supervision with an exper t  or  consulta- 
t ion with peers  can be beneficial  and  can provide techni- 

cal and  emot iona l  support .  Ideally, have a team or  super- 
vision group  that  meets  regularly to discuss t r auma 
t rea tment  cases. Regular  consul ta t ion provides oppor tu -  
nities for inpu t  from colleagues regard ing  difficult deci- 
sions about  how to p roceed  with these often complex  and  
chal lenging cases. 

Conclus ion  

Working with chronic  PTSD clients can be ext remely  
rewarding for therapists. The  availability of  effective treat- 
ments  for PTSD, inc luding  PE, allows menta l  hea l th  pro-  
fessionals to positively affect the disrupted lives of  chronic 
PTSD sufferers in a shor t  pe r iod  of  time. However, PTSD 
symptoms themselves  and  re l a t ed  comorb id i t y  may 
h inde r  some clients '  ability to engage  in and  benef i t  f rom 
the therapy. It is no t  u n c o m m o n  for PTSD sufferers to fail 
to a t tend  therapy regularly, to d rop  out  prematurely,  or  
to take long, unofficial  breaks f rom t reatment .  Many 
struggle with avoidance and  are  re luctant  to do  exposure  
homework.  O the r  clients may have difficulty to lera t ing  
anxiety or  engaging  in the t r auma memory.  Flexibili ty in 
the use of  PE p rocedures  gu ided  by the t r ea tmen t  ratio- 
nale and  by the manual  is often a necessity. 

A strong, collaborative, therapeut ic  re la t ionship  is es- 
sential  to he lp  clients overcome these hurdles .  Conduct-  
ing PE requires  j o i n t  decis ion-making by the therapis t  
and  cl ient  about  t r ea tment  focus, pace,  and  homework  
assignments.  At tough decis ion points,  the therapis t  can 
offer gu idance  bu t  must  trust the client 's  j u d g m e n t  and  
no t  force her. In our  exper ience ,  PTSD is often character-  
ized by a sense of  feel ing out  o f  control  of  one 's  thoughts ,  
feelings, and  behavior;  therefore ,  he lp ing  the cl ient  to be 
and  feel in cont ro l  is imperat ive.  The  therapis t  should  ex- 
press conf idence  in the client 's ability to recover  and  
should actively praise the client 's effort, courage, and  cop- 
ing resources.  Finally, therapists of  PTSD clients must  be 
part icular ly good  at listening. The  exper ience  of  shar ing 
the pa in  and  ho r ro r  of  the t rauma memory  with a com- 
passionate,  unders tand ing ,  non judgmen ta l  person  is a 
powerful  heal ing exper ience  that  may by itself begin  to 
reduce  the client 's  fear and  shame.  
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Some Lessons From Group Supervision of 
Cognitive Therapy for Depression 

P a u l a  R. Y o u n g ,  P a u l  G r a n t ,  a n d  R o b e r t J .  D e R u b e i s ,  University o f  Pennsy l van ia  

While much has been zwftten on cognitive therapy of depression, we have found that our trainees have the same questions and diffi- 
culties year after yeal: This article reflects the questions and topics that have been asked most frequently during several years of group 
supervision led b~, the third authm: We cover topics such as the specifics of the agenda, special uses" of language, the pacing of ther- 
apy, and therapeutic alliance. We aim to address issues, such as guilt, self-blame, and vegetative s~mptoms, that arise with depressed 
patients. In addition, attributions of symptom change for patients concurrently taking antidepressant medications, as well as the 
special problems related to chronic depression, are covered in detail. 

T HERE HAS BEEN a p r o l i f e r a t i o n  o f  m a n u a l s - - o r  

m a n u a l - l i k e  b o o k s - - o n  cogn i t ive  t h e r a p y  (CT) fo r  

t he  t r e a t m e n t  o f  d e p r e s s i o n  (e.g., A. T. Beck,  Rush ,  Shaw, 

& Emery,  1979 ; J .  S. Beck,  1995; Leahy,  1996; Padesky  & 

G r e e n b e r g e r ,  1995; Persons ,  1989).  N o n e t h e l e s s ,  manua l s ,  

for  t h e  nov ice  t he rap i s t ,  n e e d  to b e  s u p p l e m e n t e d  wi th  

c l in ical  e x p e r i e n c e .  I n f o r m a t i o n  c o n t a i n e d  in m a n u a l s  

m u s t  also b e  i n t e r p r e t e d  caut iously,  as a slavish a d h e r -  

e n c e  to a m a n u a l i z e d  a p p r o a c h  to t h e r a p y  c a n  quick ly  

b e c o m e  a n  u n p l e a s a n t  e x p e r i e n c e  fo r  t he rap i s t s  a n d  pa-  

t i en t s  al ike.  In  p r e p a r i n g  t h e  fol lowing,  we have  a c c u n m -  
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la ted ,  d u r i n g  several  years  o f  g r o u p  supe rv i s i on  o f  C T  fo r  

d e p r e s s i o n  led by t h e  t h i r d  au tho r ,  s t ra teg ies  o r  m a x i m s  

t h a t  superv i sees  in  t he  g r o u p  d id  n o t  recal l  f r o m  t h e i r  

r e a d i n g  o f  t he  m a n u a l s .  In  s o m e  cases, t he  m a t e r i a l  b e l o w  

is a n  e l a b o r a t i o n  o f  w h a t  o t h e r s  have  said,  a n d  s o m e  o f  i t  

is s imply  a r e s t a t e m e n t ,  wi th  e m p h a s i s ,  o f  p r i n c i p l e s  t h a t  

a p p e a r  to b e  pa r t i cu la r ly  d i f f icul t  fo r  CT-therapis t s - in-  

t r a i n i n g  to k e e p  in m i n d ,  o r  to fo l low t h r o u g h  on ,  as they  

l e a r n  to t r e a t  d e p r e s s e d  p a t i e n t s  wi th  CT. 

A g e n d a  

Set t ing ,  F in i sh ing ,  D e v i a t i n g  F r o m  the  Agenda 
Se t t i ng  a n  a g e n d a  co l l abora t ive ly  wi th  t he  p a t i e n t ,  

i d en t i f y ing  topics  a n d  t a k i n g  care  to a p p o r t i o n  a p p r o p r i -  

a te  a l l o t m e n t s  o f  t i m e  to each ,  is a c o r n e r s t o n e  o f  t h e  


