
PROLONGED EXPOSURE THERAPY FOR PTSD: 
Slide Set and Notes 

  

  

 
 

Learning Objectives 
Participants will be able to: 

1. Formulate a rationale for Prolonged Exposure Therapy that builds rapport, improves client motivation, 
and increases treatment adherence. 

2. Demonstrate an effective method of breathing that reduces client arousal and promotes distress 
tolerance. 

3. Design an individualized avoidance hierarchy designed to systematically confront core fears. 
4. Use in vivo exposure to block trauma related avoidance. 
5. Apply imaginal exposure exercises to reduce the intensity and frequency of PTSD symptoms. 
6. Apply specific skills to manage emotional engagement to increase the effectiveness of imaginal 

exposure. 
7. Develop homework assignments that deepen exposure-based learning and further treatment goals. 
8. Distinguish “hot spots” in the trauma memory in order to more efficiently reduce the intensity of 

associated symptoms. 
9. Analyze exposure exercises to facilitate new learning and modify client's unhelpful, trauma-based 

cognitions. 
10. Integrate new strategies to revise unhelpful cognitions that promote avoidance and maintain 

symptoms. 
11. Evaluate Prolonged Exposure Therapy outcomes using standardized procedures and use assessment 

data to refine treatment planning. 
12. Modify exposure techniques in a theoretically consistent manner to improve accessibility and clinical 

outcomes for specific patients. 
 

 



5.  

 

Symptoms are common in the aftermath of a trauma. This is 
not PTSD but a normal response to trauma. 

Not everyone who experiences a trauma develops PTSD, 
though most will experience some symptoms for a while. 

6.  

 

Example: Just after sexual or physical assault is reported, 
study respondents were highly distressed, and most appeared 
to meet criteria for PTSD. 

• In such cases, shock, distress, and confusion are 
common. 

• Memory is confused, disorganized, distressing. 

• Person may withdraw from normal activities while they 
seek support or recover from injury. 

7.  

 

Natural recovery occurs with time.  

People resume normal activities and/or activities that promote 
healing. 

• Eventually, most will return to business as usual. 

• Distress decreases, and confidence increases with time 
and resumption of normal activity. 

• For some, symptoms may continue or worsen, and 
natural recovery seems to stall. 

• PTSD is conceptualized as a disruption of natural 
recovery. 

8.  

 

Real life example: PTSD symptoms after rape & nonsexual 
assault. 

Symptoms decline rapidly the first 4 to 8 weeks, slow down 
after that, and by 1-year post-trauma, recovery appears to 
plateau.  

• If PTSD does not remit within a year, it will become 
chronic. 

• PTSD is a highly distressing and debilitating disorder: 
• High psychiatric and medical comorbidity  
• High unemployment 
• High suicidality  



9.  

 

More severe intrusion symptoms may be more predictive of 
chronic PTSD. 

Looking at the data another way, this graph separates a group 
of rape survivors based on their eventual PTSD diagnosis. 

• Both the PTSD and the non-PTSD groups experienced 
decreases in the first few weeks. 

• By week 5 or 6, recovery appears to stall for roughly half 
of participants, while the other half continued to 
improve. 

• Though overall severity does not account for the 
significant difference, those who continued to meet 
criteria for PTSD had significantly more severe intrusive 
reactions. 

10.  

 

Cognitive and behavioral theories help us understand how 
people recover naturally over time, how PTSD symptoms 
develop after a trauma, and how recovery can stall out or be 
derailed. These theories also help us understand how 
treatment can get recovery on the right track again. 

11.  

 

Associative Learning 

In classical conditioning, trauma cues are associated with 
distress and begin to evoke distress when encountered, 
regardless of danger. 

12.  

 

Classical Conditioning 

Though some avoidance immediately after a trauma is 
normal, if it persists to the exclusion of other, more functional 
ways of coping, it can disrupt natural recovery processes, 
leading to chronic PTSD. 

• Triggers can be situations, places, people, things, or 
even thoughts that remind the person of the trauma. 

• Can provoke strong feelings of distress/urge to avoid or 
escape when encountered.  



13.  

 

Operant Conditioning 

Operant conditioning principles explain how avoidance can 
work against recovery and maintain PTSD symptoms. 

• A behavior followed by desirable consequences is 
“reinforced” and is more likely to be repeated in the 
future. 

• If the consequence is undesirable, repetition is less 
likely. 

• Examples: child rearing, dog training, incentives, 
gambling (variable intermittent reinforcement) 

• Avoidance is reinforced because it quickly reduces or 
eliminates the conditioned response of uncomfortable 
physiological arousal or distress. 

14.  

 

Cognitive-behavioral theories help us understand the complex 
relationship between thoughts, behaviors, and emotions. For 
PE, this is best described by Emotional Processing Theory. 

• EPT, developed by Foa & Kozak (1986), along with 
others, explains how PTSD develops after a trauma, and 
how exposure can help with recovery. 

 

15.  

 

Emotional processing theory conceptualizes PTSD as the result 
of a pathological fear structure (or emotion structure) that 
emerges after a trauma. 

The fear structure is represented in memory as a cognitive 

program for       . 

16.  

 

The memory structure includes trauma-related 
information/memories about: 

• the feared    , 

• the      to the trauma, 

• and the      of the stimuli and 
responses. 

Like a spider web, when any part of the fear structure is 
activated, the whole structure is activated, giving the 
person access to all the information within it, and helping 
them escape or avoid danger. 
When fear/emotional structures work well, they are refined 
by experiences and may be a reasonably accurate 
representation of events.  



17.  

 

Memory structures are not like narrative memory. They are 
more like snapshots or momentary images. 

Anything there at the time of the trauma can associate with or 
cue the trauma memory when encountered later. 

18.  

 

In the immediate aftermath of the trauma, the memory is 
poorly organized and confusing. The person associates many 
things with danger.  

The fear structure that arises may be a poor or incomplete 
representation of what happened. 

• Harmless stimuli are erroneously associated with fear 
such that traumatized pt. sees the world as entirely 
dangerous. 

• The person also feels completely incompetent to make 
safe choices or to manage their own emotions. 

• Distress and confusion interfere with adaptive behavior 
and promote avoidance. 

19.  

 

As a person attempts to return to daily life, they encounter 
trauma reminders that activate the trauma memory and 
associated perception of “danger” and “self-incompetence”. 

• Activation is reflected in re-experiencing and arousal. 

• Re-experiencing & arousal motivate avoidance behavior 

20.  

 

Repeated activation of the trauma memory, in the absence of 
the expected harm, results in extinction of the distress 
response. 

• Activation and disconfirmation occur via confronting 
reminders (e.g., thinking about, contact with reminders) 
in everyday life. 

A necessary element of the corrective information is the 
absence of the anticipated harm. 



21.  

 

A practical metaphor describing how exposure helps process 
the traumatic memory. 

The trauma memory is like a file in a computer. When the 
trauma happens, information is saved in a file (memory), but 
that information is not necessarily complete or accurate. This 
file needs to be edited.  

To edit the file, one must first OPEN the file, review it, and then 
make appropriate changes (imaginal exposure and processing). 
If the file is never opened, the memory will remain incomplete, 
inaccurate, and unhelpful. 

22.  

 

The root of the problem: 
• If the urge to avoid is stronger other responses, there is 

persistent cognitive and behavioral avoidance. 
• The person is prevented from activating/engaging with 

the memory or experiences that trigger the memory. 
• The person is unable to sort out, organize, and articulate 

the memory, so it remains confusing and scary. 
• Contact with corrective information is also limited. 
• Recovery is derailed.  

Normal, transient, post-trauma reactions become chronic 
symptoms of PTSD. 

Treatment must reduce       
to get recovery back on track. 

23.  

 

The second factor derailing natural recovery: 
• Unhelpful cognitions that support and perpetuate 

avoidance, promote trauma-related distress. 
• The cycle of avoidance and unhelpful cognitions is self-

maintaining once it gets started. 
• Negatively impacts the person’s ability to engage in 

productive or enjoyable activities/relationships. 

People with PTSD have more negative thoughts about 
themselves and the world when compared to others. 

The two main cognitions that interfere with recovery are: 
1).       
 
2).       

24.  

 

PE addresses avoidance & unhelpful cognitions through 
Exposure  
Exposure – Prolonged, repeated confrontation with relatively 
safe trauma-related internal or external triggers.  

   Exposure includes activities, 
situations, places, objects, or other cues that provoke the 
trauma memory. 
   Exposure is the narrative account of 
the trauma. 
   an informal, post-narrative 
conversation reviewing and incorporating new learning 
discovered during exposure. 



25.  Exposure promotes trauma processing through several helpful 
mechanisms. 

• PE promotes approach instead of avoidance 

• “Activation” occurs when the individual confronts 
trauma reminders (e.g., thinking about trauma, 
approaching trauma cues in the environment) and 
engages with associated information contained in the 
fear structure.  

• Trauma processing is enabled when the outcome is 
different, less dangerous/distressing than expected, 
prompting changes in the memory. 

26.  

 

Intense negative emotions associated with the event are 
reduced as the trauma is processed. 
Habituation - Reduction of conditioned responses associated 
with trauma-related cues (e.g., physiological arousal & 
excessive fear, anxiety, guilt, & shame). 

Inhibitory learning – Adds contextual, temporal, and other 
useful types of information, facilitating more adaptive 
responses & enabling more functional & accurate 
discrimination between safe/unsafe. 
 
Because more functional responses are associated with more 
reinforcing outcomes, they also inhibit the initial conditioned 
distress/avoidance response. 

27.  

 

Exposure facilitates cognitive change. 

• Differentiate remembering the event from the trauma 
itself and begins to understand that the memory isn’t 
dangerous. 

• Realize the situations they avoid because they trigger 
distress are not actually dangerous. 

• Re-evaluate experiences (cognitive reappraisal) in a 
more balanced way. 

• When done repeatedly, the person can incorporate 
corrective information into their view of themselves 
and the world, changing the way they respond to 
trauma-related cues. 

28.  

 

As the individual successfully confronts anxiety-producing 
stimuli, experiences decreasing anxiety, and incorporates 
corrective information, they begin to feel more competent. 
 
The person learns that: 

• Anxiety dissipates on its own, & they can manage 
emotions effectively. 

• Even when anxiety doesn’t entirely disappear, they 
learn that they can tolerate distress and be effective, 
even when uncomfortable. 



29.  

 

Summary of the Rationale for Treatment. 

Notice how this slide is just a summary of the preceding slides 
about the benefits of exposure. Each time the rationale is 
given, it focuses on different specific benefits of exposure, but 
the underlying rationale is the same.  

30.  

 

PE is grounded in cognitive and behavioral theory, but it is 
also evidence-based. PE has been studied for decades. 

• The first RCT investigating Prolonged Exposure Therapy as 
a treatment for PTSD was published in 1991. 

• Compared PE to active and inactive control conditions to 
demonstrate that PE was effective in reducing PTSD 
symptoms in women who developed chronic PTSD because 
of rape. 

 

31.  

 

Evidence for PE is solid and impressive. 

• The first RCT investigating Prolonged Exposure Therapy as 
a treatment for PTSD was published in 1991. 

Published RCTs on Exposure or Exposure/combination 

Chronic PTSD: 
EX therapy only                          >25 studies 
Ex therapy + SIT and/or CR       >29 studies 

Acute PTSD or ASD 
EX only    >4 studies 
Ex therapy + SIT and/or CR  >6 studies 

 

32.  

 

The evidence base for PE is significant and has already 
addressed many common concerns. 
Most concerns have to do with one of three areas: 

• Generalization of findings 

• Potential for exposure to hamper treatment 

• Potential for exposure to cause harm 



33.  

 

PE is compatible with the cultural practices and beliefs of 
many different demographic groups and can be individualized 
to meet a variety of cultural concerns.  
PE therapists should be careful assess the unique context, 
culture and history of every client and approach treatment 
planning with a collaborative spirit. 

34.  

 

PE has been studied in a wide variety of populations covering 
most major demographic variables in Western culture and 
quite a few in other cultures as well. However, some large and 
important demographic differences have not been studies 
systematically. 

35.  

 

Many historically excluded conditions are included in modern 
studies, and when studied both directly and indirectly, do not 
interfere with treatment outcome. 

36.  

 

Though not targeted directly during PE, many common 
comorbidities improve as PTSD symptoms improve. 



37.  

 

PE has been demonstrated effective across a wide variety of 
trauma types. 
 

38.  

 

Patients with PTSD from multiple traumas benefit as much as 
patients with PTSD from a single trauma.  
 

39.  

 

PE is effective in reducing symptoms of PTSD, even in 
complicated or chronic cases. 
 

40.  

 

No evidence of exacerbation of suicidality and no completed 
suicides due to exposure in any known PE study. 
Minor symptom exacerbation may occur in a small minority  

(  % of the sample) early in PE treatment but does not 

result in negative outcomes or dropout. 

 



41.  

 

Dropout rates in PE are     to other forms of 
trauma-focused CBT. 

42.  

 

Stronger alliance is associated with greater improvement in 
PTSD symptoms across both treatments. 

Alliance was rated stronger in PE than in Client-Centered 
Therapy. 

43.  

 

PE is effective in reducing PTSD symptoms in female rape 
survivors in long-term (5-10 year) follow up 
Participants -171 female rape survivors (121 completers) 
Treatments - Exposure (PE) 9 weeks/sessions (90 min.) 
Cognitive Processing (CPT) 12 weeks/sessions (60 min.) 
Wait List (WL) 

• Gains that were made during treatment were maintained 
over time (5-10-year span for f/u). 

In the interim: 

• 47% had received no further psychotherapy.  

• 24% received six months or less of treatment.  

• 15% had been in therapy for two or more years. 

• At pre-treatment, 41% were taking psychotropic meds. 
At the long-term follow-up, 23% were taking medication. 

44.  

 

Augmenting PE with formal cognitive restructuring does not 
improve outcome. 

Participants -179 non-sexual & sexual assault survivors (incl. 
CSA) 

Treatments - Exposure (PE) alone 
  PE + Cognitive Restructuring (PE/CR) 
  Wait List (WL) 
9 weekly sessions w/experienced PhDs & newly trained MA 
counselors 
Extended to 12 for partial responders w/< 70% improvement 
by session 8. 
Both treatment groups did equally well. 
Subsequent studies have shown that adding other stuff doesn’t 
improve outcome either. 



45.  

 

Even though depression isn’t targeted directly, PE is effective 
in reducing symptoms of depression as well as PTSD. 
(Depression outcomes from previous study) 
Both treatment groups improved with regard to depression. 
In addition, newly trained MA counselors in this study, who 
were skeptical of the treatment and using more supportive 
/psychodynamic orientations, performed well. Their patients 
had positive outcomes like seasoned PhD PE therapists. 

46.  

 

PE and CPT are both demonstrated to be effective in reducing 
PTSD symptoms in military Veterans 
 
Randomized clinical trial across VA Med Centers 
916 randomized. 
Aged 21—80 (mean=45.2) 
79.7% Men 
20.3% Women 
249 Black participants (27.1%) 
590 White participants (64.4%) 
139 Hispanic participants (15.2%) 
70% reported combat exposure and roughly one third reported 
sexual trauma. 

47.  

 

PE is demonstrated to be effective in reducing PTSD 
symptoms in military Service members. 

Participants – Active-Duty military Service members with 
PTSD 

Treatments  
 Standard PE (PE-S) (109) 
 Present Centered Therapy (PCT) x10 sns/ 

8 wks (107) 
 Massed Sessions (PE-M) x 10 sns/2 wks (110) 
 Minimal Contact Control (MCC) x 2 wks (40) 

• PE-S was not superior to PCT on PSS-I severity or PTSD dx, 
but all treatment groups were effective in reducing PTSD 
symptoms. 

• Dropout was low for all groups. 

48.  

 

For more severely impaired Service members, PE results in 
continued improvement at follow-up. 

• In post-hoc analysis, PE-S was superior to PCT at the 6-
month follow-up on PSS-I among patients with high 
baseline PTSD symptoms (21%). 
 



49.  

 

Conclusion 

50.  

 

Assessment 

• PE is designed specifically to treat the symptoms of 
PTSD. 

• It isn’t for people who do not meet all or most of the 
criteria for PTSD. 

• And because PE involves working with memory 
directly, the person must recall a trauma that 
happened to them.  

51.  

 

Assessing PTSD in Context 
Assessment is more than diagnostic criteria and should include 
a comprehensive psychosocial assessment of the individual. 

52.  

 

Treatment follows Assessment 

• Trauma doesn’t always lead to PTSD. 

• Bad experiences are not always “Criterion A” trauma, 
even though people may experience symptoms 



53.  

 

Is there a criterion A event? Would treatment with PE be 
appropriate? 

• Sarah?  

• Greg? 

• Erica? 

 

54.  

 

PE is safe and effective for people with PTSD 

55.  

 

Rule outs are due mainly to concerns about 1) safety and 2) 
poor prognosis.  

Conditions with the greatest threat to life and/or 
functional impact should be addressed _____________. 

 

56.  

 

PCL-5 is a self-report scale completed by the patient. 
4 formats: 

1. With the revised Life Events Checklist for DSM-5 (LEC-
5) and extended Criterion A assessment 

2. With brief Criterion A assessment only 
3. With symptoms only (past month) 
4. With symptoms only (past week) 

1 & 2 are best for initial assessment because they include 
Criterion A & trauma history. 
3 & 4 are best for measuring change across sessions at monthly 
or weekly intervals. 



57.  

 

This is John: 

58.  

 

PCL-5 Scoring 
A 5-10-point change represents reliable change (i.e., not due to 
chance). 
10-20-point change represents clinically significant change. 
 
Users should follow the literature and the NCPTSD website 
(www.ptsd.va.gov) for updates to this information, as it may 
change as new data is published. 

59.  

 

What is important to consider? 

60.  

 

Preparing for PE 

http://www.ptsd.va.gov/


61.  

 

Intersectional Assessment 

62.  

 

Consider Cultural Influences and Related Demographic 
Variables 

63.  

 

It’s not just about summing up various characteristics, but 
how does an individual’s context, culture and history influence 
his or her identity, and how do those factors relate to the 
problem? 

64.  

 

Help the patient weigh the pros and cons of treatment. 
How is life different after the trauma? 

“Tell me about the life you want to reclaim”  
“What do you wish you could do at the end of therapy, 
or six months from now?” 

Are there potential barriers to treatment? 
Consider work schedule, family demands, impending 
travel or change in duty station, financial or legal 
issues, housing/socioeconomic hardship 
Would treatment, if successful, hamper or help? 

Is this the right time? If not now, when? 
What needs to be addressed to make treatment successful? 
 



65.  

 

The alliance in PE is established as part of the protocol, even 
as you are accomplishing other things.  

 

66.  

 

Help the patient understand what to expect from treatment. 
 
Some people feel worse before they feel better – brief, 
temporary  
What are the demands of treatment? 

Time, effort, focus, potentially some temporary 
distress 

What treatment options are available to the patient? 
Rural vs. urban, insurance or benefit limited, self-pay, 
other EBPs 

 

67.  

 

Recording best practices 

68.  

 

Using the PE Coach App 

• Symptoms may increase 
before decreasing

• Time commitment

• Homework

• Treatment options

Informed Consent



69.  

 

3 main components of treatment: 

1.      

2.      

3.      

70.  

 

Introduction of PE Components 
The handout provides a one-page overview of the sequential 
components of the treatment. 

71.  

 

 

72.  

 

Session 1: Agenda 



73.  

 

There are no surprises in PE. Convey basic structure, 
importance of staying with the structure for learning, the 
focus and intensity of the treatment before treatment begins. 
 
    allows the patient to review in-
session material between sessions and is an important part of 
the treatment.  

 

74.  

 

Stories and Metaphors are aids to understanding and memory 
and should be used liberally throughout treatment when 
describing the rationale. 

75.  

 

The rationale for treatment is the main focus of session 1. 
 

76.  

 

Natural recovery is the norm. For some, the natural process is 
derailed.  



77.  

 

The most important factor hampering recovery & maintaining 
PTSD symptoms is: 
1).         

What is the short term vs. long term consequence(s) of 
avoidance? 
        

        

 

78.  

 

Two types of avoidance are problematic in PTSD: 

1).         

2).         

79.  

 

The cost of avoidance is the derailment of recovery processes 
leading to chronic symptoms.  
These three points should be clearly made in session1 and 
throughout treatment. 

80.  

 

After avoidance, the second major factor maintaining PTSD 
symptoms after a trauma: 
 
1).         



81.  

 

PE relies on exposure to block avoidance. The two types of 
exposure used in PE are:  

 
1).         
 
 
2).         

82.  

 

Overall treatment rational presents the theoretical benefits of 
PE treatment. Later rationales (sessions 2 & 3, and afterward 
as needed) will focus more specifically on the types of 
exposure.  
Notice how the language is different from the BIG 5 detailed 
above, but the message is the same. 

83.  

 

Written materials (handouts) augment teaching and give the 
patient something to review or share with significant others. 

84.  

 

This form is optional and may or may not be used in the 
workshop. 

83

Rationale for Treatment 
Handout

 

 

42 

Rational for Prolonged Exposure (PE) Treatment 

How is PE Helpful in Reducing PTSD Symptoms? 
The program you are about to begin is called Prolonged Exposure Therapy (PE). It is designed to help 

you recover from posttraumatic stress disorder (PTSD). To understand how this treatment works to help 

you reduce your PTSD symptoms, it is important to learn a little about how PTSD develops in the first 

place.  

It is normal to feel upset or distressed after a trauma. 
When someone experiences a traumatic event, it is normal to feel upset or distressed. These feelings of 

distress -- whether anxiety, sadness, anger, guilt, or other emotions -- will usually lessen with time. 

Eventually, most people will begin to feel better. However, for some people, the distressing feelings do 

not go away, and can sometimes begin to interfere with everyday life. Why do some people develop 

PTSD after a trauma while others do not?  

Avoiding those feelings prevents recovery. 
One important reason for the development of PTSD is avoidance. After the trauma, you may push away 

memories, thoughts, or feeling about the trauma that cause you distress. You may also avoid situations, 

people, or activities because they are similar to the trauma and/or because they seem more dangerous to 

you than before the trauma.  

It is important for you to know that this is a normal response to trauma. It is not your fault. It is not due 

to lack of intelligence, poor motivation, or some character flaw. We avoid -- all of us from time to time -- 

because it works for us! Avoidance can be a reasonable and helpful way to deal with distress -- in the 

short term. Unfortunately, if avoidance is your main strategy, you miss out on opportunities that could 

help you process your emotions and begin to recover from the trauma. Most importantly, avoidance can 

make the problem much worse in the long run. 

It’s kind of like falling off a bicycle when you were a kid. If you get back on, you eventually master the 

bike, and you feel less afraid of falling. If instead, you refuse to get back on the bike and try again, the 

bicycle can start to seem very dangerous, and you become more and more afraid and avoidant of it over 

time. You might also feel more and more ashamed or embarrassed that you haven’t learned to ride when 

your friends have already learned. Just thinking about the bicycle becomes distressing. 

Thinking the worst about yourself & others makes recovery more difficult. 
A second factor that keeps PTSD going are the unhelpful thoughts that go along with the trauma and 

your reactions to it. Many people with PTSD believe the world is a pretty dangerous and unpredictable 

place, and they have very little confidence in their own ability to manage difficult or distressing 

situations. You can see how beliefs like that encourage more avoidance and keep you from taking on 

experiences that might help you look at things differently. Those beliefs increase your distress and keep 

you from processing and getting past the trauma. Eventually, avoidance and unhelpful beliefs can creep 

into other areas of your life and interfere with things that are not even related to the original trauma. 

  

(Handout, pp. 38-39)



85.  

 

Demonstration Video: Session 1: Rationale for Treatment 

86.  

 

Roleplay Notes: 
 
“My name is      
 
I experienced    and I have PTSD.” 
  (Trauma history)  
 
My symptoms interfere with     
 
Make any other notes about your roleplay client to help you 
portray your character: 

87.  

 

DISCUSSION about the trauma that will be the focus of 
treatment, sometimes referred to as the index trauma.   
 
TALKING about the trauma in session 1 communicates that the 
treatment is trauma-focused and will engage with the trauma 
directly. 

88.  

 

The trauma interview should be used to gather information 
needed to proceed with treatment.  
 
The official “Trauma Interview” is in the appendices of the 
manual.  
If assessment has already covered the material, the full 
interview may not be needed. 
 



89.  

 

How to identify the index trauma: 
 

• Which event upsets you the most? 

• Which causes the most distress? 

• Which comes into your mind the most often? 
 

90.  

 

Video Demonstration of Identifying an Index Trauma 

91.  

 

Relaxed Breathing 

92.  

 

Breathing retraining provides a means of calming the patient 
after the trauma interview, if needed. It also gives a concrete 
skill that can be practiced right away to bring relief in advance 
of the more significant changes that are possible with 
exposure. 
 
Relaxed breathing should not be used during exposure, except 
in rare occasions, as it may become an avoidance strategy. 



93.  

 

Relaxed breathing is not believed to be a critical treatment 
element. 

94.  

 

Relaxed Breathing handout for patients 

95.  

 

Homework form for session 1 
 
Homework starts in the     session. 

96.  

 

The Importance of Homework 



97.  

 

Homework Compliance and Outcome  

98.  

 

Facilitating Homework Compliance 

Best to anticipate and prevent noncompliance before it starts. 

99.  

 

Addressing Noncompliance 

100.  

 

Session 2 



101.  

 

Session 2 is a VERY dense session.  
Be sure you have a full 90 minutes to commit to this session. 
An alternative is to split session 2 into two parts, 2a and 2b. 
 

102.  

 

If sessions must be short, content is split, and corresponding 
homework is split accordingly. 

Sessions shorter than 60 minutes are not recommended.  

103.  

 

Common Reactions to Trauma 

104.  

 

What Are Common Reactions to Trauma? 

 



106.  

 

Why Review Common Reactions to Trauma? 

107.  

 

CRRT handout for patients 

108.  

 

Video Demonstration - CRTT 

109.  

 

Introducing In Vivo Exposure 

Common Reactions Demo



110.  

 

Giving the Rationale for In Vivo Exposure 

111.  

 

The Rationale for In Vivo Exposure 

Rationale focuses on in vivo exposure to address 
excessive distress and/or unhelpful cognitions 
symptomatic of PTSD. 

112.  

 

Examples of Habituation 

113.  

 

The Metaphor Bank-Pool Temp 



114.  

 

In vivo exposure helps reduce symptoms by breaking the 
habit of avoidance, thereby facilitating processing, 
enabling new learning to take place.  

Though other erroneous beliefs are challenged during in 
vivo, it is especially useful in helping assess __________ 
 more realistically. 

115.  

 

In Vivo Items Can Include: 

116.  

 

Consider three types of activities. 

117.  

 

Suggest items from assessment 

 



118.  

 

Identify specific situations 

119.  

 

Elicit variations 

120.  

 

Understand the anticipated consequence  

121.  

 

Evaluate true danger  



122.  

 

Caution when involving others  

123.  

 

Aim for 15-20 items with a broad range of difficulty. 

124.  

 

Generating useful items requires creativity and 
collaboration.  

125.  

 

Sample In Vivo Items  



126.  

 

Anchoring the SUDs Scale 

127.  

 

SUDs 

The SUDs scale provides a shared language or metric for 

understanding the patient’s level of     

during treatment.  

 

128.  

 

Generating SUDs Anchors 

When introducing the SUDS, ask the patient for anchors 
that reflect a distress level of 0, 50, and 100. 

Anchors should be    &     

to make them easier to recall,  

and not      so that they 

remain static over time. 

 

129.  

 

• Specific 
• Stable 
• Not trauma-related (except for the 100 anchor) 



130.  

 

• Rate all items. 
Get specific SUDs ratings for each item. 

 
133.  

 

Fill in any gaps that are apparent with regard to range 
or core fear. 

(Slide depicts hierarchy rearranged in order, but this isn’t 
necessary.) 

134.  

 

PE Coach 2 

135.  

 

Maximizing In Vivo Success 

Specific and detailed instructions will increase the 
likelihood of success. 



136.  

 

Choosing the first item for homework is a collaborative 
effort. 

 

137.  

 

Identify potential items in the correct SUDs range. 

For the first in vivo assignment choose something in the 

range of _____________. 

138.  

 

In Vivo Exposure Recording Form 

139.  

 

In Vivo Exposure on the App 



140.  

 

PE Homework Session 2 

141.  

 

Video Demonstration of In Vivo Exposure 

142.  

 

Roleplay Notes: 
 
Using the basic information from the case used for the 
previous roleplay, be prepared to discuss several 
examples of cognitive and behavioral avoidance that 
interfere with your functioning – but wait until you are 
asked. 
 
Things I avoid:      

       

        

143.  

 

Session 3: Imaginal Exposure  



144.  

 

Session 3 Agenda 

145.  

 

It can be helpful to remind the client of this by asking 
what happens when they try to stop thinking about the 
trauma. 

146.  

 

Metaphor Bank – Cleaning the Closet 

147.  

 

Benefits of Imaginal Exposure 

144

• Review homework/ self reports* (~ 10 minutes)

• Rationale for imaginal exposure (~ 10 minutes)

• Conduct imaginal exposure (20-40 minutes)#

• Process imaginal exposure (10-20 minutes)#

• Assign homework (~ 5 minutes)

• Session and imaginal exposure are recorded 
separately for homework review

Session 3: Agenda

# Time is adjusted for 60- or 90-minute sessions

*Don’t forget to start the recording at the beginning of the session



148.  

 

Aims of Imaginal Exposure 

149.  

 

Imaginal exposure offers a more useful alternative to 
thought suppression One foot in the present, one in the 
past... 

Somewhere between detachment and dissociation, 
optimal “engagement” with the memory requires the 
patient to feel “as if” it is happening yet maintain 
awareness that they are safe in the present. 

150.  

 

The instructions for imaginal exposure should be clear 
and concise.  

Instructions are intended to promote “one foot in the 
past, one foot in the present” optimal engagement. It is 
sometimes helpful for the therapist to demonstrate how 
it is done; for example, he or she could close their eyes 
and describe in the first-person, present tense, a minute 
or two of their daily routine.  
 
It isn’t typical to talk in this way, so be prepared to 
prompt the client to increase their engagement. 

151.  

 

The therapist may appear quiet at times during imaginal 
exposure but is actually quite busy with many tasks. 

• Listening 
• Monitoring 

Things to monitor: 

       

       

       

       

• Prompt only as needed 

151

• Listen quietly

• Request distress ratings

• Offer support as 
needed

• Monitor engagement

• Prompt as needed

• Manage time 

Therapist Tasks in Imaginal Exposure

(Handout, p. 12)



152.  

 

The imaginal exposure therapist form is used to track 
SUDs and therapist observations as the client tells the 
memory.  

 

The lines indicate separate repetitions of the memory. 

153.  

 

Video Demonstration Imaginal Exposure 

154.  

 

Processing Imaginal Exposure 

155.  

 

Unlike some other forms of CBT, PE processing is 
intentionally informal. 

Though the addition of more formal techniques did not 
appear to harm treatment in some early studies, it did 
prove quite labor intensive for both therapist and patient 
with no additional gain, leading some to consider it an 
increased risk for dropout. 



156.  

 

Goals of Processing  

157.  

 

Best Practices for Processing 

158.  

 

Processing strategies within and across sessions should 
move from supportive to questioning, working first with 
the client’s observations and comments before 
introducing your own.  

Do not lecture the client about how they should be 
thinking or feeling. It is more powerful for the client to 
discover their own truths even though you will give 
guidance from time to time. 

 

159.  

 

 



160.  

 

 

161.  

 

 

162.  

 

 

163.  

 

 



164.  

 

 

165.  

 

 

166.  

 

Video Demonstration - Imaginal Exposure Processing  

167.  

 

Roleplay Notes: 

In addition to previously described information, be 
prepared to describe some details of your traumatic 
event for the first imaginal exposure. Keep in mind 
unhelpful cognitions that might color your narrative 
when telling it for the first time. 

 
Notes:       

       

        



168.  

 

Imaginal Exposure Homework Recording Form 

169.  

 

Homework includes listening to the recording of 
imaginal exposure for the first time, as well as 
continuing in vivo exposure.  

170.  

 

In the next couple of sessions, the patient begins to 
engage with the memory. Some will do so with little 
guidance, but others will need prompts or suggestions 
to help them engage more productively.  

 

171.  

 

This agenda, similar to session 3 but without the 
rationale (unless needed) will structure most of the 
sessions until the end of treatment. 



172.  

 

When engagement is not optimal, the first thing to do is 
make sure standard protocol is being followed.  

 

173.  

 

Recognizing Over-engagement 

174.  

 

Strategies are designed to reduce engagement before it 
becomes problematic. 

The first over-engagement strategy is to reverse standard 
protocol procedures to decrease engagement. For 
example: 

• Eyes    

• Tense can be     

•    emotional & sensory detail 

 
175.  

 

Recognizing Under-engagement 



176.  

 

Strategies aim to increase confidence in the rationale 
and decrease avoidance. 

177.  

 

What do you expect? 

178.  

 

Other Challenges to Engagement 

Anger can reduce engagement with emotions like 
anxiety, guilt, or shame. 

Distractions can also take time away from treatment in a 
way that is frustrating and unproductive for both patient 
and therapist. 

179.  

 

Working with anger  

• Utility of anger  
• Empowers, protects, energizes 
• Can hinder, keep the patient stuck 
• Can keep person from accessing fear, vulnerability 

For patients afraid of harming others in anger: 

• Assess realistic risk, remote and recent behavior; if yes, 
needs anger management 

• If no, discuss instances when the patient was angry but 
controlled his behavior 

• Encourage exposure to feelings of anger as exercise to 
promote disconfirmation of feared outcome, increase in 
competency belief. 



180.  

 

If PTSD is primary, continue to remind the patient that 
adhering to treatment and decreasing PTSD and related 
symptoms is the best strategy. 

• Also, PE can have broad effects on negative emotions 
beyond those targeted, including depression, anxiety, 
anger, and guilt 

 

181.  

 

Video Demonstration – Shaping Engagement 

182.  

 

Homework for Session 4-5 

183.  

 

Progress is monitored at least every other week to make 
sure the patient is progressing.  



184.  

 

Session ~6: Hotspots 

185.  

 

Agenda for Hotspot Introduction 

186.  

 

Hotspots are sections of the narrative memory that 
remain distressing even as distress in most other 
sections begins to dissipate. 

187.  

 

Metaphor Bank – Learning to Play a Song 



188.  

 

John’s Hotspots 

189.  

 

Hotspot exposure proceeds as with imaginal exposure, 
doing one 3- 5-minute hotspot repeatedly in the session. 

 

190.  

 

Therapist tasks are similar to regular imaginal exposure. 

You may want to collect SUDS more frequently since the 
hotspot is likely quite short compared to the narrative.  

When is it time to move to the next hot spot? 

       

       

191.  

 

After your patient does imaginal exposure with a 
hotspot, you will continue to process the exposure in 
session just as you did in previous sessions with the full 
narrative.  

 



192.  

 

PE Homework Session 6 and after 

193.  

 

Final Session 

194.  

 

Ideally, PE is considered done when data converge to 
indicate patient has received maximum benefit. 

 

195.  

 

Final session returns to earlier parts of the treatment 
and reviews progress. 

As part of this review, the imaginal exposure discontinues 

hotspots and returns to the    . 

194

When is PE 
“Done”?



196.  

 

The final session is an opportunity to consolidate 
learning one last time before the patient discontinues 
treatment.  

 

197.  

 

John’s final psychometrics 

198.  

 

John’s final in vivo ratings 

199.  

 

Video Demonstration – Final Session 



200.  

 

Topics to consider for relapse prevention: 

201.  

 

Many patients will not need to consider these issues, but 
some will require attention to continuity of care. 

202.  

 

 

203.  

 

Several researchers have conducted RCTs and other 
studies applying PE in a modified format, making it 
more accessible to patients. 

 



204.  

 

Massed PE is noninferior to spaced PE. 

Same study discussed in evidence base section but 
repeated here to highlight findings regarding spacing of 
sessions. 
 
Participants – Active-Duty Service Members with PTSD 
Treatments – Standard PE (PE-S) (109) 
Present Centered Therapy (PCT) x10 sns/8 wks (107) 
Massed Sessions (PE-M) x 10 sns/2 wks (110) 
Minimal Contact Control (MCC) x 2 wks (40) 
• Dropout was low for all groups. 

 
205.  

 

Shorter PE sessions are as effective as longer sessions. 
Quasi-experimental design (not randomly assigned) 
First cohort (N=60)/60-minute imaginal exposure 
Second cohort (N=32)/30-minute imaginal exposure 
• Both groups improved significantly from pre- to post-

treatment 
• No significant differences in improvement between 

treatment groups on:  
o PTSD symptoms (PSSI),  
o depression (SCL-90 depression),  
o anxiety (STAI) or  
o end state functioning (composite) 

• Dropout rates:  
• 90-minute = 23.3% 
• 60-minute = 15.6% 
• No significant difference  

o  

206.  

 

Primary Care Protocol 



207.  

 

Abbreviated PE reduces symptoms in primary care. 

N= 17 Active-Duty military / combat-related PTSD 

88% met PTSD criteria at baseline 47% at f/u 

Decreases pre- to post and f/u were significant (p<.0001), 
and maintained over time.  

 

208.  

 

Telehealth noninferior to face-to-face treatment. 
Same study discussed in evidence base section but repeated 
here to highlight findings regarding telehealth. 
 
Participants - Veteran sample, All eras since Vietnam, N=53 
  Age 20-75 
  98% male 
  42% comorbid depression 
  15% co morbid panic dx 
Treatments –  Standard, office-based, face-to-face PE 
  PE via telehealth in the patient’s home 
 
Telehealth and standard PE are                               effective. 
Both groups were highly satisfied with tx. 

209.  

 

Several researchers have conducted RCTs and other 
studies applying PE to more complicated patient groups, 
enabling more people to benefit from treatment. 

 

210.  

 

Early treatment may prevent the development of PTSD 



211.  

 

DBT-PE safe and effective in reducing PTSD symptoms 
for high-risk patients. 

Results from open trial (N=13) and pilot RCT (N=26) 

 

212.  

 

Integrated PE (COPE) is more effective than Seeking 
Safety 

213.  

 

PE safe and effective for patients with substance 
dependence, more effective than TAU.  

Women, mixed trauma history, with PTSD and substance 
dependence 

55 received PE-COPE protocol 

48 received treatment as usual (TAU) 

Both groups improved at 9-mo f/u, but PE group showed 
greater improvement in PTSD symptoms 

Substance dependence severity improved equally in both 
groups 

 
214.  

 

PE safe and effective for patients with substance 
dependence; PE group less likely to relapse. 
 
Mixed gender, mixed trauma, alcohol dependent with 
PTSD 
PE/naltrexone (n=40) 
PE/placebo (n=40) 
SC/naltrexone (n=42) 
SC/placebo (n=43) 



215.  

 

PE safe and effective for SMI patients. 
 
PE (n=53) 
EMDR (n=55) 
WL (n=47) 
 
Standard protocols, no additional stabilizing interventions; 
TAU for psychosis included medication and/or supportive 
counseling 
 
8 early completers in PE 
2 early completers in EMDR 
No statistically significant changes in other kinds of treatment 
or medication 

216.  

 

  

217.  

 

PE is safe and effective for patients with TBI. 

218.  

 

PE is safe and effective for adolescents. 
 
Adolescent girls with sexual abuse and assault-related 
PTSD  
 
PE-A (n=31) 
SC (n=30) 
 
Both groups improved significantly; PE-A more effective 
than SC (p<.001) 



219.  

  
 

 
 

  
 

   

 


