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Learning Objectives

• Review how to implement evidence-based 
treatments for PTSD via telehealth or in person

• Prolonged Exposure

• Cognitive Processing Therapy

• Written Exposure Therapy

• Review strategies to implement these 
treatments into your clinic setting



Anxiety  
  Subspecialty 
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AnxST



Evidence Base

• Why not EMDR?

• EMDR is evidence-based

• But…dismantling studies have 
shown that eye movements are 
not relevant to EMDR outcomes: 

• Boudewyns & Hyer, 1996

• Devilly et al., 1998

• Gosselin & Matthews, 1995

• Pitman et al., 1996

• Renfrey & Spates, 1994



Evidence Base

• Watts et al. (2013)

• Meta-analysis of 112 studies
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network meta-analysis of 82 
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Evidence Base

• Hoppen, Jehn, Holling, Mutz, 
Kip, & Morina (2022)

• Network and pairwise meta-
analysis of 157 studies

• TF-CBT (including PE and 
CPT) was robustly the best 
ranking psychological 
intervention category across 
timepoints, above EMDR
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Active Control 
Conditions

Passive Control 
Conditions

Including 
PE and CPT



Evidence Base

Statistically 

non-inferior to: 

–CPT

–PE



Evidence Base





Prolonged Exposure

8-15 Sessions †

Nacasch et al., 2015



Goals of PE
•Gradually and safely confront: 

• Trauma-related memories 

• Feared situations

•Process traumatic memories

•Reduce: 

• Anxiety, fear, and other negative 

emotions

• Re-experiencing

• Hypervigilance
Foa, Hembree, & Rothbaum, 2019



Contraindications 
for PE

•Self-injurious behavior

• 1-month hold
• or

• Refer to DBT first

•Non-stabilized psychosis 

•Ongoing violent living situation

•No traumatic memory

Foa, Hembree, & Rothbaum, 2019
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•Gradually and safely confront: 

• Trauma-related memories 

• Feared situations
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Time

Negative Affect over 
Time





Emotional 
Processing

Foa, Hembree, & Rothbaum, 2019



Wegner et al., 1987

Traumatic Memories: 
Suppression?



Time

Exposure Work



Exposure to Memories

Foa, Yadin, & Lichner, 2012



Keys to Effective PE
• Recommended to initiate in vivo 

exposure homework: 

• Session 2

• Recommended to initiate 
imaginal exposure homework: 

• Session 3

• Close eyes

• Present tense

• Details, details, details
Foa, Hembree, & Rothbaum, 2019



Keys to Effective PE
• Don’t use Diaphragmatic 

Breathing Retraining (DBR) 
during PE unless essential

• Safety behavior

• Sessions 5-14

• Focus on hot spots

• Termination session:

• Entire memory again

Foa, Hembree, & Rothbaum, 2019



Subjective Units of Distress

Wolpe, 1969



Keys to Effective PE
• Exposures are recommended to 

last: 

• 35 mins or more

• or

• Until SUDS reduce by 50% 
or more

• Common to repeat exposure on 
the same memory multiple    
times per session

Foa, Hembree, & Rothbaum, 2019
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Exposure Planning
• Exposures should be designed to 

last at least 7 mins†

• E.g., Don’t agree to have 
patient enter any situation for 
only ~5 mins – can fuel 
anxiety/negative affect

• Can also involve 

response prevention

• E.g., not bathing 

after exposure



Keys to Effective 
Exposures

• Always set goals which are 
important to the patient

• Objective, behavioral goal

• Anyone in the room would 
know if met

• Objective marker of success

• Prevents disqualifying the 
positive

• Emphasize immersion in the 
exposure



Keys to Effective 
Exposures

• Always make sure Patient knows 
when exposures will occur!!

• Ask Patients to commit



• Objective Safety

• Never assign exposures that a 
typical, reasonable person would 
consider objectively dangerous

Exposure Planning



Exposure: 
Time Course

Minute Pre 5 10 15 20 25 30 35



Debriefing

• Was the objective behavioral 
goal met?

• Either yes (hopefully) or no!

• Hot cognitions?



Exposure Planning
• In vivo: Remind patient that 

avoidance begets avoidance

• Recommend that exposures be 
completed by a certain time/date



•Recommended to record: 

• DBR

• Imaginal exposure

• Debriefing/processing

Reminders of 
Treatment Content

Foa, Yadin, & Lichner, 2012



How To Implement in 
My Practice?

Foa, Hembree, & Rothbaum, 2019



PE: Coach App

www.ptsd.va.gov



Written Exposure Therapy

5 Sessions



Time

Exposure Work



Exposure to Memories in 
Written Exposure Therapy

Sloan & Marx, 2025



Contraindications 
for WriT

•Self-injurious behavior

• (1-month hold
• or

• Refer to DBT first)

•Non-stabilized psychosis 

•No traumatic memory

Sloan & Marx, 2025



How To Implement in 
My Practice?

Sloan & Marx, 2025



Cognitive Processing Therapy

12 Sessions



PTSD: 
Disorder of Nonrecovery

0-2 days Resick, Monson, & LoSavio (2017)



Goals of CPT
•Examine the impact of the trauma 
on thoughts and feelings 

•Decrease avoidance and emotional 
numbing

•Consider alternative viewpoints of 
the trauma, oneself, and the world

•Reduce distress related to 
memories of the trauma

•Reduce negative emotions

Resick, P.A., Monson, C.M., & Chard, K.M. (2024)



Contraindications 
for CPT

•SI/HI with imminent risk

• Self-injurious behavior

•Non-stabilized psychosis/mania

•Substance use that requires 
immediate detox

•Extreme dissociation tendencies 
that put self or others at risk

•No traumatic memory
Resick, P.A., Monson, C.M., & Chard, K.M. (2024)



Keys to Effective CPT
• Identify Stuck Points

• what one is saying to oneself 
about the trauma and the 
consequences of the trauma

• Help patients to examine and 
challenge their stuck points

• To get them “unstuck” from 
recovering from the trauma

• Via Socratic dialogue

• Via Cognitive Restructuring

Resick, P.A., Monson, C.M., & Chard, K.M. (2024)



Impact Statement
Read impact statement aloud

Look for stuck points together 
– record on Stuck point Log

– Themes: safety, trust, 

power/control, esteem, 

intimacy

– Often formatted as 

“if...then” statements 

– Often include extreme 

language 

• “never”

• “always”

• “everyone”

Resick, P.A., Monson, C.M., & Chard, K.M. (2024)



ABCs

• HW – 1 stuck point per day – at least some on the index 
trauma; (others can be day-to-day evets)

Goal: understand relationship between thoughts (stuck 
points) and  (manufactured) feelings

Resick, P.A., Monson, C.M., & Chard, K.M. (2024)



Resick, P.A., Monson, C.M., & Chard, K.M. (2016)



• Help Patients to notice their 
own patterns

• Ultimately help Patients 
take over their own 

   Socratic Questioning
Resick, P.A., Monson, C.M., & Chard, K.M. (2016)



Thinking Patterns

Resick, P.A., Monson, C.M., & Chard, K.M. (2024)

• Jumping to conclusions/

   predicting the future

• Ignoring important parts of a 
situation

• Oversimplifying

• “Good-bad”; “right-wrong”

• Overreaching from a single 
incident 



Thinking Patterns
• Mind reading

• E.g., assuming that people 
are thinking negatively of you 
in the absence of evidence

• Emotional reasoning

• E.g., I feel fear, so I must be 
in danger

Resick, P.A., Monson, C.M., & Chard, K.M. (2024)



Resick, P.A., Monson, C.M., & Chard, K.M. (2024)



Alternative Thoughts/
Rational Responses

• “Rebuttal” to stuck points

• RRs should always be:

• Short

• Sweet (not include neg words)

• Evidence-based

• In patient’s own words

• what would seem most 
calming in that specific 
moment?



Wrapping up 
Cognitive Work

• Always have the patient leave 
with the Alternative Thought 
written down

• E.g., “I was not the cause”

• Assign for use when: 

• Entering a feared situation

• Any other time the relevant 
automatic thoughts/stuck 
points surface



Trauma Themes

• Safety

• Trust

• Power/control

• Esteem

• Intimacy

• Can be reviewed in any 
order, and only as relevant

Resick, P.A., Monson, C.M., & Chard, K.M. (2024)



Socratic Questioning
1) Clarifying questions

▪Examine beliefs more deeply by 
requesting more information

▪Help bring back to context (e.g., 
how big was the attacker?)

2) Probing assumptions 

▪Challenge unquestioned beliefs

▪ (e.g., If I just never went drinking, 
everything would have been 
okay)

Resick, P.A., Monson, C.M., & Chard, K.M. (2024)



Socratic Questioning
3) Probing reasons and evidence 

– helps patients examine the actual 

evidence supporting their beliefs 

(what evidence do you have that 

this was your fault?)

4) Challenging underlying or core 

beliefs

▪E.g.,“I am worthless” “I deserve 
bad things”

Resick, P.A., Monson, C.M., & Chard, K.M. (2024)



Keys to Effective CPT
• Remind that the trauma is in the 

past and is not occurring now

•  When patients stop avoiding 
the trauma memory, they 
have an opportunity to make 
positive change

• Impact statements

• Pre- and Post-

   treatment

Resick, P.A., Monson, C.M., & Chard, K.M. (2024)



Resick, P.A., Monson, C.M., & Chard, K.M. (2024)

How To Implement in 
My Practice?



Resick, P.A., Monson, C.M., & Chard, K.M. (2024)

How To Implement in 
My Practice?



Medication Considerations

• Recommend scheduled 
medications only

• (or, no medications)

• At minimum, ask Patient to 
commit to not taking PRNs in 
the context of exposure work



Metrics



Metrics
• PTSD Checklist-5 (PCL-5)

• Blevins et al., 2015

Minimum: Sessions 1, 

[4-8], [8-15]

(Every 2 sessions 

Foa et al., 2019)

PTSD:
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