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Abstract

Exposure therapy, despite its demonstrated efficacy for chronic PTSD, remains underutilized across clinical
settings. One suggested cause is that traumatized clients may not prefer exposure treatment. This paper reviews the
current literature on factors associated with treatment preference for exposure therapy. Contrary to expectations,
exposure-based therapy is not only perceived as a viable therapy but is well regarded among current therapy choices
by potential clients. In particular, we highlight the central role of client beliefs about the need to talk about
problems, the efficacy of treatment, and perceived need for help as crucial factors potentially impacting preference
for exposure therapy. Importantly, fear of exposure treatment does not appear to play asignificant role. To increase
utilization, clinicians should provide clients information to address factors believed to increase preference for
effective treatment.
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In the U.S. population, lifetime prevaence rates of posttraumatic stress disorder (PTSD) range
from 7% to 8% (Kesder et d., 2005; Kesder, Sonnega, Bromet, Hughes, & Nelson, 1995) and 12-month
rates approach 4% (Kesder, Chiu, Demler, & Walters, 2005). Prevaence rates among returning military
veterans are estimated to reach as high as 19.9% (Hoge et a., 2004). Despite this high prevalence, only
7.1% of individuas with PTSD make treatment contact within the first year of trauma exposure (Wang,
Berglund, Olfson, Pincus, Wells, & Kesder, 2005). Further, the median time to seek treatment for PTSD
istwelve yeas after disorder onset, with only 65.3% eventually seeking treatment and only 34.4% seeing
amenta hedth speciaist (Wang et d., 2005). Thus, it is of paramount importance that we begin to better
understand how to help individuals with PTSD seek clinically appropriate care.

The need for such care is likely to increase in coming years given the large number of active
military conflicts and peace-keeping missions currently underway. Indeed, in order to address the
expected increased numbers of veterans needing empirically-supported PTSD treatment (Hoge et dl.,
2004; Tanaelian & Jaycox, 2008), the United States Department of Defense (DoD) and the Veterans
Adminigtration (VA) have created Mental Health Centers of Excellence and funded large-scde initiatives
aimed at training practitioners to deliver evidenced-based PTSD treatment. Thistraining largely focuses
on cognitive behavioral interventions such as exposure therapy. Although a number of psychotherapies
have strong efficacy data (e.g., Bradley, Green, Russ, Dutra, & Westen, 2005), the recent Ingtitute of
Medicine (IOM, 2007) report on PTSD treatment concluded that the only sufficiently validated treatment
for PTSD at the present time is exposure therapy. Indeed, the efficacy of exposure treatment has been
strongly replicated across gender and types of trauma (e.g., Foa et a., 1991; 1999; 2005; Marks et al.,
1998; Resick et al., 2003; Rothbaum et al., 2005; Schnurr et a., 2007; Tarrier et d., 1999; Taylor et al.,
2003). Thus, exposure-based therapy is one of the treatments of choice for chronic PTSD.

Y €, both clients and therapists may be reluctant to choose this treatment. Despite exposure
therapy’ s proven benefits for PTSD, the treatment can be anxiety producing: clients are encouraged to
directly and repeatedly approach the trauma memory (e.g., imagina exposure) and traumarelated fears
(e.g., invivo exposure). Early commentators on the use of exposure therapy for PTSD voiced concerns
about potentialy retraumatizing the trauma survivor and increasing, rather than decreasing, his or her
suffering. Specificaly, Kilpatrick and Best (1984) suggested that high levels of anxiety during imagina
exposure may be a negative experience and result in an aversion to coming to therapy. Further, they
suggested that some clients may exhibit more distress than they did before treatment and as a result, be
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less likely to seek treatment in the future. Although these fears have not been empirically supported, with
exposure therapy failing to show more symptom worsening or treatment dropout (e.g., Foa, ZodlIner,
Feeny, Hembree, & Alvarez-Conrad, 2002; Hembree, Foa, Dorfan, Street, Kowlaski & Tu , 2004),
concerns regarding the potential tolerability of exposure both for the therapist and for the client remain
(e.g., Becker, Zayfert, & Anderson 2004; Tarrier et d., 1999; Pitman et al., 1991; 1996; Zayfert &
Becker, 2000). Indeed, arecent survey of practitioners suggested that while lack of training in exposure
therapy clearly plays arole in its under-utilization; even among therapists with such training fears about
how the client will tolerate exposure appear to impact therapists willingnessto use it (Becker et d.,
2004). Thus, based on these fears, clients and/or therapists may choose not to utilize exposure treatment
for chronic PTSD.

Importance of Preferencein Treatment for PTSD

We may be better able to understand, and potentially improve, treatment seeking and utilization
of evidence based treatments in people with PTSD by knowing more about individuals' reactionsto and
preferences for exposure-based treatment. One of the main reasons to examine client treatment
preferencesis practical. Although clients in efficacy studies typicaly enter treatment passively through
random assignment, clientsin routine clinical practice see atreatment provider after actively shopping
either for atype of treatment or a specific therapist (Seligman, 1995). Thus, athough we have treatments
with proven efficacy for PTSD, if this therapy is not available, or a client does not want this type of
therapy, then the therapy is of limited practical utility (Zoellner, Feeny, & Rothbaum, 2005). Indeed, a
National Institute of Mental Health workshop report (NIMH; Street, Niederehe, & Lebowitz, 2000)
suggested the need for better understanding “whether providers should try to accommodate patient
preferences for the type of treatment they wish to receive versus persuade them to accept one modality
over another” (p. 130). If clients are unwilling to choose exposure thergy, then the next question is
whether or not it is worthwhile to try to persuade them to accept this modality.

Another reason to examine treatment preferences is that they may lead to enhanced therapeutic
outcome. The idea of trying to accommodate client preferencesis not new. Asfar back as (1977),
Cronbach and Snow suggested that matching treatments to client characteristics may enhance clinica
outcomes, highlighting the role of what they termed aptitude by treatment interactions. Consistent with
this, in areview article, Beutler and Bergan (1991) concluded, . . .convergence of a client's attitudes and
vaues on those of his or her counselor islinearly related to the benefit experienced by the patient.”
Indeed, there is mounting evidence from ather disorders that clients who agree with rationales for
cognitive behaviora treatment improve more quickly and have better outcomes than those who do not
(Addis & Carpenter, 1999; Addis & Jacobson, 2000; Bedi et d., 2000; Chilvers et al., 2001; Fennd &
Teasdale, 1987; llardi & Craighead, 1994).

Thus, with regard to exposure therapy, the question that arises is whether or not thereisa
“match” between the rationale for the intervention and clients' perceptions of the type of care they need.
Will individuals with chronic PTSD choose exposure therapy? Does it match with their beliefs? We will
attempt to address both questions. This paper will review the literature on the preference for exposure
therapy, factors that influence traumatized individuals' treatment preferences, and will suggest a model
regarding how these factors contribute to clients' preferences for exposure treatment. Understanding the
factors that contribute to whether or not individuals are willing to enter exposure therapy may be critica
to current efforts aimed at dissemination and improving its utilization by therapists.

Will Clients Choose Exposure Therapy?
At abasic level, clients acceptance of exposure therapy may be largely influenced by their
preference for psychotherapy in general. In adiscussion of methods that could aid and speed
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dissemination efforts for psychologica treatments, Barlow (2004) noted that there is a large body of
evidence suggesting that when given the choice, the public generally prefers psychologica treatments
over pharmacological treatments. This literature spans awide range of psychologica disorders (panic
disorder: Hazlett-Stevens et d., 2002; Hofmann et a., 1998; eating disorders: Mitchell et al., 1990;
Wilson & Fairburn, 2002; PTSD: Zoellner, Feeny, Cochran & Pruitt, 2003; and depression: Bedi et d.,
2000; Chilvers et d., 2001; Dwight-Johnson, Sherbourne, Liao & Wells, 2000; Goldstein & Rosdlli,
2003) and strongly suggests that individuals suffering from a psychological disorder prefer
psychotherapy. The preference for psychotherapy in general may work in exposure therapy’ s favor by
predisposing clients to view any psychotherapy favorably.

A body of literature examining treatment preferences following trauma exposure and exposure
therapy, in particular, is just starting to emerge. Studies to date have largely focused on trauma exposed
(Roy-Byrne, Berliner, Russo, Zatzick & Pitman, 2003; Angelo, Miller, ZodlIner & Feeny, 2008) or
undergraduate samples (Becker, Darius, & Schaumberg, 2007; Tarrier, Liversidge, & Gregg, 2006;
Zo€lIner, Feeny, Cochran, & Pruitt, 2003), with only subsamples pointing to preferences for individuals
with chronic PTSD.

Two trials have explored preferences in traumaexposed samples, one regarding therapy in
general (Roy-Byrne et al., 2003) and the other specifically focusing on exposure therapy (Angelo et al.,
2008). In alarge preference trial, Roy-Byrne and colleagues (2003) explored the preference for
medication, counseling, or combined trestment in 466 women seen in the emergency room after a
physical or sexua assault. Although many women indicated an interest in both medication and
counseling, more women preferred counseling (76%) than medication (62%). However, this study did not
provide any detailed information about what these treatments would entail nor did it directly assess
PTSD. Inasmaller sample of traumaexposed women (n = 74), Angelo and colleagues (2008) provided
detailed treatment rationales for two empirically -supported treatments, prolonged exposure, a type of
exposure therapy, and sertraline, a serotonergic medication. After viewing standardized therapist-
delivered rationales, women were asked to choose among prolonged exposure therapy, sertraline, or no
trestment. The vast mgjority of women preferred prolonged exposure (81.7%) to sertraline (12.7%) or no
treatment (5.6%). Further, rates of choice did not change substantially when examining only those women
who met PTSD diagnostic criteria: 78.9% chose prolonged exposure, 13.2% sertraline, and 7.9% no
treatment (Feeny, Zoellner, Mavissakalian, & Roy-Byrne, 2008). Taken together, in traumaexposed
samples, there appears to be a preference for psychotherapy in genera and this preference is also evident
for exposurebased treatments.

In analogue studies, using undergraduate students and hypothetical scenarios, a similar preference
pattern emerges (Becker et al., 2007; Tarrier et a., 2006; Zoellner et d., 2003). In the first study to
directly examine preference for exposure therapy, Zoellner and colleagues explored choices of prolonged
exposure and sertraline for the treatment of PTSD in alarge sample of female undergraduates (n = 273)
over haf of whom had experienced a DSM-1V Criterion A trauma, and 18% of whom met diagnostic
criteriafor current PTSD. This anadogue sample was asked to imagine that they had experienced an
earlier sexual-assault and currently had PTSD-related symptoms, than they were presented with detailed
treatment rationaes for prolonged exposure (PE) and sertraline. The primary outcomes were perceived
credibility of the treatment (e.g., how effective they believed the treatment to be in general) and persona
reactions to the treatment (e.g., whether they believed the treatment would be effective for them
personally). Participants rated the PE as more credible and had more positive persona reactions than the
sertraline. When making a trestment choice, the mgjority of women (87.4%) chose PE, whereas only a
minority chose sertraline (6.9%) or no treatment (5.7%). Of women who met criteriafor PTSD, 74.1%
chose PE, 22.2%, chose SER, and 3.1% chose no treatment. As might be expected, participants' ratings
of perceived treatment credibility and personal reactions to the rationales coincided with their treatment
choices. This study further supports a genera preference for psychotherapy over pharmacotherapy, and
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shows a specific preference for exposure therapy. However, both the forced choice nature of this study
and lack of comparison to other treatment options rai se questions about how well exposure therapy
compares when compared to other psychotherapies for PTSD symptoms. That is, the preference shown
for exposure therapy may result from the lack of other psychotherapy dternatives.

To address these limitations, Becker, Darius, and Schaumberg (2007) investigated preference for
PTSD treatment in 160 undergraduate students comparing various treatment options including prolonged
exposure, sertraline, and various psychotherapies and interventions with differing levels of empirica
support (e.g., cognitive behavior therapy, eye movement desensitization reprocessing therapy, thought-
field therapy). Similar to Zoellner et a. (2003), participants were given a hypothetical scenario and
detailed treatment rationales for each choice. Even with an expanded range of psychotherapy treatments
of varying empirical support, exposure therapy was still the most preferred treatment (51%), with the
highest ratings of credibility. The next most preferred treatment was cognitive behavior therapy (22%).
For those individuals who met criteriafor PTSD (n = 11), exposure was once again the most preferred
treatment (36%). This study suggests that the preference for exposure therapy found in previous studies
was not solely an artifact of limited competition from other psychotherapy options. Importantly, the
authors did not equate rationales for each treatment with respect to empirical support for the treatment
because some psychotherapy alternatives had not been adequately researched. This potential difference
across rationales highlights the question of the degree to which empirical support plays arole in trestment
preference.

In asimilar study, Tarrier, Liversidge, and Gregg (2006) further expanded this treatment
preference paradigm and included fourteen different PTSD treatment options, with varied therapeutic
models (e.g., psychoeducation, imaginal exposure, cognitive therapy, stress management) and methods of
delivery (e.g., individua psychotherapy, groups, virtua redity, computers, etherapy). Three-hundred
and thirty undergraduates were given a hypothetica trauma scenario and treatment rationales designed to
reflect the information clients would receive in real-world clinical settings. Among the 14 options,
cognitive thergy was rated as the top choice treatment, cognitive therapy with exposure as the second
highest ranked, and imaginal exposure as the third highest ranked treatment. Preference in individuals
with PTSD was not directly examined in this sample. Notably, participants’ top five preferred treatments
were the trestments with the strongest empirical evidence, suggesting that clients may well be educated
consumers of psychotherapy and base their preference for treatment in part on empirical support.

The above studies demonstrate convincingly that there is a preference for psychotherapy
treatments for traumarelated difficulties and, despite questions to the contrary, an acceptance of and
preference for exposure treatment. This preference was found whether partic ipants were offered aforced
choice between exposure therapy and a medication or offered a wide range of psychotherapiesto
determine their preference of treatment. Y et, none of the studies to date include trestment-seeking
samples with chronic PTSD. However, in both the Angelo et d. (2008) and ZodlIner et a. (2003), rates
of preference for those with PTSD were comparable to the larger sample. Nevertheless, preferences may
be different when individuals are making actual treatment choices. These studies aso start to highlight
factors that may underlie treatment preference for exposure, including the potential importance of beliefs
or knowledge about empirical evidence. In the following section, we will review the role of client-related
beliefs, comorbid psychopathology and symptom severity, and demographic factors that may underlie
preference for exposure therapy.
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Factors Associated With Treatment Preference for Exposure

Client's Beliefs about Psychosocial Treatment

Thus far, across the research on treatment preference and choice of exposure, one of the strongest
factors associated with whether individuals will choose exposure treatment for PTSD isthe individud’s
beliefs about treatment (Angelo, Miller, ZodIner & Feeny, 2008; Cochran, Pruitt, Fukuda, ZodlIner &
Feeny, 2008; ZodlIner, et al., 2003). In particular, an individual’s beliefs about the mechanism of
trestment action (e.g., “Y ou need to talk about the trauma’), treatment’ s effectiveness (e.g., “therapy gets
to the root of the problem and does not just cover up the symptoms”), and the perceived need for therapy
(e.0., “Something this big can’t be dedlt with alone”) appear to be salient factors influencing treatment
preference for exposure based therapies (Angelo et a., 2008; Cochran et d., 2008). Each will be
reviewed below.

Treatment mechanism:  The importance of talking about problems. One of the most commonly
cited reasons for choosing exposure therapy is a belief regarding the importance of talking through
problems as away of healing. In Cochran et a.’s (p. 283, 2008) qualitative analysis of reasons
underlying treatment preference, one undergraduate wrote, “I think that it is important to talk about your
problems and figure out what is causing them.” Another also reiterated the same point suggesting that,
“Taking about problems makes me fed better.” Indeed, of the reasons given for choosing a treatment,
41% highlighted a need to talk about a problem and 28.2% highlighted a need to directly confront
problems (Cochran et a., 2008). These rates were comparable in their traumaexposed and PTSD
subsamples. Of note, women who stated positive feelings about talking were 7.01 times more likely to
choose exposure therapy over sertraline or no treatment. Angelo et a. (2008), in their trauma exposed
sample, a high percentage of primary reasons given for choosing a treatment (49.3%) highlighted a
similar construct and women who cited this construct were 2.63 times more likely to choose exposure
therapy. Thus, as might be expected, individuals who believe that talking about their traumais critica to
recovery overwhelmingly choose exposure therapy.

This strong emphasis on the need to talk about problems istelling and may reflect amore
generdized beief about the need to talk about psychologica difficulties and recovery (Hayes,
Kohlenberg & Melancon, 1989; Hayes & Wilson, 1993). This dovetails well with alarge body of
research noting the beneficia effects of talking about emotional events (Campbell & Pennebaker, 2003;
Groom & Pennebaker 2002, Pennebaker, Mehl, & Niederhoffer 2003). Alternatively, this perceived need
to talk about problems may be crucia in PTSD-related treatment because of the presence of an externa
event. PTSD provides a unique scenario for questions of mechanism, asit is one of the only disorders
that requires an externa event for the etiology of the disorder (Davidson & Foa, 1991). This can be
contrasted with depression where the etiology or cause of the disorder is often argued to be more
biological, and consequently internal nature (Shelton, Hollon, Purdon, & Loosen, 1991). This importance
of beliefs about mechanism suggests that individuals are thinking carefully about the relationship between
their current difficulties and possible treatments that might address these difficulties. These beliefs about
how problems are handled and confronted may aready be in place well before an individual experiences a
traumatic event. Overall, beliefs about treatment mechanism may play one of the largest roles influencing
aclient’ s treatment preference. That is, the match between a treatment and an individua’ s beliefs about
how a treatment might work, may be critical to understanding preferences.

Perceived effectiveness of therapy. As suggested above (Tarrier et d., 2006), the degree to
which individuas believe that a treatment is efficacious most likely influences their willingness to
undergo treatment, and indeed, this belief is also strongly associated with treatment choice (ZoelIner et
al., 2003). In particular, this belief appears to include ideas such as therapy getting to the root of the
underlying problem and producing long-lasting effects (Cochran et a., 2008). ZoelIner et a. (2003) found
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that 36% of their sample reported that perceived effectiveness of the treatment was the primary reason for
their choice of treatment. Similarly, Angelo et al. (2008) reported that 22.5% cited this as their primary
reason for their choice of trestment. In the Cochran et d. (2008) sample, this reason was the most
commonly given among all the reasons (73.6%) for choosing a treatment and increased the likelihood of
choosing exposure therapy by 4.56 times. Thisisal the more striking, as in this Cochran et al. (2008)
study, the wording regarding the effectiveness of exposure and sertraline was actually identical. Although
the perceived effectiveness of atreatment clearly plays an important role in individuals choice of
treatment, its ability to predict choice was actualy not as strong as beliefs about the mechanism of
treatment in the Angelo et a. (2008) sample. Though we would expect that individuals are more likely to
choose treatments they feel will be helpful at addressing their symptoms, the importance of efficacy
suggests that clients are conscientious consumers who when provided relevant information, are carefully
weighing their treatment options before choosing.

Perceived need for help. A related belief that may potentialy play a more important role among
those with chronic PTSD than in analogue samplesiis the perceived need for outside help. Typical
reasons given include statements like “ Something that big can’t be dealt with aone,” and “Treatment is
absolutely necessary.” (p. 284, Cochran et a., 2008). Yet, of al reasons given, only 22.3% of wamen
cited this as one of their reasons for treatment choice; however, when given, it was a strong predictor of
preference for type of trestment (Cochran et a., 2008). Notably, in this study though, this reason was
more about the role of medications than it was about exposure. That is, one interpretation is that the more
severe the problem is perceived the more there is a belief regarding the need for medication intervention.
In general, although psychotropic medications may be generally disapproved of, the severity of the
problem may underlie how much medication is perceived to be needed (Benkert et d., 1997). Across
studies, though, this belief has not been as systematically studied as either beliefs about perceived
mechanism or perceived effectiveness.

Fear of exposure. Notably, fear of exposure (“ This sounds like a difficult treatment.”), though
commonly thought of as areason for not choosing exposure, does not systematically emerge as a
predictor of choice. More specificaly, in our work, this reason consistently fails to be one of the key
reasons given underlying choice (< 25%; Angelo et a., 2008; Cochran et d., 2008; Zod Iner et d., 2003).
When wariness of treatment is more consistently mentioned, it is more often about wariness of
medications, or about not wanting any psychiatric trestment at al (e.g., “My faith will heal me.”), and not
necessarily about exposure therapy (Angelo, et a., 2008, Cochran et d., 2007). That said, none of these
studies directly asked about fear of exposure Instead, participants were asked to describe the reasons
underlying their preference. With this method, we can easily conclude that this fear appears not to be a
highly salient issue, but we cannot conclude that fear is not a concern.

If fears of exposure-related distress are indeed a concern, anxiety sensitivity, or fear of fear,
should consistently predict not choosing exposure. Y e, it does not predict choosing or not choosing
exposure (Angelo et a., 2008) nor is it associated with lower personal reactions and credibility of
exposure (Zoellner et a., 2003). Further, given that individuals are willing to choose exposure therapy
even in the midst of other viable treatments (e.g., Becker et a., 2007; Tarrier et d., 2006), and even
though they note associated discomfort (Tarrier et a., 2006), this further argues that, even if thisis an
issue for some individuals, other factors may be more directly affecting treatment choice. That is, even
though some individuals may be afraid of exposure, they still appear willing to enter exposure treatment,
perhaps because their belief that talking about the event is necessary to recover from it is stronger than
their fears.

Summary regarding importance of beliefs. Importantly, beliefs about the nature of treatment

appear to be some of the strongest predictors of trestment choice, almost always outperforming
demographic and psychopathology factors further discussed below. These beliefs are likely not a unitary
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construct, with some factors being more important than others. Specifically, beliefs about the mechanism
of treatment, including the importance of talking about a problem and the etiology of PTSD-related
symptom, are consistently some of the strongest predictors for exposure treatment preference. Beliefs
about the efficacy of treatment aso predict exposure treatment preference, suggesting that preference is
also determined by a belief that a given treatment will work. Perceived need for help aso appearsto be a
salient issue, potentially more so for those with more severe symptoms. Finaly, despite argumentsin the
literature that fear of exposure should play alarge role in treatment preference, there is a striking lack of
evidence that would suggest that individuals are avoiding choosing exposure as aresult of their fear of the
arousal that accompaniesit.

Symptom Severity and Diagnostic Co-occurrence

Though preexisting client beliefs are some of the strongest predictors of trestment preference,
there are other factors that may play arole aswell. One such factor is symptom severity, which modestly
predicts not choosing exposure therapy in PTSD. Indeed, ZodlIner, Feeny and Bittinger (2008) showed
that severity of psychopathology (depression or PTSD) may be directly associated with a greater
likelihood of choosing pharmacotherapy, abeit at alow level. One possible reason for this preferenceis
that higher levels of symptoms may make individuals have doubts about their ability to fully participate in
exposure therapy. Consistent with this interpretation, higher state anxiety has been mildly associated with
lower persona reactions to exposure therapy in an analogue sample (r = -.17; ZodIner et d., 2003) and
the presence of co-occurring depression leads to a higher preference for pharmacotherapy over exposure
than for those individuals without depression (Feeny et a., 2008), though exposure therapy is still
preferred. Alternatively, individuals with more severe symptoms may choose other treatment options
such as medications for immediate relief of their psychologicd distress (Feeny et al., 2008). Taken
together, high symptom severity or the presence of comorbidity may be somewhat associated with less
receptivity to exposure therapy.

Prior Treatment History

Another possible factor contributing to treatment preferenceis prior history of treatment. Though
we would expect prior experience with any form of psychotherapy or pharmacotherapy to be potentially
associated with treatment preference, the results to date have been mixed. Two studies report small
associations between past experience and treatment preference (Roy-Byrne et d., 2003; Tarrier et d.,
2006), with positive past therapy experience or knowledge predicting preference for psychotherapy
(Tarrier et a., 2006). However, prior therapy experience or medication experience were not substantially
associated with choice or exposure therapy and sertraine (Angelo et al., 2008; Feeny et d., 2008;
ZodIner et ., 2003) or ratings of personal reactions and credibility of exposure or sertraline (Angelo et
al. 2008). It may be that, even among those with prior therapy experience, exposure therapy is perceived
a“new” therapy possibility and accordingly, experience with other therapies does not directly affect its
preference. Thus, past trestment experience may play a small but potentially unstable role in trestment
preference, though the current studies are not sufficient to fully determine the relationship between the
two.
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Figure1l. A Beliefs-based Modd for Preference for Exposure Therapy for Chronic PTSD.

Demographic Factors

Across arange of demographic factors including age, education, income, ethnicity, history of
trauma exposure, at thistime, only three factors have consistently emerged as being associated with
treatment preference in PTSD: education (Angelo et a., 2008), cultural background (Zoellner et d.,
2008), and gender (Roy-Bryne et a., 2003). Yet, in these findings, these factors appear to be associated
with modest, at best, predictive value of treatment preference.

Because beliefs about treatment strongly predict exposure therapy preference, there are a number
of reasons why we might expect education to be similarly related. Indeed, in a community sample of
women with a history of trauma, higher levels of education predicted choosing exposure therapy (Angelo
et a., 2008), though this finding has not be seen in other studies (ZodlIner et a., 2008) and was not
examined in others (e.g., Becker et a., 2007; Roy-Bryne et d., 2003; Tarrier et a., 2008). Regardless, it
may be that this relationship when seen speaks to amore general association between education and
preference for psychotherapy often seen in the literature (Olfson & Pincus, 1994) rather than anything
overtly specific to exposure therapy.

Other demographic variables such as ethno-cultural factors may influence treatment preference
for exposure. Indeed, in severa preference studies (Dwight-Johnson et d., 2000; Hazlett-Stevens et dl.,
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2002; Wagner et al., 2005), ethnic minorities indicated being less receptive to medication than

Caucasians. However, this has not been replicated in trauma exposed samples (Angelo et ., 2008; Roy-
Byrne et a., 2003), or in one study which found asmall effect of ethnic minorities' preference for
pharmacotherapy over psychotherapy (ZodIner et a., 2008). Given the evidence that ethnic minorities
are less likely to seek mental health services (Wyatt, 1992), it is dl the more important to better
understand specific cultura factorsin choosing treatment for mental health issues. As suggested by
Wong and colleagues (2003) credibility of treatment options may be moderated by cultural identity and
sdf-construals rather than broad categorizations of group membership. Clearly, at this time, better studies
are needed to examine the influence factors such as cultural identity and self-construal on treatment
preferences in PTSD and exposure therapy specifically.

There is aso little known on the relationship of treatment preference to gender in PTSD.
In general, women are more likely to engage in psychotherapy (Kushner & Sher, 1991) whereas men are
less willing for reasons potentially related to being socialized as self-reliant and avoiding self-disclosure
(Nadler, Maer & Friedman, 1984), suggesting that gender may differentialy impact treatment preference.
One study with sexual assault survivors showed that being female was predictive of preferring either
medication and psychotherapy (Roy-Bryne et d., 2003), suggesting a general inclination in women for
seeking help of any kind. Studies by Zodllner et a. (2003) and Angelo et a. (2008) utilized female only
samples, and, accordingly, rates of choice in these samples may actually reflect gender effects. Other
preference studies have included primarily females as well (62%; Becker et al 2007; 64%; Tarrier et d.,
2006) and have not investigated the impact of gender on choice.

Taken together, our current understanding of the influence of psychopathology, prior treatment
history, demographic variables on treatment preference for exposure therapy is relatively limited. Some
of these limitations are largely due to samples with limited ranges of these factors such as undergraduates
and lack of diversity of individuals with prior treatment experiences, varying ethnic backgrounds, or
genders. There is some preliminary evidence that higher symptom severity is associated with choosing
pharmacotherapy over exposure therapy, though it looks to be a smal effect. In general, demographic
factors such as education, ehnicity, and gender show low or inconsistent predictive ability in exposure
treatment preference, potentially reflecting a smaller causal role than treatment beliefs.

A Proposed Belief-based Model of Preference for Exposure Therapy for Chronic PTSD

In the treatment choice and preference studies reviewed above, exposure treatment was
consistently one of the most frequently chosen treatments for PTSD (Angelo et a., 2008; Becker et dl.,
2007; Feeny et d., 2008; Tarrier et al., 2006; Zoellner et a., 2003). Though this preference for exposure
therapy may reflect a general preference for psychotherapy over pharmacotherapy (Barlow, 2004; Becker
et a., 2007), research on the choice of exposure therapy for PTSD suggests a more complex picture. The
evidence reviewed above suggests that perhaps the most critical determining factor for treatment choice is
individua’s beliefsabout treatment. Indeed, individuals may have a complicated range of beliefs about
the match between exposure treatment and PTSD (Cochran et a., 2008), including beliefs about the
importance of talking about events, including the etiology and external nature of PTSD, beliefs about the
effectiveness of treatment, and their perceived need for treatment.

Though the current treatment preference literature is weak in certain areas (e.g., demographic
factors), it highlights a number of factors that potentially play an important role in treatment preference
for exposure. In order to provide a conceptual framework for further research into preference for
exposure therapy, we have proposed a belief-based model that incorporates what we believe to be
potentially key empirically-supported factors that may influence exposure treatment preference. Figure 1
presents this belief-based model. This model includes the relationship between the factors discussed
above and the hypothesized roles that they play in the prediction of treatment preference, highlighting
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both proposed direct and indirect effects. In interpreting this figure, the relative size of the ovals denoting
key constructs and thickness of the lines denoting key associations are potentially indicative of stronger
more consistent associations.

Notably, this mode is broken into pretrauma, event-related, and post-trauma factors. Prior to
trauma exposure, it islikely that individuals have thought about what it would be like to have experienced
atraumatic event (e.g., rape, combat, etc.) and aready have some bdiefsin place about how to handle
certain types of problems and, in particular, beliefs about the importance of talking about problems. We
propose that various demographic factors, such as education, cultural identity, and gender may exert their
influence on preference largely through a general belief about how psychologica treatments work, that is,
the believed key treatment mechanism. In addition, other demographic factors such as prior trauma
history may aso exert their influence through this belief, though at present this is unstudied. Further, prior
experience with either psychotherapy or pharmacotherapy for psychological problems may aso exert its
influence on treatment preference through pre-existing beliefs about treatment mechanism.

We have included two specific event-related factors, neither of which has proposad direct effects
on preference for exposure. Obvioudly, the severity of atraumatic event is consistently associated with
severity of post-trauma reactions and thus is included specificaly in that regard (Brewin, Andrews, &
Vaentine, 2000; Ozer, Best, Lipsey & West, 2003). We have aso included a variable we term “event
stigma”, referring to the individual’ s perception of societa or salf stigma of the event. Thisis afactor has
not been previously explored. However, we deem it potentially important for whether or not individuals
will perceive aneed for treatment. Indeed, given the focus of previous studies on more homogeneous
samples, it may be that certain types of events or event characteristics are perceived as more stigmatizing
than others (e.g., Frazier & Berman, 2008; Hoge et a. 2004; Ullman, 1996); and, accordingly, individuas
will be less likely to perceive a need or have a willingness to seek treatment.

Findly, we have included a variety of post-event factors. Of primary note, key factors here are
beliefs about the effectiveness of therapy and one' s perceived need for treatment. Given that providers
have pre-existing beliefs about the effectiveness of exposure for their particular clients (e.g., Becker,
Zayfert & Anderson, 2004), we have included this as a factor associated with whether or not an individual
will perceive exposure therapy as an effective treatment. Further, event stigma, current symptom
severity, and beliefs about the effectiveness of treatment are hypothesized to impact a belief about the
need for treatment. We also have included a direct link between severity and choice of exposure, as
individuals with higher symptom severity may be less likely to choose exposure therapy (Zoellner et d.,
2008). Notably, as discussad above, fear of exposure itself does not appear to deter people from
preferring exposure in generd; and accordingly, it is not included as a central construct in this beliefs
modd.

Many areas of the proposed model have yet to be thoroughly investigated, but the model
incorporates and synthesizes key factors found to date to play arole in treatment preference for exposure
and provides an initia framework for their interaction. Obvioudy, our current knowledge of preference
for exposure needs to be expanded to include much larger samples and various groups of trauma survivors
with PTSD; and accordingly, this model should only be viewed as preliminary. Of particular note in this
model is a shift away from focusing on demographic factors in predicting treatment preference to more
specifically understanding individual’ s belief systems about treatment seeking both in general and more
specificaly about exposure for the treatment of chronic PTSD. Ultimately, we believe that what
individual’s believe about themselves and treatment will most dramatically influence their preference for
or against a trestment. This may also have a profound influence on treatment adherence, dropout, and
clinical outcome, reflecting either a good or poor aptitude by trestment match.
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Clinical Implications

Importantly, contrary to some clinicians beliefs, the studies reviewed above strongly show that
individual will choose exposure when given an empirically sound rationale for it. Further, treatment
beliefs play acritical role in exposure treatment preference and therefore should routinely be addressed
and incorporated in treatment rationales. The presentation of treatment rationales is the primary
opportunity for clinicians to understand beliefs that clients have. Clinicians should be prepared to offer
clients seeking treatment for PTSD amenu of empirically-supported treatments and, importantly, be able
to offer rationales that include information about key areas potentialy affecting choice, namely the
hypothesized underly ing mechanism of treatment and information regarding the research supporting its
effectiveness.

In this process, clinicians should assess clients' treatment-related beliefs and incorporate these
beliefs into treatment rationales, in an effort to not only enhance confidence in their treatment choice but
potentially also to enhance treatment adherence. For instance, if a client already has a strong belief that
talking about their traumatic event is important to their recovery, highlighting this aspect of exposure
treatment may foster a better aptitude by treatment match for exposure. Conversely, if aclient believes
that psychotherapy treatment that does not focus on talking about the event is just as likely to be
beneficial, the clinician may devote more of the rationale to discussion the empirical basis for talking
about the traumatic event. Alternatively, in the instances where a good “match” cannot be achieved, it is
important to remember that there are a number of other empirically-supported treatments for trauma
related PTSD (Foa, Keane, & Friedman, 2000). Thus, by actively assessing the clients beliefs during the
treatment contemplation phase, the clinician can tailor their treatment rationales to result in the greatest
likelihood of the client choosing a*“good match.”

It isimportant to note, however, that client’s beliefs about treatments may well be inaccurate, and
therefore may contribute to an unwillingness to participate in effective treatments. For example, clients
may believe that revisiting traumatic events can only serve to further upset them and therefore that
exposure therapy cannot address their symptoms. Or, a client may believe that there are no differencesin
the empirical support between various psychotherapies and therefore feel any treatment may be as
helpful. In these instances, the clinician must be able to highlight the incorrect portions of the client’s
treatment beliefs and to provide corrective information. Lastly, though clinicians can present clients with
the important information regarding the therapies they are considering, a clinician’s ability to influence
the client’s choice, even by dragtically atering information they may provide, may be limited (Feeny,
Zo€llner, & Kahana, 2008). That is, clients may come into treatment with strong pre-existing preferences
regarding what will be helpful to them and these beliefs may be highly resistant to change.

Though exposure therapy generally appears to be considered a viable trestment option, the
current underutilization of exposure suggests that there is still much work to be done. Namely, any
efforts that prove helpful at increasing clients' preference for effective PTSD treatment, in any form, are
clearly in the client’s best interest. One interesting area of PTSD research that may prove influentia in
enhancing client utilization of exposure is its adaptation to virtua reality (VR) environments (Difede,
Cukor, Patt, Giosan, & Hoffman, 2006; Rothbaum, 2006). Though VR includes the same components of
typical exposure therapy, the addition of VR may well make this treatment more palatable to some clients
and therapists. In particular, VR may be alarge sdlling point for young male and female military veterans
with PTSD. The use of technological may make therapy more like playing a therapeutic “video game”
and remove some of the stigma or embarrassment associated with psychotherapy (Rothbaum, Hodges,
Ready, Graap & Alarcon, 2001). Garcia-Paacios and colleagues (2002) found that among undergraduate
students, virtual reality exposure trestment for spider phobia was greetly preferred to traditional in-vivo
exposure (Garcia-Paacios, Hoffman, Carlin, Furness, & Botella, 2002). However, it should be noted that
when included as options for PTSD treatment, exposure with VR wes rated as one of the five lowest
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preferred treatments (Tarrier, et a., 2006). Other efforts to increase the utilization of exposure might be
aimed at clinicians themselves. Insufficient training in the delivery of exposure therapy appears to be
one, but perhaps not the most important reason for therapist underutilization (Becker et a., 2004).
Clinicians who are concerned about the well being of their patients may be reassured that not only is
exposure therapy acceptable to many individuas, it isin fact, preferred.

In summary, despite concerns to the contrary, the current treatment preference literature shows
that exposure treatment is awell accepted and preferred treatment for traumarelated difficulties. Across
anumber of studies, whether given aforced choice between treatments or allowed to rank preference
among a number of treatments, exposure therapy is consistently rated as one of the more preferred
treatment options. Despite this preference, exposure therapy remains underutilized, and eff ortsto
increase utilization must examine the factors that contribute to treatment preference. The studies
reviewed above show that the strongest predictor of trestment preference for exposure are client beliefs.
This suggests that treatment-seeking clients enter a clinician’s office with clearly thought out beliefs
about how treatment will work, if treatment will work, and whether or not they need treatment. Each of
these types of beliefs affects treatment preference in powerful ways and should be incorporated into
treatment rationales by clinicians to facilitate good treatment matches for clients.
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