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ABSTRACT 

 

LAURA OEI 

AN INVESTIGATION OF PSYCHOTHERAPISTS’ CLINICAL DECISION MAKING 

FOR TREATMENT OF POSTTRAUMATIC STRESS DISORDER 

 

AUGUST 2017 

Research suggested that empirically-supported treatments (ESTs) and available 

treatment guidelines for posttraumatic stress disorder (PTSD) are underutilized. Evidence 

suggests that psychotherapists’ attitudes, training in empirically-supported treatments, 

years of clinical practice, and theoretical orientation influence their utilization more than 

established guidelines.  Limited research investigated the clinical practices of 

psychotherapists who treat PTSD.   In the present study, an attempt was made to 

investigate psychotherapists’ treatment practices for patients diagnosed with PTSD.  

In addition, an attempt was made to determine how theoretical orientation, 

evidence-supported exposure-based training, and years of clinical training impacted 

treatment practices. The author-generated demographic and training information 

questionnaire, informed consent, vignettes, and trauma practices questionnaire (TPQ; 

Craig & Sprang, 2009) were administered through Psychdata, an online survey website 

and were distributed via email to program training directors and personal contacts.  

One hundred and forty-three participants were included in the final data analysis. 

A repeated measures analysis of variance (ANOVA) revealed that psychotherapists rated 

eclectic therapy and cognitive therapy interventions highest for vignettes 1, 2, and 3. A 
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one-way multivariate analysis of variance (MANOVA) revealed that psychotherapists 

who identified CBT as their primary theoretical orientation rated cognitive therapy higher 

than psychotherapists who identify with integrative, psychodynamic, or other theoretical 

orientations.  Several one-way MANOVAs were conducted revealing that 

psychotherapists with no training in evidence-supported treatment (i.e., prolonged 

exposure [PE], cognitive processing therapy [CPT], or eye movement desensitization and 

reprocessing [EMDR]) did not rate eclectic therapy higher for vignette 1, 2, or 3. Results 

indicated that psychotherapists with training in PE or CPT rated cognitive or behavioral 

therapy interventions highest.  Several one-way MANOVAs were conducted revealing 

that psychotherapists with high years (8-39) of clinical training did not rate eclectic 

therapy higher for vignette 1, 2, or 3.  
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CHAPTER I 

INTRODUCTION 

 Emphasis continues to be placed on implementation of empirically-supported 

treatments (ESTs) in practice, yet considerable disagreement abounds among 

psychotherapists in the utility and role of ESTs in the treatment of Posttraumatic Stress 

Disorder (PTSD).  Several guidelines have been established to aid in the treatment of 

PTSD with the intent to promote best practices.  The established guidelines classify the 

utility of specific interventions based on the available empirical evidence (Sprang, Craig, 

& Clark, 2008).  Despite the development of numerous treatment guidelines for trauma 

and PTSD, the implementation of ESTs continues to reflect a gap between science and 

practice.     

ESTs integrate science and practice (Beck et al., 2014).  The Society of Clinical 

Psychology (Division 12) outlined principles that encourage preferential use of ESTs 

when available for a specific condition or problem (American Psychological Association, 

2006; American Psychological Association, 2017). ESTs are supported by the best 

available research, which ultimately means that patients engaged in ESTs have the best 

clinical outcomes. ESTs for PTSD are based on randomized control trial (RCT) designs, 

and include Prolonged Exposure (PE), Cognitive Processing Therapy (CPT), and Eye 

Movement Desensitization and Reprocessing (EMDR). CPT has strong empirical support 

and the basic premise is that cognitions related to trauma impact emotional and 
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behavioral responses (American Psychological Association, 2017; Society of Clinical 

Psychology, 2016 a). PE has also received strong empirical support (Society of Clinical 

Psychology, 2016 b). The basic premise of PE is that repeated exposure to thoughts, 

feelings, and situations associated with the trauma eventually lead to the extinction of 

distress. Finally, EMDR has strong empirical support, but is also classified as 

controversial. EMDR combines eye movements and cognitive processing of the traumatic 

event, but it has been suggested that the eye movements may be a superfluous addition to 

an exposure-based treatment (Society of Clinical Psychology, 2016 c).   

The American Psychological Association (2006) outlined a broader more 

inclusive definition of Evidence Based Practices in Psychology (EBPP), which is not 

limited to ESTs using RCTs. EBPP advocates for the integration of research, clinical 

expertise of the psychotherapist, and individual patient factors (i.e., culture, 

characteristics, preferences; American Psychological Association, 2006).  In the 

treatment of PTSD, patient preference for receiving different types of treatments is often 

given priority and reflects a consumer-driven treatment approach (Monson & Shnaider, 

2014). Despite the EBPP recommendations, the limited utilization of research supported 

interventions (e.g., ESTs) suggests a reliance on clinical expertise and patient 

characteristics. Although patient preferences should influence treatment planning, only in 

ideal circumstances are psychotherapists trained in all of the available treatments for 

PTSD (Monson & Shnaider, 2014).   
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Background of the Problem 

Access to ESTs has become a priority for public health authorities in the U.S. and 

more than two billion dollars have been allocated to disseminate these interventions 

(McHugh & Barlow, 2010). A significant disconnect exists between scientific research 

and clinical practice.  In order to address this gap, practice guidelines were created by 

organizations, such as the Institute of Medicine (IOM), the International Society for 

Traumatic Stress Studies (ISTSS), the Department of Veteran’s Affairs (VA), and the 

Department of Defense (DoD). Unfortunately, psychotherapists infrequently adopt these 

practice guidelines (Couineau & Forbes, 2011).  

Considerable evidence suggested that psychotherapists’ attitudes and theoretical 

orientation influenced their utilization more than established guidelines (Craig & Sprang, 

2009). Psychotherapists cited their training and acquired skills as the predominant reason 

for utilization of ESTs (Craig & Sprang, 2009).  Couineau and Forbes (2011) also found 

that psychotherapists’ concern for potential patient decompensation influenced their 

choice not to utilize exposure-based treatments.  

Researchers continuously acknowledged the lack of consistent utilization of ESTs 

in the treatment of PTSD, despite the empirical evidence supporting their effectiveness 

(Juel 2012; Rosen et al., 2004).  The EBPP described by the American Psychological 

Association utilized a broader treatment approach that incorporates best available 

research, clinical expertise, and patient characteristics. Most psychotherapists are not 

trained in more than one or two ESTs (Craig & Sprang, 2009).  Currently, no clinical 
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model has been developed to guide the use of clinical expertise to determine treatment 

selection for PTSD. 

Statement of the Problem 

 Current literature explored the theoretical orientation, beliefs, concerns about 

patient response, and attitudes of psychotherapists with trauma training as predictors of 

EST utilization (Craig & Sprang, 2009; Sprang & Craig, 2007). The available literature 

suggested that psychotherapists underutilized exposure-based ESTs recommended within 

treatment guidelines. Researchers examined some of the factors that influence the 

utilization of ESTs (Craig & Sprang, 2009; Hundt, Harik, Barrera, Cully, & Stanley, 

2016).  Unfortunately, psychotherapists’ specific intervention selection for PTSD has not 

yet been explored, which reflects a gap in the current literature.  Recent literature 

examined patient and provider factors impacting selection of ESTs, but had not explored 

specific types of interventions utilized (Hundt et al., 2016). Available research addressed 

the types of treatments that are under-utilized by psychotherapists (Couineau & Forbes, 

2011; Hundt et al., 2016), while the factors influencing psychotherapists’ choice of 

treatment of PTSD are less clear.  Although practitioners underutilized ESTs, limited 

research examined how these practitioners make clinical decisions about what 

interventions to use (Hundt et al., 2016).  

Purpose and Significance of the Study 

The purpose of the present study was to examine the current practices of 

psychotherapists treating patients diagnosed with PTSD and factors influencing treatment 
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choices. The present study utilized a quantitative method to assess psychotherapists’ 

clinical decision making using the Trauma Practices Questionnaire (TPQ) and vignettes. 

Psychotherapists were asked to complete the questionnaires, and were recruited via 

training programs and professional contacts.  The current research was one of the first to 

explore trauma practices beyond selection of ESTs and may help to explain the gap 

between scientific research and clinical practice.  
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CHAPTER II 

LITERATURE REVIEW 

Previous studies suggested that 60 to 65% of men and 50 to 51% of women will 

be exposed to at least one traumatic event in their lifetime (Creamer, Burgess, & 

McFarlane, 2001) and traumatic events are no longer believed to be a rare occurrence 

(Foa, Keane, Friedman, & Cohen, 2009).  Despite exposure to traumatic events, the 

lifetime prevalence of posttraumatic stress disorder (PTSD) in the U.S. is less than 7% 

(Norris & Slone, 2013).  Traumatic events have the ability to alter social, psychological, 

and biological functioning, and memories of the trauma have the potential to impact a 

person’s current level of functioning (Schubert & Lee, 2009).  PTSD had been linked to 

significant health, interpersonal, and social issues (Foa, Gillihan, & Bryant, 2013) and 

had been found to significantly reduce quality of life (Rapaport, Clary, Fayyad, & 

Endicott, 2005).  

Definitions and Diagnostic Criteria 

The American Psychiatric Association (2013) defined trauma as exposure to 

actual or perceived death, serious harm, or sexual violence that may occur in one or more 

of the following ways: (1) direct experience to a traumatic event, (2) witnessing a 

traumatic event, (3) learning that the traumatic event occurred to a close friend or family 

member, or (4) repeated exposure to adverse details of a traumatic event. The definition 

of trauma may extend beyond the current diagnostic definition and the issue of what is 
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considered traumatic is an ongoing source of debate among psychotherapists (Briere & 

Scott, 2015; Kubany, Ralston, & Hill, 2010). An earlier version of the Diagnostic and 

American Psychological Association (2005)Statistical Manual of Mental Disorders 

(DSM-III-R; American Psychiatric Association, 1987) defined trauma as events that 

caused significant distress, but were not necessarily life threatening (e.g., emotional 

abuse). The DSM-5 definition of trauma was no longer operationalized by the experience 

of “intense fear, helpless, or horror” (American Psychiatric Association, 1994, p. 428; 

American Psychiatric Association, 2013).  The definition of trauma had been broadly 

defined within the literature (Briere & Scott, 2015) but for the purposes of the present 

study, the DSM-5 (American Psychiatric Association, 2013) definition of trauma was 

used.   

As a result of exposure to trauma, individuals with PTSD also experienced 

emotional, cognitive, and behavioral symptoms. Additional PTSD features noted in the 

DSM-5 included re-experiencing, avoidance, negative cognitions and mood, and 

hyperarousal (American Psychiatric Association, 2013). Re-experiencing the trauma 

involved recurrent or intrusive recollections (i.e., images, perceptions, or thoughts) which 

may present as hallucinations, flashbacks, or another form of prolonged distress. 

Avoidance referred to the intentional evasion of thoughts, feelings, or reminders of the 

traumatic event. Negative cognitions and mood included an array of feelings and 

thoughts that range from a distorted sense of blame, to a reduced interest in activities or 

interaction with others, to a loss of key memories related to the event (American 
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Psychiatric Association, 2013). Hyperarousal included behaviors that are aggressive, 

reckless, or self-destructive, as well as sleep disturbance and hypervigilence. In response 

to the trauma, individuals with PTSD experienced distress or impairment in their daily 

functioning. For a diagnosis of PTSD, the duration of symptoms must be more than one 

month and criteria must be met for intrusive symptoms, avoidance of stimuli associated 

with the trauma, alterations in cognition and mood, and alterations in arousal and 

reactivity (American Psychiatric Association, 2013).  

Psychotherapeutic Interventions 

 The search for effective treatments for PTSD is a priority in the field of 

psychology. A variety of interventions have been developed and empirically tested to 

treat PTSD. Research found several effective treatments for PTSD, but additional 

research is necessary in order to assess if integrative approaches may be warranted.  

Cognitive, behavioral, psychodynamic, solution focused, and eclectic therapies are 

identified as psychosocial treatments for individuals who have experienced a traumatic 

event.  

Cognitive Therapy 

Cognitive therapy (CT) is identified as a system of psychotherapy that utilized an 

operationalized treatment approach and elaborated upon theories of psychopathology and 

personality (Beck, 2011). Psychopathology is characterized by dysfunctional beliefs, 

appraisals, and memories that function in conjunction with emotions, behavior, and 

physiological responses (Beck & Dozois, 2011).  Although the CT model posits that 
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cognitive appraisal impacts emotional, behavioral, and physiological responses, CT 

recognizes the complexity among the interrelated systems (Beck & Dozois, 2011; Beck, 

2011).   Challenging misperceptions and adjusting unhelpful thoughts and behaviors 

results in improved reactions (Beck, 1964).  CT presumes that the processing and 

synthesis of information is vital for survival and adaption (Beck & Dozois, 2011).  

CT for the treatment of PTSD utilizes examination of negative beliefs about self, 

others, and the world that result following a traumatic event.  The therapist and patient 

work together to challenge and reexamine negative beliefs so that the patient is able to 

develop a more positive and empowered appraisal of self, others, and the world. 

Challenging negative beliefs fosters a more cohesive and coherent understanding of the 

traumatic event and the impact of the traumatic event on individual’s life (Foa, Molnar, & 

Cashman, 1995).  

Behavioral Therapy 

 Behavioral therapy began with scientific and philosophical roots in conditional 

reflex (Calhoun & Turner, 1981). Classical and operant conditioning form the foundation 

of behavioral therapy. Classical conditioning is defined as an approach to learning where 

prior stimulation was used to explain particular responses (Kanfer & Phillips, 1970). The 

operant conditioning model is synonymous with behavior modification. The principle of 

operant conditioning stems from the idea that behavior is influenced by consequences 

(Calhoun & Turner, 1981). The classical conditioning model emphasizes the stimulus, 

whereas the operant condition model emphasizes the response. The characteristics of 
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behavioral therapy included the following: (1) commitment to empirical evaluation of 

treatment and psychotherapeutic techniques, (2) belief that experiences provide the 

opportunity to learn prosocial or adaptive behavior, (3) measurable treatments, and (4) 

treatment effects that may be evaluated through multiple-response modalities (Calhoun & 

Turner, 1981). 

  Behavioral therapy in the treatment of PTSD posits that classical conditioning 

and operant conditioning serve as primary functions in the evolution of psychopathology 

(Shalev, Friedman, Foa, & Keane, 1996). PTSD symptoms are believed to develop 

through the process of classical conditioning and are maintained through operant 

conditioning and, specifically, behavioral avoidance (Zoellner, Eftekhari, & Bedard, 

2009). PTSD behavior therapy interventions are categorized broadly into exposure-based 

interventions (e.g., prolonged exposure [PE]) and stress and anxiety management skills 

(e.g., stress inoculation training [SIT]).  

Psychodynamic Therapy 

 Freud’s theory of psychoanalysis serves as a foundation for the development of 

psychodynamic theories. Psychodynamic psychotherapy follows the psychoanalytic 

tradition and retains the dynamic principles associated with psychoanalysis (Luborsky, 

O’Reilly-Landry, & Arlow, 2008). Psychodynamic theory examines how past 

experiences influence an individual’s present functioning.   

 Psychodynamic therapy for the treatment of PTSD is based on the assumption that 

psychopathology stems from the repressing of traumatic memories in an effort to defend 
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against painful cognitions and emotions (Breuer & Freud, 1895). Freud believed that the 

use of defense mechanisms helped patients manage distress, but led to distortions of 

reality. Intense psychological symptoms develop after patients become fixed in the past 

and reliant on defense mechanisms (Kudler, Krupnick, Blank, Herman, & Horowitz, 

2009).   Individuals develop insight into current functioning through exploration of 

defense mechanisms and past experiences.     

Solution-Focused Therapy 

 Solution-focused therapy (SFT) is a form of brief therapy that focuses on specific 

solutions instead of the problem (O’Connell, 2005). Solution-focused therapy is founded 

on principles of social constructionist philosophy, which suggests that many of the 

struggles experienced by patients stem from personal experience. Solution-focused 

therapy does not emphasize personality; instead, personality serves as a social 

construction. SFT is concerned primarily with observable phenomena, and was described 

as a pragmatic approach, which argues the perspective used to examine the situation 

produces and maintains the problem (O’Connell, 2005). Solution-focused therapy was 

not developed as a set of therapeutic interventions but as a reflective way of thinking (de 

Shazer, 1985).  

The major practice assumptions of solution-focused therapy are: (1) emphasis on 

solutions, strengths, and health; (2) systems perspective; and (3) inter-relatedness of the 

system (de Shazer, 1985).  Attention is directed to the patients’ wants and the impact a 

change may have on their daily functioning.  The emphasis is placed on attainable 
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solutions in the present moment.  Through repeated exploration, patients are able to 

identify solutions more quickly, focus on strengths, and recognize previous 

accomplishments (De Jong & Berg, 2013).   Solution-focused therapy assumes that 

change is constant, each problem pattern has a potential solution, and patients possess the 

capacity to engage in behaviors that exist beyond the problem pattern (de Shazer, 1985). 

Solution-focused therapy has not been directly evaluated as a trauma treatment.  

Eclectic Therapy 

 Eclecticism is an approach that may draw upon multiple theories to conceptualize 

a specific problem and does not hold rigidly to a single established assumption 

(Pachankis & Goldfried, 2007). Eclecticism is an approach that developed from the belief 

that human behavior was influenced by multiple factors.  Limitations within prevailing 

therapeutic approaches and discontent with current models of change resulted in the 

development of eclecticism (Pachankis & Goldfried, 2007).  

 Brief eclectic psychotherapy (BEP) combined cognitive behavioral psychotherapy 

and psychodynamic approaches for the treatment of PTSD (Resick, Monson, Gutner, & 

Maslej, 2014).  It has been suggested that outcome for clients may improve by combining 

treatments or by reducing components in order to achieve more efficient effects. Others 

suggested that stand-alone interventions when compared to combined treatments do not 

necessarily result in better outcomes (Bryant, Moulds, Guthrie, Dang, & Nixon, 2003). 

The BEP approach integrated several different intervention techniques, including the 

psychoeducation, imaginal exposure, writing component, and cognitive restructuring 
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(Foa & Rothbaum, 1998; Resick & Schnicke, 1992). In the BEP approach, elements of 

the psychodynamic approach are included, with a specific focus on shame and guilt and 

the relationship between the psychotherapist and patient.   

Empirically-Supported Treatments 

Empirically-supported treatments (ESTs) integrate science and practice (Beck et 

al., 2014). The Society of Clinical Psychology (Division 12) outlined principles that 

encourage preferential use of ESTs when available for a specific condition or problem 

(American Psychological Association, 2006). The implementation of ESTs relies on the 

assumption that an effective treatment should be utilized as early as possible to minimize 

the progression or continuation of the problem. ESTs are supported by the best available 

research; therefore, patients receiving ESTs have the best chance of clinical 

improvement.  

ESTs have received considerable support in the health care delivery system 

(McHugh & Barlow, 2010), but have faced considerable controversy among mental 

health providers (Craig & Sprang, 2009). Factors, such as lack of training, concerns 

associated with patient tolerance of treatment, and preference for non-manualized 

treatment approaches, appear to significantly influence the implementation of ESTs 

(Craig & Sprang, 2009).  Couineau and Forbes (2011) noted that lack of skills, 

confidence in treatment, beliefs about treatment outcomes (i.e., negative consequences 

for the patient) and organizational factors (e.g., lack of support) were barriers to the 

implementation of ESTs for PTSD, and ultimately drove clinical behavior.  
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Empirically-Supported Treatments for Trauma 

 

RCTs when compared to non-randomized control trials represent a more stringent 

method of examining treatment efficacy because internal validity is most likely ensured 

(American Psychological Association, 2006). Evidence produced from RCTs signified 

the most effective course of treatment for psychological disorders including PTSD 

(Sprang et al., 2008). Empirically-supported treatments, such as PE, EMDR, and CPT are 

identified as the most effective ESTs for PTSD.  

Prolonged Exposure 

Foa and Kozak (1986) developed the Prolonged Exposure (PE) protocol based on 

emotional processing theory, which served as a framework for understanding the 

mechanisms of exposure therapy and anxiety disorders.  PE is a trauma-focused 

behavioral treatment approach that integrated imaginal and in vivo exposure techniques 

into an empirically-supported treatment package (Foa, Hembree, & Rothbaum, 2007). PE 

is prescribed as a first-line treatment for PTSD (Benedek, Friedman, Zatzick, & Ursano, 

2009; Foa et al., 2009). PE utilizes core concepts from emotional processing theory (Foa 

& Kozak, 1986) and included cognitive elements, which is based on a behavioral 

conceptualization of PTSD (Monson & Shnaider, 2014). Symptoms of PTSD are 

believed to be maintained as a result of the improper storage and processing of the 

traumatic memory (Foa et al., 2007). PE is believed to assist in the processing of the 

traumatic event through confrontation of the feared memories associated with the event 

and adjusting the maladaptive cognitions tied to the traumatic memory.  
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Exposure techniques involved repetitive recollection of traumatic memories and 

scenarios that are related to previous traumatic events. Exposure therapy allowed for the 

exploration of the traumatic event through re-experiencing the reactions and beliefs 

associated with the event in a safe and controlled environment (Johnson, 2009).  

Individuals develop a conditioned response to the emotions, cognitions, and situations 

associated with the traumatic memory. Exposure therapies seek to address avoidance, 

which is an attempt made by an individual to manage distress by avoiding stimuli that 

cause activation. Exposure therapies seek to correct the conditioned responses associated 

with PTSD, and are designed to facilitate confrontation of feared stimuli. Over the course 

of treatment, the maladaptive emotions, cognitions, and behaviors become extinguished 

(Johnson, 2009). Exposure therapy is classified as the recommended treatment modality 

to address “intrusive thoughts, flashbacks, trauma-related fears, panic attacks, and 

avoidance” (Foa et al., 2009, p. 143) and is believed to be one of the two most effective 

treatments for PTSD (Foa et al., 2007). Exposure therapies are associated with significant 

improvements in quality of life for individuals with PTSD (Foa et al., 1999). 

Unfortunately, exposure therapies often faced considerable patient dropout and patients 

may experience short-term increased distress (Johnson, 2009).   

Foa, Rothbaum, Riggs, and Murdock (1991) randomly assigned 45 female rape 

victims diagnosed with chronic PTSD to either PE, SIT, supportive therapy, or active 

wait-list control groups.  The participants in PE and SIT treatment groups experienced 

significant improvement from pre-treatment to post-treatment on all three PTSD clusters.  
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The participants in the supportive therapy treatment group experienced arousal symptom 

improvement, but did not experience improvements on the avoidance or re-experiencing 

symptom clusters. The wait-list control group did not experience any improvement. The 

participants in the PE treatment group maintained symptom improvement at the one–year 

follow-up (Foa et al., 1991).  

Schnurr, Friedman, Engel, Foa, Shea, & Chow et al. (2007) conducted a 

randomized control trial of 277 female Veterans and seven active duty female service 

members diagnosed with PTSD who received either present-centered therapy or 

prolonged exposure for 90-minutes over the course of 10 weeks. Forty-one percent of the 

female Veterans who received prolonged exposure therapy no longer met the criteria for 

PTSD compared to 28% who received present-centered therapy (Schnurr et al., 2007). A 

total of 15% of participants who received PE therapy experienced total remission 

compared to 7% of participants who received present-centered therapy (Schnurr et al., 

2007).  

Cognitive Processing Therapy 

CPT was initially developed to treat PTSD resulting from rape within a group 

treatment format (Resick & Schnicke, 1992). CPT blended elements of CT and exposure 

therapies, but relied predominantly on CT (Cahill, Rothbaum, Resick, & Follette, 2009).  

Individuals learned to challenge beliefs about themselves, others, and the world that 

emanate from the traumatic event.  The exposure component involved writing a detailed 

account of the traumatic event and reading the account at home and with the therapist. 



17 

 

 

The trauma account served two purposes; it allowed the expression of affect and helped 

the patient identity stuck points that were beliefs that continue to be problematic (Cahill 

et al., 2009). CPT evolved to include other trauma populations, was conducted in both 

individual and group formats, and may or may not include the trauma account (Cahill et 

al., 2009).   

The efficacy of CPT was examined through several RCTs. Resick, Nishith, 

Weaver, Astin, and Feuer (2002) assigned 121 female rape survivors randomly to CPT, 

PE, or a minimal attention group. The results suggested that the minimal attention group 

did not achieve the same degree of improvement as experienced by either the PE or CPT 

group. A total of 53% of participants in the CPT and PE treatment groups no longer met 

criteria for PTSD post-treatment. Both treatment groups experienced symptoms 

improvement directly post-treatment (Resick et al., 2002). At the nine-month follow up a 

total of 45% of CPT treatment group and 50% of PE treatment group met criteria for 

PTSD. Participants who completed the CPT treatment reported significant improvement 

in overall functioning compared to the PE treatment group. The CPT treatment group 

participants reported a significant reduction in guilt related cognitions compared to the 

PE treatment group participants (Resick et al., 2002).   

 Monson et al. (2006) compared CPT to a waitlist control group using 54 male 

and six female Veterans diagnosed with military-related PTSD. The drop-out rate for the 

study was 20% for CPT and 13% for the waitlist control group.  At the conclusion of the 

study, 40% of the CPT treatment group no longer met criteria for PTSD compared to 3% 
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of the waitlist control group. Monson et al. (2006) suggested that CPT was a superior 

form of treatment compared to the waitlist control group on measures assessing PTSD 

and anxiety, but CPT was not found to be superior in reduction of depressive symptoms.  

Resick, Foa, Ruzek, and Karlin (2008) found that participants engaged in CPT 

with and without the trauma account showed significant improvement on measures of 

PTSD, trauma-related cognitions, guilt, shame, depression, anxiety, and anger from pre-

treatment to post-treatment. The treatment gains from each of the groups were maintained 

six-months post follow-up.  The results described by Resick et al. (2008) indicated that 

the CPT treatment group without the narrative component appeared superior to the 

written account treatment group.  

Eye Movement Desensitization and Reprocessing (EMDR) 

EMDR is described as an integrative treatment that combines “psychodynamic, 

cognitive-behavioral, experiential, interpersonal, and physiological therapies” (Schubert 

& Lee, 2009, p. 120-121).  EMDR uses dual attention stimulation, such as bilateral eye 

movements, to facilitate the processing of information, to relieve distress, and to modify 

distorted perceptions and dysfunctional reactions. During the treatment process, it is 

believed that “as the image becomes less salient, clients are better able to access and 

attend to new connections within the memory networks” (Shapiro & Maxfield, 2002, p. 

935).  

Although EMDR has been defined as an integrative approach, it is often 

categorized as an exposure-based therapy (Benish, Imel, & Wampold, 2008; VA/DoD, 
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2010). While, EMDR and exposure-based treatments share common elements, some 

researchers argued clear differences exist (McGuire, Lee, & Drummond, 2014).  EMDR 

and exposure-based treatments are both believed to rely on habituation.  EMDR arguably 

defies traditional conditioning theories because it distracts patients from the activation 

and habituation process (McGuire et al., 2014). However, the specific mechanisms that 

contribute to the underlying effectiveness of EMDR remains unclear, and as a result, 

EMDR continued to be viewed as a controversial treatment (Schubert & Lee, 2009).   

Initial studies examined the efficacy of EMDR waitlists, placebo, and comparison 

to other active treatment options (Chemtob, Tolin, van der Kolk, & Pitman, 2000). These 

early comparative treatments do not include comparison to PE or pharmacological 

interventions (Spates, Koch, Cusack, Pagota, & Waller, 2009). More recently, studies 

compared EMDR to PE in head-to-head trials. Rothbaum, Astin, and Marsteller (2005) 

compared EMDR and PE to a waitlist control group using female rape survivors with a 

diagnosis of PTSD. The study revealed that both treatment groups demonstrated 

improved end-state functioning following the completion of treatment when compared to 

the wait-list control group. However, neither treatment was more superior than the other 

(Rothbaum et al., 2005). 

Ironson, Freund, Strauss, and Williams (2002) compared EMDR to PE for 22 

patients from a university-based clinic. Overall, both EMDR and PE resulted in PTSD 

and depression symptom reduction, three months post-treatment.  The EMDR treatment 

group had a lower drop-out rate (0 out of 10) compared to the PE treatment group (3 out 
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of 10). The participants randomized to the EMDR treatment group indicated 70% 

reduction in PTSD symptoms.  However, neither treatment was more superior than the 

other.  Following three active treatment sessions, only 17% of PE participants reported 

reduction in symptoms following the same number of sessions (Ironson et al., 2002).  

Power, McGoldrick, Brown, Buchanan, Sharp, and Swanson et al. (2002) 

compared combination treatment (i.e., exposure and cognitive therapy), EMDR, and a 

waitlist control group. The study revealed that the combination treatment and EMDR 

elicited few differences but both treatment groups resulted in superior outcomes 

compared to the waitlist control group (Power et al., 2002). Follow-up 15 months post-

treatment revealed that EMDR produced reduction in self-reported and interviewer-rated 

depression symptoms and improved social functioning when compared to the 

combination treatment (Ironson et al., 2002).    

The underlying key mechanisms of change in EMDR have yet to be identified 

(McGuire, Lee, & Drummond, 2014).  The eye movement component of EMDR had 

drawn significant criticism. Research suggested that the eye movements are not necessary 

and processing the trauma with no bilateral stimulation would elicit the same results 

(Davidson & Parker, 2001; Pitman, Orr, Altman, & Longpre et al., 1996). The 

mechanisms underlying EMDR required further exploration.    

Major reviews conducted by VA/DoD (2010), National institute for Clinical 

Excellence (NICE; 2005), the ISTSS (Foa et al., 2009), and the Australian Centre for 

Posttraumatic Mental Health (ACPHM; 2007) concluded that EMDR is an efficacious 
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treatment for PTSD. In contrast, the Institute of Medicine (IOM; 2007) and American 

Psychiatric Association (Benedek et al., 2009) did not draw these same conclusions.  The 

IOM (2007) determined that the available literature is insufficient to determine the 

efficacy of EMDR for the treatment of PTSD. Benedek et al. (2009) noted that EMDR as 

a treatment for trauma has continued, although many studies included participants 

without a formal diagnosis of PTSD.  

Guidelines for Trauma Treatment 

Best practice guidelines supported the use of evidence-based treatments when 

providing care for patients diagnosed with PTSD. Several clinical practice guidelines 

have been established in an effort to improve practice. The International Society for 

Traumatic Stress Studies (ISTSS; Foa et al., 2009), Department of Veteran’s Affairs and 

Department of Defense (Va/DoD; 2010), the Institute of Medicine (IOM; 2007), the 

American Psychiatric Association (Benedek et al., 2009), and the American 

Psychological Association (2017) developed evidence-based guidelines for the treatment 

of PTSD with the intent of guiding treatment decision making.  

Practice guidelines also serve to provide a concise summary of the most recent 

empirical research. Goodheart (2011) summarized the benefits of practice guidelines: (1) 

aid in the integration of practice and science, (2) provide a framework to aid in clinical 

decision making, (3) aid in the evaluation of treatment efficacy, (4) promote quality 

improvements and limit harmful practices, (5) identify gaps in research, and (6) provide 

clinicians with flexible tools. Goodheart (2011) acknowledged that practice guidelines 
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are not directive protocols, but instead serve as decision aids. Several compelling 

arguments for the utilization of practice guidelines have been made (see Foa et al., 2009).  

Both patients and psychotherapists face difficult decisions related to the type of 

psychotherapies to use and the intensity of treatment. Typically, treatment of PTSD is 

divided into non-trauma focused and exposure-based trauma-focused interventions 

(Monson & Shnaider, 2014). Non-trauma focused interventions address problematic 

behaviors and cognitions in the here-and-now without processing the traumatic event. 

This present-centered approach allows patients to manage the symptoms that were 

negatively impacting their lives. Exposure-based interventions address problematic 

behaviors and cognitions through the discussion of the traumatic event.  Exposure-based 

trauma-focused treatments when compared to non-trauma focused approaches have been 

demonstrated to be superior according to treatment outcome studies (Bisson & Andrew, 

2009). Exposure-based trauma-focused treatments are a behavioral intervention in which 

an individual was gradually exposed to feared stimuli. Non-trauma focused treatments 

though considered less effective had been suggested for patients who were unwilling to 

participate in exposure-based trauma-focused treatments (Monson & Shnaider, 2014).    

International Society for Traumatic Stress Studies Practice Guidelines 

 The International Society for Traumatic Stress Studies (ISTSS) published the 

most comprehensive practice guidelines for the treatment of PTSD (Foa et al., 2009).  

The ISTSS practice guidelines are based on extensive review of the “clinical and research 

literature prepared by experts in each field” (Foa et al., 2009, p.1).  The recommendations 
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made by the ISTSS utilize a letter-based coding system (A-F) to categorize the strength 

of treatments outlined within the guidelines.  The six categories represent differing levels 

of research evidence. The Level A treatment is classified “based on randomized, well-

controlled clinical trials,” while Level F treatments are “based on recently developed 

treatment that have not been subjected to clinical or empirical tests” (Foa et al., 2009, p. 

16). The ISTSS endorse exposure-based therapy, cognitive-behavioral therapies, and Eye 

Movement Desensitization and Reprocessing (EMDR) as Level A treatments. Support for 

stress inoculation training (SIT) ranged from Level A to Level B due to overall mixed 

evidence. The limited scope of empirical evidence for the use of psychodynamic therapy 

in the treatment of PTSD contributed to the overall Level D designation. Solution-

focused therapy is not described within the ISTSS guidelines as a treatment for PTSD.  

 The cognitive-behavioral therapy recommendations made by the ISTSS suggests 

that cognitive behavioral therapy (CBT), CT, SIT or any combination program that 

utilized a form of exposure are categorized as first-line treatments for chronic PTSD (Foa 

et al., 2009). The evidence supporting exposure-based therapies was most convincing 

based on the quantity and quality of research studies. The most frequently utilized, and as 

a result, most supported method includes the combination of both imaginal and in vivo 

exposure. The ISTSS endorses the utilization of relaxation, biofeedback, and 

assertiveness training, but these are not recommended as primary treatments for PTSD.  

Skills training based on Dialectical Behavioral Therapy (DBT) prior to trauma-focused 

treatment is not recommended. The use of imagery rehearsal for the treatment of PTSD 
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may be used as an ancillary treatment if residual sleep issues remain following first-line 

treatments. Psychodynamic therapy as a treatment for PTSD was based on the “depth, 

complexity, and severity of the patient’s problems, her or her attributes, the presence of 

maladaptive psychological defenses, and the patient’s goals for treatment” (Foa et al., 

2009, p. 584). The use of psychodynamic therapy in the treatment of PTSD requires 

further exploration and may depend on the nature and complexity of the PTSD 

symptoms. The ISTSS recommends the future development of additional empirical 

research to test the efficacy of psychodynamic therapy for the treatment of PTSD.  

Veteran’s Affairs and Department of Defense Practice Guidelines 

The guidelines developed by the VA and DoD recommend that when consulting 

with a patient diagnosed with PTSD psychotherapists explain all PTSD treatments that 

are available and effective (VA/DoD, 2010). Potential benefits and disadvantages of each 

treatment should be carefully outlined. First-line treatments for PTSD is outlined as either 

evidence-based psychotherapy or pharmacological interventions. Client preferences and 

clinician training and expertise drove the initial therapeutic approach (VA/DoD, 2010). 

Psychotherapeutic interventions are intended to reduce the severity of symptoms, 

improve quality of life, and overall global functioning.  

In the development of the clinical practice guidelines, the VA/DoD (2010) 

examined randomized control trials (RCTs) as the highest level of evidence-based 

support. The VA/DoD gives the strongest endorsement to the following treatments: (1) 

Prolonged Exposure (PE), (2) Cognitive Processing Therapy (CPT), (3) Eye Movement 
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and Desensitization and Reprocessing (EMDR), and (4) Stress Inoculation Therapy 

(SIT). The Va/DoD includes PE, CPT and EMDR in their categorization of exposure and 

cognitive restructuring techniques.   

The VA/DoD (2010) indicates that exposure therapies and cognitive restructuring 

interventions was difficult to classify because of the diversity of treatment, lack of 

common terminology, overlap in treatment packaging, and lack of overall consensus 

between proponents of each treatment. Each of the evidence-based psychotherapeutic 

interventions borrowed from a broad range of psychological interventions and is based on 

“learning theory, cognitive theory, emotional processing theory, fear-conditioning 

models, and other theories” (VA/DoD, 2010, p. 115).   Many of the empirically supported 

treatments (ESTs) are believed to share overlapping mechanisms of action.  

The VA and DoD have recognized some benefit from treatments such as: (1) 

patient education, (2) imagery rehearsal therapy, (3) psychodynamic therapy, (4) 

hypnosis, (5) relaxation techniques, (6) group therapy, and (7) family therapy (VA/DoD, 

2010).  The VA and DoD concluded that the following treatments have not yet 

accumulated sufficient research to demonstrate efficacy: (1) Acceptance and 

Commitment Therapy (ACT), (2) Dialectical Behavioral Therapy (DBT), and (3) Web-

based CBT. The VA/DoD (2010) recommends that the treatment choices should be based 

on the symptom severity, clinical expertise, and patient preference.  Treatment options 

should be offered hierarchically. Exposure-based therapies, cognitive reprocessing 

therapies, or stress inoculation training are identified as the first-line treatments for 
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PTSD.  Relaxation techniques, imagery rehearsal, psychodynamic therapy, hypnotic 

techniques, dialectical behavior therapy, and group therapy should be respectively offered 

as second-line treatments. Finally, supportive psychotherapy for the treatment of PTSD 

was not recommended but is believed to be more beneficial than no treatment. The 

VA/DoD (2010) also noted that an integrative approach may prove to be beneficial and 

may be delivered by experienced psychotherapists responding to individual needs of 

patients.  

Institute of Medicine Practice Guidelines 

 The IOM conducted an extensive review of available literature beginning in 1980 

(IOM, 2007). The IOM is tasked to review the available literature on the 

pharmacotherapy and psychotherapy interventions for the treatment of PTSD. The 

committee examined the literature in an effort to identify the best treatment practices, 

timing of interventions, and the prognosis of patients diagnosed with PTSD.  

 Following an assessment of pharmacological interventions, the IOM posited that 

the available literature which examined alpha-adrenergic blockers, anticonvulsants, 

antipsychotic medications, benzodiazepines, MAOIs, SSRIs, and other antidepressants 

determined that insufficient evidence was produced to demonstrate the efficacy for the 

treatment of PTSD (IOM, 2007).  Studies revealed that prazosin was an effective 

intervention for combat-related sleep disturbances and nightmares in veterans. The 

evidence was inadequate to assess the efficacy for the general population diagnosed with 

PTSD.  The IOM (2007) indicated that adjunctive use of risperidone may be effective for 
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individuals who are non-responsive to other therapies.   Due to the limited availability of 

informative literature regarding benzodiazepines, the IOM (2007) was unable to 

determine the efficacy of the benzodiazepine use. The efficacy of SSRIs cannot be 

determined due to the insufficient evidence.  Although, paroxetine and sertraline are 

approved to treat PTSD by the Food and Drug Administration (FDA), the IOM (2007) 

suggest that the current review utilized different criteria to assess efficacy.  

 The IOM (2007) reviewed literature examining exposure, EMDR, cognitive 

restructuring, coping skills, other interventions, and group psychotherapies. Exposure 

therapies are identified as the only efficacious treatment for PTSD. The IOM determined 

that the available research is inadequate to determine the effectiveness of EMDR, 

cognitive restructuring, coping skills, other interventions, and group psychotherapies. The 

results of the review revealed significant gaps in the evidence, which made it difficult to 

assess the efficacy of many identified treatment modalities. 

American Psychiatric Association Practice Guidelines 

Guidelines were established by the American Psychiatric Association (2004) in an 

effort to ensure successful outcomes for each patient, but were not intended to be a 

standard of medical care. Judgment regarding clinical procedure and treatment plan are 

contingent upon individual factors. The American Psychiatric Association emphasizes the 

utilization of contextual factors to assess appropriate treatment interventions. The 

principle of treatment selection for patients diagnosed with PTSD was with the objective 

of reducing the severity of symptoms to prevent the development of comorbid conditions 
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(e.g., insomnia, depression). Each recommendation is categorized using three levels of 

clinical confidence: substantial clinical confidence, moderate clinical confidence, or 

recommendations based on individual circumstances.  Effective treatments to manage 

symptoms of PTSD include psychopharmacology, psychotherapy, psychoeducation, and 

other supportive approaches. Factors to include age and gender, comorbid diagnoses, 

aggression, and self-injurious behaviors are evaluated in the selection of treatment. The 

American Psychiatric Association (2004) assessed that early case management, 

supportive interventions, psychoeducation may help to promote engagement in evidence-

based interventions. EMDR is not recommended based on the lack of established data, 

while exposure-based therapies and behavior therapies are classified as more useful. 

Further recommendations include addressing developmental, interpersonal, and 

intrapersonal issues related to social, occupational, and interpersonal needs. Each of the 

psychotherapeutic recommendations are made with moderate clinical confidence.  

In 2009, the American Psychiatric Association provided a literature review update 

to their initial 2004 recommendations (Benedek et al., 2009). The authors include 

pharmacological and psychotherapeutic interventions, which utilized randomized-control 

trial research (Bendek et al., 2009).  Based on the available literature, EMDR is 

considered efficacious for sexual assault victims and individuals who witnessed vehicular 

accidents, but is not classified as effective for combat veterans. Exposure based therapies 

that include psychoeducation, breathing retraining, relaxation skills, and re-exposure to 

the prior traumatic event support prior knowledge and recommendations. Consensus 
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regarding the utility of the treatments to include coping skills, eclecticism, 

psychodynamic therapy, cognitive restructuring, and neurofeedback was not determined  

(Bendek et al., 2009).  

American Psychological Association Practice Guidelines 

 The American Psychological Association (2017) defines treatment guidelines as 

aspirational and are not developed as a requirement for practice. Rather, the guidelines 

are classified as recommendations for professional behavior, endeavor, or conduct in 

order to ensure highest level of practice. The guidelines are not definitive nor are they 

intended to supersede clinical judgement. In addition to information presented within the 

guidelines, psychotherapists were encouraged to evaluate individual needs, preferences, 

and values of each patient.  

The American Psychological Association (2017) guidelines provide a 

recommendation for each intervention and a brief rationale for treatment.  The guidelines 

defined by the American Psychological Association was the first to incorporate the actual 

and potential harms of treatment into the recommendations, yet the strength of evidence 

was insufficient and did not have a significant impact on overall recommendations. The 

PTSD guidelines established by the American Psychological Association (2017) provides 

additional structure to existing guidelines (i.e., IOM, VA/DoD). The guidelines include: 

(a) an independent and systematic review of literature; (b) transparent process which 

includes input from professionals from multiple disciplines; (c) procedures for examining 

conflicts of interest; (d) evaluation of patient values and preferences; (e) potential harms 
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and burdens associated with treatment; and (f) incorporation of decision-table templates 

(American Psychological Association, 2017).   

 The American Psychological Association (2017) strongly recommends the use of: 

cognitive behavioral therapy (CBT), CPT, cognitive therapy (CT), and PE. The panel 

further suggests the use of brief eclectic psychotherapy (BEP), EMDR, and narrative 

exposure therapy (NET). Seeking safety (SS) and relaxation are not recommended due to 

insufficient evidence. The American Psychological Association GDP further offers 

medication recommendations to include the use of: fluoxetine, paroxetine, sertraline, and 

venlafaxine.  

Evidence Based Practice in Psychology 

 

Evidence-Based Practice in Psychology (EBPP) is defined by the American 

Psychological Association (2006) as the “integration of the best available research with 

clinical expertise in the context of patient characteristics, culture, and preferences” (p.5).  

EBPP promotes effective practices in psychology and aims to ultimately enhance public 

health through the use of empirically supported principles that include “assessment, case 

formulation, therapeutic relationship, and intervention” (American Psychological 

Association, 2006, p.5). As compared to Empirically Supported Treatments (ESTs), 

EBPP is a more inclusive concept that encompasses a range of clinical activities. ESTs 

are treatments that initially ask whether a treatment is effective for a specific disorder, 

and whether interventions have been demonstrated as effective in randomized control 

trials (RCTs).  EBPP encompasses a decision-making process that integrates all research 
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evidence, including RCTs when developing an intervention approach but also emphasizes 

clinical experience and patient characteristics.  

Best Available Research  

Best available research reflects a significant body of literature that supports the 

effectiveness of specific psychological practice (American Psychological Association, 

2006). Best available research includes evidence from a broad range of sample settings 

(e.g., laboratory or field settings) and reflects results associated with intervention 

strategies, clinical issues, populations, and assessments. The research presented may 

encompass a range of evidence, such as efficacy, effectiveness, and treatment utilization 

studies that help to inform effective psychological practice. Several major issues 

associated with integrating research into daily practice include: (1) weight to place on 

various research methods; (2) research sample representativeness; (3) point at which 

research guides practice (i.e., intervention strategies or specific protocols); (4) 

transportability and generalizability of controlled research to clinical practice; (5) 

treatments of choice given limited testing of treatments; and (6) generalizability of White 

samples to marginalized populations (American Psychological Association, 2006; 

Westen, Novotny, & Thompson-Brenner, 2004).  

The American Psychological Association (2000) outlined specific criteria for 

evaluating treatment in which they described the first dimension as treatment efficacy and 

the second as clinical utility. Treatment efficacy is the scientific evaluation of treatment 

effectiveness. Clinical utility is the “applicability, feasibility, and usefulness of the 
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intervention in the local or specific setting where it is to be offered” (American 

Psychological Association, 2000, p. 1053).  

Clinical Expertise 

Clinical expertise is defined as the competence attained by psychologists through 

“education, training, and experience that results in effective practice” (American 

Psychological Association, 2006, p. 275). Goals of therapy are more likely to be achieved 

through the integration of best research evidence and clinical data (i.e., information 

collected during treatment) within the context of the patient preferences and personal 

context (e.g., culture). Psychologists are trained to integrate scientific expertise and 

clinical expertise in order to make clinical decisions (American Psychological 

Association, 2006).    

Experts and novices who undertake complex tasks have been found to exhibit 

significant differences (Gambrill, 2005). In comparison to novices, experts are believed 

to be able to: 

Recognize meaningful patterns and disregard irrelevant information, acquire 

extensive knowledge and organize it in ways that reflect a deep understanding of 

their domain, organize their knowledge using functional rather than descriptive 

features, retrieve knowledge relevant to the tasks at hand fluidly and 

automatically, adapt to new situations, know when their knowledge is inadequate, 

continue to learn, and generally attain outcomes commensurate with their 

expertise. (American Psychological Association, 2006, p. 276) 
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Yet, it is also understood that experts are fallible. Often biases and errors stem from 

heuristics and cognitive strategies, which may serve an adaptive function. Additional 

errors and biases may result from emotional reactions, which is believed to guide 

adaptive behavior but may lead to motivated reasoning (Ditto, Munro, Apanovich, 

Scepansky, & Lockhart, 2003).   

Patient Characteristics, Culture, and Preference 

Clients’ specific problems, strengths, culture, preferences, and personality are 

believed to influence treatment outcomes (Norcross, 2002). EBPP combines individual 

characteristics (e.g., values, goals, preferences for treatment), psychologists’ experience, 

and the best available research (American Psychological Association, 2006).  EBPP are 

also expected to attend to factors associated with patient developmental and life-stage, 

gender, culture, race, religious beliefs, family context, and sexual orientation (American 

Psychological Association, 2000). Case formulation is also expected to attend to chronic 

stressors and environmental context of the patient. Psychotherapy is a collaborative 

process in which patients and psychotherapists implement mutually agreed upon 

interventions that are more likely to lead to positive outcomes (American Psychological 

Association, 2006).  Client values and preferences for treatment are a core component of 

EBPP. An effective psychotherapist balances patients’ preferences with clinical 

judgment, based on best available evidence and expertise, in order to identify the most 

appropriate treatment (American Psychological Association, 2006).    
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The current literature has framed several debates related to the role of patient 

characteristics in EBPP (American Psychological Association, 2000).  The degree to 

which patients’ characteristics, such as personality traits moderate ESTs is the first area 

of debate. The second is concerned with social and cultural factors necessitating different 

forms of treatment, and the adaptability of treatments tested on majority populations to 

marginalized groups. The third debate is concerned with ensuring ESTs address the 

developmental differences in children, adolescents, and older adults.  Finally, the last area 

of concern is the moderating effect of clinical presentations (e.g., comorbidity) on ESTs.  

Psychotherapist and Patient Characteristics 

 Psychotherapist and patient characteristics are believed to impact the integration 

and adoption of practice changes (Ruzek & Landes, 2014). Psychotherapists’ attitudes, 

knowledge, beliefs, and skill competency influence the appraisal of ESTs, which 

ultimately impacts patients’ course of treatment. It is evident that treatment 

implementation is influenced by both the psychotherapists and patients.  

Psychotherapists and Exposure-Based Therapies 

Cahill, Foa, Hembree, Marshall, and Nacash (2006) analyzed the efficacy and 

utilization of exposure therapy based on available research. Cahill and colleagues (2006) 

reported that psychotherapists have expressed hesitancy in administering exposure-based 

therapies with patients due to the potential for distress leading to increase in the dropout 

rate. Psychotherapists are also concerned that exposure therapies may cause an 

exacerbation of PTSD symptoms (Cahill et al., 2006) 
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Couineau and Forbes (2011) investigated psychotherapists’ utilization practices of 

ESTs by assessing a total 23 psychotherapists across six pilot sites. Psychotherapists’ 

perceptions of individual and organizational barriers were examined using three surveys. 

Couineau and Forbes (2011) concluded that psychotherapists’ perceptions of exposure-

based interventions, lack of confidence and skills, and potential negative impact of 

interventions were barriers to the implementation of ESTs.  

van Minnen, Hendriks, and Olff (2010) asked 296 trauma experts to read written 

descriptions of imaginal exposure, EMDR, pharmacological, or supportive present-

centered treatments. The psychotherapists were then shown a one-minute videotaped 

interaction between therapist and patient for four different vignettes. The 

psychotherapists were asked to rate quality of training, treatment credibility, perceived 

barriers, and treatment suitability for each of the treatments described. Finally, 

participants were then forced to make a choice of treatment for each patient (van Minnen 

et al., 2010). The authors determined that trauma experts perceived imaginal exposure as 

the most credible treatment, though less credible than EMDR, as compared to 

pharmacotherapy or supportive present-centered therapy. The perceived credibility of the 

imaginal exposure treatment was significantly related to the preference and use of 

imaginal exposure by the psychotherapist. Additionally, patient preferences for trauma-

focused or non-trauma-focused treatment were found to be strongly related to the 

psychotherapist’s preference for treatment (van Minnen et al., 2010).  
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Client Perception of Exposure-Based Treatment 

Hembree, Foa, Dorfan, Street, Kowalski, & Tu (2003) conducted a meta-analysis 

of 25 studies that utilized various CBT approaches and control groups in order to assess 

dropout rates. The dropout rates for control conditions (e.g., supportive therapy, waitlist) 

were significantly lower (11.4%) than the 12 exposure-based therapy studies alone 

(20.5%), the 9 CT or SIT studies (22.1%), and the 12 SIT, CT, and exposure-based 

conditions alone (26.9%).  The dropout rates for active treatment groups appeared higher 

than control conditions, except when compared to EMDR. Overall dropout from 

exposure-based therapy did not appear to be different than other active treatments, 

including EMDR. The research suggested that patients in general may be unable to 

tolerate the distress associated with trauma-focused therapies, and the distress 

experienced may not be isolated to exposure-based treatments (Hembree et al., 2003).  

Research has indicated that patients preferred the concept of PE relative to 

pharmacological interventions. Angelo, Miller, Zoellner, and Feeny (2008) asked 74 

women from a community sample of women with varying trauma histories to view 

standardized rationales for treatment using PE, pharmacological interventions, or no 

treatment. The participants were then asked to report five reasons for selecting their 

treatment of choice. Participants were significantly more likely to select the prolonged 

exposure treatment compared to the pharmacological intervention or no treatment. 

Selection of PE was based on treatment mechanisms, while non-selection of PE was due 

to health related concerns (Angelo et al., 2008).  
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  Cochran, Pruitt, Fukuda, Zoellner, and Feeny (2008) surveyed 273 women who 

were asked to read a scenario describing a sexual assault and subsequent trauma-related 

symptoms. Participants read standardized treatment options of pharmacotherapy or 

prolonged exposure and were asked to identify a hypothetical treatment choice. A 

significant majority of participants selected psychotherapy as the treatment of choice 

because it was perceived to be more effective in addressing the symptoms of PTSD. The 

participants believed that medication was more likely to mask symptoms and result in 

maintenance of the disorder (Cochran et al., 2008).   

Becker, Darius, and Schaumberg (2007) reported positive patient perceptions of 

PE and CBT treatments. When female undergraduate students were given the choice 

between written descriptions of PE and pharmacological interventions for the treatment 

of PTSD, 87% of participants selected PE over the pharmacological treatment. Becker 

and colleagues (2007) asked 160 individuals with varied trauma histories, to imagine 

experiencing a traumatic event, developing PTSD, and pursuing treatment. The 

participants were asked to evaluate seven different treatments, and to rate the treatment 

most and least preferred. Most individuals chose exposure or a variation of CBT as the 

most preferred treatment option. Becker et al. (2007) suggested that patients easily 

accepted the utilization of CBT based treatments and therapists’ attitudes may account for 

the underutilization of empirically supported CBT treatments.  

 

 



38 

 

 

Psychotherapy Practices  

 The types of clinical practices used in mental health treatment settings (e.g., 

private practice) are largely unknown.  Information regarding psychotherapeutic practices 

in community settings was assessed more than two decades ago (Wogan & Norcross, 

1985). Over 300 psychologists treating adults were asked to select techniques from a list 

of 99 interventions. Wogan and Norcross (1985) concluded that relational interventions 

were widely utilized and exposure-based techniques, such as flooding were underutilized.  

Cook, Biyanova, Elhai, and Schnurr (2010) surveyed more than 2,200 

psychotherapists about their theoretical orientation and caseload to assess clinical 

practices.  Participants were asked to identify therapeutic techniques to treat a patient 

who was described as a White female with interpersonal issues and mood or anxiety 

concerns. The authors revealed that psychotherapists from various disciplines engage in a 

wide range of practices. Psychotherapists endorsed the utilization of techniques, such as 

conveyance of warmth, acceptance, understanding, and empathy.  The least frequently 

endorsed techniques were biofeedback, hypnosis, body and energy therapies, and 

neurofeedback. The majority of psychotherapists self-identified as having an integrative 

treatment orientation (Cook et al., 2010).  

Juel (2012) examined the empirically supported treatment practices of 110 

psychologists practicing within university counseling centers. The results of the study 

revealed significant differences between the use of cognitive therapy, behavior therapy, 

and EMDR by psychologists treating patients diagnosed with PTSD. Additionally, the 
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research suggested that psychologists did not regularly utilize exposure based techniques 

with patients. Additionally, treatment manuals were rarely used with patients and 

psychologists did not regularly refer to the practice guidelines established by the 

International Society for Traumatic Stress Studies (ISTSS).  

Treatment of PTSD with Adults  

 

Psychotherapists have significant impact on treatment outcomes (Wampold & 

Brown, 2005). A growing body of literature has emerged examining the factors 

associated with implementation of evidence-supported treatment of traumatic stress 

(Craig & Sprang, 2009; Sprang et al., 2008) and PTSD (Couineau & Forbes, 2011; Juel, 

2012). Practitioner attitudes towards exposure therapies, including PE have been 

examined (Couineau & Forbes, 2011; Juel, 2012) and suggest that familiarity with 

interventions impacted treatment utilization.  

 Research has examined provider perceptions of various PTSD treatments (van 

Minnen et al., 2010), patient preferences for treatment (Angelo et al., 2008; Becker et al., 

2008), and treatment preference based on gender (Zoellner et al., 2009). Limited research 

has examined how psychotherapist conceptualizations of patients with PTSD may 

contribute to the implementation of specific interventions. Continued exploration of 

psychotherapists’ conceptualizations of patients with PTSD may help to promote 

increases in the implementation of evidence-supported treatment and best practices.  
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Theoretical Orientation as Guide to Treatment of PTSD 

Ruzek and Landes (2014) determined that psychotherapists who endorsed a 

cognitive-behavioral theoretical orientation perceived ESTs more favorably compared to 

psychotherapists who identified as psychodynamic, eclectic, or other theoretical 

orientation (Ruzek & Landes, 2014). Theoretical orientation appears to influence 

psychotherapists’ openness to EST implementation.  Theoretical orientation is believed to 

form the basis for many clinical decisions, which may impact the type of treatment 

approach selected (Ruzek & Landes, 2014). 

Craig and Sprang (2009) surveyed 2,400 trauma treatment specialists across the 

United States and found that predictors of evidence-supported treatment utilization were 

based on specialized training in trauma, older age of specialist, and higher percentage of 

PTSD patients on the caseload. All providers infrequently utilized EMDR. The lack of 

utilization was attributed to the cost of training and potential contraindications. Craig and 

Sprang (2009) determined that psychotherapists treating trauma reported high utilization 

rates of solution focused therapy, psychodynamic therapy, and eclectic therapy compared 

to a low utilization rate of EMDR.  

The impact of psychotherapists’ theoretical orientation on the selection of 

treatments for PTSD received limited attention (Ruzek & Landes, 2014). Research 

examined the types of treatments selected by psychotherapists with varying degrees of 

training and licensure (Ruzek & Landes, 2014), but did not examine how 

psychotherapists with different theoretical orientations treat PTSD. Additional research 
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explored how theoretical orientation may impact the selection of ESTs (Ruzek & Landes, 

2014), but did not examine what types of treatments are selected by individuals who 

identify as solution-focused, behavioral, cognitive, psychodynamic, or eclectic.  

Psychotherapists with different theoretical orientations may select treatments based on 

competency, which may impact the endorsement and utilization of recommended 

treatments. As a result, training programs may need to incorporate ESTs into training 

models in order to increase the likelihood of best practices guidelines utilization.   

Trauma Training as Guide to Treatment of PTSD 

 

Trauma-specific training appeared to have contributed to increased utilization of 

best practices, suggesting that training and experience may be important variables 

influencing the implementation of EBPP (Becker, Zayfert, & Anderson, 2004). Becker 

and colleagues (2004) surveyed a total of 207 psychologists to assess the extent of 

imaginal exposure training for PTSD.  Psychotherapists’ rationale for not integrating 

imaginal exposure into practice was also assessed. Psychotherapists who did not endorse 

the utilization of imaginal exposure techniques cited inadequate training as the most 

common reason for not using the technique. Psychotherapists with less experience 

treating PTSD patients reported lower utilization of imaginal exposure when compared to 

more experienced training therapists and SIG members.  Becker and colleagues (2004) 

noted that psychotherapists with both training and experience did not routinely utilize 

exposure-based therapy. Psychotherapists cited reluctance to use exposure-based 
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therapies because of personal preference for individualized versus manualized treatment 

and concerns related to patient decompensation.  

Craig and Sprang (2009) determined that older age was a significant contributor 

to the increased utilization of ESTs. As psychotherapists age and gain experience 

working with traumatized individuals, a greater understanding of therapeutic skills (e.g., 

training in ESTs) necessary to treat difficult cases is believed to develop. As such, the 

utilization of ESTs may be driven by professional experience rather than knowledge and 

skills attained through clinical training programs (Craig & Sprang, 2009).  

Sprang et al. (2008) surveyed over 1100 psychotherapists across seven 

disciplines. A significant number of providers endorsed the utilization of a generalist 

approach rather than use of EST methods when assessing and treating traumatized 

patients (Sprang et al., 2008).  Psychotherapists who had received trauma-specialized 

assessment and treatment training were more consistent with best practice guidelines 

compared to psychotherapists who did not receive specialized training. Overall, a 

significant number of participants endorsed the utilization of cognitive-behavioral 

interventions and a small percentage of psychotherapists endorsed the utilization of 

EMDR treatments (Sprang et al., 2008).  

Trauma-specific training is believed to influence the utilization of ESTs and 

adherence to best practices guidelines. Limited research has explored how trauma-

specific training may impact a psychotherapist’s utilization of treatment techniques based 

on patient differences. Previous research has explored how patient factors (e.g., 
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preference for specific treatment) influence psychotherapists’ treatment selection of 

exposure therapies. Currently, no research has investigated what psychotherapists across 

the U.S. with varying degrees of trauma training choose to do when treating patients 

diagnosed with PTSD.  

Psychotherapist Expertise as Guide to Treatment of PTSD 

 

Beyond the type of treatment, treatment outcomes are associated with the provider 

of the treatment, which provides evidence for understanding clinical expertise in practice 

in order to enhance patient outcomes (American Psychiatric Association, 2006). Less 

experienced clinicians may perceive exposure therapies as less credible compared to 

cognitive therapy (Devilly & Huther, 2008), while more experienced clinicians reported 

fewer attitudinal barriers (Becker et al., 2004). However, Aarons (2004) found that the 

most experienced clinicians reported less favorable attitudes toward ESTs, suggesting  

increased knowledge may not influence favorable attitudes towards implementation of 

ESTs.   

Currently, patient preference for treatment is given priority in determining trauma 

treatment, which was reflective of the movement toward patient-driven treatment options. 

Clients are empowered to choose their treatment following careful descriptions of each 

treatment approach including costs and benefits (Monson & Shnaider, 2014). Limited 

research has examined how psychotherapists treat PTSD based on patients’ 

characteristics and symptoms. Psychotherapists’ attitudes and beliefs about exposure 

therapies have been found to influence the implementation of ESTs, but no research to 
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date has examined how psychotherapists may adapt treatment for different patients based 

on reported symptoms.    

Summary 

Best practices in the treatment of PTSD recommends that psychotherapists 

develop new skills and maintain awareness of emerging practices (Ruzek & Landes, 

2014). Clinical practice guidelines were formulated to disseminate information about best 

practices for the treatment of traumatic stress, yet published guidelines and alternative 

educational material appear to have minimal impact on clinical practice (Giguere et al., 

2012). Despite the availability of clinical practice guidelines, many psychotherapists 

remain unaware and unfamiliar with these guidelines and the skills necessary to treat 

PTSD are not imparted by simply reading about best practices (Ruzek & Landes, 2014).   

Best practice guidelines support the use of ESTs, yet clinicians maintain attitudes 

that prevent their implementation. Although there appears to be a gap in the 

implementation of ESTs, clinicians with trauma training are more likely to support ESTs 

and to utilize an integrative approach (Craig & Sprang, 2009). Best practice guidelines 

are defined within the context of EST integration, yet questions of psychotherapists’ 

compliance and utilization of these recommendations have been repeatedly raised (Craig 

& Sprang, 2009).   

The actual interventions used in clinical practice, though largely unknown, likely 

involve an integrative approach that combines ESTs and eclectic approaches (Paul, Gray, 

Elhai, Massad, & Stamm, 2006). Craig and Sprang (2009) addressed the importance of 
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differentiating between the use of ESTs and the specific components of an approach, such 

as CBT, when assessing the practice patterns of providers. Psychotherapists appear to 

embrace CBT approaches, yet reject components of specific interventions (i.e., exposure 

therapy). These results suggest a sizeable gap in scientific research and practice attempts 

to increase the implementation of the ESTs (Couineau & Forbes, 2011). The selection of 

treatment approach by psychotherapists may be impacted by other factors beyond the 

available scientific evidence. The present study explored the practice patterns of 

psychotherapists in an effort to identify specific treatment interventions for patients 

diagnosed with PTSD. Limited research has examined the specific interventions selected 

by psychotherapists to treat PTSD, which is a gap in the literature that the present study 

intended to remedy.  

Purpose of the Study 

The present study was an attempt to explore the conceptualizations and treatments 

employed by psychotherapists working with patients diagnosed with PTSD.  Based on 

existing research it appears that theoretical orientation and trauma training may influence 

therapists’ conceptualizations of trauma and their utilization of specific therapeutic 

techniques. Psychotherapists with more trauma training may elect to utilize treatment 

approaches based strictly on patient symptoms. Given that psychotherapists’ 

characteristics have the potential to influence choice of treatment for PTSD, 

recommendations for increased training have been suggested as an effective approach to 

enhance psychotherapists’ attitudes, beliefs, and skills toward the use of ESTs with 
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clients suffering with PTSD (Couineau & Forbes, 2011). There is limited research that 

has explored the practice patterns of psychotherapists treating PTSD.  

Hypotheses 

  The research hypotheses posited by the author are detailed below.  

1. Vignettes will impact the selection of therapeutic interventions as measured by 

the Trauma Practices Questionnaire.  

a. Psychotherapists will rate eclectic therapy for vignette 1, cognitive therapy 

for vignette 2, and behavior therapy for vignette 3 significantly higher.  

2. Psychotherapists’ theoretical orientation will impact the selection of therapeutic 

interventions across vignettes as measured by the Trauma Practices 

Questionnaire. 

a. Psychotherapists with a cognitive behavioral theoretical orientation will 

rate cognitive interventions higher than therapists with other orientations.   

b. Psychotherapists with a cognitive behavioral theoretical orientation will 

rate behavioral interventions higher than therapists with other orientations.    

3. Psychotherapists’ formal training in empirically-supported trauma-focused 

treatments will impact the selection of therapeutic interventions across vignettes 

as measured by the Trauma Practices Questionnaire.  

a. Psychotherapists with formal training in evidence-supported trauma-

focused treatments will rate eclectic therapeutic approach for vignette 1, 



47 

 

 

vignette 2, and vignette 3 higher as compared to psychotherapists with no 

formal training in trauma-focused ESTs.  

b. Psychotherapists with no formal training in evidence-supported trauma-

focused treatments will rate therapeutic interventions consistent with their 

identified theoretical orientation higher as compared to psychotherapist 

with formal training in trauma-focused ESTs. 

4. Psychotherapists’ levels of experience will impact the selection of therapeutic 

interventions across vignettes as measured by the Trauma Practices 

Questionnaire.  

a. Psychotherapists with a higher level of experience, as measured in years of 

training, will rate eclectic therapeutic approach higher for vignette 1, 

vignette 2, and vignette 3 as compared to psychotherapists with lower 

levels of training experience. 

b. Psychotherapists with less training experience, as measured in years of 

training, will rate the therapeutic interventions consistent with their 

identified theoretical orientation higher as compared to psychotherapists 

with higher levels of training experience.  
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CHAPTER III 

METHODS 

 Psychotherapists across disciplines in the United States were surveyed regarding 

their treatment decisions in response to vignettes.  Each participant was asked to read 

three vignettes that described a patient who had been diagnosed with posttraumatic stress 

disorder (PTSD). Results were analyzed using a mixed-methods within-subjects 

experimental design.  A repeated-measures mixed analysis of variance (ANOVA) was 

used to test the differences between two or more independent variables. The independent 

variables included participants’ theoretical orientation, clinical experience, trauma 

training, and patient characteristics reflected in the vignettes. Of these, the between-

subjects variables included: participants’ theoretical orientation, years of clinical 

experience, and training in ESTs. The dependent variable was identified as the 

participants’ responses to the trauma practices questionnaire (TPQ).   

Participants 

A total of 143 participants were recruited. A convenience sample of master’s-

level and doctoral-level psychotherapists who were independently licensed, interns, or 

practicum students in the fields of marriage and family therapy, social work, counseling, 

or psychology were invited to participate. Participants were required to have treated at 

least one patient diagnosed with PTSD.  Participants were not excluded based on gender, 

ethnicity/race, or age.  Participants were excluded if they: (1) dropped out midway 
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through survey, (2) took questionnaire too quickly or too slowly, or (3) reported zero 

variance across the survey. 

Instrumentation 

Trauma Practices Questionnaire  

The Trauma Practices Questionnaire (TPQ; Sprang & Craig, 2010; see Appendix 

A) was used to assess clinical practices of licensed psychotherapists, interns, and 

practicum students. The TPQ is a 19-item scale that assesses psychotherapists’ practice 

patterns. The TPQ has six subscales that measure the utilization of (a) solution focused 

therapy, (b) eye movement desensitization and reprocessing (EMDR), (c) cognitive 

therapy, (d) behavior therapy, (e) psychodynamic therapy, and (f) eclectic therapy. 

Participants were asked to indicate on a Likert scale ranging from 0 (never) to 6 (always) 

how often they utilized each specific skill when treating an individual who experienced 

trauma. A total subscale score of the TPQ was calculated by summing the subscale score 

for each treatment intervention. A high score reflects a frequent use of the treatment 

intervention for PTSD, and a low score reflects infrequent use of the treatment 

intervention for PTSD.  

The psychodynamic therapy subscale is composed of three items, including 

“facilitate transference and employ interpretation.” The cognitive therapy subscale is 

composed of three items, including “identify patient’s irrational beliefs.” The behavior 

therapy subscale is composed of three items, including “complete the task of counter 

conditioning.”  The EMDR subscale is composed of four items, including “desensitize 
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the individual’s experience of the traumatic material by prolonged exposure accompanied 

with eye movements from side to side.” The solution focused therapy subscale is 

composed of three items, including “identify what is working and prescribe more of the 

same.” The eclectic therapy subscale composed of three items, including “use multiple 

techniques not necessarily adhering to a prescribed theory.”   

The TPQ has been modified since its original development. The TPQ was 

developed with 29-items, and four items in the original TPQ were used to assess 

psychopharmacology and medical issues. When not assessing for psychopharmacological 

practice and medical issues, the TPQ yielded a total of 25 questions. An initial 

exploratory factor analysis of the TPQ resulted in the reproduction of a six factor 

structure (Sprang & Craig, 2007).  A confirmatory factor analysis, using split half 

samples, resulted in the addition of two supplementary items for the EMDR scale, and the 

removal of six non-essential items (Craig & Sprang, 2009).  The resulting 19-item, six 

factor scale has demonstrated goodness of fit, the Root Mean Square Error of 

Approximation (RMSEA) = .06, CFI= .95, IFI =.95 and is believed to account for 

60.07% of the total variance (Craig & Sprang, 2009).  The alpha reliability coefficients 

from the split-half sample ranged from “0.72 for psychodynamic therapy to 0.82 for 

EMDR” (Craig & Sprang, 2009, p. 492).  

Demographic and Training Questionnaire  

            The demographic and training questionnaire (see Appendix B) included a total of 

11 questions and was designed to enhance understanding of the participant sample.  The 
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questionnaire included items about participants’ gender, age, ethnicity, disciplinary 

training/licensure, highest degree obtained, types of formal trauma training received, 

years of clinical experience, and percentage of patients with PTSD on the participants’ 

caseload. The participants were given individual identification numbers and names were 

not collected in order to maintain confidentiality.   

Participants were asked to select a primary theoretical orientation. Theoretical 

orientation was measured with the following choices: (a) EMDR, (b) cognitive therapy, 

(c) behavior therapy, (d) psychodynamic therapy, (e) solution-focused therapy, (f) 

eclectic therapy, and (g) other. Formal trauma training experience was measured by 

asking participants to indicate whether they received training in: (a) Prolonged Exposure, 

(b) Cognitive Processing Therapy, or (c) EMDR.  Participants were given the option to 

identify “other” formal trauma training.  Experience was measured by the number of 

years of clinical practice in psychotherapy, and included years of graduate school practica 

training.  

The informed consent (Appendix C) and demographic and training questionnaire 

were stored separately through Psychdata. Psychdata is an online survey administration 

program that allows participants’ responses to be stored and protected.  The informed 

consent and demographic and training questionnaire were coded using each participant’s 

identification number. Following the completion of the study, participants were given the 

principal investigator’s (PI’s) email, and were asked to contact PI if they had any 

questions or concerns.  
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Vignettes 

The vignettes (see Appendix D) detail three de-identified cases of patients 

diagnosed with PTSD.  The first vignette describes a Latina woman who developed early 

childhood sexual abuse and experienced maladaptive emotional responses following the 

traumatic event. The subject of the second case vignette is a Latina woman who was 

raped and has experienced alterations in thoughts about herself, others, and the world 

since the traumatic event. The third case vignette described a Latina woman who avoided 

distressing situations, such as talking to strangers or going to the mall. 

Procedure 

            Participants were recruited by emailing training directors of marriage and family 

therapy, psychology, social work, counseling programs, and personal contacts. The 

contact information was located on the websites of national organizations for each 

respective discipline. The recruitment message (see Appendix E) detailed the 

requirements for participation and a description of the project. Participants were provided 

with an explanation of confidentiality and instructions for completion of the survey. The 

participants were asked to complete a demographic and training questionnaire and an 

informed consent form. The informed consent form was provided to the participants with 

an explanation of the study, description of procedures, potential risks associated with the 

study, and participants’ benefits. Following completion of the demographic and training 

questionnaire, the participants were asked to read three vignettes. After reading each case 

vignette, the participants completed the TPQ to indicate which intervention strategies 
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they were most likely to utilize to treat the individual described within the case vignette. 

At the conclusion of the study, participants were asked to include their email for a chance 

to win one of three $100.00 Amazon Gift Cards.  Three participants were chosen at 

random and awarded an online gift card.  

Data Analysis 

 The following assumptions were examined prior to the analysis of the data in an 

effort to avoid bias. Sample sizes of comparison groups were examined. The variables 

with insufficient sample size were collapsed together when appropriate. Psychotherapists 

who identified with cognitive therapy and/or behavioral therapy were combined into the 

cognitive behavioral therapy group. Responses were combined into the integrative group, 

if the psychotherapist identified with eclectic or responded with more two or more 

primary therapeutic orientations. Psychotherapists who completed the free response 

section and identified with a therapeutic orientation not captured by the identified 

categories were combined into an “other” group.  

The normality of outcome variables was examined to determine variations.  

Several continuous variables did not fall within standard skewness and kurtosis cutoffs. 

Because overall sample size was not large (N = 143), Shapiro-Wilks and Kolmogrov-

Smirnov tests were examined. The histograms, Q-Q plots, and box plots demonstrated 

non-normal distributions, therefore nonparametric statistics were utilized for the variables 

which violated normality.  Invalid cases were removed if the participant dropped out 

midway through the survey, took the questionnaire too quickly or slowly, and reported 
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zero variance across items in the survey.  Cases were removed if they met 1 or more of 

the potential removal reasons.  

Outliers can significantly bias any parametric test. As a result, outliers were 

examined to assess the impact on the results.  Outliers for the ratings on EMDR for 

vignette 1, 2, and 3 were retained, because the outliers did not impact the overall results. 

Additional outliers were detected for years of clinical training. A total of 6 outliers were 

detected for clinical training. When the 6 outliers were removed, the graphs improved in 

shape.  

After preparing the data for analysis, it was observed that out of 143 recorded 

cases, 7 cases contained missing data (4.90%) and out of 51 variables, 21 variables 

contained missing data (29.17%), which amounted to a total of .94% missing information 

in the dataset. To assess whether the pattern of missing values was missing completely at 

random (MCAR), Little’s MCAR test (Little & Rubin, 2002) was conducted. The null 

hypothesis of Little’s MCAR test is that the pattern of the data is MCAR and follows a χ2 

distribution. Using an expectation-maximization algorithm, the MCAR test estimates the 

univariate means and correlations for each of the variables. The results revealed that the 

pattern of missing values in the data was MCAR, [χ2 (34.40) = 37, p = .59]. As such, all 

data collected was retained.  

In the first hypothesis, it was predicted that the vignettes will impact the selection 

of therapeutic interventions as measured by the TPQ.  It was hypothesized that 

endorsement of theoretical interventions would change for vignette 1, vignette 2, and 
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vignette 3 such that psychotherapists would select eclectic therapy for vignette 1, 

cognitive therapy for vignette 2, and behavioral therapy for vignette 3. Several repeated-

measures analysis of variance (ANOVA) were conducted to examine intervention ratings 

for all three vignettes. Vignette 1 described a patient who experienced emotional 

disturbances. Vignette 2 described a patient who experienced cognitive distortions. 

Vignette 3 reflected a patient who experienced behavioral avoidance. The independent 

variable was reported as vignette 1, 2, or 3. The dependent variable for the analysis was 

the therapeutic intervention as identified by the TPQ. The scores on the TPQ were coded 

as continuous variables, and each subscale (i.e., EMDR, psychodynamic, solution-

focused, cognitive, behavioral, and eclectic) was totaled to give a sum score.  Each 

subscale on the TPQ was examined separately. 

In the second hypothesis, it was predicted that psychotherapists’ theoretical 

orientation would impact the choice of therapeutic intervention as measured by the TPQ. 

Psychotherapists who identified with cognitive, behavioral, or cognitive behavioral 

therapy as their primary theoretical orientation were collapsed into the cognitive 

behavioral therapy group due to cell size. A Multiple Analysis of Variance (MANOVA) 

was used to compare theoretical orientation and the therapeutic intervention selected for 

vignette 1, 2, and 3. The independent variable was participant’s theoretical orientation. 

The dependent variable for the analysis was the therapeutic intervention endorsement as 

identified by the TPQ. The scores on the TPQ were coded as continuous variables. The 

scores on the TPQ were coded as continuous variables, and each subscale (i.e., EMDR, 
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psychodynamic, solution-focused, cognitive, behavioral, and eclectic) was totaled to give 

a sum score. Each subscale on the TPQ was examined separately.  

   In the third hypothesis, it was predicted that psychotherapists’ training in 

empirically-supported trauma-focused treatments would impact the choice of therapeutic 

intervention as measured by the TPQ. A MANOVA was used to compare the 

empirically-supported trauma-focused treatment training (i.e., prolonged exposure, 

cognitive processing therapy, or EMDR) and the selected therapeutic interventions for 

vignettes 1, 2, and 3. The between-subjects independent variable was the participants’ 

empirically-supported trauma-focused training. The dependent variable for the analysis 

was the therapeutic intervention as identified by the TPQ. The scores on the TPQ were 

coded as continuous variables, and each subscale (i.e., EMDR, psychodynamic, solution-

focused, cognitive, behavioral, and eclectic) was totaled to give a sum score.  Each 

subscale on the TPQ was examined separately.  

In the fourth hypothesis, it is was predicted that psychotherapists’ years of formal 

training experience would impact the choice of therapeutic intervention as measured by 

the TPQ. The total years of training and experience of all the participants were divided 

into three categories: low (1-3 years), medium (4-7 years), and high (8-39 years).  A one-

way MANOVA was used to compare low, medium, and high years of clinical training for 

selected therapeutic interventions for case vignette 1, 2, and 3. The between-subjects 

independent variable was the participants’ years of training and experience. The 

dependent variable for the analysis is the therapeutic intervention as identified by the 
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TPQ. The scores on the TPQ were coded as continuous variables, and each subscale (i.e., 

EMDR, psychodynamic, solution-focused, cognitive, behavioral, and eclectic) was 

totaled to give a sum score. Each subscale on the TPQ was examined separately.  
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CHAPTER IV 

 

RESULTS 

 

One hundred and seventy-seven surveys were attempted by psychotherapists in 

the fields of marriage and family therapy, social work, counseling, and psychology using 

a Psychdata.com online survey. Participants held a license or were in the process of 

completing a graduate level degree in their respective fields. One hundred and forty-three 

surveys were utilized in the final data analysis. Thirty-four surveys were considered 

unusable as a result of the following: (1) dropped out midway through survey, (2) took 

questionnaire too quickly or too slowly, or (3) reported zero variance across the survey.  

Demographic Data 

In regard to demographic information, the participant sample consisted of 120 

women (84%), 21 men (15%), 1 transgender individual (<1%), and 1 non-response 

(<1%). The race/ethnicity of participants was reported as follows: 73% Caucasian, 6% 

Black, 6% Asian, 9% Latino/a, 3% Biracial, 2% Middle Eastern, and 1% other. The 

primary theoretical orientation identified was cognitive behavioral therapy (52%), other 

(24%), psychodynamic (14%), and integrative (10%). A total of 52% of participants were 

trained in psychology, 23% counseling, 13% marriage and family therapy, and 11% 

social work. Participants varied in degree obtained and consisted of 30 enrolled in a 

master’s program (21%), 54 enrolled in a doctoral program (38%), 37 with completed 

master’s degrees (26%), and 22 with completed doctorates (15%). Participants were 
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employed in community mental health settings (29%), Veteran’s Affairs clinics (21%), 

private practices (19%), other (15%), university counseling centers (11%), and hospital 

settings (6%). Participants had received formal training in cognitive processing therapy 

(CPT; 30%), prolonged exposure (PE; 21%), other (20%), and eye movement 

desensitization and reprocessing (EMDR; 15%). 

Descriptive statistics for the three continuous variables are shown in Table 1.  

Participants ranged in age from 22 to 63 (M=33.42, SD=10.48). Participants were 

classified into low (36% with 1-3 years), medium (35% with 4-7 years), and high (8 or 

more years) levels of clinical training. The total years in clinical practice ranged from 1 to 

39 including years of practicum training (M=7.00, SD=7.10). There were 3 participants 

who did not indicate their current years of clinical practice. Finally, participants estimated 

the total percentage of individual therapy patients diagnosed with posttraumatic stress 

disorder (PTSD) on their current caseload to range from 0 to 100% (M=27.75, 

SD=24.48).   
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Table 1 

 

Means and Standard Deviations for Selected Demographic Variables 

________________________________________________________________________ 

Demographic variable N M SD Min Max 

      Age 143 33.42 10.48 22 63 

      Years of clinical training 141 7.00 7.10 1 39 

 

         Low (1-3 years) 51 35.70 

    

        Medium (4-7 years) 50 35.00 

   
              High (8-39 years) 39 27.30 

    

Percentage of PTSD Cases on 

current caseload 142 27.75 24.48 0 100 

________________________________________________________________________ 

Note. N not equal to 143 reflects missing data. 

 

Descriptive statistics for the continuous variables are shown in Table 2.  The data 

presented reflect psychotherapists’ endorsement of interventions for vignettes 1, 2, and 3.  

Vignette 1 featured a patient with maladaptive emotional patterns. Vignette 2 reflected a 

patient experiencing cognitive distortions. Vignette 3 emphasized a patient reflective of 

behavioral avoidance symptoms.   
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Table 2 

 

Means and Standard Deviations for Intervention Endorsement by Vignette 

Vignette response N M SD Min Max 

      Cognitive therapy vignette 1 143 10.57 4.18 0.00 18.00 

      Solution focused therapy  

vignette 1 143 8.89 3.61 0.00 17.00 

      EMDR vignette 1 143 2.90 5.82 0.00 24.00 

 

Behavior therapy vignette 1 143 7.46 3.70 0.00 18.00 

 

Psychodynamic therapy vignette 1 143 6.97 4.37 0.00 17.00 

 

Eclectic therapy vignette 1 

 

143 

 

11.25 

 

4.56 

 

0.00 

 

17.00 

      Cognitive therapy vignette 2 143 11.59 4.23 0.00 18.00 

      Solution focused therapy vignette 2 143 8.94 4.09 0.00 18.00 

 EMDR vignette 2 143 3.15 6.09 0.00 24.00 

 

Behavior therapy vignette 2 138 6.96 3.85 0.00 18.00 

    Psychodynamic therapy vignette 2 138 6.97 4.37 0.00 17.00 

      Eclectic  therapy vignette 2 138 11.40 4.71 0.00 18.00 

Cognitive therapy vignette 3 138 11.48 4.30 0.00 18.00 

 

Solution focused therapy  

vignette 3 138 9.32 4.14 0.00 18.00 

 

EMDR vignette 3 138 3.50 6.41 0.00 24.00 

 

Behavior therapy vignette 3 138 8.19 3.92 0.00 18.00 

 

Psychodynamic therapy vignette 3 138 6.51 4.40 0.00 15.00 

 

Eclectic therapy vignette 3 138 11.37 4.83 0.00 18.00 

Note. N not equal to 143 reflects missing data. 
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Hypothesis One 

 

The first hypothesis predicted statistically significant differences between 

psychotherapists’ selection of psychotherapeutic interventions, as measured by the 

Trauma Practices Questionnaire (TPQ).  Specifically, it was predicted that 

psychotherapists would be more likely to endorse eclectic therapy for vignette 1, 

cognitive therapy for vignette 2, and behavior therapy for vignette 3. The ratings for each 

vignette was examined and will be reported separately. Several repeated measures 

analysis of variance were conducted to examine intervention ratings for all three 

vignettes. For vignette 1, it was predicted that psychotherapists would be more likely to 

endorse eclectic therapy strategies, compared to other types of strategies.  As shown in 

Table 3, the results indicated that intervention ratings differed significantly for vignette 1, 

F (3.68, 522.60) = 75.99, p <.001, η2 = .349. Contrast sections were utilized to examine 

group differences. Results indicated that for vignette 1, eclectic therapy (M=11.25, 

SD=4.56) ratings were higher than solution focused therapy (M=8.89, SD=3.61), EMDR 

(M=2.90, SD=5.82), behavior therapy (M=7.46, SD=3.70), and psychodynamic therapy 

(M=6.97, SD=4.37). Results indicated that cognitive therapy (M= 10.57, SD=1.89) ratings 

were significantly higher than solution focused therapy (M=8.89, SD=3.61), EMDR 

(M=2.90, SD=5.82), behavior therapy (M=7.46, SD=3.70), and psychodynamic therapy 

(M=6.97, SD=4.37). No significant differences were observed between eclectic therapy 

and cognitive therapy (p=.206).  These results provided partial support for the hypothesis.  
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Psychotherapists endorsed eclectic therapy significantly more than four other types of 

interventions but not significantly more than cognitive therapy for case vignette 1.  

Table 3 

Vignette 1 Ratings between Intervention Selection 

___________________________________________________________________ 

    N Mean   SD F  p   
         
Vignette 1       75.99  <.001  
     Cognitive Therapy  138 10.57  4.19    
     Solution Focused Therapy   

 

Yes 

 138 8.89    3.61 

 

 

 

 

  
     EMDR  138 2.90    5.82 

 

 

 

 

  
     Behavior Therapy  138 7.46  3.70   

 

 
     Psychodynamic Therapy   138 6.97  4.37  
     Eclectic Therapy 

 

Yes 

 138 11.25    4.56 

 

 

 

 ___________________________________________________________________ 

 

For vignette 2, it was predicted that psychotherapists would be more likely to 

endorse the use of cognitive therapy strategies, compared to other types of strategies.  As 

shown in Table 4, the results indicated that intervention ratings differed significantly for 

vignette 2, F (3.63, 514.94) = 78.54, p <.001, η2 = .356. Contrast sections were utilized to 

examine group differences. Results indicated that cognitive therapy (M= 11.59, SD=4.23) 

was endorsed at a significantly higher rate than solution focused therapy (M=8.94, 

SD=4.09), EMDR (M=3.15, SD=6.08), behavior therapy (M=7.66, SD=3.85), and 

psychodynamic therapy (M=6.96, SD=4.28). Results indicated that for vignette 2, eclectic 

therapy (M=11.40, SD=4.71) was endorsed at a significantly higher rate than solution 

focused therapy (M=8.94, SD=4.09), EMDR (M=3.15, SD=6.08), behavior therapy 

(M=7.66, SD=3.85), and psychodynamic therapy (M=6.96, SD=4.28). There was not a 

statistically significant difference between cognitive therapy scores and eclectic therapy 
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scores. These results provided partial support for the hypothesis. Psychotherapists 

endorsed cognitive therapy significantly more than four other types of interventions but 

not significantly more than eclectic therapy for case vignette 2.  

Table 4 

Vignette 2 Ratings between Intervention Selection 

___________________________________________________________________ 

    N Mean   SD F  p   
         
Vignette 2       78.54   <.001  
     Cognitive Therapy  138 11.40  4.71    
     Solution Focused Therapy   

 

Yes 

 138 8.94   4.09 

 

 

 

 

  

     EMDR  138 3.15    6.08 

 

 

 

 

  

     Behavior Therapy  138 7.66  3.85   

 

 
     Psychodynamic Therapy   138 6.96  4.28  
     Eclectic Therapy 

 

Yes 

 138 11.59    4.23 

 

 

 

 ___________________________________________________________________ 

 

For vignette 3, it was predicted that psychotherapists would be more likely to 

endorse the use of behavior therapy strategies, compared to other types of strategies. The 

results indicated that psychotherapists did not endorse behavior therapy at a higher rate 

than other strategies. As shown in Table 5, the results indicated that intervention ratings 

differed significantly for vignette 3, F (3.65, 500.23) = 66.81, p <.001, η2 = .328. 

Contrast sections were utilized to examine group differences.   Results indicated that 

eclectic therapy (M=11.37, SD=4.83) ratings were significantly higher than solution 

focused therapy (M=9.32, SD=4.14), EMDR (M=3.50, SD= 6.41), behavior therapy 

(M=8.19, SD=3.92), and psychodynamic therapy (M=6.51, SD=4.40). Results indicated 

that cognitive therapy (M=11.48, SD=4.30) ratings were significantly higher than solution 

focused therapy (M=9.32, SD=4.14), EMDR (M=3.50, SD= 6.41), behavior therapy 
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(M=8.19, SD=3.92), and psychodynamic therapy (M=6.51, SD=4.40). No significant 

differences were observed between eclectic therapy and cognitive therapy. For vignette 3, 

the results failed to reject the null hypothesis. The results for all three vignettes suggested 

that a statistically significant number of psychotherapists rated eclectic therapy or 

cognitive therapy highest.  

Table 5 

Vignette 3 Ratings between Intervention Selection 

___________________________________________________________________ 

    N Mean   SD F  p   
         
Vignette 3       66.81 .328  
     Cognitive Therapy  138 11.37  4.83    
     Solution Focused Therapy   

 

Yes 

 138 9.32    4.14 

 

 

 

 

  

     EMDR  138 3.50    6.41 

 

 

 

 

  

     Behavior Therapy  138 8.19  3.92   

 

 
     Psychodynamic Therapy   138 6.51  4.40  
     Eclectic Therapy 

 

Yes 

 138 11.48    4.30 

 

 

 

 ___________________________________________________________________ 

 

Hypothesis Two 

The second hypothesis predicted that psychotherapists’ theoretical orientation 

would significantly impact the selection of therapeutic interventions across vignettes as 

measured by the TPQ. Psychotherapists who identified with cognitive, behavioral, or 

cognitive behavioral therapy as their primary theoretical orientation were collapsed into 

one group. Psychotherapists who endorsed a cognitive behavioral theoretical orientation 

were predicted to select cognitive interventions more frequently than therapists with other 

orientations.  Psychotherapists who endorsed a cognitive behavioral theoretical 
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orientation were predicted to select behavioral interventions more frequently than 

therapists with other orientations.   

A one-way MANOVA was conducted to examine the impact of theoretical 

orientation on ratings for cognitive interventions.  As shown in Table 6, the one-way 

MANOVA on cognitive therapy vignette 1, cognitive therapy vignette 2, cognitive 

therapy vignette 3 between cognitive behavioral therapy, integrative, psychodynamic, and 

other theoretical orientations revealed significant multivariate effects, F (3, 134) = 4.40, p 

= .00, η2 = .092.  A series of post-hoc analyses were performed to examine individual 

rating differences across all four levels of theoretical orientation and all three vignettes. 

Specifically, Tukey HSD tests were conducted on all possible pairwise contrasts.  

For vignette 1, psychotherapists who reported a cognitive behavioral therapy 

(CBT) orientation (M = 12.27, SD = 3.72) rated cognitive therapy higher than 

psychotherapists who endorsed an integrative (M = 9.29 SD = 3.10), psychodynamic (M 

= 7.47, SD = 2.30), or other orientation (M = 9.29, SD = 4.15). The results indicated that 

cognitive therapy interventions were rated highest by psychotherapists who identified 

with a CBT orientation. For vignette 2, psychotherapists who reported a CBT orientation 

(M = 13.37, SD = 3.50) rated cognitive therapy higher than psychotherapists who 

endorsed an integrative (M = 13.09, SD = 4.19), psychodynamic (M = 8.84, SD = 4.02), 

or other orientation (M = 10.00, SD = 4.33). The results indicated that cognitive therapy 

interventions were rated highest by psychotherapists who identified with a CBT 

orientation. For vignette 3, psychotherapists who reported a CBT orientation (M = 13.25, 
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SD = 3.52) rated cognitive therapy higher than psychotherapists who endorsed an 

integrative (M = 9.43, SD = 4.09), psychodynamic (M = 8.84, SD = 4.02), or other 

orientation (M = 10.09, SD = 4.58). The results again indicated that cognitive therapy 

interventions were rated highest by psychotherapists who identified with a CBT 

orientation.  Significant differences were observed between theoretical orientation and 

cognitive interventions; therefore, rejecting the null hypothesis. The results for all three 

vignettes indicated that psychotherapists who identified with CBT as their primary 

theoretical orientation consistently rated cognitive therapy interventions highest.   

Table 6 

One-Way MANOVA on Theoretical Orientation between Cognitive Therapy Ratings 

____________________________________________________________________ 

    N Mean   SD F  p   
         
Cognitive therapy vignette 1        10.96     <.001  
     Cognitive behavioral   71 12.27  3.72    
     Integrative   

 

Yes 

 14 9.29    3.10 

 

 

 

 

  
     Psychodynamic  19 7.47    2.30 

 

 

 

 

  
     Other  34 9.29  4.15    
        
Cognitive therapy vignette 2     10.94 <.001  
     Cognitive behavioral   71 13.37  3.50    
     Integrative   

 

Yes 

 14   10.29    3.73    
     Psychodynamic  19 8.84  4.02    
     Other  34 10.00  4.33    
        
Cognitive therapy vignette 3     10.47  <.001  
     Cognitive behavioral   71  13.25  3.52    
     Integrative   

 

Yes 

 14   9.43   4.09    
     Psychodynamic  19 8.84  3.88    
     Other  34 10.09  4.58    
________________________________________________________________________ 

A one-way MANOVA was conducted to examine theoretical orientation on 

ratings for behavioral interventions.  As shown in Table 7, the one-way MANOVA on 
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behavior therapy vignette 1, behavior therapy vignette 2, behavior therapy vignette 3 

between cognitive behavioral therapy, integrative, psychodynamic, and other failed to 

reveal a significant multivariate effect, F (3, 137) = 3.64, p = .63, η2 = .02. Significant 

differences were not observed between theoretical orientation and behavioral 

interventions; therefore, the results failed to reject the null hypothesis. The results for all 

three vignettes indicated that psychotherapists who identified with CBT as their primary 

theoretical orientation did not rate behavioral interventions higher than psychotherapists 

with an integrative, psychodynamic, or other orientation. 

Table 7 

One-Way MANOVA on Theoretical Orientation between Behavioral Therapy Ratings 

____________________________________________________________________ 

    N Mean   SD   F  p   
         
Behavioral therapy vignette 1         1.80     .150  
     Cognitive behavioral   71 8.21  3.72    
     Integrative   

 

Yes 

 14 6.93    3.10 

 

 

 

 

  
     Psychodynamic  19 6.32    2.30 

 

 

 

 

  
     Other  34 7.09  4.15    
        
Behavioral therapy vignette 2           2.45 .066  
     Cognitive behavioral   71 3.46  3.50    
     Integrative   

 

Yes 

 14   6.57    3.73    
     Psychodynamic  19 6.47  4.02    
     Other  34         7.27  4.33    
        
Behavioral therapy vignette 3     .89  .446  
     Cognitive behavioral   71  3.74  3.52    
     Integrative   

 

Yes 

 14   7.71   4.09    
     Psychodynamic  19 7.58  3.88    
     Other  34 7.62  4.58    
________________________________________________________________________ 

In summary, the results indicated that psychotherapists who identified CBT as 

their primary theoretical orientation rated cognitive therapy interventions higher than 
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psychotherapists who identify with integrative, psychodynamic, and other theoretical 

orientations. The results were consistent across all three vignettes. In contrast, 

psychotherapists who identified with CBT did not rate behavioral interventions 

significantly higher than psychotherapists with an integrative, psychodynamic, or other 

orientation.  This indicates partial support for Hypothesis Two.  

Hypothesis Three 

In the third hypothesis psychotherapists’ formal training in empirically-supported 

trauma-focused treatments was predicted to impact the selection of therapeutic 

interventions with statistical significance across vignettes as measured by the TPQ.  

Psychotherapists with formal training in evidence-supported trauma-focused treatments 

were predicted to select an eclectic therapeutic approach for vignette 1, vignette 2, and 

vignette 3. Psychotherapists with no formal training in evidence-supported trauma-

focused treatments were predicted to select the therapeutic interventions consistent with 

their identified theoretical orientation. In an effort to assess if no training in PE, CPT, or 

EMDR impacted theoretical orientation on intervention rating, a 3-way MANOVA was 

attempted. However, it was determined that the interaction could not be calculated due to 

unequal cell size.   

Prolonged Exposure Training 

A one-way MANOVA was conducted to examine training in PE on ratings for 

eclectic therapy interventions. As shown in Table 8, the one-way MANOVA on eclectic 

therapy vignette 1, eclectic therapy vignette 2, eclectic therapy vignette 3 between no 
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training in PE and training in PE revealed no significant multivariate effects, F (3, 137) = 

1.77, p = .16, η2 = .038. The results failed to reject the null hypothesis. Psychotherapists 

with and without training in PE did not have a significant difference in ratings for eclectic 

therapy interventions for vignettes, 1, 2, or 3. The results do not support the third 

hypothesis.  

Table 8 

One-Way MANOVA on Eclectic Therapy Intervention between Prolonged Exposure (PE) 

________________________________________________________________________ 

    N Mean   SD F  p   
         
Eclectic therapy vignette 1          .32   .572  
     No training in PE   109 11.44  4.68    
     Yes training in PE  29 10.90    4.25    
         
Eclectic therapy vignette 2      .33 .567  
     No training in PE   109   11.57    4.78    
     Yes training in PE  29   11.00    4.73    
         
Eclectic therapy vignette 3     1.90  .171  
     No training in PE   109  11.66   4.77    
     Yes training in PE  29 10.78   5.00    
________________________________________________________________________ 

Additional Findings 

 Exploratory analyses were conducted to examine the impact of PE training on the 

selection of cognitive and behavioral interventions given that ESTs for PTSD primarily 

target changes in cognitive and behavioral avoidance. Additional exploratory analyses 

revealed the following significant results, see Table 9. A one-way MANOVA was 

conducted to examine the effect of training in PE on ratings for cognitive therapy 
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interventions. The one-way MANOVA on cognitive therapy vignette 1, cognitive therapy 

vignette 2, and cognitive therapy vignette 3 between no training in PE and training in PE 

revealed significant multivariate effects, F (3, 134) = 2.91, p = .04, η2 = .061. 

Examination of the effects revealed significant differences on training in PE on selection 

of cognitive therapy interventions across vignettes 1 and 2. Psychotherapists who 

received training in PE (M = 12.85, SD = 2.69) endorsed cognitive therapy interventions 

for vignette 1 at a higher rate than psychotherapists with no training in PE (M = 9.64, SD 

= 4.29).  Psychotherapists who received training in PE (M = 13.78, SD = 4.27) endorsed 

cognitive therapy interventions for vignette 2 at a higher rate than psychotherapists with 

no training in PE (M = 10.71, SD = 44.27).  For vignette 3, no significance differences 

between psychotherapists’ endorsement of cognitive therapy interventions between those 

who received training in PE and those with no training. The results indicated that 

psychotherapists with training in PE endorsed cognitive interventions at a higher rate for 

vignette 1 and 2, but not vignette 3. 

 

 

 

 

 

 

 



72 

 

 

Table 9 

One-Way MANOVA on Cognitive Therapy between Prolonged Exposure (PE) training 

________________________________________________________________________ 

    N Mean   SD F  p   
         
Cognitive therapy vignette 1          .51    .03  
     No training in PE   13 9.64  4.29    
     Yes training in PE  14 12.85    2.69    
         
Cognitive therapy vignette 2      4.58 .03  
     No training in PE   13   10.71    4.27    
     Yes training in PE  14   13.78    3.17    
         
Cognitive therapy vignette 3     1.50  .22  
     No training in PE   13  10.61   4.45    
     Yes training in PE  14 13.60   3.02    
________________________________________________________________________ 

A one-way MANOVA was conducted to examine training in PE on ratings for 

behavioral therapy interventions, see Table 10. The one-way MANOVA on behavioral 

therapy vignette 1, behavioral therapy vignette 2, and behavioral therapy vignette 3 

between no training in PE and training in PE revealed significant multivariate effects, F 

(3, 134) = 4.08, p = .00, η2 = .095. The results revealed significant differences on training 

in PE on selection of behavior therapy interventions across vignettes 1, 2, and 3.  

Psychotherapists who received training in PE (M = 9.62, SD = 3.33) endorsed behavior 

therapy interventions at a higher rate for vignette 1 than psychotherapists with no training 

in PE (M = 6.99, SD = 3.60).  Psychotherapists who received training in PE (M = 9.62, 

SD = 3.84) endorsed behavior therapy interventions for vignette 2 at a higher rate than 

psychotherapists with no training in PE (M = 7.26, SD = 3.33).  Psychotherapists who 

received training in PE (M = 10.21, SD = 3.63) endorsed behavior therapy interventions 
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for vignette 3 at a higher rate than psychotherapists with no training in PE (M = 7.65, SD 

= 3.83). The results indicated that psychotherapists with training in PE rated behavioral 

interventions significantly higher for vignette 1, 2, and 3. Overall, psychotherapists with 

training in PE rated behavior therapy and cognitive therapy higher than psychotherapists 

with no training in PE.  

Table 10 

One-Way MANOVA on Behavioral Therapy between Prolonged Exposure (PE) training 

________________________________________________________________________ 

    N Mean   SD F  p   
         
Behavioral therapy vignette 1       12.57    <.001  
     No training in PE  109 6.99  3.60      
     Yes training in PE  29   9.62    3.33    
         
Behavioral therapy vignette 2     9.16  <.001  
     No training in PE  109  7.26  3.33    
     Yes training in PE  29   9.62   3.84    
         
Behavioral therapy vignette 3    10.43  <.001  
     No training in PE  109 7.65  3.83    
     Yes training in PE  29 10.21   3.63    
________________________________________________________________________ 

Cognitive Processing Therapy Training 

A one-way MANOVA was conducted to examine the effect of training in CPT on 

ratings for eclectic therapy interventions. As shown in Table 11, the one-way MANOVA 

on eclectic therapy vignette 1, eclectic therapy vignette 2, eclectic therapy vignette 3 

between no training in CPT and training in CPT revealed no significant multivariate 

effects, F (3, 134) =2.63, p = .053, η2 = .056. Although results indicated no significant 
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multivariate effect of training or no training in CPT on eclectic therapy ratings, there was 

a significant univariate effect on eclectic therapy vignette 1,  F (1, 136) =5.64, p = .019, 

η2 = .040 and eclectic therapy vignette 3,  F (1, 136) =5.97, p = .016, η2 = .042. 

Psychotherapists who did not have training in CPT had higher ratings for eclectic therapy 

vignette 1 (M=11.91, SD= 4.53) and eclectic therapy vignette 3 (M=12.00, SD=4.64). 

Overall, the results indicated that there was no significant effect of training or no training 

in CPT on psychotherapists’ selection of eclectic therapeutic interventions for case 

vignette 1, 2, or 3. Psychotherapists with and without training in CPT did not have a 

significant difference in their scores for eclectic therapy interventions for each of the 

three vignettes. This result did not support the third hypothesis.  

Table 11 

One-Way MANOVA on Eclectic Therapy Interventions on CPT Training 

________________________________________________________________________ 

    N Mean   SD F  p   
         
         
Eclectic therapy vignette 1         5.64    .019  
     No training in CPT   98 11.91  4.53    
     Yes training in CPT  40  9.90   4.60    
         
Eclectic therapy vignette 2      3.85  .052  
     No training in CPT   98 11.95  4.76    
     Yes training in CPT  40 10.23  4.86    
         
Eclectic therapy vignette 3     5.97 .016  
     No training in CPT   98 12.00  4.64    
     Yes training in CPT  40 9.83    5.00    
         
______________________________________________________________________________________ 
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Additional Findings 

A one-way MANOVA was conducted to examine training in CPT on ratings for 

cognitive therapy interventions. As shown in Table 12, the one-way MANOVA on 

cognitive therapy vignette 1, cognitive therapy vignette 2, and cognitive therapy vignette 

3 between no training in CPT and training in CPT revealed significant multivariate 

effects, F (3, 134) = 6.58, p =  <.001, η2 = .128. Psychotherapists who received training 

in CPT (M = 12.85, SD = 2.69) endorsed cognitive therapy interventions for vignette 1 at 

a higher rate than psychotherapists with no training in CPT (M = 9.64, SD = 4.29). 

Psychotherapists who received training in CPT (M = 13.78, SD = 3.17) endorsed 

cognitive therapy interventions for vignette 2 at a higher rate than psychotherapists with 

no training in CPT (M = 10.71, SD = 4.27).  Psychotherapists who received training in 

CPT (M = 13.60, SD = 3.02) endorsed cognitive therapy interventions for vignette 3 at a 

higher rate than psychotherapists with no training in CPT (M = 10.61, SD = 4.45).  The 

results indicated that psychotherapists with training in CPT rated cognitive interventions 

higher for vignettes 1, 2, and 3.  
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Table 12 

One-Way MANOVA on Cognitive Therapy Interventions on CPT Training 

________________________________________________________________________ 

    N Mean   SD F  p   
         
         
Cognitive therapy vignette 1         19.20    <.001  
     No training in CPT   98 9.64  4.29    
     Yes training in CPT  40  12.84   2.69    
         
Cognitive therapy vignette 2      16.76  <.001  
     No training in CPT   98 10.71  4.27    
     Yes training in CPT  40 13.78  3.17    
         
Cognitive therapy vignette 3     15.15 <.001  
     No training in CPT   98 10.61  4.45    
     Yes training in CPT  40 13.60    3.02    
         
______________________________________________________________________________________ 

 

A one-way MANOVA was conducted to examine training in CPT on ratings for 

behavior therapy interventions. As shown in Table 13, the one-way MANOVA on 

behavior therapy vignette 1, behavior therapy vignette 2, behavior therapy vignette 3 

between no training in CPT and training in CPT revealed significant multivariate effects, 

F (3, 134) = 5.23, p = .002, η2 = .105. Psychotherapists who received training in CPT (M 

= 9.40, SD = 4.14) endorsed behavior therapy interventions for vignette 1 at a higher rate 

than psychotherapists with no training in CPT (M = 6.79, SD = 3.22). Psychotherapists 

who received training in CPT (M = 9.45, SD = 3.98) endorsed behavior therapy 

interventions for vignette 2 at a higher rate than psychotherapists with no training in CPT 

(M = 7.06, SD = 3.59).  Psychotherapists who received training in CPT (M = 9.70, SD = 
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4.05) endorsed behavior therapy interventions for vignette 3 at a higher rate than 

psychotherapists with no training in CPT (M = 7.57, SD = 3.71).  The results indicated 

that psychotherapists with training in CPT rated behavior therapy interventions higher for 

vignettes 1, 2, and 3.  

Table 13 

One-Way MANOVA on Behavioral Therapy between CPT Training 

________________________________________________________________________ 

    N Mean   SD F  p   
         
Behavioral therapy vignette 1          15.73    <.001  
     No training in CPT  98   6.79    3.22    
     Yes training in CPT  40 9.40  4.14    
         
Behavioral therapy vignette 2      11.82 <.001  
     No training in CPT  98  7.06  3.59    
     Yes training in CPT  40 9.45  3.98    
         
Behavioral therapy vignette 3      8.87  <.001  
     No training in CPT  98 7.57   3.71    
     Yes training in CPT  40 9.70   4.05    
         
______________________________________________________________________________________ 

 

EMDR Training 

A one-way MANOVA was conducted to examine training in EMDR on ratings 

for eclectic therapy interventions. As shown in Table 14, the one-way MANOVA on 

eclectic therapy vignette 1, eclectic therapy vignette 2, and eclectic therapy vignette 3 

between no training in EMDR and training in EMDR revealed no significant multivariate 

effects, F (3, 134) = .40, p = .76, η2 = .009. The results failed to reject the null hypothesis. 
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Overall, there was no significant effect of training or no training in EMDR on 

psychotherapists’ selection of eclectic therapeutic interventions for vignettes 1, 2, or 3.  

Table 14 

One-Way MANOVA on Eclectic Therapy Intervention between EMDR 

________________________________________________________________________ 

    N Mean   SD  F p   
         
Eclectic therapy vignette 1      .097  .755  
     No training in EMDR  116   11.38    4.75    
     Yes training in EMDR  22 11.05  3.70    
         
Eclectic therapy vignette 2      .036 .849  
     No training in EMDR  116  11.48  4.79    
     Yes training in EMDR  22 11.27  4.53    
         
Eclectic therapy vignette 3      .340  .561  
     No training in EMDR  116 11.47   4.90    
     Yes training in EMDR  22 10.82   4.51    
         
______________________________________________________________________________________ 

It was predicted that psychotherapists with training in PE, CPT, or EMDR would 

rate eclectic therapy higher for vignette 1, 2, and 3. Instead, the results indicated that 

psychotherapists with no training in evidence-supported treatments (i.e., PE, CPT, or 

EMDR) did not rate eclectic therapy higher than solution focused, psychodynamic, 

cognitive, behavioral, or EMDR. The results failed to reject the null hypothesis. 

Additional findings indicated that psychotherapists with training in PE or CPT rated 

cognitive and behavioral therapy interventions highest.  
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Hypothesis Four 

In the fourth hypothesis, psychotherapists’ levels of experience was predicted to 

impact the selection of therapeutic interventions with statistical significance across 

vignettes as measured by the TPQ.  It was predicted that psychotherapists with a higher 

level of training experience, as measured in years, will be statistically more likely to 

select an eclectic therapeutic approach for vignettes 1, 2, and 3. It was predicted that 

psychotherapists with less training experience, as measured in years, will be more likely 

to select the therapeutic interventions consistent with their identified theoretical 

orientation. In an effort to assess if low years of clinical training impacted theoretical 

orientation on intervention rating, a 3-way MANOVA was attempted. It was determined 

that the interaction could not be calculated due to unequal cell size.   

A one-way MANOVA was conducted to examine high years of training on 

ratings for eclectic therapy interventions. As shown in Table 15, the one-way MANOVA 

on eclectic therapy vignette 1, eclectic therapy vignette 2, and eclectic therapy vignette 3 

between low, medium, and high years of clinical training revealed no significant 

multivariate effects, F (6, 258) = .23, p = .97, η2 = .005.  The results failed to reject the 

null hypothesis, and instead suggest that years of clinical training do not significantly 

impact selection of eclectic based therapeutic interventions.  This result does not support 

the fourth hypothesis.   
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Table 15 

One-Way MANOVA on Eclectic Therapy Intervention between Years of Clinical Training 

________________________________________________________________________ 

    N Mean   SD    F p   
         
Eclectic therapy vignette 1      .386  .681  
     Low   49   10.82    4.86    
     Medium  49 11.63  4.63    

     High  
 

 37 11.30  4.26    
         
Eclectic therapy vignette 2      .542 .583  
     Low  49  10.90  4.88    
     Medium  49 11.90  4.71    

     High   

 

  
 

 37 11.46  4.68    
         
Eclectic therapy vignette 3      .345  .709  
     Low  49 10.86   4.98    
     Medium  49 10.65   4.72    

     High     
 

 37 11.43  4.92    
______________________________________________________________________________________ 

It was predicted that psychotherapists with high years (8-39) of clinical training 

would rate eclectic therapy interventions higher for vignette 1, 2, and 3. The results 

indicated that psychotherapists with high years of clinical training did not rate eclectic 

therapy higher for vignette 1, 2, or 3. The results failed to reject the null hypothesis. 
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CHAPTER V 

 

DISCUSSION 

 The current study investigated psychotherapists’ selection of treatment for 

patients diagnosed with posttraumatic stress disorder (PTSD). An attempt was made to 

determine how psychotherapist characteristics would influence selection of treatment. 

The first hypothesis predicted that psychotherapists would, on average, endorse eclectic 

therapy for case vignette 1, cognitive therapy for case vignette 2, and behavior therapy 

for case vignette 3. The second hypothesis predicted that psychotherapists’ theoretical 

orientation would significantly impact treatment selection. The third hypothesis 

suggested that formal training in empirically-supported trauma-focused treatments would 

significantly impact selection of therapeutic interventions. Finally, the fourth hypothesis 

predicted that years of clinical training would significantly impact selection of 

therapeutic interventions. 

Summary of Substantive Findings 

Treatment Selection  

The present study was the first to examine psychotherapists’ treatment selection 

of interventions for patients diagnosed with PTSD with varying symptom presentations. 

Statistically significant differences were observed between psychotherapists’ selection of 

cognitive and eclectic interventions compared to solution focused, psychodynamic, 

behavioral, and EMDR interventions. Hypothesis one predicted that psychotherapists 

would select specific treatment interventions based on patient presentation.  
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Psychotherapists were predicted to rate eclectic therapy for vignette 1, cognitive therapy 

for vignette 2, and behavioral therapy for vignette 3 higher than other interventions.  

Research participants were presented with three vignettes.  Vignette 1 described a 

Latina woman who experienced early childhood sexual abuse and developed maladaptive 

emotional responses after the abuse began. Vignette 2 described a Latina woman who 

was raped and has experienced alterations in thoughts about herself, others, and the world 

as a result of the traumatic event. Vignette 3 described a Latina woman who avoided 

distressing situations, such as talking to strangers or going to the mall. Psychotherapists 

endorsed higher ratings for eclectic and cognitive therapy compared to solution focused, 

psychodynamic, behavioral, and EMDR interventions for vignette 1 (maladaptive 

emotions), vignette 2 (cognitive distortions), and vignette 3 (behavioral avoidance). The 

results indicated that psychotherapists may utilize eclectic and cognitive interventions 

more than psychodynamic, behavioral, solution focused, or eye movement desensitization 

and reprocessing (EMDR) interventions. These results partially supported hypothesis one 

because psychotherapists rated eclectic therapy and cognitive therapy higher for the 

patients with maladaptive emotional patterns and cognitive distortions. To date, few 

studies have assessed practice patterns of psychotherapists treating PTSD to determine if 

treatment selection focused on cognitive or eclectic interventions.  

Theoretical Orientation  

The present study was the first to investigate the impact of theoretical orientation 

on psychotherapists’ treatment intervention selection beyond selection of empirically 
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supported treatments for patients diagnosed with PTSD. Hypothesis two predicted that 

psychotherapists who endorsed a cognitive behavioral theoretical orientation would rate 

cognitive interventions higher than psychotherapists with other orientations.  

Additionally, psychotherapists who endorsed a cognitive behavioral theoretical 

orientations were predicted to rate behavioral interventions higher than psychotherapists 

with other orientations.   

The results suggested that statistically significant differences were found between 

psychotherapists’ theoretical orientation and selection of treatment. Psychotherapists who 

identified their primary theoretical orientation as cognitive behavioral therapy (CBT) 

were, on average, more likely to select cognitive therapy interventions and eclectic 

therapy interventions. These results offered partial support for hypothesis two because 

psychotherapists with a cognitive behavioral therapy orientation rated cognitive and 

eclectic interventions higher. The results did not indicate that psychotherapists with a 

cognitive behavioral therapy orientation rated behavioral therapy interventions higher.   

The present research is consistent with previous research. Psychotherapists who endorsed 

a cognitive-behavioral theoretical orientation perceived ESTs more favorably compared 

to psychotherapists who identified as psychodynamic, eclectic, or other theoretical 

orientation (Ruzek & Landes, 2014).  Previous research findings suggested that 

familiarity with specific interventions may impact psychotherapists’ selection of 

treatment (Hundt et al., 2016). Psychotherapists who are more familiar with ESTs are 

more likely to select prolonged exposure (PE) or cognitive processing therapy (CPT) for 
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patients diagnosed with PTSD.  Psychotherapists may select interventions (e.g., cognitive 

or eclectic) that are consistent with familiar interventions.  

Training in Empirically Supported Treatment 

The current study investigated the impact of training in prolonged exposure (PE), 

cognitive processing therapy (CPT), or eye motivation desensitization and reprocessing 

(EMDR) on treatment intervention selection. Hypothesis three predicted that training in 

PE, CPT, or EMDR would influence selection of eclectic therapeutic interventions for all 

three vignettes.  The results did not indicate that psychotherapists with training in PE, 

CPT, or EMDR rated eclectic interventions higher for vignettes 1, 2, or 3. Instead, results 

indicated that psychotherapists with training in PE or CPT rated cognitive therapy and 

behavior therapy interventions higher. Psychotherapists with training in PE reported 

higher scores on cognitive therapy interventions and behavioral therapy interventions, 

compared to psychotherapists with no training in PE. Psychotherapists with training in 

CPT, on average, reported higher scores on cognitive therapy interventions and behavior 

therapy interventions compared to psychotherapists with no training in CPT. Finally, 

training in EMDR had no significant impact on the selection of therapeutic intervention. 

These results indicated that psychotherapists trained in PE or CPT, on average, had 

higher scores on cognitive and behavioral based interventions. Results indicated that 

psychotherapists trained in ESTs (i.e., PE or CPT) that utilize cognitive therapy and 

behavioral therapy components rated cognitive or behavioral therapy interventions 

higher.  Familiarity with specific treatment interventions may impact treatment selection.  
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Previous research has not examined how training in ESTs influences selection of 

specific therapeutic interventions for the treatment of PTSD.   However, prior research 

has examined how formal training in ESTs influenced selection of PE, CPT, or EMDR 

(Hundt et al., 2016).   Psychotherapists trained in PE were significantly more likely to 

select PE, while psychotherapists trained in CPT were more likely to select CPT. The 

more familiar psychotherapists are with a specific EST, the more likely they are to 

recommend and deliver that type of treatment. Additional findings indicated that EMDR 

was often selected less frequently than CPT or PE.  Prior research has indicated that a 

small percentage of clinicians report utilizing EMDR interventions (Rosen et al., 2004; 

Sprang et al., 2008). The results of the current study appear consistent with available 

literature, which suggested that psychotherapists select familiar interventions.  

Years of Clinical Training  

The present study investigated the impact of years of clinical training on treatment 

selection for patients diagnosed with PTSD. Hypothesis four predicted that 

psychotherapists with many years of clinical training would rate eclectic interventions 

highest for vignette 1, 2, and 3.  Results indicated that psychotherapists with a high 

number of years of clinical training (i.e., 8 or more years) had higher ratings on EMDR 

interventions compared to psychotherapists with low (i.e., less than 4) or medium (i.e., 

between 4 and 7) years of clinical training. These results did not offer support hypothesis 

four because years of clinical training did not influence selection of eclectic 



86 

 

 

interventions. Instead, the results suggested that years of clinical training influenced 

selection of EMDR interventions.  

Previous research has not examined how years of clinical training influence 

selection of eclectic interventions for the treatment of PTSD. Results of the study are 

consistent with previous research that found that psychotherapists’ clinical practices 

incorporate specialized trauma treatment training as psychotherapists gain experience 

(Hundt et al., 2016). The results of the current study are consistent with prior research, 

which indicated that as psychotherapists gain clinical experience, exposure to EMDR 

interventions increases (Hundt et al., 2016). EMDR utilization has been consistently 

examined within the literature, yet no studies to date have examined the impact of years 

of clinical training on the selection of EMDR interventions. In contrast, a recent study by 

Hundt and colleagues (2016) reported that psychotherapists with fewer years of clinical 

training selected ESTs with greater frequency than non-ESTs. Additionally, 

psychotherapists with fewer years of clinical training selected PE with greater frequency 

than all other treatments (i.e., EMDR, CPT, non-EST). Prior research indicated that 

trauma-trained psychotherapists were more likely to utilize EMDR-based interventions 

and were less likely to report not having a treatment approach of choice (Sprang et al., 

2008). Additional trauma treatment training may be an effort to increase efficacy of 

treatment or may be a consequence of continuing education requirements.   
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Implications for Theory 

The present study examined psychotherapist practice patterns for the treatment of 

PTSD. The results are suggestive of the need for a theoretical framework impacting 

psychotherapists’ treatment selection. First, psychotherapists selected cognitive therapy 

and eclectic interventions more frequently, which may suggest that patient presentation 

may impact conceptualization and treatment selection (Norcross, 2002). Second, 

inferences can be made suggesting theoretical orientation may impact conceptualization 

of patients diagnosed with PTSD and, ultimately, influences selection of treatment 

interventions (Hundt et al., 2016). Psychotherapists may believe their primary theoretical 

orientation is sufficient to treat all patients diagnosed with PTSD. The implication is that 

allegiance to specific theoretical orientation influences treatment selection regardless of 

PTSD treatment guidelines or patient characteristics.  Third, psychotherapists trained in 

CPT and PE selected cognitive therapy and behavioral therapy interventions more 

frequently than solution focused, psychodynamic, eclectic, or EMDR interventions when 

treating patients diagnosed with PTSD. Psychotherapists may believe that behavioral 

avoidance and distorted cognitions impact the maintenance of PTSD symptoms. Finally, 

greater years of clinical training impacted endorsement of EMDR interventions. EMDR 

may be perceived by seasoned clinicians as a viable treatment intervention for patients 

diagnosed with PTSD and may be reflective of their broader repertoire of treatment tools. 

In summary, the results suggested that psychotherapists may integrate treatment 
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interventions based on patient symptom presentation, and utilize familiar treatment 

interventions when treating patients diagnosed with PTSD.  

Implications for Research 

Results from the present study suggested that psychotherapists selected familiar 

treatment interventions for treating patients diagnosed with PTSD, while also selecting an 

eclectic approach based on patient symptom presentation.  It is recommended that future 

researchers examine the efficacy of eclectic treatments to assess the potential as an 

empirically supported treatment for PTSD. This future research would provide further 

insight into alternative treatment interventions for PTSD and may encourage 

psychotherapists to adapt treatment interventions based on patient preference and needs, 

rather than relying on interventions with which they are most familiar.  

Future researchers may specifically explore psychotherapists’ treatment rationale 

when selecting specific interventions for patients diagnosed with PTSD. This research 

might further help to inform psychotherapists’ rationale for utilization or underutilization 

of ESTs. Understanding psychotherapists’ treatment rationale may help to inform how to 

best encourage utilization of best practices for the treatment of PTSD. Finally, additional 

research is needed to explore treatment patterns of psychotherapists within different 

disciplines (i.e., psychology, social work, marriage and family therapy).  

Implications for Practice 

The findings are suggestive of current treatment practices of psychotherapists and 

it appears that barriers to the utilization of PTSD practice guidelines persists. Results 
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from the current study suggest that familiarity impacts intervention selection when 

treating patients diagnosed with PTSD. It appears that psychotherapists utilize treatments 

consistent with theoretical orientation, while training in ESTs also appears to influence 

treatment selection.  Increasing exposure and familiarity to ESTs may help to increase 

utilization of recommended treatments.  More exposure to ESTs and PTSD practice 

guidelines may help increase utilization, thus encouraging the use of best practices.  

Implications for Training 

Information related to treatment rationale may also further inform gaps in training 

and could potentially impact how ESTs are presented to psychotherapists in training. 

Further understanding the practice patterns within each discipline may help to inform 

how different disciplines present ESTs within their training programs (Craig & Sprang, 

2009; Sprang et al., 2008). Information regarding training programs could help integrate 

the utilization of ESTs within each discipline, increasing the likelihood that 

psychotherapists utilize best practices when treating PTSD.  The increase in integration 

of best practice guidelines into training programs and practicum training may help further 

increase familiarity with ESTs, specifically for trainees who are interested in treating 

patients diagnosed with PTSD, and thus positively impact patient treatment.  

Strengths and Limitations 

The present study examined psychotherapists’ selection of treatment interventions 

for PTSD beyond ESTs. The present research may provide additional information 

regarding treatment practices given that prior research has consistently highlighted the 
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underutilization of ESTs outlined within practice guidelines.  The results highlighted the 

specific interventions that may be selected based on psychotherapists’ familiarity with 

treatment interventions. The present research further supported rationale for additional 

education on PE, CPT, and EMDR, which may ultimately influence utilization of ESTs in 

practice.  

When evaluating the method of the present study, several limitations can be 

noted. The present study utilized self-selection rather than random assignment, which 

served as a limitation. As a result, the study may not be representative of practice patterns 

of all psychotherapists. It is possible that the psychotherapists who participated were 

incentivized by the possibility of monetary gain. Psychotherapists may have also been 

interested in participating because of a vested interest in understanding treatment 

approaches for posttraumatic stress disorder. Additionally, psychotherapists in the same 

field as the primary researcher may have been more willing to complete the present 

study.  

Psychotherapists may have distorted responses to the vignettes based on 

knowledge of treatment guidelines, which may not be reflective of actual practice. For 

example, patterns of social desirability may have influenced results (van de Mortel, 

2008).  As a result, psychotherapists may have reported utilization of cognitive or 

behavioral therapy interventions based on knowledge of guideline expectations, but this 

may not be reflective of actual treatment practices, which is a significant problem with 

vignette-based research.  Psychotherapists’ responses may not actually reflect clinical 
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practice. Future researchers may wish to collect a broader sample that might be more 

reflective of the general population of psychotherapists, regardless of discipline.  

Another limitation of the present study was the low numbers of male, non-White, 

and non-heterosexual psychotherapists.  Most of the research participants were White, 

heterosexual females. The lack of diversity among the psychotherapists who completed 

the present study makes it difficult to generalize the overall results to the general 

population. Future studies may wish to pursue a more diverse group of psychotherapists 

through listservs or professional organizations focused on underrepresented populations, 

such as the Asian American Psychological Association or the National Latina/o 

Psychological Association. A more diverse selection of psychotherapists may help to 

represent diversity within the field.  

An additional limitation to the present study was the use of vignettes to 

characterize the presentation of three Latina women diagnosed with PTSD. The study 

may not reflect treatment patterns of psychotherapists given the brevity of the vignettes 

and the specific working used.  Psychotherapists were provided with limited diagnostic 

information and, given personal therapeutic style, might wish to ask more probing 

questions to deepen their understanding of the patient’s needs before making treatment 

decisions. Furthermore, the gender and race/ethnicity of the hypothesized patient may not 

be reflective of the general population who is diagnosed with PTSD; therefore, the 

information elicited from the present study may not be generalizable.  
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The psychotherapists who completed the present study varied in the percentage of 

PTSD cases on their current caseload, which may serve as a potential limitation. 

Psychotherapists who are self-identified as trauma-focused therapists may have greater 

familiarity with practice guidelines and may be more likely to administer treatments 

consistent with recommendations. In contrast, psychotherapists with limited experience 

working with patients diagnosed with PTSD may be less familiar with treatment 

guidelines, and may not have the incentive to complete specialized trainings (e.g., PE, 

CPT, EMDR) consistent with recommendations.    

Finally, the present study did not allow participants to select referral as a possible 

treatment intervention. One participant emailed the primary investigator to explain that if 

EMDR were a necessary intervention, an appropriate referral would be made. The 

psychotherapist did not discount EMDR as a potential efficacious treatment for their 

patients. A limit of the present study may be that referral is a potential therapeutic 

intervention given that some psychotherapists may not feel competent in providing 

trauma-focused treatment for a patient diagnosed with PTSD. Additionally, 

psychotherapists were asked to read each statement and to subsequently rate the 

likelihood of utilizing the intervention. The study did not explicitly ask psychotherapists 

to choose between trauma-focused treatments (e.g., PE, CPT, EMDR, or non-EST); 

therefore, inferences are made and results do not specifically correlate to treatment 

protocols. Future researchers may require participants to select a primary treatment 
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intervention, while further giving participants the opportunity to select referral as an 

option.  

Conclusion 

PTSD has continued to reflect an ongoing mental health issue that affects many 

individuals. Exposure to traumatic events is nearly unavoidable across the lifespan. 

Limited research has explored the practice patterns of psychotherapists treating PTSD 

beyond the utilization of ESTs. Research has consistently suggested that practice 

guidelines for the treatment of PTSD are underutilized, but limited research has assessed 

treatment patterns based on theoretical orientation, formal trauma training, and years of 

clinical practice. Psychotherapists’ theoretical orientation and familiarity with formal 

trauma treatments impact selection of interventions, which suggested that increasing 

trauma training may impacted utilization of treatments to best treat PTSD.  

Psychotherapists are responsible for providing the highest level of care for patients; 

failing to utilize effective treatments for PTSD is a disservice to patients.  A number of 

effective interventions exist to help treat symptoms of PTSD; therefore, it is the 

responsibility of psychotherapists treating this population to seek the necessary training 

to increase competency in an effort to provide the highest level of care.    
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Trauma Practices Questionnaire 

 

The following items are indications of what you as a clinician/therapist may do when 

providing therapy/intervening with a client/patient who has been traumatized. Please 

refer to the boxes below and then place a number by the corresponding item indicating 

the extent to which you would use each technique if you were working with the client 

described in [Vignette 1, 2, or 3].    

 

Never Rarely Occasionally Sometimes Often Almost 

Always 

Always 

0 1 2 3 4 5 6 

 

In this case I would . . . 

 

1)    _____ identify the client’s irrational beliefs. 

2)    _____ shift the focus as soon as possible onto current solutions (versus client problems or 

symptoms). 

3)    _____ have the individual picture a scene that represents an aspect of the trauma while having 

them  move their eyes from side to side. 

4)    _____ complete the task of counter-conditioning. 

5)    _____ identify the individual’s core conflicts that make them vulnerable to regression. 

6)    _____ integrate multiple theories and techniques to develop individualized treatment plans. 

7)    _____ dispute irrational thoughts. 

8)    _____ identify what is working and prescribe more of the same. 

9)    _____ have the client move their eyes from side to side while picturing a traumatic image. 

10)  _____ work to weaken the bond between a traumatic stimuli and anxiety through reciprocal 

 inhibition. 

11)  _____ facilitate transference and employ interpretation. 

12)  _____ use multiple techniques not necessarily adhering to a prescribed theory. 

13)  _____ replace irrational cognitions with more adaptive beliefs. 

14)  _____ use solution-focused techniques. 

15)  _____ desensitize the individual’s experience of the traumatic material by prolonged exposure 

accompanied with eye movements from side to side. 



111 

 

 

16)  _____ use behavioral techniques such as: relaxation training and systematic desensitization. 

17)  _____ use psychodynamic techniques such as: uncovering of past traumas, catharsis. 

18)  _____ utilize an eclectic approach versus a purist approach. 

19)  _____ use EMDR. 

 



112 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX B 

 

Demographic and Training Questionnaire 
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Demographics and Training Questionnaire 

 

What is your gender? 

A. Male 

B. Female 

C. Transgender 

What is your Race/Ethnicity? 

A. Caucasian 

B. Black 

C. Asian 

D. Latino/a 

E. Middle Eastern 

F. Biracial 

G. Other 

How old are you?  ___________ 

 

What discipline is your license or graduate training associated with?  

A. Psychology 

B. Counseling 

C. Social Work 

How many years of clinical practice do you have including practicum training? 

____________________ 

 

What is the highest degree you have obtained?  

A. In Master’s Program 

B. In Doctoral Program 

C. Master’s obtained 

D. Doctorate Obtained 

What type of setting do you work in?  

A. Community Mental Health 

B. University Counseling Center 

C. Veteran’s Affairs Clinic 

D. Hospital 

E. Private Practice 

F. Other 
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Which of the following is most consistent with your primary theoretical orientation?  

A. Cognitive Therapy 

B. Cognitive and Behavioral Therapy 

C. Solution Focused Therapy 

D. EMDR 

E. Behavior Therapy 

F. Psychodynamic Therapy 

G. Other__________________________ 

Have you received any of the following trainings?  

A. EMDR 

Yes or No 

B. Prolonged Exposure 

Yes or No 

C. Cognitive Processing Therapy 

Yes or No 

D. Other ________________________ 

Yes or No 

 

What percentage of individuals on your caseload are you treating for PTSD (0-100%) 

within the past 5 years?   
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TEXAS WOMAN’S UNIVERSITY 

 

Informed Consent Form 

 

Title: An Investigation of Psychotherapists’ Clinical Decision Making for Treatment of 

Posttraumatic Stress Disorder 

 

Investigator: Laura Oei 

Loei@twu.edu 

210-xxx-xxxx 

 

Advisor: Jeff Harris, Ph.D.         

JHarris18@twu.edu 

Explanation and Purpose of the Research 

You are being asked to participate in a research study for Ms. Laura Oei’s dissertation at 

Texas Woman’s University. This study will ask you some basic demographic 

information, your clinical training experiences, and theoretical orientation. You will be 

asked to read three vignettes and identify the interventions you are most likely to use. 

You have been asked to participate in this study because you are a psychotherapist who 

has seen at least one patient diagnosed with PTSD.  

Description of Procedures 

As a participant in this study you will be asked to spend approximately thirty minutes of 

your time reading vignettes, responding to questions, and completing a short 

demographic and training questionnaire through an online survey. In order to be a 

participant in this study, you must be at least 18 years of age or older with a valid license 

clinical license in social work, counseling, marriage and family therapy, or psychology in 

your respective state. As a participant you must have at least seen one patient diagnosed 

with PTSD. As a participant in the present study, you are not required to complete the 

study; you have the option to withdraw at any time without penalty.  

Potential Risks 

Another risk in this study is loss of confidentiality. Confidentiality will be protected to 

the extent that is allowed by law. There is a potential risk of loss of confidentiality in all 

email, downloading, and internet transactions. Your personal identifying data will not be 

collected with the survey. Data collected through PsychData will be stored in a password 

protected electronic file. Should you choose to participate, you will be given an option to 

provide your contact information if you would like to have the results of the study sent to 
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you. Please be informed that this information will not be linked to survey responses, and 

will be in a separate electronic file that is password protected. 

The researchers will try to prevent any problem that could happen because of this 

research. You should let the researchers know at once if there is a problem and they will 

help you. However, TWU does not provide medical services or financial assistance for 

injuries that might happen because you are taking part in this research. 

Participation and Benefits 

Your involvement in this study is completely voluntary and you may withdraw from the 

study.  

Questions Regarding the Study 

You are welcome to print a copy of this consent form for your records. If you have any 

questions about the research study, please feel free to contact the researchers; their phone 

numbers are located at the top of this form. If you have questions about your rights as a 

participant in this research or the way this study has been conducted, you may contact the 

Texas Woman’s University Office of Research and Sponsored Programs at 940-898-3378 

or via e-mail at IRB@twu.edu. 

 

 

 

_________________________________________________ _______________ 

Signature of Participant       Date 

 

 

*If you would like to know the results of this study tell us where you want them to be 

sent: 

 

Email or Address:  

 

___________________________________ 

 

___________________________________ 

 

mailto:IRB@twu.edu
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Vignettes 

 

Vignette 1: You recently diagnosed Alexa with PTSD.  Alexa reported being sexually 

abused as a child by her father, and has not pursued therapy previously. Alexa is a 26-

year-old Latina female who is was recently married and has one stepson.  Alexa was 

previously married, but the marriage ended due to conflict. Alexa stated during her intake 

session that she believes that she has difficulty communicating with her husband. She 

stated that she often feels numb and has difficulty relating to her husband’s needs. Alexa 

said that she had met her husband approximately 6 months prior, and she explained that 

she would do anything to make the relationship work. She recently quit her job at a 

warehouse because she was having difficulty focusing, and would often leave work early 

if she started to become anxious. When asked about her physical symptoms, she reported 

her heart “beat out of [her] chest.” Alexa mentioned that she often allows her resentment 

and anger to build and she often explodes as a result of minor stressors, such as her 

husband leaving the cabinet door open.  Alexa stated that she has a difficult time trusting 

people. Alexa reported having few friends and avoiding social interactions. She stated “I 

am afraid of what I might do.”  Alexa stated that she is triggered by certain smells.  

 

Vignette 2: You recently diagnosed Lizette with PTSD. Lizette is a 26-year-old Latina 

woman who is in the process of divorcing her husband. Lizette stated during her intake 

session that she has had difficulty controlling her anger. She has had ongoing conflict 

with her soon to be ex-husband. She stated she has a moderately good relationship with 

her parents, but she believes they do not understand her. Lizette said that when she gets 

angry, she often resorts to violence (e.g., repeatedly punching a door). Lizette stated that 

she hates her coworkers because they are lazy and they intentionally do not listen to her. 

Lizette said that her supervisors are lazy and disorganized. Lizette reported being raped in 

college and has never told anyone what had happened. Lizette stated that she should not 

have been out with her friends that night, and she should have “known better.”  Lizette 

explained that she did not want other people to think less of her, and she was afraid that 

people would not believe her.  Lizette reported recently moving into a gated apartment 

complex; she reported installing an alarm system and sleeping with a gun under her 

pillow. She stated she has a difficult time falling asleep because she often worries 

someone might break into her apartment. She repeatedly stated that she can never trust 

men, and cited her relationship with her husband as the prime example.   

 

Vignette 3: You recently diagnosed Jackie with PTSD. Jackie is a 26-year-old Latina 

woman who is divorced with two estranged children. Jackie stated during her intake that 

she has not sought treatment previously but has lost several relationships because of her 

anger.   Jackie stated that following her military service, she was a very angry person, but 

has since made a conscious effort to manage her anger. She stated her anger was the 

primary reason for her divorce. She explained that she tends to avoid relationships. Jackie 
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said that she is able to talk to her cousins, but does not feel her parents understand her. 

She described herself as having very few relationships. Jackie explained that during her 

service she was intentionally placed in danger by her superior officers. She reported 

avoiding going to the grocery store for more than 10 minutes. She explained that she 

“runs in and runs out.” If she is around a lot of new people she feels anxious. When asked 

to described her anxiety, she explained that she starts to sweat and her heart rate 

increases. When asked about other distressing situations, Jackie stated she rarely drives 

her car because she feels overwhelmed and she is afraid of what might happen on the 

road. Jackie explained she always takes alternative routes when driving because someone 

may learn her daily patterns.  
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Recruitment Message 

 

Dear Potential Participant,  

 My name is Laura Oei and I am a doctoral student in counseling psychology at 

Texas Woman’s University. I am studying how clinicians treat PTSD.  I am looking for 

men and women who are 18 years-old or older with a valid clinical license in social 

work, counseling, or psychology in your respective state. As a participant you must have 

at least seen one patient diagnosed with PTSD. Participants are asked to read three  

vignettes, answer questions in response to the vignettes, identify trauma training, and 

complete a demographic form. At any time, you are free to discontinue answering the 

questions.  If you have any questions or concerns regarding the questionnaire, please 

contact the principle investigator at loei@twu.edu. 

 

Please use this link: ___________ to access the survey.  

 

Kind Regards,  

Laura Oei, M.S. 

 

 

 

 

 

 

mailto:loei@twu.edu
https://www.psychdata.com/s.asp?SID=162382



