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Posttraumatic stress disorder (PTSD) can be treated 
effectively with a variety of interventions. Several 
different treatment approaches have received the 
strongest possible recommendation in at least one 
of the current PTSD guidelines, including trauma-
focused psychotherapies such as Prolonged Exposure,  
Cognitive Processing Therapy, Eye Movement 
Desensitization and Reprocessing (either as a 
collective group or as individual protocols) and 
specific antidepressant medications (Forbes et al., 
2010; Department of Veterans Affairs [VA] & 
Department of Defense [DoD], 2017). The existence 
of multiple effective psychological and pharmacological  
interventions means that patients seeking treatment 
for PTSD have options. 

There is currently insufficient information to guide 
the selection of one effective PTSD treatment over 
another for an individual patient. Few studies have 
examined prescriptive factors that predict success  
in one treatment relative to another (Felmingham  
& Bryant, 2012 and Rizvi, Vogt, & Resick, 2009 are 
exceptions). Although ongoing trials such as a large 
VA cooperative study examining the comparative 
effectiveness of Prolonged Exposure and Cognitive 
Processing Therapy (Schnurr et al., 2015) will help to 
fill this gap in the future, providers cannot currently 
make empirically-informed treatment recommendations  
based on a patient’s demographic characteristics 
(e.g., age, gender, race/ethnicity) or clinical 
characteristics (e.g., trauma type, symptom severity). 
Despite the lack of empirical evidence to guide 
patient-treatment matching for PTSD, providers and 
patients face PTSD treatment decisions every day. 
To help navigate these decisions, multiple guidelines,  
including the new Clinical Practice Guideline  
for PTSD published by the VA and DoD (2017), 
recommend the use of shared decision-making. 

Shared Decision-making: A Primer

Shared decision-making is a process by which patients  
receive current and accurate information regarding 
treatment options, outcomes, and side effects.  
This process is facilitated by a provider who helps 

the patient explore treatment goals and comfort  
with the potential benefits and risks associated with 
various treatment alternatives. The goal of shared 
decision-making is for patients and providers to 
work collaboratively to arrive at an informed treatment  
choice based on good evidence, accurate 
expectations, and the patients’ personal values. 

Although several different shared decision-making 
models exist (for a review see Lin & Fagerlin, 2014), 
one useful approach conceptualizes shared 
decision-making as consisting of three phases 
(Elwyn et al., 2012): choice talk, option talk, and 
decision talk. Choice talk involves communicating  
to patients that there is a decision to make and that 
they can be involved in this decision to the extent 
that they are comfortable. Option talk consists of 
sharing accurate and comprehensive information 
about treatment options. Ideally, this involves the 
use of a decision aid, which is an educational tool 
such as a website, brochure, or video designed  
to help patients understand and compare various 
options (for a review, see Stacey et al., 2017). The 
third and final step, decision talk, consists of an 
exploration of the patient’s preferences and what 
matters most to him or her. The process of shared 
decision-making is intended to help the patient 
develop informed preferences, and ultimately arrive 
at the decision that is best for him or her. Importantly,  
patients with the same clinical condition may arrive 
at very different treatment decisions on the basis of 
unique values and preferences. 

Shared decision-making has been evaluated most 
often among patients facing care decisions for chronic  
medical conditions, especially cancer. In medical 
patients, shared decision-making has been linked 
with greater confidence in the treatment decision, 
improved satisfaction with decision-making and with 
treatment, greater self-efficacy, and increased trust 
in the provider (Joosten et al., 2008; Shay & Lafata, 
2015). In mental health, shared decision-making has 
been most often evaluated in the context of depression,  
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yielding mixed results on both satisfaction and treatment outcomes 
(Duncan, Best, & Hagen, 2010). Fewer studies have evaluated the 
effectiveness of shared decision-making for other mental health 
conditions such as PTSD. 

Shared Decision-making Interventions for PTSD

Currently, the body of empirical literature evaluating the effectiveness 
of shared decision-making interventions for PTSD consists of  
two published studies. The first was a small (n = 27) randomized 
controlled trial that tested a brief shared decision-making protocol  
in combat Veterans with PTSD (Mott, Stanley, Street, Grady, & Teng, 
2014). Participants were randomized to the shared decision-making 
condition or to usual care. Those in the shared decision-making 
condition received a booklet decision aid describing psychotherapies  
available in the local VA PTSD clinic and met with a provider for a 
single, manualized shared decision-making session. Usual care 
participants worked with their provider to make a treatment decision 
according to the provider’s usual methods. Relative to usual care, 
shared decision-making participants were more likely to prefer an 
evidence-based psychotherapy and receive an adequate (9 sessions 
or more) dose of psychotherapy. 

A subsequent retrospective cohort study examined the medical 
records of 1,056 Veterans who enrolled in a VA PTSD clinic during 
the two years before or after the clinic implemented a single shared 
decision-making session into routine intake procedures (Hessinger, 
London, & Baer, 2017). The shared decision-making session was not 
manualized, though the stated goal of the session was to provide 
education, discuss treatment options, and engage patients in 
treatment decisions. Compared with those who did not receive the 
shared decision-making intervention, the shared decision-making 
cohort was more likely to both select and initiate an evidence-based 
psychotherapy, though there were no differences between the 
groups on number of PTSD treatment sessions attended (both groups  
attended 8 sessions, on average) or treatment completion. 

Results from these two studies suggest that shared decision-making 
may be particularly useful for increasing engagement in evidence-
based PTSD care. Results were mixed, however, regarding its impact 
on treatment completion and neither study examined its effects on 
PTSD symptoms. These studies were also limited in in that they 
focused exclusively on decisions about single-disorder treatment for 
PTSD in an outpatient setting. Future studies examining whether 
shared decision-making may be a useful framework for approaching 
other aspects of treatment decision-making for PTSD (such as how 
and when to use combined or adjunctive treatments, or how to select  
between outpatient, inpatient, and residential care) would be of great 
value. Notably, both studies (Hessinger et al., 2017; Mott et al., 2014) 
also focused exclusively on psychotherapy options. Neither included 
the presentation and discussion of medication options. Forthcoming 
results from a recently completed randomized controlled trial in 
which female Veterans screening positive for PTSD were randomized 
to shared decision-making or standard care may help to address this 
limitation; participants in this study received information on effective 
psychotherapies and medications (ClinicalTrials.gov Identifier: 
NCT01710306). 

Other studies have evaluated the impact of educating patients about 
PTSD treatment options or involving patients in PTSD treatment 
decisions, both of which are core components of shared decision-
making. A large, randomized trial of a PTSD decision aid found that 
Veterans who received a booklet decision aid prior to their initial 

mental health evaluation were more knowledgeable about PTSD, 
experienced less decisional conflict, were more likely to receive 
evidence-based treatment, and had better PTSD outcomes than 
Veterans who did not receive the decision aid (Watts et al., 2015).  
In an open trial of an orientation group in which Veterans learned 
about treatment options and then self-selected their preferred PTSD 
treatment, participants were highly satisfied and reported that the 
group helped them make informed treatment decisions (Schumm, 
Walter, Bartone, & Chard, 2015). The Optimizing PTSD Treatment 
trial—one of the few studies to examine PTSD treatment decisions 
among non-Veterans—found that participants randomized to a choice  
condition in which they self-selected between Prolonged Exposure 
and sertraline had superior clinical outcomes compared with 
participants who were randomly assigned to one of these treatments 
(Le, Doctor, Zoellner, & Feeny, 2014). None of the interventions 
evaluated in these studies involved communication and deliberation 
between the provider and the patient; therefore, these studies did 
not evaluate shared decision-making per se. However, the collective 
results from this small body of literature provide additional evidence 
that educating and involving patients in PTSD treatment decisions 
may enhance patient satisfaction and treatment outcome. 

Patient Preferences for Decision-making

There is emerging data to suggest that patients with PTSD want to 
engage actively in treatment decision-making. Results from a national  
survey of adults with PTSD symptoms showed that respondents 
desired a high degree of participation in PTSD treatment decisions, 
with less than 3% of the sample wanting to defer treatment decisions  
to their provider (Harik, Hundt, Bernardy, Norman, & Hamblen, 2016). 
Importantly, respondents were also willing to invest time to learn 
about and consider their options. Most wanted to spend between  
30 and 60 minutes discussing treatment options with their provider, 
wanted at least an hour to review informational materials on their own,  
and then wanted at least a few days to arrive a final treatment decision. 

Regarding patient preferences for treatment information, information 
about how the treatment works and how well the treatment works 
are particularly important to patients. Two studies examining the 
reasons underlying PTSD treatment choice found that perceived 
treatment mechanism was the most common reason for choosing  
a treatment (Chen, Keller, Zoellner, & Feeny, 2013; Angelo, Miller, 
Zoellner, & Feeny, 2008). An informational needs assessment 
conducted by Watts, Zayed, Llewellyn-Thomas, & Schnurr (2016) 
found that Veterans were most interested in learning about the 
effectiveness of different PTSD treatments. This finding was later 
replicated by Harik et al. (2016) in an online survey of adults who 
screened positive for PTSD. Collectively, the results of these studies 
suggest that providers should offer clear information about treatment 
mechanism and effectiveness in order to help patients make 
informed decisions. 

Use of Shared Decision-making for PTSD  
in Clinical Practice

To date, no published study has systematically assessed the extent 
to which shared decision-making is used in routine clinical care for 
PTSD. However, a recent qualitative study by Osei-Bonsu and 
colleagues (2017) suggests that some providers make unilateral 
decisions about patients’ readiness for PTSD treatment. During 
semi-structured interviews that asked about their approach to 
treatment decisions, most providers described using “clinical 
judgment” or similar processes in which the provider evaluated the 
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patient’s fitness for evidence-based psychotherapy and decided 
whether or not to offer these treatments. Only a few providers 
described using a collaborative decision-making process. 

Additional indirect evidence also suggests that providers and 
patients may not regularly engage in shared decision-making for 
PTSD treatment decisions. If shared decision-making was already a 
routine practice, we would expect little effect with the addition of 
shared decision-making interventions. However, patients randomized 
to receive a shared decision-making protocol (Mott et al., 2014) or  
a decision aid (Watts et al., 2015) have demonstrated superior 
outcomes relative to usual care. There is also discordance between 
patient’s PTSD treatment preferences and treatment utilization 
patterns. When informed of PTSD treatment options and offered 
choice, most people prefer psychotherapy over medication (for a 
review see Simiola, Neilson, Thompson, & Cook, 2015), but data 
from the VA show that a larger proportion of patients with PTSD are 
treated with medication than psychotherapy (Spoont, Murdoch, 
Hodges, & Nugent, 2010). A possible explanation is that providers 
are not adequately eliciting or considering patients’ treatment 
preferences. Another, possible explanation is that there are many 
more VA providers who can prescribe medications than clinicians 
who are qualified to provide evidence-based psychotherapies. 
Finally, a recent national survey reported that participants who had 
received PTSD treatment were no more knowledgeable about 
evidence-based PTSD treatments than those who had never 
received treatment (Harik, Matteo, Hermann, & Hamblen, 2017), 
suggesting that treatment-seeking PTSD patients may receive 
limited or ineffective information about these treatment options. 

Next Steps

Preliminary research suggests that shared decision-making may be  
a promising practice for PTSD, although there are currently no large 
scale controlled trials evaluating shared decision-making in this 
population. There is great need for well-designed trials evaluating the 
impact of shared decision-making on outcomes related to both 
decision-making (e.g., decisional satisfaction) and PTSD treatment 
(e.g., treatment response). The value of shared decision-making, 
however, extends beyond its effectiveness for improving such outcomes.  
Indeed, practice guidelines recommend shared decision-making for 
PTSD even in the absence of overwhelming research on its empirical 
benefits because shared decision-making is a central pillar of patient 
centered care (Barry & Edgman-Levitan, 2012). Simply, patients have 
right to be informed about their PTSD treatment options and to have 
a voice in their treatment decisions, and shared decision-making can 
help to ensure that these rights become a reality.

Providers will require training, resources, and practice before they 
can effectively engage patients with PTSD in shared decision-making.  
Although general information on how to do shared decision-making 
is available through organizations such as Agency for Healthcare 
Research and Quality (https://www.ahrq.gov/professionals/education/ 
curriculum-tools/shareddecisionmaking), only two shared decision-
making protocols have been developed specifically for PTSD.  
Both were designed for use in single-site research studies (Mott et al.,  
2014; ClinicalTrials.gov Identifier: NCT01710306) with limited 
applicability to other settings. The lack of a widely available shared 
decision-making manual appropriate for use in the many diverse 
settings in which patients and providers make PTSD treatment 
decisions is likely a limiting factor in use of shared decision-making 
for PTSD. 

Resources to help providers educate patients about PTSD treatment 
options are more readily available. In particular, two different PTSD 
decision aids—one a booklet (Watts et al., 2015) and the other  
an online tool available on the National Center for PTSD website 
(www.ptsd.va.gov/decisionaid)—provide detailed descriptions of 
different PTSD interventions and convey information about treatment 
effectiveness with patient-friendly graphical displays consistent with 
best practices for risk/benefit communication (Fagerlin, Zikmund-Fisher,  
& Ubel, 2011). However, existing decision aids for PTSD are limited 
to generalized information about treatment effectiveness, as research  
on individually tailored risk/benefit information for PTSD is just 
beginning. Decision aids created for other medical conditions that 
provide personalized information based on the patients’ unique 
characteristics provide excellent examples of where the field of 
PTSD can hope to move in the future (Berry et al., 2018; Elkin et al., 
2017; Patzer et al., 2018). 

The widespread use of shared decision-making for PTSD may also 
require a shift in provider perspectives on how treatment decisions 
should be made. Providers accustomed to assuming control over 
treatment decisions may be uncomfortable ceding some of this 
control to patients. Providers may also need to break from established  
treatment planning routines to make space for shared decision-making.  
Although shared decision-making is not typically associated with 
substantial increases in provider time (Hamann et al., 2006), it may 
be that some providers who are currently devoting little time to 
treatment decision-making will need to devote more time to shared 
decision-making. Promising preliminary evidence that patient 
involvement in PTSD treatment decisions increases engagement in 
evidence-based care (Mott et al., 2014; Hessinger et al., 2017) and 
enhances both treatment outcome (Watts et al., 2015) and cost 
effectiveness (Le et al., 2014) suggests that the effort to implement 
shared decision-making may be worth it in the end. 
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people recognize when to seek care and which treatments to choose.

Hessinger, J. D., London, M. J., & Baer, S. M. (2017). Evaluation of a 
shared decision-making intervention on the utilization of evidence- 
based psychotherapy in a VA outpatient PTSD clinic. Psychological  
Services. Advance online publication. doi:10.1037/ser0000141  
The Veterans Health Administration (VHA) has continued to emphasize  
the availability, access, and utilization of high quality mental health 
care particularly in the treatment of posttraumatic stress disorder 
(PTSD). While dissemination and availability of evidence-based 
psychotherapies (EBPs) have only increased, treatment engagement 
and utilization have continued to be oft-noted challenges. Administrators,  
researchers, and individual clinicians have continued to develop and 
explore novel systemic and individualized interventions to address 
these issues. Pilot studies utilizing shared decision-making models 
to aid in veteran treatment selection have demonstrated the impact 
this approach may have on selection of and engagement in EBPs for 
PTSD. Based on these promising studies, a Department of Veterans 
Affairs (VA) outpatient PTSD clinic began to implement a shared-
decision making intervention as part of a clinic redesign. In seeking 
to evaluate the impact of this intervention, archival clinical data from 
1,056 veterans were reviewed by the authors for rates of treatment 
selection, EBP initiation, session attendance, and EBP completion. 
Time elapsed from consult until EBP initiation was also computed by 
the authors. These variables were then compared on the basis of 
whether the veteran received the shared-decision making intervention.  
Veterans who received the intervention were more likely to select  
and thus initiate an EBP for PTSD sooner than veterans who did not 
receive this intervention. Veterans, whether receiving the intervention 
or not, did not differ in therapy session attendance and completion. 
Implications of these findings and directions for future study are 
further discussed.
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Le, Q. A., Doctor, J. N., Zoellner, L. A., & Feeny, N. C. (2014). 
Cost-effectiveness of Prolonged Exposure therapy versus 
pharmacotherapy and treatment choice in posttraumatic stress 
disorder (the Optimizing PTSD Treatment trial): A doubly 
randomized preference trial. Journal of Clinical Psychiatry, 75, 
222–230. doi:10.4088/jcp.13m08719 Objective: Cost-effectiveness 
of treatment for posttraumatic stress disorder (PTSD) may depend 
on type of treatment (eg, pharmacotherapy vs psychotherapy) and 
patient choice of treatment. We examined the cost-effectiveness of 
treatment with prolonged exposure therapy versus pharmacotherapy 
with sertraline, overall treatment preference, preference for choosing 
prolonged exposure therapy, and preference for choosing 
pharmacotherapy with sertraline from the US societal perspective. 
Method: Two hundred patients aged 18 to 65 years with PTSD 
diagnosis based on DSM-IV criteria enrolled in a doubly randomized 
preference trial. Patients were randomized to receive their treatment 
of choice (n = 97) or to be randomly assigned treatment (n = 103).  
In the choice arm, patients chose either prolonged exposure therapy 
(n = 61) or pharmacotherapy with sertraline (n = 36). In the no-choice 
arm, patients were randomized to either prolonged exposure therapy 
(n = 48) or pharmacotherapy with sertraline (n = 55). The total costs, 
including direct medical costs, direct nonmedical costs, and indirect 
costs, were estimated in 2012 US dollars; and total quality-adjusted 
life-year (QALY) was assessed using the EuroQoL Questionnaire-5 
dimensions (EQ-5D) instrument in a 12-month period. This study 
was conducted from July 2004 to January 2009. Results: Relative to 
pharmacotherapy with sertraline, prolonged exposure therapy was 
less costly (–$262; 95% CI, –$5,068 to $4,946) and produced more 
QALYs (0.056; 95% CI, 0.014 to 0.100) when treatment was assigned,  
with 93.2% probability of being cost-effective at $100,000/QALY. 
Independently, giving a choice of treatment also yielded lower cost 
(–$1,826; 95% CI, –$4,634 to $749) and more QALYs (0.010; 95% CI,  
−0.019 to 0.044) over no choice of treatment, with 87.0% probability 
of cost-effectiveness at $100,000/QALY. Conclusions: Giving PTSD 
patients a choice of treatment appears to be cost-effective. When 
choice is not possible, prolonged exposure therapy may provide a 
cost-effective option over pharmacotherapy with sertraline.

Lin, G. A., & Fagerlin, A. (2014). Shared decision making: State of 
the science. Circulation: Cardiovascular Quality and Outcomes, 7, 
328–334. doi:10.1161/CIRCOUTCOMES.113.000322 Patients have 
traditionally entrusted decision making to physicians. However, 
during the past several decades, patients have been encouraged to 
become more activated and involved in their health decisions. These 
situations abound in cardiology, for example, therapy for stable 
coronary artery disease, anticoagulation for atrial fibrillation, and 
placement of implantable cardioverter-defibrillators. Each condition 
demands patient participation in the decision-making process 
because patients live with the consequences of medical decisions  
in their day-to-day lives. Unfortunately, research has also shown  
that patients often are misinformed about the risks and benefits 
associated with treatments and have little involvement in the 
decision-making process.1, 2Thus, 1 of the great challenges of 
increasing patient engagement is ensuring that patients make 
informed, evidence-based decisions that are consistent with their 
values and preferences. Shared decision making (SDM) has come  
to the forefront as a way to improve clinical care for patients  
by encouraging the production and dissemination of accurate, 
balanced, understandable health information and increasing patient 

participation in care. SDM interventions have been shown to improve 
patients’ understanding of the available treatment options, increase 
the proportion of patients with realistic expectations of benefits and 
harms, stimulate patients’ involvement in decision making, and 
improve agreement between patients’ values and treatment choices.3 

Incorporating patient preferences into the decision-making process 
may also lead to improved patient well-being through better 
adherence to treatment, fewer concerns about illness, and higher 
satisfaction with health outcomes. In this article, we review the state 
of the science in the field of SDM. We discuss models of SDM, as 
well as methods for providing decision support to patients, including 
best practices for risk communication, efficacy of decision aids (DAs) 
for decision support, and use of decision coaches to facilitate shared 
decision making.

Mott, J. M., Stanley, M. A., Street, R. L., Grady, R. H., & Teng, E. J. 
(2014). Increasing engagement in evidence-based PTSD treatment  
through shared decision-making: A pilot study. Military Medicine, 
179, 143–149. doi:10.7205/milmed-d-13-00363 Within the Veterans 
Health Administration, post-traumatic stress disorder (PTSD) treatment  
decisions are left to the patient and provider, allowing substantial 
variability in the way treatment decisions are made. Theorized to 
increase treatment engagement, shared decision-making interventions  
provide a standardized framework for treatment decisions. This 
study sought to develop (phase 1) and pilot test the feasibility and 
potential effectiveness (phase 2) of a brief shared decision-making 
intervention to promote engagement in evidence-based PTSD 
treatment. An initial version of the intervention was developed and 
then modified according to stakeholder feedback. Participants in the 
pilot trial were 27 Iraq and Afghanistan Veterans recruited during an 
intake assessment at a Veterans Affairs PTSD clinic. Participants 
randomized to the intervention condition (n = 13) participated in a 
30-minute shared decision-making session, whereas patients 
randomized to the usual care condition (n = 14) completed treatment 
planning during their intake appointment, per usual clinic procedures.  
Among the 20 study completers, a greater proportion of participants 
in the intervention condition preferred an evidence-based treatment 
and received an adequate (≥9 sessions) dose of psychotherapy. 
Results provide preliminary support for the feasibility and potential 
effectiveness of the intervention and suggest that larger-scale trials 
are warranted.

Osei-Bonsu, P. E., Bolton, R. E., Stirman, S. W., Eisen, S. V., Herz, L., 
& Pellowe, M. E. (2017). Mental health providers’ decision-making 
around the implementation of evidence-based treatment for PTSD.  
Journal of Behavioral Health Services & Research, 44, 213-223.  
doi:10.1007/s11414-015-9489-0 It is estimated that <15% of 
veterans with posttraumatic stress disorder (PTSD) have engaged in 
two evidence-based psychotherapies highly recommended by VA—
cognitive processing therapy (CPT) and prolonged exposure (PE). 
CPT and PE guidelines specify which patients are appropriate, but 
research suggests that providers may be more selective than the 
guidelines. In addition, PTSD clinical guidelines encourage “shared 
decision-making,” but there is little research on what processes 
providers use to make decisions about CPT/PE. Sixteen licensed 
psychologists and social workers from two VA medical centers 
working with ≥1 patient with PTSD were interviewed about patient 
factors considered and decision-making processes for CPT/PE use. 
Qualitative analyses revealed that patient readiness and comorbid 
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conditions influenced decisions to use or refer patients with PTSD 
for CPT/PE. Providers reported mentally derived and instances of 
patient-involved decision-making around CPT/PE use. Continued 
efforts to assist providers in making informed and collaborative 
decisions about CPT/PE use are discussed.

Schumm, J. A., Walter, K. H., Bartone, A. S., & Chard, K. M. (2015). 
Veteran satisfaction and treatment preferences in response to a 
posttraumatic stress disorder specialty clinic orientation group. 
Behaviour Research and Therapy, 69, 75-82. doi:10.1016/j.brat.2015. 
04.006 To maximize accessibility to evidence-based treatments for 
posttraumatic stress disorder (PTSD), the United States Department 
of Veterans Affairs (VA) has widely disseminated cognitive processing 
therapy (CPT) and prolonged exposure (PE) therapy to VA clinicians. 
However, there is a lack of research on veteran preferences when 
presented with a range of psychotherapy and medication options. 
This study uses a mixed-method approach to explore veteran 
satisfaction with a VA PTSD specialty clinic pre-treatment orientation 
group, which provides education about available PTSD treatment 
options. This study also tested differences in treatment preference  
in response to the group. Participants were 183 US veterans. Most 
were White, male, and referred to the clinic by a VA provider. Results 
indicated high satisfaction with the group in providing an overview  
of services and helping to inform treatment choice. Most preferred 
psychotherapy plus medications (63.4%) or psychotherapy only 
(30.1%). Participants endorsed a significantly stronger preference for 
CPT versus other psychotherapies. PE was significantly preferred 
over nightmare resolution therapy and present-centered therapy, and 
both PE and cognitive-behavioral conjoint therapy were preferred 
over virtual reality exposure therapy. Results suggest that by 
informing consumers about evidence-based treatments for PTSD, 
pre-treatment educational approaches may increase consumer 
demand for these treatment options.

Simiola, V., Neilson, E. C., Thompson, R., & Cook, J. M. (2015). 
Preferences for trauma treatment: A systematic review of the 
empirical literature. Psychological Trauma: Theory, Research, 
Practice, and Policy, 7, 516–524. doi:10.1037/tra0000038 The 
prevalence of trauma histories and related psychological problems  
is high in general clinical settings, but little is known about trauma 
patient preferences for mental health treatment. The purpose of this 
article is to systematically review and synthesize the literature on 
treatment preferences in survivors of traumatic events. Studies were 
identified using comprehensive searches of PsycINFO, Medline, 
PubMed, Published International Literature on Traumatic Stress, and 
Cumulative Index to Nursing and Allied Health Literature databases. 
Included in the review were articles published between January 1980 
and September 2014, in English that reported patient preference of 
treatment for trauma related disorders in either clinical or nonclinical 
(e.g., analog) samples. The total number of individual participants 
was 6,091. Of the identified studies, 35 were quantitative and 6 were 
qualitative. Methodological concerns included the use of analog 
samples, small sample sizes, and the assessment of a limited 
number of treatment options (e.g., asking about only 1 type of 
psychotherapy or medication). Overall, participants expressed a 
preference for psychotherapy over medication and for talking about 
their trauma. Understanding and addressing trauma patient 
preferences may assist in improving treatment initiation as well  
as facilitate engagement, retention and outcome.

Stacey, D., Légaré, F., Lewis, K., Barry, M. J., Bennett, C. L., Eden, K. 
B., . . . & Trevena L. (2017). Decision aids for people facing health 
treatment or screening decisions. Cochrane Database of Systematic  
Reviews, 2017, 4, Art. No.: CD001431. doi:10.1002/14651858.
CD001431.pub5 Background: Decision aids are interventions that 
support patients by making their decisions explicit, providing 
information about options and associated benefits/harms, and 
helping clarify congruence between decisions and personal values. 
Objectives: To assess the effects of decision aids in people facing 
treatment or screening decisions. Search methods: Updated search 
(2012 to April 2015) in CENTRAL; MEDLINE; Embase; PsycINFO; 
and grey literature; includes CINAHL to September 2008. Selection 
criteria: We included published randomized controlled trials comparing  
decision aids to usual care and/or alternative interventions. For this 
update, we excluded studies comparing detailed versus simple 
decision aids. Data collection and analysis: Two reviewers independently  
screened citations for inclusion, extracted data, and assessed risk of 
bias. Primary outcomes, based on the International Patient Decision 
Aid Standards (IPDAS), were attributes related to the choice made and  
the decision-making process. Secondary outcomes were behavioural,  
health, and health system effects. We pooled results using mean 
differences (MDs) and risk ratios (RRs), applying a random-effects 
model. We conducted a subgroup analysis of studies that used the 
patient decision aid to prepare for the consultation and of those that 
used it in the consultation. We used GRADE to assess the strength 
of the evidence. Main results: We included 105 studies involving 
31,043 participants. This update added 18 studies and removed  
28 previously included studies comparing detailed versus simple 
decision aids. During the ‘Risk of bias’ assessment, we rated two 
items (selective reporting and blinding of participants/personnel) as 
mostly unclear due to inadequate reporting. Twelve of 105 studies 
were at high risk of bias. With regard to the attributes of the choice 
made, decision aids increased participants’ knowledge (MD 13.27/100;  
95% confidence interval (CI) 11.32 to 15.23; 52 studies; N = 13,316; 
high-quality evidence), accuracy of risk perceptions (RR 2.10; 95% CI  
1.66 to 2.66; 17 studies; N = 5096; moderate-quality evidence), and 
congruency between informed values and care choices (RR 2.06; 
95% CI 1.46 to 2.91; 10 studies; N = 4626; low-quality evidence) 
compared to usual care. Regarding attributes related to the decision-
making process and compared to usual care, decision aids decreased  
decisional conflict related to feeling uninformed (MD −9.28/100; 95% 
CI −12.20 to −6.36; 27 studies; N = 5707; high-quality evidence), 
indecision about personal values (MD −8.81/100; 95% CI −11.99 to 
−5.63; 23 studies; N = 5068; high-quality evidence), and the proportion  
of people who were passive in decision making (RR 0.68; 95% CI 
0.55 to 0.83; 16 studies; N = 3180; moderate-quality evidence). 
Decision aids reduced the proportion of undecided participants and 
appeared to have a positive effect on patient-clinician communication.  
Moreover, those exposed to a decision aid were either equally or more  
satisfied with their decision, the decision-making process, and/or the 
preparation for decision making compared to usual care. Decision 
aids also reduced the number of people choosing major elective 
invasive surgery in favour of more conservative options (RR 0.86; 
95% CI 0.75 to 1.00; 18 studies; N = 3844), but this reduction 
reached statistical significance only after removing the study on 
prophylactic mastectomy for breast cancer gene carriers (RR 0.84; 
95% CI 0.73 to 0.97; 17 studies; N = 3108). Compared to usual care, 
decision aids reduced the number of people choosing prostate-
specific antigen screening (RR 0.88; 95% CI 0.80 to 0.98; 10 studies; 
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N = 3996) and increased those choosing to start new medications 
for diabetes (RR 1.65; 95% CI 1.06 to 2.56; 4 studies; N = 447).  
For other testing and screening choices, mostly there were no 
differences between decision aids and usual care. The median effect 
of decision aids on length of consultation was 2.6 minutes longer  
(24 versus 21; 7.5% increase). The costs of the decision aid group 
were lower in two studies and similar to usual care in four studies. 
People receiving decision aids do not appear to differ from those 
receiving usual care in terms of anxiety, general health outcomes, 
and condition-specific health outcomes. Studies did not report 
adverse events associated with the use of decision aids. In subgroup 
analysis, we compared results for decision aids used in preparation 
for the consultation versus during the consultation, finding similar 
improvements in pooled analysis for knowledge and accurate risk 
perception. For other outcomes, we could not conduct formal 
subgroup analyses because there were too few studies in each 
subgroup. Authors’ conclusions: Compared to usual care across a 
wide variety of decision contexts, people exposed to decision aids 
feel more knowledgeable, better informed, and clearer about their 
values, and they probably have a more active role in decision making 
and more accurate risk perceptions. There is growing evidence that 
decision aids may improve values-congruent choices. There are no 
adverse effects on health outcomes or satisfaction. New for this 
updated is evidence indicating improved knowledge and accurate 
risk perceptions when decision aids are used either within or in 
preparation for the consultation. Further research is needed on the 
effects on adherence with the chosen option, cost-effectiveness, 
and use with lower literacy populations.

Watts, B. V., Schnurr, P. P., Zayed, M., Young-Xu, Y., Stender, P., & 
Llewellyn-Thomas, H. (2015). A randomized controlled clinical trial 
of a patient decision aid for posttraumatic stress disorder. 
Psychiatric Services, 66, 149–154. doi:10.1176/appi.ps.201400062 
Objective: Patient decision aids have been used in many clinical 
situations to improve the patient centeredness of care. A patient 
decision aid for patients with posttraumatic stress disorder (PTSD) 
has not been developed or tested. The authors evaluated the effects 
of a patient decision aid on the patient centeredness of PTSD 
treatment. Methods: The study was a randomized trial of a patient 
decision aid for PTSD versus treatment as usual (control group).  
The participants were 132 male and female veterans who presented 
to a single U.S. Department of Veterans Affairs hospital with a new 
diagnosis of PTSD. Patient centeredness was assessed by knowledge  
of PTSD and its treatment, level of decisional uncertainty, and ability 
to state a preferred treatment option. Secondary outcomes included 
treatments received and PTSD symptoms in the six months after 
study entry. Results: Compared with the control group (N=65), 
participants who reviewed the patient decision aid (N=63) had higher 
scores for PTSD knowledge (p=.002) and less conflict about their 
choice of treatment (p=.003). In addition, participants who reviewed 
the patient decision aid were more likely to select and receive an 
evidence-based treatment for PTSD (p=.04) and had superior PTSD 
outcomes (p=.004) compared with the control group. Conclusions: Use  
of a patient decision aid was associated with improvements in 
patient-centered PTSD treatment. The patient decision aid was also 
associated with greater use of evidence-based treatments and 
improvement of PTSD symptoms. This study suggests that clinics 
should consider using a patient decision aid for patients with PTSD.

Watts, B. V., Zayed, M. H., Llewellyn-Thomas, H., & Schnurr, P. P. 
(2016). Understanding and meeting information needs for 
patients with posttraumatic stress disorder. BMC Psychiatry, 16. 
doi:10.1186/s12888-016-0724-x Background: Posttraumatic Stress 
Disorder (PTSD) is a commonly occurring mental illness. There are 
multiple treatments for PTSD that have similar effectiveness, but 
these treatments differ substantially in other ways. It is desirable to 
have well-informed patients involved in treatment choices. A patient 
decision aid (PtDA) is one method to achieve this goal. This manuscript  
describes the rationale and development of a patient decision aid 
(PtDA) designed for patients with PTSD. Methods: We conducted an 
informational needs assessment of veterans (n = 19) to obtain their 
baseline information needs prior to the development of the PtDA.  
We also conducted a literature review of effective PTSD treatments, 
and we calculated respective effective sizes. A PtDA prototype was 
developed according to the guidelines from the International Patient 
Decision Aid Standards. These standards guided our development 
of both content and format for the PtDA. In accordance with  
the standards, we gathered feedback from patients (n = 20) and 
providers (n = 7) to further refine the PtDA. The information obtained 
from patients and the literature review was used to develop a 
decision aid for patients with PTSD. Results: Patients with PTSD 
reported a strong preference to receive information about treatment 
options. They expressed interest in also learning about PTSD 
symptoms. The patients preferred information presented in a booklet 
format. From our literature review several treatments emerged  
as effective for PTSD: Cognitive Therapy, Exposure Therapy, Eye 
Movement Desensitization Therapy, Selective Serotonin Reuptake 
Inhibitors, venlafaxine, and risperidone. Conclusion: It appears  
that the criteria set forth to develop decision aids can effectively 
be applied to PTSD. The resultant PTSD patient decision aid is a 
booklet that describes the causes, symptoms, and treatments for 
PTSD. Future work will examine the effects of use of the PTSD 
decision aid in clinical practice.
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data from two randomized controlled trials, this study examined 
whether participant sex predicted success in exposure-only therapy 
versus exposure plus cognitive restructuring. At the six-month 
follow-up, men in the exposure group had significantly higher PTSD 
symptoms compared with men in the exposure plus restructuring 
condition. These findings suggest that men may display better 
maintenance of treatment gains following exposure therapy when 
combined with cognitive therapy.
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in situations where clear information about benefits and harms of 
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there are clear data regarding risks and benefits. 
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doi:10.1037/tra0000102 In an online survey, PTSD providers (N = 185)  
were randomized to one of four case vignettes and asked to select  
a recommended treatment for the patient described. Providers’ 
theoretical orientation, age, years of experience, and time spent 
treating patients with PTSD predicted treatment selection, but patient  
characteristics did not. Results suggest that providers’ PTSD treatment  
recommendations may be more influenced by providers’ own 
background and experiences than by the patients’ clinical presentation. 
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Psychosomatics, 77, 219–226. doi:10.1159/000126073 This systematic  
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decision-making with other interventions. Five trials showed no 
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measures, whereas six studies reported that shared decision making 
outperformed control. Two of the included trials were conducted in 
mental health populations (schizophrenia and depression), and both 
reported a positive effect of shared decision making. 
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2009.06.003 This study examined patient-level predictors of response  
to Cognitive Processing Therapy relative to Prolonged Exposure. 
Participants were female sexual assault survivors with PTSD (N = 145)  
who received treatment as part of a randomized trial. Older women 
had better outcomes with Prolonged Exposure, whereas younger 

women had better outcomes with Cognitive Processing Therapy. 
Women with higher baseline anger were more likely to drop out of 
Prolonged Exposure than Cognitive Processing Therapy. 
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in veterans with PTSD. Contemporary Clinical Trials, 41, 75-84. 
doi:10.1016/j.cct.2014.11.017 This manuscript describes the design 
of a large, multisite randomized controlled trial comparing Prolonged 
Exposure and Cognitive Processing Therapy in Veterans. Results will 
provide information about whether one treatment is more effective 
than the other and whether one intervention may be better for specific  
types of patients. Of particular importance to shared decision-making,  
the investigators will also examine whether discrepancy between 
patient preferences and treatment assignment impacts effectiveness. 

Shay, L. A., & Lafata, J. E. (2015). Where is the evidence?  
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outcomes. Medical Decision Making, 35, 114–131. doi:10.1177/ 
0272989X14551638 This systematic review of 39 shared decision-
making studies (most were observational in nature) found that shared 
decision-making was most often associated with improvements in 
affective-cognitive outcomes, such as patient satisfaction with care 
and confidence in the treatment decision. Evidence was lacking for 
the association between shared decision-making and behavioral 
outcomes such as treatment engagement and health outcomes such 
as symptom reduction. 

Substance Abuse and Mental Health Services Administration. (2011). 
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health. The report also includes recommendations for increasing the 
use of shared decision-making in clinical practice.
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