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2.1 The Ethics of Exposure Therapy

Ethical principles dictate that therapists avoid harming their patients. The admonition
against harming patients appears twice in the American Psychological {2002) ethics
code, both as a general principle (Principle A: Beneficence and Nonmaleficence; psy-
chologists “take care to do no harm”™ and “safegnard the welfare and rights” of their
patients) and as an ethical standard in human relations (Sect. 3.04; “Psychologists take
reasonable steps to avoid harming their patients/clients™ and “minimize harm where 1t
is foreseeable and unavoidable”). Despite its safety and tolerability, the unique require-
ments of exposure therapy somelimes place patients at greater emotional and/or phys-
ical risks than many traditional forms of verbal psychoiherapy. For example, exposure
can involve the remote but real potential for harm when pulients handle animals, touch
“contaminated” objects such as garbage cans, and vividly recail trammatic menories.
Does exposure therapy subject patients to an unacceptably high risk of harm? What
are the ethical considerations associated with this treatment?

The effectiveness of exposure-based cognitive-behavioral therapy (CBT) is one of
the great success storics in the history of mental health treatment. Hundreds of clini-
cal trials and dozens of meta-analytic reviews have helped establish this treatment as
the most empirically supported psychological mtervention for the anxiety disorders
(Deacon & Abramowitz, 2004; Olatunji, Cisler & Deacon, 2010). Exposure-based
CBT approaches are promipently represented on the American Psychological
Association’s Hist of “well-established treatments” (Chambiess & Ollendick, 2001).
Clinical practice guidelines published by the American Psychiatric {2011} and the
National Institute for Clinical Excellence (2011) recommend exposure-based CBT
approaches as first-line anxiety treatments, An accumutating body of outcome stud-
ics suggests that the effectiveness of this approach when applied in community set-
tings with real-world patients is comparable to s efficacy in highly centrolled
laboratory environments (Stewart & Chambless, 2009). Relative to pharmacother-
apy, exposure-based therapy typically produces similar short-term benefit and supe-
rior tong-term maintenance of (reatment gains (e.g., Barlow, Gorman, Shear &
Woods, 2000). Exposure therapy is also more cost-effective than pharmacotherapy
(Heuzenroeder et al., 2004), more acceptable and preferable to patients and thew
caregivers (Brown, Deacon, Abramowitz & Whiteside, 2007; Deacon & Abramowitz,
2005), and results in less patient attrition (Huppert, Franklin, Foa & Davidson, 2003),
Taken together, these observalions make a strong case for exposure-based CBT as the
treatment of choice for anxiety disorders. Indeed, this treatment may have more
scientific support than any other psychotherapy of any kind, for any problem.

Yet despite ifs documented effectiveness, exposure therapy techniques are rarely
used by practicing clinicians. To illusirate, Foy et al. {1996) reported that exposure
therapy was used to treat fewer than 20% of 4,000 veterans with PTSD in the
Veteran's Affairs healthcare system, and that it was the primary method of treatment
in only 1% of cases. In a sample of over 800 licensed doctoral-level psychologists,
Becker, Zayfert and Anderson (2004) found that fewer than 20% of respondents
reporied using exposuore therapy fo treat clients with postiraumatic stress disorder
(PTSD. Indeed. exposure was nol widelv utilized even amone (rauma exnerts with
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specialized training in this approach. More breadly, the majority of patients with
any anxiety disorder da not receive evidence-based psychotherapy (Stein et al,,
2004); indeed, psychedynamic therapy is received as ofien as CBT (Goisman
Warshaw & Keller, 1999). u

How can the widespread failure to disseminate exposure therapy to mental health
@.Bmmmm_.ozwmm be explained? Certainly, exposure is hampered by the same set of bar-
riers that obstruct the disseminarion of evidence-based psychotherapies more gener-
ally. Examptes include a lack of training opportunities in graduate and internship
programs, 4 tendency to favor clinical judgment over evidence from randomized
contredled ials in identifying effective therapeutic techniques, and the perception
that clinical scientists working to disseminate evidence-hased treamments have failed
o attend to practitioner concerns (Guater & Whittal, 2010). 1n addition to these mote
general reservations about evidence-based treatments, exposure therapy is subject ﬁm
a potent set of weatment-specitic concerns. It is commonplace to encounter %E.mﬁ;mw
.s&c fear that exposure will actively harm their patients, or that subjecting anxious
individuals to their feared stimuli is tantamount 1o torture. As a resuli of such beliefs,
even therapists who are aware of exposure’s scientific support may reject it in _wm/‘mm
oftreatments they deem to be less aversive and more “humane”. The all-too-commor
resuft of this misplaced compassion is the iime, effort, financial expeuse, and contin:
ued emotional suffering associated with receivin g inadequate rreatiment. “

2.2 Beliefs About Exposure Therapy

Exposure therapy has a public relations probiem with many in the field of psycho-
therapy (Olatunji, Deacon & Abramowitz, 2009; Richard & Gloster, 2007).
ﬂo:mww.:ymmca of exposure often stems from the fact that this interveation evokes
distress (albeit temporary), rather than soothes it, as one might intuitively expect a
m.wm.:ﬁnE for anxiety to do. A closcly-related concern is that through its power to
elicit negative cffect, exposure has the capacity to actively harm patients. More
specific negalive beliefs are identified below {Cook, Schuurr & Foa, 2004; Feeney,
Hembree & Zoellner, 2003; Gunter & Whittal, 2010; Prochaska & Norcross, 1999:
Rosqgvist, 20053, ‘ u

Negative therapist beliefs abour exposire therapy for anxiety disorders

* Its ends do not justify its means

* Itis rigid and insensitive to the individual needs of the patient

+ Hinterferes with the therapeutic relationship

* It does not work for complex cases

_"Mw%”__,wwﬂﬂmnw_m_w”u MMMMH_MMO?‘Q.: fesearch settings and its effects do not generalize o

It imvolves impersonal techniques that are dene “to,” rather than “with,” anxious individuals

It exacebates symptoms and causes high rates of atrition

. Mm_:ﬂuzm M:,o befter off suffering from their anxiery disorder than undergoing this form of
calmen
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Given such negative and widespread beliefs about exposure, it is litide wonder
that this treatment is underutilized, even by practitioners who specialize in the treat-
ment of anxiety (Becker et al., 2004), A more detailed consideration of a number of
these negative beliefs about exposure appears below.

2.2.1 Exposure Will Worsen a Patient’s Symptoms

Anolher undesirable outcome commonly atiributed (o exposure therapy is its per-
ceived potential to worsen anxiely symptoms. This concern is sometimes voiced by
therapists who believe that; for example, patienés with PTSD will be “revictimized”
by the process of reliving traumaltic memories via imaginal exposure. Foa, Zoallner,
Feeny, Hembree and Alvarez-Conrad (2002) directly investigated this issue by
examining symptom  exacerbation during the cowrse of prolonged exposure.
Although the majority of PTSD patients did not experience woisening of their
symptoms, a temporary exacerbation following the start of imaginal exposure did
occur in a minority of individuals. Importantly, patienis whose symptoms initially
worsened were not at increased risk of either attrition or failure to improve, Thus,
symptom exacerbation during exposure was uncommon, short-Hived, and of ltile
progunosiic value. Therapists who shun exposure therapy due to concerns about its
capacity to make patients feel worse would do well to attend (o this finding. The
results of Foa et al. (2002) atso support the practice of informing patienis that expo-
sure is likely io provoke temporary initial distress, but that this experience will
eventually prove beaeficial following repeated practice.

2.2.2  Patients Will Drop-Out of Therapy

Critics of exposure therapy often assume that such a presumably aversive treatment
must result in unacceptably high drop-out rates in therapy. This assamption was
tested by Hembree et al. {(2003), who reviewed studies of prolonged exposure for
PTSD (see chapler by Schonfeld & Hoyer in this volume), which is often consid-
ered the most difficult-to-tolerate application of exposure therapy. Combined results

from 23 clinical trials yielded no significant differences in drop-out rates between:

prolonged exposure (20.60%), exposure combined with cognitive therapy or anxiety
management (26.0%), and Eye Movement Desensitization and Reprocessing
(18.9%). Hembree and Cahill (2007) noted that dropout rates for prolonged expo-
sure for PTSD are comparable to those observed in exposure therapy with other
anxiety disorders, and e lower than drop-out rates associated with psychotropic
medications. Thus, the concern that exposure places patients at higher risk for ateri-
tion than other treatment approaches is not supported by the available evidence. The
well-established efficacy and accepitability of exposure provides an object lesson
in the resilience of anxious individuals, as well as a valuable counterpoint ¢o the
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vﬂ.ommr.m: that patients with anxiety disorders are fragile and unable o cope with
‘the requirements of exposure therapy.

2.2.3  Patients Will Not Like Exposure Therapy

.momﬁ therapists assume that their patients will dislike exposure therapy, and will
S,ﬁ.oma prefer to undergo treatment that does not entail the disivess mmmoo_.umnwa with
having to directly confront feared stimuli. This negative perception of exposure
appears to pervade public sentiment as well. A study by Richard and Gloster {2007
E_wmmﬁma undergraduares and outpatients in a university-based psychotherapy clinic
@E a mm:..mm of vigneties describing the application of exposure techaiques for dif-
ferent anxiety problems. Some techniques (e.g., interoceplive exposure for panic
attacks, mxmoﬁmo and response prevention for OCD, imaginal exposure for PTSD)
were @o:.um:éa as unlikely to be helpful, unacceplable, and even unethical. Others
such as virtual reality exposure therapy for fears of flying, and gradual in-vivo ax@o.,
sure for social phobia, were viewed as more acceptable, helpful, and more ethical.
Fortunately, despite the reservations of some practilioners, exposure therapy
appears 1o be held in generally high esteem by patients. Compared to pharmaco-
therapy, anxiety patients perceive exposure-based CBT as more credible accept-
able, and more likely to be effective in the long term (Deacon & %H.mmmcémm 2005;
.Zo:a? Allen & Hilton, 1983). The same can be said of parents of n:_:omw@ m:xh
1ous children (Brown et al_, 2007). Muareover, exposure therapy is rated as at least as
acceptable, ethical, and effective as cognitive therapy and m.nwm:o:mE@-Q._.mE& psy-
n:oEoEE by undergraduase students and agoraphobic patients (Norton et al.
Gmwv. Amoag patients completing exposure-based CBT for panic disorder E_EMT,
ro:m; and interoceptive exposure are perceived as highly useful despite _ogwwm. v
ings mﬁ.z. likeability (Cox, Fergus & Swinson, 1994), These findings suggest that
5@&?2 ﬂ.@mm?m:owm about exposure therapy are not shared by most patients who
receive E; treatment. Why do therapists seem to overestimate the extent to which
their m@wim wilt dislike exposure therapy? Richard and Gloster (20073 wmmmmmﬁm_
Eﬂ akious patients might be less intimidated by the prospect of mx@wmm%m:m
heightened anxiety during exposures because such symptoms are simply 8_%05_@
exacerbations of familiar and long-standing emotional responses. )

2.2.4  Therapists Might Get Sued if They Use Exposure
Techniques

Q::Qmwm who believe exposure to be inhumane, intolerably aversive, or potentiaity
gm:mﬂocm may also worry about the legal risks associated with the use of these
techniques. They might thisk it is unwise to leave the office to conduct exposures
and have concerns about the types of exposure tasks patients are asked to mo_zmmﬁn.,
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In the author’s experience, some supervisors and administrators have <omoma .mmn:
concerns, and in some cases have enforced restrictive policies (e.g., prohibiting
chnicians from leaving the clinic with their patients) to minimize perceived Mommw
risks. These reservations are typically based on a wam:mmamgm&:m of exposure, its
efficacy, tolerability, and the manner in which it is ethically and o.o:%n:wmmw con-
ducted. It is useful to consider that exposure merely provokes anxiety, which is no
differcnt than what patients are already experiencing, and part of the body’s mmEEW
defense mechanism (i.c., the fight or flight response). In other words, anxiety is not
inherently dangerous to the vast majority of people, and those who might be harmed
from proveking physiologic arousal (e.g., individuals with severe m.mm:bmv are not
candidates for exposure (see chapter by Einsle and Neudeck in H.w:.m .<QEE$. As
such, this treatment would seem to pose litile risk for practicing clinicians.

Richard and Gloster (2007) exarnined the legal risks associated with exposure
therapy by searching the legal record for court cases involving gd.m wﬁ.mgm:r Their
exhaustive search criteria did not reveal a single instance of litigation Hw:z_oa. to
exposure. Similarly, nene of the 84 miembers of the Anxiety _uwmo_.m_nmw >mmoﬁmmo=
of America surveyed by Richard and Gloster reported knowledge of any legal action
or ethics complaints regarding exposure, This survey mc?omow, ros.mwwﬁ. cannot
rule cut the possibility that relevant complaints have been filed, but dismissed or
setiled out of court. Yet the available evidence suggests that exposure mgm_‘m@ is
acceplably safe and tolerable, and that it carries Hitle risk of actively harming
patients (or their therapists).

2.3 Strategies for Minimizing Risk

When conducted properly, exposure therapy is an acceptably safe, tolerable, and
effective freatment for anxiety disorders. However, exposure therapy E:E‘mw:w
involves more risk than most psychological treatments, and exposure therapists
must carefully consider the paticnt’s safety when designing and WBEmaoEEm expo-
sure practices. Under what circumstances does a prospective exposure task involve
unacceptable levels of risk? Whai sieps can the therapist take to decrease the prob-
ability of psychological and/or physical harm?

2.3.1 Negotiating Informed Consent

Consistent with the ethical imperative to obtain informed consent in @m%ngogﬁmg
{e.g.. APA, 2002) exposure therapists must obtain patient consent as m_oo:. as possi-
ble 1 reatment. Exposure may be somewhat unique among psychological q@mm..
ments in that its very nature necessitates constant vigilance to the process of
informed consent. Therapists must explain each new exposure @wmnmow to the patient,
and the patient must agree to proceed before a given task is begun. Informed consent
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is thus an ongoing process and patients may, and often do, negoliafe or even revoke
their consent during treatment sessions. Informed consent for a particular exposure
task may be discussed at multiple points during therapy sessions. For exampie, cgn-
sent for a situational exposure involving conversing with others in a shopping mall
may be negotiated in the office while planuing the exposure, in the mall prior to
Initiating conversations, and between conversations while negotiating the next expo-
surc task. To increase the likelihood of patient adherence to anxliety-provoking pro-
cedures, treatment manuals (e.g.. Abramowitz, Deacon & Whiteside, 2010) often
place great emphasis on conveying a clear rationale for exposure and a detailed
explanation of its requirements. Because of the unique demands it places on patienis
and therapists, exposure therapy is likely an exemplar among psychotherapies for
satisiying the ethical principle of informed consent,

Informed consent also provides skeptical clinicians with an opportunity to distin-
guish exposure as a form of therapy from exposure as a form of “torture” (as described
in the New York Times; Slater, 2003). The United Nations Convention Against
Torture et al. (1987), defines torture as .. -any act by which severe pain or suffering,
whether physical or mental, js intentionally infticted on a person for such pUrposes as
obtaining from him or a third person information or a confession, punishing him for
an act he committed, or mtimidating or coercing him or a third person, or for any
reason based on discrimination of any kind, when such pain or suffering is inflicted
by or at the instigation of or with the consent or acquicscence of a public official or
other person acting in an official capacity” (pp. 197-198). It should be obvious that
when provided by a competent practitioner, exposure therapy does not constitute
tortare. First, the recipient understands the specilic procedures to be used and their
probable emotional effects. This is akin o informed consent procedures used for
medications that includes potential “side effects,” including the fact that eveq if the
intervention works properly there may be negative feelin £s and experiences. Second,
the recipient consents to exposure therapy and reserves the right to withdraw this
consent at any time. Unlike torture, the patient controls the pace of exposure therapy
and coercion is never used to force compliance with treatment.

2.3.2  Determining Acceptable Risk During Exposure Tasks

the probability of patients being harmed in exposure therapy can be reduced by
understanding how (o determine when a given exposure fask entails an unaccept-
ably high level of risk. In certain cases, tasks might be clearly contraindicated, such
as intensive hyperventilation for a patient with severe asthma, walking through a
dangerous area of town after dark for an assault survivor, and mo:nr.mm.m caw_.ooﬁ
floors for a patient whose immune system is compromised. In the absence of clear.
cutrisks of harm, the following question may be asked to evalnate whether the risk
associated with an exposure is acceptable: Do ar least some people ordinarily con:
Jront the situation/stimulus in the course of everyday life without adverse conse-

quences? The heart-healthy panic disorder patient who fears cardiac atrest mav
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express concern about the safety of briskly walking up and down a stairway for
30 min. However, a trip to the local gym reveals many individuals who engage in
this level of vigorous exercise without incident. Someone who has been violently
mgged might rebuff the suggestion that she return to using public transportation,
yet thousands of other city dwellers use such conveniences on a regular basis,

Regarding contamination-related OCD, many people suffer no il effects from
the routine touching of door handies and trash cans without washing their hands.
Some people even occasionally skip showers, fail to wash their hands after using
restrooms, and eat finger foods after touching the family pet. Outdoor enthusiasts
routinely have close encounters with snakes and spiders without incident, and most
everyone has at some point been stuck outside in a thunderstorm without being
struck by lghtaing. An exposure task may be considered to involve acceptable risk
if the patient is not at significantly higher risk of experiencing harm than other
individuals who engage in the same activity in the course of everyday life largely
without incident.

There is no absolute guarantee in exposure therapy, as with life in geperal, that
unanticipated or unwanted outcomes will not accur. Bees sometimes sting, Repeated
spiuning in a swivel chair may elicit vomiting. If an exposure task could conceiv-
ably resull in an undesirable but reasonably harmless outcome, the therapist should
consider framing it as a test of both the probability and cost of the outcome. In this
manner, the unintended occurrence of freezing up during a conversation, being neg-
atively evaluated by strangers, or experiencing a panic attack can provide corrective
information regarding the actual badness {or tack thereof) of the outcome. At the
same time, it is unethical to conduct an exposure task that the therapist determines
to involve an unacceptably high probability of an objectively negative outcome
(e.g., serious illness, assault, loss of a valued relationship). Therapists cannot pos-
sibly anticipate all conceivable low-probability cutcomes in any given simation.
[t is possibie that exposure therapy could result in a claustrophobic patient being
stuck in a cramped elevator for days, a driving phobic seffering a fatal car accident,
or a flying phobic boarding a plans that subsequently crashes. As in real life, there
is no absolute guarantee of safety in exposure therapy. Indeed, one could argue that
a primary goal of this treatment is to help patients learn to accept living their Hves,
and approaching feared situations, in the absence of sach a guarantee. The remote
possibility of catastrophe should no more preclude a driving exposure than it showld
prevent the therapist from driving to work.

2.3.3 Time Management During Therapy Sessions

Poor therapist time management during exposure therapy sessions may increase the
risk for emotional harm to the patient. Specifically, patients whose high anxiety fails
to habituate within the allotted session time during exposure therapy may experi-
ence demoralization and express doubts about their ability to benefit from the treat-
ment. To prevent such an occurrence, therapists should schedule longer sessions
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(e.g.. 90~120 min) to account for individual variation in time o habituation
>,Hwnﬁ: patieal whose anxiety took more than 3 h to habitate while helding ;
mmmaﬁ ilustrates that even 2-h sessions may not allow sufficieat time for ali indi-
Sammwm to show habitwation. Framing exposures as “behavioral experiments”
designed to fest specific anxious predictions may help patients viesy .wanmE.n tasks

-as useful, even if their anxiety does not habituate. 1n this context, the faiture of

:Mc::m:om t0 occur may be viewed as a valuable learning experience (e.g., “T was
able to tolerate prolonged, high anxiety without losing control or going crazy™),

2.3.4  Therapist Competency

1a mg%:oz.ﬂo the strategies described above, risks can be effectively minimized
during exposure therapy by ensuring thar exposure therapists are adequately Qmmmnm
(or supervised) and deliver this reatment in a competent manner. Although expo-
sure therapy may seem deceptively straightforward to adminjster, research indicates
that ommEE delivery of this reatment requires careful consideration of contexts and
other factors that can influence the effectiveness of exposure-based :.@m?ﬁi
@oiﬁm_ Smits, Levro & Otto, 2007). For example, the mere availability of safefy
alds (see part four of this volume) during exposure can be highly dewrimental qm
:SHE@H cutcome, even if the safety aids are not used {Powers, Smits & Telch
woo@. Therapists interested in using exposure techniques should be mmw@:mﬁm&”
trained or supervised by a competent exposuie therapist, Castro and Marx {2007)
wcﬂom that part of protecting client welfare means o:m_,.w_“_.wm that the therapist mm: both
mtellectually and emotionally ready to provide adequate m:m appropriate treatment
far each clent: “Exposure therapy is not only difficult for the client, it is challen ging
and strenuous for the therapist. I fact it is not uncommaon for the strong emotional
Emncn.wnm of the client during ¢xposure therapy to evoke secondary Emu.mwm in the
.%Q,mnmwﬁz (pp. 164-165). This observation indicates that, in addition to skill in
Hiplementing exposure methods, competency to conduet exposure therapy requires
:E.H therapists have the ability to tolerate the often intense emotional responses of
their patients and their own reactions to such responses.

2.3.5  Therapist Self-Care

Exposure therapy may pose a risk to the therapist in the form of psychelogical dis-
tress, mcoa distress is especiully likely when conducting imaginal exposure for
Tﬁm.ﬂf _aczzm which the therapist may tisten to painfully detailed acconnts of 5.&\
horritying travma narratives, Sucecessfully navigating this demanding work requires
mwmow:,m.m therapists to strike a balance between empathy for their patients’ pain and
masntaining professional distance that allows for therapeudic, professional responses
{Foa & Rathbaum, 1998). This balance is diffcuit to mainsain i1 SOme insiances
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as when trauma victims recount particularly terrible experiences during imaginal
exposure. However, even the most compassionate therapist must remember that it is
his or her job to assist the patient in recovery from clinical anxiety, and losing emo-
tional control is incompatible with this goal, Indeed, patients may draw strength
from the therapist’s outward expressions of confidence in their ability to tolerate the
distress associated with particularly difficult exposures. Anr important part of one’s
development as an exposure therapist involves learning to cope with and accept the
emotional distress patient’s exhibit during particularly challenging exposures. From
time to time, unburdening oneself by talking to colleagues, or seeking distraction in
the form of other professional or personal activities, 1s necessary to cope with the
unique demands of exposure therapy.

2.4 Maintaining Ethical Boundaries

As described above, some therapists beligve that exposure is unethical based on
concerns about its aversiveness and presumed capacity to harm patients. However,
another source of negative beliefs about the ethics of exposure may reflect concerns
abous this treatment’s potential fo create problematic boundary violations and dual
relationships. For clinicians whose preferred brand of psychotherapy emphasizes
therapist peutrality, passivity, and pondirectiveness, exposure may involve an
ancomfortably high level of active engagement with the patient. The idea that such
engagement might occur in the context of distinctly unconventional therapeutic
activities, such as spinning in a swivel chair or touching objects in public restrooms,
tikely contributes an additional measure of discomfort. In addition, the practice of
feaving the office to conduct exposures nay be troubling for therapists who fear that
doing so will fundamentally alier %@.mmoﬁwmmwc:mw nature of the therapeutic relation-
ship. These issues are reviewed below in the context of ethical principles regarding
boundaries, and strategies are offered for conducting exposure therapy in an opti-
mally ethical manner.

A boundary crossing in psychotherapy refers to'a deviation from the typical prac-
tice of traditional, strict forms of therapy (Zur, 2005). Therapists have traditionally
been encouraged to maintain strict boundaries in order to create a therapeutic context
that is in the patient’s best interest. Examples of boundaries include time, place, touch,
self-disclosure, gifts, and money (Barnett, Lazarus, Vasquez, Moorehead-Slaughter &
Johnson, 2007). Among these, the practice of viclating the “only in the office” bound-
ary is particularly relevant io exposure therapy, Traditionally, psychotherapy has been
conducted without the need 1o leave the office. Exposure therapy, however, sometimes
requires that therapists leave the office with their palients {o conduct exposures 1o
feared stimukbi that cannot easily be brought into in the office. As a resalt, exposure
therapy for many patients involves at least occasional boundary crossings.

Boundary crossings in the form of out-of-the-office exposures carry the possibil-
ity of eroding the strict boundaries inherent in tradiGoual notions of the therapist-
patient relationship. Indeed, the conduct of exposure therapy oulside the office walls
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tnay increase the probability of less-formal interactions, some of which may not be
strictly therapeatic. Interactions with patients cutside the office have traditionally
mna:. considered unadvisable as they are seen as laying the groundwork for 9:.:
relationships, including sexual retationships with patients (Barnett et al., 2007)
From this viewpoint, exposure field rips may be viewed as a step down a :meumﬁwh
anww: that may lead to increasingly inappropriate behaviors and ultimately exploit-
ative .mmx_x: encounters or other dual relationships. To discourage clinicians from
traveling down this stippery slope, the “only in the office” rule has been proposed to
ensure that clinicians provide treatment that is in the best interests of their patients
(Smith & Fitzpatrick, 1995). Within the context of traditional forms of m&ﬁ:o%w?
apy, the “only in the office” boundary is a logical prescription. However, rigid
mawﬂm:nmm to this traditional notion of boundaries mméwmq restrict a n_m:mﬁm:wm
wg:@ .8 practice exposure therapy in an effective manner with many patients.
Therapists overly concerned with the ethicat “slippery stope™ of leaving the office
G nc\macoﬁ exposure tasks run the risk of engaging in reductio ad absurdum reason-
ing (t.e.. “if I leave the office with an opposite-sex client, a sexual relationship will
nevitably develop™). The effectivencss of exposure therapy provides a powerful
gmgo:m@mmom that temporarily crossing boundaries for therapeutic purposes is not
:@nwmwm.ﬂ.&\ unethical or harmful (Lazarus, 1998). Indeed, the failure to do so may
be considered unethical, or at the very least suboptimal, in the exposuse-based treat-
Smi.o?cia patients with anxiety disorders. Thus, boundary crossings do not nec-
essarily lead to boundary violations; neither do boundary G.omawmm necessarily
place the clinician on a “slippery slope™ (e.g., Zur, 2001, 2007).

Crossing some boundaries may be clinically appropriate and even necessary
when conducting exposure therapy. Exposure is optimally effective when it is con-
ducted in a therapisr-assisted manner (Abramowitz, 1996) and when it occurs in a
,Nm_ﬂ_..wg of contexts (Powers et al., 2007), For some patients, exposure outside the
oﬁ.nnw is necessary 1o ensure that safety learning is not conditional on the presence
of specific contexts (e.g., “heart palpitations are not dangerous as long as I experi-
ence them in the hospital where emergency medical attention is available”y. When
c:.anmm._w indicated, exposure therapists may ¢ross additonal boundaries associated
with wraditional therapies by extending the length of sessions beyond 1 h r:%._mm:w
to the patient’s home, or invalving strangers in the therapy {e.i., as mm%msoa, members
for & public speaking exposure). Such boundary crossings are not by themselves
m:ﬂinmr nor do they inevitably lead to an increasing series of inappropriate inter-
mo:mu:m with the patient that ultimately results in an exploitative sexual relationship. |

The fact that boundary Crossings are not necessarily unethical does not mean @m.m
they are .aimﬁ ethical. Likewise, the observation that boundary crossings do nol
mecessarity continue down a slippery slope toward sexual exploitation does not
mean that this never occurs, Boundary crossings should only occur when the thera-
m_mmﬂ deems them necessary. to assist the patient. If all therapeutic tasks can wm.nnm
tvely be conducted inside the office, there is no need to conduct exposures elsewhere..
wawm and Keith-Spiegel (2008) outlined a number of steps for practitioners to oom_
sider 4&@: contemplating a boundary crossing. The most relevant of these is for
therapists to imagine the best possible outcome and the worst possible outcome
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from crossing the bouadary and from nef crossing the boundary. This cost--benefit
analysis may be used to determine the overall therapeutic value of engaging in a
given boundary crossing during exposure therapy.

2.5 Conclusions

An informed risk-benefit analysis suggests that exposure therapy is generally safe
and effective, and is rightfully considered a first-line treatment for anxiety disor-
ders. However, relatively few therapists provide this treatment, and most individuals
with anxiety disorders do not receive exposure-based treatment. This chapter
reviews a number of negative therapist beliefs about exposure that serve to impede
efforts to make this treatment more widely available to patients. Strategies for mini-
mizing the unique risks and ethical chaltenges associated with exposure therapy are
also discussed. It is concluded that therapist beliefs about the intolerable and inhu-
mane nature of exposure therapy, as well as its presumed capacily to hanm patients
and foster unethical therapist—patient interactions, are not supported by the scientific
evidence or the clinical experience of adequately trained exposure therapists. In fact,
given well-established effectiveness of exposure therapy, there may be ethical con-
sequences for failing to consider exposwre therapy in Favor of less effective or
unsubstantiated treacments, This is not to say that this trearment is risk-free; indeed,
exposure may place patients at greater risk of temporary emotional discomfort than
do other forms of psychological reatment. However, by being aware of this possi-
bility and taking steps to manage it, exposure therapists can significantly decrease
the risk of harm to their patients while simultaneously providing the most effective
psychological treatment avaitabie for pathological angiety.
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