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Welcome to PTSD 101. These PTSD 101 podcasts were extracted from online multimedia courses 
and may refer to tables, charts, or videos. To view the complete courses, which include all these 
elements, and to find out about earning free continuing education credits, please go to 
ptsd.va.gov  .

Hi, I’m Dr. Candice Monson, Deputy Director of the Women’s Health Sciences Division at the National 
Center for PTSD, and I’m here to talk with you about cognitive behavioral psychotherapies for PTSD. 

One of the most important things that I would want to say about psychotherapy for posttraumatic stress 
disorder or PTSD is that it’s one of the most treatable mental health conditions of all of them. And, in fact, 
when you look at all of the research that’s been done on the treatment of PTSD, psychotherapy is 
probably the front line treatment over all other types of treatments--medication or other somatic 
therapies. So it’s really important that we’re hopeful about the outcomes of psychotherapy for 
posttraumatic stress disorder. 

Cognitive behavioral therapy is a broader class of interventions that includes both cognitive and 
behavioral types of skills and research has consistently shown that cognitive behavioral therapy, 
especially prolonged exposure or (PE) and cognitive processing therapy or (CPT) have consistently been 
shown to be effective treatments for PTSD. 

In fact, numerous practice guidelines confirm the effectiveness of cognitive behavioral treatments for 
PTSD. For example, the Institute of Medicine (IOM) recently published a report identifying the cognitive 
behavioral therapies as efficacious for PTSD. In addition, the Veterans Administration and the 
Department of Defense and the International Society of Traumatic Stress Studies (ISTSS) clinical 
practice guidelines identify the cognitive behavioral therapies as the best practices for PTSD. 

These guidelines unanimously recommend CBT for PTSD. It is important to note that some of the 
practice guidelines point to the effectiveness of eye movement desensitization and reprocessing therapy 
or EMDR, though there are some questions that remain about the necessary ingredients of that 
treatment. And so today we’re going to talk and focus on the consensus of the guidelines which is really 
for the cognitive behavioral therapies for PTSD. 

After viewing this presentation, our hope is that you will be able to: 

1. Understand the theory that underlies CPT and PE.  
2. Be aware of the evidence for the use of PE and CPT in treating PTSD.  
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3. And be more familiar with the components that comprise these two evidence-based therapies for 
PTSD. 

The cognitive behavioral therapies have some general components that many of them share. For 
example, cognitive processing therapy and prolonged exposure both have a psycho-education 
component that is early on in each of those treatments. And the idea here is to really provide the client 
with a psychological understanding of PTSD symptoms. As well as how those symptoms interact with 
one another and in fact cause those symptoms to continue in a cycle that maintains themselves. So, for 
example, the re-experiencing symptoms would cause an individual to have more hyper-arousal 
symptoms. If they have more hyper-arousal symptoms they may want to avoid, the more they avoid the 
more likely they are to have re-experiencing symptoms. So it’s really giving them an understanding of the 
symptoms so that they can somehow normalize those symptoms. But also to lay out a rationale for why 
the therapy is going to work so that you can instill hopefulness and understanding about why you’re 
going to later ask them to do things that may feel really antithetical or opposite of what they really want to 
do in their day-to-day life with the disorder. 

Also these treatments, especially in the case of prolonged exposure, include some anxiety management 
techniques. The idea is to provide some techniques for the person to keep their anxiety at sort of an 
optimal level; so not being overly distressed but also not being under distressed. And so there are some 
techniques such as the controlled breathing exercises that are introduced in prolonged exposure to help 
people manage their anxiety.  

Another component that is found in cognitive behavioral treatments is exposure techniques. In brief, 
these are ways in which the person is asked to approach the things that he/she fears. So it could be 
things in their day-to-day environment that they are avoiding because of their trauma exposure and 
you’re asking them to go out and face those situations, approach those situations so that they are less 
fearful. Or it could be the fear of their own memories of the traumatic event and so asking them to 
approach or expose themselves to those things in order to decrease, eventually, their anxiety. 

A final component of the cognitive behavioral treatments that have been found to be efficacious are 
cognitive restructuring techniques; which is essentially guiding the client to consider the way in which 
they make sense of things--their interpretations or their perceptions of current day events and how they 
understand or construe them but also historical events. So, in particular the traumatic event, going back 
and trying to understand how that person has come to make sense of what happened to them and 
perhaps challenge those attributions or appraisals of the event in order to make a healthier meaning of it 
and facilitate recovery. 

Prolonged exposure is a specific protocol for the treatment of PTSD that has four parts. The first part is 
the psycho-educational aspect of the treatment that I mentioned earlier; where there is the opportunity for 
the patient or client to learn about trauma and its effects on the individual and to understand the 
symptoms of PTSD. But, importantly, to lay out the rationale for why exposing oneself to the memory and 
to particular situations or people or places in their day-to-day environment is going to eventually lead to 
recovery from the disorder. Early on, the second component is for the client to learn breathing skills to 
manage their anxiety to control the level of distress that the person may be experiencing as they go out 
and about to practice exposing and approaching feared situations and memories. 

The third aspect is what is called in vivo exposure or live exposure--and so these are programmed 
activities where the person develops a hierarchy of situations or people or places that the person fears in 
their environment that are otherwise safe and they go out into those situations and approach them until 
their anxiety decreases. With the idea that eventually when they encounter those situations, those 
people, those places, it won’t evoke that anxiety reaction in the future. 
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And finally, the fourth component of prolonged exposure is mental exposure to trauma by repeated telling 
about the event, otherwise known as imaginal exposure. So the person is imaging the event as it 
occurred in their memory and experiencing all of the sights, the sounds, the smells, the perception of that 
event; with the idea that by facing it, feeling the feelings, that they will decrease their anxiety when they 
think about it into the future. 

Prolonged exposure is based on essentially Learning Theory. That a person’s learning history is what is 
responsible for the anxiety response that is related to PTSD. And specifically, in the case of classical 
conditioning, whatever was going on at the time of the traumatic event; the sights, the smells, whatever 
was present in the environment gets paired with that experience. So that in the future, whenever the 
person encounters something that is reminiscent of that experience or they have a memory of the 
experience whatever was going on at the time comes back to them.  

Now that natural inclination of when that distress comes from being reminded, the natural inclination, 
tends to be for people to avoid. So they’ll want to get away from the distress that’s related to those 
reminders and in that way, operant conditioning principles come into play; meaning that the person really 
wants to escape that negative and aversive experience. That’s great in the short run, the problem in the 
long run is that by trying to avoid and escape that distress the person never gets new information 
updating the fact that whatever they’re encountering in the environment in the here and now is safe and 
fine, or potentially safe and fine. Rather, they’re still assuming that it is reminiscent of the trauma and 
therefore dangerous. 

And so one of the most important parts of prolonged exposure is getting clients to really appreciate the 
rationale for going out there and facing what it is that they are currently trying to avoid and that they are 
fearful of or approaching their memory through imaginal exposure exercises so that they can update their 
memory, update their learning for it to be more realistic in the here and now. 

There have been numerous, randomized, controlled studies on prolonged exposure with rape victims, 
childhood sexual abuse and rape and assault victims. There are also a number of trials that are 
underway with combat veterans; and certainly anecdotal reports of its success with combat veterans, 
torture victims, natural disaster victims and the like. 

Cognitive processing therapy is the other cognitive behavioral therapy with the most evidence for the 
treatment of PTSD. Similar to PE, there are four phases to cognitive processing therapy that can be 
delivered in an individual or group format. 

The first of the four phases is education about PTSD, very similar to what’s provided in PE from a 
cognitive behavioral perspective. But there’s also a real emphasis in CPT on the role of thoughts and 
how one’s perceptions or beliefs influence the way that they feel. And so there are several sessions that 
are delivered after the psycho-educational session to help the patient have a more psychological 
understanding of how they are having ongoing running commentary in their heads about the environment 
and making sense of it, and relating to that how they feel.  

The second phase relates to processing the trauma; and that can be done with or without a trauma 
account that’s written in CPT or CPT-C in the case of not doing a written account. In either case, in both 
of those versions of cognitive processing therapy, there is a historical focus where you’re asking the 
patient to reflect on how they made sense of what happened to them and through Socratic dialogue the 
client is being led to a different and hopefully healthier interpretation of the event. 

In the third phase the client is taught to challenge their own thoughts and interpretations, in essence 
really handing the therapy over to the client so that they can become their own cognitive therapist. 
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And the final phase is really focused on using those cognitive skills and doing re-structuring around the 
historical interpretations but also interpretations that the person may be making about the here and now 
events and how those interpretations may be influenced by the traumatic experience. 

There have been four randomized clinical trials that have tested cognitive processing therapy in different 
populations. These different populations include rape victims, childhood sexual abuse victims, veterans 
who have suffered military traumas, and finally rape and physical assault victims. There are also a 
number of controlled trials underway with different populations and uncontrolled trials with motor vehicle 
accident survivors, torture victims, natural disaster victims and the like. 

I think it’s really helpful to help illustrate how these two therapies differ in terms of their course by using a 
case example. In this case, it’s patient John Smith. John is a 26-year-old Iraq veteran who was 
diagnosed with PTSD, major depressive disorder, and substance abuse. John’s most traumatic event 
was witnessing the death of an eight-year-old boy who was blown up by an improvised explosive device 
(IED). 

So Mr. Smith met criteria for PTSD according to the DSM-4-TR. Some of the most salient symptoms that 
Mr. Smith reported included feeling distant and numb with regard to his wife and his young son. He was 
distressed by yelling and angry outbursts, especially toward them. He was also having sleep disturbance, 
not sleeping at night, not being able to get to sleep, stay asleep and also waking up earlier than he 
wanted at night. Nightmares related to the boy’s death as well as intrusions of images of the boy’s death 
and actually witnessing that. And constantly worrying about his own son’s safety and the son was 
incidentally similarly aged to the boy who had been killed by the IED. He also reported avoiding his 
thoughts and feelings and feeling generally incompetent, especially as the man who had served his 
country, and felt weak for having PTSD symptoms. He reported a significant amount of stigma around 
presenting for mental health treatment within the VA. 

So in delivering prolonged exposure, PE, with Mr. Smith, what is the goal for John? Well, the goal of PE 
is that through the retelling of the boy’s death, the actually nitty-gritty details of what John observed, and 
exposing himself to that memory, that John will learn to confront the trauma memory and begin to feel 
differently about the event, which will eventually lead to a decrease in his anxiety, and other symptoms of 
PTSD. 

Through the exposure the other goals that are met is that it organizes the memory. By telling the story it 
puts the story back together in more of a movie picture instead of flashbulb memories of specific events 
that he may remember. It also has the goal of differentiating between having a memory, or remembering 
the event, from being re-traumatized. Those who are experts in prolonged exposure will talk about the 
idea that it’s just a memory, the memory can’t hurt you, it’s not as if you are experiencing the trauma 
again, but rather you are experiencing the memory of it. And by doing this, by facing what one fears there 
is increased mastery in a sense of control over that event by systematically choosing to place oneself in 
that memory or in situations that are reminiscent of the particular event. 

So going more specifically into Mr. Smith’s case let’s take a look at some of the examples of going 
through PE in his particular case. So the in vivo exposure involved, for him, actually talking about 
particular things and people that he tended to avoid. For example, one of his avoided situations was 
going out into open areas where there was the potential for a bomb or some other explosive or 
something unknown, unpredicted to occur. And so he mostly kept very close to his home and to what he 
considered to be very predictable and controlled situations. And so one of the items on his in vivo 
hierarchy that was determined for him to be approached was to go out those open areas and to stay in 
those situations for as long as possible. 
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The other thing that was on his hierarchy that he exposed himself to was actually playing with his son 
and his nephews because the children in and of themselves were triggers for the memory of the 
particular boy’s face at the time that the IED exploded. And so by virtue of placing himself in these 
relationships with the nephew and his own son that served as a form of exposure in the here and now.  

In the case of talking about the trauma or the imaginal exposure; imaginal exposure involves recalling the 
very specific details of the memory of the boy’s death. And the instruction is for anyone and in this case 
John, to remember the traumatic event as vividly as possible and to picture it in John’s mind. That 
imaginal exposure happens in the course of a session for about 45-60 minutes and again John is asked 
to describe it as if he were there in the present, talking in the first person about what he sees, what he 
smells, what he feels, as if the event is occurring in real time for him. 

After the imaginal exposure then John is asked to talk a bit about what the exposure was like for him, to 
go back and discuss that memory and to share that memory with the idea that John experiences a 
reduction in his anxiety over the course of that exposure. So within that session, having him notice that 
by going there, by taking himself to the memory that actually his anxiety decreases with the retelling. One 
of the important ingredients of prolonged exposure is to identify hot spots in the person’s trauma. 
Typically there are specific aspects of traumatic events that are particularly difficult for people to 
remember or to stay with in terms of their remembering. And so in this case with John, one of his 
particularly distressing parts of the trauma was seeing the boy smile right before the IED exploded. And 
so in that case the therapist would lead John to really focus on that particular hot spot that’s distressing 
for him; to stay with that and to process that until his anxiety decreases. 

Therapist: So Stephanie, I’m going to ask you to recall your memories of the trauma and it’s best for you 
to close your eyes so you won’t be distracted, and I’m going to ask you to recall that painful memory as 
vividly as possible. I don’t want you to tell a story like it’s in past tense but rather for you to describe that 
experience in the present tense as if it were happening right now; as if you were there, and I’d like you to 
close your eyes and tell me what happened during the trauma in as much detail as you can remember. 

We’re going to work on this together, if at all you feel uncomfortable, too uncomfortable and want to run 
or avoid by leaving it I’m just going to ask that you really stay with the images and we’re going to 
audiotape the exposure so that you can take the tape home and listen to it. From time to time, while you 
are re-living the trauma I’m going to ask you for your anxiety level on that zero to one hundred SUD scale 
that we talked about before. And I’m just going to ask that you answer quickly and not leave the image. 
In addition, I’m going to ask you to tell me how vivid your experience is on a zero to one hundred scale; 
with zero meaning you can’t get into the exposure, that it’s not at all vivid and one hundred would mean 
that it’s extremely vivid, almost like it’s happening again. And when you finish the story I’m going to ask 
that you start all over again without any pause. It’s really important for this to work that you don’t push the 
memories away even if it’s really painful--and don’t stop in the middle to talk with me--we’ll have some 
time afterward for you to talk about your experience with the exposure. 

Do you have any questions before we start? 

Stephanie: No. 

Therapist: OK, So I’m going to go ahead and have you close your eyes and begin to tell me about the 
memory in as vivid a detail as possible. 

Stephanie: It’s a really hot day, I was up all night last night and I’m tired and my gear is heavy and it’s, I 
just feel very uncomfortably warm but it seems like a fairly routine kind of patrol and I was talking with my 
friend and we were laughing about something funny that had happened a few hours before…And I saw 
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Raheem, this little Iraqi boy that I had become friends with and I would give him stuff that my family 
would send; give him candy or little fun knick-knacks. I had given him a Pez dispenser since they’re 
really fun and I loved them when I was a kid and I thought that he would like it and he was playing with 
his friend in the area that they usually play with and I wasn’t thinking anything about it and I, I just 
happen to look over and I saw them kind of running toward what looked like a package that was laying 
there. And it didn’t occur to me that it could be dangerous but as they got closer it started to dawn on me, 
what if it’s an IED? And I wanted tell him ‘don’t do it, don’t do it’ and I started running towards him but 
they got there first and then this big explosion happened and he went flying and so did another little boy 
and I was running, I’m running as fast as I can and my heart is beating and I’m sweating and I’m trying to 
call out for help but the words aren’t coming out. And I finally get there and he’s just lying there with 
blood all over him and picked him up in my arms he was just kind of limp. And then I saw that Pez 
dispenser like a couple of inches away from his hand just laying there--I guess he had had it in hand as 
he was going to the package.  

And I just, I’m shaking him but wasn’t responding and so I called over to my friend who was kind of 
running right behind me and then we were looking around to see if the medic was nearby and he wasn’t 
and I just kept thinking, just thinking ‘I should have been able to save him. 

I should have known what that was, I should have protected him somehow,’ and I was just so selfish that 
I was, you know, joking around with my friend and I didn’t, I didn’t, I wasn’t watching him--cause I could 
have stopped it, I could have saved him, and now I’m just thinking about what is his mother, his father 
going to be thinking when they have to find out what happened to him. And I just can’t imagine how 
horrible this must feel for them.' 

A couple of tips related to this example. The therapist would want to every five minutes or so check in to 
collect a SUDS Rating to monitor how the person’s habituation is coming along in doing the exposures. 
Also, between the exposures that occur in the session, the therapist would want to shape the client 
toward using the present tense and “I” language to put them back in the memory as if it’s occurring to 
them at the moment as much as possible. 

There might be opportunities for the therapist to make support comments to encourage the client, such 
as ‘you’re doing fine,’ and ‘stay with the image,’ ‘stay with your feelings,’ ‘I know this is difficult,’ ‘you’re 
safe here,’ ‘feel safe,’ ‘let go of the feelings’ --things that you might want to say to encourage them to 
continue to have the emotional engagement with the trauma memory. 

To switch gears, let’s talk now about the goal for John in the case of cognitive processing therapy, or 
CPT. For John, in the case of CPT, the overarching goal is to make a different appraisal of the boy’s 
death by, in some versions of CPT, writing about it; but in all versions, challenging his thoughts about his 
role in the boy’s death and how the boy’s death occurred. In essence, you’re attempting to re-
contextualize the memory for John in order to facilitate his recovery. 

So a specific example of treatment with Mr. John Smith. In the case of doing the full CPT protocol, Mr. 
Smith would be asked to write an account of the event and to read it to himself daily between sessions 
but then bring the account in and share it with his therapist. A written account is not necessary in the 
case of cognitive processing therapy but there is still a focus on the meaning that the person or sense 
that the person has made and the story that they have about the traumatic event, irrespective of using 
CPT or CPT-C.  

A major goal for the therapist and for Mr. Smith is to determine what his stuck points are, or ways in 
which he is making sense of the events that have kept him stuck in his recovery process. So a concrete 
example in the case of Mr. Smith is that Mr. Smith had formed a relationship with the child in doing the 
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patrols and had actually given the child candy. And one of the ways in which Mr. Smith had made sense 
of the event is that ‘if I would not, had not given this child candy, if I had not befriended him in some way 
then there would not have been this negative outcome and in that way, it’s my fault. And if I just wouldn’t 
have done that it would undo this traumatic event.’ When in fact him giving the child candy had nothing to 
do with the fact that a terrorist would plant an IED and it would cause this child’s death. And so that 
would be a very concrete example of trying to figure out ways in which Mr. Smith is interpreting the event 
that’s getting in the way of his health. And to then start to offer with Mr. Smith alternative ways of thinking 
and in the best case scenario having Mr. Smith come to those alternative ways on his own through the 
therapist engaging in a dialogue that’s Socratic in nature with the client. The kind of overarching principle 
is that you’re wanting to really make the client, in this case Mr. Smith, thinking more complex and more 
contextualized--taking into account the big picture of what was going on at the time and to put things 
back in their proper perspective. 

A really important principle of any cognitive therapy including cognitive processing therapy is that 
changing one’s mind is only as good as it changes the way someone feels and so translating this change 
in mind into feeling differently is a really important part of making cognitive processing therapy effective. 

Therapist: So Stephanie, we identified that one of the stuck points may be around you believing that you 
should have been able to prevent Raheem’s death. So take me back there, exactly how was the situation 
set-up in terms of you in relation to Raheem and the package? 

Stephanie: I was patrolling this area with my friend and fellow service member and I saw Raheem and 
his friend playing in this area where they normally are and I waved and he waved back. And then he, it 
looked like something had caught his attention, and he and another of their little friends were running 
towards something. And I thought, maybe they saw some kind of rock that was interesting, they’re little 
boys, and before…as he got closer and I started moving closer, cause I was curious what it was, it 
looked like some kind of a package. And I was thinking, I feel nervous like what if this isn’t OK? And then 
before I could say anything or get there to stop him, there was an explosion and he went flying. And by 
the time I got there he was dead. 

Therapist: And that’s very sad for sure. I’m curious as you tell me about that, how exactly you think you 
could have prevented that or should have prevented it? 

Stephanie: Well, it’s a war zone and insurgents put IEDs places and they’re just to send a message, to 
scare people. And it would certainly, having a child die because of an IED would have been really 
scary/frightening; it sends a message to the whole community and these are the kinds of things that you 
know I should have been thinking about and been aware of to stop it. 

Therapist: And Stephanie it sounds like you were thinking about that at the time if we go back to what 
you just said about the time, like you were aware as you saw him running, like it could be something bad. 

Stephanie: But at first I thought, it didn’t, the first thing that popped into my head wasn’t that it was 
something bad it was, there, ‘oh, it’s an interesting rock’ or something that they would have found 
interesting. 

Therapist: Right, so what you knew initially, at the time, if we go back and really remember what you 
knew at the time at the time you thought ‘oh they’re boys they’re running towards something interesting’ 
and it was only, sort of at the last minute that you realized it could be something bad. So given what you 
knew at the time, not what you know with a couple of years of thinking about it and all the information you 
have now. What do you think you really could have done at the time to have prevented that IED from 
going off? 
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Stephanie: Maybe once I started thinking it could be an IED if I could have run faster, I could have 
stopped it. 

Therapist: You’re smiling. I wonder if you wish you could have ran faster? 

Stephanie: I do wish I could have ran faster. 

Therapist: Then let’s go there, what if you would have ran faster, then what could have happened? 

Stephanie: I probably wouldn’t have gotten there in time and then I would be dead too. It’s possible right? 

Therapist: So, in fact one of the outcomes that could have come from running faster is that you could 
have died.  

Stephanie: [Quiet] 

Therapist: So, given what you knew at the time, you wish you could have run faster but that led to a bad 
outcome. What else is it that you think you could have done? 

Stephanie: Although as we’re talking about it, I couldn’t have run faster because once I realized what 
was happening I was running as fast as I could and it, he got there, he was closer to it.  

Therapist: Right, so I wonder about this word change, that you wish that this wouldn’t have happened 
and that you wish that you could have prevented it but not everything is preventable. 

Stephanie: Yeah, when you say it like that it makes sense; I do wish I could have prevented it. 

Therapist: And if you were to fully embrace that thought to say ‘this sucked, and I wish I could have 
prevented it’, how does that make you feel? 

Stephanie: I feel less guilty, I guess I feel more sad. 

Therapist: I mean, it’s a very sad situation for a child to die in this way and for you to have observed it, I 
think that’s very natural. I think it’s a whole other thing to have wishful thinking that you could have done 
something different, given the circumstances that you found yourself in. Do you agree with that? 

Stephanie: Yeah, when I think about it in that way, it makes more sense that I wish it could have been 
different but it couldn’t have been and that’s sad. 

So this example is perhaps more direct than some Socratic dialogue that could occur in the course of 
therapy but it is there to try to illustrate working collaboratively with the client to come to his or her own 
understanding of how they may be appraising the situation in an unrealistic way and not fully 
appreciating the context that was impinging on him or her at the time and trying to really put the traumatic 
event back into its context in everything that was known at the time versus what is known into the future.  

A final note is that the therapist providing cognitive processing therapy and doing this type of Socratic 
dialogue in session would want to consolidate this work on the stuck point by having the patient use 
whatever relevant worksheet that they’re doing in the therapy to work on this stuck point themselves, just 
to gradually turn the therapy over to the client and having them doing more of their own cognitive re-
structuring. 
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So one of the questions that I often get is “we have these evidence-based therapies, prolonged exposure 
or cognitive processing therapy, which therapy should I use?” My stock answer is that there’s not a lot 
that’s really known about treatment matching in terms of who is likely to do better with CPT or who is 
likely to do better with prolonged exposure. There’s a little bit of developing evidence that those 
individuals who may have more strong guilt, cognitions and feelings may do better with cognitive 
processing therapy just because a lot of the therapy is focused on how the person may be blaming 
themselves. But in general there’s not a lot that’s known about what client characteristics are best 
matched to the treatments. 

Probably way more important is to just use an evidence-based therapy in terms of giving clients their 
best shot at getting better from PTSD. And in my own clinical practice I try to work collaboratively with the 
patient to determine which of these therapies makes most sense to them; which one do they want to 
engage in based on an informed consent process. So really engaging the patient in that choice. 

Dropout rates from prolonged exposure and cognitive processing therapy seem to be similar. There is a 
little bit of evidence from a trial indicating that the cognitive processing therapy version that only does 
cognitive therapy but does not include a trauma account may lead to lower dropout rates, but that’s 
based on a single trial and so we’ll continue to collect data about whether or not that holds up into the 
future.  

I think another important thing to consider is the therapist’s own comfort and which of these therapies 
resonate the most with the therapist? Because it’s going to be a lot easier to deliver the therapy and feel 
like you’re credible in the delivery of the therapy if it makes sense to you and you feel like you have the 
training and the skill in order to deliver it competently. And again to take into account the patient’s own 
preference in the decision about which of these therapies one might pursue. 

Another question that I get often is concerns about who to deliver these trauma-focused therapies to? 
And often times it comes in the form of a question like “who is appropriate for receiving the therapy?” And 
I often say to people that I turn that question on its head. Who’s not appropriate, thinking more broadly 
about who can receive this therapy and then begin to think about what are the few factors that might rule 
them out? For example, the state of the evidence suggest that substance abuse is not necessarily a rule 
out. We might rule out someone who is substance dependent where we feel like the drinking has taken 
on a life of its own or substance abuse has taken on a life of its own and really needs to be addressed in 
order to provide the therapy in a safe a manner as possible. Suicidality and homicidality that’s imminent 
is another reason to perhaps stop short of providing trauma-focused therapy. PTSD is one of the 
conditions that has the most co-morbidity meaning often times when someone has PTSD they’re going to 
have another mental health condition. The co-morbid conditions that you might think about as conditions 
that need to be managed prior to doing a course of trauma-focused therapy would include an 
uncontrolled psychotic disorder or a bipolar disorder. Once those conditions are stabilized though, 
certainly we have treated people who have those co-morbid conditions.  

Otherwise, I think it’s more typically the rule more than the exception that someone’s going to have 
another condition in addition to PTSD. I think it’s also really important that we don’t underestimate our 
clients. I definitely advise having a very frank conversation about what it would be like to do a trauma-
focused therapy because many clients actually want to go there; especially if it’s in a systematic, 
controlled way and it’s predictable about how one is going to approach those traumas. So I think it’s also 
really important to let them speak for themselves in terms of their willingness and confidence in doing a 
trauma-focused therapy. 

Another issue that often times clinicians have concerns about is symptom worsening; that in fact these 
trauma-focused therapies could make clients worse. And in fact by now we have a number of trials that 
have looked at the cross session symptoms of patients who are undergoing these therapies showing that 
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a very, very small minority of patients have some temporary symptom worsening. And in fact there are 
some symptoms that you might want to worsen in the short term like the re-experiencing because that 
means they’re actually allowing themselves to think about it and have those thoughts and images. And 
so, in those cases it may not actually be a bad sign that the symptoms are worsening; but nevertheless 
very few patients actually get worse as a result of these therapies. 

It’s also important to remember that you are bringing the trauma memories more under the client’s 
control than if they were out and about having the disorder and not having as much control about when 
they have re-experiencing symptoms or intrusions. And so, in fact, it’s not re-traumatizing them but rather 
having them remember in a more systematic and helpful way.  

And the final comment about concerns about trauma-focused therapies is just the importance of 
adherence. And what I mean by that is if you’re going to do a trauma-focused therapy, do it. Do it well. 
These are powerful therapies and used well can lead to tremendous improvements in patients and so I 
think it’s really important to stick to the protocol as much as possible and to proceed in delivering the 
therapy in order to have the best outcomes. 

With regard to the format in which these two therapies can be delivered there is support for providing 
cognitive processing therapy in an individual or group format. And furthermore, there is the choice of 
delivering the cognitive processing therapy with or without the written account and that has been 
examined in both formats and provides different options depending on the setting. As of now the 
empirical support for prolonged exposure is for the individual format; although there are some sites that 
are experimenting with a group administration. 

A quick word about the use of manuals in providing PTSD treatment. I think one of the most important 
things to remember is that these manuals are not cookbooks. In fact, you as a therapist bring yourself, 
your style, your language, your metaphors, your analogies to the treatment and it’s really important that 
you do that and that these therapies look different in the hands of different therapists, and they should. 
The most important thing is probably delivering the essential elements of the therapies and to feel like 
you are not handcuffed to the manual; but rather, you have liberties to try to meet the client where they 
are and how they understand things in order to deliver the best therapy.  

I think it’s also really important, especially when you’re starting with these manuals, of getting ongoing 
consultation, whether that’s through the dissemination projects that are currently underway in the VA or 
in developing a peer consultation supervision group at different sites to be able to talk about the delivery 
of the therapy and your fidelity to it while also feeling like you’re bringing your own style and art to the 
therapy. 

It’s important to know that the VA’s Office of Mental Health Services has launched a national program to 
make sure that every facility throughout the VA healthcare system is able to provide both prolonged 
exposure and cognitive processing to their patients; and there are a number of supports in addition to the 
workshop trainings that are in place in order to help staff develop their capacity to deliver these 
treatments…including the use of the COLLAGE website, which is a community of learning for 
practitioners to exchange ideas, to download materials, to submit questions to experts in each of these 
therapies in order to gain confidence in the proficiency of their delivery. 

In conclusion, the cognitive-behavioral therapies are proven as evidence-based treatments for PTSD. 
And within that class of treatments prolonged exposure and cognitive processing therapy are the most 
consistently recommended and currently there are training initiatives for clinicians wanting to learn PE 
and CPT within the VA. 
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