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Abstract
A clinical practice guideline (CPG) is a rigorously established set of
recommendations based on currently available evidence about the efficacy,
safety, acceptability, and feasibility of interventions to assist with clinical
decision-making. The 2023 Department of Veterans Affairs /Department of
Defense Clinical Practice Guideline for Management of Posttraumatic Stress
Disorder and Acute Stress Disorder is described herein. The CPG recommenda-
tions are accompanied by a clinical algorithm, which incorporates principles of
evidence-based practice, shared decision-making, and functional and contextual
assessments of goals and outcomes. An overview of the CPG recommendations
is combined with a discussion of questions that clinicians and patients may face
in implementing the CPG and suggestions for how to effectively work with the
CPG.

The U.S. Department of Veterans Affairs (VA) and the
U.S. Department of Defense (DoD) jointly launched the
Evidence-Based Practice Work Group (EBPWG) in 2004 to
establish a process for using clinical and epidemiological
evidence to guide clinical care (VA/DoD Health Executive
Committee, 2017). In 2023, per best practices in guide-

line development (Institute of Medicine [IoM] Committee
on Standards for Developing Trustworthy Clinical Practice
Guidelines [CPGs], 2011), the VA and DoD updated the
Clinical Practice Guideline for the Management of Post-
traumatic StressDisorder andAcute StressDisorder,which
was last revised in 2017 (VA/DoD, 2017). The 2023 CPG is
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F IGURE 1 Clinical practice guideline (CPG) development process.

described in Schnurr et al. (2023) and can be found on the
VA website (VA/DoD, 2023) along with a provider sum-
mary, quick reference guide, and patient summary. The
purpose of this article is to assist clinicians in effectively
applying theCPG in practice. First, we briefly describe how
the CPG was developed and summarize and explain the
CPG recommendations We then provide guidance on how
to apply the CPG in practice and address frequently asked
questions.

DEVELOPMENT OF THE CPG

The process of developing the CPG is depicted in Figure 1.
First, a multidisciplinary work group was assembled from
both VA and DoD, including individuals with expertise
in psychology, psychiatry, pharmacy, nursing, and social
work. The VA/DoD PTSDCPGWork Group (Work Group)
then developed a set of 12 key questions to guide the evi-
dence review and determined critical and important out-
comes. Simultaneously, a veteran focus group was held to
gather veterans’ opinions about the management of post-
traumatic stress disorder (PTSD) and acute stress disorder
(ASD). Attempts were made to recruit active-duty mili-
tary personnel to participate, but none attended the focus
group. The evidence review was conducted employing
GRADEmethodology (i.e., Grading of Recommendations,
Assessment, Development, and Evaluation; Guyatt et al.,
2008) to generate an estimate of the quality of the evi-
dence based on a set of criteria related to the nature of
the study design and/or its execution. The evidence prior-
itized results from systematic reviews and meta-analyses,

which were augmented by results from individual studies
when necessary. The Work Group then drafted an initial
set of recommendations that took into account an evidence
review and veteran feedback. Recommendations took five
forms based on the quality of the evidence, weight of ben-
efits and harms, patient input, and other considerations
(e.g., feasibility, subgroup considerations; see Figure 2).
The draft guideline was then distributed for external peer
review and revised accordingly, resulting in the final CPG.
The Work Group determined that PTSD symptom

change as determined by clinician interview would be
the critical outcome (i.e., the outcome that was given
the most weight in summarizing the evidence) for most
of the questions and subsequent CPG recommendations.
Clinician interview retains blind assessment, something
not possible with self-report. This was a change from the
previous guideline and is a more rigorous application of
GRADE. Additional important outcomes (i.e., those taken
into consideration in the final CPG recommendation)
included serious adverse events, a loss of diagnosis or a
remission, treatment retention and dropout, self-reported
PTSD symptoms, comorbid symptoms, and quality of life
and functioning. Another notable change from the 2017
CPG was that psychotherapies were evaluated individ-
ually rather than as a class for consistency with the
pharmacotherapy recommendations. For example, the evi-
dence for prolonged exposure (PE; Foa et al., 2007) and
brief eclectic therapy (Gersons et al., 2015) were reviewed
separately rather than as the class of trauma-focused
psychotherapies. These two methodological modifications
resulted in significant changes in recommendations rela-
tive to the previous CPG.
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A CLINICIAN’S GUIDE TO THE 2023 VA/DOD CLINICAL PRACTICE GUIDELINE 21

F IGURE 2 Basis for Work Group recommendations.

The Work Group made one of five determinations
about a particular treatment. A recommendation for any
treatment indicates strong evidence in support of its effi-
cacy and limited concerns (e.g., side effects); a suggestion
for a treatment designates some evidence that the treat-
ment works but with limitations to the available research
(e.g., a small number of studies, lower quality ratings).
Similarly, a recommendation against a treatment indicates
a treatment for which there is good research evidence
that the treatment does not work and that there are
significant concerns with the treatment, whereas a sug-
gestion against is used to denote a treatment that has
no, or very limited, research to support its efficacy and
some concerns associated with its use. The designation
of insufficient evidence to recommend for or against a
particular treatment indicates that (a) there was too lit-
tle research on the treatment to determine if it worked
to treat PTSD, (b) the research reviewed was of such
quality that the Work Group could not determine effi-
cacy, (c) the available research was ambiguous as to
whether the treatment worked, or (d) some combina-
tion of the three. As a result, most newer treatment
approaches were included in the insufficient evidence
category.

CLINICIAN’S SUMMARY OF THE CPG

Evidence-based practice (EBP) is an approach to care
that brings together the best-available, well-researched
treatments; clinician acumen, and patient interests and
preferences (American Psychological Association Presi-
dential Task Force on Evidence-Based Practice, 2006) to
guide clinical decisions. In this context, the CPG is a
critical resource for clinicians to familiarize themselves
with current research evidence to inform clinical decision-
making. Selected treatment recommendations from the

2023 PTSD CPG are presented in Figure 3; refer to the
guideline for a complete list (VA/DoD, 2023). The nar-
rative provided in the CPG gives information about the
state of the literature for each recommended treatment
and offers references for clinicians who want additional
understanding.
The clinical algorithm, which is included in the CPG

(VA/DoD, 2023, pp. 25–34) provides a decision tree
designed to guide clinicians as they incorporate CPG
recommendations into good clinical practice; CPG rec-
ommendations are noted by the recommendation num-
ber (e.g., Recommendation 1) and/or original CPG page
number so the reader can quickly locate relevant infor-
mation, including details about the evidence review. Inte-
grated into the clinical algorithm are the concepts of (a)
patient-centered care, which emphasizes the importance
of the patient’s needs and preferences, including acces-
sibility and cultural appropriateness (Agency for Health-
care Research and Quality [AHRQ], 2014); (b) shared
decision-making, whereby patients, providers, and other
involved persons work together to make treatment choices
(IoM, 2001); and (c) measurement-based care, or incorpo-
rating the regular and systematic assessment of patients’
perceptions of progress (American Psychological Associa-
tion, 2023b).

Assessment of trauma-exposed patients

The first three CPG recommendations address different
questions of the assessment of PTSD symptoms. Recom-
mendation 1 suggests that the Primary Care PTSD Screen
for DSM-5 (PC-PTSD; Prins et al., 2016), which assesses
symptoms based on symptom criteria outlined in theDiag-
nostic and Statistical Manual of Mental Disorders (5th
ed.; DSM-5; American Psychiatric Association, 2013), be
used when screening for PTSD. Notably, veterans who

 15736598, 2024, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/jts.23013 by D

epartm
ent O

f V
eterans A

ffairs, W
iley O

nline L
ibrary on [20/02/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



22 LANG et al.

F IGURE 3 Posttraumatic stress disorder (PTSD) clinical practice guideline highlights: Intervention recommendations.

participated in the focus group emphasized the need for
increased screening and outreach to engage more veterans
with PTSD in treatment. It is important, though, to rec-
ognize that the effectiveness of a screening tool depends
on features of the population (e.g., gender, trauma type,
time since exposure) and setting (e.g., base rate of the dis-
order, relative importance of errors; Streiner, 2003); thus,
clinician judgment should be used along with screening
information to determine when additional clinical eval-
uation is indicated. Importantly, screening tools should
not be used to establish a diagnosis. Recommendation
2 focuses on making a diagnosis. This CPG recommen-
dation suggests using a validated clinician-administered
interview, such as the Clinician-Administered PTSD Scale
for DSM-5 (CAPS; Weathers, Blake, et al., 2013) or PTSD
Symptom Scale–Interview Version (PSS-I; Foa et al., 2016),
to make or confirm a diagnosis of PTSD. Finally, reflecting
the ideal of measurement-based care, Recommendation 3
suggests the repeated use of either a clinician-administered
interview or a validated self-report instrument, such as the
PTSD Checklist for DSM-5 (PCL-5; Weathers, Litz, et al.,
2013), to assess treatment progress and aid ongoing treat-
ment decision-making. For reference, Modules A and B
(pp. 26–27) of the clinical algorithm focus on the assess-
ment of ASD and PTSD. Although the CPG is focused on
ASD and PTSD, clinicians are reminded that PTSD is only
one of a myriad of responses people may have to trauma.
Therefore, the algorithm acknowledges the importance of
the holistic assessment of an individual, with validated
measures used when available.

Acute stress reaction (ASR) and ASD

The Work Group found insufficient evidence to rec-
ommend any interventions to prevent the develop-
ment of ASD/PTSD among trauma-exposed populations
(Recommendation 4). Of note, two randomized controlled
trials found no advantage to using critical incident stress
debriefing compared to no debriefing (Forneris et al., 2013).
One study did suggest that modified group PE was more
effective than a waitlist control condition at reducing the
severity of PTSD symptoms assessed 4 and 12 weeks post-
trauma (Rothbaum et al., 2012), but the feasibility of using
this approach for large groups of traumatized individuals
(e.g., survivors of natural disasters) is challenging because
of the limited numbers of trained personnel, displacement,
and other factors. It will be important to identify scal-
able, population-level interventions for PTSD prevention
in the future. Existing interventions, such as psychologi-
cal first aid (Brymer et al., 2006), could not be evaluated
for inclusion because no randomized controlled trials of
these approacheswere identified in the review for theCPG;
however, other researchers have concluded that the evi-
dence that this approach is effective in preventing PTSD
is weak (Hermosilla et al., 2023). In the interim, clini-
cians should strive to address basic needs (e.g., shelter,
food), identify individuals at high risk of adverse outcomes,
and support wellness (e.g., community support, exercise;
Magruder et al., 2017; Tan et al., 2023). Module A (p. 26)
of the clinical algorithm outlines strategies for identifying
and managing ASR and ASD.
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A CLINICIAN’S GUIDE TO THE 2023 VA/DOD CLINICAL PRACTICE GUIDELINE 23

For trauma-exposed individuals who experience acute
distress sufficient to be diagnosed with ASD in the month
following trauma exposure, the CPG suggests trauma-
focused cognitive behavioral therapy (CBT) for the man-
agement of ASD and prevention of PTSD (Recommen-
dation 5). The Work Group reviewed but was unable to
identify any pharmacological intervention for which there
was sufficient evidence to recommend for or against its use
to treat ASD and prevent PTSD (Recommendation 6).

PTSD

The CPG offers a number of treatment approaches for
clinicians treating patientswith PTSD.Among psychother-
apies, the CPG recommends (Recommendation 8) cogni-
tive processing therapy (CPT; Resick, Monson, & Chard,
2017), eye movement desensitization and reprocessing
(EMDR; Shapiro, 2017), and PE (Foa et al., 2007). Among
pharmacotherapies, the CPG recommends (Recommenda-
tion 15) paroxetine, sertraline, and venlafaxine. Treatment
selection for any particular patient will necessarily take
into consideration issues such as treatment feasibility
and patient preferences. However, the CPG prioritizes the
recommended psychotherapies over recommended phar-
macotherapies (Recommendation 7) because of systematic
reviews and meta-analyses that indicate larger and more
persistent improvement with psychotherapy (Lee et al.,
2016; Merz et al., 2019; Watts et al., 2013, 2015).
In addition to the previously described recommended

treatments, clinicians may consider using other treat-
ments that show promise in treating PTSD. The Work
Group suggests the following psychotherapies for PTSD
(Recommendation 9): Ehler’s cognitive therapy (Ehlers
et al., 2014), present-centered therapy (PCT; Schnurr et al.,
2007), and written exposure therapy (WET; Sloan & Marx,
2019). In addition, the Work Group suggests (Recom-
mendation 26)mindfulness-based stress reduction (MBSR;
Santorelli et al., 2017), a mind–body approach. There are
no suggested medications. Module C (p. 28) of the clinical
algorithm guides clinicians through the various treatment
options for situations in which the interventions with
stronger evidence are not available or do not fit with
patient preferences, which can vary widely across gender,
cultural background, and trauma type (Monteith et al.,
2021).
The CPG includes two recommendations against spe-

cific treatments for PTSD, meaning that they are strongly
contraindicated: benzodiazepines (Recommendation 19)
and cannabis derivatives (Recommendation 20). A system-
atic review of the literature showed no clinical benefit
of benzodiazepines (Williams et al., 2022). The “strong
against” position reflects this as well as the potential

for misuse and cognitive impairment associated with
benzodiazepines (Guina et al., 2015). The cannabis rec-
ommendation is similarly based on a lack of good-quality
trials showing benefit combined with well-documented
serious side effects (Belendiuk et al., 2015; Kansagara et al.,
2017; Steenkamp et al., 2017;Wilkinson et al., 2016). Several
medications have suggestions against use as monother-
apy for PTSD (Recommendation 18) or as augmentation
of medications for PTSD (Recommendation 22). Notably,
this includes a suggestion against the use of prazosin to
treat PTSD; however, prazosin is suggested to treat night-
mares, a specific symptom of PTSD (Recommendation 32).
The CPG suggests against electroconvulsive therapy and
vagus nerve stimulation for the treatment of PTSD (Rec-
ommendation 25) given the lack of evidence to support
their efficacy combined with their invasiveness and poten-
tial for adverse effects. Treatments that lack evidence for
the treatment of PTSD might be used for conditions that
can coexist with PTSD, such as major depressive disor-
der (e.g., ketamine infusions). CPGs for a range of other
conditions are available on the VAwebsite (VA/DoD, n.d.).
Numerous other treatments used in clinical practice

were deemed to lack sufficient evidence to recommend
for or against their use for PTSD. These include additional
psychotherapies,medications, andmind–body approaches
(Recommendations 10, 16, 17, and 27); couples therapy
(Recommendation 14); somatic therapies, including neu-
rofeedback, repetitive transcranial magnetic stimulation,
and stellate ganglion block (Recommendation 24); recre-
ational therapies (Recommendation 28); mobile apps, self-
help, and internet-based therapies (Recommendations 30
and 31); and nightmare treatments (Recommendation 33).

HELPING PATIENTSMAKE TREATMENT
DECISIONS

Given the number and variety of recommended and sug-
gested treatments, clinicians may feel unsure of which
treatment to offer a particular patient. The guideline and
algorithm direct clinicians to begin by considering one
of the three recommended trauma-focused psychother-
apies but shift to medication or one of the suggested
treatments based on patient preference or treatment avail-
ability. Several approaches can be useful for determining
which treatment to deliver.

Patient-centered care

Patient-centered care encourages collaboration between
patients and providers to develop a treatment plan that
works to ensure the correct care is provided in a manner
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24 LANG et al.

that maximizes its effectiveness. Within this framework,
patient preferences and values are respected when mak-
ing treatment decisions. Patient preference appears to be
an important consideration when selecting a treatment
approach. A recent meta-analysis of 53 studies demon-
strated associations between patient preference and both
lower attrition and improved clinical outcomes (Swift
et al., 2018). Zoellner and colleagues (2019) found that
PTSDpatientswho received their preferred treatmentwere
more adherent, more likely to respond to treatment, and
more likely to lose their PTSD diagnosis. To this end, clin-
icians must strive to share information about treatments
with patients so that patients canmake informed decisions
about their care. The CPG can provide guidance and infor-
mation to clinicians as they discuss treatment options with
patients.
Patient preferences may be based on a variety of con-

siderations that can guide the alternatives offered. For
example, individuals who decline trauma-focused care
may be offered recommended medications or one of the
suggested approaches (e.g., PCT or MBSR) as an initial
strategy. In these cases, it is important for clinicians to
have a discussion with the prospective patient about the
relative strength of the evidence for different treatment
approaches.

Shared decision-making

Shared decision-making, which is highlighted as a good
clinical practice in the CPG (p. 24), is a process by which
patients and clinicians work collaboratively to arrive at a
treatment choice that considers evidence about treatment
effectiveness, patient goals, and patient values. Shared
decision-making also is important in helping patients set
goals that feel personally meaningful and reflect individ-
ual capabilities, needs, and preferences. The veteran focus
group highlighted that feeling “understood, heard, and
validated” is central to success, and the value of shared
decision-making is borne out in research. For example, a
randomized clinical trial found that veterans with PTSD
who used a decision aid were more likely to want, and
get, evidence-based trauma-focused treatment and to have
improved PTSD outcomes relative to thosewho did not use
the decision aid (Watts et al., 2015).
A critical piece of shared decision-making is helping

patients understand the evidence supporting various treat-
ments andwhat treatment entails. Providers who regularly
familiarize themselves with evidence about treatment
options will be best able to present accurate information
to patients, discuss potential risks, and facilitate well-
considered choices. To support this process, the Work
Group developed a patient summary to help patients

become informed consumers of the CPG. It can be diffi-
cult for a patient who is not accustomed to thinking in
scientific terms to understand the high standard of evi-
dence required by the CPG, particularly when the internet
and social media provide a wide variety of compelling,
but not necessarily scientific, “evidence.” The National
Center for PTSD also provides patient-focused materials
to explain treatment options (National Center for PTSD,
n.d.b) and a decision aid (National Center for PTSD, n.d.a)
to facilitate an informed discussion of treatment options.
A discussion about the CPG with a patient may begin like
this:

We have several effective treatment options
for PTSD, so we will spend some time talk-
ing about options for you, and I can share
some resources with you so you can learn
more on your own if you like. I’ll describe
some treatments and tell you what we know
about how well they work. You can take your
time and think about your options or discuss
these choices with a friend or loved one, and
then we can select the treatment that best
fits with your preferences, values, and goals.
Once we decide upon a treatment, we’ll set
goals and check in regularly to make sure
that we are making progress toward them.
It will be important for us to maintain good
communication throughout this process, so
as we discuss your treatment options, please
ask any questions that you might have. As we
move forward with treatment, I hope that you
will feel comfortable sharing with me what
is going well and what isn’t. If things aren’t
going well, we’ll talk about how to adjust
things to help you achieve your goals.

Measurement-based care

Another strategy implied in the discussion about shared
decision-making is the need to repeatedly measure the
effectiveness of the selected treatment for this patient.
This can guide decisions about when to terminate treat-
ment because the goals have been reached, when and
how to troubleshoot with a patient who may not be mak-
ing progress, and when an alternate treatment approach
should be considered. Utilizing validated measures can be
tremendously helpful in this effort, as relying solely on
the subjective judgments of patients and providers may
introduce bias and inaccuracy. Enlisting a patient in an
empirical approach to their treatment may foster engage-
ment with the use of standardized measures to assess
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A CLINICIAN’S GUIDE TO THE 2023 VA/DOD CLINICAL PRACTICE GUIDELINE 25

treatment outcomes (Recommendation 3). One approach
to introducing this is illustrated here:

Think about the way that you judge whether
you have gained or lost weight. You look in the
mirror to see howyour clothes fit, and you also
use a scale to measure how much weight you
have lost. We will check in with one another
to see how we think things are progressing,
but we will also use questionnaires to track
progress—this will be our scale. When you
reach your goals, we can talk about ending
treatment. But if we don’t see the expected
improvement, that will be our signal to talk
about how tomake the treatment we are using
more effective or whether we should try a
different treatment.

FREQUENTLY ASKED QUESTIONS
ABOUT THE CPG

The CPG recommendations were intended to guide assess-
ment and treatment planning.However, clinicianswill still
be faced with judgments about how best to meet the needs
of individuals in their care. In this section, we will focus
on common questions clinicians face as they implement
the CPG.

What is the difference between the
recommended psychotherapies?

There is growing evidence that the recommended
psychotherapies—CPT, EMDR, and PE—are all relatively
equally effective, so selecting a treatment often depends
on aspects of the treatment, provider training, and patient
preferences. For example, both PE and EMDR ask patients
to engage with specific traumatic memories, whereas CPT
does not. Similarly, CPT requires more writing than PE or
EMDR, and PE andCPT relymore heavily on “homework”
to be completed between sessions than EMDR. Any or all
of these factors could contribute to a patient preferring
one of these treatments over the others. Pragmatic factors
may also enter the decision-making process. For example,
individuals who have experienced sexual trauma may
prefer a therapist of a specific gender, thus preferring the
approach that is available with a provider of their choice.
Emerging evidence suggests that treatment names influ-
ence choices and may elicit irrelevant associations, so it is
best to describe key aspects of the approach in accessible
language rather than emphasizing professional terminol-

ogy (Grubbs et al., 2023). An example of patient-friendly
ways of describing these treatments follows:

We have a few options among the most effec-
tive treatments for PTSD. I would like to tell
you a little about each and answer any ques-
tions you may have. I’m also happy to share
web-based resources where you can learn
more about the treatments and hear from peo-
ple who have been through them talk about
their experiences. Trauma changes the way
that people look at themselves, other people,
and the world. Some of those changes may
be helpful, but some may not. Even though
they are meant to protect you, they may
actually not be realistic and keep your symp-
toms going. The first treatment [CPT] teaches
you how to evaluate and change upsetting
thoughts about the trauma in order to change
how you feel. You’ll learn a strategy to decide
whether there are other, less upsetting ways to
think about your trauma and how it affected
you. The second [EMDR] helps you process
trauma by focusing on memories, thoughts,
and feelings related to your trauma while
focusing on a back-and-forth movement or
sensation. The last treatment [PE] teaches you
to face your fears and stop avoidance behav-
ior. You’ll repeatedly talk about your trauma
in session and gradually approach safe situ-
ations you’ve been avoiding. Each of these
treatments reduces PTSD symptoms. What
questions could I answer that would help you
to select a treatment approach?

This discussion shouldn’t be rushed. Elaborating on the
basic descriptions above with metaphors, analogies, and
clear examples to explain key features of the treatments
may help patients envision the treatment process (Larsen
et al., 2023).
Another major consideration is the clinician’s abil-

ity to deliver the recommended treatments as they
were designed. The psychotherapies and complementary
approaches recommended or suggested in the CPG gen-
erally follow manuals that provide a framework that is
flexible enough to allow therapists to shape the inter-
vention to meet the needs of a specific client. However,
the evidence used to guide the CPG is based on thera-
pies being delivered with fidelity, and if a clinician makes
significant deviations from the protocol, the reviewed
studies no longer apply because there is insufficient evi-
dence for the use of modified manuals or components of
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established protocols for treatment of PTSD (Recom-
mendation 11). Several of the recommended and sug-
gested treatments in the CPG (i.e., CPT, EMDR, MBSR,
PE, WET) have well-established training programs that
include didactic instruction and case consultation. It is
important to complete recommended trainings and adhere
to manuals. If a clinician is not able to offer these recom-
mended or suggested treatments with fidelity, they should
be prepared to discuss the issue with patients and provide
referrals for empirically supported care. Providers should
seek consultation if they are struggling to find a balance
between attention to the protocol and meeting individual
patient needs or if the intervention is not proceeding as
hoped.

What if a recommended treatment is not
having the desired effect?

Most of the therapies recommended or suggested in the
CPG require 10–12 sessions to reach an adequate dosage,
and some patients do not reach their full treatment gains
until 15 or more sessions. That said, many patients will
begin to experience relief from their PTSD symptoms
over the first four to six sessions (Brown et al., 2019).
If a treatment is not having the desired effect, providers
are encouraged to evaluate the patient’s engagement with
treatment. Several of the treatments recommended or sug-
gested in the CPG (e.g., PE, CPT, PCT, MBSR) include
homework. Both the quantity and quality of homework
adherence are important predictors of response to PTSD
treatment (e.g., Cooper et al, 2017; Stirman et al., 2018)
and to CBTs more generally (Kazantzis et al., 2016). Clini-
cians who use these treatments should set the expectation
for homework completion from the inception, reinforce
compliance (e.g., review homework, praise homework
completion), and work with patients to address barriers to
homework completion. Similarly, clinicians should attend
to missed sessions, as they may be a precursor to drop-
ping out of treatment (Fleming et al., 2020), and treatment
effects may be attenuated by longer gaps between sessions
(Gutner et al., 2016). It is important to keep in mind that
there may be many reasons patients are not fully engaging
with the treatments, andproviders should invite open com-
munication so that they can be addressed. For example, not
showing up to therapy sessions or not completing home-
work may be a sign of avoidance or ambivalence about
recovery. Using motivational enhancement approaches,
including asking open-ended questions, can be a way to
bring such ambivalence to light and help patients and
clinicians address such struggles.
Like psychotherapy, medications need to be taken at

an adequate dose and for an adequate length of time to

be effective. For each of the recommended medications
(i.e., paroxetine, sertraline, and venlafaxine), there is
a range for dose—if a patient is not responding to
a lower dose, then dose escalation may help. These
medications typically take up to 12 weeks or more
to reach maximal effect, though some patients may
notice some benefit after only a few weeks of treat-
ment. Therefore, it is generally reasonable to wait 3–4
weeks before considering a dose increase and at least
12 weeks before considering discontinuation or switching
medications.
If a patient is unable to comply with a selected treatment

or has fully complied with an adequate number of ses-
sions andhas not improved sufficiently, consider switching
to another recommended or suggested treatment. Clini-
ciansmay also consider augmenting the current treatment,
particularly if a specific need can be identified (e.g.,
CBT for insomnia may be a useful addition for linger-
ing sleep problems; Morin & Espie, 2003). Regardless of
the reason, a change in treatment approach or the addi-
tion of another targeted treatment should be discussed
with the patient to ensure that they are agreeable to the
change.
It is also important to ensure that patients are edu-

cated about the expected course and expected outcome of
treatment. Trauma-focused therapy can cause initial dis-
tress, and patients should understand that an emotional
response may be a sign of effective engagement rather
than a reason to stop treatment. Approximately 15%–30%
of patients experience increased distress in trauma-focused
treatments, and this may be more common for individuals
who have not previously disclosed their trauma. Impor-
tantly, increased distress is not associated with worse
treatment outcomes (Larsen et al., 2016; Tripp et al., 2021).
If distress does occur, it can be useful to normalize the
experience and encourage continued treatment. Addition-
ally, individuals sometimes enter PTSD treatment with the
expectation that the treatment will solve all of their prob-
lems or, at least, theywill never again be upset bymemories
of their trauma. Patients may experience frustration when
treatment does not lead to such complete amelioration.
Clinicians should have up-front discussions with patients
about what they can realistically expect from treatment.
For example:

Many patients who go through this treatment
attain their goals or make significant progress
toward them. Many also experience a great
deal of improvement in their PTSD symp-
toms and quality of life. Remember though
that even with successful treatment, it does
not mean that you will never again have
a bad night of sleep or that you won’t be
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TABLE 1 Telehealth guidelines for providers and patients

Provider guidelines Patient guidelines
Use private space Use private space, make provider aware of anyone off-camera
Speak in a normal tone but slightly slower Minimize distractions/interruptions
Substitute verbal for nonverbal cues Do not be under the influence of alcohol or drugs
Educate about the modality, assess patient experience Sit upright and be alert
Have emergency plans in place (know patient location and
emergency resources)

Treat the session like any other medical appointment (e.g.,
dress appropriately, arrive on time)

Make eye contact Place device on a solid surface at eye level
Minimize noise/distractions, fidgeting Have your device fully charged

Note: Adapted from Morland, L. A., & Myers, U. (2021, May 5). PTSD telehealth: The nuts and bolts [Invited talk]. Center of Excellence VISN 16 Mental Illness
Research Education Clinical Center of Excellence (MIRECC).

upset by memories. Some people continue to
experience improvement after treatment, and
others may want additional intervention for
their PTSD or other issues in their lives. We
will carefully monitor your progress so we can
adjust course if needed and make sure we are
doing our best to meet your needs.

What if someone asks for virtual care?

The COVID-19 pandemic changed the care landscape
as telehealth became an overnight necessity, and many
patients and clinicians now prefer this modality. Based
on the extant literature, videoconferencing is not inferior
to in-person care (Liu et al., 2020; McClellan et al., 2022;
Morland et al., 2020), so the CPG notes that videocon-
ferencing is recommended when treatments have been
validated for that modality or when it is the best option
because of accessibility or patient preference (Recommen-
dation 29). Some veterans in the focus group expressed a
preference for in-person care, with one noting that they felt
more “accountable” when meeting in person. Clinicians
who wish to deliver care for PTSD using videoconfer-
encing should keep in mind that the characteristics of
the patient (e.g., negative beliefs about telehealth), treat-
ment protocol, technology (e.g., a lack of access to a
secure platform), and environment (e.g., a lack of pri-
vate space) may interfere with telehealth care delivery
(Borghouts et al., 2021). Where possible, videoconferenc-
ing should be utilized rather than telephone-based care,
as the Work Group was unable to identify studies offer-
ing PTSD treatment exclusively via telephone, and the
face-to-face format better facilitates a therapeutic alliance
(Chen et al., 2021). Refer to Table 1 for pragmatic guidelines
for the use of telehealth. Telehealth guidelines also are
available through the American Psychological Association
(2023a).

What if a patient wants a treatment that is
not recommended?

Patients may be highly motivated to try things that are
featured in the popular press or social media, particu-
larly if they are touted for dramatic and rapid change
(e.g., psychedelic-assisted psychotherapy) or have been
helpful to a friend. It is good practice to educate patients
about the value of evidence-based approaches during
the treatment planning process. This may also be useful
when encouraging a patient to consider a treatment rec-
ommended in the CPG rather than one that is merely
suggested. A decision aid, such as that developed by the
National Center for PTSD (n.d.a.), can increase the prefer-
ence for evidence-based treatment (Watts et al., 2015). Also,
a clinician might say:

I think it’s great that you are seeking care
and that you already have some ideas about
what might be helpful for you. I’d like us to
spend some time discussing what treatments
are available. In particular, I would like to
share some treatments that we are pretty con-
fident will help you and discuss why we think
so. Mostly, I would like to make sure that you
have all the information you need so that we
can make an informed choice about how to
proceed.

A clinician can ask a patient what appeals to them
about the treatment with less empirical support to help
guide a conversation about how best to meet the patient’s
treatment goals. A clinician may also help patients con-
textualize choosing a nonrecommended treatment in this
way:

I know it may have taken a lot for you to
come into treatment and so, onmy end, I want
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to make sure to offer you what we know is
most likely to help your PTSD. Often it is the
newer treatments that get much more atten-
tion and may get promoted as potential cures,
but, in fact, we have very little information
about their effectiveness or safety. It may be
worth it to try a treatment we know is likely to
help your PTSD first and move on to a more
experimental treatment if the frontline one
does notwork for you.Would you bewilling to
try one of the approaches we know are effec-
tive first, knowing the experimental approach
is always an option?

If a patient chooses to engage in a treatment that is not
recommended or suggested by the CPG, it remains impor-
tant to assess progress regularly. If the clinician elects not
to engage with the patient in that treatment, the patient
should be encouraged to monitor their symptoms and
progress themselves and be reminded that they can return
to the clinician, or their treatment program, for treatment
later. Maintaining good rapport and therapeutic alliance
can help a patient make the choice to return and try other
treatments if needed.
Animal-assisted approaches. A common example of

this conundrum is animal-assisted therapy. The idea of
service dogs is nearly universally popular, but evidence
for positive effects of service dogs is lacking, and existing
studies are generally of low quality (Van Houtert et al.,
2018; Vitte et al., 2021). A recent large study in a veteran
population showed that having a service dog did not dif-
fer from having a generally well-behaved dog (Richerson
et al., 2023). Service dogs may negatively impact the family
(Nieforth et al., 2022) or interfere with the “antiavoidance”
principle of trauma-focused psychotherapy. For example,
a dog sweeping a room for safety prevents the patient
from learning that the room is actually a safe place. Thus,
clinicians who are asked to support the use of a service
dog should explain that it is unclear whether service dogs
are helpful for PTSD, carefully discuss the dog’s role in
conjunction with therapeutic goals, and be prepared to
manage contextual factors that arise.
Patients may be open to implementing approaches

such as getting a dog or meditating as an adjunct to
recommended therapy. The CPG was unable to recom-
mend specific adjunctive approaches as treatments for
PTSD because of a lack of evidence, but certain activities
(e.g., exercise, art) can be good health and stress-
management tools for anyone. Therapists could discuss
with the patient implementing such approaches as part
of a healthy lifestyle while also completing or following a
recommended PTSD treatment.
Saying no to treatments that have been shown

to cause harm. The CPG recommends against benzodi-

azepines (Recommendation 19) as well as cannabis and its
derivatives (Recommendation 20). Despite this, most sea-
soned therapists have probably treated patients who relied
heavily on one or both of these agents, particularly since
the legalization of marijuana in many states. This puts
the clinician in the difficult position of working to reduce
usage, an agenda that the patientmay not share. Clinicians
may be well-served by using motivational enhancement
strategies (Miller et al., 1992; Murphy & Rosen, 2014) to
raise awareness and increase a patient’s confidence in cop-
ing in other ways. One possible way of opening such a
discussion follows:

I know that you feel that smoking really takes
the edge off your day, but as we understand
more about cannabis and PTSD, data show
that it really doesn’t seem to help in the long
run, and there are long-term effects on your
physical health and thinking ability. I amwon-
dering if you’d consider working with me to
see if we could find other ways to help you
manage symptoms and reduce your cannabis
use.

What if recommended treatments aren’t
feasible in my setting?

Delivery of care in austere and resource-challenged envi-
ronments is a reality for many clinicians, and referral to
recommended care may not always be available. Fortu-
nately, the list of recommended and suggested treatments
includes multiple options for both psychotherapy and
medication approaches that could be selected, and care can
be delivered via telehealth. Therapists should also be aware
that recommended treatments have been used successfully
in austere environments, including duringmilitary deploy-
ments (e.g., Kaysen et al., 2020; Peterson et al., 2020).
However, such trials are limited in number and sometimes
require the treatments to be modified (e.g., Peterson, et al.,
2020), so clinicians are encouraged to monitor outcomes
closely over the course of treatment as one would when
using other treatmentswith limited empirical support. The
CPG can be a useful tool to advocate for more staff or
needed resources to enable the provision ofmore evidence-
based care (e.g., Kirchner et al., 2020). The art in such
circumstances is to work at all levels—provider, clinic, and
system—to provide the best treatment possible to as many
patients as possible.
Therapy groups have been suggested as a strategy for

delivering therapy when resources are limited. Unfortu-
nately, the Work Group concluded there is insufficient
evidence to recommend for or against any group treatment
for the treatment of PTSD (Recommendation 12). This is
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based on a systematic review in which the authors found
that group therapiesweremore effective than no treatment
but were unable to identify any particular group treatment
as effective (Schwartze et al., 2019). Direct comparisons
suggest that one-on-one therapy may be more effective;
for example, individual CPT outperformed group CPT in
a sample of predominantly male active-duty service mem-
bers (Resick, Wachen, et al., 2017). Groups, however, are
a reality in many settings. Although group treatment can-
not be recommended at this juncture, groups may combat
social isolation, foster hope, destigmatize symptoms, and
improve functioning (Levi et al., 2017), and some veterans
from the focus group felt very positive about their group
experience. In sum, groups should be avoided if possible
as a primary treatment for PTSD. If desired, they may be
considered as an add-on to a recommended treatment. If a
group modality is the only option, trauma-focused groups
may be more effective (Sloan et al., 2018), and outcomes
should be monitored as discussed for other insufficient
evidence interventions.

Should multiple treatments be combined?

The Work Group was unable to recommend any therapies
(Recommendation 13) or medications (Recommendation
21) as an adjunct to a primary treatment that might not
be achieving the desired results. One unique situation
arises with prazosin, which is suggested specifically for the
management of PTSD-related nightmares (Recommenda-
tion 32), though not for PTSD treatment more generally
(Recommendation 18).
Despite the lack of evidence for adjunctive therapies,

many patients with PTSD are engaged in combinations
of treatments, and clinicians must navigate this complex
treatment regimen. Though there will always be excep-
tions, a few basic principles may be helpful in guiding
adjunctive uses. First, treat serially. If an individual starts
two treatments at the same time, it will be very difficult
to know which is responsible for what changes. If inter-
ventions are introduced one at a time and outcomes are
measured, it will be easier for both patient and provider
to know which treatment helped which symptoms. This
information can impact maintenance planning and cop-
ing with future symptomatic episodes. Second, be aware
of burden. Many effective PTSD treatments require an
investment of time and emotional energy. Thus, adding an
additional treatment may be detrimental if it sacrifices the
patient’s level of engagement with either approach. Clini-
cians should emphasize a “quality over quantity” principle
in treatment planning. Third, be methodical. Clinicians
should know why they are adding an additional treat-
ment. Having a strong conceptual understanding of the

patient’s presentation is critical to combining approaches.
For example, if nightmares are driving excessive distress
or reducing compliance with trauma-focused treatment, a
clinicianmight consider prazosin to address that symptom.

Does the CPG apply to everyone with
PTSD?

Many of the large treatment studies that informed this
guideline were conducted in veteran or military popu-
lations, and these approaches have been evaluated in
Western civilian samples as well. Non-White individuals
are underrepresented in the extant literature (Benuto et al.,
2020), and the literature is inconclusive as to whether
there are differences in treatment response based on
race/ethnicity (e.g., Rutt et al., 2018; Sripada et al., 2020).
Culture may certainly affect a patient’s understanding of
PTSD and experience of empirically supported treatments.
Race- or gender-based discrimination may be the context
inwhich traumatic events occur, so it is important to attend
to contextual factors when working with marginalized
groups (Carter et al., 2020).
PTSD associated with military trauma may be less

responsive to treatment than civilian PTSD, although
the CPG took military status into account, and the rec-
ommended treatments are still effective with veterans
(Hamblen et al., 2022; Straud et al., 2019). Thismay relate to
clinically meaningful differences between typical civilian
and military trauma exposure or to factors unique to the
military population, such as combat and military culture.
These issues should be addressed by following best prac-
tices to acknowledge individuals’ identities and contexts in
treatment (American Psychological Association, 2017).

How should clinicians manage
comorbidities?

Comorbidities are often a barrier to patients receiving
recommended treatments for PTSD. Frequently this is
because of clinician concerns that such patients are more
fragile and asking them to engage with trauma memories
may lead to clinical worsening (e.g., symptom exacerba-
tion, increased substance use, increased suicidal ideation).
The literature reviewed in the CPG demonstrates that
across many comorbidities (e.g., psychosis, substance use,
depression), patients can benefit from PTSD treatment. As
a result, the CPG suggests that the presence of comor-
bidities, including substance use disorders, should not
preclude people from receiving a recommended or sug-
gested treatment for PTSD (Recommendation 34). Clini-
cians should consider integrated or concurrent treatment
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for comorbidities. Clinicians who do not have expertise
in a patient’s comorbidity may want to collaborate with
colleagues to ensure their patient has access to the recom-
mended treatments for both disorders in a concurrent or
integrated fashion.
The VA/DoD Clinical Practice Guideline on Assessment

and Management of Patients at Risk for Suicide (VA/DoD,
2019) is available to guide clinicians through the appro-
priate identification of risk and the management of these
patients. Individuals at high acute risk typically need to be
monitored (e.g., in an inpatient psychiatric setting) until
the risk is reduced. The treatment of co-occurring condi-
tions, such as PTSD, following established best practices is
recommended for individuals with an intermediate-to-low
risk. The findings from a recent systematic review demon-
strated that PTSD treatments,most frequentlyCPT andPE,
and treatment plans that combined PTSD treatment with
suicide-focused treatments reduced both PTSD symptoms
and suicidality, whereas suicide-focused treatments alone
had beneficial effects on suicidality but led to less change
in PTSD symptoms (Rozek et al., 2021).

SUMMARY

The number of recommended and suggested treatment
options show that there are effective treatments for PTSD.
However, more work is needed to make these treatments
widely available to patients with PTSD and to clear barriers
that hinder clinicians from putting CPG recommendations
into practice. There are also many treatments reviewed in
the CPG that were deemed as having insufficient evidence
that may prove to be effective, so continued research on
the efficacy of these treatments is important. Clinicians
may have questions about how to use the CPG. The goal
of this paper was to consider some of the common ques-
tions clinicians have about implementing the CPG and
offer suggestions for navigating challenging situations. It
is our belief that the CPG can be a valuable tool for clini-
cians who spend their days working to improve the lives of
patients with PTSD. CPGs provide a framework for clini-
cal decision-making that aims to deliver the most effective
treatments to patients while being flexible enough to allow
situationally specific decisions, modifications, and adjust-
ments to be made. The CPG aligns with patient-centered
care that incorporates the measurement of outcomes to
ensure that good intentions have not derailed the expected
improvement. For researchers and funding agencies, we
hope that the CPG is a call to action; crucial clinical
questions remain unanswered, and only systematic and
collaborative science will lead to meaningful changes in
the next revision of the CPG.
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