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Abstract—This article summarizes the recommendations of the
Department of \Veterans Affairs (VA)/Department of Defense
(DOD) VA/DOD Clinical Practice Guideline for Management of
Post-Traumatic Stress that pertain to acute stress and the preven-
tion of posttraumatic stress disorder, including screening and
early interventions for acute stress states in various settings. Rec-
ommended interventions during the first 4 days after a poten-
tially traumatic event include attending to safety and basic needs
and providing access to physical, emotional, and social
resources. Psychological first aid is recommended for manage-
ment of acute stress, while psychological debriefing is discour-
aged. Further medical and psychiatric assessment and provision
of brief, trauma-focused cognitive-behavioral therapy are war-
ranted if clinically significant distress or functional impairment
persists or worsens after 2 days or if the criteria for a diagnosis
of acute stress disorder are met. Follow-up monitoring and
rescreening are endorsed for at least 6 months for everyone who
experiences significant acute posttraumatic stress. Four interven-
tions that illustrate early intervention principles contained in the
VVA/DOD Clinical Practice Guideline are described.

Key words: acute stress disorder, acute stress response, clini-
cal practice guideline, combat and operational stress response,
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INTRODUCTION

The newly revised Department of \eterans Affairs
(VA)/Department of Defense (DOD) VA/DOD Clinical

Practice Guideline for Management of Post-Traumatic
Stress, published October 2010 [1], draws greater attention
than its predecessor to the challenge of promoting preven-
tion of posttraumatic stress disorder (PTSD) and other
adverse outcomes of exposure to traumatic stress in service-
members, veterans, and their families. The entire Core Mod-
ule of the CPG is now devoted to reviewing concepts and
evidence-informed actions for prevention in three domains:
promoting primary prevention through education and
training (pre-exposure), identifying high-risk populations
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based on the nature of traumatic events and other stressors
(peri-exposure), and implementing the secondary preven-
tion action of screening for significant trauma-related
symptoms so that appropriate early interventions can be
undertaken (postexposure). Module A, which immediately
follows the Core Module, now provides detailed guidance
on specific evidence-informed early interventions to pro-
mote recovery from both preclinical acute stress reactions
(ASRs) and acute stress disorder (ASD), a possible clinical
precursor of PTSD.

As we enter the second decade of war in Afghanistan
and Iraq and the rolls of physical and psychological casual-
ties continue to grow, the prevention of PTSD, suicide, vio-
lence, substance abuse, and other serious behavioral
sequelae of war-zone stress have become a national man-
date [2-3]. Over the past few years—since the first VA/
DOD Clinical Practice Guideline (CPG) for management
of post-traumatic stress was released in 2004—countless
new programs for prevention and resilience-building have
been funded and launched in the VA, DOD, and military
service branches, including their Active, Reserve, and
National Guard components [4]. Besides being great in
number, these new prevention programs for military per-
sonnel, veterans, and their families are highly diverse in
their approaches. Some focus on pre-exposure education,
training, and other interventions to promote resilience
through multidomain fitness [5-6], while others provide
tools for screening and early interventions to promote
recovery postexposure [7]. Since the absolute and rela-
tive effectiveness of these diverse approaches to preven-
tion have not yet been well studied, the value of expert,
evidence-informed consensus recommendations such as
those contained in the VA/DOD CPG can hardly be
overstated.

Like its predecessor, the revised CPG assigns confi-
dence grades to each of its recommendations in three
dimensions: level of evidence, quality of evidence, and
strength of recommendation (see Appendix, available
online only). In general, stronger recommendations in the
CPG are based on higher levels and quality of evidence.
Where existing literature is lacking, ambiguous, or conflict-
ing, CPG recommendations are based on consensus of the
expert working group tasked with writing the CPG. Particu-
larly in the area of prevention, where the literature has not
kept pace with the need for effective programs, the CPG at
times makes strong recommendations in the absence of ran-
domized controlled trials incorporating the most relevant
outcome measures.

METHODS

We reviewed the sections of the Core Module and
Module A of the CPG that specifically address postexpo-
sure screening and early interventions for the prevention of
PTSD. Included are definitions of the spectrum of preclini-
cal and clinical acute stress states; methods for recognizing
them in servicemembers, veterans, and family members;
and approaches for early intervention to prevent them from
progressing to PTSD and other potentially chronic trauma-
related disorders. We compared the approach taken to pre-
vention and early intervention in the CPG to the current
framework for classifying prevention interventions devel-
oped by the National Research Council (NRC)-Institute of
Medicine (IOM) Committee for the Prevention of Mental
Disorders. Finally, we briefly reviewed four existing early
intervention programs developed by DOD and VA person-
nel for use both inside and outside VA and DOD settings,
that were founded on the concepts and actions described in
the CPG.

RESULTS

National Research Council-Institute of Medicine
Mental Health Intervention Framework

In 1994, the IOM Committee for the Prevention of
Mental Disorders recommended a new typology interven-
tion to prevent mental disorders, building on earlier work
by Gordon [8], that was based solely on who an interven-
tion targeted without regard for whether the persons receiv-
ing a prevention intervention were pre-, peri-, or
postexposure to triggering stressor events. The IOM frame-
work defined three levels of prevention: (1) universal inter-
ventions, which target entire populations; (2) selective
interventions, which target groups or individuals at elevated
risk; and (3) indicated interventions, which target individu-
als with early, preclinical, or subthreshold symptoms or
behaviors that are precursors of mental disorders, though
not yet diagnosable as such [9]. In 2009, the NRC-IOM
Committee on the Prevention of Mental Disorders and Sub-
stance Abuse Among Children, Youth, and Young Adults
revised the 1994 IOM framework by adding health promo-
tion as a first level of prevention, although by definition,
health promotion focuses on increasing levels of health
rather than preventing any particular disease [10].

As depicted in Figure 1, the 2009 NRC-IOM frame-
work has direct relevance for PTSD prevention in military
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and VA populations. Current or historical military preven-
tion programs have always been designed to affect either
entire populations, subgroups at increased risk, or individ-
uals recognized to be significantly distressed or impaired
but not yet clinically diagnosable [11]. The alternative
public health framework of primary, secondary, and ter-
tiary prevention can be more challenging to apply to mili-
tary units whose members typically span the entire
spectrum from those who are trauma naive, those who are
yet unexposed to military traumas but are recovering from
preservice traumas, those with subthreshold posttraumatic
symptoms from a previous deployment or civilian event,
and those who are clinically diagnosable with PTSD.
Another advantage of the current NRC-IOM framework is
that it encourages screening for subthreshold or preclinical
posttraumatic stress states, sometimes called traumatic
stress injuries, as possibly particularly fruitful targets for
early intervention [12].

Spectrum of Posttraumatic Stress States

Figure 2 is adapted from the algorithm for initial
evaluation and triage contained in the Core Module of the
CPG, which provides a framework for categorizing post-
traumatic stress states based on both duration and sever-
ity of distress and functional impairment. Although states
of distress or alterations in functioning in the aftermath of
exposure to traumatic events naturally fall along a contin-
uum of severity and duration rather than occurring only
in discrete, easily discernible categories, the process of
assessment and triage described in the CPG is a vital first
step before selecting the intervention most likely to be
beneficial and least likely to do harm. The CPG recog-
nizes four distinct posttraumatic stress states.

Figure 1.
National Research Council-Institute of Medicine mental health

intervention framework.

Acute Stress Reaction

As depicted in Figure 2, posttraumatic stress may be
categorized as ASR if symptoms have existed for less than
4 days, regardless of how severe or disabling those symp-
toms may have been over that time. The CPG acknowl-
edges that ASR is not included in the Diagnostic and
Statistical Manual of Mental Disorders (DSM), 4th Edition
(DSM-1V) as a clinical entity, but draws its definition from
the World Health Organization’s International Classifica-
tion of Diseases, 10th Edition (ICD-10) Classification of
Mental and Behavioral Disorders, which describes ASR as
a common but transient condition that usually appears
within minutes of a traumatic stressor experience and nor-
mally disappears within 2-3 days, often within a few
hours. As noted in the Core Module of the ICD-10, ASR
symptoms can appear in any domain of experience or
functioning, including physical, cognitive, emotional, and
behavioral distress or alterations in functioning. The dis-
tress and dysfunction that accompany ASR can be pro-
found, even if short-lived. ASR is a crisis state, considered
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Figure 2.

Algorithm for initial evaluation and triage in Core Module of Clini-
cal Practice Guideline. Provides framework for categorizing post-
traumatic stress states based on duration and severity of distress
and functional impairment.
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“normal” to the extent that it is predictable and common in
the immediate aftermath of a traumatic event and usually
resolves without long-term sequelae.

The CPG asserts that peri- or posttraumatic stress con-
stitutes an ASR if it lasts fewer than 4 days, regardless of
severity, or if the severity of posttraumatic distress or alter-
ations in functioning remain below the threshold for clini-
cal significance even though they persist beyond 4 days.

Combat and Operational Stress Reaction

As defined in the CPG, combat and operational stress
reaction (COSR) is an acute stress state that is distinct from
ASR only in the social context in which it occurs—combat
or other military operation—and the social requirement
implicit in that context to quickly restore occupational func-
tioning, not as the only priority for stress-injured service-
members, but as one that must at least coexist with the
imperative to prevent future psychological or behavioral ill-
ness or disability. Like ASR, COSR is conceived to be a
normal and usually self-limited response to overwhelming
experiences. As with ASR, the symptoms of distress and
dysfunction attendant to COSR can be profound and global
or they can be mild and nearly insignificant. And as with
ASR, 4 days is considered the upper limit of duration for
particularly severe distress or dysfunction before further
evaluation and recategorization may be indicated.

Acute Stress Disorder

Unlike ASR and COSR, which are conceived to be
transient and “normal,” ASD is a distinct clinical entity,
first incorporated into the psychiatric nosology in DSM-IV.
ASD differs from ASR and COSR in that it entails clini-
cally significant distress or impairment in social, occupa-
tional, or other important areas of functioning for longer
than a brief crisis (i.e., lasting at least 2 days). At the other
end of the posttraumatic stress-state spectrum, ASD differs
from PTSD in its briefer duration (i.e., less than 1 month)
and in its requirement for symptoms of dissociation either
while or immediately after experiencing the traumatic
event. Symptoms of dissociation listed in DSM-1V include
a subjective sense of numbing or detachment, reduced emo-
tional responsiveness, reduced awareness of the surround-
ings (“being in a daze™), derealization, depersonalization,
or dissociative amnesia. In addition to these dissociative
symptoms, the diagnosis of ASD requires the presence of
the cardinal symptoms of PTSD, including re-experiencing,
avoidance, and increased arousal. If clinically significant
posttraumatic stress symptoms persist beyond 1 month, the
diagnosis is changed to PTSD.

Posttraumatic Stress Disorder

PTSD is the most well-known and well-studied post-
traumatic stress state, first codified as a clinical entity in the
3rd edition of the DSM, published a few years after the
Vietnam war ended. The diagnosis of PTSD hinges on the
presence of clinically significant distress or impairment in
social, occupational, or other important areas of functioning
that has persisted for at least 1 month and includes symp-
toms from three distinct clusters: (1) unwanted and dis-
tressing re-experiencing of traumatic memories through
flashbacks, nightmares, and intrusive images or sensations;
(2) avoidance of stimuli associated with the trauma and
numbing of responsiveness not previously present; and
(3) persistent symptoms of increased arousal, including
heightened anxiety and exaggerated startle responses.
PTSD may be classified as acute or chronic depending on
whether its clinically significant symptoms have lasted
for 3 months or longer.

Guidelines for Assessment and Early Intervention

Module A of the CPG provides specific and detailed
recommendations for assessment and early intervention
for persons exposed to trauma within the past 30 days
whose distress and functional impairment meet criteria
either for ASR/COSR, if symptoms have existed for less
than 4 days, or ASD, if symptoms have lasted for at least
2 days and remain clinically significant. The overarching
goals in this period are preclinical rather than clinical and
entirely analogous to the goals of first aid in the after-
math of physical injury: preserve life, prevent further
harm, and promote recovery. Rather than arbitrarily
addressing assessment and intervention as entirely sepa-
rate processes, the CPG acknowledges that in the imme-
diate postevent period, screening for symptoms;
providing basic needs; reducing concurrent threats to
health and well-being; and providing targeted biological,
psychological, and social interventions are iterative and
interwoven processes.

The VA/DOD CPGs for the management of ASR,
COSR, and ASD are based on at least three guiding
assumptions. The first is that although ASRs of all types
may be expectable and highly common—perhaps even
universal in the context of sufficiently intense stressors—
and that the great majority of persons who experience
ASR or COSR recover, everyone who experiences ASR
or COSR is at increased risk for PTSD and other behav-
ioral disorders, as well as suicide, endangering others’
lives, and potentially catastrophic failure of occupational
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or social functioning. The second assumption is that
assessment and targeted intervention in the first 30 days
can lessen the risk for PTSD and various other posttrau-
matic behavioral problems. The third is that while assess-
ment and early intervention may reduce distress, improve
functioning, and lessen risk for future problems, early
intervention may also do harm by overly pathologizing,
encouraging dependency rather than self-efficacy, and
interfering with intrinsic personal or group healing pro-
cesses. The CPG acknowledges that because of the pau-
city of existing research on the natural history and
epidemiology of acute stress in either military or civilian
settings and on the outcomes of early interventions of
many kinds, these assumptions remain largely untested.
Recommending a course of action for early intervention
to promote recovery and prevent PTSD in the absence of
high-quality evidence may increase the risk of doing
harm rather than good, and in some cases, watchful wait-
ing may well be the best option. The specific recom-
mendations contained in the CPG seek the optimal
balance between potential for help and risk for harm
based on current available evidence.

In First 4 Days: Acute Stress Reaction or Combat and
Operational Stress Reaction

Figure 3 is adapted from the first part of the CPG’s
Module A algorithm for the management of ASR and
COSR within the first 4 days after exposure to trauma.
The two sidebars, also adapted from the Module A algo-
rithm, list many of the key elements of assessment and
the meeting of immediate needs in this time period. In the
CPG’s discussion of its algorithm for posttraumatic stress
management in the first 4 days, the following key points
are emphasized.

Assess Stressor Exposures

The stressor events that trigger ASR in civilian settings
and COSR during military operations share the common
features of real or imagined life-threat to self or others, pro-
voking intense physical and emotional responses and loss
of control. Among civilians, traumatic events are usually
experienced as isolated, unexpected events. Examples
include natural disasters, accidents, and being the victim of
an assault. During military operations, potentially traumatic
events occur not only repeatedly over the course of a
months-long deployment but in the context of the cumula-
tive stress of many other hardships and injuries, both physi-
cal and emotional. Tools such as the Combat Exposure

Person exposed to
trauma within the last
4 days

" Sidebar 1. ASSESSMENT

Symptoms

Trauma

Risk factors
Medical status
Mental status
Functional status
Psychosocial status
Dangerousness

Unit disruption

A
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(See Sidebar 1)

Is person unstable,
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or referto stabilize.
Follow legal mandates.

No |«

Y

Assess environment for
ongoing threats.

| sidebar 2. IMMEDIATE NEEDS

Protect from further harm. «  Survival
« Safety & security
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v « Shelter, clothing
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* Medical care (first aid)
n:edg_are me;. « Stabilization (if needed)
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Ensure basic physical

(See Figure 4)

Figure 3.
First part of Clinical Practice Guideline’s Module A algorithm for

management of acute stress reaction (ASR) and combat and
operational stress reaction (COSR) within first 4 days after
exposure to trauma.

Scale [13] or Traumatic Life Events Questionnaire [14]
may be helpful in getting a sense of the spectrum of expo-
sure to traumatic stress in different contexts.

Assess General Appearance and Behavior

Although the intense distress that accompanies ASR
and COSR may be internal to the traumatized person, it
often manifests in externally observable alterations in
appearance and behavior. Impairments of functioning in
physical, emotional, cognitive, and behavioral domains
are also often observable to others, especially those who
are closely familiar with the stress-injured person.

Assess Dangerousness and Need for Urgent Medical
Attention

Acutely stressed persons may present dangers to them-
selves or others because they are temporarily physically or
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mentally incapacitated, their judgment is impaired, or they
are actively suicidal or harboring inappropriately aggres-
sive impulses toward others. The risk for suicide in per-
sons with ASR or COSR is not well studied, but the
literature on suicidal ideation and aggression in subthresh-
old PTSD is compelling. Because ASR and COSR may
occur in the context of significant physical injury—of
which the injured person may not be fully aware or able to
seek appropriate care for—assessment of need for urgent
medical or surgical attention is important.

Ensure Physical Needs Are Met

Persons who have recently experienced traumatic
stress may have significantly disrupted routines for sleep,
nutrition, hygiene, and other necessities. They may also
have unmet needs for information about their current status
and situation and the location and welfare of others, as well
as needs to communicate with family, unit members, and
important others. As a “selective” intervention in the NRC-
IOM framework, immediate needs are assessed and met
while, simultaneously, continuous assessment for ongoing
threats to the welfare and safety of traumatized persons is
crucial. Safety is a need of the highest priority. For exam-
ple, in combat situations, a person experiencing ASRs may
be informally assessed as to their mental and emotional sta-
tus and immediate needs and be given 48 to 72 hours of
removal from potential harm, rest, and mentoring.

Provide Psychological First Aid

Module A of the CPG introduces the key elements of
psychological first aid (PFA) as a conceptual and practical
framework for evidence-informed intervention in the early
aftermath of traumatic stress. As the psychological or
whole-person analog of physical first aid, its overarching
goal is to “stop the bleeding” in the mental, emotional,
social, and spiritual domains. The CPG lists the following
key elements: (1) contact and engagement, (2) safety and
comfort, (3) stabilization (if needed), (4) information gath-
ering, (5) practical assistance, (6) connection with social
supports, (7) information on coping, and (8) linkage to col-
laborative services. PFA is generally described as an “indi-
cated” intervention in the NRC-IOM framework, to be
used with those who are exhibiting stress reactions, rather
than applied to the whole population or high-risk individu-
als who are nevertheless asymptomatic.

The CPG acknowledges that as a set of intervention
procedures, PFA is neither well circumscribed nor yet
well studied. Nevertheless, the evidence for the underly-

ing principles of PFA is substantial and growing. Hobfoll
et al. reviewed the literature on immediate and midterm
interventions after mass-trauma events and found five
principles to be well supported [15]. On this basis, they
recommended early intervention approaches seek to pro-
mote (1) a sense of safety, (2) calming, (3) a sense of self-
and community efficacy, (4) connectedness, and (5) hope.
As will be described subsequently, specific intervention
programs designed with these goals in mind have been
well received and are increasingly being subjected to
empirical study.

Avoid Individual or Group Psychological Debriefing

Psychological debriefing (PD) is a structured, single-
session, group intervention for early intervention after
trauma that was first described by Mitchell in 1983 [16].
Based on the civilian crisis-intervention literature and
military models for combat psychiatry, PD has been
widely implemented in police, fire, emergency medicine,
and military settings since its introduction. PD differs
from PFA in several fundamental ways. First, PD does not
include a significant component of assessment of symp-
tom burden or needs. Rather, as a programmed group
intervention, it assumes that all individuals who have
experienced the same traumatic stressor have similar, if
not identical, needs. Second, because PD does not include
an assessment component, it is necessarily a one-size-fits-
all intervention rather than a broad assortment of interven-
tion tools and responses that can be tailored for each per-
son’s immediate status and context. Third, PD assumes
that a single session of help occurring over a few hours is
sufficient, without either mandated follow-up or mecha-
nisms for assessing who needs greater help.

Several reviews of studies of the efficacy of PD have
failed to find evidence that it prevents long-term negative
outcomes [17-19]. Additionally, two randomized con-
trolled trials of PD have reported a higher incidence of
negative outcomes in those who received PD compared
with those who did not receive any intervention [18-19].
Consequently, PD cannot be recommended as an early
intervention for posttraumatic stress.

For Acute Stress Disorder or Clinically Significant
Symptoms Beyond First 2 Days

Figure 4 is adapted from the second part of the CPG’s
Module A algorithm for the management of posttraumatic
stress that persists or worsens beyond the first 2 days or
that meets diagnostic criteria for ASD. In the CPG’s dis-
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cussion of this portion of its algorithm, the following key
points are emphasized.

Identify Persons Who Have Excessive and Persistent
Symptoms

Though it may seem self-evident that interventions
targeting significant and persisting symptoms are only
possible if persons in need of those interventions are

{Continued from Figure 3)
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Figure 4.
Second part of Clinical Practice Guideline’s Module A algorithm

for management of posttraumatic stress that persists or wors-
ens beyond first 2 days or meets diagnostic criteria for acute
stress disorder (ASD). DSM-IV = Diagnostic and Statistical
Manual of Mental Disorders, 4th Edition; PTSD = posttraumatic
stress disorder.

actively identified, this point warrants particular empha-
sis. Most persons who have recently experienced an over-
whelming stressor experience want to put it behind them.
In military settings, especially, stoicism is prized while
seeking help is not and stigma erects many barriers to
care and the recognition of the need for care. Persons sus-
pected of persisting or worsening traumatic stress symp-
toms should be screened for ASD using DSM-IV criteria.

Assess Medical and Functional Status

If any indication exists of clinically significant dis-
tress or impairment in any area of functioning 2 days
after a traumatic event, all areas of functioning should be
carefully assessed, including medical status. Focal neuro-
logical deficits, positive toxicological screening, and
cognitive deficits are examples of possible comorbidities
that should be ruled out.

Assess Pre-Existing Psychiatric and Medical Conditions
The increased risk for PTSD caused by pre-existing
psychiatric and medical conditions of various types can
only be reduced if these pre-existing conditions are iden-
tified and addressed appropriately. Medication usage and
availability and history of substance abuse or dependence
are two examples of pre-existing medical factors that
may greatly affect recovery from posttraumatic stress.

Assess Risk Factors for Developing Acute Stress Disorder/
Posttraumatic Stress Disorder

The CPG draws attention to risk factors for ASD and
PTSD in three categories: (1) pretraumatic factors, (2) peri-
traumatic factors, and (3) posttraumatic factors. All are
important to address to identify possible modifiable obsta-
cles to recovery. An important pretraumatic factor is the
cumulative stress load borne by the person at the time of the
recent trauma. Physical injury or role failure due to dissoci-
ation at the time of the traumatic event are examples of
significant peritraumatic factors. Many studies have identi-
fied the availability and quality of social support as highly
salient posttraumatic factors.

Provide Education and Normalization

Education about the nature of traumatic stress inju-
ries and information about effective coping strategies and
options for treatment should be offered as a “selective”
intervention for those in high-risk situations.
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Initiate Brief Intervention

The CPG offers evidence-based and evidence-
informed recommendations for psychological, social, and
medical interventions for posttraumatic stress that persists
or worsens beyond 2 days, all considered to be “indicated”
interventions for those with stress reactions. The CPG
gives its strongest recommendation for brief, trauma-
focused cognitive-behavioral therapy (CBT) delivered
over 4-5 sessions as soon as persisting or worsening
symptoms are recognized. Early intervention with CBT
has been studied with individual survivors of motor vehi-
cle accidents, industrial accidents, injury, and nonsexual
assault who met criteria for a diagnosis of ASD. In trials
delivered over the course of about 4-5 individual therapy
sessions and initiated about 2 weeks after the trauma, this
intervention has been significantly more effective in pre-
venting PTSD and in decreasing depressive symptoms
than simple education and support [20-21]. Persons who
received the intervention tend to show a significantly
lower intensity of PTSD symptoms even years after its
completion [22]. The value of offering CBT as early as
possible is illustrated by the finding from randomized con-
trolled trials that similar therapy offered later than 1 month
posttrauma may show less robust benefits [23-25].

The CPG concludes that social support, psycho-
education, and normalization with expectancy of recov-
ery may be of benefit, although these are much less
strongly recommended as specific interventions.

Among medications considered for use in this popula-
tion, antidepressants, anticonvulsants, and atypical antipsy-
chotics are of unknown benefit, while benzodiazepines and
typical antipsychotics are recommended against because
they may be of no benefit and possibly harmful. As in the
management of ASR and COSR, PD is contraindicated.

Manage Acute Symptoms

The CPG separates acute symptom management
from other, more trauma-focused interventions because
several acute symptom clusters common in this popula-
tion warrant targeted pharmacological and nonpharmaco-
logical interventions. Among these acute symptoms are
sleep disturbances, pain, and excessive arousal and irrita-
bility, including panic or rage attacks. Short courses of
medication (e.g., less than 6 days), relaxation training,
meditation, sleep-hygiene training, and avoidance of caf-
feine are examples of approaches to the management of
these acute symptoms. Uninterrupted sleep is crucial for
recovery from posttraumatic stress.

Facilitate Social and Spiritual Support

Positive social support, particularly from trusted peers
or family members, and positive spirituality may lower
risk for PTSD and facilitate recovery.

Monitor, Reassess, and Follow-Up

Regardless what trajectory a given person’s posttrau-
matic symptoms have followed, what risk or protective
factors exist, or what interventions have been offered,
everyone after the first 2 days postevent who has experi-
enced clinically significant distress or functional impair-
ment or met criteria for ASD must be considered at
elevated risk for future PTSD and other behavioral disor-
ders. Ongoing monitoring, follow-up, reassessment, and
rescreening are the only way to prevent adverse outcomes.

Four Current Early Interventions

The following four existing early interventions, all
founded on the concepts and actions described in the
CPG, were developed by DOD and VA personnel for use
both inside and outside VA and DOD settings.

Psychological First Aid

The PFA program is an evidence-informed, modular
approach to helping children, adolescents, adults, and fami-
lies in the immediate aftermath of disaster or terrorism,
based on the broad principles of PFA [26]. Developed
jointly by the National Child Traumatic Stress Network
(NCTSN) and the VA’s National Center for PTSD
(NCPTSD), two international leaders in trauma science and
practice, PFA took as its starting point the five principles for
immediate and midterm recovery after natural or man-made
disasters suggested by Hobfoll and colleagues’ 2007 review,
cited earlier [15]. With these principles in mind, the goals of
PFA are to promote safety and comfort, stabilize, attend to
practical needs, enhance coping, and connect survivors with
additional resources [27]. PFA includes the following
eight core actions: (1) contacting and engaging individu-
als; (2) enhancing their safety and comfort; (3) stabilizing
individuals when necessary; (4) gathering information to
help guide provision of PFA actions or to refer to other ser-
vices; (5) giving practical help as needed; (6) connecting
people to family members, friends, and other sources of
social support; (7) promoting effective coping and reducing
maladaptive coping; and (8) coordinating with other ser-
vices that might be needed.

As a set of actions for selective and indicated preven-
tion, PFA is not intended for all persons in a trauma-exposed
population, but rather only those individuals or subgroups
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who are either at significantly increased risk or are already
experiencing significant distress or functional impairment.
The core actions of PFA may be delivered by mental health
professionals, non-mental health caregivers such as chap-
lains or emergency medical technicians, or other disaster
response personnel.

While PFA has not yet been systematically studied,
experience in the field and evaluation of training [28]
suggests that it is well received by consumers and provid-
ers, and models are being developed for evaluation of its
principles in different settings [29]. In contrast to PD,
PFA takes a flexible, tailored approach to helping meet
immediate physical, emotional, and social needs and it
allows voluntary discussion of traumatic incidents if sur-
vivors wish, without insisting on it. Most importantly,
PFA includes a strong component of assessment and
reassessment to ensure that the crucial needs of each
trauma survivor are met. PFA has been adapted for
school staff, medical reserve corps, religious personnel,
homeless youth and family shelter staff, nursing home
settings, and military personnel. It has been used follow-
ing disasters and terrorism across the world and has been
translated into several languages.

Combat and Operational Stress First Aid

Combat and Operational Stress First Aid (COSFA)
is a flexible, modular approach to indicated prevention in
military units and was developed through a collaboration
between the Navy, Marine Corps, and NCPTSD by modi-
fying PFA for use in the military and other organizations
having pre-existing social structures that include clearly
defined leadership, cohesive subunits with high levels of
social engagement, and a network of available support
[11]. Recognizing that peers and leaders are always the
“first responders” in military operational settings,
COSFA incorporates the language and principles taught
to Navy and Marine Corps leaders for combat and opera-
tional stress control more broadly [30].

COSFA includes the following seven actions: (1) Check:
assess and reassess; (2) Coordinate: inform others and refer if
needed; (3) Cover: get to safety and keep safe; (4) Calm:
reduce physiological and emotional arousal; (5) Connect:
restore social support from peers and family; (6) Compe-
tence: restore personal, occupational, and social self-effi-
cacy; and (7) Confidence: restore self-esteem and hope. The
first two COSFA actions—Check and Coordinate—are con-
sidered universal functions of leaders, peers, and family
members to be performed frequently and continuously,
not merely after potentially traumatic events or losses.

The second two COSFA actions—Cover and Calm—are
crisis-intervention tools that may be needed infrequently
and only briefly, but when they are needed because of a
serious ASR or COSR, they are needed immediately. The
final three COSFA actions—Connect, Competence, and
Confidence—focus on the long haul, well beyond short-
term crisis situations, to promote recovery and well-being.

COSFA outcomes have not yet been empirically
evaluated. However, training programs in COSFA have
been well received by chaplains and line leaders in sev-
eral military service branches, both Active Duty and
National Guard. A controlled study is currently underway
to assess the outcomes of the Marine Corps’ OSCAR
(Operational Stress Control and Readiness) program,
which delivers training in COSFA basics to squad leaders
in Marine ground combat units.

Skills for Psychological Recovery

Skills for Psychological Recovery (SPR) was devel-
oped by the NCPTSD and NCTSN as a skills-based inter-
vention to assist individuals with moderate levels of distress
in the weeks and months postdisaster. It is evidence-based,
yet flexible and modular, and can be implemented by para-
professionals [31]. The skills included in SPR (designed to
be stand-alone modules if necessary) are problem solving,
positive activity scheduling, managing reactions, promot-
ing helpful thinking, and rebuilding healthy social connec-
tions. SPR has been introduced into several postdisaster
crisis counseling programs in the United States and Austra-
lia, with evaluation reports indicating that it significantly
reduced distress and decrements in functioning and was
favorably perceived by providers as an acceptable and use-
ful intervention [32-33].

Families Overcoming Under Stress

Families Overcoming Under Stress (FOCUS) is an evi-
dence-informed, family-centered resiliency training
program for military and veteran families facing or recover-
ing from deployment stress [34]. Developed collaboratively
by University of California, Los Angeles, and Harvard
Medical School, FOCUS includes a suite of customizable
approaches for servicemembers, spouses, and children of all
ages. Its core family intervention is a manualized, eight-ses-
sion, strength-based training to promote selective and indi-
cated prevention in entire families. Its components include
psychoeducation, mapping of deployment timelines, family
communication skills, goal setting and problem solving,
emotional regulation skills, and management of trauma and
loss reminders.
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Since 2008, the Navy Bureau of Medicine has imple-
mented FOCUS across 18 military installations world-
wide, and five additional sites have been launched in
DOD. FOCUS has also been modified for use with couples
and families with war-wounded servicemembers. Initial
outcome data for FOCUS interventions with more than
4,000 adults and children are significantly positive [35].

DISCUSSION

The revised VA/DOD CPG for Management of Post-
Traumatic Stress includes a robust set of evidence-based
and evidence-informed recommendations to promote the
prevention of PTSD, including thorough screening and
early interventions for precursor stress states such as ASR,
COSR, and ASD. During the first 4 days after a potentially
traumatic event, priorities for management include ensur-
ing safety; attending to basic needs; and ensuring access to
necessary physical, emotional, and social resources. PFA,
as the mental, emotional, social, and spiritual analog of
physical first aid, is the recommended approach to man-
agement for ASR and COSR. PD is discouraged as it is not
proven effective and is possibly harmful. If clinically
significant distress or impairment in social, occupational,
or other areas of functioning persist or worsen after 2 days
or if the criteria for a diagnosis of ASD are met, further
medical and psychiatric assessment is warranted and man-
agement strategies shift toward the provision of brief,
trauma-focused CBT. Acute symptoms such as insomnia
and hyperarousal should be managed through brief medi-
cation regimens and self-calming techniques. Since every-
one who experiences ASR, COSR, or ASD in the
aftermath of a potentially traumatic event is at elevated
risk for PTSD, regardless of short-term symptom course,
follow-up monitoring and rescreening should occur for at
least 6 months. PFA, COSFA, SPR, and FOCUS are four
successful programs currently underway in DOD and the
VA that illustrate the principles contained in the VA/DOD
CPG for the prevention of PTSD.

CONCLUSIONS

While the CPG offers guidance based on the best
available evidence and existing programs based on the
CPG have experienced early success, there is still a great
need for research that will evaluate the effectiveness of

early interventions with Active Duty and veteran popula-
tions, who are often in situations of ongoing threat and
cumulative stress from loss, inner conflict, traumatic
exposure, and wear and tear. Additionally, many are not
open to help, do not believe that they need help, believe
that acknowledgment of distress is an indication of weak-
ness, or will only seek informal support from family and
friends early on. Therefore, the early interventions rec-
ommended in the CPG need to be tested in different set-
tings and for a variety of outcomes and the preferences of
recipients should always be considered when implement-
ing them.
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