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Scientific understanding of and treatment for posttraumatic stress disorder (PTSD) have come a long way in the past few decades. Not long ago, the
diagnostic features and pathophysiology of what we now know as PTSD and
previously knew as “shell shock” or “battle fatigue” were poorly understood
and treatment was widely considered to be futile. Advancements in our
understanding of the development, onset, classification, and treatment of
PTSD over the last several decades now offer great promise to Veterans with
PTSD returning from the conflicts in Iraq and Afghanistan, as well as to
those who returned from conflict decades ago and non-Veteran trauma survivors. As the articles in this special issue of the Journal of Rehabilitation
Research and Development illustrate, the current state of the science of and
treatment for PTSD provide real and unprecedented opportunities for recovery for many individuals with PTSD.
Among the significant advancements in PTSD research is the development of specialized treatments for PTSD, including specific trauma-focused
psychotherapies, such as prolonged exposure therapy (PE) and cognitive processing therapy (CPT). Rigorous research, including randomized controlled
efficacy trials and effectiveness research, have shown that PE and CPT are
quite effective in similar degree [1–5] and often yield outcomes that are
enduring [6]. Much of this research has focused on non-Veteran sexual
trauma survivors, though a recent spate of research has demonstrated the efficacy and effectiveness of these therapies with Veteran samples [3,5,7–10].
Based on the scientific evidence, CPT and PE are recommended in the
Department of Veterans Affairs (VA)/Department of Defense (DOD) VA/
DOD Clinical Practice Guideline for Management of Post-Traumatic Stress
for PTSD at the highest level, indicating “a strong recommendation that the
intervention is always indicated and acceptable.”
Although the research evidence would suggest that trauma-focused psychotherapies should be considered a clinical mainstay for the treatment of
PTSD, the clinical reality is that these and other evidence-based psychotherapies (EBPs) have largely languished in the laboratory for years and not
made their way into therapy rooms in either private or public mental health
care systems [11–12]. One survey of mental health professionals conducted
in 2001 assessing the extent to which mental health providers provided evidence-based care for PTSD found that fewer than 10 percent of both generalist mental health providers and specialty PTSD mental health providers
reported providing manualized psychotherapy for PTSD [12]. Among the
key reasons identified in the literature for this science-to-practice gap are
limited systematic training of providers in these therapies and lack of organizational support and infrastructures (e.g., the availability of 60–90 minute
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weekly sessions as these therapies require) to
implement these treatments.
As an integrated healthcare system that establishes its own policies and services, the Veterans
Health Administration (VHA) supports PE and CPT
as first-line treatments for PTSD when clinically
indicated. In fact, national VHA policy requires that
all Veterans with PTSD have access to CPT or PE as
designed and shown to be effective. To promote the
availability of these treatments, VA has been working over the last several years to nationally disseminate and implement these therapies as part of a
larger initiative to transform the VA mental health
care delivery system [13]. This transformation process has led to both structural and process enhancements to mental health care delivery in VHA and to
the addition of more than 7,000 staff to the mental
health care workforce since 2005, bringing the current total to more than 20,000 staff.
As part of its efforts to nationally disseminate
PE, CPT, and other EBPs, VA has established
national competency-based staff training programs
in these and other psychotherapies. As of April 1,
2012, VA has provided training in the delivery of
CPT or PE to more than 4,300 mental health staff,
with many of these staff receiving training in both
therapies. Initial program evaluation results indicate
that the training in and implementation of these
therapies have resulted in significant and positive
therapist, patient, and system outcomes [14]. Furthermore, as has been reported in the literature,
many patients treated for PTSD with PE or CPT in
VHA have also shown significantly reduced depression symptoms, even though depression is not a
focus of either of these treatments. This positive
“by-product” of these treatments is quite intriguing
and may reflect overlap in diagnostic constructs
and/or the inter-relationship between PTSD and
depression symptoms.
In addition to the development of competencybased training in PE and CPT, VA has developed a
variety of other mechanisms, including the placement of a Local EBP Coordinator at each medical
center and a PTSD Mentor within each VHA
region, to promote local clinical infrastructures that
enable the full implementation and sustainability of

these intensive therapies. All VA medical centers
now provide PE or CPT, and virtually all facilities
provide both therapies.
As stated in the VA/DOD Clinical Practice
Guideline (CPG), it is essential that patient preference be considered before initiating a course of PE
or CPT, or any PTSD treatment for that matter.
Many VHA facilities have implemented pretherapy
processes, such as orientation groups and other processes, to allow Veterans to make well-informed
choices about the treatments they engage in. During
such a pretherapy encounter, the Veteran is provided with information about PE, CPT, and/or other
treatments; the efficacy of the treatment(s); and the
potential utility of the treatment(s) for the Veteran’s
particular problems. Ultimately, the selection of
treatment is made by the Veteran, in collaboration
with the therapist before the initiation of care.
Significantly, PTSD symptoms are only one part
of the clinical picture for many patients with PTSD.
Sleep disturbance and pain, for example, are not
infrequent psychological bedfellows of PTSD, yet
they are often not systematically addressed in clinical practice; and, until recently, little ink was devoted
to these conditions in the PTSD treatment research
literature. In recent years, increasing research has
addressed the assessment and management of sleep
disturbance and pain within the context of PTSD
care. Scientific advances in this area are critical to
closing important loops in PTSD treatment and to
providing comprehensive care to patients with
PTSD. The current version of the VA/DOD CPG
importantly recommends that sleep disturbance and
pain be assessed in all patients with PTSD and provides treatment recommendations for these relatively
common concomitant conditions. While some
patients experience notable improvement in these
symptoms (particularly when mild to moderate in
nature) following a course of trauma-focused psychotherapy, others fail to reap such benefits. Additional research is needed to identify why some
patients receive such secondary benefits from psychological treatments for PTSD and others do not.
Cognitive-behavioral therapy for insomnia (CBTI) is a highly effective treatment for insomnia that
may yield significant benefit to many individuals
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with PTSD. The outcomes and effect sizes (ESs)
from the clinical trials on CBT-I render it one of the
most effective psychological treatments in existence.
Further, CBT-I has been shown in research trials to be
effective in individuals with PTSD, depression, and
pain. In light of the very strong research evidence,
CBT-I is recognized as a first-line treatment for
insomnia by the National Institutes of Health Consensus Statement, Academy of Sleep Medicine, and
British Association of Psychopharmacology. Moreover, its brief length (approximately 4–6 sessions)
make CBT-I quite conducive to implementation in a
variety of clinical settings; yet, CBT-I has been very
infrequently available in clinical settings, in large part
because of a shortage in trained providers. This large
discrepancy between the effectiveness and efficiency
of CBT-I on the one hand and its limited availability
on the other was the focus of an article in the Journal
of the American Medical Association entitled,
“Despite effectiveness, behavioral therapy for
chronic insomnia still underused” [15]. VA is working to nationally disseminate CBT-I and has established a competency-based training program to train
staff in CBT-I. The VA CBT-I protocol and training
materials were adapted to include specific content on
implementing CBT-I with patients who have comorbid PTSD [16]. Preliminary program evaluation data
from the VA CBT-I Training Program indicate substantial improvements among Veteran patients and
large ESs on measures of insomnia severity (ES =
2.5) and physical quality of life (ES = 1.0) for Veterans who completed CBT-I (n = 64).
Imagery rehearsal therapy (IRT), a cognitivebehavioral therapy designed specifically for nightmares in individuals with PTSD, has shown promise. IRT has a Grade C recommendation in the VA/
DOD CPG. Additional research may help to further
establish IRT as a primary treatment for PTSDrelated nightmares.
One major area of opportunity and focus for
expanding and fully realizing the potential of evidence-based psychological treatments for PTSD is
the delivery of such treatments through telehealth
modalities. In fact, the delivery of trauma-focused
psychotherapies and other treatments for PTSD and
other mental disorders by using telehealth modali-

ties will likely be the next frontier in evidence-based
mental health care. VHA sees significant potential
to further the reach of PE, CPT, and other evidencebased psychotherapies to a greater number of Veterans residing in rural and frontier communities by the
delivery of these therapies through clinical video
teleconferencing. This vision is supported by recent
research reflected in the VA/DOD CPG, including
research conducted within VHA, that has shown
these therapies to be effective and well accepted by
patients when delivered utilizing telehealth technologies, with results comparable to face-to-face
delivery of these treatments. VHA has developed
and is actively implementing a strategic plan to promote the delivery of PE and CPT telemental health
services nationally. In addition, VHA has developed
an EBP for PTSD tool kit with information on the
technical and logistical requirements and clinical
procedures for delivering CPT and PE through telemental health modalities that will be available to
front-line clinicians and program leaders.
Clinical science and health technology provide
unprecedented opportunities to effectively treat
PTSD and transcend geographical and other access
barriers. At the same time, the recent conflicts in
Iraq and Afghanistan have helped further place
PTSD into the national lexicon and have promoted
public, political, and professional attention to the
condition and to mental health more broadly. The
time is now to bridge clinical science, practice, and
technological innovations so that increasing numbers of Veterans and others with PTSD can reclaim
their lives.
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