
VA/DoD Clinical Practice Guideline for the Management of Posttraumatic Stress Disorder – Clinician Summary 

June 2017   Page 17 of 34 

Guideline Work Group 
Lewin Group ECRI Institute

Clifford Goodman, PhD 
Christine Jones, MS, MPH, PMP 

Erin Gardner, BS 
Anjali Jain, MD 

James Reston, MPH, PhD 
Amy Tsou, MD, MSc 

Rebecca Rishar, MLIS 
Jeff Oristaglio, PhD 

Savvas Pavlides, PhD 

Sigma Health Consulting, LLC DutyFirst Consulting

Frances Murphy, MD, MPH
Anita Ramanathan, BA 
Megan McGovern, BA 

VII. Recommendation Discussion 

A. General Clinical Management

a. Patient-centered Care

VA/DoD CPGs encourage clinicians to use a patient-centered care approach that is individualized based on 
patient needs, treatment goals, prior treatment experience, and preferences. Whenever possible, all 
patients in the healthcare system should be offered access to evidence-based interventions. When 
properly executed, patient-centered care may decrease patient anxiety, increase trust in clinicians, and 
improve knowledge and treatment adherence.[4,5] As part of the patient-centered care approach, 
clinicians should review the outcomes of previous self-change efforts, past treatment experiences, and 
discuss these outcomes (including reasons for treatment dropout) with the patient. Clinicians should 
explain treatment options to patients including the benefits of accepting a referral to a mental health 
specialist, an expert in evidence-based PTSD treatments. The clinician should discuss any concerns the 
patient has and explore any identified treatment barriers. Often, clinicians have concerns that a patient 
may not be able to tolerate a trauma-focused treatment. It is important to note that there is no data to 
suggest that comorbidities or other factors indicate that a patient will not benefit from these treatments. 
Nor is there data to suggest that clinicians can accurately predict which patients will or will not benefit 
from one of these treatments. It is therefore important that clinicians inform all patients with PTSD about 
the availability of trauma-focused psychotherapy. 

b. Shared Decision Making

The shared decision making (SDM) process has the goal of considering patient preference in treatment 
decisions to improve patient-centered care, decision quality, and treatment outcomes. In SDM, the patient 
and provider together review treatment options and compare the benefits, harms, and risks of each with 
the goal of selecting the option that best meets the patient’s needs. 

Much of the SDM research has focused on evaluating decision aids, tools that educate patients about 
treatment options as a way to facilitate SDM. There were two randomized controlled trials (RCTs) 
examining decision aids for PTSD treatment reviewed for this guideline.[6,7] Consistent with the larger 
literature on decision aids, both trials suggested that relative to usual care, patients who received a 
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decision aid were more likely to select and receive evidence-based treatment. One trial also found that 
receipt of the decision aid was linked to improved clinical outcomes, PTSD knowledge, and decisional 
conflict.[6] The Work Group based its strong recommendation on the substantial literature supporting 
SDM in other conditions. The process of SDM maximizes the likelihood that patient preference is taken 
into account and the benefits outweigh any potential harms. 

c. Collaborative Care

The collaborative care model is an evidence-based approach to integrating physical and behavioral health 
services that is usually provided within the primary care setting.[8] Many collaborative care models 
generally involve a stepped-care approach to symptom management, using a predetermined treatment 
sequence that starts with simple, low-intensity interventions first. The use of collaborative care 
interventions that employ or facilitate active engagement in evidence-based PTSD treatments in the 
primary care setting appears to increase patient compliance with treatment, improve patient satisfaction, 
and potentially reduce premature termination of treatment when delivered in the primary care setting.[9-
15]  

Among the RCTs reviewed, statistically significant findings included increased patient satisfaction using 
technology-enhanced stepped collaborative care compared to usual care,[10,11] reduction in PTSD 
symptoms,[9] PTSD remission across all models of collaborative care studied,[9] and improvements in 
PTSD and depression when telehealth was used to deliver Cognitive Processing Therapy (CPT) in 
collaborative care.[11] Care management alone did not appear to be effective for PTSD, whereas the 
stepped care aspects of the models evaluated did appear to improve outcomes.[9,10,16] Given the 
increased patient compliance with PTSD treatment and improvement in patient satisfaction correlated 
with the use of the collaborative care model studies reviewed, the potential benefits outweigh risk of 
harm. 

B. Diagnosis and Assessment of Posttraumatic Stress Disorder 
Identification of individuals with PTSD is essential to ensure that they receive appropriate treatment. 
Moreover, screening is often considered a key step in the diagnostic process. Screening for PTSD can be 
performed in primary and specialty care settings, and both VA and DoD mandate screening either in 
context with combat deployments or in primary care settings. One-time screening is not recommended 
because PTSD is a disorder with a fluctuating course for many people. VA recommends annual screening 
for the first five years following separation and then every five years thereafter. DoD recommends routine 
screening throughout deployment cycles. Both VA and DoD have relied most heavily on the Primary Care 
PTSD Screen (PC-PTSD) and PTSD Checklist (PCL) for various screening purposes.[17] No screening measure 
or cutpoint should be the sole basis for diagnosis. 

A comprehensive diagnostic evaluation of PTSD should include determination of DSM criteria, acute risk of 
harm to self or others, functional status, medical history, past treatment history, and relevant family 
history.[18] Diagnosis can be made on the basis of a clinical interview or a structured diagnostic interview 
such as the Clinician-Administered PTSD Scale (CAPS),[19] Posttraumatic Stress Disorder Symptom Scale 
Interview for DSM-5 (PSSI-I),[20] or Structured Clinical Interview for DSM-5 (SCID-5).[21] If diagnosis is 
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based on clinical interview in any setting, it can be helpful to administer a self-report questionnaire such as 
the PTSD Checklist for DSM-5 (PCL-5)[22] along with other routine self-report screening tools, such as the 
Patient Health Questionnaire-9 (PHQ-9) and Alcohol Use Disorders Identification Test—Consumption
(AUDIT-C).[23-25] In addition to their utility in screening and diagnosis, brief questionnaires such as the 
PCL-5 can be used to assess symptom severity and monitor treatment response. 

C. Prevention of Posttraumatic Stress Disorder 
Prevention of PTSD is described using a hierarchy based on the risk of the population evaluated. Universal 
prevention strategies target the general population and are not directed at a specific at-risk group. There 
are currently no recommended strategies for universal prevention of PTSD. Selective prevention targets 
individuals who are at higher than average risk for developing PTSD and includes strategies delivered to 
trauma-exposed individuals who have not yet developed symptoms or meet criteria for ASD or PTSD. 
Indicated prevention includes strategies to prevent PTSD in individuals with symptoms of ASD or meet 
criteria for ASD.  

a. Selective Prevention of Posttraumatic Stress Disorder

Interventions among individuals exposed to trauma (e.g., trauma-focused psychotherapy, Critical Incident 
Stress Debriefing (CISD), the Battlemind debriefing intervention, and a variety of medications) have not 
been consistently effective in preventing PTSD. While trauma-focused psychotherapy shows promise, 
evidence is limited to a single-site study.[26] Neither CISD nor Battlemind debriefing were found to reduce 
PTSD at six months, and CISD was associated with increased incidence and severity of PTSD at 13 months 
follow-up.[27,28] Likewise, medications tested to prevent PTSD (e.g., beta-blockers, benzodiazepines, 
selective serotonin reuptake inhibitors [SSRIs], antiepileptic drugs) were not found to be consistently 
effective in reducing incidence of PTSD. While hydrocortisone administration during life-threatening 
medical illnesses was associated with significantly less PTSD and depression symptoms at three 
months,[29-32] it is unclear if these findings can be generalized to non-medical traumatic events and there 
is concern about the safety of the high doses administered. In light of these findings there is insufficient 
evidence to recommend trauma-focused psychotherapy or pharmacotherapy in the immediate post-
trauma period. 

b. Indicated Prevention of Posttraumatic Stress Disorder and Treatment of Acute 
Stress Disorder 

Among the interventions for treatment of ASD, brief trauma-focused psychotherapy has been found to be 
effective in reducing incidence of PTSD at six and 12 months without significant reported adverse 
effects.[27,33] However, treatment with escitalopram was not effective in preventing PTSD in individuals 
who met criteria for ASD.[34,35] In light of this evidence, brief trauma-focused psychotherapy is 
recommended for individuals with ASD.  

D. Treatment of Posttraumatic Stress Disorder  

a. Treatment Selection

The Work Group’s recommendation to use individual trauma-focused psychotherapy over 
pharmacotherapy reflects the current state of the research into PTSD treatment. Although there are few 


