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Introduction 
Posttraumatic Stress Disorder 
Posttraumatic stress disorder (PTSD) is a psychiatric disorder associated with the development 
of characteristic symptoms after exposure to a traumatic event that leads to significant distress 
or functional impairment (American Psychological Association, 2017).  

Results of a recent survey conducted from August to December 2021 (i.e., Survey on Mental 
Health and Stressful Events; SMHSE) revealed that approximately 65% of surveyed Canadian 
adults experienced at least one potential psychologically traumatic event (PPTE) in their lifetime 
(Government of Canada, 2024). Of these PPTEs, the most common (35.5%) involved 
transportation incidents. Women experienced higher rates of PPTEs in the forms of unwanted 
sexual experiences (23.4% of women, 6.4% of men) and sexual assault (15.4% of women, 
4.4% of men). Of the individuals who experienced PPTEs, approximately 7% received a 
professional PTSD diagnosis in their lifetime, and 5.4% reported a current PTSD diagnosis 
(Government of Canada, 2024). Women (9.9%) reported higher rates of PTSD than men 
(7.0%), and young adults (aged 18-24) reported the highest rates of PTSD (13.3%) compared to 
other age categories (Government of Canada, 2024). 

The characteristic symptoms of PTSD usually appear within the first three months after 
exposure to a traumatic event (American Psychological Association, 2017; A. J. Phelps et al., 
2022; Schnurr et al., 2024). Distinguishing symptoms include intrusive thoughts and memories, 
avoidance of triggering reminders, changes in cognition or mood, and altered states of arousal 
(American Psychological Association, 2017; Bisson et al., 2019; Katzman et al., 2014; National 
Institute for Health and Care Excellence, 2018; A. J. Phelps et al., 2022; Schnurr et al., 2024; 
World Health Organization, 2023). Figure 1 displays additional details regarding PTSD 
symptomology. 

FIGURE 1. Common Characteristics Symptoms of Posttraumatic Stress Disorders 
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The American Psychological Association (APA) reported several diagnostic criteria that 
distinguish PTSD from other mental health disorders (American Psychological Association, 
2017). Figure 2 provides the criteria used in the United States (and in some cases, more 
broadly) to determine a diagnosis of PTSD. 

FIGURE 2. The American Psychological Association’s Diagnostic Criteria for Posttraumatic    
Stress Disorder (American Psychological Association, 2017) 

Intrusion
Memories can be emotional, sensory, or physical
Flashbacks last seconds to days
Intense flashbacks may result in complete loss 
of reality and surroundings

Avoidance
Circumvents any reminders of the event
Evades talking about the event

Changes in Cognition or Mood
Emotional numbness, poor social relationships
Feelings of shame or distrust
Difficulties with attention, memory, reasoning
Inability to regulate emotions

Altered Arousal
Heightened sensitivity to perceived threats
Quick to aggression
Participate in reckless, destructive behaviour
Difficulty sleeping or experiences nightmares
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Several factors put individuals at higher risk for developing PTSD following a PPTE including 
personal characteristics, occupational environments, and traumatic occurrences (A. J. Phelps et 
al., 2022; Schnurr et al., 2024; World Health Organization, 2023). For example, female-
identifying individuals are at higher risk for developing PTSD and experience symptoms for 
longer durations when compared with males (American Psychological Association, 2017; Bisson 
et al., 2019; A. J. Phelps et al., 2022). In the United States, PTSD rates are higher for people of 
colour such as individuals who are Latino, Black, and Indigenous compared with non-Latino 
White people (American Psychological Association, 2017).  

Certain employment conditions put individuals at a higher risk for witnessing PPTEs, which in 
turn can result in PTSD (Canadian Institute for Public Safety Research and Treatment, 2023). 
For example, Public Safety Personnel (PSP) encompasses a broad term for people with 
specialized training who protect the safety and the security of the public (Canadian Institute for 
Public Safety Research and Treatment, 2023). PSPs include armed forces and military 

• Exposure to actual or threatened death, serious injury, or sexual violence
• By personal or vicarious experiences (i.e., witnessed or experienced by close friend or family 
member

Criterion A

• Presence of at least one intrusive symptoms occuring after the event
• Intrusive thoughts, flashbacks, and altered mood, cognition, and arousalCriterion B

• Persistent avoidance for certain stimuli related to the event
• Includes distressing memories and stimuli associated with the experienceCriterion C

• Negative changes in thoughts, moods related to the event, evidenced by 2 of:
• Inability to recall details of the event; persistent negative beliefs about self, others, world; 
persistent negative emotions including guilt; inability to experience positive emotions

Criterion D

• Changes in arousal and activity after the event (beginning and worsening), evidenced by 2 of:
• Irritability/angry outbursts; hypervigilance; reckless/self-destrutive behaviours; exaggerated 
startle response; difficulty concentrating; sleep disturbances

Criterion E

• Criteria B, C, D, and E must be met for more than one month after the traumatic eventCriterion F

• The condition must cause clinically significant distress or impairment for the individualCriterion G

• The condition must not be attributable to substance use disorders or any other medical 
conditionsCriterion H
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members, fire, police, paramedics, search and rescue personnel, correctional and border 
service officers, Indigenous emergency managers, operational intelligence personnel, and 
public safety communicators. The nature of PSP careers involves higher rates of PPTEs 
compared with the general population. As such, PSPs are at higher risk to develop Operational 
Stress Injuries (OSI; mental health conditions related to work stressors) and Posttraumatic 
Stress Injuries (PSI; mental health conditions related to exposure to a PPTE but not a 
professional diagnosis) in addition to PTSD (Atlas Institute for Veterans and Families, 2024). 

As well as personal and occupational characteristics, the experience of certain incidents may 
increase the likelihood of developing PTSD (American Psychological Association, 2017; Bisson 
et al., 2019; A. J. Phelps et al., 2022). Figure 3 illustrates some examples these occurrences 
(American Psychological Association, 2017) and Figure 4 features an emerging area of trauma 
for many individuals globally due in part to climate change (Patrick et al., 2023). 

FIGURE 3. Examples of Potential Psychologically Traumatic Events that may Result in 
Posttraumatic Stress Disorder 

 

If left untreated, PTSD can have a significant impact on the lives of individuals as well as their 
friends and families. Often individuals with PTSD will experience poor social relationships and 
engage in social withdrawal (American Psychological Association, 2017). Symptom severity 
may also result in work absenteeism and in some cases, job loss (American Psychological 
Association, 2017; A. J. Phelps et al., 2022). While individuals experience symptoms of PTSD, 
there is a higher possibility that they will also have chronic physical pain, affecting quality of life 
(American Psychological Association, 2017). PTSD further influences mental health and 
increases the likelihood that individuals will develop concurrent disorders such as substance 
use disorders and depression (American Psychological Association, 2017; Bisson et al., 2019; 
Katzman et al., 2014; National Institute for Health and Care Excellence, 2018; A. J. Phelps et 
al., 2022; Schnurr et al., 2024; World Health Organization, 2023). Increased mental health 
conditions also come with the risk of increased suicidal ideation and/or tangible suicide attempts 
(Ursano et al., 2004).  

Witnessed serious injury, unnatural death, physical or sexual abuse, intimate partner violence, medical 
catastrophe involving a child, or indirectly exposed to a violent event involving a close friend or family 

member

Threatened or experienced physical assault

War (combat 
and civilian 

roles)

Incarceration 
including 

POW

Human-made 
or natural 
disasters

Severe motor collisions

Kidnapping, 
torture, or 
hostage 

situations

Traumatic 
medical 
incident, 

especially 
sudden 
events

Threatened or 
experienced 

sexual assault

Terrorist 
attacks
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FIGURE 4. Research Feature I: Climatic Trauma and the Changing Landscape 

 

Clinical Best Practice Guidelines 
Clinical Best Practice Guidelines (CBPG) are statements that include recommendations or 
suggestions meant to enhance patient care in healthcare settings (Graham et al., 2011). 
Guidelines generally stem from systematic evidence reviews and are graded to determine the 
quality of evidence. Some guidelines include the assessment of the harms and benefits of 
alternative care options with less robust evidence (Graham et al., 2011). Trustworthy guidelines 
should be: 

1. Based on systematic reviews of current and existing evidence 

2. Developed by multidisciplinary panel of experts who are knowledgeable and 
representative of various aspects of the topic 

3. Informed in terms of patient subgroups and preferences 

4. Embedded in an explicit and transparent process that minimizes biases and conflicts of 
interest 

5. Delivered with clear, logical explanations of the links between alternative care and health 
outcomes including the quality of evidence and strength of recommendations 

6. Revised and reconsidered as appropriate when new and impactful evidence is available 
that modifies recommendations (Graham et al., 2011) 

Regardless of how guidelines are developed, the implementation of CPBG in applied settings is 
challenging (Shekelle & Goldman, 2018). The application of guidelines is made further 

Badwater Basin, Death Valley National Park, California on July 7, 2024 
where temperatures reached 54°C (129°F)
Photo credited to The Associated Press

A recent Austrailian study (2023) 
revealed the impact of climate 
change on mental health. 
Climate-related disasters (e.g., 
wildfires, heat waves, and floods) 
had a significant impact on those 
who experience these events.
Approximately 25% of individuals 
who experienced climate-related 
disasters developed PTSD.
People who did not have direct 
experiences with climate-related 
events showed symptoms of 
eco-anxiety (10%) and pre-
traumatic stress (16%).
Authors suggest climate change 
will continue to be a burden on 
mental health (Patrick et al., 2023)
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complicated when treatments for the same condition differ in terms of outcomes and 
conclusions (Bisson et al., 2019). Many international organizations, national governments, and 
professional associations have provided overlapping but non-identical recommendations for 
PTSD treatments in the last decade. For example, both the APA (American Psychological 
Association, 2017) and Canadian Psychological Association (CPA; Katzman et al., 2014) 
strongly recommend the use of Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) as a 
first-line PTSD treatment. In contrast, the World Health Organization (WHO; World Health 
Organization, 2023) considers the evidence for TF-CBT to be insufficient to warrant a strong 
treatment recommendation and, as such, TF-CBT is listed only as a conditional guideline. 
Further still, the U.S. Veterans Affairs/Department of Defense (VA/DoD; Schnurr et al., 2024) 
considers the evidence for TF-CBT weak to treat military personnel and Veterans and other 
interventions are recommended over TF-CBT. The below vignette provides an example of the 
variability of effectiveness of guideline-recommended PTSD treatments (Varker et al., 2021). 

FIGURE 5. Research Feature II: Not All Guideline-Recommended Treatments Work for 
Everyone 

 

Objectives and Scope 
The purpose of the present report is to summarize emergent psychological guidelines with 
respect to PTSD treatments. More specifically, the present scan aims to identify common CBPG 
elements through a summary of clinical PTSD treatment guidance. The present research is one 
aspect of an overall, larger project that intends to create Canadian-specific PTSD treatment 
guidelines and contribute online PTSD information and resources. Given this context, the scope 
of the present study is to identify existing guidelines and ascertain the common elements among 
recommended treatment guidance. Evidence grade, key characteristics of the intended users, 

An example of Canadian Armed Forces uniforms
Photo credited to Lars Hagberg, The Canadian Press

Although guideline-
recommended PTSD treatments 
are supported by the highest 
quality of evidence, they do not 
guarantee participant retention 
for the entire treatment.
The guideline-recommended 
PTSD treatment dropout rates 
were 20.9%..
Dropout rates were higher still for 
individuals who experienced 
military trauma at 32.9%. 
Trauma-focused PTSD 
treatments resulted in higher 
rates of drop-out with respect to 
military trauma (34.4%) 
compared with non-trauma 
focused treatments (18.7%).
Trauma-focused PTSD 
treatments may be difficult to 
endure where miltary trauma is 
involved (Varker et al., 2023)
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and stepped models of services and supports further indicate the quality of the treatment 
guidelines. 

The research objectives are: 

1. To identify and report PTSD treatment guidelines found in clinical best practice 
recommendations and based on evidence of effectiveness. 

2. To distinguish and describe common PTSD treatment guideline elements among 
published guidance resources. 

3. To evaluate the quality and grade of evidence of the PTSD treatment guidelines, 
characterize distinguishing features of the intended treatment users, and differentiate the 
stepped models of supports from general population health to highly intensive PTSD 
mental health services. 

 

 

Methods 
Search Strategy, Screening, and Data Extraction 
Clinical Guidelines 

A search for empirical research with respect to clinical guidelines was conducted through 
reputable search engines including EMBASE, PsycINFO, MEDLINE, ClinicalKey, DynaMed, 
and Trip Medical Database. Initial searches were limited by language (English). Later decision 
limited research to the past 20 years (2004). 

Artistic rendering of synaptic transmission.  

Image credit: Christina Sumners, Texas A&M 
University Health Science Center 
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The first part of the search included all variations of PTSD, including alternates to "disorder" 
such as “injury” or “neurosis,” and any combination of those terms in titles, abstracts, keywords, 
and author keywords. The second narrowing factor included searching titles and publication 
types for “guidelines”, “treatments”, “clinical”, and “practice” and any combination of those terms. 
Table 1 lists the general search terms, and Appendix A provides exact search terminology. 
The search timeline occurred between May 23, 2024 and July 23, 2024.  

TABLE 1. General Database Search Terms for PTSD and Clinical Guidelines 

Study Terms Search Terms 

PTSD (Specific) • Posttraumatic and/or Post Traumatic Stress Disorder(s),  
• PTSD 

PTSD (Related) 
• Posttraumatic and/or Post Traumatic Neurosis (es),  
• Posttraumatic and/or Post Traumatic Stress Injury (ies),  
• Moral Injury (ies) 

Guidelines 

• Clinical,  
• Practice,  
• Guideline(s),  
• Treatment(s) 
• Best Practice(s),  
• Clinical Practice,  
• Treatment(s) or Practice or Clinical,  
• Guidance or Guideline(s) 

 

The search engines narrowed the results to 128 (EMBASE), 89 (PsycINFO), 109 (MEDLINE), 
and 209 (Trip Medical Database), respectively. Two search engines provided results as well as 
evidence summaries of 44 studies (ClinicalKey) and 104 studies (Dynamed).  

With duplicate studies deleted, articles were screened by the inclusionary and exclusionary 
criteria provided in Table 2. 

 



   
 

PTSD Treatments: Environmental Scan of Clinical Best Practice Guidelines 14 

TABLE 2. Inclusionary and Exclusionary Search Criteria for PTSD Guidelines 

Inclusionary Criteria Exclusionary Criteria 
Focused on PTSD treatment guidelines Guidelines not specific to PTSD treatments 
Adults (18 years and older) Children and adolescents (under 18 years) 
Psychosocial treatments and interventions Pharmacological or cannabis treatments 

Contained guidelines specific to PTSD 
treatments 

Focused on guideline compliance, research 
directions, training guidelines, or PTSD 
assessment development 

Published in English Published in languages over than English 
Published between 2004 and 2024 Published before 2004 

 
Duplicate articles accounted for 244 of the original 683 studies and subsequently removed from 
the search engine result lists. In addition to the above inclusionary and exclusionary criteria, list 
entries were also deleted if they were position or opinion papers, editorial letters, books or book 
reviews, and abstracts or conference proceedings. Figure 6 includes a modified Preferred 
Reporting Items for Systematic reviews and Meta-Analyses (PRISMA; Page et al., 2021) flow 
diagram of the number of included and excluded studies and reasons for the studies’ 
exclusions. 

Trauma-Related Toolkits 

An additional search was conducted for trauma-related toolkits available online that were funded 
by Canadian government agencies. These searches were conducted using Google and were 
limited by language (English).  

The search focused on including: 1) PTSD-related terms (PTSD, post-traumatic, trauma), 2) 
toolkit-related terms (toolkit, resources, best practices, coping), and 3) Canada (Canada, 
Canadian). To ensure we identified government funded toolkits, we also included funding 
agencies in our search terms (Public Health Agency of Canada, Canadian Institutes for Health 
Research). The search timeline occurred between December 2024 and March 2025.  

Analyses 
The guideline analyses were two-fold with first, a thematic analysis of the guidelines and 
second, an assessment of the quality and consistency of evidence used in the creation of the 
guidelines. Themes included key intended users, intervention type, recommendation strength 
(see below), guideline focus (e.g., PTSD, mental health after trauma, injuries, or illnesses), 
result directions (e.g., positive, negative, mixed, or non-significant), equity and diversity 
principles, costing information, and stepped support level (e.g., general population health 
intervention, formal PTSD services, or highly intensive PTSD services; (A. Phelps et al., 2022).  
Guideline evidence quality was graded using the level of evidence pyramid, provided in Figures 
7 and 8; the quality of evidence increases as the information becomes more filtered such as the 
case of systematic reviews, meta-analyses, and critically appraised topics. Figure 9 shows the 
stepped support levels for PTSD treatments. Lastly, a score of six represented the 
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trustworthiness factor based on the recommendations for developing reliable CBPG, found in 
Table 5 (Graham et al., 2011). 

Each guideline-recommended treatment is categorized by strength of recommendation 
according to the association, organization, institution or government agency who authored the 
guidelines. There are three levels of recommendations for treatments (strong, conditional, weak) 
and one category against certain treatments. Guidelines are presented in general order from 
strongly recommended to recommendations against.   
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FIGURE 6. Modified PRISMA Study Inclusion and Exclusion Flow Diagram (Page et al., 2021) 

 

 

 

 

 

 

44 records 
composed 
evidence 
summary from 
ClinicalKey 

104 records 
composed 
evidence 
summary from 
DynaMed 

535 records 
from Trip 
Medline (209), 
PsychINFO 
(89). EMBASE 
(128), and 
MEDLINE 
(109) 

439 remained after duplicates or older 
versions of guidelines removed 

 387 records excluded 

• 176 did not include specific PTSD treatments or 
guidelines 

• 54 had pharmacological or cannabis-based 
treatments 

• 42 consisted of child and/or adolescent 
samples 

• 41 focused on compliance with best practice 
guidelines, suggestions for research directions, 
training guidelines, or development of 
assessments 

• 21 were published prior to January 2004 
• 19 were abstracts, conference presentations, or 

not accessible 
• 11 were position papers, opinion articles, or 

editorial letters 
• 12 were either books or book reviews 
• 5 were not published in English 
• 4 treated acute PTSD (< one month since 

traumatic event and symptom onset) 
• 2 used neuroimaging and did not provide 

guidelines or guidance (66) 

(Exclusion reasons are not mutually exclusive) 

52 records retained 

• 17 records published by 
professional organizations 

• 5 records published by 
government agencies 

• 26 records published by 
research conducted at 
academic institutions 

• 4 records published by 
international health 
organizations  
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FIGURE 7. Pyramid of Levels and Quality of Scientific Evidence 

 

 

 

FIGURE 8. Level of Evidence by Study Design and Study Type 

Level of 
Evidence 

Study  
Design 

Study  
Type n 

I Meta-analyses, Systematic reviews, Critically appraised 
topics 

Structured 
review 31 

II Randomized Controlled Trials Experimental 1 
III Cohort studies Observational 0 
IV Cross-sectional studies Observational 0 
IV Case control studies Observational 1 
V Case reports, Case studies Observational 0 

VI Editorials, Expert opinions, Clinical Experiences, 
Background information, Descriptive Studies Descriptive 19 

 
 

2. Randomized 
Controlled Trials 

(n = 1)

3. Cohort studies

4. Cross-sectional studies

5. Case control studies (n = 1)

6. Case reports, Case studies

7. Editorials, Expert opinions, Clinical Experiences, Background 
information, Descriptive Studies (n = 15)

1. Meta-analyses; Systematic reviews; 
Critically appraised topics (n = 35) 
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FIGURE 9. Stepped Model of Care for Tiered PSTD Treatments 

5. Highly intensive PTSD mental 
health services

4. Specialist PTSD mental health 
services

3. Formal PTSD mental health 
services and social services

2. Formal community services and 
supports including GPs

1. Informal community supports

0. Population health
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Results 
Characteristics of Studies 
With screening completed, 52 articles met the inclusionary factors of the present scan. Most 
articles (n = 35; 67%) were either meta-analyses, systematic reviews, or critically appraised 
evidence. One article had a randomized control trial (RCT) design and one other employed a 
case control design. All remaining studies were descriptive studies, editorials, or expert opinions 
(n = 15; 29%). 

Despite most of the studies employing a meta-analytic or systematic review design, not all 
research had a high grade of evidence. Using a pyramid of graded evidence (see Figure 8), 31 
(60%) were classified as Grade I or “very high”. Four systematic reviews did not apply the 
evaluated evidence to the guidelines but relied on opinions of respected authorities and expert 
panels in response to the research. In total, n = 19 (37%) studies were descriptive low-grade 
evidence consisting of expert opinions or committee recommendations. The RCT study 
provided high-grade experimental evidence and the case control study showed observational 
low-grade evidence. 

The stepped model (A. Phelps et al., 2022) of mental health care varied among studies. More 
than half (n = 33; 63%) of the guidelines provided a range of supports based on the severity of 
symptomology including formal community to formal PTSD services (n = 13), specialist to highly 
intensive PTSD services (n = 6), and formal to highly intensive PTSD supports (n = 14).   

FIGURE 10. Stepped Model of Care for Reviewed PTSD Treatment Guidelines

  

The PTSD guidelines are divided into three sections: existing PTSD guidelines, systematic 
reviews of PTSD guidelines, and integrated models of care that feature PTSD guidelines. 

Highly-intensive PTSD services: 2

Specialist PTSD services: 4

Formal PTSD services: 8

Formal community supports: 5

Informal community supports: 0

Population health: 1

14 
6 

13 
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Posttraumatic Stress Disorder Treatments Guidelines 
When referring to PTSD guidelines, five commonly cited are: 

• American Psychological Association (APA; American Psychological Association, 2017),  

• The International Society for Traumatic Stress Studies (ISTSS; Bisson et al., 2019),  

• Phoenix Australia under the National Health and Medical Research Council (Phoenix; A. J. Phelps et al., 2022),  

• The National Institute for Health and Clinical Excellence (NICE; National Institute for Health and Care Excellence, 2018),  

• and the U.S. Department of Veterans Affairs/Department of Defense (VA/DoD, originally released in 2023; (Schnurr et al., 2024).  

We included two additional guidelines authored by the Canadian Psychological Association (CPA; Katzman et al., 2014) and the World 
Health Organization (WHO; World Health Organization, 2023). Year of publication ranged from 2014 to 2023. Since initial publication, two 
organizations updated their guidelines based on new evidence, Phoenix in 2021 (Phoenix Australia Centre for Posttraumatic Mental Health, 
2021) and NICE in 2024 (National Institute for Health and Care Excellence, 2018). Given the amount and breadth of recommended 
treatments, brief intervention descriptions are found in Appendix B. 

Of the seven most cited PTSD guidelines (n = 6; 86%) strongly recommended that the primary treatment be Cognitive Behavioural Therapy 
(CBT). More specifically, five recommended Trauma-Focused CBT (TF-CBT) that includes specific stepped exposure to the traumatic 
experience. Only the WHO conditionally recommended TF-CBT remarking the certainty of evidence was “low”, specifically in terms of 
generalizability to populations in low- and middle-income countries. Other strongly recommended interventions included Prolonged Exposure 
(PE; n = 6; 86%), Cognitive Processing Therapy (CPT; n = 5; 71%), and Cognitive Therapy (CT; n = 4; 57%). 

Guideline recommendations varied for two common interventions, Eye Movement Desensitization and Reprocessing (EMDR) and Narrative 
Exposure Therapy (NET). The CPA, ISTSS, Phoenix, and VA/DoD strongly recommended EMDR as a treatment for PTSD. NICE both 
strongly and conditionally recommended EMDR depending on the time since the traumatic event and type of trauma (i.e., strongly 
recommended more than three months after combat trauma and conditionally recommended 1-3 months after non-combat trauma). Only 
NICE strongly recommended the implementation of NET. A summary of strength and treatments are listed in Table 3. Appendix C visually 
summarizes the suggested treatments by strength of recommendation 
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TABLE 3. Summary of Treatments and Strength of Recommendations from Existing PTSD Guidelines 

 APA, 2017 CPA, 2014 ISTSS, 2019 Phoenix, 2020 WHO, 2023 NICE, 2018 VA/DoD, 2023 

Strong 
recommendations 
 

Cognitive 
Behavioural 
Therapy (CBT) 

CBT (individual 
and group) 

Trauma-Focused 
CBT (individual) Trauma-Focused CBT 

Not applicable 
 

Trauma-Focused CBT 
including: 
• Cognitive 

Processing 
Therapy 

• Cognitive Therapy 
• Prolonged 

Exposure 
• Narrative Exposure 

Therapy 

Trauma-Focused 
therapies including: 
• Cognitive 

Processing 
Therapy 

• Prolonged 
Exposure 

• Eye Movement 
Desensitization and 
Reprocessing 

Cognitive 
Processing 
Therapy Trauma-Focused 

CBT (individual 
and group) 

Cognitive 
Processing Therapy 

Cognitive Processing 
Therapy 

Cognitive Therapy 

Cognitive Therapy Cognitive Therapy 

Prolonged 
Exposure 

Prolonged 
Exposure Prolonged Exposure 

Prolonged 
Exposure 

Eye Movement 
Desensitization 
and Reprocessing Eye Movement 

Desensitization and 
Reprocessing 

Eye Movement 
Desensitization and 
Reprocessing 

Eye Movement 
Desensitization and 
Reprocessing (> 3 
months after combat 
related therapy) 

Stress 
management 
therapy 

Stepped Care 

Conditional 
recommendations 

Eye Movement 
Desensitization 
and Reprocessing 

Virtual CBT 

CBT Virtual Trauma-Focused 
CBT 

Trauma-Focused 
CBT (individual 
and group) 

Eye Movement 
Desensitization and 
Reprocessing (1-3 
months after non-
combat related 
therapy) 

Specific 
psychotherapies for 
PTSD (e.g., 
interpersonal 
psychotherapy) 

Narrative 
Exposure 
Therapy 

Narrative Exposure 
Therapy 

Trauma-Focused CBT 
(group) 

Virtual Trauma-
Focused CBT 

Narrative Exposure 
Therapy 

Narrative Exposure 
Therapy 

Eye Movement 
Desensitization 
and Reprocessing 

Brief Eclectic 
Psychotherapy 

Brief Eclectic 
Psychotherapy 

Virtual Reality 
Therapy 

Present Centered 
Therapy 

When trauma-focused 
treatments are not 
effective at reducing 
symptoms, non-trauma-
focused interventions are 
considered  

Psychoeducation 
Stress 
management 
therapy 

Stress Inoculation 
Training 
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• Present Centered 
Therapy 

• Stress Inoculation 
Training 

Weak or emerging 
recommendations Not applicable Not applicable 

Trauma-Focused 
CBT (couples and 
group 

Trauma-Focused CBT 
(couples, single session, 
and group) 

Not applicable Not applicable 

Ehler’s CBT for PTSD 

CBT (single 
session) CBT Present Centered 

Therapy 

Reconsolidation of 
Traumatic 
Memories 

Reconsolidation of 
Traumatic Memories Written Exposure 

Therapy Written Exposure 
Therapy 

Written Exposure 
Therapy 

Virtual Reality 
Therapy 

Virtual Reality Therapy Mindfulness Based 
Stress Reduction Meta-Cognitive Therapy 

Recommendations 
against 

Safety Seeking 
Psychological 
debriefing as 
early intervention 

Rapid Eye 
Movement 
Desensitization 

Psychological debriefing Not applicable Psychological 
debriefing  Not applicable 

Relaxation 
Techniques 

Brief Eclectic 
Psychotherapy 
Psychoeducation 
Relaxation training 

Notes: APA = American Psychological Association; CPA = Canadian Psychological Association; ISTSS = International Society for Traumatic Stress Studies; Phoenix = Phoenix Australia under the National Health and 
Medical Research Council; WHO = World Health Organization (Mental Health Gap Action Programme); NICE = National Institute for Health and Care Excellence; VA/DoD = US Veterans Affairs and Department of 
Defense  

 

Five of the seven organizations provided recommendations against certain treatments, most commonly, psychological debriefing. 
Specifically, NICE’s (2018) guidelines stated: 

“Evidence on psychologically-focused debriefing, either individually or in groups, 
showed no benefit for children or adults, and some suggestion of worse outcomes 
than having no treatment. The committee agreed that psychologically-focused 
debriefing should not be offered. Providing an ineffective intervention can be regarded 
as harmful because it means that people are being denied access to another 
intervention with greater evidence of benefits”.  
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Other interventions that the guidelines do not recommend as PTSD treatments included relaxation (i.e., Bisson et al., 2019; Katzman et al., 
2014), Safety Seeking (Katzman et al., 2014), and psychoeducation alone (Bisson et al., 2019).  A brief summary of recommendations 
against particular treatments can be found in Table 3.  

In addition to a summary of the strengths of guideline recommendations, we reviewed the intended users, evidence quality, and featured 
elements such as equity, diversity, and inclusion (EDI) factors and costing information. The general adult population was the most common 
treatment user as cited in six of the seven reviewed guidelines. The VA/DoD’s guidelines aimed to treat military personnel and Veterans with 
NICE and Phoenix also providing subsections dedicated to PTSD treatments for military members. The CPA and Phoenix further offered 
specialized population recommendations including but not limited to women during pregnancy and postpartum periods, older adults, 
Indigenous populations, victims of crime, and refugees.  

All published guidelines showed very high grades of evidence, created through systematic reviews and appraised by expert committees. 
Each organization conveyed evidence that supported, did not support, and neither supported nor opposed the recommended treatments. 
The guidelines were less cohesive in terms of EDI elements. The CPA, WHO, and Phoenix considered EDI factors in creating their 
guidelines including sensitivity to age, sex and gender, cultural, and socioeconomic aspects. No specific treatment costs were provided 
beyond the burden of PTSD to healthcare systems and resource management. See Table 4 for the summary of guideline elements, 
evidence, and users. Figure 11 provides further insight into additional considerations for PTSD guidelines (American Psychological 
Association, 2018, 2019; Nakamura et al., 2022). 
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TABLE 4. Summary of Users, Evidence, and Elements from Existing PTSD Guidelines 

 
APA, 2017 CPA, 2014 ISTSS, 2019 Phoenix, 2020 WHO, 2023 NICE, 2018 VA/DoD, 2023 

Main 
Intended 
Treatment 
Users 

General population 
adults 

General population 
adults 

General population 
adults 

General population 
adults 

General population 
adults 

General population 
adults 

Military personnel 
and Veterans 

Other 
Treatment 
Users 

 

• Women during 
pregnancy and 
postpartum periods 

• Older adults 

 

• Indigenous 
populations 

• PSPs 
• Military personnel 

and Veterans 
• Older adults 
• Victims of crime, 

intimate partner 
violence 

• Causes (disasters, 
traumatic injuries, 
assault, terrorism) 

• Refugees 

 Military personnel and 
Veterans  

Research 
Methods 

Systematic review 
and expert 
recommendation 

Systematic review 
and expert 
recommendation 

Systematic review 
and expert 
recommendation 

Systematic review 
and expert 
recommendation 

Systematic review 
and expert 
recommendation 

Systematic review, 
expert recommendation 
and opinions of people 
with lived and living 
experiences 

Systematic review 
and expert 
recommendation 

Evidence 
Grade Very high Very high Very high Very high Very high Very high Very high 

Evidence 
Provided 

Mixed (positive, 
negative, and non-
significant) 

Mixed (positive, 
negative, and non-
significant) 

Mixed (positive, 
negative, and non-
significant) 

Mixed (positive, 
negative, and non-
significant) 

Mixed (positive, 
negative, and non-
significant) 

Mixed (positive, 
negative, and non-
significant) 

Mixed (positive, 
negative, and non-
significant) 

Stepped 
Model of 
Treatment 

Range of formal, 
specialist, and highly 
intensive PTSD 
mental health 
services 

Range of formal, 
specialist, and highly 
intensive PTSD 
mental health 
services 

Range of formal, 
specialist, and highly 
intensive PTSD 
mental health 
services 

Range of formal, 
specialist, and highly 
intensive PTSD 
mental health services 

Range of specialist 
and highly intensive 
PTSD mental health 
services 

Range of formal, 
specialist, and highly 
intensive PTSD mental 
health services 

Range of formal, 
specialist, and highly 
intensive PTSD 
mental health 
services 

EDI 
Elements No Yes – age, sex, and 

gender elements No  
Yes – age, sex, 
gender, cultural, and 
ethnic elements 

Yes – economic and 
educational (literacy) 
considerations 

No No 

Costing 
Provided No  No No 

Yes – cost of health 
system burdens 
compared with return 
on treatment 
investments 

Yes – cost and 
resource 
effectiveness based 
on socioeconomic 
status 

No No 

Note: PSP = Public Safety Personnel; APA = American Psychological Association; CPA = Canadian Psychological Association; ISTSS = International Society for Traumatic Stress Studies; Phoenix = Phoenix Australia 
under the National Health and Medical Research Council; WHO = World Health Organization (Mental Health Gap Action Programme); NICE = National Institute for Health and Care Excellence; VA/DoD = US Veterans 
Affairs and Department of Defense 
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FIGURE 11. Research Feature III: Population Characteristic-Specific PTSD Treatment Guidelines from the APA 

 

Based on suggestions by Graham et al. (2011) of what constitutes trustworthy CBPGs, we scored the guidelines based on each factor to a 
maximum score of six (see Table 5). Higher scores indicated greater trust in the quality of the guidelines. Two organizations received very 
high scores of 6/6, Phoenix and NICE. Their scores were higher due to their revisions as new information and evidence became available. 
Three of the seven organizations (APA, CPA, and ISTSS) did not include patient treatment preferences as integral aspects of PTSD 
treatments. These guidelines all mentioned patient preferences for treatment as important but did not specifically include this element as part 
of the CBPGs. In a contrasting example, Phoenix (2020) provided “Preference and values” sections within each guideline (see Figure 12) 
that provides traditionally preferred treatments and recommended alternatives.  

 

Photo credited to Safe Haven Counselling

The APA creates guidelines for a 
variety of psychological 
practices; in some cases, PTSD 
treatment guidelines are specific 
to population characteristics.
The APA recommends that 
PTSD treatments for sexual 
minority persons integrate 
trauma-informed goals with 
discrimination-based themes. 
(Nakamura, 2021)
For people experiencing 
economic marginalization, the 
high prevalence of trauma and 
stress requires trauma-informed 
treatments. (APA, 2019)

For males, assessment of 
trauma relating to ideas of 
cisgender masculinity is 
important; gender-sensitive 
PTSD treatments that require 
behavioural accountability have 
been successful (APA, 2018)
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TABLE 5. Trustworthiness Scores based on Graham et al.’s (2011) Recommendations of Current PTSD Treatment Guidelines 

 APA,  
2017 

CPA,  
2014 

ISTSS,  
2019 

Phoenix, 
2020 

WHO, 
2023 

NICE, 
2018 

VA/DoD, 
2023 

Based on systematic reviews of existing 
evidence 1 1 1 1 1 1 1 

Vetted by multidisciplinary panel of experts, 
representative of various aspects 1 1 1 1 1 1 1 

Delivered with patient subgroups and patient 
preferences 0 0 0 1 1 1 1 

Embedded in transparent process of 
development 1 1 1 1 1 1 1 

Contains logical links between alternate care 
and outcomes with evidence 1 1 1 1 1 1 1 

Revised as new information and evidence is 
available 0 0 0 1 0 1 0 

Total 4 4 4 6 5 6 5 
Note: APA = American Psychological Association; CPA = Canadian Psychological Association; ISTSS = International Society for Traumatic Stress Studies; Phoenix = Phoenix Australia under the National Health and 
Medical Research Council; WHO = World Health Organization (Mental Health Gap Action Programme); NICE = National Institute for Health and Care Excellence; VA/DoD = US Veterans Affairs and Department of 
Defense 

  
FIGURE 12. Example of Phoenix (2022) Preference and Values Section of PTSD Treatment Guidelines for EMDR 
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Systematic Reviews of PTSD Treatment Guidelines 
Several academic research teams and professional associations systematically reviewed existing PTSD treatment guidelines (Billings et al., 
2023; De Jongh et al., 2016; Greer et al., 2019; Guimarães et al., 2022; Hamblen et al., 2019; Kowalski et al., 2023; Martin et al., 2021; 
Varker et al., 2021; von der Warth et al., 2020). Many reviews included some or all of the seven guidelines described above. Publication 
dates of the systematic reviews ranged between 2016 and 2024.  

Of the nine systematic reviews, six (67%) supported the strong recommendation of CBT as the primary treatment with five (56%) further 
specifying TF. One systematic review (e.g., Varker et al., 2021) recommended against TF-CBT, specifically for military personnel and 
Veterans who experienced military-related trauma. Varker et al. stated that trauma-focused treatments had significantly higher rates of the 
dropout for military populations compared with engagement with non-trauma-focused therapies (e.g., 34% vs. 19%) and civilian populations 
engaged in trauma-focused treatments (33% vs. 20%). 

Further reviews supported the strong recommendation of three interventions including PE (n = 5; 56%), EMDR (n = 4; 44%), and CPT (n = 3; 
33%).  

One review supported the strong recommendation of Written Exposure Therapy (De Jongh et al., 2016) as a trauma-focused therapy to help 
improve emotional dysregulation associated with complex PTSD. The same systematic review recommended against phased-based 
treatments for individuals presenting with complex PTSD. Specifically, stabilization of emotional regulation before participating in an 
intervention delays treatments that could actually aid with regulatory behaviours. Table 6 presents the summary of the systematic reviews of 
PTSD guidelines. 
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TABLE 6. Summary of Treatments and Strength of Recommendations from Systematic Reviews of Existing PTSD Guidelines 

 Billings et al., 
2023 

de Jongh et al., 
2016 

Greer et al., 
2019 

Guimarães et 
al., 2022 

Hamblen et al., 
2019 

Kowalski et al., 
2024 

Martin et al., 
2021 

Varker et 
al., 2021 

von der 
Warth et 
al., 2020  

Strong 
recommendations 
 

Not applicable 

Trauma-Focused 
therapies 
including 
• Prolonged 

Exposure 
• Eye Movement 

Desensitization 
and 
Reprocessing 

• Written 
Exposure 
Therapy 

Not applicable 

Trauma-Focused 
CBT elements 
including 
• Cognitive 

Processing 
Therapy 

• Cognitive 
Therapy 

• Prolonged 
Exposure 

• Eye Movement 
Desensitization 
and 
Reprocessing 

Trauma-Focused 
therapies 
including 
• CBT 
• Cognitive 

Processing 
Therapy 

• Cognitive 
Therapy 

• Prolonged 
Exposure 

• Eye Movement 
Desensitization 
and 
Reprocessing 

 

CBT with  
• Prolonged 

Exposure 
Therapy and 

• Eye Movement 
Desensitization 
and 
Reprocessing 

CBT 

Not 
applicable 

Trauma-
Focused 
CBT with 
integrative 
care 

Trauma-
Focused CBT 
Trauma-
Focused 
Cognitive 
Processing 
Therapy 
Trauma-
Focused 
Prolonged 
Exposure 
Trauma-
Focused Eye 
Movement 
Desensitization 
and 
Reprocessing 

Conditional 
recommendations 

CBT-based 
interventions 

Not applicable Not applicable 
Narrative 
Exposure 
Therapy 

Narrative 
Exposure 
Therapy 

Not applicable 

Cognitive 
Therapy 

Not 
applicable 

Not 
applicable 

Brief Eclectic 
Psychotherapy 

Eye Movement 
Desensitization 
and 
Reprocessing 

Virtual trauma-
focused therapies 

Image 
Rehearsal 
Therapy 

Weak or emerging 
recommendations 

Critical Incident 
Stress Debriefing 

Not applicable 

Cognitive 
Processing 
Therapy 

Not applicable Not applicable Not applicable Not applicable Not 
applicable 

Not 
applicable 

Critical Incident 
Stress 
Management 

Prolonged 
Exposure 
Therapy 

Trauma Risk 
Management 

Acceptance 
and 
Commitment 
Therapy 
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Psychological 
First Aid 

Present 
Centered 
Therapy 

Group 
counselling 

Prolonged 
Exposure with 
Present 
Centered 
Therapy 

Recommendations 
against 

Generic 
debriefing 

Stabilization prior 
to treatment Not applicable Not applicable Not applicable Not applicable Not applicable 

Trauma-
Focused 
psycho-
therapies 
for military 
trauma 

Not 
applicable 

 

As with the existing PTSD treatment guidelines, we reviewed the featured users, evidence, and elements. Six of the nine (67%) systematic 
reviews provided guidelines for a general adult population, two reported treatments for military personnel and Veterans, and one reviewed 
care for adults with complex PTSD. Other treatment users specified in the systematic reviews included military members (e.g., Martin et al., 
2021; Varker et al., 2021), bank tellers, convenience store workers, and social workers (Billings et al., 2023), and individuals with traumatic 
brain injuries (TBIs; Greer et al., 2019). 

All published reviews showed very high grades of evidence due to their methodological design (i.e., systematic reviews) and as such, are 
not included in the table. Each review reported evidence that supported, did not support, and neither supported nor opposed the 
recommended treatments. No studies reported EDI or cost information, beyond burdens to healthcare systems. See Table 7 for the 
summary of the systematic review of guideline evidence. 
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TABLE 7. Summary of Users, Evidence, and Elements from Systematic Reviews of PTSD Treatment Guidelines  

 Billings et al., 
2023 

de Jongh et 
al., 2016 

Greer et al., 
2019 

Guimarães et al., 
2022 

Hamblen et al., 
2019 

Kowalski et al., 
2024 

Martin et al., 
2021 

Varker et al., 
2021 

von der 
Warth et 
al., 2020  

Main Intended 
Treatment Users 

Military 
personnel and 
Veterans 

Adults 
diagnosed 
with complex 
PTSD 

Military 
personnel 
and Veterans 

General 
population adults 

General population 
adults 

General 
population 
adults 

General 
population 
adults 

General 
population 
adults 

General 
population 
adults 

Other Treatment 
Users 

Bank tellers, 
convenience 
store workers, 
and social 
workers 

Not 
applicable 

Traumatic 
brain injuries 
(TBIs) 
including 
mild-TBI 

Not applicable Not applicable Not applicable 

Military 
personnel 
and 
Veterans 

Military 
personnel and 
Veterans 

Not 
applicable 

Evidence Provided 
Mixed (positive, 
negative, and 
non-significant) 

Mixed 
(positive, 
negative, and 
non-
significant) 

Mixed 
(positive, 
negative, and 
non-
significant) 

Mixed (positive, 
negative, and non-
significant) 

Mixed (positive, 
negative, and non-
significant) 

Mixed (positive, 
negative, and 
non-significant) 

Mixed 
(positive, 
negative, 
and non-
significant) 

Mixed 
(positive, 
negative, and 
non-
significant) 

Mixed 
(positive, 
negative, 
and non-
significant) 

Stepped Model of 
Treatment 

Specialist and 
highly intensive 
PTSD mental 
health services 

Specialist and 
highly 
intensive 
PTSD mental 
health 
services 

Range of 
formal, 
specialist, 
and highly 
intensive 
PTSD mental 
health 
services 

Range of formal, 
specialist, and 
highly intensive 
PTSD mental 
health services 

Range of formal, 
specialist, and 
highly intensive 
PTSD mental 
health services 

Specialist and 
highly intensive 
PTSD mental 
health services 

Formal and 
specialist 
PTSD 
mental 
health 
services 

Range of 
formal, 
specialist, and 
highly 
intensive 
PTSD mental 
health 
services 

Highly 
intensive 
PTSD 
mental 
health 
services 

EDI Elements No No No No No No No No No 

Costing Provided No No No No No No No No 

Yes – cost 
of health 
system 
burdens 
compared 
with return 
on 
treatment 
invest-
ments 
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Integrated Models of Care Including PTSD Treatment Guidelines 
While investigating PTSD treatment recommendations, we found guidelines that did not focus specifically on treating PTSD but contained 
PTSD treatments embedded within other integrated models of care. We divided this section into two parts: integrated care guidelines 
authored by professional organizations and integrated care guidelines published through academic institutions. 

Organizational Integrated Care Models 
Thirteen professional associations included PTSD treatments are part of their integrated care guidelines. This is not an extensive or 
exhaustive list of trauma-focused CBPGs. For the purposes of this scan, they include: 

• American College of Obstetricians and Gynecologists (ACOG; Committee on Health Care for Underserved Women, 2021),  

• American College of Surgeons (ACS; American College of Surgeons Committee on Trauma, 2023),  

• American Heart Association (AHA; Kovacs et al., 2022),  

• American Society of Clinical Oncology (ACOS; Smith et al., 2018), 

• American Spinal Injury Association (ASIA; Bombardier et al., 2021),  

• College of Family Physicians of Canada (CPFC; College of Family Physicians of Canada, 2022),  

• European Respiratory Society (ERS; Antoniou et al., 2022),  

• Ministry of Health Singapore (MOH; Lim et al., 2015),  

• Polish Psychiatric Association (PPA; Rymaszewska et al., 2019),  

• Royal Australian College of General Practitioners (RACGP; Mazza et al., 2019),  

• Royal College of Psychiatrists (RCP; Shepherd & Bisson, 2012),  

• Registered Nurses Association of Ontario (RNAO; Registered Nurses’ Association of Ontario, 2021),  

• and WHO (World Health Organization, 2016). 

Publication dates for the guidelines ranged from 2012 to 2023. 
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Organizational guidelines for PTSD treatments varied in comparison with PTSD-specific guidelines and their subsequent systematic reviews. 
Specific and unique guidance explicit to the condition or population associated with the trauma resulted in much of the variance. For 
example, guidelines outlined the use of trauma-informed healthcare models (e.g., College of Family Physicians of Canada, 2022), 
relationship skill development (e.g., Bombardier et al., 2021), and physical rehabilitation (e.g., Antoniou et al., 2022). Only five of 13 (38%) 
reviewed healthcare models strongly recommended traditional PTSD-specific treatments such as CBT (e.g., Lim et al., 2015), TF-CBT (e.g., 
Kovacs et al., 2022; Shepherd & Bisson, 2012), and stepped care (e.g., American College of Surgeons Committee on Trauma, 2023). More 
often, associational guidelines listed the strength of evidence for more commonplace PTSD treatments as presenting conditional or weak 
support to treat condition- or population-specific trauma. Table 8 presents the summary of the organizational models of care for PTSD 
treatments. 

TABLE 8. Summary of PTSD Treatments and Strength of Recommendations from Organizational Integrated Care Model Systems 

 ACOG, 2021 ACS, 2023 AHA, 2022 ASIA, 2021 ACOS, 2018 CPFC, 2022 ERS, 2022 
Integrated Care 
Model 

Gynecology patients 
with trauma 

Acute trauma patients 
in surgery 

Congenital heart 
disease Spinal cord injury Cancer diagnoses 

and treatment Healthcare for Veterans Long COVID-
19 

Strong 
recommendations 
 

Trauma-informed care 
model across all levels 
of practice 

Stepped or 
collaborative care 

Trauma-Focused 
CBT with heart 
disease focus 

Not applicable Not applicable 

Bear witness to trauma 
– do not dismiss 
experiences 

Not 
applicable State belief in patient’s 

strength and resilience 

Trainee education 
cannot be prioritized 
over the risk of re-
traumatization 

Eye Movement 
Desensitization 
and 
Reprocessing 
with heart 
disease focus 

Use practices that are 
sensitive to cultural, 
ethnic, personal, and 
social identities 

Conditional 
recommendations Not applicable 

Multi-Tier Approach to 
Psychological 
Intervention after 
Traumatic Injury 

Trauma-focused 
CBT with heart 
disease focus 
(group) 

Not applicable 

Use Cancer Distress 
Coach app for 
resources, 
psychoeducation, and 
CBT activities 

Not applicable Not 
applicable 

Consultation – Liaison 
models Peer supports 
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Weak or emerging 
recommendations Not applicable 

Trauma Resilience and 
Recovery Program (i.e., 
stepped care program) 

Not applicable 

Provide PTSD-
specific 
relationship skills 
for all in circle of 
care 

Not applicable 

Psychotherapy that 
includes discussion of 
moral injury, guilt, 
shame 

Psychological 
supports and 
physical 
rehabilitation 
to mitigate 
long-term 
psychological 
effects 

Consider  
• PTSD treatment 

efficacy 
• Clinical mental 

health 
presentation 

• Length of stay in 
hospital 

• Patient 
preference for 
therapy 

Offer evidence-
based and trauma-
focused therapies 
including 
• CBT 
• Trauma-

Focused CBT 
• Cognitive 

Processing 
Therapy 

• Cognitive 
Therapy 

• Prolonged 
Exposure 

• Eye Movement 
Desensitization 
and 
Reprocessing 

• Narrative 
Exposure 
Therapy 

• Brief Eclectic 
Psychotherapy 

Recommendations 
against Not applicable Not applicable Not applicable Psychological 

debriefing Not applicable Not applicable Not 
applicable 
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 MOH, 2015 PPA, 2019 RACGP, 2019 RCP, 2012 RNAO, 2021 WHO, 2016 

Integrated Care Model Anxiety disorder Pregnancy loss and infertility Work-related mental health 
conditions 

Witness of 
violence and 
homicide 

Healthcare for 
2SLGBTQIA+ 

Female genital 
mutilation 

Strong 
recommendations 
 

CBT Not applicable 

Psychoeducation on PTSD 

Trauma-Focused 
CBT 

Create safe and 
comfortable during cervical 
screening for trans and 
non-binary people 

Not applicable 

Work management plans for 
treatment and return to work 

Use practices that are 
sensitive to cultural, ethnic, 
personal, and social 
identities 

Use workplace treatment 
providers where available 

Conditional 
recommendations 

Eye Movement 
Desensitization and 
Reprocessing 

Communication of barriers 
(guilt, shame) and benefits 
(expression of loss, sorrow) to 
therapy 

Ensure high level of 
therapeutic alliance 

Not applicable Not applicable 

CBT 

Psychoeducation Consider patient and career 
factors before treatment 

Validation, normalization of 
experience Monitor on-going work-

related stressors Virtual CBT Monitoring for avoidance 
behaviours and negative 
internalized dialogue, imagery 

Weak or emerging 
recommendations Not applicable Not applicable 

Trauma-Focused 
psychotherapy delivered with 
substance use disorder 
treatments 

Not applicable Not applicable Stress 
management 
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Psychoeducation 

Recommendations 
against Not applicable Not applicable Not applicable 

PTSD screening 
and triage in 
emergency room 

Inclusive signage to avoid 
re-traumatization Not applicable 

 

Integrated Care Models with PTSD Treatments Authored through Academic Institutions 
Similar to the CBPGs presented by professional associations, guidelines authored by academic research teams consisted of both 
established PTSD treatments and novel condition- or population-specific suggestions. Of the eight published articles, four (50%) strongly 
recommended CBT with three specifying TF-CBT (38%). Other treatment recommendations included PE (n = 3; 38%) and EMDR (n = 2; 
25%), although not as universally endorsed as PTSD-specific guidelines. In contrast to the primary PTSD treatments, two articles (e.g., (Foa 
et al., 2005; Pervez et al., 2024) suggested Stress Inoculation Training (SIT) as a strong recommendation. SIT treatments are a multifaceted 
form of CBT that is individually tailored to safely allow the patient to experience the distress of trauma and gain awareness of the behaviours 
that exacerbate feelings of distress (D. Meichenbaum, 2017; D. H. Meichenbaum & Deffenbacher, 1988). A summary of the integrated care 
models created by individuals employed by academic institutions is found in Table 9. 
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TABLE 9. Summary of PTSD Treatments and Strength of Recommendations from Integrated Care Model Systems in Academic 
Institutions 

 Bisson  
et al., 2010 

Church  
et al., 2017  

Foa  
et al., 2005  

Gautam  
et al., 2017 

Hagerty  
et al., 2020 

Lewis & 
Bisson, 2022  

Pervez  
et al., 2024  

Subrahmanyam 
et al., 2018 

Xeanakis,  
2014 

Strong 
recommendations 
 

Trauma-Focused 
CBT with 
stepped care 

Not 
applicable 

CBT with 
Prolonged 
Exposure 

Not applicable 

Cognitive 
Processing 
Therapy 

Trauma-
Focused CBT 

CBT 

Not applicable Not applicable 

Prolonged 
Exposure 

Trauma-
focused 
therapies 

Psychoeducation Cognitive 
Therapy 

Patient 
factors 
(likelihood of 
completing 
therapy; 
patient 
preferences) 

Prolonged 
Exposure 

Provider 
factors 
(personal 
capacity; 
relationship 
with patient) 

Eye Movement 
Desensitization 
and 
Reprocessing 

Eye Movement 
Desensitization 
and 
Reprocessing 

Social supports 
Stress 
Inoculation 
Training 

Systemic 
factors 
(cultural 
supports; 
resources) 

Stress 
Inoculation 
Training 

Conditional 
recommendations 

Eye Movement 
Desensitization 
and 
Reprocessing 

PTSD 
treatments 
plus 5-10 
Emotional 
Freedom 
Technique 
sessions, 2 
instructional 
sessions, 
and 3-5 
group 
therapy 
sessions 

Not 
applicable 

Psychoeducation 

Not 
applicable Not applicable Not applicable 

Eye Movement 
Desensitization 
and 
Reprocessing 

Psychotherapy 

Therapeutic 
conversations 

Cranial 
Electrostimulation 
Therapy 

Stress 
management 

Grief-based 
therapies 

Lifestyle 
modifications 
(e.g., diet, 
exercise) 

Lifestyle monitoring 
(e.g., sleep, diet, 
social supports) 
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Weak or emerging 
recommendations Not applicable Not 

applicable 
Not 
applicable Not applicable Not 

applicable 

CBT 

Not applicable Not applicable Not applicable 

Cognitive 
Therapy 

Stress 
management 

Recommendations 
against 

Universal early 
interventions 

Not 
applicable 

Not 
applicable Not applicable Not 

applicable Not applicable Not applicable Not applicable Not applicable 
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Canadian Trauma-Related Toolkits 
A number of trauma-related toolkits are available online for Canadians. These toolkits and resources focus on addressing trauma from 
multiple perspectives, aiming to raise awareness, improve care, and promote healing for individuals impacted by trauma. These toolkits 
target specific groups, including veterans, healthcare providers, students, frontline workers, and individuals living with PTSD, offering 
practical tools like online modules, workshops, lesson plans, and videos. These resources emphasize trauma-informed care, highlighting 
strategies to reduce the impact of trauma, manage anxiety, improve mental well-being, and incorporate trauma-sensitive practices in 
healthcare, education, and legal fields. A summary of the integrated care models created by individuals employed by academic institutions is 
found in Table 10. 

TABLE 10. Summary of Canadian Trauma-Related Toolkits 

Sponsoring 
Government Agency 

Title Target audience Summary of website and link 

Alberta Health Services Trauma Training 
Initiative 

Healthcare providers Training to improve knowledge of trauma-informed care to healthcare providers.  
 
https://www.albertahealthservices.ca/info/page15526.aspx  

Atlas Institute for 
Veterans and Families 

Moral Injury Toolkit Veterans and family 
members, public safety 
personnel 

Raising awareness of moral injury among veterans, veteran families, and public 
safety personnel, while providing resources to better support these impacted 
communities. 
 
https://atlasveterans.ca/knowledge-hub/moral-
injury/?gad_source=1&gclid=Cj0KCQiA3sq6BhD2ARIsAJ8MRwVJhKpKuthXfRhLEopNTHv8O63ZQb2chEOYV9fkpXrk4kE5nwDqR6YaAuc7EALw_wcB  

Government of British 
Columbia 

Student Mental Health 
Toolkit 

Youth (students grades 4-
12), educators, school 
counsellors, 
parents/guardians 

Toolkit to help students break mental health stigma and improve their overall mental 
well-being, ultimately to help promote a more compassionate and accepting 
classroom setting. 
 
https://stigmafreementalhealth.com/programs/school-program/student-mental-health-
toolkit/?gad_source=1&gclid=Cj0KCQiA3sq6BhD2ARIsAJ8MRwXT5RDcvurER-Jmbm-
Q2N0c5RPv796_hoaDYlqn2SJug2rNjZ7D2s0aAuMTEALw_wcB  

Centre for Addictions 
and Mental Health 
(CAMH) 

Childhood Trauma 
Toolkit 

Pediatric and primary care 
physicians 

Toolkit supporting physicians to develop better personalized treatment plans for 
children, youth, and their families. 
 
https://www.camh.ca/en/science-and-research/institutes-and-centres/cundill-centre-for-child-
and-youth-depression/childhood-trauma-toolkit  

Canadian Institutes for 
Health Research 
(CIHR) 

Trauma and Violence 
Informed Care Tool 

Health and social service 
organizations and providers 

Focuses on trauma and violence informed care (TVIC) and what organizations and 
health providers can do to promote TVIC.  
 
https://equiphealthcare.ca/resources/trauma-and-violence-informed-care/trauma-and-violence-
informed-care/  

City of Toronto 
 

Vicarious Trauma & 
Self-Care Toolkit 

Frontline workers Provides information and practical tools to assist workers with the stressors and 
challenges of frontline work. 

https://www.albertahealthservices.ca/info/page15526.aspx
https://atlasveterans.ca/knowledge-hub/moral-injury/?gad_source=1&gclid=Cj0KCQiA3sq6BhD2ARIsAJ8MRwVJhKpKuthXfRhLEopNTHv8O63ZQb2chEOYV9fkpXrk4kE5nwDqR6YaAuc7EALw_wcB
https://atlasveterans.ca/knowledge-hub/moral-injury/?gad_source=1&gclid=Cj0KCQiA3sq6BhD2ARIsAJ8MRwVJhKpKuthXfRhLEopNTHv8O63ZQb2chEOYV9fkpXrk4kE5nwDqR6YaAuc7EALw_wcB
https://stigmafreementalhealth.com/programs/school-program/student-mental-health-toolkit/?gad_source=1&gclid=Cj0KCQiA3sq6BhD2ARIsAJ8MRwXT5RDcvurER-Jmbm-Q2N0c5RPv796_hoaDYlqn2SJug2rNjZ7D2s0aAuMTEALw_wcB
https://stigmafreementalhealth.com/programs/school-program/student-mental-health-toolkit/?gad_source=1&gclid=Cj0KCQiA3sq6BhD2ARIsAJ8MRwXT5RDcvurER-Jmbm-Q2N0c5RPv796_hoaDYlqn2SJug2rNjZ7D2s0aAuMTEALw_wcB
https://stigmafreementalhealth.com/programs/school-program/student-mental-health-toolkit/?gad_source=1&gclid=Cj0KCQiA3sq6BhD2ARIsAJ8MRwXT5RDcvurER-Jmbm-Q2N0c5RPv796_hoaDYlqn2SJug2rNjZ7D2s0aAuMTEALw_wcB
https://www.camh.ca/en/science-and-research/institutes-and-centres/cundill-centre-for-child-and-youth-depression/childhood-trauma-toolkit
https://www.camh.ca/en/science-and-research/institutes-and-centres/cundill-centre-for-child-and-youth-depression/childhood-trauma-toolkit
https://equiphealthcare.ca/resources/trauma-and-violence-informed-care/trauma-and-violence-informed-care/
https://equiphealthcare.ca/resources/trauma-and-violence-informed-care/trauma-and-violence-informed-care/
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Sponsoring 
Government Agency 

Title Target audience Summary of website and link 

 
https://www.toronto.ca/wp-content/uploads/2024/01/9381-Vicarous-Trauma-Toolkit-2023-
AODA.pdf  

Government of Canada HELP Toolkit: 
Identifying and 
responding to family 
violence for Family law 
legal advisors 

Family law legal advisors Guidance on representing victims of family violence.  
 
https://www.justice.gc.ca/eng/fl-df/help-aide/tab2-onglet2.html  

Health Canada, 
Government of 
Manitoba 

Trauma Informed: The 
Trauma Toolkit 

Service organizations and 
providers 

Resource to deliver services that are trauma-informed. 
 
https://trauma-informed.ca/wp-content/uploads/2023/04/trauma-informed_toolkit_v07-1.pdf  

Manitoba Trauma 
Information & 
Education Centre 

What is Trauma? General public Information on trauma informed and trauma recovery. Includes psychoeducation 
and resources on trauma, resilience and recovery.  
 
https://trauma-informed.ca/trauma-informed-care/  

Trauma-Informed Care 
Collective 

Quick TIC Toolkit Therapists and community 
workers 

Provides a definition of trauma and outlines how trauma affects thoughts, actions 
and behaviours.  
 
https://ticcollective.ca/wp-content/uploads/2020/08/TIC-Collective-Toolkit-Aug-2020.pdf  

Métis Nation British 
Columbia 

Métis Trauma Informed 
Toolkit 

Métis Chartered 
Community members 

Introduction to trauma, trauma-informed approaches, and Métis cultural 
competence.  
 
https://www.mnbc.ca/sites/default/files/2022-
07/trauma_informed_toolkit_women_of_the_metis_nation.pdf  

Anxiety Canada Self-Help Strategies for 
PTSD 

People living with anxiety Provides self-help strategies for PTSD, including learning about anxiety & PTSD and 
skills for managing anxiety.   
 
https://www.anxietycanada.com/downloadables/self-help-strategies-for-ptsd/  

PTSD Association of 
Canada 

Coping Strategies People who have 
experienced post-traumatic 
stress and their family 

Self-care tips for coping with post-traumatic stress. 
 
https://www.ptsdassociation.com/coping-strategies-1  

Nova Scotia Health 
Authority 

Trauma-informed 
approaches 

Health and social service 
providers 

Discussion guide designed to help individuals and agencies work toward developing 
trauma-informed approaches to services delivery.  
 
https://novascotia.ca/dhw/addictions/documents/TIP_Discussion_Guide_1.pdf  

Province of Ontario, 
CMHA, Colleges 
Ontario 

Trauma-Informed 
Practice & Care 

People working and/or 
studying within the post-
secondary space 

Provides context, knowledge, and skills to begin reflecting on and implementing 
trauma-informed practice & care.  
 
https://campusmentalhealth.ca/toolkits/trauma-informed-practice-care/  

Public Health Agency 
of Canada 

Healthcare Salute Healthcare providers. Provides factsheets and resources on PTSD psychoeducation and supporting 
mental health.  
 
https://healthcaresalute-soinsdesantesalute.com/  

https://www.toronto.ca/wp-content/uploads/2024/01/9381-Vicarous-Trauma-Toolkit-2023-AODA.pdf
https://www.toronto.ca/wp-content/uploads/2024/01/9381-Vicarous-Trauma-Toolkit-2023-AODA.pdf
https://www.justice.gc.ca/eng/fl-df/help-aide/tab2-onglet2.html
https://trauma-informed.ca/wp-content/uploads/2023/04/trauma-informed_toolkit_v07-1.pdf
https://trauma-informed.ca/trauma-informed-care/
https://ticcollective.ca/wp-content/uploads/2020/08/TIC-Collective-Toolkit-Aug-2020.pdf
https://www.mnbc.ca/sites/default/files/2022-07/trauma_informed_toolkit_women_of_the_metis_nation.pdf
https://www.mnbc.ca/sites/default/files/2022-07/trauma_informed_toolkit_women_of_the_metis_nation.pdf
https://www.anxietycanada.com/downloadables/self-help-strategies-for-ptsd/
https://www.ptsdassociation.com/coping-strategies-1
https://novascotia.ca/dhw/addictions/documents/TIP_Discussion_Guide_1.pdf
https://campusmentalhealth.ca/toolkits/trauma-informed-practice-care/
https://healthcaresalute-soinsdesantesalute.com/
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Sponsoring 
Government Agency 

Title Target audience Summary of website and link 

Public Health Agency 
of Canada 

Neurodivergence and 
Post-traumatic Stress 
Disorder from Sexual 
Assault: A Toolkit for 
Moving Forward 

Neurodiverse persons Provides information on PTSD and moving forward from PTSD.  
 
https://aidecanada.ca/resources/learn/mental-health/neurodivergence-and-post-traumatic-
stress-disorder-from-sexual-assault-a-toolkit-for-moving-forward--part-1  

Public Health Agency 
of Canada 

The Vega Project Healthcare and social 
service providers 

Guidance and education resource to assist in recognizing and responding safely to 
family violence.  
 
https://vegaproject.mcmaster.ca/project-overview/  

Public Health Agency 
of Canada 

Before Operational 
Stress Project 

Canadian public safety 
personnel and healthcare 
providers 

Offers evidence-informed training to those are regularly exposed to psychologically 
traumatic events and posttraumatic stress injuries.   
 
https://www.cipher-iceisp.ca/projects/bos/  

Veterans Affairs 
Canada 

PTSD Coach Canada  Tool that allows Veterans to learn about and manage PTSD symptoms.  
 
https://www.veterans.gc.ca/en/about-vac/resources/stay-connected/mobile-applications/ptsd-
coach-canada  

 

https://aidecanada.ca/resources/learn/mental-health/neurodivergence-and-post-traumatic-stress-disorder-from-sexual-assault-a-toolkit-for-moving-forward--part-1
https://aidecanada.ca/resources/learn/mental-health/neurodivergence-and-post-traumatic-stress-disorder-from-sexual-assault-a-toolkit-for-moving-forward--part-1
https://vegaproject.mcmaster.ca/project-overview/
https://www.cipher-iceisp.ca/projects/bos/
https://www.veterans.gc.ca/en/about-vac/resources/stay-connected/mobile-applications/ptsd-coach-canada
https://www.veterans.gc.ca/en/about-vac/resources/stay-connected/mobile-applications/ptsd-coach-canada
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Gaps in Clinical Best Practice Guidelines for PTSD 
Treatment 
Following the publication of the APA (2017) guidelines, several articles critiqued aspects of the 
guidelines including methodology, statistical analyses, and scope. A review of the comments is 
located in Appendix D. Similar gaps and limitations were associated with other PTSD 
guidelines, suggesting organizations revisit the traditional methods of creating CBPGs (e.g., 
systematic reviews and expert panels). The sections below describe some of the gaps and 
limitations identified by existing research. 

Exclusion of Equity, Diversity, and Inclusion Factors 
Considering the intersectional factors that connect aspects of an individual’s identity, many of 
the current guidelines offer an oversimplification of a “one-size fits all” approach to treating 
PTSD.  The potential causes of trauma alone are unique such as historical trauma, racism, 
sexism, heterosexism, hate crimes, and societal trauma (Bryant-Davis, 2019). Courtois and 
Brown (2019) further noted that the way in which CBPGs are presently written, they lack the 
“cultural competence and humility” to efficaciously treat symptoms of PTSD among some 
affected individuals. For example, a recent systematic review of trauma interventions in 
Indigenous communities found that in many cases, traditional healing practices were adapted to 
include evidence-based therapeutic elements such as CBT (Gameon & Skewes, 2020). Such 
adaptations are critical given emerging evidence that culturally adapted treatments show 
positive results in treating historical and interpersonal trauma symptoms (Bryant-Davis, 2019). 
One example, the Indigenous Healing and Safety Seeking program (Marsh, 2016; Marsh et al., 
2016) used in the concurrent treatment of historical trauma, interpersonal trauma, and 
substance use disorders, concurrently, has shown “promising results” (Gameon & Skewes, 
2020). 

Despite such evidence, current guidance does not reflect the elements of age (including 
distinguishing between youth aged 16 - 29, adults, and older adults aged 65 and older), sex, 
gender, ethnicity, culture, race, and socioeconomic factors that are important to acknowledge 
when trauma is experienced. The Phoenix (2020) guidelines were the most thorough in 
incorporating intersectional factors to treat trauma. These intersectional factors included race 
and culture (e.g., Aboriginal and Torres Strait Islander Peoples), age (e.g., PTSD in older 
people), career (e.g., emergency services personnel, military and ex-military personnel), cause 
(e.g., disasters, motor vehicle collisions and other traumatic injury survivors, sexual assault, 
terrorism, victims of crime, and victims of intimate partner violence) and Refugee and asylum 
seekers. Although this guidance does not cover all potential aspects of intersectionality and 
trauma, the consideration of personal factors in treatment are important to the success of the 
intervention. Some authors suggested that individuals with lived and living experiences should 
be included as experts on guideline committees to convey EDI-related experiences (e.g., 
minority stress, harassment, and discrimination) not captured in current research (Courtois & 
Brown, 2019). 
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Exclusion of Patient Preference and Values 
In a pattern similar to the exclusion of EDI factors, current guidelines place little emphasis on 
patient preferences for treatment and personal values. The current seven PTSD-specific 
guidelines mentioned that the client’s treatment preferences are meaningful but very few 
explicitly stated that providers must include this aspect when offering interventions. In reviewing 
the APA (2017) guidelines, Silver and Levant (2019) highlighted the necessity of clinicians 
considering not only evidence-based interventions and clinical judgment, but also patient 
characteristics and therapeutic preferences in selecting treatment approaches. 

The APA (2017) was not the only association to omit patient preferences and values as an 
integral piece of treatment selection (e.g., Bisson et al., 2019; Katzman et al., 2014). However, 
guidelines authored through the Phoenix Australia (2020) provided an excellent example of the 
incorporation of the patient into treatment adoption. The guidelines included stand-alone 
sections that took into account patient preferences and values, suggesting potential 
reservations to and alternatives for treatments.  

Similar to addressing EDI aspects in guidelines, the inclusion of people with lived and living 
experiences on expert committees may provide insight into reasons for hesitancy to participate 
in treatments based on multidimensional and intersecting values. Other authors suggest that 
factors such as an individual’s culture (e.g., cultural norms surrounding interpersonal 
relationships) and place of residence influence symptom expression with downstream 
consequences for treatment preference (Henning & Brand, 2019).  Regardless of why patient 
preferences are seldom considered in treatment recommendations, the extant clinical evidence 
supports inclusion of patient opinions to ensure successful intervention outcomes. 

Exclusion of Therapist Preferences and Experiences 
Another potential gap in several PTSD guidelines concerned what some may perceive as an 
overreliance on RCT evidence and lack of confidence in provider experience. Here, despite 
considering carefully the strength of evidence for particular treatment approaches, some 
guideline committees lacked treatment providers with extensive clinical experience to interpret 
the existing evidence concerning these treatments in relation to illness presentation and 
functional outcomes (e.g., Kudler, 2019; Silver & Levant, 2019). This approach contrasts with 
other panels that have integrated treatment specialists’ input into the development of guidelines 
(e.g., Courtois & Brown, 2019). 

Another area overlooked in many of the current guidelines concerns a lack of consideration of 
the critical influence factors such as therapeutic alliance and therapist receptiveness exert on 
treatment responsiveness (Norcross & Wampold, 2019).  Here, numerous authors have 
highlighted the key role the relationship a clinical provider and client plays in addressing trauma 
(Courtois & Brown, 2019; Dauphin, 2020) where without a strong connection, factors such as a 
lack of trust between parties may hinder treatment progress. Existing treatment guidelines also 
fail to address the influence of therapists’ receptivity to patient characteristics (e.g., culture, 
religion, sex, ethnicity, and therapy delivery preference) on treatment outcomes (Norcross & 
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Wampold, 2019). These intersectional factors influence not only the therapeutic relationships 
but also treatment delivery (Norcross & Wampold, 2019). Finally, therapist effects, like stylistic 
flexibility and personal approachability, may influence how responsive patients are to PTSD 
treatments (Dauphin, 2020; Norcross & Wampold, 2019). Here, therapist style of treatment 
delivery and their responsiveness to the client affect not only receptivity to treatment but also 
the patient-provider relationship (Courtois & Brown, 2019; Norcross & Wampold, 2019). Direct 
statements surrounding the importance of the relationship between the client and the influence 
of the provider are needed to ensure that clinicians understand the importance of these 
individual factors on treatment outcomes. Future expert committees are encouraged to provide 
direct guidance regarding client and therapist interpersonal characteristics, as well as balance 
clinical experience and scientific rigour when developing CBPGs (Kudler, 2019). 

Lack of Guidance for Trainees 
Whereas some treatment guidelines provided some direction for mentors supporting trainees in 
clinical settings, the majority provide not only little such guidance for advising trainees but also a 
lack of guidance targeted directly towards trainees; this is particularly apparent in the case of 
complex presentations of PTSD (Henning & Brand, 2019). With respect to trainee-specific 
guidance, Henning and Brand (2019) encourage trainees to critically examine the research that 
serves as the basis for the guidelines. Specifically, trainees (as well as experts) are encouraged 
to consider inclusion/exclusion criteria, dropout rates, treatment effects, sample characteristics, 
and author biases when considering the potential clinical impact of recommended treatments for 
complex PTSD. The authors further note that this approach should serve, in part, as a 
temporary resolution until associations provide guidance that is more permanent. Along with 
potential consequences of treatments, Henning and Brand (2019) further suggest that CBPGs 
incorporate guidance for trainees on the “critical consideration” of whether the presenting patient 
can tolerate the recommended treatment. For example, trainees and their supervisors are urged 
to consider whether their client has sufficient personal resources and adequate levels of 
functioning to engage in a recommended treatment approach, encouraging the development of 
clinical expertise (Henning & Brand, 2019).  

Finally, Henning and Brand (2019) suggested that current CBPGs could be strengthened by 
providing guidance and resources for supervising clinicians to aid in their training and 
mentorship of trainees.  Here, it is critical to acknowledge that not all supervisors will have 
sufficient knowledge or expertise to support developing clinicians in the delivery of new and 
emerging specialized treatments and will require additional supervision and training of their own 
prior to providing mentorship to others. 

Vicarious Trauma, Burnout, and PTSD   
Critically, not only direct but also vicarious (and often repeated) exposure to trauma can exert 
deleterious impact on physical and mental health, including the development of PTSD (Aafjes-
van Doorn et al., 2020; Huggard et al., 2017; Lanier & Carney, 2019).   Notably, such exposure 
is also positively associated with the development of burnout (Ferreira et al., 2020; Truchot et 
al., 2011). It is expected that specific treatment guidelines surrounding the impact of vicarious 
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trauma exposure will assist further in reducing the burden of trauma on Canadians. Moreover, 
some researchers suggest that existing guidelines should provide information on self-care 
(Posluns & Gall, 2020) and its relation to burnout (Hricová, 2020). 

Need for Information on Side Effects of Psychotherapy 
Although current evidence suggests that psychological interventions are safe for most adults 
with PTSD (Hoppen et al., 2022), there is some concern regarding lack of information on side 
effects of psychotherapy. For example, a few commentaries on the APA guidelines reflected 
concerns surrounding the inclusionary and exclusionary criteria for the studies selected for the 
systematic review (e.g., (Austern, 2017; Dauphin, 2020; Dominguez & Lee, 2017), other authors 
have highlighted the lack of discussion of the potential side effects of psychotherapy (Halfond et 
al., 2021). Here, most, if not all, PTSD treatment guidelines noted the “lack of potential harm” in 
participating in psychotherapies such as CBT, CPT, CT, and PE. However, existing evidence for 
this guidance is lacking as the potential side effects of psychotherapy are rarely studied 
(Halfond et al., 2021). Instead, the majority of clinical research concerning psychotherapy 
focuses on the reduction of PTSD symptoms or compliance with treatment. One systematic 
review pointed further to the difficulty of identifying the potential mechanisms of any deleterious 
impacts of psychotherapy (e.g., therapist effects versus treatment-specific effects; Klatte et al., 
2018). Halfond and colleagues (2020) suggest that future PTSD guidance consider carefully 
potential side effects from psychotherapy, as well as rate the potential for side effects from mild 
to severe. 

Guidelines for essential service providers 
Essential workers, including military members, public safety personnel (PSP; border services 
officers, public safety communicators, correctional workers, firefighters (career and volunteer), 
operational intelligence personnel, paramedics, police (municipal, provincial, federal), and 
search and rescue personnel; Canadian Institute for Public Safety Research and Treatment, 
2022), and healthcare workers  are routinely exposed to unique work-related stressors, 
including potentially psychologically traumatic events. This workplace exposure places these 
populations at heighted risk of developing PTSD and other often co-morbid mental health 
conditions including but not limited to depression, anxiety, sleep disorders, and other mental 
disturbances. Despite emerging evidence of heightened illness expression and greater 
treatment resistance among, for example, military members, scant consideration has been 
given to the development of guidelines specific to these personnel, stratified by professional 
group.  This task is complex, given a relative dearth of treatment outcome studies addressing 
these professional groups (with the exception of military members and Veterans resulting in the 
VA/DoD 2023 guidelines), however, necessary given differences in disease expression and 
treatment response across groups. 

Guidelines surrounding concurrent disorders 
As noted, PTSD is highly co-morbid with other mental health conditions, including prominently 
depression, anxiety and substance abuse.  To date, however, the majority of existing guidelines 
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focus on the co-occurrence of PTSD with physical health conditions, such as cancer and spinal 
cord injury (see organizational integrated care models).  Put simply, such approaches are 
insufficient to address high rates of co-morbidity, where treatment for PTSD may influence, for 
example, co-existing substance use disorders (e.g., increased rates of substance use during 
and after treatment for PTSD).  Clear guidelines are necessary to establish the staging of PTSD 
treatment in the face of co-morbid mental health conditions (e.g., PTSD treatment before, 
during, or after treatment for co-occurring substance use disorders), as well as to provide 
documentation of concurrent treatment outcomes, potential harms, and risks. 

Stepped-Care and Evidence-Based Staging of Treatment 
In many guidelines for the treatment of PTSD, it is unclear at which stage a particular, evidence-
based treatment should be administered and how such treatments should be successively 
administered based on treatment success or failure.  Such guidelines may consider stepped 
care models advanced in a variety of mental health treatment settings, where at the lowest step 
of such prevention, intervention, and treatment models, the most accessible, yet least resource 
intensive interventions (e.g., health promotion for all members of an at-risk profession) is 
administered.  At the highest step in such models, highly intensive treatment is offered (e.g., 
specialized inpatient care for PTSD). Intervention increases across successive steps most often 
when an individual does not respond to a lower-level approach, however, clinical judgement 
may be used to enter an individual into care at any of the steps along the care continuum.  
Accordingly, a step up along the care continuum is associated with a need for more specialized 
care (e.g., from primary care physician to specialized provider).  Despite emerging evidence for 
the success of this approach (Goorden et al., 2014; Van der Aa et al., 2017) in the treatment of 
mental health conditions, existing treatment guidelines for PTSD fail to offer such guidance, 
rendering it equivocal how interventions aimed at reducing the deleterious mental health 
impacts of trauma exposure and for treatment of PTSD may be successively rendered at lower 
burden for affected individuals and at successive levels of cost for government. 

Such approaches may be combined with evidence-based staging of treatment options. In our 
view, such staging would follow that already in use for other common mental health conditions, 
including major depressive disorder (https://www.canmat.org/), where patients ideally receiving 
treatments with the strongest evidence-base first, followed by those with increasingly lower 
evidence-bases until an effective treatment is found. This is sometimes referred to as 
progressing from first-line to second-line and third-line treatment approaches. Treatments with a 
weaker evidence base may also be used alongside treatments that have the strongest evidence 
base; this is referred to as the use of adjunctive therapy. 

Plain Language Summaries of Treatment Guidelines 
It is notable that some publicly funded decision makers charged with determining approaches to 
the broad-scale implementation of particular intervention and treatment approaches for trauma 
exposure and PTSD are likely to be non-expert in the field of mental health treatment. 
Accordingly, it is strongly recommended that plain language summaries of the existing treatment 

https://www.canmat.org/
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guidelines be developed to assist such decision makers in making such decisions, in close 
consultation with clinically trained experts in the field of PTSD and mental health. 

Cost Analyses 
It is expected that inclusion of cost analyses outlining the direct (e.g., clinician time; 
capital costs) and indirect (e.g., lost productivity; reduced family and community 
functioning) costs of treatment provision and treatment non-provision in guidelines will 
be of benefit to public decision makers going forward. 

Summary and Conclusions 
The aims of the present scan were to identify and report current CBPG for PTSD treatments, 
distinguish common PTSD treatment elements, and evaluate the quality and grade of evidence 
provided to establish these guidelines. Results showed the variety and breadth of treatment 
guidelines reflecting the diversity in the characteristics of the individuals who experience, and 
the causes of, trauma.  

The evidence used to develop the guidelines was, for most part, very high quality. More than 
60% of the reviewed research employed a critical appraisal research design (e.g., meta-
analyses and systematic reviews) and scored the highest grade of evidence as the basis for the 
guidelines. Whereas some guidelines offered a narrow range of recommended treatments, 63% 
listed a variety of treatments of increasing intensity and focused scope depending on the 
presenting symptomology.  

The most commonly recommended psychosocial treatment for PTSD was CBT. The integrated 
treatment of thoughts, feelings, and behaviours as they relate to everyday circumstances 
suggested its usefulness beyond the care of PTSD symptoms. Many guidelines strongly 
recommended the use of TF-CBT, specifically to address the impact of the traumatic experience 
directly on actions, emotions, and cognitions. Other strong recommendations included CPT, CT, 
and PE, all variants of CBT but with more situational and focused relevancy. Emerging areas of 
strongly recommended treatments included EMDR and NET; however, the evidence at present 
for their effectiveness resulted in conditional rather than strong recommendations. 

Some guidelines recognized that not all treatments benefit the individual and the evidence 
supports the suggestion against the treatment consideration. For example, debriefing was not 
recommended as an early intervention for many individuals including those in public safety 
occupations. Further evidence suggested that TF-CBT was more harmful than helpful for 
individuals who experienced military trauma. Recognizing the potential for harm with certain 
treatments is also valuable in the evolution and continued development of CBPGs. 

There were several gaps in the guidelines that were pointed out though editorial opinions or 
apparent within the research, itself. Most notably, treatment recommendations were lacking for 
specific elements of EDI. Although many guidelines stated the importance of culturally sensitive 
care and recognition of an individual’s intersectionality, very few treatments addressed issues of 
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equity, diversity, and inclusion. Further, the importance of patient preferences and patient-
therapist relationships from were mostly absent from CBPGs, perhaps the result of an 
overreliance on robust data and exclusion of people with lived and living experience on 
guideline committees. Additional guideline development is required to identify specific 
approaches for the treatment of essential workers (e.g., public safety personnel) and to 
determine the staging of evidence-based treatments for PTSD. Plain language summaries of 
treatment guidelines, crafted by expert clinicians, and cost analyses, are likely to be of benefit to 
decision makers.  Future iterations of the PTSD treatment guidelines have the ability to address 
the aforementioned gaps to strengthen the efficacy of the CBPGs. 

 



   
 

PTSD Treatments: Environmental Scan of Clinical Best Practice Guidelines 48 

References 
Aafjes-van Doorn, K., Békés, V., Prout, T. A., & Hoffman, L. (2020). Psychotherapists’ vicarious 

traumatization during the COVID-19 pandemic. Psychological Trauma : Theory, 
Research, Practice and Policy, 12(S1), S148–S150. https://doi.org/10.1037/tra0000868 

American College of Surgeons Committee on Trauma. (2023). Best practice guidelines for 
screening and intervention for mental health disorders and substance use and misuse in 
the acute trauma patient. 

American Psychological Association. (2017). Clinical practice guideline for the treatment of 
PTSD. American Psychological Association. https://www.apa.org/ptsd-guideline/ptsd.pdf 

American Psychological Association. (2018). APA guidelines for psychological practice with 
boys and men. 

American Psychological Association. (2019). Guidelines for psychological practice for people 
with low-income and economic marginalization. 

Antoniou, K. M., Vasarmidi, E., Russell, A.-M., Andrejak, C., Crestani, B., Delcroix, M., Dinh-
Xuan, A. T., Poletti, V., Sverzellati, N., Vitacca, M., Witzenrath, M., Tonia, T., & 
Spanevello, A. (2022). European Respiratory Society statement on long COVID follow-
up. European Respiratory Journal, 60(2), 2102174. 
https://doi.org/10.1183/13993003.02174-2021 

Atlas Institute for Veterans and Families. (2024). Public safety personnel and post-traumatic 
stress injuries. Atlas Institute for Veterans and Families. https://atlasveterans.ca/psp/ 

Austern, D. J. (2017). Beyond binary thinking: Providing best practice treatment to veterans with 
PTSD. Pragmatic Case Studies in Psychotherapy, 13(2), 154–172. 

Billings, J., Zhan Yuen Wong, N., Nicholls, H., Burton, P., Zosmer, M., Albert, I., Grey, N., El-
Leithy, S., Murphy, D., & Tehrani, N. (2023). Post-incident psychosocial interventions 
after a traumatic incident in the workplace: A systematic review of current research 
evidence and clinical guidance. European Journal of Psychotraumatology, 14(2), 
2281751. 

Bisson, J. I., Berliner, L., Cloitre, M., Forbes, D., Jensen, T. K., Lewis, C., Monson, C. M., Olff, 
M., Pilling, S., Riggs, D. S., Roberts, N. P., & Shapiro, F. (2019). The International 
Society for Traumatic Stress Studies New Guidelines for the Prevention and Treatment 
of Posttraumatic Stress Disorder: Methodology and  Development Process. Journal of 
Traumatic Stress, 32(4), 475–483. https://doi.org/10.1002/jts.22421 

Bombardier, C. H., Azuero, C. B., Fann, J. R., Kautz, D. D., Richards, J. S., & Sabharwal, S. 
(2021). Management of Mental Health Disorders, Substance Use Disorders, and Suicide 
in Adults with Spinal Cord Injury: Clinical Practice Guideline for Healthcare Providers. 
Topics in Spinal Cord Injury Rehabilitation, 27(2), 152–224. 
https://doi.org/10.46292/sci2702-152 



   
 

PTSD Treatments: Environmental Scan of Clinical Best Practice Guidelines 49 

Bryant-Davis, T. (2019). The cultural context of trauma recovery: Considering the posttraumatic 
stress disorder practice guideline and intersectionality. Psychotherapy, 56(3), 400. 

Canadian Institute for Public Safety Research and Treatment. (2023). Public Safety Personnel 
(PSP). Canadian Institute for Public Safety Research and Treatment. https://www.cipsrt-
icrtsp.ca/en/glossary/public-safety-personnel-
psp#:~:text=All%20first%20responders%20can%20also,safety%20and%20security%20
of%20Canadians. 

College of Family Physicians of Canada. (2022). Best advice: Caring for Veterans. College of 
Family Physicians of Canada. https://patientsmedicalhome.ca/files/uploads/Caring-for-
veterans_BAG_ENG_Final-1.pdf 

Committee on Health Care for Underserved Women. (2021). Caring for patients who have 
experienced trauma (825). American College of Obstetricians and Gynecologists. 
https://www.acog.org/clinical/clinical-guidance/committee-
opinion/articles/2021/04/caring-for-patients-who-have-experienced-
trauma#:~:text=Recommendations%20and%20Conclusions,-
The%20American%20College&text=delivery%20of%20care.-
,Obstetrician%E2%80%93gynecologists%20should%20become%20familiar%20with%2
0the%20trauma%2Dinformed%20model,avoiding%20stigmatization%20and%20prioritizi
ng%20resilience . 

Courtois, C. A., & Brown, L. S. (2019). Guideline orthodoxy and resulting limitations of the 
American Psychological Association’s Clinical Practice Guideline for the Treatment of 
PTSD in Adults. Psychotherapy, 56(3), 329–339. https://doi.org/10.1037/pst0000239 

Dauphin, V. B. (2020). A critique of the American Psychological Association Clinical Practice 
Guideline for the Treatment of Posttraumatic Stress Disorder (PTSD) in Adults. 
Psychoanalytic Psychology, 37(2), 117. 

De Jongh, A., Resick, P. A., Zoellner, L. A., Van Minnen, A., Lee, C. W., Monson, C. M., Foa, E. 
B., Wheeler, K., Broeke, E. ten, & Feeny, N. (2016). Critical analysis of the current 
treatment guidelines for complex PTSD in adults. Depression and Anxiety, 33(5), 359–
369. 

Dominguez, S. K., & Lee, C. W. (2017). Errors in the 2017 APA Clinical Practice Guideline for 
the Treatment of PTSD: What the Data Actually Says. Frontiers in Psychology, 8. 
https://www.frontiersin.org/journals/psychology/articles/10.3389/fpsyg.2017.01425 

Ferreira, S., Afonso, P., & Ramos, M. do R. (2020). Empathy and burnout: A multicentre 
comparative study between residents and specialists. Journal of Evaluation in Clinical 
Practice, 26(1), 216–222. https://doi.org/10.1111/jep.13147 

Foa, E. B., Cahill, S. P., Boscarino, J. A., Hobfoll, S. E., Lahad, M., McNally, R. J., & Solomon, 
Z. (2005). Social, Psychological, and Psychiatric Interventions Following Terrorist 
Attacks: Recommendations for Practice and Research. Neuropsychopharmacology, 
30(10), 1806–1817. https://doi.org/10.1038/sj.npp.1300815 

https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2021/04/caring-for-patients-who-have-experienced-trauma#:~:text=Recommendations%20and%20Conclusions,-The%20American%20College&text=delivery%20of%20care.-,Obstetrician%E2%80%93gynecologists%20should%20become%20familiar%20with%20the%20trauma%2Dinformed%20model,avoiding%20stigmatization%20and%20prioritizing%20resilience
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2021/04/caring-for-patients-who-have-experienced-trauma#:~:text=Recommendations%20and%20Conclusions,-The%20American%20College&text=delivery%20of%20care.-,Obstetrician%E2%80%93gynecologists%20should%20become%20familiar%20with%20the%20trauma%2Dinformed%20model,avoiding%20stigmatization%20and%20prioritizing%20resilience
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2021/04/caring-for-patients-who-have-experienced-trauma#:~:text=Recommendations%20and%20Conclusions,-The%20American%20College&text=delivery%20of%20care.-,Obstetrician%E2%80%93gynecologists%20should%20become%20familiar%20with%20the%20trauma%2Dinformed%20model,avoiding%20stigmatization%20and%20prioritizing%20resilience
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2021/04/caring-for-patients-who-have-experienced-trauma#:~:text=Recommendations%20and%20Conclusions,-The%20American%20College&text=delivery%20of%20care.-,Obstetrician%E2%80%93gynecologists%20should%20become%20familiar%20with%20the%20trauma%2Dinformed%20model,avoiding%20stigmatization%20and%20prioritizing%20resilience
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2021/04/caring-for-patients-who-have-experienced-trauma#:~:text=Recommendations%20and%20Conclusions,-The%20American%20College&text=delivery%20of%20care.-,Obstetrician%E2%80%93gynecologists%20should%20become%20familiar%20with%20the%20trauma%2Dinformed%20model,avoiding%20stigmatization%20and%20prioritizing%20resilience
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2021/04/caring-for-patients-who-have-experienced-trauma#:~:text=Recommendations%20and%20Conclusions,-The%20American%20College&text=delivery%20of%20care.-,Obstetrician%E2%80%93gynecologists%20should%20become%20familiar%20with%20the%20trauma%2Dinformed%20model,avoiding%20stigmatization%20and%20prioritizing%20resilience
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2021/04/caring-for-patients-who-have-experienced-trauma#:~:text=Recommendations%20and%20Conclusions,-The%20American%20College&text=delivery%20of%20care.-,Obstetrician%E2%80%93gynecologists%20should%20become%20familiar%20with%20the%20trauma%2Dinformed%20model,avoiding%20stigmatization%20and%20prioritizing%20resilience


   
 

PTSD Treatments: Environmental Scan of Clinical Best Practice Guidelines 50 

Gameon, J. A., & Skewes, M. C. (2020). A Systematic Review of Trauma Interventions in Native 
Communities. American Journal of Community Psychology, 65(1–2), 223–241. 
https://doi.org/10.1002/ajcp.12396 

Government of Canada. (2024). Posttraumatic stress disorder among adults in Canada: Key 
findings from the Survey on Mental Health and Stressful Events [Brief report]. Health 
Canada Infobase. https://health-infobase.canada.ca/ptsd-survey/ 

Graham, R., Mancher, M., Wolman, D. M., Greenfield, S., & Steinberg, E. (2011). Trustworthy 
clinical practice guidelines: Challenges and potential. In Clinical Practice Guidelines We 
Can Trust. National Academies Press (US). 

Greer, N., Ackland, P., Sayer, N., Spoont, M., Taylor, B., MacDonald, R., McKenzie, L., 
Rosebush, C., & Wilt, T. J. (2019). Relationship of deployment-related mild traumatic 
brain injury to posttraumatic stress disorder, depressive disorders, substance use 
disorders, suicidal ideation, and anxiety disorders: A systematic review. 

Guimarães, B. P., Rubino, J. P., & Alves, M. F. (2022). Systematic Review and Thematic 
Analysis of PTSD Therapies from Clinical Practice Guidelines. Revista Brasileira de 
Terapias Cognitivas, 18(2), 205–214. 

Halfond, R. W., Wright, C. V., & Bufka, L. F. (2021). The role of harms and burdens in clinical 
practice guidelines: Lessons learned from the American Psychological Association’s 
guideline development. Clinical Psychology: Science and Practice, 28(1), 19. 

Hamblen, J. L., Norman, S. B., Sonis, J. H., Phelps, A. J., Bisson, J. I., Nunes, V. D., Megnin-
Viggars, O., Forbes, D., Riggs, D. S., & Schnurr, P. P. (2019). A guide to guidelines for 
the treatment of posttraumatic stress disorder in adults: An update. Psychotherapy, 
56(3), 359. 

Henning, J. A., & Brand, B. L. (2019). Implications of the American Psychological Association’s 
posttraumatic stress disorder treatment guideline for trauma education and training. 
Psychotherapy, 56(3), 422. 

Hoppen, T. H., Lindemann, A. S., & Morina, N. (2022). Safety of psychological interventions for 
adult post-traumatic stress disorder: meta-analysis on the incidence and relative risk of 
deterioration, adverse events and serious adverse events. The British Journal of 
Psychiatry, 221(5), 658-667. 

Hricová, M. (2020). The mediating role of self-care activities in the stress-burnout relationship. 
Health Psychology Report, 8(1), 1–9. 

Huggard, P., Law, J., & Newcombe, D. (2017). A systematic review exploring the presence of 
vicarious trauma, compassion fatigue, and secondary traumatic stress in alcohol and 
other drug clinicians. 

Katzman, M. A., Bleau, P., Blier, P., Chokka, P., Kjernisted, K., Van Ameringen, M., Antony, M. 
M., Bouchard, S., Brunet, A., Flament, M., Grigoriadis, S., Mendlowitz, S., O’Connor, K., 
Rabheru, K., Richter, P. M. A., Robichaud, M., & Walker, J. R. (2014). Canadian clinical 
practice guidelines for the management of anxiety, posttraumatic stress and obsessive-



   
 

PTSD Treatments: Environmental Scan of Clinical Best Practice Guidelines 51 

compulsive disorders. BMC Psychiatry, 14 Suppl 1(Suppl 1), S1. 
https://doi.org/10.1186/1471-244X-14-S1-S1 

Klatte, R., Strauss, B., Flückiger, C., & Rosendahl, J. (2018). Adverse effects of psychotherapy: 
Protocol for a systematic review and meta-analysis. Systematic Reviews, 7(1), 135. 
https://doi.org/10.1186/s13643-018-0802-x 

Kovacs, A. H., Brouillette, J., Ibeziako, P., Jackson, J. L., Kasparian, N. A., Kim, Y. Y., Livecchi, 
T., Sillman, C., Kochilas, L. K., & on behalf of the American Heart Association Council on 
Lifelong Congenital Heart Disease and Heart Health in the Young; and Stroke Council. 
(2022). Psychological Outcomes and Interventions for Individuals With Congenital Heart 
Disease: A Scientific Statement From the American Heart Association. Circulation: 
Cardiovascular Quality and Outcomes, 15(8), e000110. 
https://doi.org/10.1161/HCQ.0000000000000110 

Kowalski, J., Elżanowski, A., & Śliwerski, A. (2023). A review of selected psychotherapies for 
PTSD, their efficacy and treatment guidelines in adults. Psychiatr Pol, 303, 1–11. 

Kudler, H. (2019). Clinical practice guidelines for posttraumatic stress disorder: Are they still 
clinical? Psychotherapy, 56(3), 383. 

Lanier, B., & Carney, J. (2019). Practicing counselors, vicarious trauma, and subthreshold 
PTSD: Implications for counselor educators. The Professional Counselor, 9 (4), 334–
346. 

Lim, L., Chan, H. N., Chew, P. H., Chua, S. M., Ho, C., Kwek, S. K. D., Lee, T. S., Loh, P., Lum, 
A., Tan, Y. H. C., Wan, Y. M., Woo, M., & Yap, H. L. (2015). Ministry of Health Clinical 
Practice Guidelines: Anxiety Disorders. Singapore Medical Journal, 56(6), 310–315; quiz 
316. https://doi.org/10.11622/smedj.2015088 

Marsh, T. N. (2016). Exploring how indigenous healing practices and a western treatment model 
“seeking safety” can co-exist in assisting indigenous peoples to heal from trauma and 
addiction. 

Marsh, T. N., Cote-Meek, S., Young, N. L., Najavits, L. M., & Toulouse, P. (2016). Indigenous 
Healing and Seeking Safety. International Indigenous Policy Journal, 7(2), 1–35. 
JSTOR. 

Martin, A., Naunton, M., Kosari, S., Peterson, G., Thomas, J., & Christenson, J. K. (2021). 
Treatment guidelines for PTSD: a systematic review. Journal of Clinical Medicine, 
10(18), 4175. 

Mazza, D., Chakraborty, S. P., & Brijnath, B. (2019). Clinical Guideline for the Diagnosis and 
Management and Work-Related Mental Health Conditions in General Practice (pp. 1–
160). Monash University. DOI: : 10.26180/5bb44e8466d6c 

Meichenbaum, D. (2017). Stress inoculation training: A preventative and treatment approach. In 
The evolution of cognitive behavior therapy (pp. 101–124). Routledge. 

Meichenbaum, D. H., & Deffenbacher, J. L. (1988). Stress Inoculation Training. The Counseling 
Psychologist, 16(1), 69–90. https://doi.org/10.1177/0011000088161005 



   
 

PTSD Treatments: Environmental Scan of Clinical Best Practice Guidelines 52 

Nakamura, N., Dispenza, F., Abreu, R. L., Ollen, E. W., Pantalone, D. W., Canillas, G., 
Gormley, B., & Vencill, J. A. (2022). The APA Guidelines for Psychological Practice With 
Sexual Minority Persons: An executive summary of the 2021 revision. American 
Psychologist, 77(8), 953. 

National Institute for Health and Care Excellence. (2018). Post-traumatic stress disorder: 
Treatment guideline. https://www.emdria.org/resource/post-traumatic-stress-disorder-
nice-guideline/ 

Norcross, J. C., & Wampold, B. E. (2019). Relationships and responsiveness in the 
psychological treatment of trauma: The tragedy of the APA Clinical Practice Guideline. 
Psychotherapy, 56(3), 391. 

Page, M. J., McKenzie, J. E., Bossuyt, P. M., Boutron, I., Hoffmann, T. C., Mulrow, C. D., 
Shamseer, L., Tetzlaff, J. M., Akl, E. A., Brennan, S. E., Chou, R., Glanville, J., 
Grimshaw, J. M., Hróbjartsson, A., Lalu, M. M., Li, T., Loder, E. W., Mayo-Wilson, E., 
McDonald, S., … Moher, D. (2021). The PRISMA 2020 statement: An updated guideline 
for reporting systematic reviews. BMJ, 372, n71. https://doi.org/10.1136/bmj.n71 

Patrick, R., Snell, T., Gunasiri, H., Garad, R., Meadows, G., & Enticott, J. (2023). Prevalence 
and determinants of mental health related to climate change in Australia. The Australian 
and New Zealand Journal of Psychiatry, 57(5), 710–724. 
https://doi.org/10.1177/00048674221107872 

Pervez, A., Bukhari, M. M., Chhapra, R., Baig, M. I., Martins, R. S., Pirzada, S., Rizvi, N. A., 
Aamdani, S. S., Ayub, B., Rehman, A. A., Mustafa, M. A., Nadeem, S., Asad, N., Haider, 
A. H., & Nadeem, T. (2024). Adolopment of clinical practice guidelines and creation of 
referral pathways for psychiatric conditions in Pakistan. The Lancet Regional Health - 
Southeast Asia, 23. https://doi.org/10.1016/j.lansea.2024.100387 

Phelps, A. J., Lethbridge, R., Brennan, S., Bryant, R. A., Burns, P., Cooper, J. A., Forbes, D., 
Gardiner, J., Gee, G., Jones, K., Kenardy, J., Kulkarni, J., McDermott, B., McFarlane, A. 
C., Newman, L., Varker, T., Worth, C., & Silove, D. (2022). Australian guidelines for the 
prevention and treatment of posttraumatic stress disorder: Updates in the third edition. 
The Australian and New Zealand Journal of Psychiatry, 56(3), 230–247. 
https://doi.org/10.1177/00048674211041917 

Phelps, A., Lawrence-Wood, E., Couineau, A.-L., Hinton, M., Dolan, P., Smith, P., Notarianni, 
M., Forbes, D., & Hosseiny, F. (2022). Mental Health Reform: Design and 
Implementation of a System to Optimize Outcomes for Veterans and Their Families. 
International Journal of Environmental Research and Public Health, 19(19). 
https://doi.org/10.3390/ijerph191912681 

Phoenix Australia Centre for Posttraumatic Mental Health. (2021). Australian Guidelines for the 
Prevention and Treatment of Acute Stress Disorder, Posttraumatic Stress Disorder and 
Complex PTSD Summary of recommendation changes. National Health and Medical 
Research Council. https://www.phoenixaustralia.org/wp-
content/uploads/2022/08/Australian-Guidelines-for-the-Prevention-and-Treatment-of-



   
 

PTSD Treatments: Environmental Scan of Clinical Best Practice Guidelines 53 

Acute-Stress-Disorder-Posttraumatic-Stress-Disorder-and-Complex-PTSD-Summary-of-
recommendation-changes.pdf 

Posluns, K., & Gall, T. L. (2020). Dear Mental Health Practitioners, Take Care of Yourselves: A 
Literature Review on Self-Care. International Journal for the Advancement of 
Counselling, 42(1), 1–20. https://doi.org/10.1007/s10447-019-09382-w 

Registered Nurses’ Association of Ontario. (2021). Promoting 2SLGBTQI+ health equity. 
https://rnao.ca/bpg/guidelines/promoting-2slgbtqi-health-equity 

Rymaszewska, J., Szczesniak, D., Cubała, W. J., Gałecki, P., Rybakowski, J., Samochowiec, J., 
& Dudek, D. (2019). Recommendations of the Polish Psychiatric Association for 
treatment of affective disorders in women of childbearing age. Part III: Approach to 
pregnancy loss and unsuccessful in vitro treatment of infertility. Psychiatr. Pol, 53(2), 
277–292. 

Schnurr, P. P., Hamblen, J. L., Wolf, J., Coller, R., Collie, C., Fuller, M. A., Holtzheimer, P. E., 
Kelly, U., Lang, A. J., McGraw, K., Morganstein, J. C., Norman, S. B., Papke, K., 
Petrakis, I., Riggs, D., Sall, J. A., Shiner, B., Wiechers, I., & Kelber, M. S. (2024). The 
Management of Posttraumatic Stress Disorder and Acute Stress Disorder: Synopsis of 
the 2023 U.S. Department of Veterans Affairs and U.S. Department of  Defense Clinical 
Practice Guideline. Annals of Internal Medicine, 177(3), 363–374. 
https://doi.org/10.7326/M23-2757 

Shekelle, P. G., & Goldman, D. P. (2018). Development of a group judgment process for 
forecasts of health care innovations. JAMA Network Open, 1(7), e185108–e185108. 

Shepherd, J. P., & Bisson, J. I. (2012). Managing the impact of violence on mental health, 
including among witnesses and those affected by homicide. 
https://orca.cardiff.ac.uk/id/eprint/69083 

Silver, K. E., & Levant, R. F. (2019). An appraisal of the American Psychological Association’s 
Clinical Practice Guideline for the Treatment of Posttraumatic Stress Disorder. 
Psychotherapy, 56(3), 347. 

Smith, S. K., Loscalzo, M., Mayer, C., & Rosenstein, D. L. (2018). Best Practices in Oncology 
Distress Management: Beyond the Screen. American Society of Clinical Oncology 
Educational Book, 38, 813–821. https://doi.org/10.1200/EDBK_201307 

Truchot, D., Roncari, N., & Bantégnie, D. (2011). Burnout, compliance du patient et retrait 
psychologique chez les médecins généralistes: Une étude exploratoire. L’Encéphale, 
37(1), 48–53. https://doi.org/10.1016/j.encep.2010.03.011 

Ursano, R. J., Bell, C., Eth, S., Friedman, M., Norwood, A., Pfefferbaum, B., Pynoos, J., Zatzick, 
D. F., Benedek, D. M., & McIntyre, J. S. (2004). Practice guideline for the treatment of 
patients with acute stress disorder and posttraumatic stress disorder. Am J Psychiatry, 
161(11 Suppl), 3–31. 

Varker, T., Jones, K., Arjmand, H.-A., Hinton, M., Hiles, S., Freijah, I., Forbes, D., Kartal, D., 
Phelps, A., Bryant, R., Mcfarlane, A., Hopwood, M., & O’Donnell, M. (2021). Dropout 
from guideline-recommended psychological treatments for posttraumatic stress disorder: 



   
 

PTSD Treatments: Environmental Scan of Clinical Best Practice Guidelines 54 

A systematic review and meta-analysis. In Journal of Affective Disorders Reports (Vol. 
4). https://doi.org/10.1016/j.jadr.2021.100093 

von der Warth, R., Dams, J., Grochtdreis, T., & König, H.-H. (2020). Economic evaluations and 
cost analyses in posttraumatic stress disorder: A systematic review. European Journal of 
Psychotraumatology, 11(1), 1753940. 

World Health Organization. (2016). WHO guidelines on the management of health 
complications from female genital mutilation. (pp. 1–64). 
https://iris.who.int/bitstream/handle/10665/206437/?sequence=1 

World Health Organization. (2023). Mental health Gap Action Programme (mhGAP) guideline 
for mental, neurological, and substance use disorders (p. 184). 
https://www.who.int/publications/i/item/9789240084278 

 



   
 

PTSD Treatments: Environmental Scan of Clinical Best Practice Guidelines 55 

Appendix A 
Search Terms for PTSD Guidelines on EMBASE, PsycInfo, and 
MEDLINE 

Database: Embase <1974 to 2024 July 23> Search Strategy: 
1 posttraumatic stress disorder/ (86003) 
2 PTSD.ti,ab,kf,kw. (47828) 
3 moral injur*.ti,ab,kf,kw. (934) 
4 post traumatic neuros*.ti,ab,kf,kw. (28) 
5 post traumatic stress disorder*.ti,ab,kf,kw. (24374) 
6 posttramautic stress disorder*.ti,ab,kf,kw. (0) 
7 post traumatic stress injur*.ti,ab,kf,kw. (14) 
8 posttraumatic stress injur*.ti,ab,kf,kw. (17) 
9 or/1-8 (93499) 
10 practice guideline/ (589025) 
11 9 and 10 (1722) 
12 best practice*.ti. (9566) 
13 clinical guidance.ti. (309) 
14 ((treatment or practice or clinical) adj1 (guidance or guideline*)).ti. (23884) 
15 12 or 13 or 14 (32785) 
16 9 and 15 (128) 

Database: APA PsycInfo <1987 to July Week 3 2024> Search Strategy: 
1 posttraumatic stress disorder/ (42079) 
2 ptsd.mp. (47750) 
3 moral injur*.mp. (968) 
4 post traumatic neuros*.mp. (4) 
5 post traumatic stress disorder*.mp. (15950) 
6 posttraumatic stress disorder*.mp. (50113) 
7 post traumatic stress injur*.mp. (5) 
8 posttraumatic stress injur*.mp. (17) 
9 or/1-8 (62072) 
10 best practice*.ti. (2862) 
11 clinical guidance.ti. (29) 
12 ((treatment or practice or clinical) adj1 (guidance or guideline*)).ti. (1781) 
13 or/10-12 (4549) 
14 9 and 13 (89) 

Database: OVID Medline Epub Ahead of Print, In-Process & Other Non-Indexed Citations, Ovid 
MEDLINE(R) Daily and Ovid MEDLINE(R) 1946 to Present Search Strategy: 
1 Stress Disorders, Post-Traumatic/ (43500) 
2 PTSD.ti,ab,kf,kw. (36362) 
3 moral injur*.ti,ab,kf,kw. (869) 
4 post traumatic neuros*.ti,ab,kf,kw. (42) 
5 post traumatic stress disorder*.ti,ab,kf,kw. (18426) 
6 posttramautic stress disorder*.ti,ab,kf,kw. (0) 
7 post traumatic stress injur*.ti,ab,kf,kw. (15) 
8 posttraumatic stress injur*.ti,ab,kf,kw. (19) 
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9 or/1-8 (59067) 
10 guidelines as topic/ or practice guidelines as topic/ (171032) 
11 practice guideline.pt. (31869) 
12 consensus development conference.pt. (12469) 
13 guideline*.ti. (98894) 
14 best practice*.ti. (7242) 
15 clinical guidance.ti. (243) 
16 or/11-15 (132857) 
17 9 and 16 (191) 
18 ((treatment or practice or clinical) adj1 (guidance or guideline*)).ti. (18935) 
19 or/11-12,14-15,18 (62961) 
20 9 and 19 (125) 
21 11 or 12 or 14 or 15 (48983) 
22 9 and 21 (71) 
23 9 and 11 (38)
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Appendix B 
Summary of Psychosocial PTSD Treatments 
 Description 

Cognitive Behavioural 
Therapy (CBT) 

CBT emphasizes the relationship between thoughts and behaviours in which clients learn to identify and change their 
upsetting beliefs and the related emotional and behavioural reactions. The purpose of CBT is to help people learn that 
how they think can exacerbate emotional problems such as distress, depression, or anxiety. Therapists assist clients to 
identify thought distortions, view ideas as potentially deceitful and not as fact, and consider situations from several 
viewpoints. CBT is useful in situations where individuals want to develop practical skills and to practice strategies 
outside of treatment. 
Retrieved from: https://www.camh.ca/en/health-info/mental-illness-and-addiction-index/cognitive-behavioural-therapy  

Trauma-Focused 
Cognitive Behavioural 
Therapy (TF-CBT) 

TF-CBT is a trauma-sensitive approach where clients learn CBT techniques in a safe and secure environment. 
Individuals are encouraged to share their thoughts and emotions with the anticipated management of difficult feelings 
and associated symptoms. Aspects of TF-CBT include psychoeducation, relaxation techniques, cognitive processing of 
traumatic experiences, family therapy, and skill building. 
Retrieved from: https://www.medicalnewstoday.com/articles/trauma-focused-cognitive-behavioral-therapy  

Cognitive Processing 
Therapy (CPT) 

A specific type of CBT, CPT helps clients to understand the relationship between thoughts and behaviours by 
identifying automatic thoughts, The patient writes a detailed statement of the traumatic experience and its impact on 
the beliefs about the self, others, and world. Clients then read their traumatic experiences aloud in subsequent 
sessions with the aim of breaking the cycle of thought avoidance and maladaptive behaviours. The therapist helps the 
patient develop adaptive strategies to manage unhelpful thinking. 
Retrieved from: https://www.apa.org/ptsd-guideline/treatments/cognitive-processing-therapy  

Cognitive Therapy (CT) 

Similar to CPT, CT is derived from CBT; this treatment is most useful if the person re-experiences trauma in an 
uncontrolled manner that leads to maladaptive coping responses. CT focuses on modifying pessimistic evaluations of 
traumatic memories and instead develop relevant assessments of the experiences. The patient and therapist work to 
understand the meaning and appraisal of the traumatic memories and recognize pessimistic evaluations. They then 
develop a meaningful narrative beginning before the trauma and ending when the patient felt safe after the event. The 
overall objective is to decrease the feelings of immediate threat created from the memories and disrupt overly negative 
thoughts about the experience. 
Retrieved from: https://www.apa.org/ptsd-guideline/treatments/cognitive-therapy  

Eye Movement 
Desensitization and 
Reprocessing (EMDR) 

EMDR involves eye movement in a specific pattern while processing a traumatic event. The aim of this treatment is to 
alter the emotions, behaviours, and thoughts related to a specific event and does not require incident-specific details. 
The patient through guided instructions accesses and reprocesses the traumatic experience. EMDR is eight stages 
beginning from information gathering leading to desensitization and reprocessing, installation, body scan, stabilization, 
and reevaluation with continued care. 
Retrieved from: https://my.clevelandclinic.org/health/treatments/22641-emdr-therapy  

https://www.camh.ca/en/health-info/mental-illness-and-addiction-index/cognitive-behavioural-therapy
https://www.medicalnewstoday.com/articles/trauma-focused-cognitive-behavioral-therapy
https://www.apa.org/ptsd-guideline/treatments/cognitive-processing-therapy
https://www.apa.org/ptsd-guideline/treatments/cognitive-therapy
https://my.clevelandclinic.org/health/treatments/22641-emdr-therapy
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Prolonged Exposure 
Therapy (PET) 

PET (or PE) is a gradual approach to experiencing trauma-related feelings, memories, and situations with avoidance. 
PE helps the client work through the traumatic event in a stepped and safe manner. In each session, the therapist and 
patient work together in a systematic fashion to practice PTTEs with in vivo exposure. There are also aspects of 
discussing the trauma using imaginal exposure to learn to cope with emotions like anger, sadness, and fear. The 
objective of PE is gradually lower and amount and intensity of unwanted thoughts and feelings. As PE is specific to the 
client and client’s experiences, this therapy is individual. 
Retrieved from: https://www.ptsd.va.gov/understand_tx/prolonged_exposure.asp  

Narrative Exposure 
Therapy (NET) 

NET is a trauma-focused treatment intended for individuals who are experiencing multiple or complex trauma. It is 
particularly effective for the treatment of individuals who experienced trauma through political, social, or cultural forces 
such as refugees. With the guidance of a therapist, the individual composes a chronological narrative of their life, 
focusing mainly on the traumatic events and interspersed with positive experiences. The aim of establishing the 
narrative is to add detail to fragmented memories and create coherent autobiographical stories that contextualize 
traumatic experiences. A strength of NET is the ability of the individual to incorporate more than one traumatic 
experience into their treatment. 
Retrieved from: https://www.apa.org/ptsd-guideline/treatments/narrative-exposure-therapy  

Stress Management 
Therapy 

Stress management involves breathing exercises, muscle relaxation and “cultural equivalents”. Breathing exercises 
target rapid, shallow breathing associated with anxiety and encourage the individual to focus to slow, regular breaths. 
The technique involves training a person to breathe from their diaphragm (abdomen) rather than their upper body. 
Progressive muscle relaxation draw focus away from tense muscles and systematically guides the individual to relax 
their muscles, reducing anxiety. The individual tenses key muscle groups then relaxes them, working from the feet to 
the head. 
Retrieved from: https://iris.who.int/bitstream/handle/10665/85623/9789241505932_eng.pdf?sequence=1  

Trauma-Risk Management 
(TRiM) 

TRiM, delivered to either individuals or teams, is a peer support program delivered by trained colleagues who provide 
guidance regarding psychological trauma. In the case of workplace trauma, TRiM can be delivered in connection with 
incident debriefing. The goal of TRiM is to assist individuals understand that their reaction to a PTTE is a normal 
reaction to an abnormal event. Peers provide advice and support through recovery. If necessary, the trained colleague 
will refer individuals to additional services should symptoms persist. 
Retrieved from: https://www.nhsscotlandnorth.scot/uploads/tinymce/TRiM%20presentation%20-%2004.05.22.pdf  

Brief Eclectic Therapy 
(BET) 

BET (or Brief Eclectic Psychotherapy [BEP]) is a series of sessions (16 in total), each with a specific objective 
designed to treat a single traumatic experience. Sessions include aspects of psychoeducation, talk therapy, relaxation 
techniques, writing exercises, and relapse prevention. The objective of BET/BEP is to change feelings of shame and 
guilt surrounding the traumatic experience. A strong patient-therapist relationship is imperative for the success of 
BET/BEP. 
Retrieved from: https://www.apa.org/ptsd-guideline/treatments/brief-eclectic-psychotherapy  

Written Exposure Therapy 

Written exposure therapy is an intervention that directs individuals to write, in detail, about their traumatic experience. 
The individual focuses on the thoughts and feelings that occurred during the event with the goal of reducing fear 
associated with the experience. The patient learns that the traumatic memory is not dangerous; distress associated 
with the event is transient and will decrease over time. Further, the individual may alter their thinking and the perceived 
meaning associated with the traumatic memory. Individuals are required to attend two “in vivo” sessions outside of 
regular therapy to increase exposure. Each session is highly scripted to ensure standardized care. 
Retrieved from: https://www.ptsd.va.gov/professional/treat/txessentials/written_exposure_therapy.asp  

https://www.ptsd.va.gov/understand_tx/prolonged_exposure.asp
https://www.apa.org/ptsd-guideline/treatments/narrative-exposure-therapy
https://iris.who.int/bitstream/handle/10665/85623/9789241505932_eng.pdf?sequence=1
https://www.apa.org/ptsd-guideline/treatments/brief-eclectic-psychotherapy
https://www.ptsd.va.gov/professional/treat/txessentials/written_exposure_therapy.asp
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Present Centered Therapy 
(PCT) 

PCT is a treatment that helps the individual develop adaptive responses to current life stressors related to PTSD 
symptoms. Individuals learn how their PTSD symptoms affect their current emotions and perceived problems and how 
to react by drawing on their personal strengths. Patients identify difficulties that they had recently and with the help of 
the therapist, develop new ways to respond. PCT does not directly address trauma but helps the individual to 
understand the influence of PTSD symptoms on current situations. The individual learns how to respond to stressors in 
a personal and more helpful manner. 
Retrieved from: https://www.ptsd.va.gov/understand_tx/present_centered_therapy.asp  

Virtual Reality Therapy 
(VRT) 

VRT or Virtual Reality Exposure Therapy (VRET) consists of an electronic environment that provides engaging and 
interactive opportunities for learning and development of psychological skills. It permits a gradual, controlled, and 
immersive exposure to trauma as an alternative to “in vivo” situations. Patients provide details about their traumatic 
event and a technician creates a customized three-dimensional environment resembling their experience. VRT is 
appealing to individuals who may not respond to traditional evidence-based treatments and those who may experience 
stigma associated with traditional mental health treatments. It also addresses barriers to engagement such as 
emotional detachment due to the immersive environment. 
Retrieved from: https://www.sciencedirect.com/topics/medicine-and-dentistry/virtual-reality-exposure-therapy  

Imagery Rehearsal 
Therapy (IRT) 

IRT (or IR) is a treatment that is effective for individuals experiencing nightmares as a symptom of PTSD, particularly 
for victims of crime. Patients select a repetitive trauma-related nightmare by describing and recording/writing the 
specific details. Individuals then choose an aspect of the script or imagery of the dream. This allows the individual to 
develop mastery by writing down the change and mentally rehearsing the adjustment. There is room in IRT for 
discussion around the nightmare contents and flexibility to generate ideas for changing the script both individually and 
in-group treatments. 
Retrieved from: https://www.phoenixaustralia.org/disaster-hub/wp-content/uploads/2022/09/Imagery-rehearsal-manual.pdf    

Present-Centered Therapy 
(PCT) 

PCT promotes the development of skills to cope with current life problems related to individual symptoms of PTSD. 
The patient works to identify the ways which PTSD symptoms affect emotions and actions and learn new ways to 
respond when difficulties arise. Development of problem-solving skills can increase feelings of control and efficacy in 
facing daily challenges. PCT has aspects of psychoeducation, talk therapy, and problem-solving challenges. PCT 
delivery is on an individual basis. 
Retrieved from: https://www.ptsd.va.gov/understand_tx/present_centered_therapy.asp  

Stress Inoculation 
Training (SIT) 

SIT teaches the individual new coping skills and techniques related to PTSD symptoms. Specifically, SIT helps the 
patient develop different reactions to manage stressful situations. How the individual considers the situation, their 
thoughts, and their behaviours can be more difficult with the presence of PTSD symptoms. Individuals practice new 
problem-solving skills as the person apply relaxation techniques such as focus on breathing, thought stoppage, and 
remaining present. The goal is to recognize that life stressors and the subsequent reactions are changeable.  
Retrieved from: https://www.ptsd.va.gov/understand_tx/stress_inoculation_training.asp  

Psychological Debriefing 

Psychological debriefing (herein referred to as debriefing) is a manner to provide support immediately following 
traumatic event as a means to prevent PTSD. They usually consist of a single session in the days following a traumatic 
experience. Research suggested that debriefing works well in the short-term but may increase PTSD symptoms over 
time. Providers and content vary however most debriefing treatments are group-based. Other names for debriefing 
include crisis intervention approaches, group psychological debriefing, process debriefing, and critical incident stress 
debriefing or management. 

https://www.ptsd.va.gov/understand_tx/present_centered_therapy.asp
https://www.sciencedirect.com/topics/medicine-and-dentistry/virtual-reality-exposure-therapy
https://www.phoenixaustralia.org/disaster-hub/wp-content/uploads/2022/09/Imagery-rehearsal-manual.pdf
https://www.ptsd.va.gov/understand_tx/present_centered_therapy.asp
https://www.ptsd.va.gov/understand_tx/stress_inoculation_training.asp
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Retrieved from: https://www.ptsd.va.gov/understand_tx/present_centered_therapy.asp  

Safety Seeking 

Safety Seeking is a treatment approach that addresses concurrent conditions of substance use disorder (SUD) and 
PTSD. It is a combination of cognitive behavioural and psychodynamic therapies. Therapists cover 25 topics that 
broadly consist of cognitive, behavioural, interpersonal challenges and coping skills for both PTSD and SUDs. Each 
topic is independent which allows for patient-therapist flexibility in choosing which topics are most important to the 
individual. It is available in both group and individual formats. 
Retrieved from: https://www.ccsa.ca/sites/default/files/2019-04/CCSA-Seeking-Safety-Rapid-Review-2014-en.pdf  

Stepped or Collaborative 
Care 

A stepped model aims to care for individuals with the least intensive level of treatment yet still deliver adequate care. 
When employing stepped care, providers continuously monitor the patient for progress. A collaborative care model 
aims to integrate all care providers in a patient’s circle of care on one systematic team. Healthcare providers often 
employ stepped and collaborative care models simultaneously. Using both of the care approaches are efficacious and 
cost-effective. 
Retrieved from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6010425/  

Psychoeducation 

Broadly, psychoeducation is the provision of information about mental health conditions, particularly around the cause, 
the progression, the symptoms, and the impact. Psychoeducation covers many aspects of health including mental, 
physical, spiritual, and emotional areas. Psychoeducation allows individuals and their families to recognize that their 
symptoms are normal and predictable in response to an abnormal event. Further, psychoeducation offers strategies for 
the patient to cope with symptoms as they appear. 
Retrieved from: https://www.psychologytoday.com/ca/blog/expressive-trauma-integration/202103/psychoeducation-in-trauma-focused-
psychotherapy  

Relaxation Techniques 

Relaxation techniques decrease distress in a short and timely matter; they may also help to prevent panic and other 
negative feelings of discomfort. Relaxation techniques distract the individual from the disturbing physical sensations 
associated with distress. Often treatment providers suggest deep breathing techniques and progressive muscle 
relaxation but other skills include performing meditation, engaging in yoga, stretching, saying prayers, listening to quiet 
and soothing music, and spending time in nature. 
Retrieved from: https://www.ptsd.va.gov/gethelp/coping_stress_reactions.asp  

Stability (Stabilization 
Phase) 

Stability or stabilization phase is the first phase of a three-phased approach to treating complex PTSD. This stage 
ensures the patient is first physically and emotionally safe. Stabilization also the opportunity for patients to improve 
emotional regulation and coping skills prior to formal PTSD treatments. The completion of this phase acknowledges 
that an individual may be struggling with their emotions related to the traumatic event. Stabilization involves building 
patient-therapist trust, psychotherapy, crisis management, and boundary setting.  
Retrieved from: https://jnodelmanlcsw.com/emdr-stabilization/   

 

 

https://www.ptsd.va.gov/understand_tx/present_centered_therapy.asp
https://www.ccsa.ca/sites/default/files/2019-04/CCSA-Seeking-Safety-Rapid-Review-2014-en.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6010425/
https://www.psychologytoday.com/ca/blog/expressive-trauma-integration/202103/psychoeducation-in-trauma-focused-psychotherapy
https://www.psychologytoday.com/ca/blog/expressive-trauma-integration/202103/psychoeducation-in-trauma-focused-psychotherapy
https://www.ptsd.va.gov/gethelp/coping_stress_reactions.asp
https://jnodelmanlcsw.com/emdr-stabilization/
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Appendix C 
Modified Heat Map Summaries of PTSD Treatment Guidelines   
Table C1. Treatment Summaries: Existing PTSD Guidelines 

 CBT TF-
CBT 

CBT 
Variant CPT CT PE EMDR NET 

Stress 
or 

Trma-
Risk 

Mgmt;  

BEP Written VRT, 
IRT PCT SIT Debf Sfty 

Skng 
Step 
Care 

Psych-
Ed 

Rlx 
Tech, 
Stable 

APA,  
2017 Strong  Strong Strong Strong Cond Cond  Cond  Against  Against 

CPA,  
2014 Strong Strong 

Strong* 
 Strong Strong  Cond  Against  

Cond 
ISTSS, 
2019 Cond Strong Weak Strong Strong Strong Strong Cond  Against Weak Weak Cond  Strong Against Against 

Phoenix, 
2020 Weak Strong Cond Strong Strong Strong Strong Cond  Weak Weak Cond Cond Against  Strong  

NICE, 
 2018  Strong  Strong Strong Strong 

Strong* 
Strong  Against  

Cond 
VA/DoD, 
2023  Strong Weak Strong  Strong Strong Cond  Cond Cond  Cond Cond  

WHO,  
2023  Cond Cond  Cond  Cond  

Note: Strong* indicated that in certain conditions, the treatment was strongly recommended while in others, the evidence provided warranted a conditional treatment guideline 
CBT Variant included group-based, individual, single session, and family modifications 
CBT = Cognitive Behavioural Therapy; TF-CBT = Trauma-Focused Cognitive Behavioural Therapy; CPT = Cognitive Processing therapy; CT = Cognitive Therapy; PE = Prolonged Exposure; EMDR = 
Eye Movement Desensitization and Reprocessing; NET = Narrative Exposure Therapy; Stress or Trma-Risk Mgmt = Stress Management or Trauma-Risk Management Therapies; BEP = Brief Eclectic 
Psychotherapy; Written – Written Exposure Therapy; VRT = Virtual Reality Therapy; IRT = Imagery Rehearsal Therapy; PCT = Present-Centered Therapy; SIT = Stress Inoculation Training; Debf = 
Debriefing; Sfty Skng = Safety Seeking; Step Care = Stepped or collaborative care models; Psych-Ed = psychoeducation; Rlx Tech = relaxation techniques; Stable = stability-based stepped care 
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Table C2. Treatment Summaries: Systematic Reviews of Existing PTSD Guidelines 

 CBT TF-
CBT 

CBT 
Variant CPT CT PE EMDR NET 

Stress 
or 

Trma- 
Risk 

Mgmt;  

BEP Written VRT, 
IRT 

PCT, 
ACT SIT Debf Sfty 

Skng 
Step 
Care 

Psych-
Ed 

Rlx 
Tech, 
Stable 

Billings et 
al., 2023  Cond  Cond  Weak  Against  Weak* 
de Jongh et 
al., 2016  Strong  Strong Strong  Strong  Against 

Greer et al., 
2019  Weak  Weak  Weak  

Guimarães 
et al., 2022  Strong  Strong Strong Strong Strong Cond  

Hamblen et 
al., 2019  Strong  Strong Strong Strong Strong Cond  Cond  Cond  

Kowalski et 
al., 2024 Strong  Strong Strong  

Martin et 
al., 2021 Strong Strong  Strong Cond Strong  Cond  

Varker et 
al., 2021  Against  

von der 
Warth et 
al., 2020 

 Strong Strong  

Note: Strong* indicated that in certain conditions, the treatment was strongly recommended while in others, the evidence provided warranted a conditional treatment guideline 
CBT Variant included group-based, individual, single session, and family modifications 
CBT = Cognitive Behavioural Therapy; TF-CBT = Trauma-Focused Cognitive Behavioural Therapy; CPT = Cognitive Processing therapy; CT = Cognitive Therapy; PE = Prolonged Exposure; EMDR = Eye 
Movement Desensitization and Reprocessing; NET = Narrative Exposure Therapy; Stress or Trma-Risk Mgmt = Stress Management or Trauma-Risk Management Therapies; BEP = Brief Eclectic 
Psychotherapy; Written – Written Exposure Therapy; VRT = Virtual Reality Therapy; IRT = Imagery Rehearsal Therapy; PCT = Present-Centered Therapy; SIT = Stress Inoculation Training; Debf = 
Debriefing; Sfty Skng = Safety Seeking; Step Care = Stepped or collaborative care models; Psych-Ed = psychoeducation; Rlx Tech = relaxation techniques; Stable = stability-based stepped care 
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Table C3. Treatment Summaries: Organizational Integrated Care Models Containing PTSD Guidelines 

 CBT TF-
CBT 

CBT 
Variant CPT CT PE EMDR NET 

Stress 
or 

Trma- 
Risk 

Mgmt 

BEP Written VRT, 
IRT 

PCT, 
ACT SIT Debf Sfty 

Skng 
Step 
Care 

Psych-
Ed 

Rlx 
Tech, 
Stable 

ACOG, 
2021 Novel approaches include trauma-informed care and trainee education considerations 

ACS,  
2023  Strong  

AHA,  
2022  Strong Cond  Strong  

ASIA, 
2021 Weak Weak  Weak Weak Weak Weak Weak  Weak  Against  

ACOS,  
2018 Cond  Cond  

CPFC, 
2022 Novel approaches include acknowledgement of trauma, belief in patient’s strength and resilience, sensitivity to cultural, personal, and social identities, and discussion of moral injury 

ERS,  
2022 Novel approaches include psychological support and physical rehabilitation 

MOH, 
2015 Strong  Cond  

PPA,  
2019  Cond  Cond  Cond  

RACGP, 
2019  Weak  Strong  Strong  

RCP, 
2012  Strong  Against  

RNAO, 
2021 Novel approaches include creation of safe and comfortable environments and sensitivity to cultural, personal, and social identities 

WHO, 
2016 Cond  Cond  Weak  Weak  

Note: Strong* indicated that in certain conditions, the treatment was strongly recommended while in others, the evidence provided warranted a conditional treatment guideline 
CBT Variant included group-based, individual, single session, and family modifications 
CBT = Cognitive Behavioural Therapy; TF-CBT = Trauma-Focused Cognitive Behavioural Therapy; CPT = Cognitive Processing therapy; CT = Cognitive Therapy; PE = Prolonged Exposure; EMDR = Eye 
Movement Desensitization and Reprocessing; NET = Narrative Exposure Therapy; Stress or Trma-Risk Mgmt = Stress Management or Trauma-Risk Management Therapies; BEP = Brief Eclectic 
Psychotherapy; Written – Written Exposure Therapy; VRT = Virtual Reality Therapy; IRT = Imagery Rehearsal Therapy; PCT = Present-Centered Therapy; SIT = Stress Inoculation Training; Debf = 
Debriefing; Sfty Skng = Safety Seeking; Step Care = Stepped or collaborative care models; Psych-Ed = psychoeducation; Rlx Tech = relaxation techniques; Stable = stability-based stepped care 
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Table C4. Treatment Summaries: Integrated Care Models Containing PTSD Guidelines Authored at Academic Institutions 

 CBT TF-
CBT 

CBT 
Variant CPT CT PE EMDR NET 

Stress 
or 

Trma- 
Risk 

Mgmt;  

BEP Written VRT, 
IRT 

PCT, 
ACT SIT Debf Sfty 

Skng 
Step 
Care 

Psych-
Ed 

Rlx 
Tech, 
Stable 

Bisson et al., 
2019  Strong Against  Cond  Cond  Strong  Strong  

Church et al., 
2017  Cond  Cond  Cond  Cond  

Foa et al.,  
2005 Strong  Strong Strong  Strong  

Gautam et al.,  
2017  Cond  Cond  

Hagerty et al., 
2020  Strong  Strong  

Lewis & Bisson, 
2022 Weak Strong  Weak  Strong  Weak  

Pervez et al., 
2024 Strong Strong  Strong Strong  Strong  

Subrahmanyam 
et al., 2018  Cond  

Xenakis,  
2014  Cond  

Note: Strong* indicated that in certain conditions, the treatment was strongly recommended while in others, the evidence provided warranted a conditional treatment guideline 
CBT Variant included group-based, individual, single session, and family modifications 
CBT = Cognitive Behavioural Therapy; TF-CBT = Trauma-Focused Cognitive Behavioural Therapy; CPT = Cognitive Processing therapy; CT = Cognitive Therapy; PE = Prolonged Exposure; EMDR = Eye 
Movement Desensitization and Reprocessing; NET = Narrative Exposure Therapy; Stress or Trma-Risk Mgmt = Stress Management or Trauma-Risk Management Therapies; BEP = Brief Eclectic 
Psychotherapy; Written – Written Exposure Therapy; VRT = Virtual Reality Therapy; IRT = Imagery Rehearsal Therapy; PCT = Present-Centered Therapy; SIT = Stress Inoculation Training; Debf = 
Debriefing; Sfty Skng = Safety Seeking; Step Care = Stepped or collaborative care models; Psych-Ed = psychoeducation; Rlx Tech = relaxation techniques; Stable = stability-based stepped care 
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Appendix D 
Summary of Commentary and Criticisms of APA (2017) PTSD Treatment Guidelines 
Author Critique 

Austern, 2017 
Using a stepped-care model, Written Exposure Therapy should be considered as an early, and if effective, standalone treatment 
Written Exposure Therapy has fewer sessions, less homework, and more potential for dissemination compared with Cognitive 
Processing Therapy and Prolonged Exposure 

Bryant-Davis, 
2019 

Conventional treatments for PTSD do not consider cultural sources of trauma including historical trauma, racism, sexism, 
heterosexism, hate crimes, and societal trauma 
Guidelines should include culturally emergent treatment approaches such as options for Ubuntu therapy, emancipation circles, and 
medicine wheels for care. 

Courtois & 
Brown, 2019 

Total reliance on RCTs to create PTSD treatment guidelines resulted in a narrow scope of recommended treatments 
Organizations need to work together to create multidimensional guidelines that address intersectional as part of individual identities 
Current guidelines show lack of awareness of cultural competence and humility when treating PTSD 
Highlights the importance of including people with lived and living experience when creating treatment guidelines 
The APA must critically evaluate the use of biomedical models to develop psychological guidelines 

Dauphin, 2020 
Overemphasis on evidence provided by RCTs to create PTSD treatment guidelines resulted in a narrow scope of treatments 
Lack of emphasis on the importance of strong therapeutic alliances (provider-client relationships) was an oversight 
The APA appeared to focus on “branded treatments” over client therapeutic preferences 

Dominguez & 
Lee, 2017 

Eye Movement Desensitization and Reprocessing was assigned as a conditional guideline despite existing evidence of its efficacy in 
treatment PTSD 
This recommendation was based on the use of an inappropriate measure to calculate effect size, omission of relevant and updated 
RCTs, inclusion of RCTs that had high risk of bias, and exclusion of studies where participants were not diagnosed with PTSD but 
showed clinically relevant symptoms. 

Halfond et al., 
2020 

There is a gap in the guidelines, and more broadly, research, in the potential harms of psychotherapy interventions 
Future iterations of the guidelines should define what constitutes harm and rate harm from mild to severe. 

Henning & 
Brand, 2019 

There is a lack of direction within the guidelines for trainees to treat individuals diagnosed with complex or comorbid conditions 
Trainees encouraged to dive deeper into treatments including inclusion/exclusion criteria, dropout rates, side effects, demographics, 
and biases of authors 
Trainees should think critically whether clients with comorbid conditions can tolerate treatments by assessing overall functioning 
There needs to be an additional assessment of the impact of culture and place of residence on trauma exposure and symptom 
expression 
There needs to be guidance for trainees on the negative impact of exposure to trauma content and the importance of self-care 
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The APA should recognize that not all supervisors may be adequately trained to assist trainees in these areas  

Kudler, 2019 Clinical practice guidelines must value clinical experience balanced with scientific approaches 
Committees who vet guidelines should have a balance of scientific advisors and clinical providers 

Norcorss & 
Wampold, 2019 

Guidelines do not currently consider the importance of therapeutic alliances (patient and therapist connection) 
Therapist responsiveness (e.g., their culture, religion, therapeutic preferences) is also a gap in the guidelines 
Therapist effects, such as how stylistically flexible and approachable they are, needs to considered by potential clients 

Silver & Levant, 
2019 

The APA Task Force on Evidence-Based Practice should rewrite guidelines from a tripartite evidence-based approach which 
includes a) research, b) clinical experience and judgement, and c) patient characteristics and therapeutic preferences 
There needs to be specific recommendations for the integration of clinical experience and patient values and preferences in 
treatment decision-making 

 


