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Presenter Notes
Presentation Notes
Speaker Notes:


Welcome to this Center for Deployment Psychology presentation.  

Today, I will be providing you with some background information about Evidence-Based Psychotherapies (EBP).
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Presenter Notes
Presentation Notes

SPEAKER NOTES: 

Please note that the views expressed are those of the presenters and do not necessarily reflect the opinions or  endorsement by the USUHS, DoD, or the U.S. Government.   Also, there are no financial conflict of interests to report.
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Presenter Notes
Presentation Notes
Speaker Notes:

This presentation is part of the Center for Deployment Psychology’s Clinic Optimization Toolkit. The Toolkit was designed to help DoD behavioral health clinics improve patient care by utilizing resources more effectively, with an emphasis on the expanded use of EBPs. 

This presentation is part of the EBP Utilization module from the toolkit. 
----------
Photo Credit: Presenter Media (purchased by CDP)
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• Evaluate misconceptions about 
utilizing EBPs

• Distinguish recommended EBPs 
for PTSD and MDD

Learning Objectives

Presenter Notes
Presentation Notes
Speaker Notes:

Today we are going to evaluate misconceptions providers may have regarding utilizing EBPs.  These perceptions can play a significant role in whether a provider gets training or even uses the treatment protocol with patients.

We will also distinguish EBPs for PTSD and MDD that have been most strongly endorsed by the VA/DoD Clinical Practice Guidelines.
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Evidence-Based Psychotherapies

Presenter Notes
Presentation Notes

Speaker Notes:  Transition slide

We will start by defining what are evidence-based psychotherapies (EBPs), common misconceptions about EBPs, the need for EBPs, and DoD/VA Clinical Practice Guidelines that recommend EBPs for various mental health conditions.
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Evidence-Based Psychotherapies

Institute of Medicine, 2015

Supported by research

Compared against other 
therapies

Presenter Notes
Presentation Notes
Speaker Notes:

So, what are Evidence-Based Psychotherapies? They are therapies that meet the criteria for being an evidence-based practice, mainly that there are multiple high-quality studies that supports a treatment’s effectiveness.

The Institute of Medicine (2015) suggests that: “the mental health and substance use care delivery system needs a framework for applying strategies to improve the evidence base for and increase the uptake of high-quality evidence-based interventions in the delivery of care.”  They recommend rating different therapies against each other in a systematic manner to determine which therapies convey the greatest benefit to patients with specific disorders. Providers have a responsibility to provide patients with informed consent about the best known treatments for various conditions.

The VA/DoD Evidence-Based Practice Guideline Work Group (EBPWG) is the organization that advises the VA and DoD on the use of evidence-based treatments to improve the health of the population across the Veterans Health Administration (VHA) and Military Health System.    

----------
Photo Credit:
Institute of Medicine. (2015). Psychosocial Interventions for Mental and Substance Use Disorders: A Framework for Establishing Evidence-Based Standards. Washington, DC: The National Academies Press. https://doi.org/10.17226/19013
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Misconceptions about EBPs

Clinic patients are not the same

Difficult & time consuming

Inflexible protocol

No better than usual treatment

Discount therapeutic expertise

Finley et al., 2020; Finley et al., 23018, Stewart et al., 2021

Presenter Notes
Presentation Notes
Speaker Notes:

Despite the many Clinical Practice Guidelines recommending certain EBPs for specific disorders, these therapies not routinely utilized with patients. One barrier that research has identified as preventing providers from utilizing EBPs are negative beliefs or adhering to various misconceptions about EBPs. Some of these misconceptions are: 

Misconception: The clinic’s population or my patients are not the same as the patients in the research studies.
Rebuttal: Contrary to this misconception, the study populations in most randomized controlled trails are actually very diverse and resemble the patients seen in the average mental health clinic.  RCT populations show a large amount of psychiatric co-morbidity and other factors that many clinicians believe are screened out. 

Misconception: EBPs are difficult and time-consuming to learn and put into practice.
Rebuttal: Most EBPs are manualized, meaning they follow a set protocol. This makes them easier to learn and put into practice compared to other types of therapies. These therapies typically follow a clear progression of teaching a patient a set of skills that they use to reduce symptoms. An EBP will take time to learn and get used to, but this is no different from any other therapy one would learn. A benefit to EBPs is that consultation for many of them is freely available! 

Misconception: EBPs all mandate providers use an inflexible protocol for therapy.
Rebuttal: EBPs actually require a great deal of flexibility on the part of the therapist. It is true that you are encouraged to follow the protocol; however, the clinician must have skill in adapting the protocol to the individual patient. For example, conducting exposure therapy requires the clinician to develop a hierarchy with the patient that is completely tailored to the person’s own fears.  Clinicians must also have sound judgment in knowing when to deviate from a protocol for a session to handle the occasional patient crisis.

Misconception: These therapies are no better than the usual treatment that’s available.
Rebuttal: By definition, EBPs have been compared to other forms of treatment and found to be superior. Decades of research have informed the scientific practice of therapy and we know the therapies that have a better chance to improve specific disorders. For example, The Level A recommendations for therapies are based on a large body of high-quality research demonstrating that they are more likely to be beneficial to patients than non-EBP therapies. 

Misconception: EBPs do not require any therapeutic expertise - they are simplistic.
Rebuttal: Many EBPs are “manualized” and follow a set progression of material that is covered in a consistent manner. Some providers may object to this format, arguing that this makes therapy a rote practice, instead of an art. Actually, EBPs are no more simplistic than supportive counseling. They require clinicians to have an understanding of the theoretical underpinnings of the therapy and have the clinical skills to guide the patient through the acquisition and adoption of new skills.  

Now that we take some time to address various misconceptions about EBPs, lets talk about Clinical Practice Guidelines that support the use of EBP treatments.
----------
Photo Credit: Presenter Media (purchased by CDP)

References:
Finley, E. P., Garcia, H. A., Ramirez, V. A., Haro, E. K., Mignogna, J., DeBeer, B., & Wiltsey-
Stirman, S. (2020). Treatment selection among posttraumatic stress disorder (PTSD) specialty care providers in the Veterans Health Administration: A thematic analysis. Psychological Trauma: Theory, Research, Practice, and Policy, 12(3), 251–259. https://doi.org/10.1037/tra0000477
 
Finley, E. P., Noël, P. H., Lee, S., Haro, E., Garcia, H., Rosen, C., Bernardy, N., Pugh, M. J., & 
Pugh, J. A. (2018). Psychotherapy practices for veterans with PTSD among community-based providers in Texas. Psychological Services, 15(4), 442–452. https://doi.org/10.1037/ser0000143
 
Stewart, R.E., Beidas, R.S., Last, B.S., Hoskin, K., Byeon, Y. V., Williams, N. J., & Buttenheim, 
A. M. (2021). Applying NUDGE to inform design of EBP implementation strategies in community mental health settings. Administration and Policy in Mental Health Services Research, 48, 131–142. https://doi.org/10.1007/s10488-020-01052-z
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Clinical Practice Guidelines

Presenter Notes
Presentation Notes
Speaker Notes:

The Evidence-Based Practice Guideline Work Group (EBPWG) is the group which creates the VA/DoD Clinical Practice Guidelines (CPG). 

The guideline development process for the CPGs published in 2017 consisted of the following steps: 
Formulating and prioritizing evidence knowledge questions
Convening a patient focus group
Conducting a systematic review
Convening a face-to-face meeting with the CPG Champions and Work Group members
Drafting and submitting a final CPG on the management of PTSD to the VA/DoD EBPWG

The Grading of Recommendations Assessment, Development and Evaluation (GRADE) system was used to assess the quality of the evidence base and assign a grade for the strength for each recommendation within a particular CPG. The GRADE system uses the following four domains to assess the strength of each recommendation: 
Balance of desirable and undesirable outcomes
Confidence in the quality of the evidence
Patient or provider values and preferences
Other implications, as appropriate, e.g., resource use, equity, acceptability, feasibility and subgroup considerations. 

Rating of recommendations with a DoD/VA CPG are rated on a continuum of “Strong for” to “Strong against.”  We will go over the ratings in more detail on the next slide.

 ----------
Photo Credit:
http://www.healthquality.va.gov/
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Levels Defined

A: Strong for

B: Weak for

C: No recommendation

D: Weak against

I: Strong against

Presenter Notes
Presentation Notes
Speaker Notes:

The level ratings in the CPGs are tied to whether the interventions are recommended or not:  

A - A strong recommendation that the clinicians provide the intervention to eligible patients. 
Good evidence was found that the intervention improves important health outcomes and concludes that benefits substantially outweigh harms. 
	
B - A recommendation that clinicians provide (the service) to eligible patients. 
At least fair evidence was found that the intervention improves health outcomes and concludes that benefits outweigh harm. 	

C - No recommendation for or against the routine provision of the intervention is made. 
At least fair evidence was found that the intervention can improve health outcomes but concludes that the balance of benefits and harms is too close to justify a general recommendation. 	

D - Recommendation is made against routinely providing the intervention to asymptomatic patients. 
At least fair evidence was found that the intervention is ineffective or that harms outweigh benefits. 	

I - The conclusion is that the evidence is insufficient to recommend for or against routinely providing the intervention. 
Evidence that the intervention is effective is lacking, of poor quality, or conflicting, and the balance of benefits and harms cannot be determined. 
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EBPs for Specific Disorders

U.S. Marine photo. No photographer cited. https://creativecommons.org/licenses/by-nc/2.0/

Posttraumatic Stress 
Disorder (PTSD)

Depression 

Medical Surveillance Monthly Report, August 2021

Presenter Notes
Presentation Notes
Speaker Notes:

Now that we covered what defines an EBP, common misconceptions about EBPs, and the DOD/VA CPGs, will focus more specifically on EBPs for PTSD and Depression. 

We will focus on PTSD and Depression because they are among the most prevalent mental health disorders for active-duty service members according to recent data from the Medical Surveillance Monthly Report (MSMR) that examined incident rates of mental health disorders from 2016-2020.

----------
Photo Credit: Creative Commons

Reference:

Medical Surveillance Monthly Report (August, 2021). Update: Mental health disorders and mental health problems, active component, U.S. Armed Services, 2016-2020, MSMR, 28(8), 2-9. https://www.health.mil/Military-Health-Topics/Combat-Support/Armed-Forces-Health-Surveillance-Branch/Reports-and-Publications/~/link.aspx?_id=534E26BD8E5D4ECC8CAA8ABA47679691&_z=z

https://creativecommons.org/licenses/by-nc/2.0/
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Treatment for PTSD

Presenter Notes
Presentation Notes

Speaker Notes:  Transition Slide

So, let’s start be examining EBPs for PTSD.
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CPG for PTSD

Veterans Health Administration & Department of Defense, 2017

Trauma focused therapy

Individual treatment

Manualized treatment

Exposure

Cognitive restructuring

Presenter Notes
Presentation Notes
Speaker Notes:

Although various professional organizations have produced clinical practice guidelines related to the assessment and treatment of PSTD, we will focus on the VA/DOD CPGs because of its focus on working with service members and veterans.

The most recent version of the VA/DOD CGPs for PTSD was published in 2017 and is currently undergoing an update.  The 2017 CPG gave its highest level of recommendation,  STRONG FOR,  manualized, individual, trauma focused treatment.  The document highlights these treatments, recommending them as a first line treatment for PTSD.     Additionally, manualized, individual Trauma-Focused Therapy is recommended OVER other pharmacologic and non-pharmacologic treatment (e.g., non-trauma focused therapy).

All the trauma focused therapies that received this high level of endorsement include exposure and or cognitive restructuring as a primary intervention component of their treatment.

----------
Source:

Veterans Health Administration & Department of Defense (2017). VA/DOD clinical practice guideline for management of Post Traumatic Stress Disorder and Acute Stress Disorder: Guideline summary. Retrieved from: https://www.healthquality.va.gov/guidelines/MH/ptsd/VADoDPTSDCPGFinal012418.pdf
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Trauma-Focused EBPs - PTSD

Veterans Health Administration & Department of Defense, 2017

Cognitive Process Therapy (CPT)
Prolonged Exposure (PE)
CBT for PTSD (CBT-PTSD)
Eye Movement Desensitization and 
Reprocessing (EMDR)
Brief Eclectic Psychotherapy (BEP)
Narrative Exposure Therapy (NET)
Written Narrative Exposure (WET)

Presenter Notes
Presentation Notes

Speaker Notes:

All of these treatments have a “Strong for” rating of the evidence.

While trauma-focused psychotherapies differ considerably in their approaches and protocols, most often they involve 8 to 16 sessions with varying combinations of the following core techniques: exposure to traumatic images or memories through narrative or imaginal exposure, exposure to avoided or triggering cues in vivo or through visualization, and cognitive restructuring techniques focused on enhancing meaning and shifting problematic appraisals stemming from the traumatic experiences. 

The VA/DoD CPG places all of these treatments in the same category. However, the American Psychological Association (APA) CPG for PTSD only places CPT, PE, Cognitive Behavioral Therapy, and Cognitive Therapy in it’s highest classification of treatment “Strongly recommends use”The APA CPG does not rate the evidence for BEP, NET, and EMDR as highly as the VA/DoD CPG and rate the evidence as “suggests use”.

 Let’s now go ahead and briefly review each of these PTSD treatments. 


----------
Reference:

Veterans Health Administration & Department of Defense (2017). VA/DOD clinical practice guideline for management of Post Traumatic Stress Disorder and Acute Stress Disorder: Guideline summary. Retrieved from: https://www.healthquality.va.gov/guidelines/MH/ptsd/VADoDPTSDCPGFinal012418.pdf
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Cognitive Processing Therapy

Based on cognitive theory

12 weekly sessions

Cognitive techniques

Writing exercises

Resick et al., 2008

Presenter Notes
Presentation Notes
Speaker Notes:

Cognitive Processing Therapy, or CPT, is a manualized treatment protocol comprising 12-sessions that can be delivered in either an individual or group format.

CPT is based on cognitive theory  that emphasizes the changes in how people think about themselves, the world and others changes after a trauma. Trauma can also produces changes in how people think about safety, trust, power and control, self-esteem and intimacy. These changes in thinking can create stuck points that prevent individuals from recovering from PTSD.

The therapy focuses on utilizing cognitive techniques such as psychoeducation, thought records, and writing assignments such as impact statements (e.g., how has the event changed the way you think about yourself, the world, safety, trust, etc. ).  

The goal of treatment is to help people develop more balanced thinking through the use of cognitive skills, and able them express natural emotions associated with the trauma through their writing exercises.

----------
Photo Credit:
Resick, P. A., Monson, C .M., & Chard, K. M. (2008). Cognitive processing therapy. Washington, DC: Department of Veterans’ Affairs
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Prolonged Exposure Therapy

Emotional processing theory

8-15 weekly sessions

Imaginal exposure

In vivo exposure

Breathing retraining

Education

Foa et al., 2007

Presenter Notes
Presentation Notes
Speaker Notes:

Prolonged Exposure Therapy, or PE, is based on Emotional Processing Theory, which posits that PTSD symptoms arise as a result of cognitive and behavioral avoidance of trauma-related thoughts, reminders, activities and situations. PE helps the client interrupt and reverse this process by blocking cognitive and behavioral avoidance, introducing corrective information, and facilitating organization and processing of the trauma memory and associated thoughts and beliefs. 

The therapy is a manualized treatment that consists of 8–15 weekly, 90 or 60 minute sessions.

The main components include:
Imaginal exposure:  Repeatedly recounting traumatic memories in therapy session
In vivo exposure: Proximity to safe, but trauma-related, stimuli which were previously avoided
Breathing re-training: Teach exercises to lower autonomic arousal
Education about common reactions to trauma and techniques in the therapy to address these reactions


----------
Photo Credit:
Foa, E. B., Hembree, E. A., & Rothbaum, B. O. (2007). Treatments that work. Prolonged exposure therapy for PTSD: Emotional processing of traumatic experiences: Therapist guide. New York, NY, US: Oxford University Press.
http://dx.doi.org/10.1093/med:psych/9780195308501.001.0001 
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Eye Movement Desensitization
and Reprocessing (EMDR)  

3-10 weekly sessions

Exposure

Cognitive

Relaxation/self-
monitoring

Shapiro et al., 1998

Presenter Notes
Presentation Notes
Speaker Notes:

Eye Movement Desensitization and Reprocessing, or EMDR, is a manualized treatment delivered in a 3-10 session individual format. EMDR combines exposure and cognitive components with relation and self-monitoring techniques. Exposure components include talking about the traumatic event and/or holding distressing traumatic memories in the mind without verbalizing them. Cognitive components include identifying a negative cognition, an alternative positive cognition, and assessing the validity of the cognition. Finally, relaxation and self-monitoring techniques include breathing and “body scan.” Although the mechanisms of effectiveness in EMDR have yet to be determined, it is likely that they are similar to other trauma-focused exposure and cognitive-based therapies. 

----------
Photo Credit:
Shapiro, F., Dawkins, K., Allen, J. G., Beutler, L. E., & Mueser, K. T. (1998). EMDR: A closer look. New York: Guilford Publications. 
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Cognitive Behavioral Therapy 

Well studied

Major components:
• Cognitive restructuring
• Exposure therapy
• Relaxation techniques
• Education

Several protocols exist

McKay & Smyth, 1999; Taylor, 2017

Presenter Notes
Presentation Notes
Speaker Notes:

Cognitive Behavioral Therapy, or “CBT,” is a broad class of interventions and perhaps the most well-documented type of therapy.  CBT is widely used for Depression, Anxiety and other psychological health conditions. 

Although CBT for PTSD is a very broad category, protocols for it usually have all of the four Level A components:
Cognitive restructuring
Exposure therapy
Relaxation techniques 
Education

The next three therapies we will cover are all specific CBT protocols which have been well-validated.  

----------
Photo Credit:
McKay, M., & Smyth, L. (1999). Overcoming post-traumatic stress disorder – Client manual. Oakland, CA: New Harbinger Publications. 

Taylor, S. (2017). Clinician's guide to PTSD: A cognitive-behavioral approach, 2nd edition. New York, NY: Guilford Press. 
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Brief Eclectic Psychotherapy 

Psychotrauma Expert Group, n.d.

• Introduction
• Imaginal exposure
• Letter writing
• Intermediate evaluation
• Meaning and integration
• Relapse prevention
• Farewell ritual

16 sessions

Use various approaches & techniques

Presenter Notes
Presentation Notes
Speaker Notes:

Brief Eclectic Psychotherapy incorporates a variety of psychotherapeutic approaches , such as cognitive behavioral therapy and psychodynamic approaches and techniques  to change emotions of shame and guilt.

Each session in this treatment has a specific purpose. Below describes the aims and content of the sessions. 

Session 1
In the first session you will get information about PTSD, and the content of the treatment. Also you will be asked to tell briefly about your traumatic event. Take your partner along to this first session. When you do not have a partner or when you would rather bring someone else, you may do so, of course. The intention is to bring someone from whom you feel support.
 

Session 2 to 6
Imaginal exposure

In these sessions your therapist encourages you to think about the trauma and to remind it. Relaxation exercises, in which you in turn contract and relax your muscles, will help you to concentrate. Then you will start telling about the traumatic event as if it is happening right now. You may bring an object which reminds you of the event to the session as this will help to relive the event. Examples of objects include photos, clothes, or legal statements. Your therapist will help you with the painful emotions and memories. Most people feel reluctant to tell about their experiences, but afterwards they find that this component is most important for them in the process. 
 

Letter writing

As a homework assignment you will start writing a letter. This letter is dedicated to a person or organization that you hold responsible for the traumatic event or its consequences. The letter is meant to express your anger, since feeling annoyed or angry are unpleasant symptoms of PTSD. The letter is not meant to be posted. Do not bother to attend to language or grammar as this will keep you away from the purpose. We advise to hand-write the letter instead. 

Traumatic events frequently involve sorrow and grief over lost lives of loved ones, friends or colleagues. Letter-writing may also be used as a way to say goodbye to them.

Session 7
Intermediate evaluation

Halfway you will evaluate results of the treatment with your therapist and partner. Together you will look at improvements so far and problems you may still face. 
 

Session 8 to 15
Meaning and integration

When you have completely told all the details and painful emotions of the trauma, the PTSD symptoms will decrease significantly. However, the experience of a traumatic event makes a deep impression. Therefore, the following sessions deal with what it has done to the patient, and what they have learned from it.  For example, how has it changed your ideas and thoughts about yourself and the world? When necessary, special attention will be given to resuming work. 
 

Session 16
Relapse prevention plan

In this last session you will look back on the therapy to see what you have learned and how you can keep on using this in the future.
 

Farewell ritual

The closure of the therapy deserves special attention. The trauma has dictated your life for a long time. Your PTSD symptoms are in the past now. That means that the awful period in your life has come to an end. The therapist working with the patient will develop a ritual to help bring closure to the therapeutic work and moving on to the next phase of their life.

Reference: 
Psychotrauma Expert Group (n.d.). What is BEPP? Retrieved from
http://www.traumabehandeling.net/en/bepp/what-bepp
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Narrative Exposure Therapy

Schauer et al., 2011

No set number of sessions

Psychoeducation

Lifeline narrative

Emotional processing

Presenter Notes
Presentation Notes
Speaker Notes:

Narrative Exposure Therapy (NET) is an evidence-based short-term treatment for multiple traumatized survivors of organized, sexual or domestic violence as well as war or natural disasters.

NET builds on the theory of the dual representation of traumatic memories. This treatment approach activates associative elements of the fear network, the sensory, affective and cognitive memories of trauma to understand and process the memory of a traumatic event in the course of the particular life of a client. NET allows reflection on the person’s entire life as a whole, fostering a sense of personal identity. 

-----
Photo Credit:
Schauer, M., Neuner, F., & Elbert, T. (2011). Narrative Exposure Therapy: A short term treatment for traumatic stress disorders, 2nd edition. Cambridge, MA: Hogrefe Publishing.
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Written Exposure Therapy

Sloan & Marx, 2019

Five sessions

Psychoeducation on PTSD

Treatment rationale for 
PTSD

Directed writing 

Presenter Notes
Presentation Notes
Speaker Notes:


Written Exposure Therapy is adapted from Written Disclosure.  It includes providing psychoeducation about PTSD and treatment rationale.  The approach uses directed writing about a specific trauma event for 30 minutes during the actual appointment, with a focus on the details and emotion felt at the time of the event.  The treatment protocol is for five sessions and does not require patients to do homework outside of sessions.

Source: 
Sloan, D. M., & Marx, B. P. (2019). Written exposure therapy for PTSD: A brief treatment approach for mental health professionals. American Psychological Association. https://doi.org/10.1037/0000139-000



21

Non-Trauma Focused Therapy

Veterans Health Administration & Department of Defense, 2017

355th Medical Group Mental Health clinic personnel discuss routine tasks at Davis-
Monthan Air Force Base, Arizona, Nov. 27, 2019.

Weak for rating by CPG

Stress inoculation 
training

Person-centered 
therapy

Interpersonal 
psychotherapy

Presenter Notes
Presentation Notes
SPEAKER NOTES:

Non-trauma focused therapies such as SIT, PCT, and IPT do not show as strong effect sizes as trauma focused therapy and should not be considered first line treatment approaches for PTSD.  However, if patients are not willing to do a trauma focused  therapy, or take psychotropic medication, then these non-trauma focused therapies have been found to produce better outcomes than no therapy at all. 

----------
Source:

Veterans Health Administration & Department of Defense (2017). VA/DOD clinical practice guideline for management of Post Traumatic Stress Disorder and Acute Stress Disorder: Guideline summary. Retrieved from: https://www.healthquality.va.gov/guidelines/MH/ptsd/VADoDPTSDCPGFinal012418.pdf

Photo Credit:
355th Medical Group Mental Health clinic personnel discuss routine tasks at Davis-Monthan Air Force Base, Arizona, Nov. 27, 2019.
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Treatment for 
Major Depressive Disorder

Presenter Notes
Presentation Notes
Speaker Notes:  Transition Slide


Now that we have covered recommended EBPS for PTSD from the VA/DOD Clinical Practice Guidelines let’s focus Major Depressive Disorder, another common disorder requiring treatment.
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CPG for Depression (2022)

Veterans Health Administration & Department of Defense (2022)

Cognitive Behavioral Therapy 
(CBT)
Behavioral Activation (BA)

Interpersonal Therapy (IPT)

Acceptance and Commitment 
Therapy (ACT-D)
Mindfulness-Based Cognitive 
Therapy (MBCT)

Presenter Notes
Presentation Notes
Speaker Notes:

The 2022 VA/DoD Clinical Practice Guidelines recommended several psychotherapy approaches as STRONG FOR their benefits in treatment Major Depressive Disorder.  These treatments include, Cognitive Behavioral Therapy, Behavioral Activation, Problem-Solving Therapy, and Interpersonal Therapy. 

Each of these will be reviewed.

Source:
Veterans Health Administration & Department of Defense (2022). VA/DOD clinical practice guideline for management of Major Depressive Disorder. Retrieved from: https://www.healthquality.va.gov/guidelines/MH/mdd/VADoDMDDCPGFinal508.pdf
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Cognitive Behavioral Therapy 

Beck, 2020; Greenberger & Padesky, 2015

16-20 sessions*

Major components:
• Cognitive restructuring 
• Behavioral activation
• Problem solving
• Education

Individual or group format

Presenter Notes
Presentation Notes
Speaker Notes:


One of the best studied and most popular therapies for depression is CBT. It is a manualized protocol of 16-20 sessions.  However, there are various protocols that vary in length.  Its major components include cognitive restructuring, behavioral activation, problem solving, and education. This treatment can be delivered in individual or group formats. 

-----
Photo Credit:
Beck, J. S. (2020). Cognitive behavior therapy: Basics and beyond (3rd ed.). Guilford Press. [LEFT]
This is a general text on CBT written by Judith Beck (Aaron Beck’s daughter)
The 3rd edition was published in October 2020

Greenberger, D., & Padesky, C.A. (2015). Mind over mood: Change how you feel by changing the way you think (2nd ed.). Guilford Press. [RIGHT]
This is a workbook that can be utilized with patients
There is also a Clinician’s Guide companion for Mind over Mood
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Behavioral Activation 

Addis & Martell, 2004; Martell et al., 2010

16-24 individual sessions

Major components:
• Tracking activities 
• Scheduling activities
• Education

Focus on behavioral 
interventions

Presenter Notes
Presentation Notes
Speaker Notes:

Behavioral Activation (BA) is a particular version of Behavioral Therapy which targets the link between avoidant behavior and Depression. The treatment protocol entails 16-24 individual sessions. Major components include tracking activities, scheduling activities, and education.  

----
Photo Credit:
Addis, M., & Martell, C. (2004). Overcoming depression one step at a time: The new behavioral activation approach to getting your life back. Oakland, CA: New Harbinger Publications. 

Martell, C. R., Dimidjian, S., & Herman-Dunn, R. (2010). Behavioral activation for depression: A clinician's guide. New York, NY: Guilford Press. 
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Problem-Solving Therapy

Gask, 2006; Nezu et al., 1989

4-6 individual or group sessions

Major components:
• Identify key 

problem areas
• Break problems 

down into specific, 
manageable tasks

• Apply problem-
solving model

Presenter Notes
Presentation Notes
Speaker Notes:

Problem-Solving Therapy has a history of being effectively utilized in primary care settings by general practitioners or nurses. It involves employing problem-solving techniques. The treatment protocol entails 4-6 individual or group sessions. The major components of PST are identifying key problem areas, breaking problems down into specific, manageable tasks, and applying a problem-solving model. 

-----
Photo Credit:

Gask, L. (2006). Problem-solving treatment for anxiety and depression: A practical guide. British Journal of Psychiatry, 189(3), 287-288. doi:189. 287-288. 10.1192/bjp.189.3.287a. 

Nezu, A. M., Nezu, C. M., & Perri, M. G. (1989). Wiley series on personality processes. Problem-solving therapy for depression: Theory, research, and clinical guidelines. Oxford, England: John Wiley & Sons. 
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Interpersonal Psychotherapy

Klerman & Rounsaville, 1995; Weissman, 2005

16-20 individual or 
group sessions

Major components:
• Identify interpersonal 

problems
• Improve 

communication skills
• Problem-solve 

interpersonal issues

Presenter Notes
Presentation Notes
Speaker Notes:

Interpersonal Psychotherapy (IPT) is an evidence-based approach focusing on improving interpersonal relationships. The protocol entails 16-20 individual or group sessions. The major components include identifying interpersonal problems, improving communication skills, and problem-solving interpersonal issues. 
 
----
Photo Credit:
Klerman, G. K., Weissman, M. M., & Rounsaville, B. J. (1995). Interpersonal psychotherapy of depression: A brief, focused, specific strategy. Lanham, MD: Rowman & Littlefield Publishers. 

Weissman, M. (2005).. Graywind Publications. Mastering depression through interpersonal psychotherapy: Patient workbook
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Acceptance and Commitment 
Therapy

Hayes et al., 2012

10-16 individual or 
group sessions

Major components:
• Learn to be mentally present 
• Observe thoughts/feelings 

without controlling or 
changing them

• Discover important values
• Set goals according to values 

and carry them out

Presenter Notes
Presentation Notes
Speaker Notes:

Acceptance and Commitment Therapy is an evidenced-based therapy focusing on acceptance of emotional distress and engagement in goal-oriented behavior.  The protocol entails 10 to 16 individual or group sessions.  The major components include learning to be more present in the “here-and-now and observe thoughts and feelings without trying to control or change them (i.e., acceptance).  Discovering values and set goals according to your values and carry them out.


Hayes, S. C., Strosahl, K. D. & Wilson, K. G. (2012). Acceptance and commitment therapy: The process and practice of mindful change. Guilford Press.
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Mindfulness-Based CT

Segal et al., 2012

8 group sessions

Major components:
• Non-judgmental stance 

Towards negative thoughts
• Exercises include body 

scans, sitting meditation, 
yoga, and other 
mindfulness-based 
exercises

Presenter Notes
Presentation Notes
Speaker Notes:

Mindfulness based cognitive therapy emphasizes elements of cognitive therapy with mindfulness meditation, imagery, and experiential exercises. The treatment protocol entails 8 group sessions. Major components of the treatment include learning to take on a more observational, non-judgmental stance towards negative thoughts.  Exercises include body scans, sitting meditation, yoga, and other mindfulness-based exercises.

-----
Photo Credit:
Segal, Z.V., Williams, J.M., & Teasdale, J.D. (2012). Mindfulness-based cognitive therapy for depression. New York: Guilford Press.
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Non-EBP Approaches

Lengthens treatment

Lowers recovery confidence

Difficult to measure 
effectiveness

May lack conceptual 
framework

Presenter Notes
Presentation Notes
Speaker Notes:

We've just reviewed several protocol-based approaches to care for PTSD and Depression. Unfortunately, these therapies are not widely provided within the DoD. Much more often, patients will receive a non-EBP therapy. This will usually be either a type of supportive counseling or an eclectic approach. In this case, “eclectic” refers to therapists taking specific parts or components of therapy protocols and using them without the rest of the therapy. Both supportive counseling and eclectic approaches have advantages such as they require less training, can be easier to conduct, and are what most providers are most comfortable using. While these other approaches may be easier, they have many disadvantages compared to EBPs such as:

Lengthen time required for treatment:
Supportive approaches and taking bits and pieces of established protocols can result in a longer course of treatment compared to the structured therapies that have been proven to be effective.

Lower confidence in the patient recovering:
Besides taking longer, supportive and eclectic approaches are less able to lower symptom levels as compared to EBPs.

Difficult to compare outcomes and measure effectiveness:
Since the treatment varies from therapist to therapist, there is no systematic way to compare the effectiveness of treatment against other more structured types of treatment if providers are using a supportive or eclectic approach.  

Ignore theory or conceptual framework:
Eclectic interventions have less grounding in theory and could lead to therapeutic drift. Straying from the model can lead to therapeutic vagueness (e.g., no theoretical explanation from why a patient may not be making progress) and reduced benefit for the client.

----------

Photo Credit: 
Mourgefile
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VA/DoD CPGs Other Disorders
Assessment and Management of 

Patients at Risk for Suicide

Bipolar Disorder in Adults

Substance Use Disorder

Concussion-Mild Traumatic 
Brain Injury

Presenter Notes
Presentation Notes
Speaker Notes:

There are also additional DoD/VA guidelines for these disorders: Substance Use, Suicide Risk, Bipolar Disorder, and mild TBI.  We strongly recommend taking the time to review these other CPGs, particularly if you work with patients who have these conditions.

------
Photo Credit: 
Presenter Media (purchased by CDP)
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Other CPGs 

American Psychological Association

International Society for 
Traumatic Stress Studies

Association for Behavioral 
and Cognitive Therapies

Presenter Notes
Presentation Notes

Speaker Notes:

For disorders, populations, and treatment methods that DoD and VA do not have CPGs for, there are multiple agencies that do have guidelines including American Psychological Association, International Society for Traumatic Stress Studies, and Association for Behavioral and Cognitive Therapies.
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Training in EBPs

Center for Deployment Psychology

Prolonged exposure therapy

Cognitive processing therapy

Cognitive behavioral therapy 
for depression

Acceptance and commitment 
therapy

Presenter Notes
Presentation Notes
Speaker Notes:

The Center for Deployment Psychology offers training in multiple evidence-based treatments that we have highlighted in this presentation.  The Veterans Affairs also offers a variety of trainings to non-VA employees through VHA TRAIN.  We highly encourage providers who have not received training in any of the evidence-based therapies we have discussed to seek out opportunities to get trained.
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Toolkit Resources

 Training Decks
 Factsheets & 

Handouts 
 Forms & Templates
 Spreadsheets & 

Supporting 
Documents

 Standard Operating 
Procedures

Presenter Notes
Presentation Notes
SPEAKER NOTES:

The EBP Utilization module of the toolkit contains several toolkit items. 

One item is the training deck Introduction to EBPs that we have just reviewed.
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Toolkit Resources

 Training Decks
 Factsheets & 

Handouts 
 Forms & Templates
 Spreadsheets & 

Supporting 
Documents

 Standard Operating 
Procedures

Presenter Notes
Presentation Notes
SPEAKER NOTES:
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Toolkit Resources

 Training Decks
 Factsheets & 

Handouts 
 Forms & Templates
 Spreadsheets & 

Supporting 
Documents

 Standard Operating 
Procedures

Presenter Notes
Presentation Notes
SPEAKER NOTES:
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Toolkit Resources

 Training Decks
 Factsheets & 

Handouts 
 Forms & Templates
 Spreadsheets & 

Supporting 
Documents

 Standard Operating 
Procedures

Presenter Notes
Presentation Notes
SPEAKER NOTES:
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Summary
• Evaluate misconceptions about 

utilizing EBPs

• Distinguish recommended EBPs 
for PTSD and MDD

Presenter Notes
Presentation Notes
Speaker Notes:

Today we went over and evaluated the various misconceptions that providers can have regarding EBPs.  We also took time to distinguish particular EBPs that had the strongest level of endorsement by the VA/DoD Clinical Practice Guidelines for PTSD and MDD.

We also highlighted that other professional organizations produce clinical practice guidelines and  briefing discussed available training opportunities.
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Patient 
Management

Clinic Gap 
Analysis

Clinic Optimization 
ToolkitClinic Optimization Toolkit

Modules Types of Resources 

Training Decks

Fact Sheets & Handouts

Forms & Templates

Spreadsheets & 
Supporting Documents

Standard Operating 
Procedures

Metrics

Technician 
Support

EBP Utilization

Evaluation

Group Therapy 
Expansion

Presenter Notes
Presentation Notes
Speaker Notes:

This concludes our presentation. 

Please be sure to look at other modules in the CDP’s Clinic Optimization Toolkit for more
information on the Clinic Optimization process. 

 
---------------
Photo Credit: 
Presenter Media. CDP purchased
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Contact Us

Center for Deployment Psychology
Uniformed Services University of the Health Sciences

4301 Jones Bridge Road
Bethesda, MD 20814-4799

Email: cdp-ggg@usuhs.edu
Website: deploymentpsych.org
Facebook: http://www.facebook.com/DeploymentPsych
Twitter: @DeploymentPsych

Presenter Notes
Presentation Notes
Speaker Notes:

If you have any additional questions, please use any of the available contact information to reach out to the Center for Deployment Psychology.


mailto:cdp-ggg@usuhs.edu
http://www.facebook.com/DeploymentPsych
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