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Posttraumatic stress disorder (PTSD) is a severe and chronic mental disorder that is highly preva-
lent within Veterans Affairs (VA) Medical Centers. A severe psychiatric disorder, combat-
related PTSD is typically accompanied by multiple comorbid psychiatric disorders, symptom
chronicity, and extreme social maladjustment. Thus, PTSD is a complex psychiatric disorder
resulting in considerable emotional distress and impaired social functioning and often consti-
tutes a significant treatment challenge. Although a range of psychotherapeutic strategies for
chronic PTSD have been advanced, behavioral treatments emphasizing various methods of
exposure therapy have been the most carefully studied and show the most promise. However,
chronic PTSD exposure alone does not appear to have a significant effect on the negative symp-
toms of PTSD (e.g., avoidance, interpersonal difficulties) or anger control. This may be because
exposure is more focused on anxiety and fear reduction and does not address basic skill deficits,
help reestablish impaired relationships, or teach anger control. Therefore, we developed a
multicomponent treatment program to complement exposure by targeting those areas of the clin-
ical syndrome (e.g., social skills) not found to be helped by exposure alone. This treatment pro-
gram, trauma management therapy (TMT), has showed good preliminary results in an open trial.
In this article, we describe the treatment program, including elements of education, individually
administered exposure therapy, programmed practice (i.e., homework), and group-administered
social and emotional skills training. The appendix includes a detailed description of how to
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implement the social and emotional skills training components on a session-by-session basis; the
full TMT treatment manual is available on request.

Keywords: chronic PTSD; combat-related PTSD; behavioral treatment; exposure; social
skills training; emotional retraining

The clinical syndrome. Post-traumatic stress disorder (PTSD) is a
severe and chronic mental disorder that is highly prevalent within Vet-
erans Affairs (VA) Medical Centers. Epidemiological estimates of
PTSD put the prevalence at about 15% (current) and 31% (lifetime)
for veterans exposed to war-zone trauma (Kulka et al., 1990). Prelimi-
nary data from our own ongoing VA-funded project indicates that
prevalence of PTSD among those treated within VA primary care clin-
ics is 9% to 12% (Magruder et al., 2002). A severe psychiatric disor-
der, PTSD is typically accompanied by multiple comorbid Axis I and
II disorders (Keane & Wolfe, 1990), and symptom chronicity (Gold
et al., 2000). Furthermore, PTSD is also associated with extreme
social maladjustment, including social avoidance or phobia, anger or
violent behavior, family discord, and unemployment (Frueh, Turner,
Beidel, & Cahill, 2001). Thus, PTSD is a prevalent, complex psychi-
atric disorder resulting in considerable emotional distress and
impaired social functioning and often constitutes a significant
treatment challenge.

Treatment of PTSD. Despite the efforts of the VA to address the
problem of PTSD, there are still relatively few data available to guide
the treatment of veterans with combat-related PTSD. Although a
range of psychotherapeutic strategies for chronic PTSD have been
advanced, cognitive-behavioral treatments emphasizing various
methods of exposure therapy have been the most carefully studied and
show the most promise among civilians with PTSD (Foa, 2000).
Among veteran samples, intensive exposure has proven partially effi-
cacious for reducing PTSD symptoms compared with wait-list con-
trols and standard care (e.g., Keane et al., 1989). Data from these stud-
ies indicate that intensive exposure helps reduce the hallmark features
of chronic PTSD (e.g., intrusive symptoms, physiological reactivity)
and much of the general anxiety that accompanies it (Foa, Keane, &
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Friedman, 2000). In fact, according to the Consensus Statement on
PTSD by the International Consensus Group on Depression and Anx-
iety, the most appropriate psychotherapy for the disorder is exposure
therapy (Foa, 2000). However, exposure does not appear to have a sig-
nificant effect on the negative symptoms of PTSD (e.g., avoidance,
social withdrawal, interpersonal difficulties) or anger control (Frueh,
Turner, & Beidel, 1995). Exposure is focused on anxiety and fear
reduction, and because of the chronic nature of this condition in com-
bat veterans, its effects do not appear to be broad enough to address the
skill deficits, impaired relationships, and problems of anger control
manifested by this patient group. Given the failure of treatments
(including exposure) to produce significant improvements in these
areas among patients with PTSD, it seems clear than an adjustment of
some type is needed. It has been suggested that a treatment program
targeting specific areas of dysfunction via different strategies and
treatment phases is necessary (Keane, 1995). Thus, we developed
such a treatment program to complement exposure by targeting those
areas of the clinical syndrome (e.g., social skills) not found to be
helped by exposure alone. We conducted an open trial that showed
good preliminary results (Frueh, Turner, Beidel, Mirabella, & Jones,
1996) and wrote a manual for this program (Turner, Beidel, & Frueh,
2000).

TRAUMA MANAGEMENT THERAPY

PROGRAM OVERVIEW

The findings described above, the recommendations of others, and
our own dissatisfaction with currently available treatments for chronic
PTSD were used to guide our decision making in constructing a com-
prehensive multicomponent behavioral treatment program. Trauma
management therapy (TMT) is modeled after an effective comprehen-
sive treatment for social phobia (social effectiveness training; Turner,
Beidel, Cooley, Woody, & Messer, 1994) but was designed specifi-
cally to address the multiple aspects of chronic PTSD among combat
veterans. An individual exposure therapy component is included to
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address the unique features of each patient’s fear; a social and emo-
tional skills component specifically adapted for combat-related PTSD
is included to improve general social skill as well as help eliminate a
number of specific deficits associated with PTSD. It is important to
note that this treatment is not merely a combination of exposure and
traditional social-skills training. Rather, it includes content areas
designed to remedy specific difficulties seen in veterans with chronic
PTSD. The particular sequencing and timing of the components are
thought to contribute to its overall effectiveness. A group format was
added to facilitate the cultivation of interpersonal skill and develop-
ment of interpersonal relationships. The use of a group provides
opportunity for social interaction that can be seen as the first step in
altering the pattern of rigid social avoidance and maladaptive interper-
sonal relations characteristic of PTSD. In addition, the group is ideal
for social-skill training by providing substantial opportunity to prac-
tice newly acquired skills. In this article, we describe the major com-
ponents of the treatment program. The appendix includes a detailed
description of how to implement the social and emotional skills
training components on a session-by-session basis; the full TMT
treatment manual is available on request.

TMT is designed to consist of 29 treatment sessions over a period
of 4 months (see Table 1: TMT Session Overview). In this model, after
the Education session, Exposure sessions occur 3 times a week for 14
sessions; during the Social and Emotional Rehabilitation component,
sessions occur twice a week for 2 weeks, then once a week for 10
weeks (14 sessions in total). The Educational component occurs dur-
ing the first session, with the Exposure and Social and Emotional
Rehabilitation components following sequentially. Exposure is
implemented individually whereas Social and Emotional Rehabilita-
tion is administered in small group sessions (three to six people).
Although we believe that massing treatment sessions early on (e.g.,
exposure therapy sessions conducted 3 times per week) will maximize
treatment progress, we realize this may not be feasible for many
patients. We believe that this treatment program can be administered
via weekly sessions, although obviously it then takes longer to
complete.
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PRELIMINARY OUTCOME RESULTS

The efficacy of TMT was examined in a study with 15 Diagnostic
and Statistical Manual of Mental Disorders (4th ed.) diagnosed male
Vietnam combat veterans with PTSD (Frueh, Turner, Beidel,
Mirabella, et al., 1996). The veterans participating in this study had a
mean severity rating of 6.09 on the 7-point rating scale of the Clinical
Global Impressions Scale (CGI; Guy, 1976), a global severity rating
scale that is frequently used in pharmacological treatment studies,
indicating that the sample was severely mentally ill. Demographics
were as follows: 6 were African American (40%) and 9 were White
(60%). The mean age of the sample was 47.9 (SD = 2.1, range = 44 to
52 years), mean education level was 12.7 (SD = 1.2), 8 (53%) were
married, 6 (40%) were employed full-time, 5 (33%) had a prior his-
tory of arrests, 7 (47%) had a prior history of psychiatric hospitaliza-
tion, 7 (47%) received some level of VA disability payments for PTSD
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TABLE 1
TMT Session Overview

Week Session# Format Treatment Component

1 1 Individual Education
1 2 - 3 Individual Exposure
2 4 - 6 Individual Exposure
3 7 - 9 Individual Exposure + Prog. Practice

4 10 - 12 Individual Exposure + Prog. Practice
5 13 - 15 Individual Exposure + Prog. Practice
6 16 - 17 Group SER: Social Environment Awareness
7 18 - 19 Group SER: Interpersonal Skills
8 20 Group SER: Interpersonal Skills
9 21 Group SER: Interpersonal Skills
10 22 Group SER: Interpersonal Skills
11 23 Group SER: Anger Management
12 24 Group SER: Anger Management
13 25 Group SER: Anger Management
14 26 Group SER: Anger Management
15 27 Group SER: Veterans’ Issues Management
16 28 Group SER: Veterans’ Issues Management
17 29 Group SER: Veterans’ Issues Management

NOTE: TMT = Trauma Management Therapy; SER = social and emotional rehabilitation.



prior to treatment, and 11 (73%) currently were seeking disability
payments or increases in existing disability payments. Axis I diagno-
ses other than PTSD included major depression, dysthymia, panic
disorder, generalized anxiety disorder, social phobia, and obsessive-
compulsive disorder. Axis II diagnoses included borderline, avoidant,
histrionic, and schizoid personality disorders. Overall, 15 (100%)
were diagnosed with a concomitant Axis I disorder, and 11 (73%)
with a concomitant Axis II disorder, a pattern consistent with the
comorbidity rates typically found in this population (e.g., Keane &
Wolfe, 1990). The combination of the high prevalence of comorbid
disorders and extreme severity ratings indicate this was a sample who
was severely ill. Although 40% of the sample were employed, virtu-
ally all of these were very low-paying jobs, and in three (of six) cases
the veterans were on the verge of being terminated because of prob-
lematic behaviors related to PTSD symptoms. Eleven patients were
included in the analyses because 4 of the 15 (27%) dropped out during
the course of treatment. One veteran discontinued after a few sessions
of exposure treatment without giving a reason. The remaining three
dropped out after successfully completing the exposure phase, and all
reported benefiting from the treatment; two of these veterans dropped
out because their employment took them to another city, and the other
cited transportation problems and personal concerns for not being
able to participate in the social and emotional rehabilitation (SER)
phase. Of the four dropouts, two were White and two were African
American.

To summarize the results, significant pre- to posttreatment
improvement on most of the outcome variables was noted (see Table
2), suggesting that TMT is a promising treatment for the chronic and
multifaceted symptoms associated with combat-related PTSD. Over
the course of a relatively short duration of treatment (4 months, the
intensive treatment period suggested by Fontana & Rosenheck,
1996), significant improvements were made on most critical features
of PTSD. Symptom reductions occurred across problematic features
of sleep disturbance, nightmares, flashbacks, social withdrawal, heart
rate reactivity; and significant improvements were noted on clinician
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ratings of general anxiety, PTSD symptoms, and overall level of func-
tioning. Although anecdotal, several veterans were improved to the
point that they were able to acquire employment. It is important to
note that significant improvement in the frequency of social activities
occurred only after the implementation of SER, suggesting perhaps
that this deficiency improved only after specific intervention with the
SER component. This illustrates the need for a broad-based interven-
tion to address the entire PTSD syndrome. Furthermore, patients’
overall ratings of their treatment indicate that they considered it a
credible and positive therapeutic experience, and all but one said that
they would encourage other veterans with PTSD to participate in
TMT. Finally, examination of within-group changes by race showed
that Whites improved significantly on all variables. African Ameri-
cans improved significantly on the CGI and social activities, with a
trend toward positive improvement for most other variables.

Although significant improvement was found on many measures,
the clinical syndrome was not remediated entirely, which is common
even for most so-called successful treatments of anxiety disorders and
most other severe psychiatric conditions (e.g., Turner, Beidel, Cooley,
et al., 1994). Nevertheless, overall the new treatment strategy appears
to result in broad improvement across the wide symptom spectrum of
combat PTSD in a sample of veterans typical of those in most VA set-
tings. (For a more thorough presentation of the preliminary treatment
outcome results and discussion of outcome limitations, see Frueh,
Turner, Beidel, Mirabella, et al., 1996. For a more thorough discus-
sion of assessment of social functioning among combat veterans see
Frueh, Turner, Beidel, & Cahill, 2001.)

DETAILED PROGRAM DESCRIPTION

The treatment program described below assumes that a careful
history-taking and appropriate diagnostic process has been accom-
plished for each patient prior to the commencement of treatment for
PTSD.
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EDUCATIONAL PHASE

The first TMT component involves educating the veteran about his
condition. Sometimes it is beneficial to include significant others in
this phase. This education includes (a) an overview of the current liter-
ature on the nature of PTSD, (b) discussion of behavioral treatment of
the disorder, (c) practice in how to determine level of distress (i.e., use
of subjective units of distress), and (d) provision of a thorough ratio-
nale for the development of TMT, including exposure therapy and
social-skills training. If time permits, this session is also a good time
to begin gathering material that can be used for developing the
imaginal scene for exposure therapy. Although for purposes of
manualization and research we describe this phase as a single 90-min-
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TABLE 2
Pre-, Mid- and Posttreatment Mean Scores for TMT

p
(Pre vs.

Pre Mid Post Post) ES

Clinician ratings
Hamilton Anxiety 33.9a 25.5b 23.3b .0003*** .71
CGI 6.0a 4.5b 4.0b .0001*** .82
CAPS 82.5a 69.3b 65.6b .0099** .51

Patient symptom ratings
Sleep (hours/week) 30.6a 36.0b 36.1b .0006*** .67
Nightmares (frequency/week) 9.7a 5.1b 5.6b .0007*** .67
Flashbacks (frequency/week) 9.0a 9.0a 6.3b .0073** .46
Social activities (frequency/week) 0.6a 0.7a 2.6b .0001*** .91

Physiological reactivity
Heart rate 89.7a 78.2b 77.0b .0002*** .78

Self-report inventories
Social phobia difference 94.7a 89.2a, b 85.0b .0423* .32
Beck Depression 28.9a 28.3a 28.6a .4441 .01
Spielberger Anger 34.8a 36.1a 35.8a .3480 .04

NOTE: TMT = Trauma Management Therapy; ES = ; Hamilton Anxiety = Hamilton Anxiety
Scale (Hamilton, 1959); CGI = Clinical Global Impressions Scale (Guy, 1976); CAPS = Clini-
cian-Administered PTSD Scale (Blake et al., 1990); Social Phobia difference = Difference scale
of the Social Phobia and Anxiety Inventory (Turner, Beidel, Dancu, & Stanley, 1989); Beck
Depression = Beck Depression Inventory (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961);
Spielberger Anger = Spielberger Anger Expression Inventory (Spielberger et al., 1985).
*p < .05. **p < .01. *** p < .001.
Means not sharing superscripts are significantly different at p < .05.



ute session, in some cases it may prove necessary or beneficial to
spread this phase out over two or more sessions.

Presentation of the exposure therapy rationale. Providing a ratio-
nale for why exposure is expected to work is an important aspect of the
treatment. In addition, because exposure therapy likely will result in
some initial discomfort, patients need to be prepared for this possibil-
ity. Each patient should essentially be told some variation of the
following:

The rationale for exposure treatment is based on a rather complex the-
ory of fear acquisition and reduction that can, I believe, be simplified
for our use here. The basic notion is very simple: For one to overcome
fear and anxiety associated with a particular event, person, or situation,
the feared stimuli must be confronted. A simple example of how this
process works can be seen in the exposure treatment for fear of a dog. I
think everyone recognizes that somehow one will need to be in the
presence of a dog before such fear can be reduced or eliminated. If one
remains in the presence of the dog for a sufficient period of time, and if
ultimately the contact with the dog is positive, fear of dogs typically
will decrease over time. Increased contact with the dog should result in
an increased level of comfort and confidence in one’s self, regarding
dogs. The key to making such a treatment work, however, is engineer-
ing the exposure (confrontation) in a manner that sets the occasion for
fear reduction to take place. Improperly administered exposure can
result in an increase in fear and anxiety.

Although trauma-related fears obviously are more complex than
fear associated with dogs, the same rationale applies. Exposure therapy
is a type of treatment where the individual contacts, in an intensive
fashion, those stimuli that result in anxiety and fear. This is done
imaginally and in vivo (in real life). Although this intervention could
result in some initial discomfort, this feeling typically is short lived,
and some positive results can be seen in a period of a few weeks. Ini-
tially, we will be using imaginal exposure. Later, we will add some
real-life assignments. As a result of the assessment, I believe this will
be the most effective way to reduce your intrusion and fear related to
the trauma. Although I believe that I understand the nature of your
fears, it is not unusual to alter treatment to some extent as we go along.
This is normal and should not be perceived that it is not working or that
you are not doing well in treatment. If a change is needed, I will discuss
it with you and inform you why I think it is needed.
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How to determine level of distress. Subjective Units of Distress
scales (SUDS) are commonly used Likert-type scales that help an
individual communicate level of emotional distress. The individual
therapist determines the range of the scale, although our SUDS scales
is 9 points (0 to 8). The number of points on the scale is less important
than making sure that the scale is properly anchored and that the indi-
vidual knows how to use it. A rating of 0 means that the patient is com-
pletely calm and relaxed. A rating of 8 is the most frightened and terri-
fied that the individual has ever felt. It is important to practice with this
scale prior to starting exposure therapy to be certain that patients
understand how to apply it to their own level of distress.

Imaginal exposure therapy scene development. Preparation for
exposure therapy requires a careful assessment of each patients’
trauma history, PTSD symptoms of intrusion and reactivity, and cur-
rent patterns of fear and avoidance. The goal is to develop an under-
standing of each patient’s core fear so that an exposure therapy scene
may be constructed that will address the fear most critically associated
with PTSD symptom severity and impairment. When a clear under-
standing of these areas has been developed, it is often helpful to ask
additional questions such as “Which traumatic event(s) or aspects of
events troubled you most at the time they occurred?” “Which events or
aspects of events trouble you most currently?” “Which events or
aspects of events do you reexperience most frequently, and in what
ways?” Usually appropriate scenes for addressing core fears can be
constructed from actual combat events, although on occasion it is
helpful to embellish actual events with feared or imagined events.

EXPOSURE THERAPY

Individually administered intensive exposure therapy is the next
component of TMT because it effectively addresses the unique fea-
tures of each patient’s fear, allowing for a reduction in intrusive symp-
toms, physiological reactivity, and general anxiety (Foa, 2000). Our
experience, supported by the extant literature, is that many patients
with PTSD are extremely sensitive to trauma cues. In addition, the
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exposure phase of treatment is more successful when delivered in an
individual format. Exposure is placed early in the sequence so that
veterans may experience relatively quick relief from acute symptoms
of PTSD, enabling them to then concentrate on developing emotional
control and improving their social functioning.

Exposure therapy is based on a habituation or extinction model of
fear and is supported by a considerable body of literature noting that
prolonged contact with fear-producing stimuli results in increases in
physiological reactivity and subjective distress, which is later fol-
lowed by decreases in arousal and fear (i.e., the response habituates or
is extinguished). Repeated contact between an individual and the
feared stimulus hastens the habituation process, and with sufficient
pairings, the stimulus loses its ability to elicit the fear response. Thus,
habituation has occurred. Veterans with PTSD typically do not remain
in contact with the feared stimulus for a sufficient length of time for
the fear to dissipate. Rather, they escape or avoid anxiety-producing
stimuli that function to increase or sustain the intensity of the fear
response. The purpose of exposure is to provide contact with the
feared situation in a prolonged, direct fashion of sufficient duration to
result in within-session habituation. Repeated pairings over time also
is important and will accelerate the habituation process (i.e., treatment
is massed). Attainment of within- and between-session habituation is
important for successful treatment, and ideally sessions should be
terminated only after within session habituation has been achieved.

Exposure therapy consists of 14 individually administered
imaginal exposure sessions, each lasting about 90 minutes in duration
on average. All sessions are terminated following a 50% reduction in
within-session peak reactivity to the traumatic cues (i.e., within-
session habituation), with reactivity monitored physiologically (i.e.,
heart rate) and by patient ratings of subjective distress. The rationale
for exposure has been described above, and additional information
can be found elsewhere (e.g., Lyons & Keane, 1989; Stampfl & Levis,
1967).

Session implementation. At the beginning of each session, review
the exposure procedure, answer any questions, and assess the vet-
eran’s baseline distress level using the 0-to-8 SUDS scale. In the ini-
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tial exposure therapy session, use some variation of the following
instructions:

You will imagine the scene that we have constructed. I will describe the
scene to you and, at times, I might ask you to describe what you are
imagining. Your job is to imagine the scene exactly as it is described.
Please do not imagine anything else in the scene other than what is
described; particularly, do not imagine anything that would make you
feel more comfortable or less distressed. You also need to keep imagin-
ing the scene for some time. At certain points, I will ask you to rate how
distressed you are currently, not how you would imagine you would
feel if the situation were actually occurring. We will use the 0-to-8
point scale where 0 is completely calm and 8 is the most distressed you
ever felt. Remember, we call this rating your SUDS. When I ask for
your SUDS, try to give me your rating as truthfully and as quickly as
possible. Your rating is very important in helping me determine what to
do. Do you understand? I will decide when you have imagined the
scene for a sufficient length of time. Do you have any questions?

At the end of the exposure session, question the veteran about his
ability to participate in the procedure, how much distress occurred,
and answer any questions.

PROGRAMMED PRACTICE

The programmed practice component of TMT is woven into the
final seven individual-exposure therapy sessions and should continue
throughout the course of the treatment program. Programmed practice
is a form of exposure that does not necessitate therapist accompani-
ment. Programmed practice requires careful planning on the part of
the therapist and patient together. Exposure assignments should be
planned so that patients are challenged, but such that they have a high
probability of success. Exposure assignments should be geared spe-
cifically toward the individual fear pattern of each patient but also to
give the patient the broadest possible experience. To be maximally
effective, the assignments should be such that the veterans have a role
in planning them and in determining when and where they will occur.
This will ensure that veterans will have the opportunity to complete
the assignment on a weekly basis. The therapist should not be deterred
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by a veteran’s reluctance to devise these assignments on his own. With
some careful planning and supportive encouragement, veterans are
able to complete the task. Examples of suitable exercises focusing on
traumatic combat fears include self-directed imaginal sessions at
home, which may serve as an initial step toward in vivo activities, such
as listening to audiotapes of exposure therapy sessions, watching
movies (e.g., Platoon or Saving Private Ryan), visiting war memori-
als or museums, speaking with other veterans or loved ones about war
experiences, and visiting airfields or helicopter pads. Experiences
should also be devised that require the veteran to engage in other
feared activities, the avoidance of which may interfere with his quality
of life. Examples of suitable activities include social events (e.g., par-
ties, having dinner with friends), shopping, attending movies, and/or
eating in a restaurant. It may be especially important to incorporate
these latter examples into the SER (i.e., social skills) phase of TMT.

SER

A highly structured group-administered SER component was
developed to target PTSD features not shown to be improved by expo-
sure only. In other words, interpersonal difficulties, commonly associ-
ated with chronic PTSD, such as social anxiety, social alienation and
withdrawal, excessive anger and hostility, explosive episodes, and
marital and family conflict are targeted via a number of specific inter-
ventions. SER is implemented in small group sessions and serves mul-
tiple functions. One purpose is to teach veterans the requisite skill
foundation for effective and rewarding social interactions. Patients
with PTSD vary widely with respect to basic social skill; however,
most have room for improvement. Thus, a series of symptom-specific
strategies were sequenced so as to build on one another in a cumula-
tive fashion. The 14 TMT Social and Emotional Rehabilitation ses-
sions provide the veteran with the requisite foundation for rewarding
social interactions. There are four specific components to SER: Social
Environment Awareness, Interpersonal Skill Enhancement, Anger
Management, and Veteran’s Issues Management. Together, these
components address a specific set of problems common to most
combat veterans with PTSD.
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Principles of SER. The skills training component of TMT makes
use of the teaching strategies typical for social skills training pro-
grams: instruction, modeling, behavior rehearsal, corrective feed-
back, positive reinforcement, programmed practice, and flexibility
exercises.

Instruction provides the context for learning the task. When provid-
ing instruction, the therapist specifies all of the verbal and nonverbal
parameters necessary to correctly perform the behavior.

Modeling provides the veteran an opportunity to see the behavior
performed correctly. The therapist first explains what the patient
should observe and then demonstrates the skill. After completing the
demonstration, the therapist reiterates the important aspects of the
behavior or asks the veteran to do so. In a group context, there are a
variety of role-play partners to present the modeling exercise.

Behavior rehearsal (role-played exercises) is the most crucial com-
ponent of the skills training program because it provides the opportu-
nity to practice the skill in a controlled environment. As a general
guideline, veterans should have at least two practice opportunities per
instructional component (this can be modified as time permits to
address the needs of individual patients). The therapist addresses
problems in performance through further instruction, modeling, and
rehearsal. Group treatment sessions are an optimal forum for practic-
ing the scenes with a range of interpersonal partners (e.g., male,
female, older, younger) thereby further increasing opportunities for
rehearsal and fostering the generalization of skills. The response of
the role-play partner can be held constant or systematically varied to
illustrate specific points. Prior to each SER session, the therapist will
need to prepare a series of role-play scenes to be used for behavior
rehearsal.

Corrective feedback should be given constructively. Further mod-
eling may be necessary to ensure that the veteran discriminates
between desirable and less desirable behavior. Feedback is given by
the therapist and elicited from other group members, particularly the
role-play partner. When corrective feedback is given, the veteran
should immediately practice the skill again. It may be helpful for the
therapist to role-play the patient’s performance to illustrate the point
under discussion. This is appropriate when the patient has significant
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difficulty modifying his or her behavior based on verbal feedback.
Moreover, this provides the patient the opportunity to observe an
alternative response style.

Positive reinforcement is important to the acquisition of new skill
as well as facilitating the training process. Some patients are anxious
in any type of performance setting. Thus, even the activities that are
part of the group and are designed to ultimately reduce anxiety may be
anxiety producing. The therapist should remember that for veterans
with PTSD, behavioral rehearsal is a performance and may be dis-
tressing. Furthermore, even discussing their homework progress can
be distressing (particularly if they have had difficulty completing
assignments). Therefore, providing positive reinforcement encour-
ages patients to continue participation in the training groups.

Programmed practice or homework assignments are given at the
end of the group sessions and are based on the session’s content. Vet-
erans should be encouraged to complete the assignments each week
because they play an important role in helping the patients practice the
skills they are learning. We recommend using specifically designed
forms that veterans can write on to describe their activities and turn in
each week. These forms, collected in a binder, essentially then form a
journal of the veterans’ progress through the SER phase of treatment.
Progress with these assignments should be reviewed each week, and
difficulties addressed on a case-by-case basis.

Flexibility exercises are another form of homework assigned at the
end of each session. These require veterans to develop lists of alterna-
tive ways to respond to specific questions or challenges (e.g., write
down five topics that you could use in a social conversation). The pur-
pose of these flexibility exercises is to address the rigid patterns of
social behavior by helping veterans learn to generate multiple possi-
bilities for social situations (e.g., use brainstorming to expand their
range of alternative behaviors). Again, we recommend using specifi-
cally designed forms so that veterans can write down their responses
and turn in each week. These exercises should be incorporated into
each session at the appropriate time. Progress with these assignments
should be reviewed each week, and difficulties addressed on a case-
by-case basis.
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Specific components of SER. Below we describe the basic elements
of the four SER components. A detailed description of how to imple-
ment these components on a session-by-session basis is provided in
the appendix; the full TMT treatment manual is available on request
from any of the authors.

Social environment awareness involves teaching the nuances of
when, where, and why to initiate and terminate interpersonal interac-
tions. Veterans are taught the verbal and nonverbal mechanics of suc-
cessful social encounters, including identification of appropriate con-
versation topics, specific exercises designed to enhance attentional
and listening skills, and effective topic transitions.

Interpersonal skills enhancement is devoted to teaching how to
establish and maintain friendships, appropriate telephone skills, and
assertive communication. This component is designed to help patients
learn those skills that are necessary to engage in new and diverse
social activities to increase their social repertoires and the likelihood
that social interactions will become intrinsically rewarding.

Anger management teaches veterans how to better manage anger
and other intense emotions. It is designed to reduce temper outbursts
and the problematic expression of anger. Specifically, this component
is designed to give patients a range of strategies for expressing their
anger, problem solving, improving their emotional modulation, com-
municating assertively with others, so that verbal and physical vio-
lence do not continue to disrupt their relationships with others.

Veteran’s issues management teaches patients to learn to improve
communication regarding combat trauma and military issues with
nonveterans, so as to increase the understanding of significant others.
They are also taught how to assertively communicate when they are
unable or unwilling to talk to others about certain issues. In addition,
they are also taught to identify and challenge negative and dichoto-
mous thinking patterns (e.g., the belief that all civilians must be dis-
trusted because they have not been to war), which limit their quality of
life by reducing their involvement with others.
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SUMMARY

We have outlined a multicomponent treatment model, including
detailed descriptions of examples for how to implement each of the
components. It is important to keep in mind at all times the overarch-
ing goals and principles of this treatment program and to implement
them with some flexibility to be responsive to the individual needs of
veterans. Furthermore, given the symptom chronicity and severity
expected in veteran populations, it is not realistic to expect that 3
months of intensive behavioral treatment will cure all problems.
Rather, treatment should be viewed as a means of helping veterans
manage and control their symptoms, much like lifestyle modifications
and medical treatment help manage, but do not cure, chronic condi-
tions such as hypertension or diabetes. With this in mind, veterans
should be encouraged to view the behavioral elements they learn
through this program as lifelong strategies they can use to help man-
age their symptoms of PTSD. Careful discharge or follow-up plan-
ning should always be conducted to help veterans maintain and build
on their treatment gains. This may include relapse planning, periodic
booster sessions, ongoing case management, use of psychiatric medi-
cations (e.g., selective serotonin reuptake inhibitors), and/or
appropriate group therapy interactions.

APPENDIX
Social and Emotional Rehabilitation Session Guide

Social Environment Awareness

SESSION 16

Initiating Conversations. This section focuses on the basics of a simple con-
versation including attention to the appropriateness of the social setting as
well as the actual mechanics of speaking.

A. when to start a conversation
B. gauge the receptiveness of the potential conversational partner
C. how to start a conversation
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Flexibility Exercise: Ask participants to present the five ways to introduce
themselves that they listed on their flexibility exercise sheet. Discuss the
appropriateness of the examples. Also, make note of the number of different
methods that were generated and the number of possible introductions in
meeting new people.
Behavioral Rehearsals: (“Introduction to a Stranger”) It is your first day on a
new job and your supervisor introduces you to someone with whom you will
be working closely. Your supervisor takes you to meet that person and says:
“This is __________, who will be working with you. __________ this is
__________.”
You say: __________.

Programmed Practice: Veterans should practice initiating conversations
with at least two individuals (one familiar person, one stranger). Family
members, close friends, or colleagues at work should not be used for this
assignment. The therapist should ask the participants where they think they
will find potential conversational partners. This will help the participants
establish a plan for completing their homework and will provide the therapist
with an opportunity to provide assistance if difficulty is anticipated in com-
pleting the assignment.

Flexibility Exercise: (a) Write down five topics that you could use in a social
conversation. (b) List five open-ended questions (who, what, when, where,
and why) that could be asked in a social encounter.

SESSION 17

Appropriate Conversational Topics. There are at least three general areas that
can serve as safe conversational topics: current events, work, and common
interests. The therapist should explain why these are good topics (e.g., most
people know something about current events, most people feel comfortable
talking about their work or hobbies).

A. with acquaintances
B. with strangers

Maintaining a Conversation: A conversation differs from an inquisition.
Questions delivered in a rapid-fire fashion tend to make others feel uncom-
fortable. Ask questions that require the other person to respond with more
than just a one-word answer (i.e., use open-ended questions). Journalists are
taught to use open-ended questions (who, what, when, where, why, and
how).

A. open-ended questions
B. recognition of social cues
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Behavioral Rehearsals: Review the steps for recognizing social cues. The
therapist then models maintaining a conversation. One by one, have each par-
ticipant practice maintaining a conversation. Example practice scene: You
pick up your child from school and while waiting outside, another parent you
have seen before smiles and waves to you. You say: __________

Programmed Practice: Each group member should be instructed to practice
initiating conversation with at least two individuals (one familiar person, one
stranger). Instruct veterans to ask one open-ended question during each
conversation.

Flexibility Exercise: List five things that you could say to change a conversa-
tion from one topic to another.

Interpersonal Skill Enhancement

SESSION 18

Attending and Remembering: There are several important bits of information
people often reveal when they introduce themselves. These may include
names, employment, where they live or are from, hobbies or areas of interest.
Remembering this information is useful because it can serve as material with
which to maintain a conversation. It also can save embarrassment by asking
for information that was already given, thus making the questioner appear
uninterested in the conversation. Often people are nervous when they have to
meet others and introduce themselves. The anxiety leads to decreased con-
centration. Sometimes those who are anxious do not pay attention because
they are preoccupied with rehearsing (in their head) how they will respond. It
is critical that participants listen and attend to what other people say.

Behavioral Rehearsal 1: An exercise has been developed to help the partici-
pants learn to attend better in social encounters, thus enabling them to have
more rewarding social interactions. In describing this exercise, the group
should be told the following:

To help you listen and attend better when you are engaged in conversa-
tions with others, I will assign each of you a name and four other pieces
of fictional background information. Your name, and the associated
information is contained on this 3 × 5 card that I am handing to each of
you. I will go around the room, and each of you will introduce yourself
by telling us the name and the four pieces of background information
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(the information on the 3 × 5 cards). In addition to introducing your-
self, your task is to listen very carefully to what each person says.
When all of the group members have had their turn, I will ask each of
you to tell me various things about one or more of the group members
such as the character’s name, where she went to school, his occupation,
etc. As you can see, this task will require you to listen very carefully to
what each person says.

Behavioral Rehearsal 2: The therapist should introduce the next exercise.
The veterans should create introductions for themselves that are similar to the
format of their assigned characters in the first exercise. The introductions
must include their names and four important bits of information about them-
selves (e.g., occupation, marital status, hobby, hometown). For this group
exercise, participants are to imagine that they are at a party and will have to
break into dyads and have a conversation. One dyad will interact at a time,
with one participant having the primary responsibility for conversation main-
tenance. Participants should introduce themselves, then have a conversation
based on one piece of information revealed about their partner’s background.
The conversation should be held on the same topic until the therapist tells
them to stop. The therapist should allow the partners to converse for at least 3
minutes. It is important that the participants remain on the same topic for an
extended period of time and utilize open-ended questions, thus increasing the
likelihood that the conversation will be more meaningful and rewarding. This
exercise should be repeated until each participant has had a turn maintaining
the conversation for an appropriate length of time.

Topic Transitions: Shifting Topics: Changing topics allows for more interest-
ing conversations. An important caution is that people who have difficulty
maintaining conversations often change topics too quickly, thus only superfi-
cially covering a variety of topics. They often think they do not have anything
to talk about. Therefore, it is important to ask several questions on one topic;
when that topic seems to be exhausted for both parties, move on to another
topic.

A. appropriate timing
B. smooth transitions

Behavioral Rehearsal 3: The Shifting Topics exercise should begin with
redistributing the 3 × 5 cards with the practice characters. In modeling suc-
cessful transitions, demonstrate appropriate, in-depth questions about two
topics based on the bits of information provided in the introduction. The ther-
apist will model appropriate timing and smooth transitions in a model dia-
logue. In the subsequent role-plays, the participant bears the responsibility
for timing the transitions following comprehensive coverage of one topic.
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Each time, the therapist should provide corrective feedback and positive
reinforcement.

Programmed Practice: Within the session, have the participants identify
three potential social activities that they could attend or do. These may be
activities previously avoided or new encounters. They should make arrange-
ments to attend two of these activities where their assignment is to practice
initiating and maintaining conversations with at least two individuals and ask
at least two open-ended questions relating to the same topic. Prior to the end
of the session, participants should identify their choices before the group.
The purpose of this is to capitalize on the group pressure to make and attain
goals.

Flexibility Exercises: (a) list five places where you might go to meet new peo-
ple who might become friends; (b) list five ways to invite someone to join you
in an activity; and (c) list five ways to respond to a social invitation.

SESSION 19

Establishing and Maintaining Friendships. Making and keeping friends is
one of the most rewarding interpersonal activities. One of the difficulties
many people face, either when they move to a new area or just decide that
they want to be more social is where they can go to meet people with similar
interests and ideas.

A. where to meet people
B. how to invite others to join activities

Behavioral Rehearsals: Review the steps regarding where to meet people,
how to extend an invitation, and how to respond. The therapist should inte-
grate the flexibility exercise. The therapist then models inviting someone to
join an activity, followed by participant role-playing. Solicit specific situa-
tions that are problematic for the veterans and incorporate those elements
into the behavioral rehearsal. After rehearsal, provide corrective feedback
and positive reinforcement. Solicit comments from the participants. Exam-
ple Scene: You have been waiting at the doctor’s office for an appointment
and have gotten acquainted with the person sitting next to you. You learn that
the other person lives in your neighborhood and you decide to invite him or
her out for a cup of coffee someday. You turn to him or her and say:_______.

Programmed Practice: Veterans will be asked to identify three potential
activities or situations to which they could invite a person to join them and to
attend two of the activities. They are also asked to initiate conversations with
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a familiar person and with a stranger, to maintain the conversations, and ask
at least two open-ended questions relating to the same topic.

Flexibility Exercises: (a) list five activities that you could do to further your
friendship with someone (b) list five topics that you could talk about on the
telephone with a friend.

SESSION 20

Maintaining Friendships. Friendships are maintained through consistent
contact. There are several types of contact that may serve to maintain inter-
personal relationships. Examples are in-person contact, telephone contact,
and contact through writing. Regular correspondence or interaction with
people lets them know that you are interested in maintaining a relationship.
Having regular times or intervals through which you maintain contact may
facilitate this.

A. In-person, you can express your desire to continue a relationship.
B. In telephone contact, you can express how you felt about your

last interaction and that you would like to do it again. Because
you control the timing of the call, you can prepare what you want
to say beforehand.

C. In writing a letter or a note, you can also express how much you
enjoyed the interaction and that you would like to maintain cont-
act. This outlet allows you to have plenty of time to phrase what
you want to say with the exact wording.

Telephone Skills. There are some unwritten rules of telephone etiquette that
should be observed in speaking with someone with whom you are not very
familiar. A few are listed below, but other rules should be elicited from the
participants. This also provides an opportunity to address any anxieties
related to interacting over the telephone.

A. appropriately obtain the person’s phone number
B. telephone at an appropriate time

Behavioral Rehearsals: Following modeling effective telephone communi-
cation by the therapist, participants should attempt through behavioral
rehearsal to maintain friendships using different communication formats (in
person, over the telephone). Example Scenes:

You need to ask a parent at the PTA to chaperone a field trip.
You say: ________.

A new friend took you to lunch and you want to say thank you.
You say: _____.
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Programmed Practice: Same as previous session.

Flexibility Exercises: (a) list five types of compliments that you could give
someone, (b) list five ways that you could refuse the following unreasonable
request, and (c) You have a friend who is consistently late for every appoint-
ment you have with him or her. List five ways that you could ask that this
behavior be changed.

SESSION 21

Assertiveness Skills. Some of the most difficult situations for individuals with
social fears are those that entail being assertive. Assertion is the ability to
stand up for one’s rights without violating the rights of others. Violating the
rights of others is being aggressive, not assertive. Because there is always the
potential for unpleasantness when one individual does not acquiesce to
another, being assertive can be anxiety producing. However, the alternative is
to be passive which can result in resentment. For the most part, individuals
respond positively to the assertive behaviors of others as long as this behavior
is appropriate (e.g., does not include personal attacks or does not call need-
less attention to the violator). The goal is to focus the assertive statements on
unacceptable behavior, not an individual’s personal qualities.

A. positive assertion involves showing appreciation, helping some-
one else, or accepting help or praise

B. refusing unreasonable requests

Behavioral Rehearsal 1: Solicit situations where positive assertion is diffi-
cult. Model appropriate positive assertion sequences, followed by behavioral
rehearsals. Have the participants take turns giving and receiving compli-
ments. If necessary, the therapist may have to generate some example scenes
for participants to practice.

Behavioral Rehearsal 2: The therapist should develop several examples of
different types of unreasonable requests. Again, model appropriate assertive
responses, followed by behavioral rehearsals with the participants. Example
Scenes: You enter the express lane at the supermarket, and as you approach
the checkout counter, you notice that the person in front of you has well over
the maximum number of items for the express lane. You say: _________.

Programmed Practice: (a) identify three potential situations in which you
could be assertive with another person; (b) initiate a conversation with a
stranger or familiar person, maintain the conversation, and ask at least two
open-ended questions relating to the same topic; and (c) invite someone to
join you in a social activity.
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Flexibility Exercise: List five ways that you could respond assertively to a
boss when he makes the following request: “I know that I told you that you
could have two days off this week, but I need to take a short vacation myself.
You will have to cancel your vacation plans and stay here instead.”

SESSION 22

Assertiveness Skills (Interacting with Authority Figures): Some of the most
difficult situations for individuals with combat-related PTSD are those that
entail being assertive, particularly with persons in authority. Assertion is the
ability to stand up for one’s rights without violating the rights of others. With
authority figures, it is important to do so while continuing to project respect
for their position. For the most part, individuals respond positively to asser-
tive behaviors of others as long as they are performed in an appropriate man-
ner (e.g., do not include personal attacks, are not implemented defensively).

Behavioral Rehearsals: The therapist should develop several examples of sit-
uations calling for assertive behavior with authority figures (e.g., supervi-
sors, bosses, law enforcement officers, doctors). Model appropriate assertive
responses and implement behavioral rehearsals with the participants. If pos-
sible, use specific examples from the veterans’ lives. Example Scene: You
have been working for the same company for 2 years. You have been doing
very good work for the company. A new supervisory position is available, and
you go to see the boss to ask for a letter of support. The boss says, “I’m not
really sure that you really deserve a promotion at this time.” You
respond:___________.

Programmed Practice: Veterans should identify three potential situations in
which they could be assertive with someone and make arrangements to
engage in assertive behavior in at least two of these areas. They also should
continue to engage in social discussions and activities with others.

Flexibility Exercise: List five situations in which you might become angry
and then write out an appropriately assertive response that you could make.

Anger Management

SESSIONS 23 TO 26

Anger Management: It should be noted that anger is a normal emotion, expe-
rienced by everyone. However, irritability, anger, and aggressive behaviors
represent some of the most troublesome and problematic features of PTSD in
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combat veterans. The ability to manage and control one’s anger is necessary
for developing and maintaining healthy social relationships and for success-
fully coping with the many problems we all face throughout the day.
Although there are many legitimate reasons why veterans may be angry (e.g.,
lack of societal recognition, feeling betrayed by the government, frustrated
by PTSD symptoms), it is quite important to recognize that the way anger is
expressed may have a profound impact on the quality of social relations and
the degree to which problems are dealt with successfully.

A. Identify high risk situations and plan ahead. One strategy for deal-
ing with anger is to be proactive. In other words, it may be helpful to
identify potential trouble spots or situations and plan ahead. We are
usually more vulnerable to overreacting or losing our cool when we
are surprised by a frustrating situation than if we are expecting it and
have prepared a strategy for coping with it.

B. Take a break. In the heat of the moment people often have difficulty
making an accurate appraisal of a situation and determining an
appropriate course of action. Anger is often accompanied by such a
rush of physiological arousal, that individuals may have great diffi-
culty thinking clearly and behaving rationally. That is why it can be
helpful to take a pause (e.g., count to 10, take three deep breaths, or
withdraw temporarily from a situation), and cool off, before
reacting.

C. Reevaluate the situation. Sometimes when individuals become
emotional, they do not think as clearly as they ordinarily would. It
can be helpful to reevaluate or reappraise a situation where anger is
involved. Ask yourself: Why am I angry? Should I be angry? Is this
other person to blame? What can I do to help manage the problem?
Reinterpretation of a situation can often lead to the understanding
that the problem does not even exist or was simply an unintended
misunderstanding!

D. Problem solve. Sometimes creative solutions are needed for frus-
trating situations. As noted above, the physiological arousal that
accompanies the emotion of anger may interfere with an individ-
ual’s ability to arrive at such a solution. Problem solving may be
helpful for fixing ongoing or current anger provoking situations. It
may also be necessary to engage in problem solving before anger-
provoking situations develop (e.g., planning ahead).

E. Use assertive communication. Although there is no exact formula
for all anger-provoking situations, assertive communication is gen-
erally considered to be one of the most effective means of express-
ing your dissatisfaction and proposing a solution. As noted earlier,
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assertion is the ability to stand up for your rights without violating the
rights of others. And, as always, the goal of assertive statements is to
focus on an individual’s unacceptable behavior, not an individual’s per-
sonal qualities.

Behavioral Rehearsals: The therapist should develop several examples of sit-
uations where participant might become angry. Model appropriate assertive
responses to these situations and then implement behavioral rehearsals with
the participants. Also, engage in problem solving for each of the situations.
As much as possible, use specific examples from the veterans’ lives and help
them prepare for these situations.

Programmed Practice: Veterans should identify three potential situations in
which they could be assertive with someone and make arrangements to
engage in assertive behavior in at least two of these areas. They also should
continue to engage in social discussions and activities with others.

Flexibility Exercise (for Sessions 23 to 25): List four situations in which you
might become angry. Then write out a reappraisal of the situation, a problem-
solving perspective, and an appropriately assertive response that you could
make.

Flexibility Exercise (for Session 26): Write out three appropriate responses to
the following questions, as though they were asked of you by a young adult
who is genuinely interested in your experiences: (a) Can you tell me what it
was like to fight in the war? (b) Was the war a scary experience for you? (c)
Why did you fight in the war?

Veterans’ Issues Management

SESSION 27

Communication of Combat-Related Issues: Most veterans with PTSD report
that they have great difficulty talking with nonveterans about their combat
experiences and associated thoughts and feelings. Because of this many vet-
erans have difficulty forming close interpersonal connections with
nonveterans and find themselves feeling detached or cut off from family,
friends, and loved ones. Although many veterans believe that they can never
successfully communicate anything about their combat experiences to
nonveterans, this is a form of assertiveness that can be learned. It is intended
that this very specialized form of communication may help some veterans
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feel less misunderstood, and less socially alienated, allowing them to form
closer ties to significant people in their lives. However, keep in mind, the goal
here is not necessarily for veterans to disclose every detail of their traumatic
experiences, but enough to allow others to have an increased understanding
of their experiences and associated cognitions and emotions. It is also impor-
tant to help veterans develop strategies for setting limits or boundaries for
when they do not wish to discuss their wartime experiences.

A. Reasons why this communication is difficult for many veterans
include: discussion of combat experiences often evokes unpleasant
feelings of sadness, anxiety, guilt; discussion of combat experi-
ences often evokes fears of losing control of these associated emo-
tions, including anger; it is difficult for those who have not experi-
enced combat to really understand what it was like; it may be
difficult to trust the motivations of those who ask about military
experiences; society has rejected many veterans, failing to honor
their service; and combat experiences often are deeply personal.

B. Reasons why this communication may be important: It should help
others understand, allowing for the development of better relation-
ships; and it may allow veterans to feel as though they do not have to
bear the entire burden alone.

C. Suggestions for improving communication of combat issues: Do
not try to tell the whole story at once, perhaps not ever—it may be
easiest to do a little bit at a time, allowing for room to gauge the reac-
tion of the listener; focus on your reaction, not the specific events of
combat. For most listeners, the details of the trauma need not be
made explicit—it will usually be more helpful to focus on your
reactions, thoughts, and feelings to the experiences; do not make
assumptions about the listener’s reactions—if you have questions
about how they are responding, ask them; remember, although most
civilians have never experienced combat and may have difficulty
fully comprehending what the experience was like for you, most
people can relate to feelings of fear, anxiety, and grief; and apply the
assertive skills you have learned and practiced.

Behavioral Rehearsals: Have the veterans practice communicating aspects
of their military experiences in a variety of situations (e.g., with significant
others, young children, friends, employers, neighbors, strangers). Also prac-
tice assertive communication of limit setting regarding this communication
(e.g., appropriately declining to share military information, sharing only lim-
ited amounts of information at a time). The goal here is not necessarily for
veterans to tell everything that happened but rather to communicate enough
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about their reactions so that they do not feel completely cut off or misunder-
stood by others.

Programmed Practice: Veterans should have a short discussion about their
war experiences and related feelings with someone who is not a veteran.
They also should continue to engage in at least two social discussions and
activities with others.

Flexibility Exercise: Write out three appropriate counterarguments to the fol-
lowing statements (i.e., play Devil’s advocate even if you agree with the
statement): (a) Others cannot even begin to understand how the war has
affected me. (b) Because the government is to blame for my problems, there is
no hope. (c) You cannot trust other people to any degree. (d) Because of
PTSD I cannot lead a productive life in any way.

SESSION 28

This session should be divided as needed between the two topics (Communi-
cation of Combat-Related Issues, Challenging of Dichotomous Thinking),
leaving time for Behavioral Rehearsals covering both issues.

Communication of Combat-Related Issues

Challenging of Dichotomous Thinking: Many veterans with PTSD have a
tendency to exhibit dichotomous (all or none) thinking, especially with
regard to their military experiences and current psychological difficulties.
This form of thinking can be maladaptive in that it is usually pessimistic,
hopeless, and externally focused, which means that it may keep veterans
from behaving in active and productive ways to change their lives. It may be
beneficial for veterans to begin identifying the types of dichotomous
thoughts they have, and developing counterarguments to these types of self-
statements.

A. Examples of dichotomous thinking commonly noted in veterans with
PTSD: Others cannot even begin to understand how the war has affected
me; If I show any improvement with regard to my PTSD, that lets the gov-
ernment off the hook for what they did to me; You cannot ever trust other
people to any degree; Because of PTSD I cannot lead a productive life in
any way.

Behavioral Rehearsal 1: Have the veterans practice communicating aspects
of their military experiences in a variety of situations (e.g., with significant
others, young children, friends, employers, neighbors, strangers). Also prac-
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tice assertive communication of limit setting regarding this communication
(e.g., appropriately declining to share military information, sharing only lim-
ited amounts of information at a time). The goal here is not necessarily for
veterans to tell everything that happened but rather to communicate enough
about their reactions so that they do not feel completely cut off or misunder-
stood by others.

Behavioral Rehearsal 2: Have the participants identify examples of their own
dichotomous thinking. Using these and variations of the examples listed
above challenge the veterans to take up the opposing side (in debate form),
making a rational argument for why the statements not completely accurate.
The therapist should argue the veteran’s dichotomous perspective, stretching
the point to the absurd. Veterans should be encouraged to engage in this type
of debate, even though they may not initially believe in the arguments they
are making.

Programmed Practice: Veterans should have a short discussion about their
war experiences and related feelings with someone who is not a veteran.
They also should continue to engage in at least two social discussions and
activities with others.

Flexibility Exercises: (a) develop a list of five examples of dichotomous self-
statements that you are likely to make regarding your military experiences
and associated difficulties. (b) list three reasons or counterarguments for why
the following statements are not completely accurate: No one can understand
me; Because I have PTSD, there is no hope for happiness; You cannot trust
anyone; The government should be responsible for fixing all of my problems;
I cannot change.

SESSION 29

This session should be divided as needed between the two topics of the previ-
ous session, (Communication of Combat-Related Issues, Challenging of
Dichotomous Thinking), leaving time for Behavioral Rehearsals covering
both issues.

Programmed Practice: (a) continue to communicate with significant others
about your war experiences and related feelings, thoughts, and reactions and
(b) continue to engage in at least two social activities each week. Try to
include a variety of other people (e.g., family, friends, neighbors, romantic
partners). It is important to not allow yourself to become or remain socially
isolated. Remember your assertiveness skills, including anger management,
and use these skills to help you improve and maintain social relationships.

Turner et al. / TRAUMA MANAGEMENT THERAPY 67

(continued)



Final period of this session should be used to wrap up, discuss follow-up or
discharge plans, etc. Veterans should be encouraged to continue to practice
the skills learned and activities started through this program.
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