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STRESS AND TRAUMA

matized older adults may also ne-

cessitate a few clearly outlined 

goals and a more active or task-fo-

cused approach, with goals of treat-

ment highlighted and reinforced. 

Age-related changes can constitute 

stressors that exacerbate PTSD (eg, 

ill health, retirement, widowhood).

Awareness of and adjustment to 

these changes may help to reduce 

trauma-related distress. Providing 

psychotherapy to older adults often 

requires flexibility in scheduling, 

location, and collaboration. Older 

adults may have reduced mobility, 

competing health care appoint-

ments, and responsibilities to care 

for relatives, all of which may affect 

attendance and engagement in face-

to-face psychotherapy session. 

Thus, brief, occasional telephone 

sessions may have to be made at 

times to maintain therapeutic con-

tact and continuity. Because older 

adults often have concurrent health 

problems, consultation and coordi-

nation with other health service pro-

viders is often essential. Detailed 

discussions of further unique con-

siderations in providing psycho-

therapy with older adults can be 

found in the Guidelines for Psycho-

logical Practice With Older 

Adults.14

There are few effective pharma-

cotherapy options for the treatment 

of PTSD symptoms in older adults. 

Four medications received a condi-

tional recommendation for use in 

the treatment of PTSD: sertraline, 

paroxetine, fluoxetine, and venla-

faxine. It is essential to consider 

age-related adverse effects of medi-

cations, such as greater sensitivity, 

different metabolic rates of medica-

tions, and the impact of polyphar-

macy on treatment adherence.

Conclusion
The scientific knowledge base and 

understanding of trauma in older 

adults has grown enormously over 

the past two decades, however, 

there is still a great need for addi-

tional research with this neglected 

population. Most of the literature on 

traumatized older adults has cen-

tered on men, particularly veterans 

or former prisoners of war, and on 

white citizens of western nations. 

More investigation is needed to de-

termine if these findings can be gen-

eralized to a broader older adult 

population.

The authors report no conflicts of interest con-

cerning the subject matter of this article.
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A
ccelerated Resolution Therapy 

(ART) is an emerging, effi-

cient therapy for PTSD and 

other psychiatric conditions. It is 

derived from Eye-Movement De-

sensitization and Reprocessing 

(EMDR), but it has a tighter proto-

col, is more directive, more proce-

dural, and easier to learn. (See Kip 

et al.1 for a general description of 

the proprietary ART protocol.) ART 

has been reported to be effective, 

efficient, easy on patients, and easy 

on clinicians.2

Research
Unlike psychotherapies developed 

in university or research environ-

ments, the ART protocol was creat-

ed by an experienced masters-level 

practitioner in private practice.3 For 

this reason, ART has not had as 

much research-based validation as 

EMDR, Prolonged Exposure, and 

Cognitive Processing Therapy 

(CPT). There have been three major 

clinical trials on ART for PTSD, on-

ly one of which involved a control 

group.4-6

Despite consistently showing 

impressive results, data from these 

trials must be interpreted with cau-

tion. All three studies were conduct-

ed by the same research team out of 

the University of South Florida, all 

three relied on patient self-report 

for outcome measurement, and only 

one study included a control group. 

A larger, high-quality randomized 

controlled trial comparing ART to 

CPT is currently underway at the 

Cincinnati Veteran’s Affairs (VA) 

hospital, although published data 

from this trial are not expected until 

2019 or later.7 Nonetheless, against 

the backdrop of our current PTSD 

gold standard treatments, which 

have demonstrated high dropout 

rates, low remission rates, and low 

rates of provider use after training, 

ART at least seems worthy of a 

look. 

In the ART randomized con-

trolled trial, veterans or active duty 

service members were randomized 

to receive up to five sessions of ART 

or two sessions with a fitness coach 

or a career counselor. Using an in-

tent-to-treat (ITT) analysis, ART 

demonstrated a 61% response rate 

(defined as at least a 10-point drop 

on the PTSD Checklist [PCL]) and 

a 94% completion rate.5 These are 

impressive results, given that estab-

lished PTSD therapies have a re-

sponse rate of 49% to 70% and a 

completion rate of only 60% to 

65%.8,9 Furthermore, the number of 

ART sessions needed in this trial 

was 3.7 ± 1.1. This number is sig-

nificant not only because it is fewer 

than the 8 to 15 sessions required by 

traditional evidence-based thera-

pies for PTSD, but because up to 

83% of patients who drop out of 

these treatments do so before their 

fifth session.

Theory
The key to ART’s efficiency is be-

lieved to lie in its exploitation of 

natural memory consolidation 

mechanisms. Memories undergo 

minor modifications every time we 

recall them, and that memory acti-

vation is critical to effective PTSD 

therapy.10,11 There is evidence to 

suggest that activating a memory, 

changing its emotional valence by 

introducing a novel sensation or 

stimulus during activation, and re-

consolidating it (“putting it away”) 

within a discrete period of time can 

modify memory traces at the level 

of DNA transcription, essentially 

locking in the changes in a perma-

nent manner.12 This period of time, 

TABLE 1.  Appealing aspects of ART

• Easy to learn

• Efficient and procedural

• Encourages significant provider creativity

• Useful for a broad range of symptoms/conditions

• Only 3-4 sessions typically required for response

• No set interval between sessions

• No preparation

• No homework

• No narration

• Patient retains significant control over session

http://www.apa.org/pubs/journals/fea-tures/older-adults.pdf
http://www.psychiatrictimes.com
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or “reconsolidation window,” is be-

lieved to be 1 to 6 hours in humans.

Like other reconsolidation thera-

pies, the ART protocol not only ex-

tinguishes the patient’s fear re-

sponse,  but i t  also unwires 

distressing emotions from the factu-

al memories of the events that creat-

ed them. Said another way, recon-

solidation therapies “fulfill the 

brain’s requirements for allowing 

new learning to rewrite and erase an 

old, unwanted learning—and not 

merely suppress and compete 

against the old learning.”13

Clinical application
In many ways, ART may be easier 

to integrate into psychiatric practice 

than traditional PTSD therapies 

(Table 1). Each ART session is a 

stand-alone intervention and the 

time between sessions is not pre-

scribed. ART can also be used in 

conjunction with other trauma-fo-

cused therapies. For example, ART 

may be a useful adjunct when a pa-

tient arrives too distracted by a 

competing problem to engage in the 

planned session, when he or she is 

highly emotional, is unable to 

speak, is working on an especially 

emotional aspect of trauma, or will 

not be able to easily do homework 

before their next traditional psycho-

therapy session.

A patient can return for the next 

ART session in one week or six 

weeks, and will generally not lose 

gains made in the interim. This may 

make ART an appealing option for 

patients who travel frequently, have 

busy work schedules, have signifi-

cant child/elder care duties, or who 

have to travel long distances for 

their appointments.

Individual ART sessions do re-

quire time, however. An experi-

enced ART patient can often com-

plete a session in 50 to 60 minutes, 

but providers should allocate 90 to 

120 minutes for initial sessions. 

Many providers have found that 

scheduling their new ART patients 

at the end of the workday provides 

them with the greatest flexibility 

and success.

Managing the patient’s expecta-

tions about ART is critical, perhaps 

because ART is so different than 

traditional psychotherapies; an un-

motivated patient should not be of-

fered ART. 

There are several essential points 

to cover as part of informed 

consent for ART:

n  ART uses eye movements.

n  It is not hypnosis.

n  It involves little talking.

n  There is no homework.

n  It requires a 10- to 15-minute 

mental review of painful life 

experiences.

n  The patient may share as much 

or as little of these experiences 

as he or she chooses.

n  It allows the patient to choose 

and replace negative images 

with positive ones.

n  Patients will retain the facts of 

the events they process, 

potentially even remembering 

more details than before starting 

ART.

At my previous institution, with 

more than 50 ART-trained providers 

working in 10 different treatment 

settings, we saw many models of 

implementation. For new referrals, 

our most successful model involved 

the establishment of an ART clinic. 

Each referred patient was required 

to read a brochure, sign a form ac-

knowledging each element of in-

formed consent, and schedule the 

first 4 appointments. This model 

worked well because expectations 

were clear from the beginning and 

patients were less connected to their 

therapist (and thus less likely to re-

quest continued treatment).

Patients treated with ART by 

their established providers tend to 

be more challenging. They can drift 

into the rhythm of their pre-ART 

sessions, adding excessive detail, 

becoming tangential, resisting 

change, etc. This can sometimes 

make sessions less efficient and 

clinical outcomes less dramatic. 

However, even if a patient does not 

achieve remission from PTSD, ART 

may still significantly catalyze non-

ART therapies, move patients past 

“stuck points,” and enhance insight. 

My established patients have made 

empowering life changes, decreased 

their reliance on medications, and 

decreased their frequency of ap-

pointments after several 

  CASE VIGNETTES
A 44-year-old male soldier with severe 

combat-related PTSD was referred to 

the ART clinic by his treating psychia-

trist due to lack of response to medica-

tions. He received four ART sessions 

over the course of 5 weeks. His pre-ART 

PCL score was 72 and dropped to 55 af-

ter two sessions, during which he had 

processed a combat-related event and 

an intense argument with his wife. His 

score jumped to 77 just prior to his 

fourth session, in which he chose to 

process a childhood sexual assault. 

This was a challenging session, but it 

brought obvious relief. He moved from 

the area shortly thereafter and was lost 

to follow-up. We were able to reach him 

by email 5 months later, and he reported 

that he had weaned himself off of his 

meds, was divorcing his wife, and had 

surrounded himself with positive peo-

ple. He completed a final PCL and his 

score was 26.

A 36-year-old male sailor with PTSD 

from various traumatic experiences as 

a mortuary affairs officer was in jeopar-

dy of having his overseas orders can-

celled because he was on psychotropic 

medications and required weekly psy-

chotherapy appointments. After 8 

months and 18 appointments of tradi-

tional behavioral health treatments, his 

PCL-5 score had only dropped from 54 

to 46. His therapist referred him to the 

ART clinic and he completed three ART 

sessions in 4 weeks. His PCL-5 score at 

treatment completion was 10 and a 

month later it was 2. At that point, he 

told his therapist that “ART had changed 

everything.” He reported feeling “hap-

py” and “proud,” had lost his fear of 

death, was drinking less, and had cut 

his cigarette use in half. More than a 

year and a half later, he is deployed 

overseas, no longer takes medications, 

and his health care utilization has sig-

nificantly decreased. Whereas he had 

36 documented medical appointments 

in the 16 months prior to ART, he has 

only had 3 documented appointments 

since completing ART.

Conclusion
Although its research base is still 

maturing, ART appears to be a 

promising and efficient intervention 

for PTSD and other psychiatric mal-

adies (Table 2). Readers interested 

in being trained or who want to refer 

a patient to an ART therapist are di-

rected to the Rosenzweig Center for 

Rapid Recovery (www.accelerate-

dresolutiontherapy.com) or ART In-

ternational (www.artherapyinterna-

tional.org) for more information.
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TABLE 2.  Take-home lessons

•  ART is a manualized, trauma-focused therapy with evidence of benefit for 

PTSD

•  A variant of EMDR, but more succinct, procedural, and easier to learn

•  Can be used for a variety of symptoms and conditions, not just PTSD

•  Only 3-4 sessions typically required for clinically significant improvement

•  Each session is a stand-alone intervention

•  No homework required by patient

•  No preparation required by provider

•  Patient is in control throughout session

•  Patient may disclose as many or as few details of event(s) as he/she 

chooses
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