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ABSTRACT
Post-traumatic stress disorder (PTSD) is a disabling
trauma and stress-related disorder that may occur after a
person experiences a traumatic event, and evokes a com-
bination of intrusion and avoidance symptoms, negative
alterations in cognitions and mood, and alterations in
arousal and reactivity. Accelerated resolution therapy
(ART) is an emerging psychotherapy that provides fast
and lasting resolution for mental health problems such
as PTSD. ART has been shown to achieve a positive
result in one to five sessions, typically over a 2-week
period, and requires no homework, skills practice or
repeated exposure to targeted events. Initial research,
including one randomised control trial, has demonstrated
that ART interventions can significantly reduce symptoms
of psychological trauma in both civilians and US service
members and veterans. These results suggest that ART
be considered as either a primary treatment option or for
refractory PTSD in those with a suboptimal response to
endorsed first-line therapies. Conservative estimates indi-
cate substantial potential cost savings in PTSD treatment.
Despite the need for more definitive clinical trials, there
is increasing interest in ART in the USA, including in the
US Army. The growing positive empirical evidence is
compelling, and there appears to be sufficient evidence
to warrant UK researchers undertaking ART research.
The armed forces offer the potential for comparative
international trials. However, equally important are veter-
ans, emergency services personnel and those subjected
to violence. ART appears to also have application in
other conditions, including depression, anxiety disorders,
and alcohol or drug misuse. ART can potentially help
personnel traumatised by the unique challenges of war
and conflict zones by providing brief psychotherapy in a
readily accessible and culturally competent manner. ART
facilitates the provision of interventions and resolutions
in theatre, thus enhancing forces’ fighting capability.

INTRODUCTION
Conflict and war, with the requirement to provide
clinical and nursing care to injured men and
women, have shaped health and healthcare practice
throughout the world. Many of the established
mental health (MH) interventions used in civilian
practice, including assertive outreach, community-
based care, crisis intervention1 and group psycho-
therapy,2 started as innovative prototypes aimed at
supporting and treating soldiers. Accelerated reso-
lution therapy (ART) is an emerging intervention
that combines original elements with key compo-
nents from other evidence-based and accredited
MH interventions. ART was founded by Laney

Rosenzweig with the aim of providing fast and
lasting resolution for MH problems such as post-
traumatic stress disorder (PTSD), depression and
anxiety-related disorders. ART can achieve a posi-
tive result for many patients in one to five sessions
without the need for homework or medication.
ART research studies at the University of South

Florida (USF) have produced positive results, which
has been acknowledged in the US Congress and by
the US Armed Forces. This paper provides an over-
view of ART, the research to date, US Armed
Forces engagement, and plans for future research
and training. This therapy has potential use in both
Firm Base and during operational deployments by
the British Armed Forces.

British military mental health services
The British Defence Mental Health Services
(DMHS) aim to maximise psychological support to
service personnel by providing immediate MH
support with the expectation that staff will return
to duty. This objective supports the operational
imperative of producing a capable workforce, able
to undertake their military duties without MH pro-
blems. Current operational MH support is based
on community care with a focus on risk manage-
ment, risk assessment and patient maintenance.
Deployed personnel who require a MH interven-
tion are evacuated from theatre.3

PTSD and military morbidity
PTSD is a disabling trauma and stress-related dis-
order that may occur after a person experiences a

Key messages

▸ Accelerated resolution therapy (ART) is an
emerging psychotherapeutic therapy that
provides fast and lasting resolution to mental
health problems, such as post-traumatic stress
disorder (PTSD).

▸ ART can achieve a positive end state in 1 to 5
sessions, and requires no homework, skills
practice, or repeated exposure to targeted
events.

▸ ART presents an opportunity to provide
interventions and resolutions in the operational
theatre, thus positively enhancing the fighting
capability of the deployable force.
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traumatic event, and evokes a combination of intrusion and
avoidance symptoms, negative alterations in cognitions and
mood, and alterations in arousal and reactivity. These persistent
symptoms prevent the individual from performing normally,
and can become chronic unless successfully treated (Figure 1).4

Combat operational trauma is multidimensional and exten-
sive,6 and witnessing intense human suffering and cruelty,
killing others in the line of duty, or perpetrating non-sanctioned
violence,7 may result in prolonged periods of stress, anxiety and
hardship.8 There are reports of associated guilt and shame from
moral injury9 and prolonged grief disorder.10 11 A 3-year review
of UK military MH hospital admissions showed that PTSD
accounted for 7% of primary admissions and 3% of patients
with a single diagnosis,12 findings reflected in other UK
studies.13 14 From a US perspective, the conflicts in Iraq and
Afghanistan have yielded PTSD estimates that vary dramatically
from 2% to 31%, owing to substantially different sampling
methods, combat experiences, PTSD criteria and treatment
versus non-treatment seeking samples.15–18 US epidemiological
data suggest that hundreds of thousands of military personnel
are likely to have PTSD, with those exposed directly to combat
at significantly higher risk.19 20 The US Congressional Budget
Office estimates an average annual treatment cost per patient of
$8400 within the Veterans Administration (VA) system, which is
four times higher than that for personnel without PTSD.21

Treatment of PTSD
UK and US national guidelines22–26 broadly agree on the use of
trauma-focused therapies as first-line treatment for adults with
PTSD. Core elements are narration, cognitive restructuring, in
vivo exposure, stress inoculation including anxiety management
and relaxation skills, and a psycho-education component. These
therapies are designed to minimise PTSD symptoms through a
combination of re-experiencing and reframing trauma-related
memories and emotions, and teaching methods for managing
trauma-related stressors.22 The most frequently endorsed and

practiced therapies for the treatment of PTSD among US veter-
ans are prolonged exposure (PE) therapy,27–29 cognitive process-
ing therapy (CPT)27 30 31 and eye movement desensitisation and
reprocessing (EMDR).32 33 UK accepted evidence includes
EMDR24 and pharmacotherapy, particularly SSRIs and SNRIs,
having received A-level recommendation in most clinical prac-
tice guidelines.34 35 However, the endorsed first-line treatments
for PTSD have multiple limitations, specifically they are rela-
tively lengthy, costly and have variable rates of completion and
treatment success. A list and descriptions of common PTSD
treatments are provided in Table 1.

Responder rates
Unfortunately, many published clinical trials on the treatment of
PTSD have not analysed results using the standard, preferred
intention-to-treat (ITT) principle, but have based their findings
on the subset of treatment completers, which can result in sub-
stantial bias.39 62 63 Reported recovery rates of 60–80% among
treatment completers (eg, PE, CPT) decline to about 40% when
ITT analysis is used, and cognitive behavioural therapy (CBT)
has large dropout and non-response rates.64 These limitations
motivated the development of a new, brief exposure-based
therapy known as ART.

ACCELERATED RESOLUTION THERAPY
ART is delivered in one to five, approximately 60 min sessions,
typically over a 2-week period and requires no homework or
skills practice. It aims to realign the way in which distressing
memories and images are processed, so that they no longer
trigger strong physical and emotional reactions. Sets of eye
movements are used routinely throughout each session, and a
technique called voluntary image replacement is used to rescript
events and alter the physiological response to activation of tar-
geted memories. Clients do not have to talk about their traumas
or difficult life experiences with the therapist to achieve recov-
ery. This feature of the protocol is particularly beneficial for

Figure 1 Normal psychological response to a traumatic incident5
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Table 1 Available therapies for post-traumatic stress disorder (PTSD)

Intervention Description Comment

Trauma focussed cognitive
behavioural therapy (CBT)

Treatment therapies that include trauma-sensitive intervention,
CBT strategies and psycho-education

Short term, usually 12–16 sessions
US IOM and UK NICE approved22 23 36

Eye movement desensitisation
and reprocessing (EMDR)32

Involves exposure and cognitive therapy, but with additional
bilateral stimulation, usually in the form of eye movements

8–12 weekly 90 min sessions
Dropout rates up to 36%; non-response rates 7–92%
UK NICE approved22

Cognitive processing therapy
(CPT)37 38

Emphasises changing a patient’s maladaptive cognitions related
to his or traumatic experience. Uses a writing narrative form of
exposure. Includes group and couples psychotherapy

12 sessions (60–90 min) with practice of skills outside of sessions
Dropout rates up to 29%; non-response rates 4–48%
US VA often utilises a group approach for PTSD treatment in
many of its inpatient and outpatient clinics. Empirical research
results are mixed

Prolonged exposure therapy
(PE)28 39 40

Repeated exposure to feared stimuli and memories surrounding
the trauma. Aims for the patient to experience decrease in fear
and an increase in mastery

10 sessions (∼90 min each) with homework assignments
Dropout rates up to 50%; non-response rates 20–67%;
exacerbation rates 13–28%
Majority of trial data analysed by treatment completers not
intention-to-treat

Stress inoculation training (SIT)41 Aims to help patients increase psychological resilience and
manage their anxiety when confronting their traumatic memory
or other trauma-related stimuli

Virtual reality42 Simulation and computer-assisted programmes Unique method to administer prolonged exposure that adds
sensory details to enhance the exposure experience. With added
cues, patients may process and cope with their trauma, and
thereby better respond to treatment.

Medication-enhanced
psychotherapy (MEP)43

Involves some combination of a drug with psychotherapy Evidence suggests this approach is SSRI-augmented prolonged
exposure although mixed research results to date.

Acceptance and commitment
therapy (ACT)44

Empirically based psychological therapy that uses acceptance and
mindfulness strategies mixed in different ways with commitment
and behaviour-change strategies

Skill training in affect and
interpersonal regulation (STAIR)45

VA-supported evidence-based ancillary CBT (8 modules) for
treatment of PTSD to learn skills in emotional regulation and
interpersonal functioning

Telemedicine46 47 Including behavioural activation Shown to be safe, acceptable, and effective for improving PTSD
symptoms when administered individually as prolonged exposure.
May enhance completion of treatment

Trauma recovery and
empowerment model (TREM)48 49

A group psychotherapeutic intervention specifically for women
who have experienced trauma

It helps clients restructure the way they think about the trauma
and it emphasises empowerment and skill-building to help clients
cope with the daily and long-term effects of trauma. Studies are
hopeful but inconclusive regarding the effectiveness of this
intervention.

Dialectical behaviour therapy
(DBT)50

A form of CBT that helps examine and rationalise thoughts and
feelings that are counterproductive to recovery from trauma

It gives clients the skills to replace negative thoughts and actions
with productive and healing thoughts and behaviours. DBT focuses
on cognitive and behavioural aspects of trauma. The therapeutic
work is done by keeping a journal.

Emotional freedom technique
(EFT)51–53

Eight-phase therapy that assumes that emotional disturbance,
including PTSD, is the by-product of disturbances in the body’s
energy field (meridian system)

Involves light manual stimulation of endpoints of traditional
acupuncture meridians on the face, upper body and hands, while
the patient focuses on the traumatic event. Exposure is achieved by
eliciting the imagery, narrative and in vivo arousal related to the
distressing memory.
Two RCTs, with one showing similar results with EMDR

Neurofeedback (EEG biofeedback
or neurotherapy)54

Intensive brain training exercises (eg, 10 weeks) Focuses on excessive activation of the fear area of the brain, which
is targeted for change through neuro-feedback brain training

Hypnosis55–56 Aim is to unlock stored emotion so that the trauma can be
revisited and explored from a different perspective

Acupuncture57 Based on the premise that the body is responsible for controlling
particular brain areas that help control nervous functioning as
well as mitigate stress levels

Yoga58 59 Aims to decrease affect dysregulation and increase tension
reduction activities

Traumatic risk management
(TRiM)60

Peer support programme aimed at identifying those requiring
support and reducing stigma

Outdoor activities and mental
well-being61

Utilising the biopsychosocial benefits of outdoor activities Activities include working with Service animals to provide a sense
of security, calming effects, and physical exercise that can
positively effect quality of life. Equine-assisted psychotherapy
incorporates horses experientially for emotional growth and
learning. Defence Archaeological Group (DAG) advocates refer to
improvement in self-worth, and a reduction in stigma and physical
health.

IOM, Institute of Medicine; NICE, National Institute for Health and Care Excellence; RCT, randomised controlled trial; VA, Veteran’s Administration.

Finnegan A, et al. J R Army Med Corps 2015;0:1–8. doi:10.1136/jramc-2015-000417 3

Review

group.bmj.com on July 4, 2015 - Published by http://jramc.bmj.com/Downloaded from 

http://jramc.bmj.com/
http://group.bmj.com


service members involved in classified operations, as well as
those with particularly sensitive experiences, such as military
sexual trauma.

ART consists of two components and the use of bilateral eye
movements. In the first component, imaginal exposure (IE) is
used whereby clients are asked to visualise the traumatic event.
This is followed immediately by identification and diminishment
(or eradication) of any distressing emotional or somatic symp-
toms that arise as a result of the traumatic memory. Reactivation
of the targeted memory is elicited in short time periods using
sets of eye movements alternating with noticing and resolving
any somatic sensations or emotions that occur. During this
process, the client, with clinician support, is helped to remain
relaxed, alert, and will only return to the targeted memory after
the physiological sensations and emotions are sufficiently pro-
cessed for the client to feel comfortable moving on. Leading the
client through sets of frequency regulated eye movements, while
viewing or reactivating the memory and acknowledging self-
awareness of physical and emotional sensations, the clinician
directs the client towards at least two complete phases of expos-
ure to the targeted memory. The second component after IE is
imagery rescripting (IR). This involves the use of techniques
whereby the client is instructed to visualise their traumatic scene
and imagine changing (replacing) the imagery and sensory com-
ponents of the scene with anything they choose (like the ‘dir-
ector’ of a movie). As the new positive scene is substituted and
reviewed, clients are asked to try to access the original distres-
sing images.

Treatment of the traumatic scene is considered successful
when only the rescripted scene can be accessed and the original
scene can be recalled in detail without distress. Each ART
session can be closed by asking the client to envision a bridge
and then eliminate distressing images before crossing the bridge,
which represents moving into the future and leaving the trau-
matic experiences in the past. During the components and sen-
sation checks, clients are requested to follow the therapist’s
hand back and forth by moving their eyes from left to right,
with 40 eye movements per set. Throughout this process, the
client does not speak, but is rather ‘watching’ their original or
newly imagined scene. This process of ‘watching’ the scene
(during both IE and IR) while performing eye movements, is
carried out multiple times, with the number of sets determined
by the number required to complete the IE and IR components.
Further details of the ART protocol have been published and
are summarised in Box 1.65 66

ART and EMDR
The ART and EMDR techniques help clients reach their own
solutions, through guided visualisations and eye movements that

process distressing memories and deal with feared triggers.
Clinicians gauge improvements by monitoring anxiety levels and
identifying held beliefs. Anxiety management techniques are
embedded in both techniques, but there are distinct differences.

EMDR has a cognitive focus where clients prioritise the 10
most significant traumatic images, and associated thoughts and
feelings linked to the traumatic event, and then work through
each. There is free association regarding the emerging issues and
these are addressed as they surface. The intent is to finish with a
spontaneous positive cognition associated with the traumatic
event, although EMDR’s free association may result in clients
being engaged in a recurrent or unresolved issue leading to dis-
tress between sessions.

ART is a systematic approach with more consistent delivery
and focus on visual imagery and associated feelings. ART begins
with the client’s current presentation, regularly focusing on a
body scan rather than thoughts, although positive cognitive
changes occur during treatment. ART clients view the entire
traumatic scene, or if the client cannot recall certain elements,
engage with what they can remember. The ART protocol
empowers clients to be in control of the process of recovery.
Individuals do not have to verbalise the traumatic experience
but simply view the event and note the physical sensations. A
client’s symptoms are related to a disruption of memory, and
this simplified explanation may help reduce stigma, with feelings
of personal failure being realigned as a memory problem. This
provides a context for symptoms with permission to address
issues previously avoided, and the patients choose when to
address issues related to shame and guilt. There is no homework
with ART.

Techniques exist to increase insight and encourage resolution
of the client’s current symptoms or problems. Where raised
anxiety is related to a specific situation, such as being in a
crowd, clients work though specific memories or recurring
events through ART interventions such as ‘A Typical Day’. In
addition, metaphors can be employed to create distance from
the intensity of the actual memory or problem, supporting indi-
viduals to arrive at a solution consistent with Gestalt theory.
This shift in perspective facilitates engagement in the ART ses-
sions and is reinforced though the calming effect produced
though eye movements which engage the parasympathetic
nervous system. ART concludes by actively installing a positive
reframing, where the client can recount the event but no longer
view it. They thereby usually leave each treatment feeling con-
siderably better than when they started.

Assessment, stabilisation, contraindications and limitations
The same clinical considerations that apply to interventions
such as EMDR apply to ART. A comprehensive biopsychosocial
clinical assessment is imperative and individuals are assessed on
clinical presentation, physical health, stability and self-harm risk.
ART is offered when patients are sufficiently stable with adap-
tive coping strategies in place and motivation to undergo treat-
ment. Willingness and personal resources to address distressful
memories is a critical component of ART, yet some individuals
may not be medically or psychologically stable, ready for change
or even willing to address those memories. Individuals have a
relationship with their memories and they may resist treatment
because of secondary gains, for example following combat a
client may feel reduction in pain is a betrayal of a deceased col-
league. Secondary gains also include disability benefits, add-
itional care and attention from others. Avoidance is a common
and strong motivator for not engaging in treatment. Avoidance
may be caused by fears of exacerbating symptoms, of increasing

Box 1 The stages of accelerated resolution therapy
(ART)

▸ Frame a problem (‘trauma’) into an ART scene
▸ Process physiological sensations before initiation of therapy
▸ Imaginal exposure (first time through the scene)
▸ Imaginal exposure (second time through the scene)
▸ Desensitisation achieved
▸ Imagery rescripting (the ‘director’ intervention)
▸ Imagery rescripting (continued)
▸ Assessment and closeout

4 Finnegan A, et al. J R Army Med Corps 2015;0:1–8. doi:10.1136/jramc-2015-000417

Review

group.bmj.com on July 4, 2015 - Published by http://jramc.bmj.com/Downloaded from 

http://jramc.bmj.com/
http://group.bmj.com


distress, of reinforcing guilt and shame, of being unable to cope
or of never recovering. Likewise, individuals with personality
disorders may not have sufficient motivation to directly tackle
painful memories.

In research to date, individuals with major active substance
abuse/dependence, active suicidal or homicidal ideation, person-
ality disturbance or bipolar illness have been excluded from par-
ticipation. There are specific clinical protocols for comorbidity
and more severe disturbances, and careful assessment of clients
is required including seeking a history of dissociation disorder,
psychotic states, severe anxiety or depression, or being in psy-
chological crisis. In addition, for conditions such as PTSD with
substance abuse, there may be a requirement for appropriate
conventional treatment to stabilise and build the psychological
resources and skills needed to address memories with ART.
Social circumstances with access to support and resources are
important considerations, combined with self-harm assessment.

With ART, there is the possibility of experiencing intense
emotions or physical sensations during or between treatment
sessions and this may have safety implications. Physical health
problems therefore require advice from medical colleagues con-
cerning conditions such as cardiac/cerebrovascular disease, sei-
zures and pregnancy. In common with other trauma-focused
therapies, ART treatment sessions may produce an abreaction or
dissociative experience. ART is designed to assist the client in
finding immediate relief, and transient disassociation states can
be addressed in session. Increasing awareness and discussion of
dissociative experiences may improve the client’s ability to toler-
ate difficult thoughts, images, sensations and emotions. Ocular
problems can also inhibit ART. Also, practical issues include the
lack of a published clinical manual and formal guidelines, which
is a major limitation in helping therapists integrate ART into
practice.

Clinician training
ART training for the basic protocol for registered clinical MH
practitioners lasts for 3 days and includes supervised practice,
after which clinicians are deemed to have sufficient knowledge
and the tools to provide ART in clinical practice. Once they
have completed 30 clinical sessions, clinicians may then com-
plete 2 days of advanced ART training which includes instruc-
tion on the use of metaphors and applications to other
conditions, such as substance abuse. A 2-day ‘Enhancement’
training programme is also available for broadening the clinical
application of ART.

Treatment planning
ARTemploys the same core components as other recommended
trauma-focused therapies and may be used for a variety of MH
problems including PTSD. ART must be delivered by appropri-
ately trained autonomous MH practitioners with clinical experi-
ence of established trauma-focused therapies. ART can be
utilised efficiently as a standalone therapy or integrated into
other treatment modalities as a specific brief, structured inter-
vention. To address obstacles, therapists may borrow from other
approaches and integrate these into clinical practice, including
pharmacotherapy.

ART research
The USF have completed the only research exploring the effect-
iveness of ART, with their results showing that it can signifi-
cantly reduce symptoms of psychological trauma in both
civilians and US service members and veterans.65–67

In the veterans’ randomised controlled trial conducted by Kip
et al,67 the clinical evaluation used for trial eligibility consisted
of psychometric tests, mental status examination and clinical
interview. After screening and enrolment, participants provided
demographic data and completed a brief medical history ques-
tionnaire; in addition, baseline and post-treatment self-reported
outcomes included a range of psychological measures with
established reliability and validity. Participants were randomly
assigned to treatment with ART or to an attention control (AC)
group, usually commencing within 1 week. AC consisted of two
1 h sessions of fitness assessment and planning or career assess-
ment and planning, as selected by the participant. For both con-
ditions, the first session was devoted to current assessment and
the second to developing an individualised plan to achieve
goals. The rationale for providing the AC sessions was to
measure the acute effect (on symptoms of PTSD and related
comorbidities) of non-psychotherapeutic interactions, while at
the same time minimally withholding the amount of time to
treatment (crossover) with ART. It was anticipated that this
approach would maximise recruitment and retention in the trial
and minimise length of time of psychological distress. After two
sessions of personal interaction in the AC condition, control
subjects transitioned to receipt of ARTand experienced a similar
clinical treatment response as those who were initially randomly
assigned to the ART intervention.

For participants randomly assigned to ART, the outcome mea-
sures were completed three times (at enrolment, after the final
ART session, and at 3 months after treatment); those assigned to
AC also completed the outcome measures after the final AC
session. Before each session, the treating clinician inquired
about the occurrence of adverse events, including the nature
and intensity of each event, subsequent treatment actions, and
judgment as to whether the event was related to use of ART. A
mean of 3.7 sessions were delivered. ART appeared to be a
brief, effective and safe method of exposure therapy for service
members and veterans with symptoms of combat-related PTSD.
Specifically, the mean (SD) reduction among scores on the
17-item Posttraumatic Stress Disorder Checklist – Military
(PCL-M) was −17.2 (13.4) in the ART group compared to −2.5
(6.0) in the control group (p<0.0001). Of note, the treatment
completion rate was 90%. In ITT analyses that assumed
(imputed) no treatment response for non-completers (some of
whom were called up for active duty), the mean (SD) reduction
in scores on the 17-item PCL-M was −15.4 (13.7) in the ART
group compared to −2.1 (5.6) in the control group
(p<0.0001). Significant reductions in comorbidities associated
with PTSD were observed for the ART intervention for mea-
sures of depression, anxiety, trauma-related growth and self-
compassion, and the positive results were consistently main-
tained at 3-month follow-up.

These results, coupled with those from civilians treated with
ART, suggest that ART should be considered as a treatment
option for PTSD, including refractory PTSD in those who have
experienced suboptimal response to existing first-line PTSD
therapies. Conservative estimates indicate a substantial potential
cost saving in treating PTSD. In addition, the substantial reduc-
tions in symptoms of both PTSD and depression is important
given the high comorbid prevalence and symptom overlap of
these two disorders.12 68 69 At 3-month follow-up in the ART
randomised controlled trial, there were substantial reductions in
self-reported aggression, a symptom notably present in service-
men with depression yet not included in international diagnostic
depression classification systems.70–72 There is also considerable
societal interest due to domestic violence,73 74 and the greater
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self-compassion reported 3 months after completing ART. These
findings suggest that ART has the potential to improve family
relationships, an area encouraged for future research.

Dropout rates for approved first-line therapies are high,
which is particularly germane given that US Iraq and
Afghanistan veterans have been reported to drop out from treat-
ment twice as frequently as Vietnam veterans.75 As the current
US Department of Defense/Department of Veterans Affairs MH
system is struggling to meet the high current need for PTSD
treatment,76 there is a premium on delivering therapy with
approaches that maximise successful treatment initiation and
completion.77

US engagement
Implementation of ART in the USA has been sporadic and
limited to date, for a number of reasons. As only two empirical
studies of ART have been completed, there is a reluctance to
implement it some treatment facilities. Additionally, in the USA
there is substantial investment in and commitment to treating
military PTSD with conventional PE and CPT protocols. This is
partly due to directives and performance metrics embedded in
the US VA system, and to financial influences. Specifically, since
2008, approximately $80 million in US government funding has
been earmarked for two military PTSD-related research pro-
grammes known as the South Texas Research Organizational
Network Guiding Studies on Trauma and Resilience (STRONG
STAR) programme78 and more recently, the Consortium to
Alleviate PTSD (CAP).79 Both programmes conduct a range of
studies that very strongly emphasise variations of PE and CPT,
and to date, have not expressed an interest in evaluating ARTor
several other emerging therapies. At the clinical level, military
clinicians have been trained in ART at Fort Belvoir Community
Hospital and at Fort Benning, home of the US Army Infantry
and Rangers. In addition, there has been some clinical experi-
ence with ART at the Walter Reed National Military Medical
Center. The number of cases treated to date with ART (for
PTSD and other psychological conditions) in the USA is
unknown, but is estimated at more than 10 000 in the civilian
sector, based on the number of civilian clinicians trained, and at
several hundred but less than 1000 in the military sector.

Future funding and research
Given the substantial promise of ART, research protocols are
being developed in the USA and submitted to potential funding
organisations. One of the key priorities is to conduct a
head-to-head randomised controlled trial of ART versus a first-
line therapy for PTSD (PE/CPT/EMDR). There is also a need for
(a) mechanistic studies, both physiological and brain-based, to
examine and elucidate how ART appears to resolve trauma so
quickly and (b) cost-effectiveness studies on ART for other
patient populations such as family members of service members
and veterans with PTSD, with clinical indications including
depression, substance abuse, chronic pain and sleep dysfunction.
While these studies are being initiated from the USF, research col-
laborations are strongly encouraged, and to date, some clinicians
have been trained in ART in Alberta, Canada and Stirling,
Scotland. The positive empirical evidence is compelling, and UK
researchers need to undertake research into a therapy that has
significant promise for improving the lives of people with a
number of MH problems. The armed forces is one sector that
offers the potential for comparative trials. However, equally
important are the veteran population, emergency services per-
sonnel and those subjected to violence. ART shows promise of

rapid improvement and also potentially can help combat the use
of secondary coping mechanisms such as alcohol or drug misuse.

A soldier’s personality affects their ability to cope with mili-
tary life and their propensity to develop MH disorders such as
depression. In addition, military personnel often face unique
multi-factorial stressors that may be incremental/accumulative in
nature. Operational stressors may lead to the development of
PTSD and have been frequently reported to be linked to
suicide. There is little empirical information concerning the
MH pathway of veterans from discharge to accessing civilian
support: veteran MH problems are often automatically assumed
to be aligned to active service, but further elucidation of the
stressors that lead to a MH referral is required. There is also a
need to address the poor understanding of military stressors,
and their relationships with depressive and other MH symp-
toms, and to raise awareness of gender imbalance regarding to
access and treatment. Research on family dynamics and how sol-
diers cope once discharged is required.

CONCLUSION
For MH problems in both the serving and reserve populations,
proactive primary healthcare should initially focus on positively
manipulating the environment and tackling contributing stres-
sors. Problematic issues should be addressed within an appropri-
ate multi-layered assessment, with the aim of supporting and
treating patients locally. Should problems persist, then ART pro-
vides a potential first-line, brief psychotherapeutic therapy. ART
is an intervention protocol that recognises the unique challenges
of war and conflict zones, and if readily accessible in a culturally
competent manner, has significant benefits. ART shares the same
theoretical principles and core components of trauma-focused
psychotherapies with A-level evidence, such as EMDR.
However, ART offers the potential for rapid, safe and perman-
ent resolution of trauma-related distress in a short period of
time. This represents clear benefits for patients in quickly resolv-
ing distressing symptoms, for clinicians in improving clinical
workflow and for the military by presenting an opportunity to
treat service personnel in war zones.

Future comparative effectiveness studies of ART versus other
first-line therapies appear warranted, along with mechanistic
studies to examine how the IE and IR components of ART may
use the reconsolidation window to change traumatic images and
sensations, thus leading to resolution of symptoms of PTSD and
other MH disorders. ART presents an opportunity to provide
interventions and resolutions in theatre, which may positively
enhance the fighting capability of deployable forces.

Contributors AF has overall responsibility for the article. AF, KK, DH and SM
undertook this as a joint project and were involved in all stages of article design,
including conception, literature search including interpretation, method, and writing
the article. LR is the founder of ART and provided direction regarding the
ART-specific sections. LR critically reviewed the paper and acts as a guarantor. KK
and DH are the ART subject matter experts and US leads on this research and act as
guarantors. CH and MT contributed to the literature search, paper construction and
development (in particular from a UK perspective), suggestions regarding future
implementation, critical review and quality control. All authors have provided final
approval of the submission. This article has been approved for publication by the
British Armed Forces Medical Director for Research.

Competing interests None declared.

Provenance and peer review Not commissioned; externally peer reviewed.

REFERENCES
1 Artiss KL. Combat psychiatry: from history to theory. Mil Med 1997;162:605–9.
2 Harrison T, Clarke D. The Northfield experiments. Br J Psychiatry

1992;160:698–708.

6 Finnegan A, et al. J R Army Med Corps 2015;0:1–8. doi:10.1136/jramc-2015-000417

Review

group.bmj.com on July 4, 2015 - Published by http://jramc.bmj.com/Downloaded from 

http://dx.doi.org/10.1192/bjp.160.5.698
http://jramc.bmj.com/
http://group.bmj.com


3 Finnegan AP, Finnegan SE, Thomas M. Factors affecting mental health support to
the British Armed Forces: Part 1. J Community Nurs 2014;28:30–2.

4 Brom D, Kleber R, Defares P. Brief psychotherapy for posttraumatic stress disorders.
J Consult Clin Psych 1989;57:607–12.

5 Finnegan AP. A mental health service after major trauma. Prof Nurse
1999;15:179–82.

6 Litz BT. Early Intervention for trauma: where are we and where do we need to go?
A commentary. J Trauma Stress 2008;21:503–6.

7 Steenkamp MM, Litz BT, Gray MJ, et al. A brief exposure-based intervention for
service members with PTSD. Cogn Behav Pract 2011;18:98–107.

8 King DW, King LA, Gudanowski DM, et al. Alternative representations of war zone
stressors: relationships of post traumatic stress disorder in male and female Vietnam
veterans. J Abnorm Psychol 1995;104:184–96.

9 Litz BT, Stein N, Delaney E, et al. Moral injury and moral repair in war veterans:
a preliminary model and intervention strategy. Clin Psychol Rev 2009;29:695–706.

10 Neria Y, Litz BT. Bereavement by traumatic loss: the complex synergy of trauma and
grief. J Loss Trauma 2004;9:73–87.

11 Prigerson HG, Horowitz MJ, Jacobs SC, et al. Prolonged grief disorder: psychometric
validation of criteria proposed for DSM-V and ICD-11. PLoS Med 2009;8:
e1000121.

12 Finnegan AP. (2011). An exploration and critical analysis of depression in the British
Army [PhD Thesis]. Birmingham City University.

13 Iversen A, Greenberg N. Mental health of regular and reserve military veterans. Adv
Psychiatr Treat 2009;15:100–6.

14 Iversen A, Staden L, Hacker-Hughes J, et al. The prevalence of common mental
health disorders and PTSD in the UK military. using data from a clinical
interview-based study. BMC Psychiatry 2009;9:68.

15 Thomas JL, Wilk JE, Riviere LA, et al. Prevalence of mental health problems and
functional impairment among active component and National Guard soldiers 3 and
12 months following combat in Iraq. Arch Gen Psychiatry 2010;67:614–23.

16 Kok BC, Herrell RK, Thomas JL, et al. Posttraumatic stress disorder associated with
combat service in Iraq or Afghanistan: reconciling prevalence differences between
studies. J Nerv Ment Dis 2012;200:444–50.

17 Ramchard R, Schell TL, Karney BR, et al. Disparate prevalence estimates of PTSD
among service members who served in Iraq and Afghanistan: possible explanations.
J Trauma Stress 2010;23:59–68.

18 Richardson LK, Frueh BC, Acierno R. Prevalence estimates of combat- related post
traumatic stress disorder: a critical review. Aust N Z J Psychiatry 2010;44:4–19.

19 LeardMann CA, Smith TC, Ryan MA, et al. Baseline self-reported functional health
and vulnerability to post traumatic stress disorder after combat deployment:
prospective U.S. military cohort study. BMJ 2009;338:1–9.

20 Smith TC, Ryan MAK, Wingard DL, et al New onset and persistent symptoms of
post-traumatic stress disorder self-reported after deployment and combat exposures:
prospective population-based US military cohort study. BMJ 2008;336:366–71.

21 Congress of the United States: Congressional Budget Office. The Veterans Health
Administration’s treatment of PTSD and traumatic brain injury among recent combat
veterans. 2012. http://www.cbo.gov/sites/default/files/cbofiles/attachments/02–
09-PTSD.pdf (accessed 16 Jan 2015).

22 Institute of Medicine. Treatment of posttraumatic stress disorder: an assessment of
the evidence. Washington DC: National Academies Press, 2008. http://www.nap.
edu/openbook.php?record_id=11955 (accessed 16 Jan 2015).

23 Department of Veterans Affairs. Practice guideline for the management of
post-traumatic stress. 2004. http://www.healthquality.va.gov/ptsd/ptsd_full.pdf
(accessed 16 Jan 2015).

24 National Institute for Health and Clinical Excellence. Post-traumatic stress disorder
(PTSD): the management of PTSD in adults and children in primary and secondary
care. NICE Clinical Guidelines, No. 26. London, 2005. http://www.nice.org.uk/
guidance/cg26 (accessed 16 Jan 2015).

25 Foa EB, Keane TM, Friedman MJ, et al. Effective treatments for PTSD: practice
guidelines from the International Society for Traumatic Stress Studies. New York:
Guilford Press, 2009.

26 Forbes D, Creamer M, Bisson JI, et al. A guide to guidelines for the treatment of
PTSD and related conditions. J Trauma Stress 2010;23:537–52.

27 Ballenger JC, Davidson JR, Lecrubier Y, et al. Consensus statement update on
posttraumatic stress disorder from the international consensus group on depression
and anxiety. J Clin Psychiatry 2004;65(Suppl 1):55–62.

28 Foa EB, Hembree EA, Rothbaum BO. Prolonged exposure therapy for PTSD.
Emotional processing of traumatic experiences. Therapist guide. New York: Oxford
University Press, 2007.

29 Nemeroff CB, Bremner JD, Foa EB, et al. Posttraumatic stress disorder:
a state-of-the-science review. J Psychiatr Res 2006;40:1–21.

30 Resick PA, Schnicke MK. Cognitive processing therapy for sexual assault victims.
J Consult Clin Psychol 1992;60:748–56.

31 Resick PA, Williams LF, Suvak MK, et al. Long-term outcomes of
cognitive-behavioural treatments for posttraumatic stress disorder among female
rape survivors. J Clin Consult Psychol 2012;80:201–10.

32 Friedman MJ. Post traumatic stress disorder: the latest assessment and treatment
strategies. 3rd edn. Kansas City, KA: Compact Clinicals, 2003.

33 Shapiro F. Eye movement desensitization and reprocessing: basic principles,
protocols and procedures. 2nd edn. New York: Guilford, 2001.

34 Stein DJ, Ipser JC, Seedat S. Pharmacotherapy for post traumatic stress disorder
(PTSD): review. Cochrane Database Syst Rev 2006;(1):CD002795. http://www.
escriber.com/userfiles/ccoch/file/PTSD/CD002795.pdf (accessed 16 Jan 2015).

35 Stein DJ, Ipser JC, McAnda N. Pharmacotherapy for post traumatic stress disorder.
A review of metaanalysis and treatment guidelines. CNS Spectr 2009;14(Supp 1):
25–31.

36 Institute of Medicine. Treatment of posttraumatic stress disorder in military and
veteran populations: Initial assessment. Washington DC: National Academies of the
Sciences. 2012. http://www.iom.edu/Reports/2012/Treatment-for-Posttraumatic-
Stress-Disorder-in-Military-and-Veteran-Populations-Initial-Assessment.aspx (accessed
16 Jan 2015).

37 Resick PA, Schnicke MK. Cognitive processing therapy for rape victims: a treatment
manual. Newbury Park, CA: Sage, 1993.

38 Youngner CG, Gerardi M, Rothbaum BO. PTSD: evidence-based psychotherapy and
emerging treatment approaches. Psychiartyonline 2013;11:307–14.

39 Bisson JI, Ehlers A, Matthews R, et al. Psychological treatments for chronic post-
traumatic stress disorder: systematic review and meta-analysis. Br J Psychiatry
2007;190:97–104.

40 Schnurr PP. Treatments for PTSD: understanding the evidence. PTSD Res Qtly
2008;19:1–11.

41 Meichenbaum D. Stress inoculation training for coping with stressors. Clin Psychol
1996;49:4–7.

42 Cukor J, Spitalnick J, Difede J, et al. Emerging treatments for PTSD. Clinical Psychol
Rev 2009;29:715–26.

43 Dunlop BW, Mansson E, Gerardi M. Pharmacological innovations for post traumatic
stress disorder and medication enhanced psychotherapy. Curr Pharm Des
2012;18:5645–58.

44 Hayes SC, Strosahl KD, Wilson KG. Acceptance and commitment therapy: an
experiential approach to behaviour change. New York: Guilford Press, 1999.

45 Cloitre M, Koenen KC, Cohen LR, et al. Skills training in affective and interpersonal
regulation followed by exposure: a phase-based treatment for PTSD related to
childhood abuse. J Consult Clin Psychol 2002;70:1067–74.

46 Freuh BC, Monnie J, Yim E, et al. A randomised trial of telepsychiatry for post-
traumatic stress disorder. J Telemed Telecare 2007;13:142–7.

47 Tuerk P, Yoder M, Ruggiero KJ, et al. A pilot study of prolonged exposure therapy
for posttraumatic stress disorder delivered via telehealth technology. J Trauma Stress
2010;23:116–23.

48 Fallot RD, McHugo GJ, Harris M, et al. The trauma recovery and empowerment
model: a quasi-experimental effectiveness study. J Dual Diagn 2011;7:74–89.

49 SAMHSA’s National Registry of Evidence based Programs and Practices. Trauma
Recovery and Empowerment Model (TREM). 2014. http://www/nrepp.samsha.gov/
ViewIntervention.aspx?id=158 (accessed 16 Jan 2015).

50 Landes SJ, Garovoy ND, Burkman KM. Treating complex trauma among veterans:
three stage-based treatment models. J Clin Psychol 2013;69:523–33.

51 Craig G. Emotional freedom techniques. The manual. The Sea Ranch, California:
Author, 1999.

52 Church D, Hawk C, Brooks A, et al. Psychological trauma symptom in veterans
using emotional freedom techniques: a randomized controlled trial. J Nerv Ment Dis
2013;201:153–60.

53 Karatzias T, Powe K, Brown K, et al. A controlled comparison of the effectiveness
and efficiency of two psychological therapies for posttraumatic stress disorder: eye
movement desensitization and reprocessing vs. emotional freedom techniques.
J Nerv Ment Dis 2011;199:372–8.

54 Othmer S, Othmer SF. Post traumatic stress disorder—the neurofeedback remedy.
Biofeedback 2009;37:24–31.

55 Spiegel D. Dissociation and hypnosis in post-traumatic stress disorders. J Trauma
Stress 1988;1:17–33.

56 Spiegel D. Hypnosis in the treatment of victims of sexual abuse. Psychiatr Clin North
Am 1989;12:295–305.

57 Hollifield M, Sinclair-Lian N, Warner TD, et al. Acupuncture for posttraumatic
stress disorder: a randomized controlled pilot trial. J Nerv Ment Dis
2007;195:504–13.

58 Emerson D, Sharma R, Chaudhry S, et al. Trauma-sensitive yoga: principles, practice
and research. Int J Yoga Ther 2009;19:123–8.

59 Cabral P, Meye HB, Ames D. Effectiveness of yoga therapy as a complimentary
treatment for major psychiatric disorders: a meta-analysis. Prim Care Companion
CNS Disord 2011;13. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3219516/
(accessed 16 Jan 2015).

60 Jones N, Robert P, Greenberg N. Peer-group risk assessment: a post-traumatic
management strategy for hierarchical organizations. Occup Med 2003;53:469–75.

61 Nimenko W, Simpson RG. Rear Operations Group medicine: a pilot study of
psychological decompression in a Rear Oerations Group during Operation HERRICK
14. J R Army Med Corps 2014;160:295–7.

62 Hoge CW. Interventions for war-related posttraumatic stress disorder: meeting
veterans where they are. JAMA 2011;306:549–51.

63 Bisson J. Post-traumatic stress disorder. BMJ 2007;334:789–93.

Finnegan A, et al. J R Army Med Corps 2015;0:1–8. doi:10.1136/jramc-2015-000417 7

Review

group.bmj.com on July 4, 2015 - Published by http://jramc.bmj.com/Downloaded from 

http://dx.doi.org/10.1037/0022-006X.57.5.607
http://dx.doi.org/10.1016/S8755-7223(99)80039-8
http://dx.doi.org/10.1002/jts.20373
http://dx.doi.org/10.1016/j.cbpra.2009.08.006
http://dx.doi.org/10.1037/0021-843X.104.1.184
http://dx.doi.org/10.1016/j.cpr.2009.07.003
http://dx.doi.org/10.1080/15325020490255322
http://dx.doi.org/10.1192/apt.bp.107.004713
http://dx.doi.org/10.1192/apt.bp.107.004713
http://dx.doi.org/10.1186/1471-244X-9-68
http://dx.doi.org/10.1001/archgenpsychiatry.2010.54
http://dx.doi.org/10.1097/NMD.0b013e3182532312
http://dx.doi.org/10.3109/00048670903393597
http://dx.doi.org/10.1136/bmj.39430.638241.AE
http://www.cbo.gov/sites/default/files/cbofiles/attachments/02&ndash;09-PTSD.pdf
http://www.cbo.gov/sites/default/files/cbofiles/attachments/02&ndash;09-PTSD.pdf
http://www.cbo.gov/sites/default/files/cbofiles/attachments/02&ndash;09-PTSD.pdf
http://www.cbo.gov/sites/default/files/cbofiles/attachments/02&ndash;09-PTSD.pdf
http://www.nap.edu/openbook.php?record_id=11955
http://www.nap.edu/openbook.php?record_id=11955
http://www.nap.edu/openbook.php?record_id=11955
http://www.healthquality.va.gov/ptsd/ptsd_full.pdf
http://www.healthquality.va.gov/ptsd/ptsd_full.pdf
http://www.nice.org.uk/guidance/cg26
http://www.nice.org.uk/guidance/cg26
http://www.nice.org.uk/guidance/cg26
http://dx.doi.org/10.1002/jts.20565
http://dx.doi.org/10.4088/JCP.v65n1216
http://dx.doi.org/10.1016/j.jpsychires.2005.07.005
http://dx.doi.org/10.1037/0022-006X.60.5.748
http://dx.doi.org/10.1037/a0026602
 http://www.escriber.com/userfiles/ccoch/file/PTSD/CD002795.pdf
 http://www.escriber.com/userfiles/ccoch/file/PTSD/CD002795.pdf
http://www.iom.edu/Reports/2012/Treatment-for-Posttraumatic-Stress-Disorder-in-Military-and-Veteran-Populations-Initial-Assessment.aspx
http://www.iom.edu/Reports/2012/Treatment-for-Posttraumatic-Stress-Disorder-in-Military-and-Veteran-Populations-Initial-Assessment.aspx
http://www.iom.edu/Reports/2012/Treatment-for-Posttraumatic-Stress-Disorder-in-Military-and-Veteran-Populations-Initial-Assessment.aspx
http://dx.doi.org/10.1192/bjp.bp.106.021402
http://dx.doi.org/10.1016/j.cpr.2009.09.001
http://dx.doi.org/10.1016/j.cpr.2009.09.001
http://dx.doi.org/10.2174/138161212803530899
http://dx.doi.org/10.1037/0022-006X.70.5.1067
http://dx.doi.org/10.1258/135763307780677604
http://dx.doi.org/10.1080/15504263.2011.566056
http://www/nrepp.samsha.gov/ViewIntervention.aspx?id=158
http://www/nrepp.samsha.gov/ViewIntervention.aspx?id=158
http://www/nrepp.samsha.gov/ViewIntervention.aspx?id=158
http://dx.doi.org/10.1002/jclp.21988
http://dx.doi.org/10.1097/NMD.0b013e31827f6351
http://dx.doi.org/10.1097/NMD.0b013e31821cd262
http://dx.doi.org/10.5298/1081-5937-37.1.24
http://dx.doi.org/10.1002/jts.2490010104
http://dx.doi.org/10.1002/jts.2490010104
http://dx.doi.org/10.1097/NMD.0b013e31803044f8
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3219516/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3219516/
http://dx.doi.org/10.1093/occmed/kqg093
http://dx.doi.org/10.1136/jramc-2013-000196
http://dx.doi.org/10.1136/bmj.39162.538553.80
http://jramc.bmj.com/
http://group.bmj.com


64 Schottenbauer MA, Glass CR, Arnkoff DB, et al. Non-response and dropout rates in
outcome studies on PTSD: review and methodological considerations. Psychiatry
2008;71:134–69.

65 Kip KE, Elk CA, Sullivan KL, et al. Brief treatment of symptoms of post-traumatic
stress disorder (PTSD) by use of Accelerated Resolution Therapy (ART). Behav Sci
2012;2:115–34.

66 Kip KE, Sullivan KL, Lengacher CA, et al. Brief treatment of co-occurring post-
traumatic stress and depressive symptoms by use of accelerated resolution therapy.
Front Psychiatry 2013;4:1–12.

67 Kip K, Rosenzweig LS, Hernandez DF, et al. Randomized controlled trial of
Accelerated Resolution Therapy (ART) for symptoms of combat related post-
traumatic stress disorder (PTSD). Mil Med 2013;178:1298–309.

68 Hankin CS, Spiro A III, Miller DR, et al. Mental disorders and mental health
treatment among US. Department of Veterans Affairs outpatients: the veterans
health study. Am J Psychiatry 1999;156:1924–30.

69 O’Donnell ML, Creamer M, Pattison P. Posttraumatic stress disorder and depression
following trauma: understanding comorbidity. Am J Psychiatry 2004;161:1390–6.

70 American Psychiatric Association. Diagnostic and statistical manual of mental
disorders. 5th edn. (DSM-V). Washington DC: APA, 2013.

71 World Health Organisation. Diagnostic and management guidelines for mental
disorders: ICD 10. Geneva: WHO, 1996.

72 Finnegan AP, Finnegan SE, Thomas M, et al. The presentation of depression in the
British Army. Nurse Educ Today 2014;34:83–91.

73 Finnegan AP. Treating post traumatic stress disorder using Riehl’s interaction model.
Br J Nurs 1995;4:1214–8.

74 Byrne CA, Riggs DS. The cycle of trauma; relationship aggression in male Vietnam
veterans with symptoms of posttraumatic stress disorder. Violence Vict
1996;11:213–25.

75 Erbes CR, Curry KT, Leskela J. Treatment presentation and adherence of Iraq/
Afghanistan era veterans in outpatient care for post traumatic stress disorder.
Psychol Serv 2009;6:175–83.

76 American Psychological Association. The psychological needs of U.S. military service
members and their families: a preliminary report. Washington, DC: American
Psychological Association, 2007. http://www.ptsd.ne.gov/publications/military-
deployment-task-force-report.pdf (accessed 16 Jan 2015).

77 Jakupcak M, Varra EM. Treating Iraq and Afghanistan war veterans with
PTSD who are at high risk for suicide. Cogn Behav Pract 2011;18:85–97.

78 South Texas Research Organizational Network Guiding Studies on Trauma and
Resilience (STRONG STAR). https://tango.uthscsa.edu/consortiumtoalleviateptsd/
(accessed 16 Jan 2015).

79 Consortium to Alleviate PTSD. 2014. http://delta.uthscsa.edu/
consortiumtoalleviateptsd/ (accessed 16 Jan 2015).

8 Finnegan A, et al. J R Army Med Corps 2015;0:1–8. doi:10.1136/jramc-2015-000417

Review

group.bmj.com on July 4, 2015 - Published by http://jramc.bmj.com/Downloaded from 

doi:10.3390/bs2020115
http://dx.doi.org/10.7205/MILMED-D-13-00298
http://dx.doi.org/10.1176/appi.ajp.161.8.1390
http://dx.doi.org/10.1016/j.nedt.2013.02.020
http://dx.doi.org/10.12968/bjon.1995.4.20.1214
http://dx.doi.org/10.1037/a0016662
http://www.ptsd.ne.gov/publications/military-deployment-task-force-report.pdf
http://www.ptsd.ne.gov/publications/military-deployment-task-force-report.pdf
http://www.ptsd.ne.gov/publications/military-deployment-task-force-report.pdf
http://dx.doi.org/10.1016/j.cbpra.2009.08.007
https://tango.uthscsa.edu/consortiumtoalleviateptsd/
http://delta.uthscsa.edu/consortiumtoalleviateptsd/
http://delta.uthscsa.edu/consortiumtoalleviateptsd/
http://delta.uthscsa.edu/consortiumtoalleviateptsd/
http://jramc.bmj.com/
http://group.bmj.com


post-traumatic stress disorder
mental health intervention to treat 
Accelerated resolution therapy: an innovative

and M Thomas
Alan Finnegan, K Kip, D Hernandez, S McGhee, L Rosenzweig, C Hynes

 published online July 3, 2015J R Army Med Corps 

 http://jramc.bmj.com/content/early/2015/07/03/jramc-2015-000417
Updated information and services can be found at: 

These include:

References

 #BIBL
http://jramc.bmj.com/content/early/2015/07/03/jramc-2015-000417
This article cites 58 articles, 9 of which you can access for free at: 

service
Email alerting

box at the top right corner of the online article. 
Receive free email alerts when new articles cite this article. Sign up in the

Notes

http://group.bmj.com/group/rights-licensing/permissions
To request permissions go to:

http://journals.bmj.com/cgi/reprintform
To order reprints go to:

http://group.bmj.com/subscribe/
To subscribe to BMJ go to:

group.bmj.com on July 4, 2015 - Published by http://jramc.bmj.com/Downloaded from 

http://jramc.bmj.com/content/early/2015/07/03/jramc-2015-000417
http://jramc.bmj.com/content/early/2015/07/03/jramc-2015-000417#BIBL
http://jramc.bmj.com/content/early/2015/07/03/jramc-2015-000417#BIBL
http://group.bmj.com/group/rights-licensing/permissions
http://journals.bmj.com/cgi/reprintform
http://group.bmj.com/subscribe/
http://jramc.bmj.com/
http://group.bmj.com

	Accelerated resolution therapy: an innovative mental health intervention to treat post-traumatic stress disorder
	Abstract
	Introduction
	British military mental health services
	PTSD and military morbidity
	Treatment of PTSD
	Responder rates


	Accelerated resolution therapy
	ART and EMDR
	Assessment, stabilisation, contraindications and limitations
	Clinician training
	Treatment planning
	ART research
	US engagement
	Future funding and research

	Conclusion
	References


