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I. OTSG/MEDCOM Policy Memo 11-076, 11 Sep 11, subject: Optimal Use of 
Psychological/Neuropsychological Assessment. 

m. OTSG/MEDCOM Policy Memo 11-010, 22 Feb 11, subject: Administrative 
Separation of Soldiers for Personality Disorder (PD) under Chapters 5-13 and 5-17, or 
other Designated Physical or Mental Conditions under Chapters 5-17. 

n. OTSG/MEDCOM Policy Memo 10-040, 9 Jun 10, subject: Screening 
Requirements for Post-Traumatic Stress Disorder (PTSD) and mild Traumatic Brain 
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2. Purpose: To provide policy guidance on the assessment and treatment of PTSD. 

3. Proponent: The proponent for this policy is the Assistant Chief of Staff, Health 
Policy and Services, Behavioral Health Division (BHD). 

4. Responsibilities: 

a. Medical Treatment Facility (MTF) Commanders will ensure that all care providers 
comply with this policy. 
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b. Behavioral healthcare providers are responsible for understanding the pertinent 
facts in 6a-h and complying with the policies specified in paragraphs 7 a-7f. 

c. All other medical care providers are responsible for complying with the policies 
specified in paragraphs 7a-7f, with particular attention to the sections in paragraph 7f 
pertaining to pharmacotherapy. 

5. Background: PTSD is an important health condition estimated to occur in 3-6% of 
Service Members (SMs) with no deployment experience and in 5-25% of SMs who have 
been deployed to combat zones, with combat frequency and intensity being the 
strongest predictor of the condition. The majority of SMs with PTSD do not receive 
treatment for this condition. The availability of consistent evidence-based assessment 
and treatment services for PTSD is a high priority for the US Army Medical Department. 

6. Pertinent Facts for Understanding and Interpreting this Policy. 

a. The VA/DoD Clinical Practice Guideline (CPG) for the Management of Post­
Traumatic Stress (VA/DoD PTS CPG), published in October 2010, is an authoritative 
evidence-based document that includes an extensive review of the literature, and 
detailed algorithms to aid clinicians in the assessment, clinical decision-making, and 
treatment of PTSD and related conditions. The guideline is relevant for all healthcare 
professionals who are providing or directing treatment services to patients with PTSD at 
any VA/DoD healthcare setting. 

b. The use of standardized and validated PTSD clinical screening tools, such as the 
PTSD Checklist, may be particularly useful in identifying who might benefit from further 
clinical evaluation or in monitoring treatment response, but are not diagnostic. 
Structured PTSD assessments, such as the Clinician-Administered PTSD Scale, also 
cannot replace a clinician differential diagnostic interview. A variety of other 
psychological tests, such as the Minnesota Multiphasic Personality lnventory-2 (MMPl-
2), may be helpful in diagnostic clarification in some patients, but are also not 
themselves sufficient to make a diagnosis of PTSD. No standardized screening or 
assessment tool is available that can replace a comprehensive clinical interview that 
assesses the full spectrum of both PTSD and non-PTSD symptoms within the broader 
bio-psycho-social context. 

c. The accepted medical definition for PTSD is codified in the fourth edition (text 
revision) of American Psychiatric Association Diagnostic and Statistical Manual for 
Mental Disorders (DSM-IV-TR). However, the DSM-IV-TR is well over a decade old, 
and is currently undergoing revision. There is considerable new evidence that certain 
aspects of the definition are not adequate for individuals working in military and other 
first responder occupations. In particular, the A2 criterion has been shown to be 
inadequate in defining the response to trauma for SMs and other first responders (e.g., 
police, firefighters), who undergo rigorous training in how to respond to multiple 
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traumatic events as part of their occupations (e.g., Adler 2008, Castro 2011 ). They 
often do not endorse "fear, helplessness, or horror," the typical response of civilian 
victims to random traumatic events. Although they may experience fear internally they 
are trained to fall back on their training skills, may have other responses such as anger, 
or may express helplessness in less direct ways, such as frustration with rules of 
engagement or leadership decisions over which they had no control that put them in 
dangerous situations. As a result, the DSM-V committee has recommended removal of 
the A2 criterion. This committee has also recommended changes to the A 1 criterion for 
exposure to a traumatic event, broadening the definition to be more inclusive of the 
types of repetitive threats experienced by first responders that have been shown to be 
risk factors for PTSD symptoms. 

d. Considerable variation exists in clinical diagnostic practice that is within the 
standard of care and related to a number of factors such as: (1) the severity, chronicity, 
episodic, or situational nature of symptoms; (2) co-existing conditions that have the 
same or similar symptoms (e.g., major depression, other anxiety disorders, 
alcohol/substance use disorders); (3) the occupational context (e.g., early PTSD 
symptoms that are deployment-related may be diagnosed under a less stigmatizing 
combat stress reaction V-code; PTSD symptoms that impair social functioning in 
garrison may also be adaptive in a deployed military context); (4) the stigmatizing 
effects of certain diagnoses; (5) patient preferences (for example, a career Officer or 
Non-Commissioned Officer may not want a diagnosis of PTSD documented in their 
medical record); (6) clinician perspectives; and (7) other factors. There is evidence from 
one survey of Army BH providers that it is not uncommon within MTFs for SMs who 
have the diagnosis of PTSD (and are receiving treatment for it) to not be given this as 
the coded ICD-9 diagnoses for that visit. The visit may instead be coded as an Anxiety 
Disorder Not Otherwise Specified, sleep disorder, V-code diagnoses (including a 
generic deployment-related health condition), or other condition. In this survey, 
reducing stigma and protecting future career prospects was listed as the leading reason 
for this, and reflects a current standard of practice within military treatment settings. 

e. Military healthcare providers understand that caution is required in attributing 
current PTSD-like symptoms to certain diagnoses that can result in harmful clinical, 
occupational, or administrative consequences for the SM, particularly malingering, 
personality disorders, or adjustment disorders. These conditions are often perceived as 
judgmental or pejorative, can result in administrative separations (or Uniform Code of 
Military Justice action in the case of malingering), and/or can influence how other 
medical care providers approach or treat patients when they see one of these 
diagnoses in the problem list. Patient-centered care within a culture of trust requires 
that care providers focus on patients' primary concerns, and these diagnoses, when 
inappropriately used, can damage therapeutic rapport and interfere with successful 
care. 
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f. Although there has been debate on the role of symptom exaggeration or 
malingering for secondary gain in DoD and VA PTSD Disability Evaluation System 
(DES} processes, there is considerable evidence that this is rare and unlikely to be a 
major factor in the vast majority of disability determinations. Strong evidence comes 
from an internal 2005 study by the VA Office of the Inspector General showing that of 
2, 100 VA disability cases rated at 50% or higher, only 13 (0.6%} had evidence that they 
were potentially fraudulent (Marx, 2011 }. These findings were later corroborated in a 
study by Dohwenrend, who found virtually no evidence of attempts by veterans to inflate 
disability claims (Marx, 2011 ). Several other studies have shown that compensation 
seeking and disability benefits are associated with improved treatment outcomes (Marx, 
2011 ). As a result of these and other studies, the VA recently relaxed policies that 
required veterans to provide proof of specific combat-related traumatic stressors, 
essentially accepting that deployment to a war-zone is sufficient to meet the A 1 
criterion. This is consistent with evidence from peer-reviewed studies showing that the 
perception of threat (distinct from the level of actual threat) is an independent predictor 
of PTSD symptoms, and is also consistent with the DSM-V committee's current 
recommended definition change. 

g. The majority of SMs with PTSD do not seek treatment, and many who do seek 
treatment drop out before they can benefit (Hoge 2011 }. There are many reasons for 
this, including stigma, other barriers to care, and negative perceptions of mental 
healthcare. Lack of trust in military BH professionals has been identified as one 
important predictor of SMs not utilizing services (Kim 2011, Brown 2011 ). Therefore, it 
is critical that Army BH professionals do everything they can to advocate for and provide 
care in a patient-centered manner that reassures patients that they will not be judged 
and that their primary concerns will be addressed. In addition, within the military 
occupational context, it is well known that many SMs refrain from getting needed 
treatment in an effort to avoid interfering in some way with their careers until symptoms 
become overwhelming, or they face significant stressors, such as transition out of the 
military. As a result there may be lack of previous documentation of the condition at 
times when individuals first get evaluated during DES processes, and this should not be 
misinterpreted as evidence of secondary gain. The current Integrated Disability 
Evaluation System (IDES) is intended to be non-adversarial and supportive of SMs and 
Veterans at whatever stage of their illness and treatment that they may be in when it is 
deemed that they need clinical evaluation for a condition that is potentially medically 
unfitting for continued military service. 

h. Evidence-based treatment for PTSD has evolved significantly. In addition to 
increased availability of effective psychotherapy and medication treatment options, 
there is greater awareness of the occupational context of PTSD in the military, the 
associated neuro-endocrine and autonomic nervous system dysregulation, and the very 
strong association of PTSD with generalized physical health problems, all of which have 
implications for providing high-quality patient-centered care (Hoge 2011 ). 
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7. Policy: 

a. Clinicians should use the 2010 VA/DoD CPG for the Management of Post­
Traumatic Stress in the assessment and treatment of patients presenting with 
symptoms of traumatic stress. The entire guideline is available at 
http://www.healthquality.va.gov/Post Traumatic Stress Disorder PTSD.asp. For 
example, the algorithm from the guideline {enclosure 2) provides a general approach to 
the initial assessment, including consideration of co-existing conditions. Enclosures 3 
and 4 show the psychotherapy and pharmacotherapy evidence tables from this CPG. 
The assessment and treatment of PTSD must be individualized based on the clinical 
judgment of the treating providers. 

b. The decision to use standardized screening or assessment tools, such as the 
PTSD Checklist, is at the discretion of the treating healthcare provider, and in 
accordance with local MTF policies. The PTSD Checklist is particularly useful in 
documenting and monitoring the patient's response to care over the course of 
treatment. 

c. The DSM-IV-TR criteria should be followed in diagnosing PTSD, but with certain 
caveats regarding the A 1 and particularly the A2 criterion within the military 
occupational context, based on the evidence discussed in paragraph 6c above. If a 
Soldier, for example, meets all of the DSM-IV-TR symptom and impairment criteria for 
PTSD {criteria B, C, D, E, and F), and had an A1 criterion traumatic event {which may 
include history of deployment to a war zone where they perceived their life or the lives 
of team members to be in great danger), but does not meet the A2 criterion {response 
to the trauma of "fear, helplessness, or horror"), clinicians should strongly consider 
making a PTSD diagnosis rather than using a more generic diagnosis, such as Anxiety 
Disorder Not Otherwise Specified. Potential advantages of this include guiding 
evidence-based treatment, ensuring consistency of communication between providers, 
and enhancing patient understanding and acceptance of their condition. Whichever 
diagnosis is selected, the rationale for the diagnosis must be documented, including 
which DSM-IV-TR symptoms have been endorsed. 

d. Although clinicians have broad discretion with regard to which diagnoses they 
record in the Electronic Health Record {AHL TA), it is critical that they thoroughly 
document symptoms, functional impairment, differential diagnosis, and clinical decision 
making processes in the AHL TA note{s). In situations where providers use less 
stigmatizing ICD-9 diagnostic codes when clinically indicated {e.g., to facilitate 
therapeutic alliance, acceptability of treatment, or likelihood of continued treatment 
engagement), they should provide explicit information in the note so that other clinicians 
can understand their diagnosis and treatment decisions. 

e. Cautionary note on diagnoses. Diagnostic labels, which become part of the 
permanent record, should be used to facilitate patient-centered care, and particular 

6 



DASG-HSZ 
SUBJECT: Policy Guidance on the Assessment and Treatment of Post-Traumatic 
Stress Disorder {PTSD) 

caution is required in attributing current symptoms that may be associated with a prior 
traumatic experience or PTSD to certain diagnoses {i.e., personality disorder, 
adjustment disorder, malingering). Clinicians must adhere to the following 
requirements: 

(1) Personality Disorder: A personality disorder diagnosis should not be given 
unless there is reliable and sufficient objective evidence that the condition truly 
represents a pervasive and enduring pattern of behavior, usually beginning in 
adolescence. When a personality disorder is diagnosed as part of clinical care, the 
condition must be listed as a focus of treatment in the treatment plan, and clinicians 
must carefully consider whether the diagnosis will be more beneficial than harmful for 
the individual. For diagnosis as part of an administrative separation process, an 
evaluation for PTSD is required, and OTSG approval is required per OTSG/MEDCOM 
policies 11-010 and 10-040. 

(2) Adjustment Disorder: An adjustment disorder diagnosis should not be given 
if there is evidence that the individual has another specific Axis I disorder that explains 
the symptoms, or the symptoms reflect an exacerbation of a pre-existing Axis I or II 
condition. Bereavement is also a DSM-IV exclusion criterion. Administrative separation 
for an adjustment disorder for any Soldier who has ever been deployed to an imminent 
danger pay area requires an evaluation for PTSD, as well as OTSG approval per 
OTSG/MEDCOM Policy Memos 11-010 and 10-040. 

(3) Malingering: Although the influence of secondary gain is an important 
clinical consideration in the differential diagnosis, the diagnosis of malingering should 
not be made unless there is substantial and definitive evidence from collateral or 
objective sources that there are false or grossly exaggerated symptoms that are 
consciously produced for external incentives. Poor effort testing on psychological/ 
neuropsychological tests does not equate to malingering, which requires proof of intent, 
per OTSG/MEDCOM Policy 11-076. In addition, this diagnosis requires the signatures 
of two credentialed care providers, including a supervisor, Department Chief, or Deputy 
Commander for Clinical Services {OTSG/MEDCOM Policy 11-076). 

f. Treatment of PTSD should be in accordance with the 2010 VA/DoD CPG. 
Primary care and specialty care providers should be particularly aware of the following 
key treatment considerations, supported by this guideline: 

(1) All patients treated for PTSD should be offered an A-level treatment option 
(strong recommendation, benefits substantially outweigh harm). There is insufficient 
evidence that A-level trauma-focused psychotherapy is necessarily more effective than 
A-level pharmacotherapy for PTSD, and both options individually or combined are 
consistent with the standard of care. However, in practice, patients often have 
preferences for non-medication options, and may have co-existing concerns, such as 
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grief, guilt, or relationship problems, which lead themselves to psychotherapy 
approaches. 

(2) A-level psychotherapy for PTSD in the VA/DoD CPG (see enclosure 3) is 
defined as "trauma-focused psychotherapy that includes components of exposure 
and/or cognitive restructuring; or stress inoculation training" provided on an individual 
basis. The components of trauma-focused PTSD psychotherapy include: (a) narration 
(e.g., imaginal exposure), (b) cognitive restructuring, (c) in-vivo exposure, (d) relaxation 
or stress modulation skills, and (e) psycho-education. 

(3) The components of trauma-focused psychotherapy may be delivered using 
manualized packages such as Prolonged Exposure Therapy, Cognitive Processing 
Therapy, or Eye Movement Desensitization and Reprocessing (EMDR), or other 
strategies (e.g., written narration, life narrative techniques, Brief Eclectic Psychotherapy, 
Stress Inoculation Training, or other forms of trauma-focused cognitive behavioral 
therapy), all of which have been shown to have generally equivalent effectiveness. 
Because of the complexity of PTSD and co-existing conditions, strict fidelity to treatment 
protocols is often challenging, and clinicians are not required to adhere to a specific 
treatment manual as long as they document their clinical decision-making and approach 
to delivering the core components of trauma-focused therapy in the patient's AHL TA 
record. Selection of the approach should be based on clinical considerations (e.g., 
severity of symptoms and co-existing conditions), patient preferences, clinician 
expertise, and other factors. Matching evidence-based components to patient 
preferences is likely to help in fostering engagement and willingness to remain in 
treatment, which ultimately is one of the strongest predictors of overall treatment 
efficacy. 

(4) For pharmacotherapy, Selective Serotonin Reuptake Inhibitors (SSRls) and 
Serotonin Norepinephrine Reuptake Inhibitors (SNRls) are the only medication classes 
that received an A-level evidence recommendation for treatment of PTSD (enclosure 4). 
Although only paroxetine and sertraline have received Federal Drug Administration 
(FDA) approval for PTSD, there is no evidence that other SSRI and SNRI medications 
perform less well in the treatment of PTSD and may be used with appropriate informed 
consent and documentation in the AHL TA record. 

(5) A variety of other medications have been given less than A-level 
recommendations for the treatment of PTSD, but two medication classes, 
benzodiazepines and atypical antipsychotics, warrant particular caution in the new 
CPG: 

(a) Benzodiazepines: Benzodiazepines now carry a D-level recommendation in 
the CPG (harm outweighs benefits) for both PTSD and acute stress disorder, are 
considered to be relatively contraindicated, and should be avoided. The CPG states, 
"Although benzodiazepines have been frequently used "as needed" and continuously for 
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anxiety disorders, including to augment evidence-based treatment modalities in PTSD, 
there is evidence to suggest that benzodiazepines may actually potentiate the 
acquisition of fear responses and worsen recovery from trauma. Benzodiazepine use 
should be considered relatively contraindicated in combat veterans with PTSD because 
of the very high co-morbidity of combat-related PTSD with alcohol misuse and 
substance use disorders (upwards of 50 percent co-morbidity) and potential problems 
with tolerance and dependence. Once initiated in combat veterans, benzodiazepines 
can be very difficult, if not impossible, to discontinue, due to significant withdrawal 
symptoms, compounded by the underlying PTSD symptoms." If benzodiazepines are 
initiated or continued in patients with PTSD, there should be informed consent and clear 
documentation of the clinical rationale supporting the decision (e.g., risks of 
discontinuation after long-term use, other evidence-based options have been 
exhausted). 

(b) Atypical anti psychotics: There has been increasing concern about the "off­
label" use of atypical (second-generation) antipsychotics in the management of 
symptoms associated with PTSD, and caution is warranted. There are numerous 
concerns with potential long-term adverse health effects (e.g., weight gain, glucose 
dysregulation, cardiac effects, extrapyramidal effects), and these medications have 
shown disappointing results in clinical trials in the treatment of PTSD. Risperidone 
specifically has been given a D-level recommendation in the VA/DoD CPG (harm 
outweighs benefits) based on the results of a large multicenter VA cooperative study. 
While other atypical antipsychotics, such as quetiapine, have not undergone the same 
level of rigorous testing (resulting in an insufficient (I-level) evidence recommendation), 
they carry similar clinical concerns. Care providers who use these medications for off­
label indications must clearly document their rationale for concluding that the potential 
benefits outweigh the known risks and that informed consent has been conducted. 

(6) Because of the high co-morbidity of PTSD with generalized physical and 
mental health problems, multidisciplinary approaches to care are encouraged. This 
may include primary care-based interventions, group interventions, and adjunctive 
strategies. MTFs may elect to provide adjunctive services in the treatment of PTSD in 
accordance with local credentialing policies, as long as the core treatment plan includes 
A-level individual trauma-focused psychotherapy or pharmacotherapy treatment. These 
adjunctive services may include group therapy, couples/family therapy, imagery 
rehearsal therapy, psychodynamic therapy, hypnosis, alcohol/substance use disorder 
treatment, grief counseling, psychoeducation, art therapy, complementary and 
alternative medicine modalities (e.g., bio/neurofeedback, mindfulness, yoga, 
acupuncture, massage, others), and other strategies. Goals of adjunctive services, if 
used, should be aligned as much as possible with trauma-focused treatment goals, for 
example, in improving sleep, reducing co-existing pain, modulating physiological 
hyperarousal, producing a relaxation response, or facilitating narrative exposure. 
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8. The policy in Sections 7a-f is summarized in enclosure 1. A perspective paper 
supporting this policy published in JAMA is included in enclosure 5. 

FOR THE COMMANDER: 

5 Encls ~ A.~LWtr 
1. Summary of policy Chief of Staff 
2. From 2010 VA/DoD PTS CPG (page 56) 
3. Psychotherapy evidence table from 2010 VA/DoD PTS CPG (page 115) 
4. Pharmacotherapy evidence table from 2010 VA/DoD PTS CPG (page 149) 
5. Hoge CW. JAMA 2011 Review of PTSD treatment (in public domain) 
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Enclosure 1. Summary of policy (Sections 7a-f) 

7a. Use the 201 O VA/DoD CPG for the Management of Post-Traumatic Stress 
(http://www.healthguality.va.gov/Post Traumatic Stress Disorder PTSD.asp). 

7b. The PTSD checklist (PCL) is particularly useful in documenting and monitoring the patient's response 
to care over the course of treatment. 

7c. The DSM-IV-TR criteria should be followed in diagnosing PTSD, but with certain caveats regarding 
the A1 and particularly the A2 criterion in the military occupational context. For example, if all DSM-IV-TR 
criteria are met in a service member, except for A2 ("fear, helplessness, or horror"), clinicians should 
strongly consider making a PTSD diagnosis rather than using a more generic diagnosis, such as Anxiety 
Disorder Not Otherwise Specified. The rationale for the diagnosis must be documented, including which 
DSM-IV-TR symptoms have been endorsed. 

7d. It is critical that clinicians thoroughly document symptoms, functional impairment, differential 
diagnosis, and clinical decision making processes in the AHL TA note(s). In situations where providers 
use less stigmatizing ICD-9 diagnostic codes when clinically indicated, they should provide explicit 
information in the note so that other clinicians can understand their diagnosis and treatment decisions. 

7e. Cautionary note on diagnoses. Diagnostic labels, which become part of the permanent record, should 
be used to facilitate patient-centered care, and particular caution is required in attributing current 
symptoms that may be associated with a prior traumatic experience or PTSD to certain diagnoses (i.e., 
personality disorder, adjustment disorder, malingering). Clinicians must adhere to the requirements 
specified in policy paragraphs 7e(1), 7e(2), and 7e(3). 

7f. Treatment of PTSD should be in accordance with the 2010 VA/DoD CPG. Primary care and specialty 
care providers should be particularly aware of the following key treatment considerations: 

(1) All patients treated for PTSD should be offered an A-level treatment option (strong 
recommendation, benefits substantially outweigh harm). 

(2) The components of A-level trauma-focused PTSD psychotherapy include: (a) narration (e.g., 
imaginal exposure), (b) cognitive restructuring, (c) in-vivo exposure, (d) relaxation or stress modulation 
skills, and (e) psycho-education. 

(3) The components of trauma-focused psychotherapy may be delivered using manualized 
packages or other strategies. 

(4) Selective Serotonin Reuptake Inhibitors (SSRls) and Serotonin Norepinephrine Reuptake 
Inhibitors (SNRls) are the only medication classes that received an A-level evidence recommendation. 

(5) Two medication classes, benzodiazepines and atypical antipsychotics, warrant particular 
caution in the new VA/DoD PTS CPG: 

(a) Benzodiazepines: Benzodiazepines now carry a D-level recommendation (harm 
outweighs benefits) for both PTSD and acute stress disorder, are considered to be relatively 
contraindicated, and should be avoided. 

(b) Atypical Antipsychotics. Risperidone now carries a D-level recommendation in the 
VA/DoD CPG (harm outweighs benefits). Other atypical antipsychotics, such as quetiapine, have not 
undergone the same level of rigorous testing, but carry similar clinical concerns. 

(6) Because of the high co-morbidity of PTSD with generalized physical and mental health 
problems, multidisciplinary approaches to care are encouraged. This may include primary care-based 
interventions, group interventions, and adjunctive strategies. 
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Enclosure 3. Evidence-Based PTSD Psychotherapies, From 2010 VA-DoD PTS CPG, 
2010 (page 115). 

Table I-4 Psychotherapy Interventions for Treatment of PTSD 
-, .··· - -- -

~ :.·:: ;,, .. 
Balance of Benefit and llaJ'lll 

... 
~ .-- --· --·-·· ·- -- .--·----·· 

a· ·i~~dtBeDefit $ome-efit · 1T!'lliiiown Benefit :•~· '. '- ~---=:~ .. -~ 

Trauma-focused 
psychotherapy that 
includes components of 

A 
exposure and/or 
cognitive restructuring; 
or, 

Stress inoculation 

~ 
... 

Patient Education 
Imagery Rehearsal Therapy 

c Psycbodynamic Therapy 
Hypnosis 
Relaxation Techniques 
Group Therapy 
Family Therapy WEB-Based CBT 

I 
Acceptance and Commlbnent 

Therapy 
Dialectical Behavioral Therapy 

SR_= Srrmgth ofRecommendauon (see AppendaA) 
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Enclosure 4. Pharmacotherapy for PTSD from 2010 VA/DoD PTS CPG (page 149) 

Table I - 6 Pham1acotherapy Interventions for Treatment of PTSD 
·- ·--

'--·~·-
L~{_.· ~-~· :_ --· - - ~=~otUeneBtamlHarm. ·-- - . - - - --· -·-

S? :T . ~·- 'JI' · -- ·some·Beneflt -- - "Ulik:DGWD: - ~ NoBelldt- ·- -
--

A: 
SSRls 
SNRls 

. . 
--

Mlrtazapine 
Prazosin (for sleep/nightmares) 

9., - TCAs - . 
Nefazodone [Caution]• 

-- - - MAOls (pbenelzine) (Caution]• 

iC J 
Prazosin (for global PTSD) 

. -. 
Benzodiazepines [Harm) 

: ' 
Tiagablne 

i Guanfaclne :ll ! . . - Valproate 
' 

i Topiramate 

-- Risperidone 
! Atypical antipsychotic 

(Except risperidone) 
Conventional antipsychotics 
Busplrone 

; Non-benzodlazeplne 

' 
hypnotics 

;I . . Bupropion . 

' 
Trazodone (adjunctive) 
Gaba pen tin 
Lamotrigine 
Propranolol 
Cioni dine 

. -
SR = Strength of recommendation (see Appendix A); •Attention to drug to-drug and dietary mteractions 
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