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Abstract 

Since the inception of the conflict in the Middle East, the military health care system 

has struggled to provide adequate mental health treatment, for the multitude of 

service members that have returned from war.  In 2010 and again in 2014, the 

Veteran’s Administration and the Department of Defense (VA/DoD) released Clinical 

Practice Guidelines (CPG) that directed the use of empirically supported treatment 

(EST) protocols for the treatment of PTSD with limited results.  Service members 

refused to engage in mental health treatment in fear of the negative stigma and 

consequent effects to their career.  Moreover, the shortage of mental health 

providers within the military health care system resulted in an inability to meet 

demands and over-worked mental health providers unwilling to follow CPG.  Current 

ESTs traditionally address the fear-based components of PTSD, ignoring other vital 

components of a service member’s life.  This project proposes , a comprehensive 

treatment model that integrates process-based theories (PBT) such as Cognitive 

Behavioral Therapy (CBT) and Acceptance and Commitment Therapy (ACT) to 

address the psyche (mind) and Humanistic-Existential Therapy (HET), Internal 

Family Systems (IFS), and Integrative Health Care (IHC) to address the emotional 

experiences (heart) of the combat veteran.  The outcome is a heart-mind connection 

that allows the service member to successfully navigate the healing process.         
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  1 
CHAPTER I:  INTRODUCTION 

Military service members who have deployed to war zones, engaged in combat, 

and are now suffering with the effects of posttraumatic stress disorder (PTSD) often 

continue to experience a myriad of cognitive and emotional difficulties long after they 

have returned home. The Veteran’s Administration (VA) has made valiant efforts to 

provide and regulate treatment for these issues via Department of Defense (DoD)-wide 

PTSD specific trainings for their mental health providers. However, barriers to care 

continuously present themselves making on-going treatment efforts almost futile. To 

date, the number of treatment models that provide a comprehensive curriculum focused 

on treating the multidimensional aspects of a service member’s life are limited. 

To start, a brief overview of the current literature on the relevant issues related to 

the mental health treatment of combat veterans with PTSD will be discussed. In addition 

to this, the rationale, purpose of the project, and research questions will be discussed. 

Additionally, a thorough review of the literature including the various theoretical models 

regarding cognition, family systems, self-actualization, and how the heart and mind 

connect will be presented to establish the foundation of this treatment model.  

I will also discuss the various aspects and development of a comprehensive, 

empirically based treatment model for working with combat veterans. A further intention 

of this project is to provide mental health providers with valuable insight into the life of 

service members, the various struggles within the military health care system, and how 

this has negatively impacted combat veterans in need of mental health treatment and 

services. Lastly, my hope is that this project will encourage mental health professionals 
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to receive specialized training in the treatment of this population and consequently 

provide additional, viable resources to a population in great need.  

Brief Overview of the Literature 

Military service members subject themselves to months of intensive training to 

prepare for war. Unfortunately, in more cases than not, their efforts do not adequately 

prepare them for the tragedies of war. For many combat veterans, the inability to 

effectively cope with these traumatic experiences can lead to a diagnosis of 

posttraumatic stress disorder (PTSD) and ineffective coping mechanisms like substance 

abuse, and even suicide. The Veteran’s Administration (VA) and the Department of 

Defense (DoD) has made noble efforts to train their mental health providers in 

evidence-based practices (EBP), however on-going treatment barriers continue to 

plague the military mental health system. As a result of these challenges a multitude of 

combat veterans have not been provided with adequate mental health treatment.  

There is a vast amount of research and literature that discusses the treatment 

outcomes related to the utilization of traditional, single-diagnosis PTSD protocols with 

combat veterans. Much of this is research is focused on the biological, neurocognitive, 

and fear-based reactions service members experience as a result of trauma. However, 

given the multiplicity of influences that affect combat veterans, a treatment model that 

utilizes multiple theoretical approaches in a comprehensive, symptom specific manner 

may be more feasible and effective.  

According to Levin et al. (2014), the predominate underlying psychological 

process associated with PTSD involves an established pattern where behavior is 
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excessively controlled by an individual’s thoughts, feelings, internal experiences or 

avoidance of experiences at the outlay of more effectual and worthwhile actions. This is 

otherwise referred to as psychological inflexibility. This can be further exacerbated by 

experiential avoidance where an individual seeks to avoid, escape, or control 

unpleasant thoughts and feelings regardless of the potentially damaging consequences. 

In other words, avoidance of situations that provoke feelings of anxiety, depression and 

isolation, and possible substance use can be reinforced by the direct alleviation of 

aversive thoughts and feelings. Therefore, the range of problematic behaviors 

associated with various psychological disorders can initially develop into avoidant and 

psychologically inflexible adjustment strategies that increase in severity and rigidity over 

time (Levin et al., 2014). 

 Nonetheless, with the exploration of alternative treatment modalities, innovative 

research efforts have suggested that such problematic behaviors can be more 

effectively managed through creative solutions that take into consideration an 

individual’s available internal resources that are generally congruent with their deeper 

core values. In fact, McCraty and Zayas (2014) suggest that if an individual is able to 

intelligently engage in self-directed regulation, then regardless of proclivity, past-

experiences or personality traits, an individual should be able to engage in adaptive 

behaviors in the majority of situations that are encountered. 

 Keeping these factors in mind, it would be fitting for military mental health 

providers to expand their knowledge about new and creative approaches to the 

treatment of combat PTSD. This project will do just this with the introduction, 
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description, development, and discussion of an innovative theoretical comprehensive 

treatment model that approaches the treatment of combat PTSD in an integrative 

manner. Integrative Health Care (IHC) aims to put the patient at the center of the care 

being received in order to treat the whole person. Whole persons experience a full 

range of mental, emotional, social, physical, spiritual, and environmental influences in 

their day to day lives. When all these aspects are considered, effective treatment of the 

whole person (service member) can ensue.  

   According to Hayes and Hoffman (2018), the goal of Process Based 

Therapy (PBT) is the utilization of “specified and tested interventions for specific 

problem areas that fit the needs of individuals based on known processes of change”  

(p. 4). Specific treatment interventions that will be discussed include PBTs such as 

Cognitive Behavioral Therapy (CBT) and Acceptance and Commitment Therapy (ACT), 

Humanistic-Existential Therapy (HET), Internal Family Systems (IFS) and Integrative 

Health Care (IHC). Ultimately, the amalgamation of these theoretical and empirical 

orientations fosters the integration of the service member’s state of mind (psychological 

in/flexibility and self-directed regulation) and heart (intuition and emotional experience), 

leading to successful treatment outcomes for service members suffering with combat 

PTSD.        

To start, providers that utilize CBT in the treatment of PTSD might encourage a 

service member to re-evaluate their thoughts and assumptions about traumatic events 

in order to identify cognitive distortions and work toward more balanced and effective 

thought patterns. CBT has been found to be one of the most researched and efficacious 
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form of mental health treatment. Next, ACT is an effective way to address a service 

member’s efforts to avoid feeling emotional pain. The goal of ACT is to help service 

members reduce their efforts to avoid or escape emotional pain (psychological 

inflexibility) by willingly experiencing their inner most feelings and learn to live a 

meaningful life. HETs function under the assumption that the underlying cause of 

dysfunction is a lack of meaning in one’s life, fear of death, disconnectedness from 

others, a lack of spirituality, and other overwhelming experiences that lead to feelings of 

anxiety. Through the unconditional acceptance of Humanistic Therapy, service 

members are encouraged to develop and strengthen their self-respect, self-motivation, 

and personal growth (CSAT, 1999). It also allows the service member to gain insight 

about how some current life difficulties are related to the PTSD symptoms they are 

experiencing. Further still, it emphasizes the idea that recovery takes place within the 

context of the service member’s relationships rather than in isolation. Additionally, IFS 

works to relieve the wounded parts of the self and re-establish a healthy, trusted, and 

harmonious inner self. This process allows the service member to develop their inner 

connectedness and utility as well as their outer connectedness with their loved ones. 

Finally, this model will incorporate an IHC approach which involves bringing together 

both complementary and conventional treatment approaches in a manner that 

specifically addresses the service member’s individual needs.   

Rationale for the Study 

 Since the inception of the conflicts in both Iraq and Afghanistan, several 

thousand active-duty military service members have deployed into hostile territory to 
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engage in combat. Many of these service members have witnessed or were party to a 

multitude of traumatic atrocities including but not limited to:  the death of a fellow service 

member, being responsible for the death of an enemy combatant, seeing dead bodies 

and/or human remains, handling or uncovering human remains, seeing ill/injured 

women and children and the inability to help as well as the killing of innocent civilian 

women and children. According to Litz and colleagues (2009), being exposed to human 

remains is one of the most consistent predictors of enduring distress amongst 

individuals who are unaccustomed or unprepared for it. Additional research has shown 

that exposure to combat atrocities increases the service member’s risk for dysfunctional 

problems and behaviors, psychiatric distress (i.e., posttraumatic stress disorder, 

depression, and anxiety), and suicidal behaviors.   

According to Kelley and colleagues (2019), being exposed to war time atrocities 

has shown to be a prognosticator of increased suicidality. In fact, among service 

members, suicide has been found to be the second leading cause of death (Smolenski 

et al., 2013). Suicide rates in the military have increased exponentially since the start of 

the war in 2001. The highest suicide rates have been found amongst military veterans 

not enrolled in the Veterans Health Administration (VHA) at a  rate of 27.5 per 100,000, 

37.5 per 100,000 for those actively utilizing VHA services, and 58.0 per 100,000 for 

those utilizing VHA mental health services (Department of Veterans Affairs, 2018). 

Moreover, from 2009 through 2012 the number of suicides amongst Army personnel 

continued to rise at a rate of 22 per 10,000 per year; this exceeded the number of 

service members killed in action each of those years (Hoge & Castro, 2012).        



7 
 

Service members who are negatively affected by war-time events are sent, by 

their Commands, to participate in PTSD treatment programs on a regular basis. The 

anticipated hope is that the service member will return to their unit “fixed” and ready to 

return to duty (RTD). However, many service members leave treatment feeling even 

more frustrated than when they first began without their treatment expectations being 

met. Service members often feel unheard, invalidated, confused and afraid of the 

unfamiliar emotions that begin to propagate after being repressed throughout war-time 

training and deployment. Many service members do not know how to cope with the 

emotions they have only just begun to experience and wind up leaving treatment feeling 

lost, hopeless, angry, inadequate, and afraid for their futures. 

 The utilization of empirically supported treatment (EST) protocols when providing 

mental health treatment to its service members is a DoD mandate. As a 12-year veteran 

provider for the DoD and licensed clinical social worker (LCSW), the provision of 

individual and group therapy to service members recently returned from combat was a 

primary job function. A common theme amongst service members who received 

treatment in military mental health treatment facilities was that the treatment they 

received (EBPs like CBT, CPT, sleep hygiene, mindfulness, and deep relaxation) had 

lost their novelty and were superficially efficacious. In fact, service members 

consistently remarked that they were cognizant of the treatment interventions and 

strategies they were taught, but their deepest innermost self would not accede as this is 

where their true battle subsisted. Given this feedback one could infer that existing ESTs 
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are not adequately addressing the mental health needs of combat veterans and the 

development of alternative treatment options are necessary.  

Purpose of the Study 

The purpose of this study is to propose a potential treatment model that 

addresses the unique needs and challenges that combat veterans diagnosed with 

PTSD face. A few of these specific needs include the concepts of moral injury, grief and 

shame, betrayal, co-morbid issues (such as substance abuse, suicidality, and isolation), 

and divided family systems (i.e. intimate relationships, parenting, and domestic 

violence). This treatment model is designed to utilize process-based therapies to 

integrate the cognitive functions of the mind, the emotional experiences of the heart, 

and a re-identification of the self in order promote a meaningful life.  

The mental health community continues to treat combat PTSD with interventions 

that are based on the combat veteran’s fear response. However, this approach is not 

always adaptable to the idiosyncrasies of moral injury, survivor’s guilt, betrayal, and 

family reunification. Given the multitude of service members exiting the military after 

being exposed to war, it is essential that mental health provider awareness related to 

the characteristics of combat veterans and their response to PTSD be further 

developed. Multiple studies have been conducted that document and discuss the 

effectiveness of PBTs like CBT and ACT as well as HET and IFS. However, existing 

research regarding the use of an IHC approach in patient care is limited. Likewise, to 

my knowledge, additional research that focuses on the use of an IHC integrated 

treatment approach with combat PTSD is virtually non-existent.          
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As a mental health provider who, at one time, provided services to combat 

veterans diagnosed with PTSD, I felt it necessary to attend to the lack of specialized 

resources available to this distinctive population. Over the course of just over a decade, 

I have served hundreds of service members in accordance with the treatment protocols 

that were mandated by the federal government. During this time, I began to take note of 

the interventions that produced favorable treatment outcomes as opposed to those that 

did not. As time went on, I began to streamline my intervention efforts and began 

utilizing a combination of interventions based on which would address each service 

member’s circumstances most favorably. What resulted was a comprehensive 

treatment model that allowed service members to recognize the similarity between their 

various ailments and interventions that could be utilized universally. Given the lackluster 

outcomes of current combat PTSD treatment approaches, this project introduces a 

fortuitous treatment model that incorporates multiple evidence-based interventions in a 

contemporary manner from which future outcome studies can be implemented to 

establish stronger evidence based support for treatment grounded in this model.  

Research Questions 

This study seeks to answer the following research questions: 

1) What are the unique mental health issues that combat veterans experience? 

2) What is a heart-mind connection and how does it contribute to a service 

member’s long-term healing process?   

3) What does a comprehensive treatment model, designed specifically for 

combat veterans look like? 
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Significance of the Study 

The introduction of a new and creative treatment method could enable many 

mental health providers to comprehensively and effectively addresses the compendium 

of challenges combat veterans with PTSD encounter. In effect, studies have focused on 

the association between PTSD and a specific domain (such as relationship quality) 

instead of comprehensively examining the functions and associations of PTSD, across 

multiple domains (Koenen, Stellman, Sommer, & Stellman, 2008). Examples of these 

domains might include the service member’s inability to form and maintain healthy 

relationships and boundaries, cognitive distortions, chronic health problems, emotional 

and behavioral regulation, a problematic self-concept or decreased esteem, feelings of 

isolation, a sense of not belonging, and an inability to trust the self or others to feel safe. 

Additionally, this model may act as a guide for civilian mental health providers, 

practicing outside of military settings, who have a desire to affect change but are 

unfamiliar with the complexities of combat trauma.  

Increasing the number of providers capable of providing EBPs to the increasing 

number of veterans transitioning out of the military, post-combat exposure, can serve as 

an additional resource to the heavily laden military mental health system. As service 

members heal, work performance, physical health, and interpersonal relationships will 

improve and the community will benefit overall. Consequently, it is feasible to 

hypothesize that changes of this nature could act as a catalyst for a re-examination of 

the military’s definition of mental health treatment.   
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  II. REVIEW OF LITERATURE 

 
 At current, a plethora of research has been dedicated to the study of effective 

treatment protocols to treat combat veterans suffering from PTSD. However, recent 

research efforts have shied away from the idea that PTSD should be treated as a whole 

disorder but rather on the evaluation and treatment of its contributing factors. As such, 

much of this project will focus on a service member’s experience in the military from 

basic training to redeployment post combat. Further, it will discuss the value of treating 

a service member’s PTSD symptoms more effectively than with a cookie cutter 

treatment protocol designated to treat PTSD as a disorder as opposed to what is 

encompassed within that disorder.   

From the moment a service member begins their basic training and throughout 

their tour(s) of duty, the nature of their time in service is uniquely experienced. Being a 

part of a group of individuals charged with the responsibility to protect the nation is a 

decision that should not made lightly. The service member’s mindset becomes one of 

selfless service that requires an extraordinary level of dedication and commitment.  

 Service members knowingly and willingly subject themselves to intense physical 

training and emotional reprogramming in order to meet the expectations of the military. 

They are generally deployed to austere environments with limited resources and are 

subject to the support of other service members who are experiencing similar, if not the 

same, challenges they are. Many of these traumatic events are inconceivable to the lay 

person but it is the nature of these shared harrowing experiences that inevitably serve 
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as a source of profound comradery and bonding that are extremely difficult to penetrate; 

especially if one has not suffered in the like.  

Definitions 

 It is important to establish a thorough foundation for the content of this project 

and as such, definitions of various terms that are typically found in the treatment of 

combat veterans with PTSD will be provided. To start, combat veterans suffer from a set 

of issues/concerns that are not typically seen with other populations diagnosed with 

PTSD. This paper will introduce these conditions and how they negatively affect combat 

veterans. 

Countless missions have been unwaveringly carried out by dedicated service 

members in battle, even to the detriment of their personal morals and values. When this 

occurs, the service member often suffers a moral injury. The term, moral injury, is 

defined as “the pain that results from damage to a person’s moral foundation” (Wood, 

2014, p. 2). According to Opp and Samson (1989) and Nash and Litz (2013) there 

appears to be a taxonomy or series of broad categories of events that can occur and 

consequently lead to incidences of moral injury. Although the concept of moral injury is 

not new, the circumstances aligned with warfare involve unconventional features such 

as improvised explosive devices (IEDs), unmarked enemies, and civilian threats. In war, 

these features can produce greater uncertainty, greater danger for non-combatant 

troops, and an overall greater risk for harm amongst non-combatants (Litz et al., 2009).  

The core features of moral injury are extreme feelings of guilt and shame, 

spiritual/existential conflict (spiritual distress), and a loss of trust in self, others, and/or 
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transcendental/ultimate being (Jinkerson, 2016). Secondary symptomatic features of 

moral injury include depression, anxiety, anger, re-experiencing of the moral conflict, 

self-harm (via suicidal intent/behavior, substance abuse, or self-sabotage), and social 

problems (i.e., social alienation, interpersonal/marital conflict).  

Guilt specifically related to combat and PTSD is defined as the fact of having 

committed an offense or crime; a feeling that one has committed an act of wrong-doing 

or failed in an obligation. When speaking of guilt, the indication is that overt actions 

have taken place. One the other hand, shame is defined as a feeling of humiliation or 

distress caused by an awareness of wrong or foolish behavior; a feeling of dishonor; or 

a cause to feel ashamed. Shame indicates an attributional process such as personal 

integrity and moral goodness (Wilson, Drozdek, & Turkovic, 2006).  

Opp and Samson (1989) proposed that there is a taxonomy of guilt that contains 

various forms of guilt that are a direct result of a service member being in combat. 

Some of the most common forms of guilt are survivor’s guilt, demonic guilt, 

betrayal/abandonment, and moral/spiritual guilt. Of these, survivor’s guilt appears to be 

the most commonly researched. Survivor’s guilt is defined as the thoughts and feelings 

of remorse that are experienced when a service member emerges relatively unscathed 

after the death and/or severe injuries of others in combat (Hocter, 2012). Often times 

service members believe that they do not deserve to be alive and that their survival 

cheated their fallen battle buddy out of the opportunity to continue living.  

An example of survivor’s guilt might include being the sole survivor of an enemy 

attack or asking a battle-buddy to exchange convoy seats only to have their battle die in 
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the vehicle that they should have occupied. In essence, this results in the service 

member experiencing feelings of helplessness, responsibility, and unworthiness. 

According to Opp and Samson (1989), service members suffering from survivor’s guilt 

tend to display a fear of success, self-sabotage, risk-taking behaviors (i.e., driving at 

excessive speeds, parasuicidal behaviors), and self-medicating via the use of alcohol 

and substance use.    

Opp and Samson (1989), also discuss another quite common form of guilt 

referred to as demonic guilt. This kind of guilt stems from the service member’s 

observation, awareness, and participation in the truly deplorable aspects of humankind. 

Moreover, if the service member experiences pleasure and a surge of power during an 

aggressive act of warfare, demonic guilt can be further intensified. Personal clinical 

practice has revealed this phenomenon following service member’s admissions of such 

acts. In many cases, service members will refer to themselves as a monster, an animal, 

or evil and the fear of loved ones learning of their acts brings consequent shame, self-

loathing and disgust, and fear of judgement, persecution, and even rejection. Service 

members dealing with this kind of guilt often feel contaminated which pushes them into 

further isolation as they feel if their loved ones had knowledge of these acts, they would 

never accept them again.  

Another very prominent form of guilt presents itself in the form of betrayal or 

abandonment guilt. This form of guilt is expressed when a service member struggles 

with thoughts of inadequacy, cowardness, selfishness, uncaring and cold, and an 

unequal portion of responsibility for critical outcomes. An example of this is a service 
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member who was allowed to return home for rest and relaxation (R&R) or was flown out 

of the war zone for medical reasons while the rest of their unit remained behind. 

Another example is a service member who promises to get assistance for a wounded 

battle buddy but is unable to return because of heavy enemy fire, and his buddy dies 

(Opp & Samson, 1989).  

 Moral/spiritual guilt is something that is also commonly experienced by service 

members. Opp and Samson (1989) propose that this is form of guilt that develops when 

the basic faith-based belief of “thou shalt not kill” is violated. The mere act of war 

dictates potential fatality and in many cases service members are forced to kill in order 

to survive. Furthermore, repeated violation of this belief can lead a service member to 

begin to question their high spiritual power (i.e., God, Jehovah, Allah). For many service 

members of Judeo-Christian backgrounds, a God that is good and fair would not allow 

the despicable acts of war to happen. Further still, if a service member is forced to kill 

(even in the act of self-defense), they believe that they cannot be forgiven for such a 

heinous act which leads to a disconnection from their spirituality and the consequent 

possibility of forgiveness. Service members experiencing this form of guilt often feel that 

they deserve to be punished for their acts and/or feel that God has abandoned them. As 

a result of this, service members’ feelings of anger, resentment, and abandonment are 

displayed via blatant withdrawal from society and a search for fault in the very 

institutions they once epitomized, their faith in a higher power and the American 

government. 
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Process-Based Theory was proposed by the late researcher Gordon Paul (1969) 

who argued for a different approach to therapeutic intervention, where treatment is 

derived from a process-based understanding of presenting disorders. This proposed 

intervention, now referred to as process-based therapy (PBT), has since been further 

developed by researchers Hayes and Hofmann (2018). The goal of PBT is the utilization 

of specified interventions that have been tested for particular problem areas that the 

suitable requirements of individuals based on known processes of change (Hofmann & 

Hayes, 2018).  

Cognitive Behavioral Therapy (CBT) identifies a group of interventions that have 

been widely recognized as having the most wide-ranging empirical support. According 

to Kar (2011), a systematic review of 23 clinical trials on the effectiveness of CBT 

interventions compared to other psychotherapies found that CBT had better remission 

rates than other treatment interventions. Some key aspects of CBT include the need to 

establish a therapeutic alliance with the service member and incorporating essential 

CBT interventions such as psychoeducation and emotional regulation. In fact, Hofmann 

and Hayes (2018) believe that the use of PBT can “redefine the field of CBT to mean - 

the targeting of evidence-based process with evidence-based procedures that alleviate 

the problems and promote the prosperity of people” (p.2).  

More recently, a third wave of CBT has surfaced. According to Hayes and 

Hofmann (2018), the third wave of CBT is defined as a set of new behavioral and 

cognitive approaches that have emerged based on concepts that are more focused on 

the persons’ relationship to thoughts and emotions as opposed to their content. Third 
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wave methods of intervention emphasize the processes of mindfulness, emotions, 

acceptance, relationships, values, and goals. As such, several concepts and methods 

have been a central component of third wave interventions, such as mindfulness, 

acceptance-based procedures / self-compassion, and psychological flexibility.  

Acceptance and Commitment Therapy (ACT) teaches service members to 

decrease the avoidance of internal emotions and accept that these feelings are 

appropriate given the trauma that was faced and that it should not prevent them from 

forward movement in their lives (Dewane, 2008). The third wave interventions employed 

within ACT are mindfulness which is defined as the process of self-regulating attention 

in the present moment while utilizing a mindset of openness and curiosity. Self-

compassion is defined as the interaction of three components (mindful awareness of 

suffering, self-kindness, and a recognition that suffering is a universal part of the human 

experience which brings attention to the essence of common humanity. Lastly, 

psychological flexibility is defined as the ability and willingness to exist in the present 

moment along with the thoughts and feelings it contains and participate in the pursuit of 

changing one’s behavior in accordance to one’s values (Meyer, Frankfurt, et al., 2018). 

Humanistic-Existential Therapy (HET) evolved from the humanistic or person-

centered therapeutic approach of Carl Rogers and the existential therapeutic 

approaches of Viktor Frankl and Rollo May. Rogers’ humanistic approach recognizes 

the fact that a service member who has suffered from combat trauma has experienced 

an incongruence or a disorganization of the self-structure (Joseph, 2004). However, a 

therapeutic relationship that provides unconditional positive regard (acceptance and 
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non-judgement) fosters the service member’s innate motivational directional force 

(actualizing tendency) to develop self-determination, personal growth that consequently 

alters maladaptive behaviors (Joseph, 2004; Reddy, Deshpande, Sridhar, Mehta, & 

Moriaria, 2014).  

Complementary to the humanistic patient-centered approach, the existentialist 

approaches of Frankl and May ascertain that the service member arrived at their 

present state through the choices they made. Thus, it is essential for the service 

member to understand this responsibility and embrace the ability to make different 

choices and get out of their current situation and return to normal functioning (Reddy et 

al., 2014). Collectively, the humanistic approach focuses on the service member’s self-

acceptance and growth while the existential approach focuses on the service member 

assuming responsibility and freedom.        

The premise of the Internal Family Systems theory is that individuals have “parts” 

that internally interact with each other and constitute the self. When a service member 

experiences trauma, some parts can become dysfunctional thereby creating a 

disruption or problem within the self. According to IFS, the self is subdivided into 

multiple parts and the ideal self cannot operate in a healthy manner if these parts are 

operating in extremes (Olinick, 2015). Furthermore, the way a service member relates 

to their own parts will parallel the way they relate to those parts of others (i.e. members 

of the family). Therefore, an individual’s internal system affects and can be affected by 

the external system that they are a part of. The overall goal of IFS is to develop a 

healthy self by operating from a mindful state that embodies clarity, compassion, 
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courage, confidence, curiosity, creativity, calmness, and connectedness. Likewise, 

when this is achieved by the service member or self, the same will be reflected in the 

service member’s family.  

According to Kania-Richmond and Metcalfe (2017), Integrative Health Care is a 

distinctive approach to care that unites both complementary and conventional treatment 

approaches in a synchronized manner to address the specific health needs of an 

individual. Furthermore, it incorporates a philosophy of care that further encompasses 

the whole person or a holistic perspective that is patient-centered and wellness focused. 

The proposed treatment model is closely aligned with this philosophy as will be 

discussed within the context of this project.  

The premise of this project is that by utilizing the foundational concept/aspects of 

PBT (specifically CBT, ACT, and PCT), IFS Theory and IHC will result in an effective, 

comprehensive modality of treatment for combat veterans, hereby referred to as the 

Intuitive-Cognition Training for Trauma (ICTT) Model.  

The Service Member’s Experience 

 To be an American is to be a member of the greatest free country in the world. A 

country where individuals are free to prosper and grow to reach their personal goals, 

free to express themselves, free to believe as they wish, and to be free from 

persecution for any of these issues. Ironically, this prosperity and personal freedom 

“requires certain members of our society to temporarily abandon their freedoms, many 

of their liberties, and rarely though realistically, even their lives so that all others may 
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continue to experience the boundless peace and prosperities life in America provides” 

(Davis, 2015, par. 3).  

 Our military is comprised of brave young men and women who have volunteered 

to fight for our country. Basic and advanced individual trainings are intense as the 

intension is to prepare these individuals for the danger(s) they will face in war/combat 

and transform them into warriors.  

They have given up their innocence as civilians, free to pursue pleasure and 

prosperity for a time for something more, something each of them defines for 

themselves, but something which nonetheless, benefits all of us who prosper in 

the shadow of their actions…there must be a transition from ‘civilian’ to ‘warrior’. 

(Davis, 2015, par. 2) 

In modern warfare we have service members too young to legally purchase alcohol 

standing on the frontlines of the battles that are faced year after year. In his blog, War 

Elephant, Marine Corps veteran Jon Davis (2015) captured the harsh reality of this 

when he stated: 

There will always be the need for young men and women who are willing and 

able to run to the sound of imminent danger and many, to their death. Nations 

need this…It is a horrible thing, but the sanctity and security of every nation on 

Earth requires young men and women capable of doing this – running to the 

sound of gunfire and perform under fire and the threat of death so that they may 

commit violence on our behalf. (par. 6)         
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Prior to 9/11 it was common to have served out a military contract without having 

been deployed to a combat zone (Xenakis, 2014). However nowadays, the typical 

combat veteran has often been on multiple tours to Iraq and/or Afghanistan, spent a 

year in combat theater before returning home to the U.S., only to deploy once again 

within the next 12-15 months (Xenakis, 2014). A typical service member in combat is 

expected to carry all of their military gear through the desert sands of Iraq or the 

mountains of Afghanistan on their own. Generally, service members are situated on 

isolated outposts (also known as forward operating bases) where they live and sleep in 

combat housing units that look like large shipping containers (Xenakis, 2014). And, at 

any given moment, a service member is expected be up and dressed, in full battle rattle 

and ready to engage the enemy. Full battle rattle is defined as nearly 50 pounds of 

military gear that includes a flak vest, Kevlar helmet, ammunition, weapons, and other 

military equipment. Their diets consist of a mix of hot, cooked, processed food, and 

meals-ready-to-eat (MREs) that come in sealed packaging (Xenakis, 2014) that are high 

in calories to help sustain the physical demands the service member endures while in 

theater.  

From the moment the service member leaves on a deployment, their sleep cycle 

is disrupted and inconsistent. Depending upon the duties of the unit, their wake and 

sleep schedules become variable. According to Xenakis (2014), it is not uncommon for 

service members to average 2 to 4 hours of sleep per night before having to go out on a 

patrol; an average infantry squad will go on four to five patrols per week. Moreover, 

tactics have changed dramatically, and service members experience a constantly 
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shifting political and strategic climate within which they must learn to function (Xenakis, 

2014). The nature of insurgency tactics has proven to be harsh, confusing, chaotic, and 

unpredictable. Service members witness unnecessary injury, the death of women and 

children, and the dangers of the all too common improvised explosive devices (IEDs). 

No young service member is emotionally and psychologically prepared to handle the 

shock of seeing a dismembered child, a mass casualty, or the loss of a battle buddy. All 

of these factors impose multiple stressors upon service members, with the potential to 

induce a cluster of potentially disabling problems over the remainder of a service 

member’s life. 

Service Member Status – Post 9/11 

 Since the inception of the conflicts in the Middle East in 2001, more than 2.7 

million service members have deployed (RAND, 2018) to support Operation Enduring 

Freedom (OEF), Operation Iraqi Freedom (OIF), Operation New Dawn (OND) and the 

Global War on Terrorism (GWOT). In 2015, the RAND Corporation conducted a Health-

Related Behaviors Survey (HRBS) of active-duty (AD) service members and found that 

approximately 61.3 percent of AD service members reported deploying at least once in 

their military careers. Of these AD service members, 80.9 percent reported one or more 

combat deployments, of which 60.1 percent stated more than 12 months of their military 

career was spent deployed (RAND, 2018).  

What is more, is that of the AD service members that reported at least one 

deployment experience, 64.9 percent reported being exposed to at least one combat-

related traumatic event and 45.8 percent experienced high combat exposure (at least 
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five separate events). Further, 64.3 percent reported deploying at least three times; their 

most recent deployment being a combat zone (RAND, 2015). A combat zone is defined 

as, “an area in which U.S. Armed Forces are or have engaged in combat…generally 

designated in response to a national emergency and involves persistent, violent 

confrontations with hostile forces” (DoDI 1340.09, 2018, p. 31). Consequently, 27.7 

percent previously deployed service members reported suffering from a combat injury. 

Multiple studies have found that some of the most prevalent mental health issues 

affecting combat veterans today are PTSD, Depression, co-morbid Substance Use 

Disorders, and suicidality (Hoge & Castro, 2012; RAND, 2015; RAND, 2018). In 2015, 

the DoD conducted their “flagship survey” (the Health-Related Behaviors Survey or 

HRBS) to understand the health-related behaviors and well-being of its Air Force, Army, 

Marine Corps, Navy and Coast Guard service members. Mental health indicators for 

several mental health disorders were examined and it was found that one in ten (9.4 

percent) AD service members met survey criteria for “probable” depression, 14.2 

percent for “probable” Generalized Anxiety Disorder (GAD), and 8.5 percent for 

“probable” PTSD. Furthermore, nearly half (47.0 percent) of service members reported 

aggressive behaviors in the previous 30 days; of which 12.7 percent met criteria for high 

impulsivity and 8.4 percent reported aggressive behaviors five or more times in the 

previous 30 days. 

Mind altering substances are commonly used to self-medicate and are commonly 

abused amongst service members returning from combat deployments. The 2015 

HRBS results found that nearly one in three (30 percent) of service members were 
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considered binge drinkers and 68.2 percent perceived the military culture as being 

supportive of their drinking. In fact, 42.4 percent of service members suggested that 

their superior would not discourage their use of alcohol. “The most likely to be misused” 

(RAND, 2015) amongst the prescription medications were opioid pain relievers (6.2 

percent use by service members) and sedatives (4.4 percent use by service members) 

while 0.7 percent of service members reported use of illicit substances, including 

marijuana and synthetic cannabis, commonly referred to as spice.  

Prior to the start of the conflicts in Iraq and Afghanistan, the suicide rate amongst 

the U.S. military population was 25 percent less than in the civilian sector. However, 

between 2005 and 2009 the incidence of suicides within the ranks of the Army and 

Marine Corps personnel nearly doubled. According to the 2015 HRBS, one-fifth (18.1 

percent) of service members reported thinking about killing themselves at some point in 

their lives,12.3 percent had thought about it since joining the military, and 5.1 percent 

had made at least one attempt in their lifetime. Of these service members, one in three 

(29.7 percent) reported a need for mental health (MH) services in the previous 12 

months and 17.4 percent reported being told by others that they should seek out some 

form of MH treatment. However, only one in four (26.2 percent) service members 

actually sought out MH services; 18.8 percent via a specialist (i.e.:  psychiatrist, 

psychologist, social worker), 9.9 percent with a general practitioner, and 8.0 percent 

with a chaplain or clergyman. Unfortunately, 35.0 percent of service member reported a 

belief that seeking out MH treatment was detrimental to their military careers and they 

could handle their problems on their own (RAND, 2015).     
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Barriers to Care  

 Generally, barriers to care consist of the various limitations that prevent people 

from receiving adequate health care. Common barriers to care include financial 

hardship, geographic location, and pressing health needs. Experiencing these barriers 

to care can leave patients with serious conditions that threaten their overall health and 

quality of life (QOL). Approximately 60% of service members with mental health 

issues/concerns do not seek care due to various barriers to care whether they be 

practical or logistical, personal, and institutional or social reasons (Sharp et al., 2015). 

 Some examples of practical/logistical barriers include scheduling issues, inability 

to take time off from work, transportation, and an overall awareness of the types and 

locations of care available. Personally, service members often have negative attitudes 

in regard to mental health. Some of these attitudes include a lack of confidence and/or 

trust in treatment effectiveness, confidentiality concerns, and self-stigma. There are also 

many institutional and social barriers that include military culture, rules and regulations, 

fear of public disclosure, and an overall fear of social stigma (Sharp et al., 2015). 

The Mental Health Stigma 

A primary focus of several national efforts, including a presidential executive 

order, has been to ensure access to mental health services for service members 

(Tanielian et al., 2016). In response, the Department of Defense (DoD) has 

implemented many programs designed to increase awareness related to mental health 

associated with deployment. Additional efforts have been made to promote help seeking 

behaviors as well as expand the capacity of the DoD workforce to meet the demand for 
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mental health services. Despite these efforts, service member perceptions and 

experiences regarding barriers to care continue to be significant (Tanielian et al., 2016).  

Military service members are hesitant to seek out behavioral health services for 

fear of the stigma attached to the use of behavioral health services. This extends even 

further as service members are concerned about their behavioral health issues 

remaining confidential and/or negatively affecting their military careers (Tanielian et al., 

2008). Some examples of negative career effects include possible loss of security 

clearance, loss or stalled advancement opportunities, and differentiated treatment, or 

being ostracized by peers and/or leadership. 

When disorders like PTSD, depression, and substance use disorders are left 

untreated they can have substantially damaging consequences. Service members 

dealing with untreated issues of this magnitude face a higher risk of on-going 

psychological problems, engagement in risky behaviors, and an increased risk of 

suicidality. In turn, service members may have a propensity to report late or not at all to 

work and are often less productive. In fact, “These conditions can impair relationships, 

disrupt marriages, aggravate the difficulties of parenting, and cause problems in 

children that may extend the consequences of combat trauma across generations.” 

(Tanielian et al., 2008, p. 3). Health care is free for all Active Duty (AD) service 

members, yet there continue to be barriers to accessing much needed mental health 

(MH) services.  

In fact, a primary barrier to accessing care is the stigma associated with MH 

treatment. Ironically, receiving medical treatment where a service member may not be 
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able to perform their job, or military occupational specialty (MOS) for several months 

while they attend doctor’s appointments to heal and recuperate before they RTD is 

acceptable. However, the same courtesy does not apply when a service member 

requires MH treatment. In fact, at the beginning stages of the war, initial directives 

relating to MH issues were asserted such as following directive from the Iraq War 

Clinician Guide (2004) is an example:    

Veterans may be concerned that a diagnosis of PTSD, or even Acute Stress 

Disorder, in their medical record may harm their chances of future promotion, 

lead to a decision to not be retained or affect type of discharge received. Some 

may think that the information obtained if they receive mental health treatment 

will be shared with their unit commanders, as is sometimes the case in the 

military. (p.33) 

Consequently, the stigma accorded upon a service member for seeking MH services 

today, has become one of the most difficult to overcome despite the DoD’s 

reassurances that it will not affect a service member’s career development (Biedel, 

Frueh, Neer, & Lejuez, 2017). 

In society, a member of the military and military culture, are revered as a model 

of strength that vilifies weakness. “The notions of stoicism and masculinity are central, 

as service members are valued for their ability to handle stress” (RAND, 2018, p. 52). 

Service members with severe MH problems are often seen as weak or irresponsible 

and are frequently stigmatized and rejected, which consequently results in a decrease 

in the service member’s self-esteem and self-worth (Held & Owens, 2012). Often times, 
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service members with MH issues are viewed as “incapable of carrying their own weight 

or a threat to the safety of their fellow service members” (Held & Owens, 2012, p. 137) 

and sometimes even the mission. This stigma and loss of faith in the service member’s 

abilities can lead to ostracization from the group which has frequently resulted in anger 

and further social distance from friends and relatives. Unfortunately, this has been 

known to begin a chain reaction of negative events that can lead up to promotion 

denials and loss of security clearances. The later could potentially be a detriment to the 

service member’s ability to perform their MOS effectively or in some cases at all (RAND, 

2018). Eventually these issues can lead up to a dishonorable discharge from the 

military, which can negatively affect a soldier’s benefits up to and including their ability 

to secure civilian employment (Young, 2016).    

Lack of Quality of Care 

Alternatively, if a service member is brave enough to challenge the looming 

stigma of MH, they are greeted by the bureaucracy of the military health care system. 

Although there are many government employees that do very well at maintaining patient 

confidentiality, the military community is very tight knit and there have been incidences 

where this has been compromised. This very issue has caused service members to 

“forgo treatment altogether” (Young, 2016). In other cases, access to care is difficult as 

a service member may be located in a remote area and specialized services are either 

of poor quality or non-existent (Biedel, Frueh, Neer, & Lejuez, 2017; Hundt et al., 2018).  

As well intentioned as it may be, mental health screening tools (such as the Post-

Deployment Health Assessment – PDHA and the Post-Deployment Health 
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Reassessment – PDHRA) that are utilized when service members return from 

deployment tend to have a low predictive value as service members are unwilling to be 

truthful as they are fearful of the stigma that can result. (Hoge & Castro, 2012). 

Furthermore, research suggests that the implementation of these screening processes 

fluctuates from one military installation to the next. What is more, the providers 

reviewing the results of these screenings may not be adequately trained to detect 

and/or address pathology (APA PTF on MDS, 2007, p. 32). This places MH providers at 

a disadvantage as they must now rely upon referral sources such as the service 

member’s self-referral or a Commander’s referral to evaluate a service member’s 

performance concerns (which may or may not bring to light underlying mental health 

issues that a service member may be dealing with).  

In his book, Once a Warrior, Always a Warrior, retired U.S. Army Colonel, 

Charles W. Hoge, M.D. (2010) stated: 

Many mental health professionals are hampered by the existing structure 

of medical practice and/or don’t have sufficient training or experience in 

providing treatment to combat veterans. They are likely to be 

knowledgeable about the diagnosis of PTSD…but don’t necessarily have 

the vocabulary for the unique military experiences, or an understanding of 

the range of what’s normal. (pg. xxi) 

Comparably, the DoD was ill-equipped to handle the number of wounded (both 

physically and mentally) service members who returned from combat. The DoD was 

unable to maintain a sufficient number of well-trained psychologists and mental health 
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personnel for much needed services (APA PTF on MDS, 2007). There was already a 

shortage of professionals who were specifically trained in the nuances of the military 

culture/lifestyle and they were in high demand. To make matters worse, most of these 

practitioners were already suffering from “burn out” (APA PTF on MDS, 2007).  

In an effort to thwart any further confusion, the VA/DoD released the 2010 

Clinical Practice Guidelines (CPG) that directed military mental health providers use  

empirically supported treatment (EST) protocols such as Prolonged Exposure (PE), 

Cognitive Processing Therapy (CPT), and Eye Movement Desensitization Reprocessing 

(EMDR) to treat service members diagnosed with PTSD. Consequently, following this 

directive, one study indicated that the use of outside MH services by military personnel 

had significantly increased. Common reasons service members sought treatment with 

civilian providers, outside of the military mental health system, included poor 

accessibility, poor quality (due to insufficient and unresponsive providers) and a lack of 

trustworthy services that often time led to the reprisal and mistrust of command 

(“Military personnel”, 2018).  

Unfortunately, the VA/DoD has faced an uphill battle in their efforts to ensure that 

service members receive the ESTs they rightfully deserve due to several contributing 

factors. To start, many of the VA/DoD clinicians either did not receive or were not 

provided adequate training in the EST protocols. Additionally, when the opportunity to 

attend a training was available, clinical personnel were not afforded the support or 

resources necessary to do so (Hoge, Auchterlonie, & Miliken, 2006; Peterson, 

Luethcke, Borah, Borah, & Young-McCaughan, 2011). On the other hand, when 
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providers were allowed to attend training sessions, there was a lack of supervision of 

the newly acquired skills and a lack of organizational support for the infrastructures (i.e., 

regular 60-90 minute appointment blocks)  necessary to successfully implement the 

protocol (Karlin, 2012; Peterson et al., 2011).   

As if these barriers were not enough, studies have also shown that there is a 

reluctance from military mental health clinicians to follow the CPGs due to concerns and 

personal beliefs over the contraindications and complications associated with the 

treatment (Peterson et al., 2011). In one study, clinicians admitted to not using VA/DoD 

CPGs, and described their practice with PTSD service members as “eclectic” as there 

was use of two or more treatment modalities utilized. Actually, these practices were not 

uncommon as other studies cited similar findings with the use of treatment approaches 

such as psychoeducation classes, coping skills, and crisis management (Russell & 

Silver, 2007; Tuerk et al., 2011). 

Other studies have revealed that service members have their own concerns 

about being subjected to PE, CPT, or EMDR. These included barriers such as, difficulty 

scheduling appointments in an expeditious manner and/or on a regular basis as well 

having access to qualified clinicians (especially for those service members in rural 

areas). Another concern was the added expense that service members and veterans in 

rural area had to pay because a Medical Treatment Facility (MTF) was not accessible 

and civilian providers did not accept military medical insurance such as TRICARE and 

TriWest. Service members have also stated that they did not have enough information 

and knowledge about the CPG protocols which they found daunting as there was no 
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indication of the level of emotional preparedness that would be required of them. Many 

service members also had difficulty developing a therapeutic alliance/rapport with the 

clinicians they have been assigned to work with causing service member’s reluctance 

about disclosing information for fear of judgment and lack of acceptance and 

understanding (Hundt et al., 2018; Nash & Litz, 2013). 

An Attempt at Change 

With the struggles the VA/DoD experienced with the implementation of a system-

wide best practice protocol, the CPG task force reconvened in 2015 to review current 

research information and update their policies. In addition to this, the Military Health 

System (MHS) increased the size of its psychological health (PH) workforce (i.e., 

psychiatrists, psychiatric nurse practitioners, psychologists, and master’s level 

practitioners) by 34 percent, the provision of additional evidence-based training 

opportunities, the development of new programs and alternative approaches to 

treatment in an effort to enhance the availability of PH care (Hepner et al., 2018). 

Furthermore, the intent of the most recent VA/DoD’s CPG (2017) was to disseminate a 

system-wide evidence-based guideline for PH workforce to assist with the diagnosis, 

treatment, and follow-up care of service members diagnosed with PTSD and Acute 

Stress Reaction (ASR). 

According to the VA/DoD, both the Army and the Air Force have significantly 

improved their screening processes for both PTSD and Depression and the Army is 

heading the initiative by tracking service member’s disorder severity and clinical care 

information via the Behavioral Health Data Portal (BHDP). While the Army and Air Force 
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seem to be actively pursuing the establishment of clinician training initiatives, similar 

efforts within the Navy and Marine Corps are in their infancy.  

On-Going Barriers 

In 2018, Hepner et al. conducted a study of CPG-Concordant Care delivery at 

multiple MTFs. Their findings indicated that the confidence level of providers in 

delivering evidence-based treatments were high for prescribing medications for PTSD 

and depression but remained low for the CPG endorsed treatment protocols. Upon 

further examination, providers continued to cite barriers to training (specifically limits on 

travel and lack of protected time) negatively affected their ability to participate in the 

additional professional training opportunities that they needed. It was also noted that if 

the current Military Health System’s (MHS) measure of PH continues to remain the 

number of patient visits, as opposed to enhancing provider skill levels in order to 

improve service member treatment outcomes, then barriers to quality care will persist. 

Nonetheless, the system-wide changes that will allow for additional supervision, clinical 

consultation, and didactic training and ensure provider competence will require 

additional support from military leadership (Hepner et al, 2018; Tanielian et al., 2016).  

Consequently, MTF clinicians reported an inability to provide their PTSD patient 

CPG endorsed care on a weekly basis. In fact, only 45-49 percent of providers were 

able to meet this need while the remaining providers met with their service members 

less often and one-fifth of the clinicians reported meeting with the service members for 

less than 8 sessions (Hepner et al., 2018). This coincided with findings from another 

study where clinicians noted frustration over short visit times that limited their ability to 
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attend to all of the service member’s needs/concerns. Additionally, service members 

reported on-going frustration related to long wait times between follow-up PTSD 

treatment sessions (Tanielian et al., 2016) which compromised treatment integrity. 

Treatment Models for Combat PTSD 

 The RAND Center for Military Health Policy Research found that fewer than half 

of the veterans returning from combat and in need of mental health services actually 

received any treatment at all. Likewise, fewer than one-third of those receiving mental 

health treatment were being provided evidence-based forms of care (Reisman, 2016). 

Regardless of the fact that veterans are at higher risk than the general public for the 

development of PTSD, they continue to encounter numerous barriers to treatment. 

According to one VA audit, the largest single barrier to accessing treatment is the lack 

of provider availability. The steadily increasing population of veterans seeking mental 

health treatment, combined with an acute shortage of qualified providers has led to 

months-long waiting times for combat veterans to receive some form of care (Reisman, 

2016). 

Similarly, the dissemination, implementation, and utilization of effective, 

evidence- based PTSD treatment modalities in community-based settings has been 

deficient. As a result of this, community-based mental health providers are not well 

prepared to deal with the unique needs of combat veterans and their families (Reisman, 

2016). The increasing number of combat veterans suffering from this disorder has 

become “a serious national public health problem” (Reisman, 2016) that needs to be 
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addressed. Intrinsically, the demand for civilian mental health providers with specialized 

training in combat PTSD has never been more evident.  

Additionally, despite advancements in treatment for PTSD, there are still those 

individuals that have not responded adequately to current EBP. Engle and Follette 

(2012) argue that there is a need for treatment options that simultaneously target PTSD 

symptomology as well as other difficulties that cannot be addressed within a specific 

diagnostic category. The primary measure of successful PTSD treatment is the 

reduction of experienced symptoms, however the tendency to pay less attention to the 

co-occurring symptoms of PTSD can have a significant impact on an individual’s quality 

of life (QOL) (Engle & Follette, 2011).  

Regardless of the branch of service an individual belongs to, be it the Army, Air 

Force, Navy, Marine Corps, Coast Guard, National Guard or Reserves that service 

member will live by a set of core values. These core values are taught as soon as an 

individual enters the Armed Services to help them understand the ethics of the military. 

They are the bedrock of a service member’s character and are expected to live these 

core values every day of every hour of their lives. Each branch of service has their own 

set of core values, some examples are (1) Honor, (2) Integrity, (3) Selfless Service or 

Devotion to Duty, (4) Personal Courage, (5) Commitment, (6) Excellence In All We Do.  

According to the Army Doctrine Reference Publication (ADRP) 1:  The Army 

Profession (2015) states that, “trust develops from demonstrated character, 

competence, and commitment…trust is earned and reinforced” (Sec. 3-3 and 3-4). As 
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clinicians providing MH services for this population, it is essential to understand these 

concepts as they will be utilized to assess the provider’s character and trustworthiness.   

Process-Based Theory 

Hofmann and Hayes (2018) have continued the early work of researcher, Gordon 

Paul (1969), who posed this inquiry, “and how does it come about” (Hofmann & Hayes, 

2018, p. 2). To accomplish this, Hofmann and Hayes (2018) have done research 

exploring the processes of change as opposed to focusing on contextual specific 

evidence-based procedures. They posit that the central question in modern 

psychotherapy and intervention should be, “What core biopsychosocial processes 

should be targeted with this client given this goal in this situation, and how can they 

most efficiently and effectively be changed?” (Hofmann & Hayes, 2018, p. 4), and 

finding the answer to this question is the goal in process-based CBT. 

Hofmann and Hayes (2018) define Process-Based Therapy (PBT) as “the 

contextually specific use of evidence-based processes link to evidence-based 

procedures to help solve the problems and promote the prosperity of particular people” 

(p. 3). Contrary to treatments that focus on syndromes, PBT aims to utilize and provide 

theoretically derived and empirically supported processes that have proven to result in 

positive treatment outcomes.  

Cognitive Behavioral Therapy   

A slew of research has been done on CBT in relationship to the treatment of 

PTSD and it has consistently been considered to have the strongest evidence to reduce 

symptoms (Strauss & Lang, 2012; Reisman, 2016). Moreover, and it has proven to be 
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more effective than any other non-drug form of treatment (Reisman, 2016). Key 

concepts in CBT include the ability to establish rapport, psychoeducation, and self-

regulation.  

Establishing Rapport. A basic aspect of treatment with service members is the 

significance of developing a healthy therapeutic alliance. When working with service 

members, the ability to establish and maintain a strong therapeutic rapport is a key 

component to successful treatment outcomes. According to Tsui and Schultz (1985), 

“treatment failure often results directly from the therapist’s unfamiliarity with salient 

cultural issues, which leads to the failure to establish rapport and the subsequent 

therapeutic alliance crucial to the treatment process” (p. 561). A therapeutic rapport can 

be defined as the establishment of a trusting connection between service member and 

clinician through open and honest communication, collaboration, empathy, mutual 

understanding, and respect. The easiest and most sincere way to do this with a service 

member is to be true to what you say and what you do.  

Most combat veterans need to feel that the person listening to their story 

understands, appreciates, and relates to it. This does not mean that every 

therapist needs to have deployed to a combat zone…but if they remain 

open and honest regarding their own limitations, it can go a long way 

toward making a veteran…feel like it’s worth talking to them. (Hoge, 2010, 

p. xxi) 

Psychoeducation. In many instances, service members dealing with combat 

PTSD will have already been exposed to some form of treatment and commonly used 
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terms and principles of CBT. Psychoeducation is a type of psychological therapy that 

can be offered as an adjunctive treatment to other standard treatment interventions. It 

works to establish a framework for the service member’s mind (psyche) and consequent 

thought processes. According to Stafford and Colom (2013), the aim of 

psychoeducation is to empower individuals with tools that will allow them to be more 

active in the therapeutic process and improve treatment outcomes.  In general, 

psychoeducation provides information-based behavioral training targeted toward the 

adjustment of a service member’s lifestyle with the use of positive coping strategies 

such as illness awareness, treatment adherence, and early detection of warning 

signs/triggers. Further, it aims to prevent the use of harmful coping strategies such as 

substance abuse, sleep deprivation, and suicide. 

In 1999, Perry, Tarrier, Morriss, McCarthy, and Limb conducted an 18-month 

study based on the training of patients on early detection of warning signs related to 

bipolar disorder. The results showed a significant increase in time to first manic relapse, 

a 30% decrease in manic episodes, and overall improvement in social functioning. 

Additionally, Stafford and Colom (2013) found that psychoeducation in combination with 

pharmacotherapy was more effective than pharmacotherapy alone. In fact, long-term (6 

months) psychoeducation demonstrated an increase in medication adherence and 

significantly lowered the number of hospitalizations up to 2 years.   

Emotional Regulation and Intuitive Intelligence. Most combat exposed 

service members deal with a plethora of unprocessed thoughts and emotions about 

their experiences in war. Inevitably, they will eventually need to re-engage in the new 
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familial (interpersonal relationships, children, etc.) and societal/social responsibilities 

(paying bills, socially acceptable behavior) they once left behind. For many service 

members this can be overwhelming and can lead to avoidance, withdrawal, irritability, 

and even depression. 

 According to McCraty and Zayas (2014), when an individual’s inner reserves 

have been depleted (like combat veterans), their normal inner restraints are weakened 

which negatively affects intelligent decision making, damages interpersonal 

relationships, and increases stress levels. In fact, without the ability to access innovative 

problem-solving skills, there is an increased likelihood that individuals will default to the 

use of familiar patterns of thought, emotion, and behaviors to address situations that 

could otherwise be handled in a more creative and productive manner. 

  Recent research has shown that intuition or intuitive intelligence may play an 

important role in social cognition, decision-making, and creativity (McCraty & Zayas, 

2014). The effective management of one’s stress and the maintenance of resilience 

requires the ability to recognize and self-regulate one’s thoughts and emotions. 

Emotional regulation refers to the ability to modulate emotions and understand/accept 

control over their analogous behaviors. Emotions occur on a continuum and 

antecedents occur overtime and contribute to the escalation of an extreme form of an 

emotion.  

Without the ability to self-regulate, service members will be unable to establish a 

new baseline of reference of self-regulation that incorporates intuitive perspectives. 

Intuition or intuitive intelligence stems from the Latin word “in-tuir”. Translated, this 
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means “looking, regarding, or knowing from within” (McCarty & Zayas, 2014, p. 57). It 

can be defined as a set of affectively charged judgements that are the result of rapid, 

non-sentient and holistic associations. In fact, Damasio (1994) suggested that the 

outcomes of intuition are experienced holistically (by way of a hunch or gut-feeling) and 

an awareness of a form of knowledge on the brink of conscious perception.    

Acceptance and Commitment Therapy   

As the third wave of CBT began to emerge, so did newer forms of CBT, like 

mindfulness based cognitive therapy, dialectical behavioral therapy (DBT), meta-

cognitive therapy, acceptance and commitment therapy (ACT) and many others. The 

primary emphasis of these interventions is the emotion, mindfulness, acceptance, sense 

of self, relationship, attentional flexibility, and values as opposed to focusing on patients’ 

relationship to their experiences or the content of their experiences. The third wave 

brings with it a sense of openness to new concepts and methods of treatment as it 

attempts to reformulate and synthesize the previous generations of CBT.  

The Acceptance and Commitment Therapy (ACT) treatment protocol 

conceptualizes avoidance as a practice that perpetuates PTSD and co-occurring 

symptoms. According to Engle and Follette (2011), experiential avoidance is an attempt 

to change the frequency and form of aversive emotions, thoughts, or experiences by 

avoiding internal and external events. In fact, the service member’s efforts to achieve 

respite from ongoing emotional distress often has a paradoxical effect. Instead, it 

increases suffering as behaviors become increasingly focused on escaping pain rather 

than living according to the service member’s values.   
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As such, the therapeutic goal of ACT is to increase the service member’s 

psychological flexibility or the ability to live a values-consistent life. This is done by 

encouraging the service member to accept the experience of emotionally aversive 

and/or traumatic memories as they occur as this enables the service member to change 

their behaviors/responses in a more productive manner, or persevere through the 

moment (Engle & Follette, 2011). In 2018, Meyer et al. conducted research utilizing 

ACT to treat PTSD and co-occurring alcohol use disorders. This resulted in a 67% 

treatment completion rate, high treatment credibility and satisfaction ratings, and zero 

adverse events related to the study. In addition to this, ACT treatment was positively 

associated with PTSD symptoms, alcohol use disorder, functional impairment, QOL, 

and depressive symptoms at both post-treatment and follow-up. Suicidal ideation was 

also found to have decreased at the time of follow-up. 

In yet another study, Walser et al. (2015), treated 981 veterans diagnosed with 

depression and suicide with ACT for depression (ACT-D). The results revealed that 647 

participants (66%) completed at least 10 or more ACT-D sessions or completed 

treatment early due to symptoms relief. For the veterans that reported suicidal ideation 

at baseline, the administration of the Beck’s Depression Inventory-II (BDI-II) revealed 

that mean scores decreased from 33.5 to 22.9 and mean BDI-II scores decreased from 

26.3 to 15.9 for veterans denying suicidal ideation at baseline. Overall, the veterans that 

received ACT-D demonstrated decreased depression severity and decreased odds of 

suicidal ideation during treatment. Further, Walser et al. (2015), reported that increases 

in experiential acceptance and mindfulness scores were associated with a reduction in 
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depression severity, an increase in experiential acceptance scores, and a reduction in 

suicidal ideation across time.  

Humanistic-Existential Theory   

The humanistic-existential (HE) approach was introduced in the 1940s; major 

contributors to this approach include Maslow, Rogers, Frankl, May, Yalom and 

Bugental. A HE provider relies on the exploration and discovery of phenomenology or 

an individual’s lived experiences. As such, phenomenology involves the association of 

all assumptions about the world in order to enlighten the quintessence and meaning of 

an individual’s experiences. The goal of the provider is to get as close to what it would 

be like to be the service member and experience the world as she or she does. 

Essentially, the humanistic-experiential approach is primarily concerned with the way a 

service member experiences their symptoms as opposed to the actual absence or 

presence of their symptoms.        

In the 1960s, Bugental (Vachon, Bessette, & Goyette, 2016) defined the HE 

movement with the use of five premises. First, human beings exist in a uniquely human 

context. This calls for a holistic comprehension of the human experience that explores 

an individual’s experience beyond symptoms and behaviors to comprehend and honor 

the unique meaning of the life an individual has experienced. Second, human beings 

have their existence in a uniquely human context of being where individuals are seen as 

an expression and influence of societal, cultural, and reflections that portray their most 

personal experiences. Third, human beings are aware of being aware. In other words, 

the human potential for growth and healing is achievable by increasing awareness of an 
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individual’s experience of the self, others, and the world. This increased awareness 

allows for the individual to exert their existential freedom and make choices. Fourth, 

human beings possess the ability to make choices and detain the responsibility to act in 

accordance with their will and values. Existential responsibility requires the recognition 

of an inherent limitations/possibilities of the human condition. Fifth, human beings are 

intentional. They aim at goals and are aware that the they influence future events and  

seek meaning, value, and creativity (Vachon, Bessette, & Goyette, 2016). 

What is more, Ventegodt, Morad, and Merrick (2004) argue that the HE approach 

dictates that subjective experiences are the origin of human existence. It relies on 

phenomenology and emphasizes the importance of the “here and now” in order for an 

individual to become aware of themselves in the world. It is concerned with the whole 

human experience and acknowledges the meaning and value of the non-hedonistic 

emotions and experiences of suffering, conflict, grief, guilt, and death. Additional 

elements of the human condition include inevitable loss, mortality, and absurdity that 

are recognized as existential universal realities that all individuals have to face and 

adjust to in their own manner. As such, suffering is normal and provides the opportunity 

for change via healing and growth. 

In line with HET is the concept of posttraumatic growth. Calhoun and Tedeschi 

(2004) developed the concept of posttraumatic growth (PTG) which is defined as “the 

positive psychological change experienced as a result of the struggle with highly 

challenging life circumstances” (p. 1). This set of circumstances denotes momentous 
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challenges to an individual’s adaptive resources as well as their way of understanding 

the world and their place in it.  

Nonetheless, evidence has shown that the experience of a traumatic event leads 

to significant changes in life that they come to view as “highly positive” (Calhoun & 

Tedeschi, 2004, p. 3). Recent studies have investigated PTG in service members 

deployed to Iraq and Afghanistan and suffering from the effects of PTSD. In fact, in a 

study of 3,157 veterans conducted by the National Health and Resilience Veterans, 

more than half of the sample and three quarters of the sample who identified as 

suffering from PTSD reported at least “moderate” PTG (Angel, 2016, p. 58). This ability 

to find meaning/purpose out of conflict and pain is a natural segue into the service 

member’s exploration of their interpersonal relationships.  

Internal Family Systems  

 Regardless of government efforts to provide appropriate and effective treatment  

to combat veterans with PTSD, they continue to miss the mark. This inability to receive 

adequate care has devastating effects on service members and their families (Lucero, 

Jones, & Hunsaker, 2017). Unfortunately, despite these negative effects, the VA 

continues to prioritize individually focused evidence-based treatment and encourage, 

but not endorsed, the incorporation of families and their issues/concerns into treatment. 

Individual therapy tends to ignore the ways that a service member’s family can either 

exacerbate of alleviate the PTSD symptoms experienced by combat veterans (Lucero, 

Jones, & Hunsaker, 2017). It also fails to acknowledge reports of increased levels of 

marital and parenting problems as well as difficulties with family adjustment and 
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reintegration. Afterall, family members can also experience vicarious PTSD symptoms 

as they try to support the combat veteran as they return from battle (Monson, Taft, & 

Fredman, 2009).  

 According to Monson, Taft, and Fredman (2017), the extant research from 

veterans and their family members indicate that the PTSD symptomology combat 

veteran experience largely accounts for the effects of war-zone stress exposure on 

overall family functioning. Several studies have also shown that the PTSD symptom 

cluster related to avoidance and numbing has a stronger association with intimate 

relationship dissatisfaction and impairs intimacy. Yet another study examined the 

mediating role of self-disclosure and verbal aggression in relationship to impairments in 

marital intimacy. Findings indicated that self-disclosure partially mediated the 

association between the avoidance symptoms of PTSD and marital intimacy. On the 

other hand, additional research suggested that diminished self-disclosure is one of the 

many mechanisms that account for the connection between avoidance symptoms and 

problems on intimate relationships (Koenen et al., 2008).     

However, recent research efforts suggest that incorporating family members into 

the service member’s treatment can lead to quicker and more cost-effective treatment 

outcomes than just individual therapy alone (Jones & Lucero, 2017). Moreover, 

veterans who actively receive treatment have reported that individual and/or family 

therapeutic services provide “the greatest reduction of PTSD symptoms” (Lucero, 

Jones, & Hunsaker, 2017).    
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IFS is an integrative treatment model that is used to treat individual, couples, and 

families. According to Lucero, Jones, and Hunsaker (2017), as of November 2015, IFS 

has been listed in the National Registry for Evidence-based Program and Practices 

(NREPP) as an evidence based practice in the treatment of phobias, panic, generalized 

anxiety disorder, physical health conditions, depression, trauma and improving general 

functioning and well-being. IFS provide a seamless transition between the service 

member’s individual therapy and family therapy treatment which provides the therapist 

with opportunity to address both the individual and familial effects of PTSD.  

 Whealin et al. (2017) conducted a study that demonstrated the positive effects 

incorporating family members into the treatment of combat PTSD can have. Utilizing a 

multisession family psychoeducational program that integrated cultural values, beliefs, 

and healing traditions in the treatment of 30 veterans and their family members 

struggling with the effects of PTSD. Participants were provided 8 sessions and an 

assessment was completed two-weeks posttreatment. Treatment sessions included 

topics related to the exploration of family dynamics and relationships, psychoeducation 

on PTSD, managing anger and conflict, assertive communication skills, stress 

management techniques, problem solving skills and promoting the overall wellness 

within the family unit. Results of this study found that participants perceived the 

intervention to be highly acceptable, useful, relevant, and effective. Outcome data 

suggested that relationship quality, cohesion, and satisfaction were improved, 

particularly with family members.  
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In relationship to all participating veterans, overall relationship quality scores 

were significantly higher post intervention (M = 52.34, SD = 11.06) in comparison to 

baseline (M = 45.94, SD = 12.82). In addition to this relationship cohesion was 

significantly higher (M = 12.17, SD – 3.70) compared to baseline (M = 10.29, SD = 5.24) 

as well as relationship satisfaction (M = 16.8, SD = 2.96) at baseline and (M = 13.47, 

SD = 3.91) post intervention. Among family members, overall relationship quality scores 

were significantly higher postintervention (M = 54.05, SD = 7.45) in comparison to 

baseline (M = 47.28, SD = 12.06). In addition to this relationship cohesion was 

significantly higher (M = 13.82, SD – 3.97) compared to baseline (M = 11.64, SD = 4.80) 

as well as relationship satisfaction (M = 16.68, SD = 1.75) at baseline and (M = 13.59, 

SD = 4.69) postintervention (Whealin et al, 2017, p. 301). Although this particular study 

did not utilize IFS specifically, it does provide further support of the need to include 

family members in the treatment of PTSD in combat veterans.   

Integrative Health Care 

 In recent years, the use of IHC practices has grown within care settings across 

the United States ("What’s In a Name," 2018). It emphasizes a holistic, patient-centered 

approach to health and wellness and often times includes the mental, emotional, 

functional, spiritual, social, and community aspects of the whole person. In 2012, a 

national survey found that more than 30 percent of adults and about 12 percent of 

children use health care approaches that are not considered conventional or a part of 

usual Western medical practices ("What’s In a Name," 2018).  
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Complementary and Alternative Medicine. According to the National Center 

for Complementary and Integrative Health (NIH), if a non-mainstream practice is used in 

conjunction with conventional medicine, it is referred to as complementary and are 

generally administered or taught by a trained practitioner. On the other hand, if a non-

mainstream practice is used in lieu of conventional medicine, it is referred to as 

alternative. Complementary health approaches consist of mind and body practices and 

the use of natural products or supplements. Mind and body practices include yoga, 

meditation, relaxation techniques, chiropractic and osteopathic manipulation, 

acupuncture, hypnotherapy, etc. Some examples of natural products are vitamins and 

minerals, herbs, and dietary supplements (“What’s In a Name,” 2018).  

Although many treatments and techniques, like acupuncture and yoga, are 

considered complementary and alternative medicine (CAM) within the United States, 

these practices are conventional medicinal practices in other parts of the world (Strauss 

& Lang, 2012). The utilization of CAM has been known to produce positive overall 

health and wellness outcomes. In turn, there has been a recent surge in the desire to 

explore complementary and alternative medicine (CAM) to treat various physical and 

mental health conditions in the United States. In fact, relevant research suggests that  

CAM treatments warrant consideration for their use in the treatment of PTSD (Strauss & 

Lang, 2012).   

The Heart-Mind Connection   

The ICTT Model emphasizes the provision of holistic, patient-centered care to 

effectively address the mental and emotional aspects of a combat veterans suffering 
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with PTSD. For the purposes of this project, references to the heart will serve two 

functions. The first, according to McCraty and Zayas (2014), refers to the essential role 

that the heart plays in a service member’s overall emotional experience. Second, 

involves altering the heart’s rhythm into a more rational state to allow for the 

establishment of an internal baseline in order to access the heart’s intuition.  

Additionally, the mind or psyche refers to both the conscious and unconscious 

elements of the human mind or “the mind in its totality, as distinguished from the 

physical organism…which historically has come to refer to the soul or the very essence 

of life” (“APA”, 2020). The merging of the heart (emotional experience) and the mind 

(psyche) is the cornerstone for successful treatment outcomes with the ICTT Model. As 

such, a heart-mind connection is defined as:  an individual’s ability to use their 

innermost character to believe in something willingly and with complete sincerity 

(emotional experience) in combination with the part of an individual that makes it 

possible to think, feel, and understand things (psyche) so that it then becomes a 

person’s moral and emotional nature.      

The heart-mind connection allows a service member to begin feeling self-

compassion, whereas the exploration of the service member’s identity ensues. It is  

the heart-mind connection that brings the ICTT Model full circle as it facilitates the 

service member’s pursuit to redefine the meaning of life and providing purpose once 

again.  

Program Evaluation Measures 

Suicidal Behaviors Questionnaire-Revised 



50 
 
 The Suicidal Behaviors Questionnaire-Revised (SBQ-R) is a 4-item self-report 

measure that assess different dimensions of suicidality (see Appendix B). These 

dimensions are as follows:  lifetime suicidal ideation and/or attempt, frequency of 

suicidal ideation of the past twelve months, threat of suicide attempt, and likelihood of 

suicidal behavior in the future (Osman, et al., 2001). According to Osman et al., (2001), 

the very brief administration of the four SQB-R items yields a broad range of 

information. Responses assist with the identification of at-risk individuals and specific 

risk behaviors. The sum total of each SBQ-R item should range between 3 to 18. 

Analyses of the SBQ-R indicated that the most useful cutoff scores were 7 for non-

suicidal participants and 8 for suicidal participants (Osman, et al., 2002). 

Posttraumatic Stress Disorder Check List for DSM 5 

 PTSD severity will be done via the use of the Posttraumatic Stress Disorder 

Check List for DSM 5 (PCL-5). According to the U.S. Department of Veteran Affairs - 

National Center for PTSD (“PTSD for DSM-5,” 2019), the PCL-5 is a 20-item self-report 

measure that assesses the twenty (20) DSM-5 symptoms of PTSD (see Appendix C). It 

has a variety of purposes, including screening individuals for PTSD, making a 

provisional PTSD diagnosis, and monitoring symptom change during and after 

treatment. A total symptom severity score can be obtained by summing the scores for 

each of the 20-items. In addition, DSM-5 cluster severity scores can be obtained by 

summing the scores for the items with a given cluster. Cluster B criterion are 

determined by the service member’s answers for items 1 through 5, Cluster C criterion 

by items 6 through 7, Cluster D criterion by items 8 through 14, and Cluster E criterion 
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by items 15 through 20. Initial research suggests that a PCL-5 cutoff score between 31-

33 is indicative of probable PTSD across samples. However, clinicians are encouraged 

to take into consideration both the population and purpose of the screening as this may 

warrant different cut-off scores.  

Severity Measure for Depression-Adult 

 To determine the severity of depressive symptoms, the Severity Measure for 

Depression-Adult, offered by the American Psychiatric Association (APA) as an 

emerging measure for further research and clinical evaluation, will be utilized (“SMD-

Adult,” n.d.) (see Appendix D). This measure was adapted from the Patient Health 

Questionnaire-9 (PHQ-9) which was originally developed by Drs. Robert L. Spitzer, 

Janet B.W. Williams, Kurt Kroenke, and colleagues via an educational grant from Pfizer 

Inc. The Severity Measure for Depression-Adult is a self-rated measure contains 9-

items that assess the severity of depressive symptoms experienced within the last 7 

days for individuals ages 10 and older (“SMD-Adult,” n.d.).  

 Each item on the measure is rated on a 4-point scale, the total of which can 

range from 0-27, with higher scores indicating a greater severity of depression. The raw 

scores for each of the items should be totaled and interpreted as follows:  scores of 0 to 

4 no level of depressive symptoms severity, scores of 5 to 9 indicate mild depression, 

scores of 10 to 14 indicate moderate depression, scores of 15 to 19 indicate moderately 

severe depression, and scores of 20 to 27 indicate severe depressive symptoms 

severity. If there are three or more Items that are left unanswered, the total score for the 

measure should not be calculated. However, if one or two items are not answered, a 
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prorated score can be calculated. This is done by totaling the scores of the items 

answered (prorated raw score), multiplying that score by total items in the measure (i.e., 

9), and dividing the value by the number of items that were actually answered (i.e., 7 or 

8). This measure can be utilized over time by having service members complete it at 

regular intervals (“SMD-Adult,” n.d.). 

Severity Measure for Generalized Anxiety Disorder-Adult 

 Another emerging measure offered by the APA is the Severity Measure for 

Generalized Anxiety Disorder-Adult. This is a 10-item measure that assesses for the 

severity of generalized anxiety disorder (GAD) in individuals 18 and older (see Appendix 

E). Each item asks the service member to rate their severity of GAD during the past 7 

days. Items are rated on a 5-point scale where the total score can range from 0 to 40 

with higher scores indicating a greater severity of GAD. The raw scores for each of the 

items should be totaled to obtain a total raw score. In addition to this, an average total 

score is calculated by dividing the total raw score by the number of items in the 

measure (i.e., 10). The average total score is utilized to determine the severity of the 

service member’s GAD as follows:  a score of (0) indicates no GAD, a score of (1) 

indicates mild GAD, a score of (2) indicates moderate GAD, a score of (3) indicates 

severe GAD, and a score of (4) indicates extreme GAD (“SMGAD-Adult,” n.d.).  

 Much like the Severity Measure for Depression, if there are 3 or more items of 

the Severity Measure for GAD are left answered, the total score should not be 

calculated. However, if one or two items are left unanswered, a prorated score can be 

calculated by summing the scores of all answered items (to get a partial raw score) and 
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dividing that value by the number of items actually answered (i.e., 8 or 9). This measure 

can be utilized over time by having service members complete it at regular intervals 

(“SMGAD-Adult,” n.d.).  

Summary of the Literature Review 

In summary, the literature review provided the demographic information 

pertaining to the status of military service members upon their return from 

OEF/OIF/OND deployments. For many service members, especially those directly 

involved in combat, led to MH disorders like depression, PTSD, and substance use 

disorders. Unfortunately, the VA/DoD did not anticipate such an inordinate demand for 

MH services as the number of clinicians available as well as the number of clinicians 

adequately trained in EST protocols were insufficient. As service members failed to 

receive the MH services they deserved, they were negatively affected in other ways; 

service member suicide rates doubled, job performance decreased, and incidents of 

family violence increased.  

  The VA/DoD attempted to implement a system-wide CPG for EST protocols 

related to depression and PTSD, but the same systematic barriers presented 

themselves. This revealed the various barriers service members face in regard to 

behavioral health treatment. It also raised some questions about whether service 

members are receiving proper treatment from qualified providers or whether “the 

system” needs to be revamped as it is just too inundated with the colossal need of the 

military that it does not have the capacity to continue to provide service members the 

treatment they deserve. 
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As the active duty service members that serve this country continue to deploy 

into hostile territory and return home experiencing the negative effects of exposure to 

combat and the on-going utilization of DoD/VA approved treatment interventions that 

seem to produce less than effective treatment outcomes the need for novel treatment 

protocols are paramount. Per se, the proposed theoretical treatment model utilizes 

PBTs such as CBT and ACT in conjunction with HET, IFS, and IHC to produce a 

comprehensive, holistic approach to treatment that results in healing and growth via the 

exploration of the self through the heart-mind connection.  
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CHAPTER III. THE INTUITIVE COGNITION TRAINING FOR TRAUMA MODEL 

 The Intuitive Cognition Training for Trauma (ICTT) Model serves to integrate the 

current literature regarding the unique issues countless service members experience as 

a result of deployed into a combat zone and provide a comprehensive approach to 

PTSD treatment. The issues of moral injury, survivor’s guilt, and grief and shame, in 

relationship to the service member’s perception as they reintegrate into the home will be 

presented. Likewise, this model will discuss the importance of a service member’s 

family and support system, what they represent, and the crucial role they play in the 

service member’s healing process. Most of all, the model will discuss how imperative it 

is that the service member learn to understand and appreciate themselves as a whole 

person through various practices of self-discovery and self-appreciation that will result in 

the heart-mind connection.  

Rationale for the Model 

The ICTT Model is unique as it incorporates the multiple facets of a service 

member’s world:  information about the service member’s experiences, information 

about their loved ones, and the discovery of a purpose. As such, it is an intensive, 

comprehensive, and effective approach to the treatment of service members suffering 

from combat PTSD. This combination of distinct components will assist the service 

member with a process that merges the intuitions of the heart and the cognitions of the 

service member’s mind that results in the heart-mind connection. This process allows 

the service member to slowly and safely discuss their cognitions as a result of their 

trauma while learning to experience the emotions that they have kept safely guarded. It 
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teaches the service member about the aspects of PTSD (as it relates to combat) as well 

as life-changing skills that can be maintained and generalized to other challenges that 

may be experienced. It integrates the service member’s family/friends and aims to 

repair otherwise estranged interpersonal relationships and their worldview. And, 

throughout this process the ICTT helps to develop that heart-mind connection that leads 

the service member to redefine the meaning and purpose of life.   

Theoretical Foundations 

Theoretical Underpinnings 

This treatment model utilizes several theories to assist the clinician in the 

development of a comprehensive understanding of the complexities and nuances of a 

service member’s life. Moreover, they provide the clinician a foundation for the 

utilization of appropriate interventions in accordance to the unique circumstance the 

service member may be experiencing. CBT teaches service members a set of principles 

and skills that can be utilized at any point throughout the course of their lifetime (Martin, 

2016). CBT places a great deal of significance on the personal meaning that a patient 

applies to things and/or events and how their thinking patterns have evolved in 

relationship to these things and/or events.  

The provider’s ability to establish a healthy, positive therapeutic rapport with the 

service member increases the development of trust in the therapeutic relationship. 

Moreover, it helps foster a safe environment for the service member to begin processing 

the intricacies of the combat trauma they have experienced. Service members are 

highly trained individuals who depend on each other for survival. This is a level of trust 
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that the majority of the population has not experienced and an excellent frame of 

reference for clinicians to understand the importance of trust and establishing rapport 

with a service member. A successful provider must understand and be prepared to offer 

the following: 

(1) Be honest, truthful, and genuine – If a service member feels that there are 

being lied to, the provider may be viewed as having no honor or integrity and 

as being untrustworthy. 

(2) Make a commitment and follow through – A provider should be prepared to 

do what they say they will do. In combat, the inability to follow through with 

what is expected can be the difference between life and death. A provider that 

does not follow through may be viewed as being noncommittal, unreliable, 

and therefore, untrustworthy. 

(3) Provide a safe environment – If a provider is unable to convey a sense of 

safety and acceptance, regardless of what is shared, the service member 

may view a provider as lacking in integrity and   as having no honor, integrity, 

or empathy and therefore, untrustworthy.  

Psychoeducation is another fundamental aspect of the ICTT Model. Although on 

many occasions a service member may be familiar with the terms and nuances of 

PTSD, this phase of treatment will lay the foundation for the remainder of the treatment 

process. Psychoeducation is defined as a form of intervention that combines education 

with psychotherapy. It can be utilized with individuals, groups, families, as a supplement 

to other treatment protocols, or on its own. Within the ICTT Model, the 
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psychoeducational aim is to increase knowledge in order to build/enhance an 

individual’s ability to cope, adapt, understand the various issues they will face daily. It is 

important to note that psychoeducation uses multiple therapeutic ideologies from a 

variety of theoretical models (e.g., cognitive-behavioral therapy (CBT), client-centered 

therapy, systems theory, etc.) with information relative to the individual’s presenting 

issue/concern.  

 To start it will be important to introduce and/or review the definitions, concepts, 

and theories relative to PTSD as this will set the tone for the remainder of the treatment 

process. During this process, the goal is to encourage the service member to re-

evaluate what they thought they knew and open/broaden their definitions in order to 

increase/improve their adaptability/ability to change.  

PTSD is not an individual disorder as it affects not only the service member, but 

every interpersonal relationship the service member has; it is a family disorder. As such, 

it is equally important to provide psychoeducation for the service member’s family 

members. Initially, this should be done with the service member’s significant other (SO); 

be it spouse, partner, or other, the opportunity to learn and understand the same 

information as the service member. This will open the door for a dialogue to begin 

between service member and SO about issues that might otherwise never be 

discussed. Additionally, it would be extremely beneficial to facilitate a discussion related 

to the future roles and expectations of both the service member and SO regarding their 

relationship.    
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Working with SOs allows for a more empathetic and supportive home 

environment while the service member is going through treatment. The knowledge that 

is gained prepares the service member and SO to effectively communicate these issues 

with the family’s children. These discussions should address the effects that combat 

PTSD has had on the family and children should be empowered to seek clarification, 

express their feelings, and begin to re-establish seemingly estranged family 

relationships.  

Emotional Regulation. When a service member returns from a deployment, 

they will need assistance getting reacquainted with the “life” they left behind 12 (+/-) 

months ago. Service members will be dealing with a plethora of unprocessed thoughts 

and emotions from the combat zone they just left. In addition to this, they will have to re-

engage in the multitude of new familial (interpersonal relationships, children, etc.) and 

societal/social responsibilities (paying bills, socially acceptable behavior) they left 

behind. More times than not, this can be a very overwhelming experience for combat 

veterans with PTSD. 

 There are multiple theories about emotional regulation, but for the purposes of 

the ICTT Model, emotional regulation refers to the ability to modulate emotions and 

understand/accept control over their analogous behaviors. Something that clinicians 

often overlook when reviewing emotional regulation is that, in general, many individuals 

have a difficult time understanding and expressing emotion. Service members often do 

not relate their emotions to the physical sensations they experience in their bodies. 
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Teaching the service member how to regulate their emotions on their own improves 

internal locus of control.  

  There are several avenues that one can learn to self-regulate. For example, 

teaching the service member about the concept and proper utilization of a Subjective 

Units of Disturbance Scale (SUDS). Through the use of a SUDS, the service member 

increases awareness of physiological cues as they correlate to emotional states which 

encourages sense-awareness. Additional skills that can assist with the development of 

effective self-regulation skills are the use of mindful meditation techniques, effective 

deep breathing techniques, progressive muscle relaxation, imagery, and grounding. 

Successful self-regulation improves a service member’s intuitive intelligence which 

contributes to healthy healing process.  

Acceptance and Commitment Therapy 

Acceptance and Commitment Therapy (ACT) posits that psychopathology is a 

result of psychological inflexibility or difficulty maintaining awareness in the present 

moment, values-based behavior when faced with undesirable internal experiences such 

as negative memories and emotions (Meyer et al., 2018). Experiential avoidance, or the 

struggle to suppress unwanted experiences at the expense of more effective and 

meaningful actions (Levin et al., 2014).    

Internal Family Systems Theory   

The family is referred to as a system and an integral part of the service member’s 

environment (Papero, 2017). 
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According to Ackoff (1994) the performance of a system is clearly dependent 

upon the performance of its parts. However, most importantly, it is how the various parts 

interact that will dictate the performance as a whole. Year after year, service member’s 

whom were once viewed as essential “parts” of the military “system” are informed that 

they can no longer be a part of or perform their part in the system they proudly belonged 

to because they are suffering from PTSD symptoms. Consequently, the same service 

member begins to feel rejected or unwanted within their family system. The 

consequences for combat veterans who face issues like these on a regular basis, battle 

significant issues related to the loss of their part/role within a system and how their 

environment (family) interacts with them which are effectively addressed with ST and 

FST. 

Unfortunately, using an analytic approach where the thought process is that if 

each part is managed will, then the whole will be as well. This is rarely the result, as 

individual parts that seem to be cared for, when viewed separately, seldom return to the 

whole and reintegrate well. According to Ackoff (1994), this tendency to take things 

apart and treat the parts separately is a consequence of analytic thinking. To 

understand a system via analysis is to understand how it works, but knowledge is not 

necessarily understanding.  

Otherwise, synthesis is the exact opposite of analysis. Ackoff (1994), proposed 

that the first thing that needs to be understood is the “part” of the larger whole; kept 

together, not separated. Next, an effort should be made to understand the larger 

containing system, and its behaviors, properties, roles and/or functions. When a 
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clinician is working with a combat veteran who has been diagnosed with PTSD, there 

are a multiplicity of influences and factors that have contributed to the stated that 

service member is currently in; all of which needs to be considered. Taking the time to 

consider their parts (functions and roles) as part of a whole, the likelihood of capturing 

their essential properties that explain their behaviors is excellent.        

Holism. The holistic approach to treatment is an integrative approach that is 

grounded in psychosynthesis and focuses on the relationship between an individual’s 

head, heart, and gut. Holism suggests that the provider needs to do more than simply 

focus on how individual elements of a service member function in isolation. Rather, it is 

necessary to recognize that the various factors of a service member’s life interact and 

influence each other. Life is infinitely complex and varied and holism can be used to 

address all of the external and internal factors that influence the service member’s past, 

present, and future (Cherry, 2019).  

Therefore, the first thing that needs to be understood is the part(s) of the larger 

whole; kept together, not separated (Ackoff, 1994; Cherry, 2019). When working with a 

combat veteran who has been diagnosed with PTSD, there are a multiplicity of 

influences and factors that have contributed to the service member’s current state; all of 

which need to be considered. For the purposes of this model, the following factors of a 

service member’s life must be considered:  work/career aspirations, personal health and 

fitness (both physical and mental), relationships with co-workers, relationship with 

spouse, relationship with children, other interpersonal relationships.      
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Humanistic-Existential Theory 

 Quintessential to a service member’s healing process is the individual’s ability to 

self-actualize. Humanistic psychology, also referred to as Humanism, offers a 

perspective that emphasizes looking at the whole person and stresses the concepts of 

free will and self-efficacy as well as the importance of growth and self-actualization. 

Jackson (2018) defines self-actualization as the achievement of one’s full potential 

through creativity, independence, spontaneity, and a grasp of the real world. An 

individual’s need to fulfill personal growth is a key motivator of all behavior. Individual’s 

continually seek out new methods of personal growth in order to gain new knowledge, 

experience psychological growth, and self-actualization.  

Psychologist, Abraham Maslow, outlined a hierarchy of needs that motivates 

human behavior and at its peak is self-actualization. Maslow suggested that as an 

individual’s base level needs are met, they are able to focus their attention on the 

pinnacle need of self-actualization (Cherry, 2019). He believed that individuals possess 

personal agency and are motivated to use free will to pursue the things that will help 

them to achieve their full potential as human beings.    

Psychologist, Carl Rogers, added to Maslow’s concept and suggested that for an 

individual to “grow”, an environment that provides genuineness, acceptance, and 

empathy are necessary. He believed that every person could attain their goals, wishes, 

and desires in life; that people are inherently good and creative. An individual becomes 

destructive when there is a poor self-esteem or external forces override the valuing 

process. In order for an individual to achieve self-actualization they must be in a state of 
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congruence. In other words, their “ideal self” (who they would like to be) is congruent 

with their actual behavior (self-image) (McLeod, 2014).  

In order to effectively treat veterans suffering from combat PTSD, a provider 

must be able to be able to assist and encourage the service member to strive for self-

actualization. The provider must keep in mind that every service member is unique and 

they are meant to develop in different ways according to their personality. Each service 

member’s unique circumstances will influence their feelings of self-worth. Therefore, the 

provider’s responsibility is to assist the service member to understand the development 

of their self-worth and how their interactions with others has positively or negatively 

affected this. Once this is achieved, the service member is better equipped to improve 

their overall psychological health and achieve their life goals and ambitions.    

Assumptions of the ICTT Model 

 This model assumes that military service members who have been deployed to 

combat zones and are now suffering from PTSD experience a type of psychological 

distress that is often misunderstood by civilian society. It also assumes that combat 

veterans suffer additional psychological distress from within their own organization once 

they are identified as experiencing signs/symptoms of PTSD. Further still, it assumes 

that despite the efforts that the DoD/VA has made to change educate its mental health 

workforce, combat veterans with PTSD continue to struggle with the negative stigma 

and consequences of this diagnosis. 

 This model assumes that when mental health services for combat veterans with 

PTSD is provided in a comprehensive, integrative manner that views the combat 



65 
 
veteran in a holistic manner, a heart-mind connection can be established and ultimately 

result the combat veteran’s overall healing and growth. 

Conceptualization of the Change Process 

 This model allows for a process of change that includes a change in provider 

perceptions about veterans who have deployed to various areas of conflict, experienced 

combat, and are now diagnosed with PTSD. By gaining specific knowledge unique to a 

service member’s total experience (from the moment they join the military to the point 

where they experience combat, first-hand) a mental health provider is better equipped 

to guide them through the process of change and healing. The lack of information that 

the civilian provider has regarding military culture as well as the lack of tolerance and 

compassion associated with a combat veteran who seeks help only perpetuates 

negative stigma and discourages the pursuit of effective treatment. As providers and 

service members gain knowledge and take into consideration the various systems that 

have contributed to a service member’s emotional state, post-combat, stigmas can be 

reduced and heart-mind connection can be established which is a pivotal part of the 

change process and overall healing.          

Program Fundamentals 

Structure of the Model 

 This treatment model is structured as a 6-week intensive outpatient program, 

Monday through Friday, for 6-8 hours per day, that is delivered via a combination of 

closed didactic/psychoeducational group sessions (with no more than 10-participants) 

and individual psychotherapeutic sessions. Frequent 15-minute breaks as well as a 



66 
 
one-hour lunch period are also worked into the program. Additionally, each Friday will 

consist of a participant outing within the community. The program provides weekly 

content specific knowledge that compounds and addresses the most influential aspects 

of a combat veteran with PTSD’s experience. The program is compiled of topics 

delivered in the following phases: (1) Establishing a Foundation, (2) Getting 

Comfortable, (3) Settling In, and (4) Owning It (see Figure 1). Each participant will 

receive a weekly schedule of groups and/or individual sessions at the start of each 

week (see Figure 2).   

Additionally, each service member will no less than one 50-minute individual 

psychotherapy session per week with a mental health provider. Participants will receive 

individual sessions with the same provider throughout the duration of the program.   

These individual sessions will be utilized to aid the service member with the compilation 

and review of information covered during group sessions and the integration and 

application into real-life situations. The fundamental goal of utilizing both group and 

individual therapeutic formats is to initiate a sense of belonging amongst group 

members, and relatability through understanding, which is achieved through the process 

of sharing and discussing similar and/or common experiences.  

The model’s structure is meant to provide a foundation of knowledge to expand 

and build upon each week. It is also developed to provide service members with a 

foundational understanding of their individualized cognitive development/challenges. 

This not only addresses the service member’s immediate needs, but also equips the 

service member with life-long skills necessary to address their future life challenges.  
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 Program participants will complete self-report inventories at the beginning of the 

treatment program in order assess baseline knowledge about themselves, PTSD, and 

how this disorder has affected their daily functioning. These inventories will be 

administered again at both the middle and end of the treatment program to assess for 

changes in service member growth, development, and perspective. In addition to this a 

group exit interview will be conducted to assess the effectiveness of the treatment 

model, facilitator’s competence, as well as suggested areas of growth and 

improvement.   

Content Covered 

Introduction 

Treatment will begin with the introduction of the treatment program facilitators, 

including their clinical training and level of experience working with combat veterans and 

PTSD. This is done to dispel any misgivings about the content and outcomes of the 

program as well as establish the program facilitators as the authorities in the 

dissemination of program information and other focus areas of training. Next, 

participants will introduce themselves, including their combat experiences, prior 

treatment experiences, and reason(s) for program participation. At this point, the 

program participants will be provided an opportunity to inquire about any additional 

program issues or concerns. The information gained via this exchange will provide 

program facilitators and program participants an overview of program expectations and 

the level of service member commitment in order to have successful treatment 

outcomes.     
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Phase I:  Establishing A Foundation 

The initial phase of programming will provide psychoeducation about PTSD. 

Content covered will include an overview of PTSD, its signs and symptoms, 

physiological/psychological effects, and how this influences cognitive processing. This 

phase of the program is aimed at providing participants with a basic understanding of 

the combat PTSD phenomena which allows for a deeper understanding of more 

intricate cognitive processes that will occur as treatment progresses.  

Additionally, participants will be introduced and taught the basic concepts and 

principles of CBT while receiving HET principles via individual sessions. Due to the 

intensive training and value system of the military, it is essential for participants to 

understand how their beliefs and thought patterns have developed. Of utmost 

importance is a service member’s ability to identify the personal meaning(s) they have 

assigned to events and how this has shaped their beliefs and consequent behaviors. 

Once this has been done a service member is able to examine the utility of their beliefs 

and restructure them in a manner that elicits change.  

Program participants will also be introduced to the concept of emotional self-

regulation and how it can both positively and negatively affect a service member’s 

thoughts and perceptions about their individual experiences. The self-regulation 

techniques that will be introduced and practiced will include deep-breathing techniques, 

mindful meditation, progressive muscle relaxation (PMR), and yoga. To improve self-

regulation outcomes, the use of positive self-statements and/or cognitive restructuring 

will be incorporated into this practice. 
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Phase II:  Getting Comfortable 

The next phase of the program will introduce various topics for discussion related 

to the service member’s interpersonal relationships at home, at work, and in the social 

setting. The goal of this phase of the program is to promote a thorough and honest 

evaluation of the current status of his/her interpersonal relationships. This will require 

personal reflection and insight as service members will be required to examine how 

their combat experiences have changed their outlook in relationship to themselves, 

other people, and the world. At this point in the program, those individuals that play a 

significant role in the service member’s (i.e.:  SO, children) life will be invited and 

encouraged to participate in individual treatment sessions with the goal of facilitating a 

better understanding of service members’ beliefs and perceptions about daily life 

functions post-combat and how this has affected interpersonal relationships.   

A primary focus of this phase will be on the changes in communication that have 

occurred since the trauma and the development of effective communication skills. PTSD 

is not a disorder that is experienced in isolation. It is something that permeates the 

home environment and has an effect on each family member. Likewise, successful 

healing from the effects of combat PTSD is not accomplished by the service member 

alone. With the aid of the IFS framework, additional goals of these sessions will be to 

help redefine of the roles and expectations important others play in the service 

member’s life, encouraging the expression of wants and needs; and implementing 

intimate forms of both verbal and non-verbal expression that provide encouragement 

and reassurance. 
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The constant threat of grave injury or death is generally not a familiar concept or 

thought process for civilian members of society. However, it is what makes up a service 

member’s existence while they are deployed in enemy territory. Every decision is a 

matter of life and death, so every action is planned out and done with a purpose. This is 

as specific as how a service member lays out their gear to the order of the positions 

they are assigned, all in preparation for each mission. Every item has a reason for being 

in the place that it is. One of the primary reasons for this is that a service member 

should be able to be up, dressed in “full battle rattle”, and ready to act within minutes of 

receiving an alert; even in the dark. If for some reason a service member’s equipment 

has been moved or is not laid out how or where it was expected to be, precious time is 

wasted trying to locate the items. In the time that it can take for a service member to find 

what they need and be ready to act, the safety of other members in the unit are placed 

in jeopardy, and lives could be lost.  

Frequently, when a service member returns from combat, family members notice 

how the service member has developed a low tolerance for excessive noise, things out 

of order, and changes in schedule. This is all relative to their experiences in combat. 

Excessive noise such as children screaming and crying, arguments with spouses, a car 

back-firing, fireworks, etc. are synonymous with the sound of gun fire, mortars, IEDs, air 

assaults, the screams of civilian casualties and/or wounded battle buddies. Within the 

home, items missing or out of place are related to an inability to be properly prepared 

for battle. Each part of a service members combat gear plays a specific, important role 

in the protection of their lives, their battle buddies, and the overall unit. What is more, is 
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that last minute changes in predetermined plans tend to spark extreme irritability and 

anger for a service member. Once again, this is relatable to service members preparing 

for a mission. Before each mission, service members are briefed on the details of the 

mission. These details include the unit members involved, the role each of them plays, 

the route that will be utilized, as well as intelligence on any prospective danger zones 

while on a mission. This is done to mentally prepare service members and ensure that 

all unit members are on the same page; this increases predictability and reliability 

amongst all team members who rely on each other for survival. In the mind of a service 

member (regardless of the fact that they have returned home), if predetermined plans 

are change, the mental preparation that a service member has done in order to protect 

his family (or unit/team) has been derailed, and prospective survival is jeopardized.   

Phase III:  Settling In 

The next phase of the treatment program will focus on service members’ in-depth 

processing of individualized traumatic events. Service members will be encouraged to 

discuss intimate details about traumatic events and the significance and/or meaning that 

developed as a result of these events. Topics of discussion will include phenomena 

unique to combat veterans such as moral injury, guilt and shame, spirituality (or the loss 

thereof), and the heart-mind connection. During this phase, service members will be 

required to utilize the newly acquired knowledge and skills from weeks one through four 

to navigate this process and develop healthier practices.  

Addressing Unique Issues. In recent history, moral injury has become just as, if 

not more, detrimental to a service member’s mental state post-combat. PTSD is 
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generally a consequence of fear, however moral injury is a consequence of a violation 

of what an individual considers right and wrong. It is “increasingly acknowledged as the 

signature wound of this generation of veterans:  a bruise on the soul, akin to grief or 

sorrow, with lasting impact on the individuals and on their families” (Wood, 2014, p. 2). 

 To always be honorable and courageous, to treat civilians with respect, to never 

harm a non-combatant. These are some of the ideals and value that make up the 

military moral code. Although these concepts seem to be in line with standard American 

values, they mean much more to many military troops. Service members also 

incorporate the values of loyalty, duty, and personal courage in combination with an 

unquestioned discipline and obedience to lawful orders as the mission is always first 

priority (Wood, 2014).  

 When entering battle, these morals and values are what increases the service 

member’s vulnerability to violation, guilt, and shame when things do not go as planned. 

These ideals and values are what provides the foundation for how each service member 

identifies themselves. However, the reality of war challenges these ideals and 

consistently presents situations strewn with ambiguity and uncertainty. As such, it is 

essential for providers to address the issues of survivor’s guilt, demonic guilt, betrayal, 

and spiritual guilt from a HET, holistic perspective. Sensitive issues related to life and 

death are often accompanied by the questioning of one’s spirituality and existence. 

Afterall, ensuring that a mission is properly carried out can result in a collection of 

several forms of guilt and shame.   
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Phase IV:  Owning It   

The last phase of the program is geared toward the reinvention and acceptance 

of the self. Given that service members will have had a, (1) comprehensive 

understanding of how they have assigned meaning to traumatic events in combination 

with an ability to recognize and effectively manage corresponding physiological effects 

(phase 1), the service member can begins to, (2) effectively listen and communicate the 

specific needs and wants of the individuals involved in their interpersonal relationships 

(phase 2) and, (3) appreciate and understand the unique phenomena affiliated with 

combat (phase 3) to develop a new perspective on life.  

Service members will have experienced the strength and power of controlling 

their own thoughts, behaviors, and outcomes to develop a sense of self-efficacy. In turn, 

the service members’ new-found sense of self-efficacy will be explored to encourage 

the development of self-compassion and esteem. Only after this has occurred can the 

service member can begin to develop a true head-heart-gut connection that accepts the 

newly developed self and provides purpose for the future.  

Appropriate Program Membership 

Screening Process   

The most apposite provider(s) for this program have will have completed 

graduate-level course work and received an advanced degree (master’s degree or 

higher) in a mental health field such as psychology, social work, marriage and family 

therapy, and mental health counseling. Further, given the intensity of the dynamics 
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involved in a service member’s development it is crucial that providers receive training 

or have experience with the idiosyncrasies of military life and culture.  

 This program is intended for active duty, reserve, and retired service members 

who have deployed to hostile territories and have been exposed to or involved in acts of 

warfare and hostility at the hands of opposing military forces. Additionally, service 

members will have also received individual psychotherapeutic services that have 

resulted in minimal to treatment resistant outcomes. Although military trauma can be 

experienced in various ways, this program is designed to address the specific 

experiences of combat exposure. Those service members that have experienced 

trauma related to other various challenges of military life (inability to adjust/transition, 

disciplinary concerns, sexual assault, etc.) without exposure to combat should be 

provided psychotherapeutic services suited to their particular needs. Given the nature 

and intention of war, combat veterans will have developed a unique perspective on life, 

death and purpose which is generally incompatible with service members who have not 

experienced combat.  

Role of the Therapist/Facilitator 

For the purposes of this program, the mental health provider(s) will be able to 

offer service members the knowledge and skills necessary to incite effective change in 

cognitive processes and develop appropriate and effective coping skills. Providers are 

responsible for encouraging and creating an environment of safety and trust amongst all 

members involved in the treatment process. Without this, service members will find the 

program content challenging and will be resistant to self-reflection and change.  
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Therapist Training 

 Providers will have received an in-depth introduction to military philosophy and 

lifestyle and how this affects a service member’s perceptions and interactions with 

various aspects of daily life. Furthermore, a provider will need to be familiar with the 

military chain of command, military etiquette, and the appropriate terms and acronyms 

associated with the military and combat. Having a basic knowledge of the inter-workings 

of the military medical system can also be extremely helpful but is not absolutely 

necessary. Providers are expected to have a greater breadth and depth of knowledge 

and understanding of the concepts, techniques, and skills that will be taught throughout 

the program so as to answer any combat veteran questions or concerns that may arise. 

 Providers will also be required to maintain continuing education units that are 

specific to the military lifestyle, the prevalence of PTSD and combat PTSD within the 

military and civilian populations, community trends and information/statistics related to 

the negative and positive outcomes of PTSD treatment. This is necessary to continue to 

develop a trusting relationship and “buy-in” to various treatment protocols that may 

appear unconventional to the service member. Much of military culture is dictated by the 

credibility and/or stigma service members develop over the span of their careers. It is   

essential for providers to be aware of the service member specific internal and 

transitional resources that are available. As providers, credibility is essential to the 

development of a provider/service member (patient) relationship and process of lasting 

change.  
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Ethical Issues 

 The ethical considerations for provider and participants in regard to this treatment 

program are numerous. To start, many service members battling the signs and 

symptoms of PTSD are also struggling with a comorbid substance use disorders (SUD). 

Self-medicating via substance use is quite common practice amongst service members 

struggling with the symptoms of PTSD. The use/abuse of mind-altering substances can 

compromise the integrity of a service member’s cognitions, rationality, and 

comprehension of complicated and emotionally charged content that will be discussed 

during the program. For these reasons, service members who are still actively engaging 

in excessive use or abuse of alcohol, prescriptions drugs, and/or illicit drugs use will not 

be required to receive substance abuse treatment prior to starting the program.     

Next, it is important to understand and recognize that attendance/participation in 

this program alone will not constitute a total recovery. The healing process is gradual 

and requires consistent application of processes in order to produce lifelong lifestyle 

changes. To address this issue, it is highly recommended that at the completion of this 

program, service members continue to receive aftercare via individual and/or a support 

group. The purpose of this is to ensure that each service member is provided with a 

reliable resource as they transition back into their previous lifestyle routine and 

incorporate the training and skills acquired during this training program. The availability 

of a mental health provider and support group to discuss the myriad of positive and 

negative results that can/will occur can be normalizing, reassuring, and encouraging; all 

of which are necessary when the goal is to maintain new practices. 
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Program Assessment/Evaluation Protocol 

The ICTT program evaluation that will be completed at three points during the 

program:  pre-treatment (upon arriving at the program for treatment), mid-treatment 

(during the 4th week of the program), and post-treatment. These evaluations will serve 

as a means of assessing several factors:  assessment of suicidality, severity of PTSD 

signs/symptoms, and the severity of both depression and anxiety. At the end of the 

program, service members will also be given the opportunity to provide constructive 

criticism and/or suggestions to improve the treatment program via a group exit 

interview. 

Summary 

This treatment program attempts to provide a theoretical foundation for the 

effective treatment of service members exposed to combat and suffering with the signs 

and symptoms of PTSD. It highlights the importance of the unique circumstances and 

phenomena that combat veterans experience and provides both military and civilian 

mental health practitioners a model of treatment aimed at treating the whole service 

member, heart and mind. This treatment approach allows for service members to re-

examine important aspects of their development that can be recognized and 

appreciated by the head, the heart, and the gut thus providing a solid foundation for any 

future endeavors.     



Phase IV:  Owning It
~ Self-Acceptance

~ Heart-mind Connection
~ Purpose

Phase I: Establishing 
A Foundation

~ Establishing Rapport 
~ Psychoeducation

~ Emotional Regulation
~ Mindfulness 

Phase II:  Getting 
Comfortable  

~ Heart (emotional 
experience)

~ Mind (psyche)
~ Roles & Expectations 

~ Communication 

Phase III:  Settling In
~ Moral Injury

~ Guilt & Shame
~ Loss of Spirituality

Figure 1.  The Four Phases of the ICTT Model and their corresponding areas of focus. 
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1
Time Monday Tuesday Wednesday Thursday Friday

0730-0800
0700-0755 

Testing
Group Check-In Group Check-In

0800-0830

Welcome to IOP

0830-0900

Staff / Patient 

Introductions

0900-0950

0930-1000

Diverting Crisis /

Meet your 

Therapist

Exposure
0900-1000

Skills Building

1100-1150

1200-1250

Emotional ABC's / 

Identification of 

Thoughts & 

Feelings

Bench Marking

1200-1300

Practicing 

Communication

1300-1400 SUDS
Change Mgmt & 

Goal Setting

1300-1400

Processing the 

Day's Gains

ICTT Group Schedule - Week 

LUNCH

0800-0850
Self Regulation & 

Calming

0800-0900

CBT Planning & 

Goal Setting

1000-1050
Why Am I Here / 

Meaning?

Understanding 

Stress

 OR  Spirituality

1000-1100

CBT/Socialization

Figure 2.  ICTT Weekly Schedule - Sample



2
Time Monday Tuesday Wednesday Thursday Friday

0730-0800 Group Check-In Group Check-In Group Check-In Group Check-In Group Check-In

0800-0850
Traumatic 

Thoughts & 

Beliefs

A = 1:1

B = Relaxation

A = 1:1

B = Meditation

A = 1:1

B = Yoga

0800-0900

CBT Planning & 

Goal Setting

0900-0950
 Problematic 

Thinking Styles

A = Relaxation

B = 1:1

A = Meditation

B = 1:1

A = Yoga

B = 1:1

0900-1000

Skills Building

1100-1150

1200-1250 My Why? Fit
Challenging 

Your Beliefs

Mindfulness 

for Sleep

1200-1300

Practicing 

Communication

1300-1400
How the Brain 

Works

1300-1400

Processing the 

Day's Gains

1400-1500

ICTT Group Schedule - Week 

LUNCH

1000-1050
Intro to 

Supportive 

Psychotherapy

Locus of Control 

& Change
My Avoidance

1000-1100

CBT/Socialization

Sleep Problems 

& Management

Figure 2.  ICTT Weekly Schedule - Sample



3
Time Monday Tuesday Wednesday Thursday Friday

0730-0800 Group Check-In Group Check-In Group Check-In Group Check-In
Group Check-In*

TESTING

0800-0850 Maslow 1
A = 1:1

B = Relaxation

A = 1:1

B = Meditation

A = 1:1

B = Yoga

0800-0900

CBT Planning & 

Goal Setting

0900-0950 Maslow 2
A = Relaxation

B = 1:1

A = Meditation

B = 1:1

A = Yoga

B = 1:1

0900-1000

Skills Building

1100-1150

1200-1250
Challenging 

Your Beliefs -2
Safety Needs

Anger & 

Resentment I
Finances 101

1200-1300

Practicing 

Communication

1300-1400
Medication 

Management

1300-1400

Processing the 

Day's Gains

1400-1500
Medication 

Management

ICTT Group Schedule - Week 

LUNCH

1000-1050
Values 

Clarification & 

Exploration

Alcohol:  How 

Much Is Too 

Much?

SpiritualityMindfulness
1000-1100

CBT/Socialization

Figure 2.  ICTT Weekly Schedule - Sample
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Time Monday Tuesday Wednesday Thursday Friday

0730-0800
Group Check-In Group Check-In Group Check-In Group Check-In Group Check-In

0800-0850 Problem Solving
A = 1:1

B = Relaxation

A = 1:1

B = Meditation

A = 1:1 

B = Yoga

0800-0900

CBT Planning & 

Goal Setting

0900-0950 How do I Trust?

A = Relaxation

B = 1:1

A = Meditation

B = 1:1

A = Yoga

B = 1:1
0900-1000

Skills Building

1100-1150

1200-1250
Anger & 

Resentment II
Communication

Giving & 

Allowing 

Control

Letting Go

1200-1300

Practicing 

Communication

1300-1400
Medication 

Management

1300-1400

Processing the 

Day's Gains

1400-1500

LUNCH

The Problem of 

Forgiveness

1000-1100

CBT/Socialization

ICTT Group Schedule - Week 

1000-1050
Alcohol & 

Intimacy
Grief I

Intro & Writing 

of Narrative 

Figure 2.  ICTT Weekly Schedule - Sample



5
Time Monday Tuesday Wednesday Thursday Friday

0730-0800 Group Check-In Group Check-In Group Check-In Group Check-In Group Check-In

0800-0850 Esteem Issues
A = 1:1

B = Yoga

A = 1:1

B = Relaxation

A = 1:1

B = Meditation

0800-0900

CBT Planning & 

Goal Setting

0900-0950 Grief 2
A = Yoga

B = 1:1

A = Relaxation

B = 1:1

A = Meditation

B = 1:1

0900-1000

Skills Building

1100-1150

1200-1250 Fit - 2
Defining 

Intimacy
Strengths

1200-1300

Practicing 

Communication

1300-1400
1300-1400

Processing the 

Day's Gains

Psychodrama 

ICTT Group Schedule - Week 

LUNCH

1000-1050 Finances 102 Grief Letter 2
Exploring 

Intimacy

1000-1100

CBT/Socialization
Grief Letter 1

Figure 2.  ICTT Weekly Schedule - Sample
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Time Monday Tuesday Wednesday Thursday Friday

0730-0800 Group Check-In Group Check-In

A = 1:1 Wrap-Ups

B = Letter Writing

A = Letter Writing

B = 1:1 Wrap-Ups

0900-0950 Traumatic Impact
Posters & 

Letters

1100-1150

1200-1250

1300-1400

Program Review

Patient & Staff 

Good-byes

ICTT Group Schedule - Week

LUNCH

0800-0850
GRADUATION 

DAY

Testing

What Does It All 

Mean?
1000-1050

Figure 2.  ICTT Weekly Schedule - Sample
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CHAPTER IV:  DISCUSSION 

The intent of the ICTT model is to propose a model of treatment designed 

specifically for combat veterans, as the nuances of working with this population are not 

widely nor well understood. The type of mental health providers that are qualified to 

treat this population are limited and primarily consist of military officers and civilian 

providers already working in military treatment facilities (MTF). In turn, this limits the 

availability of resources that service members have access to which has caused an 

overload of the active duty military and Veteran’s Administration’s mental health 

systems. A consequence of this has been an inadequate procurement of effective 

treatment and services for our service members. 

Furthermore, existing PTSD treatment models are limited and do not provide a 

comprehensive approach to mental health treatment. In my experience, the most 

effective way to reach a combat veteran is by helping them to make a H2G connection. 

Thus, the creation a treatment model that attends to the service member as a whole 

that aims to assist with the recognition, development, and ongoing understanding of the 

H2G connection. It is through these connection that positive and enduring treatment 

outcomes occur and improve the combat veteran’s overall quality of life.  

Research Questions 

This first research question proposed was, “What are the unique mental  

health issues that combat veterans experience?” Although there is extensive research 

on the negative results of combat on service members, few studies specifically address 

the overall experience of being a service member (from enlistment/commission through 

their reintegration back home) in conjunction with the unique consequences of war 
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(such as moral injury, guilt and shame, and survivor’s guilt). How a service member 

experiences boot camp, their unit cohesion and membership, experience with 

leadership, and support system all contribute to a service member’s ability to effectively 

cope with stressors they will encounter upon their return from war. The goal of the ICTT 

Model is to introduce a comprehensive, holistic approach to the treatment of combat 

veterans suffering from PTSD in the hope that a heart-mind connection is established 

and positively affect treatment outcomes.  

The second research question for this project was, “What is a heart-mind  

connection and how does it contribute to a service member’s long-term healing 

process?”  Extensive research has been done on the biological aspects of trauma in 

relationship to the psychological outcomes of combat exposure. In my 12-year 

experience as a mental health provider for the military population service members 

repeatedly informed me that their minds had been inundated with psychoeducation 

and/or intervention to address their psychological disorders. However, little of that 

information was transferred or accepted by their hearts (emotions). Thus, without the 

heart-mind connection, the healing process could not be completed. The ICTT Model 

aims to address this issue via the comprehensive, holistic approach to treatment. 

The third research question was:  What does a comprehensive treatment model,  

designed specifically for combat veterans look like?  The goal of the ICTT Model is to 

suggest a platform for the utilization of multiple theories and modalities of treatment, 

specifically PBT (i.e.: CBT and ACT), HET, IFS with an IHC approach. This unique 

combination of modalities ensures that the service member’s cognitive distortions 
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addressed via CBT; irrational beliefs are challenged and/or purpose is developed via 

ACT and HET; the inclusion of the service member’s support system via IFS; and the 

use of holistic treatment milieus (i.e.:  relaxation and mindfulness techniques, deep-

breathing and yoga, and meditation) to further enhance and promote the development 

of a heart-mind connection.  

Strengths and Limitations 

Strengths 

This project seeks to address a gap in the literature related to the use and  

development of comprehensive treatment models to treat service members combat 

PTSD. A strength of this project is the presentation of the multitude of factors involved in 

the training and development of a service member, the unique consequences service 

members experience as a result of combat exposure which seem to be lacking in the 

current literature but are essential in the effective treatment of combat veterans. 

Another strength is the incorporation of the combat veteran’s support system (be  

it SO, children, and/or other loved ones) into the treatment model. The current literature 

indicates that the inclusion of a family component into the overall treatment of combat 

veterans with PTSD would be highly beneficial. The ICTT Model proposes an avenue to 

do this. 

Lastly, this project addresses a distinctive barrier to treatment expressed by  

many combat veterans, the heart-mind connection. Regardless of the existing literature 

that addresses the mind (psyche) or the heart (emotional experience) in relationship to 
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combat PTSD treatment, literature that discusses the amalgamation of these concepts 

in the treatment of combat PTSD is limited.  

Limitations    

In lieu of this project’s strengths, limitations need to be addressed. The first  

limitation is the assumption that the number of providers who have been clinically 

trained to address this unique population has reached critical levels and needs to be 

addressed in order to properly provide for the multitude of service members 

transitioning out of the military and into society. The assumption is that providers have 

received the appropriate training designed to treat the specific nuances of combat 

PTSD.  

Another limitation of the ICTT Model is the assumption that providers have  

adequate information about military culture and the unique experiences of a combat 

veteran. It does not take into consideration those combat veterans who have returned 

from battle and have not developed the signs/symptoms of PTSD, another form of 

psychological distress, or little to no development of psychological distress.       

Clinical Implications 

The clinical implications of the ICTT Model are promising. To start, it introduces  

the nuances of a service member’s life experiences. In turn, it could serve as a 

reference for mental health providers who lack specific information about military 

lifestyle and culture.  It also presents the litany of issues that can affect a combat 

veteran seeking psychological intervention. Furthermore, this project could also function 
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as a corrective measure to dispel many inaccurate thoughts and beliefs that mental 

health providers may have regarding this population.  

With the potential gain of specialized knowledge that can be obtained from the 

ICTT Model, it is probable that providers would feel more culturally competent and 

willing to provide the treatment that this population so greatly needs. In addition, this 

project could provide the information necessary to assist with the eradication of the 

negative stigmas service members suffer as a result of seeking mental health treatment. 

Given the on-going conflicts in the world and the inevitable involvement of the 

U.S. military overall clinical implications demonstrate the need for an increased 

awareness and specialized training of this unique and potentially vulnerable population. 

One possibility is to ensure that mental health graduate programs offer training in this 

area. This will provide students with well-rounded clinical training prior to the provision 

of mental health services. In turn, this will increase the number of willing, qualified 

mental health providers and address the military’s continual struggle with access to care 

issue.  

Recommendations for Future Research 

Although the ICTT Model combines various evidence-based interventions  

additional research involving the application of the ICTT Model and evaluation of its 

clinical outcomes need to be done to further support the ideology of this project. In 

addition to this, the long-term results of the ICTT Model and its impact on the military 

mental health system should be explored. 

It would also be beneficial to look into the inclusion of a military mental health  
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curriculum in mental health graduate programs and the impact this may have on service 

delivery. In an ideal world, as there is an increase in professionally trained mental health 

providers, data specific to these issues will become available. This information will 

highlight areas of strengths and needs of the ICTT Model and encourage further 

exploration of treatments formatted in a similar manner.  

Conclusion 

This project has discussed the current barriers to successful treatment of combat 

PTSD in military service members. It has also proposed a treatment model that 

combines various interventions from multiple theoretical orientations in an attempt to 

provide a comprehensive and effective treatment model to address the unique issues 

and concerns faced by combat veterans with PTSD. The ICTT Model was developed to 

address the barriers that service members face when seeking out mental health 

treatment and intervention.  

The research questions related to this project include an examination of 

the unique mental health issues experienced by combat veterans, a description and 

explanation for the development of the heart-mind connection in relationship to long-

term healing process, and a description of the various components involved in the 

development of a comprehensive and integrative model of treatment for combat PTSD. 

The review of the literature provides a summary of a service member’s  

experience as well as a history of the military mental health treatment system with 

consideration of its short comings. It also includes the introduction of the unique 

terminology associated with combat PTSD treatment as well as their definitions. It 
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explains the concept of a heart-mind connection and its effects on long-term treatment 

outcomes. Finally, current treatment approaches being applied to combat PTSD are 

discussed, which demonstrates the need for a more comprehensive treatment modality 

as well as the lack of mental health providers trained to address this complex issue.     

In chapter III, an explanation of the choice of theoretical models that lay the 

foundation for the ICTT Model are provided. These theories include the use of Process-

Based Theory which includes the use of cognitive behavioral therapy and acceptance 

and commitment therapy, humanistic/existential therapy, internal family systems, and 

integrative health care. A guide to the implementation of ICTT Model at each phase of 

treatment is also offered. 

In the final chapter, the strengths, limitations, and clinical implications of the ICTT 

Model are identified and discussed. Proposed strengths include an acknowledgement of 

the complexities in the life of a military service member who endures combat and 

consequently suffers from PTSD, the evidence presented to support the involvement of 

family members in the treatment of combat PTSD, and the presentation of the heart-

mind connection. A response to the numerous frustrations expressed by the hundreds 

of combat veterans I have provided mental health services to. However, limitations such 

as appropriate provider training in both the clinical and cultural aspects of military life 

and combat exposure are noted. Although, this leads to suggestions for further research 

and exploration in the areas of the implementation and outcomes of the ICTT Model and 

the possibility of including military themed curriculum in mental health graduate 

programs.  
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Through this project I have presented the current state of the military mental 

health system and its inability to meet the demands of the population it serves. As a 

former military mental health provider, I also shared personal experience and concerns 

related to an important treatment issue that has not been addressed, the heart-mind 

connection. Furthermore, I have laid out the aspects involved in the delivery of a 

comprehensive, integrative treatment model that I not only utilized as a military mental 

health provider but witnessed positive treatment outcomes as a result of its use. I am 

hopeful that this project will encourage positive changes in the delivery of mental health 

services to combat veterans and advance the utilization of the ICTT Model. By this 

means, long-term positive treatment outcomes can be cultivated for the countless 

combat veterans that deserve a restored quality of life.  
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PCL-5 (11 April 2018) National Center for PTSD 

PCL-5 

Instructions:  Below is a list of problems that people sometimes have in response to a very stressful experience. Please 
read each problem carefully and then circle one of the numbers to the right to indicate how much you have been 
bothered by that problem in the past month. 

In the past month, how much were you bothered by: Not at 
all 

A little 
bit Moderately Quite 

a bit Extremely 

1. Repeated, disturbing, and unwanted memories of the
stressful experience? 0 1 2 3 4 

2. Repeated, disturbing dreams of the stressful experience? 0 1 2 3 4 

3. Suddenly feeling or acting as if the stressful experience were
actually happening again (as if you were actually back there
reliving it)?

0 1 2 3 4 

4. Feeling very upset when something reminded you of the
stressful experience? 0 1 2 3 4 

5. Having strong physical reactions when something reminded
you of the stressful experience (for example, heart
pounding, trouble breathing, sweating)?

0 1 2 3 4 

6. Avoiding memories, thoughts, or feelings related to the
stressful experience? 0 1 2 3 4 

7. Avoiding external reminders of the stressful experience (for
example, people, places, conversations, activities, objects, or
situations)?

0 1 2 3 4 

8. Trouble remembering important parts of the stressful
experience? 0 1 2 3 4 

9. Having strong negative beliefs about yourself, other people,
or the world (for example, having thoughts such as: I am
bad, there is something seriously wrong with me,
no one can be trusted, the world is completely dangerous)?

0 1 2 3 4 

10. Blaming yourself or someone else for the stressful
experience or what happened after it? 0 1 2 3 4 

11. Having strong negative feelings such as fear, horror, anger,
guilt, or shame? 0 1 2 3 4 

12. Loss of interest in activities that you used to enjoy? 0 1 2 3 4 

13. Feeling distant or cut off from other people? 0 1 2 3 4 

14. Trouble experiencing positive feelings (for example, being
unable to feel happiness or have loving feelings for people
close to you)?

0 1 2 3 4 

15. Irritable behavior, angry outbursts, or acting aggressively? 0 1 2 3 4 

16. Taking too many risks or doing things that could cause you
harm? 0 1 2 3 4 

17. Being “superalert” or watchful or on guard? 0 1 2 3 4 

18. Feeling jumpy or easily startled? 0 1 2 3 4 

19. Having difficulty concentrating? 0 1 2 3 4 

20. Trouble falling or staying asleep? 0 1 2 3 4 
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Severity Measure for Depression-Adult• 
• Adapted from the Patient Health Questionnaire-9 (PHQ-9)

Name: Age:___ Sex: Male □ Female □ Date: ______ _ 
----------------

Instructions: Over the last 7 days, how often have you been bothered by any of the following problems? (Use"✓" to indicate 
your answer) 

Clinician 

Use 

Item 

score 

More Nearly 

Several than half every 

Not at all days the days day 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed, or hopeless 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 

5. Poor appetite or overeating 0 1 2 3 

6. 
Feeling bad about yourself-or that you are a failure or 

0 1 2 3 
have let yourself or your family down 

7. 
Trouble concentrating on things, such as reading the 

0 1 2 3 
newspaper or watching television 

Moving or speaking so slowly that other people could have 
8. noticed? Or the opposite-being so fidgety or restless 0 1 2 3 

that you have been moving around a lot more than usual 

9. 
Thoughts that you would be better off dead or of hurting 

0 1 2 3 
yourself in some way 

Total/Partial Raw Score: 

Prorated Total Raw Score: (if 1-2 items left unanswered) 

Adapted from Patient Health Questionnaire-9 (PHQ-9) for research and evaluation purposes. 
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