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Abstract 

Posttraumatic Stress Disorder (PTSD) is a mental health disorder affecting as many as 20% of 

veterans who have deployed to Iraq and Afghanistan. The Department of Veterans Affairs and 

the Department of Defense have issued an evidence-based clinical practice guideline for the 

management of PTSD; however, some literature suggests that adherence to the treatment 

guidelines are low and do not meet evidence-based standards. This paper describes a program 

evaluation project, examining current PTSD treatment practices for active duty Soldiers 

diagnosed with PTSD at Fort Bliss, Texas.  
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Introduction 

           Posttraumatic Stress Disorder (PTSD) is a debilitating mental health disorder that is often 

comorbid with other physical, cognitive, emotional, and behavioral impairments (VA/DOD, 

2010). Patients with PTSD present with a variety of symptoms that cause functional impairments 

to include relationship and occupational dysfunction, reduced quality of life and, if untreated, can 

contribute to lifelong mental health dysfunction or incapacitation (Steenkamp & Litz, 2013). 

Military service members are at a heightened risk for traumatic exposures and subsequent PTSD 

given the nature of their occupation and current global conflicts (Stahl, 2010). It is imperative 

that behavioral health providers use effective, evidence-based treatment modalities to achieve 

positive care outcomes, including symptom remission, and to minimize functional impairment 

for PTSD patients. The 2010 Department of Veterans Affairs and Department of Defense 

Clinical Practice Guideline for the Management of Posttraumatic Stress (VA/DOD CPG) gives 

evidence-based treatment recommendations; therefore, providers should adhere to the VA/DOD 

CPG treatment recommendations when caring for service members with PTSD.  

Posttraumatic Stress Disorder 

          Posttraumatic Stress Disorder falls under the umbrella of the Trauma- and Stressor-Related 

Disorders in the Diagnostic and Statistical Manual of Mental Disorders Fifth Edition (DSM-5) 

(APA, 2013). Individuals with PTSD experience prolonged psychological distress, typically 

related to fear and anxiety, following a traumatic exposure (Stahl, 2010). When individuals are 

faced with an actual or potential threat, the sympathetic nervous system activates and assists the 

individual to physiologically survive that threat; additionally, the brain processes and conditions 

responses to future threats (Stahl, 2010). Prolonged autonomic activation in response to actual or 

potential threats perpetuate fear and anxiety, which can limit an individual’s ability to function 
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effectively on a daily basis when the anticipation of a threat exists in the absence of threatening 

stimuli (Stahl, 2010).  

            Diagnostic criteria for PTSD include: (a) traumatic exposure; (b) re-experiencing of the 

trauma; (c) avoidance of trauma-associated stimuli; (d) negative alterations of mood and 

cognitions; and (e) increased arousal and reactivity. Additionally, the distress must be present at 

least one month and be clinically significant enough to cause functional impairment for the 

individual (DSM-5, 2013). Common symptoms of PTSD include worry, re-experiencing the 

event through flashbacks or in nightmares, hypervigilence in anticipation of threatening stimuli, 

depressive symptoms, and avoidance or numbing (DSM-5, 2013). These symptoms affect 

Veterans’ ability to function daily in relationships, social situations, and occupationally, and are 

often associated with other psychiatric symptoms, substance abuse, and suicidality (Stahl, 2010). 

Significance of the Problem  

As many as 20% of veterans who have deployed in support of Operation Iraqi Freedom 

(OIF) and Operation Enduring Freedom (OEF) meet criteria for a diagnosis of PTSD after 

combat-related exposures and trauma (Steenkamp & Litz, 2013). The Institute of Medicine 

(IOM) (2014) issued a report brief regarding PTSD treatment in military and veteran 

populations, addressing the magnitude of PTSD:  

In 2012, 13.5 percent of U.S. Army service members had PTSD, as did 10 percent 

of Marines, 4.5 percent of Navy personnel, and 4 percent of Air Force personnel. 

The same year, more than half a million veterans of all eras sought care for PTSD 

through VA health care services—making up 9.2 percent of all VA users. Almost 

24 percent of these veterans (119,500) had served in the Afghanistan and Iraq 

conflicts. (p. 2) 
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In addition to being at a higher risk of occupationally- related traumatic exposures, Soldiers often 

have confounding factors that contribute to an elevated risk of developing PTSD (Stahl, 2010). 

Soldiers often have multiple combat deployments, which increase the likelihood of personal 

threats or exposures and witnessed events, and can prolong the fear and anxiety responses. 

Family separation and strained support systems during deployment, as well as reintegration and 

readjustment following a deployment, can further complicate recovery. Additional concerns 

related to Soldiers and PTSD include risk for mild traumatic brain injuries, comorbid substance 

use and pain, suicidality with access and knowledge of lethal means, and barriers to seeking care 

related to behavioral health stigma and career implications (Stahl, 2010).        

          The high volume of service members requiring behavioral health care since 2001, 

combined with the negative implications of untreated PTSD, led the VA and the DOD healthcare 

systems to develop the evidence-based guidelines to ensure more standardized and effective 

PTSD treatments (VA/DOD, 2010).  

Evidence for Use of the Clinical Practice Guideline 

           During the review of literature, the quantity of information to inform the treatment of 

PTSD was overwhelming and made more manageable by limiting the search to systematic 

reviews based on active duty and veteran populations and by narrowing the focus to combat 

related PTSD treatment. Full-text articles were evaluated for their level and quality of evidence 

using the Johns Hopkins Nursing Evidence-Based Practice Research Evidence Appraisal Tool 

and the Johns Hopkins Nursing Evidence-Based Practice Evidence Level and Quality Guide. The 

articles consisted of Level I to Level III evidence with variable quality. The evidence is generally 

consistent across modalities and treatment recommendations are aligned with the 2010 VA/DOD 
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CPG for the management of PTSD, as evidence by the Literature Synthesis Summary illustrated 

in Table 1.  

Table 1: Literature Synthesis Summary  

 

 

AUTHOR (YEAR) STUDY 

DESIGN  

 

(AIM) 

MODALITIES STRENGTHS WEAKNESSES AGREE 

WITH 

VA/DOD CPG 

Bisson, et al 
(2013) 

SR 
Cochrane 

 
(PTSD SX) 

CBT (TFCBT, non TFCBT, 
group) 

Wait list/ Usual Care, other 
(supportive) 

RCTs 70, 4761 subjects; 
outcome measure consistent 

Authors assessed high or 
unclear risk of bias, 

determined low quality 
studies 

Y 
TFCBT, 

EDMR 
effective 

Dinnen, et al 
(2015) 

SR 
 

(PTSD SX) 

CBT (PE); CPT; EMDR 2 RCTs 1 non random CT; 3 
uncontrolled pilot studies; 

small samples, method 
limitations, lack of 

comparison conditions 

Impaired cognition? 

Y 
 

PE, CPT, 
EMDR 

 

Mello, et al 
(2013) 

SR 
 

(PTSD SX) 

CBT, PE, CPT compared to 
each other or EMDR, wait list 

or usual care 

29 RCTs, low quality scoring 
and removal of study; 

outcome measures 

More exposure based THx 
studies; attrition; 

manualized techniques 
(essential components) 

Y 
 

CBT, PE, CPT 
equally 

effective; 

EMDR > CBT 

Metcalf, et al 
(2016) 

SR 
 

(Emerging 
THx-CAM) 

15 interventions 
Mind-body: acupuncture, 

emotional freedom tech., 
mantra, yoga 

19 studies- Moderate quality 
RCTs for mind-body Tx with 

active Tx showing efficacy 

Non-randomized included, 
Most with method 

limitations, small samples 

M 
 

Adjunctive Tx 
Acupuncture 

promising  

Steenkamp, et al 
(2015) 

SR 
 

(THx in 
veteran pops) 

CPT, PE vs wait list or usual 
care, EMDR trials 

9 RCTs, 883 subjects, active 
or veteran inclusion except 

EMDR studies 

Limited # studies, Small 
sample sizes, attrition, 

EMDR trials CIV and pre 
2003 

Y 
 

Marginally 
superior to 

wait list  

Tawa & Murphy 
(2013) 

SR 
Integrative 

 
(Pharm) 

SSRI as 1st line vs 
propranolol 

5 RCTs well designed, 
studies support resistant 

PTSD in veterans and 
highlight need for alternative/ 

adjunctive RX 

Ethical considerations with 
propranolol and 

preventative focus with 
reduction of multiple 

physical Sx, small pool of 

studies 

Y 
 

SSRI as 1st 
line 

AUTHOR (YEAR) STUDY DESIGN  
 

(AIM) 

MODALITIES STRENGTHS WEAKNESSES AGREE WITH 
VA/DOD CPG 

Cusack, et al 
(2016) 

SR/MA 
 

(THx) 

CT/CPT, CBT-Exp, SIT, 
EMDR vs each other, wait list, 

usual care 

64 RCTs; detailed, 
discriminate; PE- high 

strength of evidence (SOE) 

SOE less for other 
modalities, poor 

generalizability 

Y-CPT, CBT 
M-EMDR, 

SIT 

Goodson, et al 
(2011) 

SR/MA 
 

(VA Tx-CPG) 

Exposure therapies (broad), 
Cognitive Thx 

10 RCT, comparative effect 
sizes; overall large sample, 

combat r/t 

14 Open trials, broad 
category of exposure (PE, 

EMDR) 

Y 
Med ES: 

PE, CPT, 
CBT 

Haagen et al 
(2015) 

 

SR/MA 
 

(CPG) 

EMDR, CBT, CPT, PE, SIT 
 

Individual & group 

69 treated samples well 
designed, combat r/t; 

Strong pre, post data 
 

Type I errors- exploratory, 
may fail to ID predictors; 

lack of follow-up data 

Y 
ET, CPT> 

EMDR, SIT 

Hoskins, et al 
(2015) 

SR/MA 
 

(Pharm-monothx) 

SSRI, TCA, MAOI, others 51 RCTs, excluded trials, 
trauma focused THx and 

experimental meds 

Heterogeneity-
generalizability; Attrition, 

Rx w THx? 

Y 
 

SSRI 
Sml ES 

Lenz, et al 
(2014) 

SR/MA 
 

(THx) 

CPT, PE, present centered, 
wait list 

11 studies Small sample-non RCT, 
Sample 69% Caucasian, 

> women, CIV 

Y 
 

CPT 

Powers, et all 
(2010) 

SR/MA 
 

(THx) 

PE, CPT, EMDR, CT, SIT vs 
wait list, usual care 

13 RCTs, 675 subjects Similar research groups 
publishing, Poor 

comparison data, not with 
RX 

Y 
PE, CPT, 

EMDR, SIT 

Puetz, et al 
(2015) 

SR/MA 
 

(Pharm) 

SSRI, TCA, AntiPsych, 
AntiConv, other 

18 DB RCTs, combat pops, 
validated measures 

Small samples, 
compliance and 

concomitant med use 

Y 
 

SSRI 

Watts, et al 
(2013) 

SR/MA 
 

All Tx 

Psychotherapy and 
Psychopharmacy Tx vs wait 

list or active control 
comparisons 

112 studies, large sample 1980-2012, “any Tx”; 
difficult to compare 

designs, methods 

Y 
CT, PE, 

EMDR; SSRI 
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Adherence to the Practice Guideline 

The 2010 VA/DOD CPG for PTSD acknowledges that CPG recommendations aim to 

assist clinicians with clinical decision-making by providing the latest evidence and are not a 

substitute for clinical judgment or patient preference. The evidence-based psychotherapeutic 

interventions use manualized or packaged techniques to ensure fidelity of treatment, making it 

crucial for behavioral health providers to adhere to the modality protocols, such as scripting and 

sequencing. Research suggests that therapy provided to a significant number of service members 

did not meet the manualized standards (Levin, 2012) and, according to Wilk et al. (2013), many 

providers self-report using the evidence-based modalities, but also self-report deviation from the 

manualized core techniques of the treatment modality. The same article points out that, on 

average, clinicians only used about half of the manualized or packaged evidence-based 

techniques that they were trained in (Wilk et al., 2013). Although it is unclear how deviations 

from the manualized techniques of therapy affect treatment outcomes, providers should strictly 

adhere to the manualized techniques of each modality in order to ensure the fidelity of the 

evidence-based care provided to patients. 

Literature also indicated that providers use different metrics for assessing treatment 

effectiveness, which implies that treatment outcomes and symptom improvement outcomes are 

not being measured equivalently (IOM, 2014). Furthermore, a majority of the measurement tools 

(metrics) only assess process measures and do not report the impact of treatment on measures of 

patient symptom severity (IOM, 2014). Shin, Greenbaum, Jain, & Rosen (2014) discuss how the 

use of process metrics, instead of symptom severity measures, can be misleading in assessing the 

efficacy of both psychotherapy and psychopharmacology. Therefore, they suggested that all 

providers use a standardized evidence-based assessment tool such as the PTSD Checklist (PCL-
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5) for the Diagnostic and Statistical Manual of Mental Disorders (5
th

 Edition) (DSM- 5) in order 

to compare treatment efficacy in a standardized format and drive positive clinical outcomes 

(Shin, Greenbaum, Jain, & Rosen, 2014). 

Local Treatment Policy  

          The Department of Behavioral Health encompasses all behavioral health services at Fort 

Bliss, Texas, and falls under clinical services at William Beaumont Army Medical Center  

(WBAMC). Local policy at WBAMC is directed by regulations and policy from the Office of 

The Surgeon General (OTSG) at United States Army Medical Command (MEDCOM). Policy 

memo14-094, signed December 18, 2014, from OTSG/MEDCOM delineates guidance on the 

assessment and treatment of service members who present with symptoms consistent with PTSD. 

This policy memo specifically instructs anyone who provides or directs behavioral health 

treatment to comply with recommendations from the 2010 VA/DOD CPG (Department of the 

Army, 2014). This policy memo addresses screening, diagnosis, and treatment, as well as co-

occurring mental health diagnoses and adjunctive treatment modalities. Additionally, the memo 

specifies that individual patient preferences and clinical judgment may serve as rationale for 

deviation from the CPG, although it is the expectation and standard of care. 

Practice Guideline Summary of PTSD Treatment   

          The VA/DOD CPG (2010) endorses specific evidence-based pharmacologic and 

psychotherapeutic treatment modalities for PTSD based on comprehensive research by their 

working group. The VA/DOD CPG (2010) identifies psychotherapy and psychopharmacologic 

agents that have shown benefit for patients with PTSD and makes algorithm-based 

recommendations for first-line treatment interventions, either used alone or concurrently. 
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Psychopharmacologic agents are classified and either recommended or discouraged based on 

evidence of known benefit, or possible harm, to patients with PTSD (VA/DOD CPG, 2010).  

Clinical judgment and provider or patient preference may dictate the use of pharmacologic 

agents that differ from the treatment guidelines. 

          According to the VA/DOD CPG (2010), when a service member screens positive for 

trauma exposure and PTSD symptoms, the provider and patient collaboratively form a treatment 

plan. Primary care managers (PCMs) can assess and diagnose PTSD however; they should refer 

to behavioral health if the patient prefers it, if comorbid mental health disorders are present, or if 

the severity is beyond the training, experience, or comfort level of the primary care provider. 

Both the PCM and behavioral health provider are able to initiate first-line treatments.  

Psychopharmacology.  While clinical judgment should always be utilized in 

determining which medication is right for the patient, the VA/DOD CPG (2010) specifically 

identifies monotherapy with either a Selective Serotonin Reuptake Inhibitor (SSRI) or a 

Serotonin Norepinephrine Reuptake Inhibitor (SNRI) as first-line pharmacotherapy for patients 

with PTSD. These pharmacologic agents target serotonin and norepinephrine and aim to reduce 

anxiety and depressive symptoms in patients with PTSD. The VA/DOD CPG (2010) identifies 

SSRIs and SNRIs as having the most significant benefit for reducing PTSD symptom severity 

and insufficient evidence supports the use of other medications as a first-line or monotherapy for 

PTSD treatment. Some benefit has been shown to reduce PTSD symptoms with the use of 

Tricyclic Antidepressants (TCAs), Monoamine Oxidase Inhibitors (MAOIs), Mirtazapine, and 

Nefazodone. Other medications and classes of medications have been listed specifically as 

having “unknown benefit” or “no benefit”, with benzodiazepines listed as harmful for patients 
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who are treated for PTSD. Adjunctive medications may also be used to treat specific symptoms 

such as Prazosin to reduce nightmares, which has shown some benefit. (VA/DOD, 2010)    

Psychotherapy.  Psychotherapies aim to reduce symptom severity and functional 

impairment as well as to improve quality of life for the patient (VA/DOD, 2010). Evidence-

based therapies recommended for the treatment of PTSD are trauma-focused psychotherapies 

and stress inoculation training (SIT), both of which show significant benefit for patients with 

PTSD. Trauma-focused therapy covers a range of specific modalities with components of 

cognitive and emotional processing with consideration for learning and fear-conditioning 

theories (VA/DOD, 2010). These modalities help the patient to process the trauma exposure and 

use cognitive restructuring to reduce the emotional response to the trauma, and alleviate PTSD 

symptoms (VA/DOD, 2010). Examples of trauma-focused modalities are Prolonged Exposure 

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

Reprocessing (EMDR). Stress Inoculation Training helps to reduce functional impairments uses 

various relaxation techniques in order to reduce trauma-related avoidance, anxiety, and 

cognitions without focusing on specific traumatic memories (VA/DOD, 2010). Components of 

cognitive and exposure therapy may be included in SIT but are not the focus. Other treatment 

modalities or services are appropriate during treatment and can include: (a) psychoeducation for 

symptom-specific management (sleep, pain, anger, etc.); (b) psychosocial therapy for co-existing 

conditions such as substance use disorders or, for marital and family therapy; (c) case 

management; (d) social and spiritual support services; and (e) acupuncture or other 

Complimentary and Alternative Medicine (CAM) modalities; however, these modalities should 

be used adjunctively and not as monotherapy (VA/DOD, 2010). 
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Symptom reassessment. As part of comprehensive and individualized treatment 

planning, the VA/DOD CPG (2010) suggests reassessment of PTSD treatment efficacy and 

patient compliance at least every 90 days using a measure of PTSD symptom severity such as the 

PCL-5. A measure of depressive symptom severity, such as the PHQ-9, is also strongly 

encouraged. The VA/DOD CPG (2010) suggests that other measures, such as anxiety scales and 

substance use or suicide screening tools, should be considered based on individual patient needs, 

used to plan treatment, and assess treatment progress.   

Military Relevance of the Problem  

The military invests large amounts of time and money into training service members in 

their specialized job, as a means to accomplish a global defense mission. By treating PTSD with 

safe, efficacious, evidence-based psychotherapy and psychopharmacology, the military can 

potentially return these service members back to full duty. In addition to caring for service 

members, underlying aims exist to retain well-trained service members who wish to remain in 

service and to decrease healthcare spending. The IOM (2014) reports that the DOD spent 294 

million dollars on PTSD care, while the VA spent 3 billion dollars on PTSD care. Mentally 

healthy and functional service members, that are returned to duty, benefit the military by 

lowering the financial burden on the military healthcare system and increasing overall combat 

readiness of the fighting force.  

Nursing Relevance of the Problem 

 Patients with PTSD are treated across the spectrum of healthcare services and are seen in 

a variety of care settings where nurses are integral to care and, therefore, are likely to care for 

patients with PTSD during their career. Advance Practice Registered Nurses (APRNs) are 

primary care practitioners and may be the first to screen and identify PTSD symptoms in their 
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patients, playing a key role in the clinical decision-making and management of patients with 

PTSD (VA/DOD, 2010). Psychiatric Mental Health APRNs provide direct care for patients with 

PTSD and work collaboratively with other healthcare team members. Considering the prevalence 

of PTSD in the military population, it is important for nurses working in the DOD to understand 

the PTSD treatment guidelines outlined in the VA/DOD CPG (2010) and implications for their 

particular nursing role. 

Clinical Question 

Are active duty service members with PTSD receiving evidence-based treatment from 

Behavioral Health Providers at Fort Bliss, Texas, according to the 2010 VA/DOD CPG for 

PTSD?  

Focus Areas 

This program evaluation project team will: (a) conduct a staff inquiry regarding provider 

knowledge and perception of adherence to the 2010 VA/DOD CPG for the management of 

PTSD; (b) examine current provider practices in comparison to the 2010 VA/DOD CPG 

recommendations; (c) identify any discrepancies in the delivery of evidence-based clinical care 

for Soldiers with PTSD; (d) attempt to understand any knowledge or practice gaps and provide 

interventions to bridge treatment practices with current evidence; and (e) conclude with 

recommendations for future program implementation and practice improvements at Fort Bliss. 

Short-term goals of this project include increasing awareness and knowledge of the 2010 

VA/DOD CPG for the Management of PTSD with emphasis on treatment algorithms, evidence-

based treatment modalities, and patient reassessment at a minimum of every 90 days. By 

increasing this knowledge and highlighting the evidence-based efficacy of the 2010 VA/DOD 

CPG, the team hopes to increase the adherence to the treatment recommendations for PTSD. 
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Long-term goals of this project include the standardization of CPG training as well as program 

implementation and assessment.  

Organizing Framework 

Since this project is a program evaluation of CPG treatment adherence, current practices 

of behavioral health providers at Fort Bliss will be evaluated. Rosswurm and Larrabee’s Model 

for Evidence-Based Practice Change will serve as the framework of the project (White & 

Dudley-Brown, 2012). The six-step model serves as a guide for organizations to make the shift 

from traditional and institutional practices to evidence-driven practices. Since the Fort Bliss 

project is a program evaluation of evidence-based practice guidelines that should already be in 

place, the team will focus on applicable steps of the implementation model: steps one, five, and 

six.  

Project Design 

General Approach          

          This project is a program evaluation of treatment practices for active duty patients with 

PTSD, cared for by behavioral health providers at Fort Bliss, Texas. The specific aim of the 

project is to assess adherence to the 2010 VA/DOD CPG treatment recommendations for PTSD. 

For the purposes of this project, provider adherence to the 2010 VA/DOD CPG for management 

of PTSD means: (a) a licensed mental health provider; (b) provided treatment to an active duty 

service member diagnosed with PTSD; and (c) the patient received an evidence-based treatment 

modality supported by the 2010 VA/DOD CPG for management of PTSD. The team reviewed 

the Fort Bliss behavioral health clinics’ electronic records for patients diagnosed with PTSD and 

compared the treatment modality used by the provider to the recommended treatment modalities 

found in the VA/DOD CPG for management of PTSD. Findings and recommendations will be 
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made based on information gathered and synthesized from a behavioral health staff inquiry as 

well as a retrospective chart review of treatment practices. 

Setting 

 The objective data for this program evaluation was collected from three outpatient 

behavioral health clinics at Fort Bliss, Texas. These clinics are embedded in the garrison 

commands of the 1st, 2nd, and 3rd Brigades of the 1
st
 Armored Division, referred to as 1-1, 2-1, 

and 3-1 respectively. Each Embedded Behavioral Health (EBH) Clinic serves one Brigade 

Combat Team (BCT) with an empanelment of approximately 4000 Soldiers. The team members 

conducted a retrospective, longitudinal chart review at each clinic, reviewing electronic medical 

records (EMR) in the Armed Forces Longitudinal Health Technology Application (AHLTA), of 

patients diagnosed and treated for PTSD from January 2017 to December 2017.  

Additionally, subjective data was collected through a short, anonymous staff inquiry 

disseminated to behavioral health providers at Fort Bliss who treat adult patients. The 

Department of Behavioral Health includes 90 providers however; those providers who work 

primarily in the Child and Family Behavioral Health Services (CAFBHS) and Substance Use 

Disorder Care (SUDC) Clinics were not surveyed. The purpose of the inquiry is to obtain a broad 

picture of CPG knowledge and PTSD treatment practices among the department by asking 

behavioral health providers about their general knowledge and practices related to PTSD 

management and the 2010 VA/DOD CPG. Similar to the chart audit tool, the inquiry questions 

are aligned with the PTSD treatment recommendations provided in the 2010 VA/DOD CPG.    

Procedural Steps 

Essential tasks of the Fort Bliss project include: (a) identify key leaders and stakeholders 

and conduct meetings; (b) obtain IRB approval; (c) administer inquiries to behavioral health 
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providers at Fort Bliss in November 2017; (d) review electronic patient records in AHLTA 

during the months of January and February 2018; (e) conduct a data analysis and synthesis of 

information from record review and inquiry findings by March 2018; and (f) engage clinical 

experts to develop appropriate interventions for staff education and practice standards aligned 

with the 2010 VA/DOD CPG recommendations for the management of  PTSD. The findings and 

recommendations for this program evaluation will be presented to behavioral health leadership at 

Fort Bliss as well as in academic forums at WBAMC and the Uniformed Services University.  

HIPAA Concerns (IRB) 

 The Institutional Review Board (IRB) at WBAMC approved this project. Although 

patient data was collected and studied for this project, the data was recorded using a unique 

patient identifier and patient identifiable information (PII) was not recorded nor stored for this 

project. Therefore, the DNP project was submitted to the IRB as exempted status since the risks 

are considered as everyday risks.   

Project Results 

Longitudinal Retrospective Chart Review 

         The Fort Bliss project team conducted a retrospective longitudinal chart review of service 

members diagnosed and treated for PTSD at Ft. Bliss between January and December 2017. In 

order to prevent this chart review from becoming focused on a provider’s documentation ability, 

three EMR encounters from each eligible service member were reviewed. The first encounter 

reviewed was that of the initial diagnosis, the second was a follow-up visit within 90 days, and 

the third, or ninety-day follow-up, visit was reviewed in order to capture the provider’s intended 

treatment goals, interventions, and re-assessment. This longitudinal approach intended to prevent 

categorizing treatment as non-adherent due to documentation (e.g. no documented intervention, 
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no documented PCL-5 reassessment) and to increase the accuracy of determining if the service 

member received evidence-based treatment in accordance with the 2010 VA/DOD CPG for 

management of PTSD.  

          From January to December 2017 the three EBH clinics at Fort Bliss reported 127 service 

members as being treated for PTSD. The project team collaborated with the EBH nurse case 

managers and clinical officers-in-charge in order to identify those service members diagnosed 

with PTSD at each respective EBH clinic. No PII was recorded nor stored by the project team 

during the course of the chart review. Furthermore, the data findings do not identify or separate 

individual providers and does not stratify findings per individual clinics.  

           The project team excluded any service members diagnosed with PTSD prior to arriving at 

Fort Bliss, as this was a program evaluation of this location specifically. The team excluded 

service members with PTSD who were concurrently being treated for substance use disorders. 

The also team excluded service members with PTSD who were currently attending intensive 

outpatient treatment for any co-occurring psychiatric disorder. The team excluded service 

members who did not have at least 90 days of outpatient visits documented in AHLTA. The 

purpose of the aforementioned exclusionary criteria was to create a sample population of service 

members with PTSD, whose treatment could accurately determined to be in accordance with the 

2010 VA/DOD CPG. After all exclusionary criteria were applied, 65 service members were 

included into the retrospective chart review.  

           The chart audit tool consisted of three clinical components: (a) current pharmacological 

treatment modalities; (b) current psychotherapeutic modalities; and (c) PCL-5 reassessed with 90 

days of initial diagnosis. In order for a patient’s treatment to be considered compliant with the 

2010 VA/DOD CPG, the EMR must have included a recommended pharmacological agent 
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and/or a recommended trauma-focused psychotherapy, documented in at least one of the three 

reviewed encounters, and have a documented reassessment within 90 days using a PCL-5 or 

PTSD checklist. In order for a patient’s treatment to be categorized as non-compliant, the EMR 

did not include documentation of a recommended pharmacotherapy, and/or a recommended 

trauma-focused psychotherapy, and did not have a documented PTSD symptom reassessment 

during the course of 90 days.  

            Findings.  The primary aim of this project was to determine if service members 

diagnosed with PTSD are receiving evidence-based treatment according to the 2010 VA/DOD 

CPG for the management of PTSD. Of the 65 service members included in the retrospective 

longitudinal chart review, 77 percent received evidence-based treatment in accordance with the 

CPG. Twenty-three percent of the service members did not receive evidence-based treatment in 

accordance with the 2010 VA/DOD CPG. Of the 15 service members who did not receive 

evidence-based treatment in accordance with the CPG, 10 were due to failure of PTSD symptom 

reassessment within 90 days of their PTSD diagnosis. In other words, only 5 service members 

(less than 1 percent) did not receive evidence-based pharmacotherapy or psychotherapy 

treatment interventions.  

          Of the compliant charts reviewed, the data demonstrates that 30 percent of the documented 

psychotherapy interventions were trauma-focused therapies recommended by the 2010 VA/DOD 

CPG. However, that 30 percent is a combined percentage, which includes both psychotherapy 

alone and psychotherapy in combination with pharmacotherapy. Service members receiving 

pharmacotherapy alone was calculated at 18 percent, psychotherapy alone at 45 percent, and 

combination therapy at 37 percent. 
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          The project findings indicate that 92 percent of those service members whose EMR was 

reviewed did receive evidence-based treatment for PTSD according to the 2010 VA/DOD CPG, 

when the data is controlled for symptom reassessment with the PCL-5. The project team can 

confidently make this assertion because the PCL-5 is required to be completed in BHDP prior to 

an appointment, however the provider may not have documented it in AHLTA.  

Subjective Provider Inquiry              

          The purpose of the staff inquiry was to gain a subjective understanding of the current 

knowledge and provider perceptions of adherence to the 2010 VA/DOD CPG for the 

management of PTSD. The inquiry was voluntary and anonymous, and disseminated during staff 

meetings to licensed behavioral health providers and did not include non-credentialed nursing or 

ancillary staff members. Questions were aimed at the individual providers, specifically their 

treatment practices and first-line treatment interventions and reassessment practices for 

managing patients with PTSD. The inquiry did not ask for personally identifying or clinic 

specific information in order to maintain confidentiality and reduce the perception or worry of 

punitive or corrective action aimed at individuals or specific clinics, as this is a program-wide 

program evaluation and maximum participation was encouraged.  

           Findings.  As previously mentioned the Fort Bliss Department of Behavioral Health 

consists of 90 providers. For the purposes of this project, only those providers who manage the 

treatment of active duty Soldiers with PTSD, and excluding those who primarily manage patients 

within the Substance Use Disorder Care Clinic (SUDCC) treatment, were asked to participate in 

this anonymous staff survey. Of the 47 eligible providers, 34 inquiries were returned, yielding an 

impressive 72 percent response rate. Interestingly, 91 percent of responders indicated they were 

aware of the 2010 VA/DOD CPG for the management of PTSD (Item 1). Twenty-seven 
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responders, or 79 percent, indicated that they generally followed the CPG recommendations 

(Item 2).  

         Thirteen responders indicated that they were non-prescribing providers and 14 inquiries 

were left blank for the item regarding first-line pharmacotherapy (item 3), where 7 of the 

remaining 17 responders reported prescribing SSRI and SNRI as first-line psychopharmacologic 

agents. All reported medication classes or specific medications were appropriate for the 

management of PTSD and associated symptoms, such as Prazosin for nightmares. 

Benzodiazepine use was not reported as a first-line psychopharmacologic agent by any 

responder. 

           When asked about first-line psychotherapeutic modalities (Item 4), many responders 

reported more than one modality with a total of 31 responses congruent with the evidence-based 

recommendations outlined in the 2010 VA/DOD CPG for the management of PTSD. Thirty-

three responders indicated that PTSD symptoms were reassessed at least every 90 days using the 

PCL-5 (Item 5), again indicating strong compliance in reassessment practices and the use of 

BHDP. 

Synthesis of Findings 

           Data from the chart review reveals high adherence to evidence-based PTSD treatment 

recommendations in accordance with the 2010 VA/DOD CPG for the management of PTSD. 

However, the data also suggests that documentation in the EMR does not accurately reflect this 

treatment due to inconsistent documentation for each encounter as well as non-specific 

terminology used. For example, “individual therapy” cited in the treatment plan for 

psychotherapeutic treatment intervention was not specific in identifying a therapy as trauma 

focused. Additionally, medications that were consistent with CPG recommendations may have 
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been associated with a co-occurring diagnosis such as depression, rather than being associated 

with the PTSD diagnosis. 

Discussion 

Limitations of this Project 

          The original aim of this program evaluation project was to determine if service members 

diagnosed with PTSD at Fort Bliss are receiving evidence-based treatment according to the 2010 

VA/DOD CPG recommendations. In order to achieve the aim, a retrospective longitudinal chart 

review was conducted, which relied on the accurate documentation of care by the behavioral 

health provider. Therefore, it is possible a service member received evidence-based treatment 

according to the 2010 VA/DOD CPG, but that treatment was not accurately documented or 

captured in the EMR.  

          The chart audit tool examined adherence to the 2010 VA/DOD CPG recommendation to 

complete a 90-day reassessment of PTSD symptoms with a validated outcome measure tool such 

as the PCL-5. Service members are required to complete a PCL-5 in the Behavioral Health Data 

Portal (BHDP) at every appointment or as designated. Therefore, it is possible that the behavioral 

health provider did not document the PCL-5 reassessment in the EMR even if it was completed 

in BHDP, a separate database from the MHR, which does not automatically populate to the 

service members’ EMR.  

          The recommended psychotherapeutic modalities for PTSD are broadly labeled as trauma-

focused psychotherapies and include a variety of specific modalities that require specialty 

training or highly manualized techniques, whereas behavioral health providers may not be 

trained in trauma-specific modalities. Furthermore, it is possible that the behavioral health 
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provider was actually using a trauma-focused therapy but documented “Individual therapy” in 

the treatment plan within the EMR.  

          Although the project team tried to select PTSD patients diagnosed at Fort Bliss without 

other co-occurring substance use or other psychiatric diagnoses, documentation did not always 

associate the medication regimen or psychotherapeutic modality to the PTSD diagnosis 

specifically. Therefore, it is possible that behavioral health providers met the adherence criteria 

as outlined for this project, but were actually treating a co-occurring or pre-existing diagnosis. 

          The subjective provider inquiry aimed to gather information regarding knowledge and 

perceptions of compliance with the 2010 VA/DOD CPG for the management of PTSD. The 

response rate was promising. However, many providers left items blank or marked multiple 

modalities (as was permitted), which diminished he quality of the data and does not provide an 

accurate picture of the providers’ knowledge or practice perceptions. The syntax of inquiry items 

was deliberate to prevent items from conducting primary research versus program evaluation. 

The inquiry as it is presented would require a higher response rate per each items and follow-on 

questions in order to translate the inquiry findings into meaningful data. Additionally, verbiage 

should have aimed to limit multiple answers per item.  

2017 CPG Update & Policy Guidance 

In 2017, the VA and DOD released an updated CPG for the Management of 

Posttraumatic Stress Disorder and Acute Stress Disorder (ASD). The updated CPG did not alter 

the aims or process of this Ft. Bliss DNP project. Furthermore, the updated recommendations 

from the 2010 CPG to the updated 2017 CPG would not have altered the findings of this project 

without alterations to the provider inquiry and chart audit tools. However, it is important to 
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briefly describe some of the major differences found in the most current CPG and incorporate 

these changes in the project interventions to ensure the most current guidelines are disseminated.  

The most significant change in the current 2017 VA/DOD CPG for the management of 

PTSD and ASD is the recommendation for individualized, manualized trauma-focused 

psychotherapy over other pharmacologic and non-pharmacologic interventions as the first-line 

treatment of PTSD. While the 2010 VA/DOD CPG recommended either SSRI/SNRIs or trauma-

focused psychotherapy as the first-line treatment for PTSD, the 2017 VA/DOD Work Group 

recognized the potential lack of individual trauma-focused psychotherapy trained providers. The 

Work Group then recommended pharmacotherapy or individual non-trauma-focused 

psychotherapy in the absence of trained providers or as patient preference dictates (VA/DOD, 

2017). The recommended evidence based trauma-focused psychotherapies have not changed 

from the 2010 VA/DOD CPG.  

             In comparison to the 2010 VA/DOD CPG, the 2017 VA/DOD CPG recommends 

specific SSRI/SNRIs instead of a general drug class recommendation. Specifically, the 2017 

VA/DOD CPG recommends Sertraline, Paroxetine, Fluoxetine, and Venlafaxine over other 

SSRI/SNRIs; however, it does not suggest using other SSRI/SNRIs is inappropriate with the 

exception of the use of Citalopram as monotherapy for the treatment of PTSD. The last 

pharmacological change is the downgrading of strength of evidence for the use of Prazosin for 

PTSD associated nightmares. In the previous CPG, Prazosin was classified as Some Benefit for 

PTSD associated nightmares, but the 2017 VA/DOD CPG classifies Prazosin as No 

Recommendation For or Against its use. 

           Policy guidance from OTSG and MEDCOM has not been updated to reflect or support 

the use of the updated 2017 VA/DOD CPG the management of PTSD and ASD. Additionally, 
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the Military Health System (MHS) is currently transitioning to a service unified command 

authority under the Defense Health Agency (DHA). Accessing current policy guidance can be a 

cumbersome process and this transition further complicates the process.  

Project Interventions 

            The Fort Bliss project team will meet with the Department of Behavioral Heath 

leadership to report the findings of this program evaluation. After discussion and further 

guidance, the project team will recommend a staff education plan to disseminate full and updated 

treatment recommendations as presented in the 2017 VA/DOD CPG for the management of 

PTSD and ASD. Providers may also benefit from a quick reference card for each of the 

VA/DOD CPGs. Additionally, the team hopes to inspire further standardization within the 

Department of Behavioral Health as well as a means to access a consolidated repository of 

clinical and administrative resources to access updated clinical references and to enhance 

continuity of care among department providers.  

Recommendations 

Standardization             

            Based on the findings and challenges of this program evaluation project, the Fort Bliss 

project team makes several recommendations with the understanding that independent providers 

make clinical judgments that guide individual treatment. These recommendations do not intend 

to diminish independent practice; however, they do aim to standardize evidence-based practice 

and documentation in the context of policy adherence. The first recommendation is to ensure 

staff education and training regarding behavioral health CPGs and policies are current and 

consistent across the department. There are existing tools within the EMR and BHDP to 

standardize charting templates and that recommend evidence-based practices. Second, the 
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department should maintain a centralized and updated share drive in order for providers to easily 

access and reference current, local policy, as MEDCOM policies are accessible from the 

Behavioral Health Service Line website and OTSG. Thirdly, documentation should be 

standardized across the department where appropriate and consistently evaluated through the 

current peer-review process and consider incorporating evidence-based treatment evaluations as 

part of peer-reviews. Finally, as mentioned, behavioral health providers may not be trained in 

trauma-specific psychotherapeutic modalities; therefore, it is recommended that providers are 

encouraged and afforded training opportunities to obtain and master such psychotherapeutic 

skillsets and their scheduling templates allow for utilization.  

 Future Research 

          While this project was a program evaluation, the team recommends primary research be 

conducted to further determine knowledge and practice gaps as well as understand barriers to 

providing and documenting evidence-based treatment according to CPGs and as directed by 

policy. As providers become specialized in trauma-specific therapy, it would benefit the 

department to conduct a program evaluation of referral management practices in order to 

optimize access to specific treatment modalities within the department and to efficiently manage 

patients who need network referrals outside of the MHS, providing a fiscal benefit to the MHS.  

Conclusion 

          Service members diagnosed and treated for PTSD at Fort Bliss are receiving evidence-

based treatment more than 90 percent of the time. Recommendations were well received by 

behavioral health leadership at Fort Bliss who have already taken steps to improve 

standardization of treatment documentation and have named a CPG champion to help 

disseminate information and educate the department on updated recommendations.  
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Appendix A: Provider Inquiry Tool 
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Appendix B: Chart Audit Tool 
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Appendix C: CITI Certificates- Brzuchalski 
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COLLABORATIVE INSTITUTIONAL TRAINING INITIATIVE (Cm PROGRAM) 
COURSEWORK TRANSCRIPT UPORT .. 

• IMffll : OWINWalkw(ID:-49908S8) 
•Effiall: c:hlfltl .~ .tdu 
• ln&titutlonAfflllldoft: UnifonnedServbtUnlYwlilyolTheHNll'IScienoN(ID : 395) 
• lnltltvtlonUnll: GSN 
• Phone : 2515893,W8 

• Cufricutum Gniup : OUSO P&R Humltl R...ard'1 (Cunnt) 
• COl.l'UL.HmlfOroup:Bbnedailn\lNtigl&lnandRNNl'd\StudyTum 
• Stage: S1lge 1 • Biomldical lnYHligillffl 

• Report ID: 
• R-,ortDlh : 
• CurnntScon .. : 

1Ml88115 
08/W201' .. 

~D , a.ECTIVE. ANO SUPPl.EIIENTAl MODULES 

HilayandElhk:lalHun-M~RNNtd't(ID : 4911) 
WOnned o:.-n (10: 3) 
Sodllnl 8ehlw:nl RtiMln:h (S8R)Jor8iomtclcalRH1an:tin {D: 4) 
Recarm,8ued R....ch (1):5) 

Genetic R-...n:h in Hunan Papulationl (ID: fl) 
~suti«:tl-RflNR::hhvoMngPrilonlfl(lD : fl) 
~&tijeds-ReNwchlr!YoMngaildl'ln(ID : 9) 
VlAnnblt Subj«;a • RtMardl fmoMrv Pregnant WDfNn, Human Fetulel , and Neonates (D: 10) 
~ RNeardl (D: 12) 
01b oflhe Undet s.aetary ofDefenle (PWl0nr'III and Rndinnll ID: 012) 
ConllctlalnetMlln RMMrdl ~ tunln SUbjecta (10: <&88) 

A~Gtoupl-wml-U .S. ~~(ID: 14080) 
8llic lndw0nlll Re'rilwBoerd (IRB)Reglutionaand Review PYoceN (ID: 2) 
~and Reporti\QUnanlk:ipaled Prob6lml lrwcMng Risks 105ubjectaor Olhlfl in BiomedicatR ... c:h(lD: ,,n7) 
~lnRNH'dl~AddtionlleoneJdwncnt#ld/or"ProliKtlonl(ID:186«1 ) 
ModljstlrNon-OoOP.....iCcnlldi'lgR .... dllnYOMngHt.rnan&it;K:tl~b'ftleDoO(D : 1876'1) 

MOST RECENT 
08/23/15 
08/23115 
08123115 
08/2l/15 
08/2l/15 

'''"'" 08/2l/15 
oe/23115 
oe/23115 

""'''" 00/2A/15 ..,,.,,, 
00/23/10 -· ..,,.,,, ..,,.,,, 

F«tt.1 Aaportto bev...._ the INIMrldifflllfled IDOY1I muathaw ~ a valid lfflllaUonwlttl u.cm Prognm MlhKrlbing Institution 
~abovti Ol'Mft ban• pllld lndepenant Leamw. =-Emit ftRCRloa+eai fflr 
Phtnt : 305--24~7i70 
Web: httpljl('www.eitjprgpm .prg 

COLLABORATIVE INSTITUTIONAL TRAINING INITIATIVE (CITI PROGRAM) 
COUJtSEWORX REQUIHME.NTS REPOR,-. 

·-·­•NtilutlonAflllilllion : 
•NtitutionUnl : 
• Phone: 

OllfWW.aw{l0:4~) 
ctwr. .......... . edu 
una:wmed 5eMcN ~ r:I The~ Sdenon (0: 395) 
OSN 
25158Q3448 

• cuntc:.,._ G,oup : OUSO Pf.R tunen RINel'Clh (CUll"WIQ 
• COWNL.NmefOroup : 8iomldiclllnYNtig1tcn•ndRINHn:n8tudyTNm 
..... : S.,.1 - Bil:ll'nd::al~ 

• R-,ortl> : 
•COMPkitloflO.. : 
-~o- : 
•~P~ 
-~1coni •: 

1'1918115 ...,.,,.,. 
"""'°'' .. .. 

RBlUltED AtC> fLECl1Vf .xKA..£1 OJI. Y DATE ooaol.ETED 
Racofdt.8MadRMNrct1{D: s1 oe,n,,s 
Vlhlatlle~ - ~ lnYoMngCNdten(IO: lij 0812Y15 
~~ - RNNrth~PIWO"MWoman , H!JmMF«uNt,and,.,,,.... 10:10) 0812l115 
~~Re.-n::ti(I0 : 12) 08fl3/15 
Blllic:lnd.6!nll~8Gwd(IR8)~8ndR MIW PnuM (ID: 2) 081231'15 
lrlonnadConNnl: (10:3) OBl23l15 
HilbyandEihicloll-lunal&qaa.R-rdl (ID: •N ) 01Vl3115 
&:dllll'ldaet.vlcnl:R...-d't{SBR)forBiomldlcalR .... CMR ll>· 4) 0Sf23115 
Gar181ic~lnHl.llwlf'Qpulatiof-. (ID: II) 0Sf21115 
PopatioralnR....-dl~Additianll Coraidan1tia, a andlorf>nMdicn (ID.: 1IIOIIO) Oll2A/'15 
~andRapormgUnriidpMdProbllfnll rwohir'lgRil&alloMljktt or ONnln 8iomtclicalR...an::n0D : 14777) 081'Mfl5 
CG6:aol_.ln~~lunan5ub;ecn (ID: '811) Oll/24f15 
Avoidilg Grout, H1nn8 . U.S. Reteadl Pe,aptd,IN (10: 1,oeo) 08124115 
O.C.ofNUndtr$ea8'1f)'olDefaraa(P.notNland~ )( D : fl12) Oll/24115 
lllc:Jo.Nb' Non-Oo0 Pflmnr'a~ RNt.cn lrWoMng tunan~Supp0f1ad ~-- OoO(O: 1S7ei) OBl2'/15 
~&.qada - RMNrctli!Wolw,gPrilonefa (I0:8 ) Oll/24115 

Forttlh Repc.1.to ba vaMd, U.INIMttdtftclhd above mu1thave "8d•v8Md all'IIM!Oft wllhtM aTI Proflr- NbacrMlg lnatllAion 
ldtntlltcl lbo¥t'«tt.aw been• ,-Id~'---- · cm....,... 
Emal: IPlllll10ail!'i "" 
Phc:na:305-2'3-7V70 
w.b : lOIIUrr« cjliqgpm m 



FORT BLISS DNP SOURCE DOCUMENT 35 

Appendix E: USU Form 3202N 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

USUHS FORM 3202N 
DANJKL K, INOUYE GRADUATE SCHOOL OF NURSING 
EVTDENCE-BASED PRA CTI CE/ PERFORMAN C E [M:PROV1': MENT PROPOSAL 

P,oj<d Numb« : ·:ro le I 9 3 y I 
VPR o ,ue Sta m 

Proj ect TIil e: En su rin g A ctfv • Du ty Servlc• Membe rs with PTSD Receive Evidence-Saud Tr eatment 

SECTION A: STUDENT POC INFORMATION 

l Id I E-ma il : •m .bnuc:h■ la auh■..tdu 

SECTION C: PROJEC'I' INFORMATION 
6. Attach the Abstracf for tl,e proposal, including 1hc following 11CCtions: Site Location of the Projec t, Title, Authm~, B11.d.gro1111d or 

Pmb lcmlbsuc:, Clin ica l Ques lion/'Purpo3c, Proj«: I Dci,ign, Anl icip11.ted Org1rniza1iooal lmp11cl/Tmplicatiora for Practice 11nd also 
inc hxk: the Pro :k.'d Timcline. S in c ~ 11cc the abslntel 1111d , i.se Times New Rollla n fu111, 5i:r:e 12. 

7. ls this proposal relate d tu 1m 11ctivc ~arch projec t of the Chair/Sen ior Men tor identified in Sectio a B? No 
lf yes, co mp lete below; ifnu, proceed lo Part 8. 

Project Number: ___ _ ___ __ _ 

Project T itle : 

Pro'cct Start Date : 

8. Antici pa ted perio d ofperfornumcc: Project Start Du te: 11112017 Project End Date: 41SOJ:to1a 

IJr=! UNJFORMED SERVICES UNJVEJISJT\ ' 
,._r. eftk /-forlt/JSrirnm 

OFFICE O F R ESEARCH 
4 30 1 Jo=BREc::E RoA D 

BETllE50 "'. MA'fVi " Cl208 1'1 "1 
PHONE.: t:30 1) 295- 3303 , F..u:: (30 11 29 5-677 1 

NOTICE OF PROJECT APPROVAL 
Chang e Number: Orlglnal 

VPR Slt eN umber : T0--6SN-61-934 1-0 l 

Prlnd pitll nvestlcator : 

Depart ment : 

Project Type: 

ProJect l ltle: 

Pr o)ectPe rlod : 

Brzucha lskl. Am y (GSN-61) 

GraduateSchoolof ·1,rrslng 

Student 

Ensur ing Acl:Ne Duty Servke Mem bers with PTSD Receive Evldence •Based r rea tm en t 

10/S/2 0 1? to 4/30/iOl-S 

An ura nce and Progres s Report lnfo, mat lon : 

Name 5taN;S. Forms RecelYed 

ProgrenRe poct 0 TobeSub mlned /A 

Remar ks: 
Tnls Not ice of Project Apprcwa1 has been rev iewed and a pproved . Pl-ease remembe r t hat yo u must submit a final 
Progres s Report I Form 3210 1 upon com ple tlo n of th is project. 

Que stio ns reg ardl~ t his a pprcwal should be du ett ed t o the folio ng pe rson In th e Office of Re~arc h: 

Rond a Dudley, (301) 29S-9818. 

cc : a rzuchats Amv !GSN-61) 

Verne ll Shaw 

f ile 

Ooog las 0 1 Ion 

Linda Wanzer 

YYOnne T. Mad dox, Ph.D. Date 
Vice Pre11d e nt for Resea rch 
unl formed Serv ices Un ers lty of t he Hea lth Science s 
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Appendix F: IRB Letter of Determination 

 

 
 

 

William Beaumont Anny Medical Center 
Human Research Protections Office 

" NOT RESEARCH" DETERMINATION PROJECT APPLICATION 

Appiotion Date: 

Proj@clTitle: 

Proj@cl I..Hd: 

Lmuing .A.cti1'9 Duo, &nic:cs MemMs 11-irlr PTSD Rscm ,., EvidtmefJ-bastui 
Ps, 'f:hotheraPJ! 

MAJ Brzuchals /cj 

.l . compFetea llsectionsaftheform . DONOTRfMOVEANYOfTHETIMPlATEDLANGUAGEOR 
MODIR ~M. Pie- be as complete ilnd thorough ;u possible . nsufflcie nt information may result 
in a del~ in comp letflr; the det.enninfflOn ~ -

2. Submit this complet:ed tom, .1long with .11II r•l"N supporti ni:: doci.n@nts to the Vv'BAMC Human 
Protections AdminisITTtor by e-ma,ll: l.lriss.1.a..schme~l.civ@ma i .mil 

1.1 Pfoj@ct TIM : Ensllri1f8 ,J.ctnw .DU1J' S.\'ict1 Mmttbetn ~itlt PTSD Racmw El'idt11JC•-ba!i«I 
Psychothwapy 

1.ZPfOiectL.ead 

R.lnk, Name , corps : M.ljor, Amy 8n:uch.llsti , A.N 

Tide JPGY-( )): DNP/ PMtflP Student 
service .1nd Department: PS-ychiatry/ Eduation 
cunent Dirty Station/Address: W8AMCfort 8liss, TX/ SOOS N Piedr:as SL, EJ P~ , TX 79920 

Phone NUmber: (901 ) 409-5371 
E-mail Address: amy.bnuchalski@usl.ftS .edu 

1.30thef~on Pf0iect 
R.lnk, Name , corps : M.ljor, cbar1e5 Walker , AN 
irde JPGY-( I): DNP/ PMtflP stude nt 
service and Department: PS-ychiatry/ Education 
current Duty Station/Add ress : W8AMCfort 8liss, TX/ SOOS N Piedr:as St.. EJ Paso, TX 79920 

Phone Humber : (2.Sl) 599-3448 
E-mail Address: charles.Wilt:«@usi.tls.ed u 

V.:rsotl4Mar21D11 

[ ]No 
[ ]N /A 

3.1 Desaibe the process, program,. or system to be improved or~: 
This project is .11 seJVice/progr.ml!'Villluationof.ldherl!nceto the 2010 Department of Veter.ms 
Affair.. (YA ) and Department ofDmnse (00D ) Oinic.i.l Practice Guidelines (CPG) for die 
man.1,1;emeotof Posttraumati.c Stress ; mon! specifu:.illy, ei.~tingtbe treatment ofPTSDusiog 

l!"\idence-based mod..liti.es i;i-,.~ by providers at behavior.ii health clinics only (uclude ~ 
cne ). 

3.2 Desaibe the purpose ~nd inten t of your project: 

The purpose of this DNP project is to I!\~ the Fort Bliss menttl health clinics .tdhereoc:eto 
n:ideJu:.e-based recommiend.ations. in ihe 2010 VaJDaD CPG for PTSD. The project will include 
patient da t a colled:ion and prm.-ide-wf-report SUI\~ data malysis , .u well a.s 
recommendations where necessaJ)' . The intmt o f tbe proj ect is to ensure pro,,-iders an aware of 
and adhering to the tn!atment reco~oos ; inten ;entions will include edncaticm to cl05e 
knaw~cti.c-e g:aps .IS well .u recommeod:ations 10 sen-ice chiefs related 10 other~ 
b,m,n. 

3.3 Describe the project memodoloff (step-by-step description of wh.it you wi l do): 
1. Data colle<.tionvia patient rKord review and p«Hider self-report SUNf!\'S (sept-NOY 2017] 
2. Dau Analysis of patient rn1 dm (Dec 2011) 
3. Agregatio n of su1Vey results jDec 2017} 
4. Identify r,;aps in knowledi:e and/or ~ice {J• 201S) 
5. Identify barriers to pr.lCtice (Jan 2018 ) 

6. M.lte recommendations to psychi;ltric service ~aders (Feb 2018) 
7. Eduation provided to psychiatric p,oviders (Feb-Apt 201a J 

3A Describe the datil to be collected: 
The t e.1mwiD iKCessAHLTA and ettDP databases to collect r:awdau points . Data points consist of 
treatment information .1nd personal ly identifiable information wil not be captured ; .11 unique project ID 
wi l be given toe.Id! patient. The team will conduct a record review of patie nts with .11 coded dia,gnmis 
of PnD (exdude MST relatH PTSD) to determine if treatment has f~ the recommendations of 
the 2010 V.IIDoD CPG for PTSD. Ihta points will include: PTSD Ox present (combat related) ; 
;as~t measures recorded in BHDP and &equency; ree\--am pharma.cotherapy used and 
dos.ages ; p sycbctber.ipy data to include mocWity , Ill1lDber of sess ions , 6-equeocy , etc. 

The t l!!il.m win also use a service such as Su1Vey Monkey to survey .1111 of the prcwiders assigned to fort 

8lis.s p:syd,iatric: cfinics. Data points will ndude : license type (MD, APRN, tcSW , Psychologist ); level of 
education ; tr:aining related to modalities ; years of pr;w:tice; aver:age runtier of p.itients seen/treated per 
week with PTSD; rei;ardint; the CPG-lmowledce b.lSed questions/11:aps, pr:actice pps and barriers ; .nd , 
level of conv"ort with relevant psychophairmacology and psychotherapeutic moda lities. 

3.5 Desaibe how the~ will be .aNolyzed: 
The patient r:aw d.111:a wil be entll!fed ntoSPSS , a statistical .1nalysis software progr:am, to calcul.111:e 
adherence rates and other stafutic:s .IS appropriate . The provider survey responses wil be igr;regated 
and surrmarized . 

:!.6 Desaibe the anticipa~ effMt on the pr OCHS, prognm, or system to M studied : 

2.1 Are the activities or intefVentions considered standar d of a.re? 

[xJves 
[ I No 
[ ]N /A 

2.2 Will ~ be colected from livinr; individuals th rOUOI some type of intervention? 

[ ]Ye5 (Desaibe in section3 .3) 
[xJNo 
[ ] N/ A 

2.3 Will you interxt: with a livinc individual? 

[ ] Yes(Desoibeinsection 3.3) 
[xJ No 

[ IN /A 

2.4 Will you access individua lly identffiKIII!! infonnation? 

The team win iKCess AHi.TA and ettDP di~s to collect r:awdau points . DaU points consist of 
treatmen t information .1nd per.;onally identifiable information wil not be captured ; a unique pro ject ID 
will be given toe.Id! patient. 

[xJ Yes - Check All that apply: 
(x] 1. N.IIT'll'S 

( ) 2. Street address , city, county , s-dir,;itlip code 
( ) 3. Months , daW !years are OK), ages >89 (unless .1111 persons over 89ymrs a,re aggre~ted 

intoasinglec.111:egory) 
( ) 4 . Telephone nwnben 
I I 5 . Fax numbers 
( )6 . E-mail .1ddresses 

(x]7 . soeiahecuritynumber 
(x] a. Medical record llllfflber 
( ) 9 . Health plan benefic:iiry number 
( ) 10 . Accooot nwnber 
( ) 11 . c:ertifo t,e/license number 

( ) 12 . Vehicle identificmon number fVIN) ~nd/or license plate nwnber 
( ) 13 . Device identifEJs and sen.ill numbers 
( ) 14 . URLS (Uniform Resource lOCatorsJ 
( ) 15 . Internet protoco l address number 
( J 16 . Biometric identifiers , such .s finger and voia! pmn 
( ) 17. FUD Rte photogra,phic imar;es or any comp.arable images 
(x] 18. AJ?f othe r ooique identifying: number , ch.1r:acteristic,. or code such .IS pa~t initials 

(PJOtJideUniqueldentififl ): 
for teamtradingplKJ)OSesonly 
second 1_gt:«so f f im and list Name , fM P, First .1nd list Digits of SSN, last fow only 
o:amp le: (Maj lk?ucha lski .ISSUbject ) MR2004 

Vc r!.iciin4"'19r21D17 l'llj;!:l oU 

The t eam.1nticipates gre.1ter .clherence to evidence-based care by dosing kno<Medi::e gaps .1nd 
identifying prKtice barriers, to ~ich education ilnd recommendations wil be provided . The te.1m 
ultirN\ely .1~es a positive impact on p.itient care , as ~hereoce to CPG recommendations should 
equate to mo re positive patient outcomes.. nme ilnd project permitting. the te am will recommend a 
more sUndardized outcome measurement proi;;r:am. 

4 .1 Describe the plan to publish and/or presen t results of this project: 
The results of this pro}KI: witl be prese nted in poster format to sta ff of WBAMC and psychiallic dillies .is 

well ;as bo.lfty and students at the Uniformed 5eMCes university of the Health sciences (USUHS). 

4 .2 Describe the p,millry intent for the infonnaion leiirned from this projML Indicate whether it is 
primarily intended to be &:enetiililable beyond the institution or prinwily intended to provide 
irnmedi.lte and continuous improvement .at the institution: 
The reslftli of this pro}ecl: ~e intended for immedia te .1nd con tinued improvement .It the beh.lvior:al 
hu lth cinics at fT al iss, lX.1111w!!!ver, there is potent ial for more ,eneraau:.a~ use of findin'5 or 
interventions. 

4 .3 indicate whether any portion of this project & 10 be used as a studen t activity (e.g., gpstone, 
dis5erta b0n). tf yes, describe what informiltion will be used in this a.pacity .1nd what information, if 
any, wil be shared with indMduaH outside of W8AMC (e.g. , ~ comminH members, faculty 
adYi:sor): 
Yes; This pruiect is a schol...-ty inquify project conducted by DNP students at usuttS, GI.Id~ 5<hool of 
Numng.. The students wil prese nt the project to USUHS faalty ilnd students as we ll .IS Fort 8liss 
psychiatric providers .and k!aden . The presentation will indude bad;gr<N.nd information, methods , data 
summaries ilnd findinp, recommendations , and interventions provided.. 

The study project le.1d and the clep.i n mem di ief where the project win tilke pliKe must sign in 

support of the .1ppliation . The departmen t ch ief's signature verifies that the departmem is 

respons ible for the .ict:ivities conducted uncle r this p,-oject. 
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MCHM-DCI 

DEPARTMENT OF THE ARMY 
William Beaumont Army Medical Center 

5005 North Piedras Street 
El Paso, Texas 79920-5001 

4 May2018 

MEMORANDUM FOR MAJ Arny Brzuchalski, MC, Department of Education, William 
Beaumont Army Medical Center, El Paso, TX 79920 

SUBJECT: Approval of the slide deck and poster entitled "Ensuring Active Duty Service 
Members with PTSD Receive Evidence-Based Treatment," for presentation at USU 
Research Days and the manuscript of the same title for archiving at USU. 

1. Under the provision of AR 360-1 and OTSG/MEDCOM Policy #16-024, The Public 
Affairs Office, Readiness Division, MEDCOM, and the Department of Clinical 
Investigation have deared the subject material for presentation and archiving as above. 
It is approved with the stipulation that the following disdai mer be reflected on any 
written or oral presentation prior to submission: "The views expressed in this document 
are those of the author(s) and do not reflect the official policy of William Beaumont Army 
Medical Center, the Department of the Army, or the United States Government." 

2. The subject material is cleared for the sole and specified purpose of presentation at 
USU Research Days and the manuscript for archiving at USU. Any changes to the 
material submitted will require a subsequent clearance review prior to publication or 
archiving. Reuse of this approval is not authorized, as review and approval are required 
for every proposed use of the material. 

3. If subject material is to be published, please contact the Department of Clinical 
Investigation with an additional publication clearance request. 

4. POC is the undersigned at (915) 742-7469. 

MCHM-DCI 

S/4/20 18 

DEPARTMEN T OF THE ARMY 
WILLIAM BEAUMONT ARMY MEDICAL CENTER 

e,GOSNORnlPIEORASS TREET 
l!L PASO, TUAS , Tt920,6001 

MEMORANUDUM FOR RECORD 

SUBJECT: Delegation of Signature Authority 

29 March 2018 

1. The followin g individua l is appointed with delegated aulhor ~y to sign and !nitial for 
the Chief, Department of Clinical Investigation, William Beaumont Army Medical Center, 
Fort Bliss, Texas for the specified purposes: 

a. CPT Zhenqia n Zhu, MS, Ph.D., Departmen t of Clinical_l~~s tigat ion, WBA MC 
Documents that require signature or concurrence and mrbals. 

2. Authority: AR 25-50, 17 May 2013 Chapter 6, par. 6-1 

3. PERIOD: Until officially relieved, released from appointment, or reassigned. 

4. Special Instructions: I retain the authority to cancel or withdra~ theses e~pointment 
at any time. Upon Change of Command, _all appointments_ are subject to review_ for the 
purpose of cancellation or review by the mcumbent. Appoint~n ts are ~ut~at ,cally 
cancelled upon retirement, change of duty, or change of posItIon of the 1ndrv1duals 
appointed. 
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Appendix H: Project Completion Verification Form 

 

 

~,, Appendix): Daniel K lnouye Graduate School ofNursing 
~IJ DNP Project Completion Verification Form 

DOCTOR OF NURSING PRACTICE PROJECT 
Compietion Verification Form 

The DNP Project titled: Ensuring Active Dufy S#trvice Members with PTSD Receive Evldent;e-Bast:d TreQtmentwas 
completed at WIiiiam Beaumont Army Medlcal Center at Fort Bliss, Texas by the followlng studeilt(si: 

(Fype sw,fr:11r 11,1111e) 

Amy E. Brzuchalski, MAJ/ AN 

Charles D. Walker, MAJ/AN 

(Dalt!) 

OlAJ>R18 

0lAP.R18 

Jh .e DNP Practice Project Team verifies that the following components ofthe DNP project; accomplished 
by the above students, is of sufficient rigor and demonstrates doctorai level scholarship to meet the 
requirements for USUHS GSN graduation: 

• Presentation ofDNP project to the leadership/stakeholders at lhe Phase II Site, 
• Abstract/Impact Statement (Appendix F), and 

• DNP Project written report. 

Verified by; 
{fypenqme) 

Joellen Schimmels, LTC/ A 

Nikki R. Battle, MAJ/AN 
· 5m¼ 

0IAPR18 Serilor Mentor 

OIAPR18 TeamMentor 
& Phase II Site Director 

For RNA Stm(E;>tls on(1· - add the fa/lowing additional signature for final verification of pr<>Jectcompletion: 

RNA Project Director (type name) (Signature) (Date) 

Form Version: 26Aug 2017 




