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Cognitive Processing Therapy for Posttraumatic Stress Disorder

Cognitive Processing Therapy (CPT) is a cognitive behavioral therapy for posttraumatic stress disorder (PTSD), which is used for older
adolescent and adult clients with a PTSD diagnosis. In CPT, PTSD is conceptualized as a disorder of "non-recovery” in which the natural
process of recovery from trauma stalls out. This can happen when avoidance of painful memories or reminders prevents the accurate
processing of the trauma memory. Erroneous beliefs about the causes and consequences of the trauma are maintained and tend to
produce strong negative emotions.

CPT for PTSD is primarily a cognitive therapy. The therapy initially focuses on distorted beliefs about the trauma such as denial and self-
blame, then shifts to overgeneralized beliefs about oneself and the world. Throughout this process, clients are taught to challenge their
beliefs and assumptions through Socratic questioning and the use of daily worksheets. Once dysfunctional beliefs are deconstructed, more
balanced self-statements are generated and practiced. CPT may or may not involve having clients write detailed accounts of the most
traumatic incidents in their lives. The goal in CPT is that clients learn to make sense of their trauma and incorporate this understanding into
their beliefs about themselves, others, and the world in a balanced way.

Treatment can be delivered in individual or group format conducted by social workers, psychologists, psychiatrists, and other mental health

therapists licensed to provide psychotherapy. Treatment consists of typically 12 sessions (range 10-15) conducted once or twice weekly
for 60 minutes each (90 minutes in a group setting).

Descriptive Information

Areas of Interest Mental health treatment

Outcomes Review Date: April 2014
1: Posttraumatic stress disorder (PTSD) symptoms
2: Depression symptoms
3: Guilt
4: Anxiety

Outcome Mental health

Categories Trauma/injuries

Ages 18-25 (Young adult)
26-55 (Adult)
55+ (Older adult)

Genders Male
Female

Races/ Ethnicities Black or African American
White
Race/ethnicity unspecified
Mon-U.5. population

Settings Qutpatient

Geographic Urban

Locations Suburban

Implementation

Rural and/or frontier

Since the development of CPT in the 1980s, CPT has been implemented with thousands of clients within
and outside the VA healthcare system. CPT has been implemented in all U.S. states and outside the
United States in Australia, Canada, China, Democratic Republic of Congo, England, Germany, Iceland,
Iraqg, Peru, and Switzerland.

History

NIH Funding/CER Partially/fully funded by National Institutes of Health: Yes



Studies Evaluated in comparative effectiveness research studies: Yes

Adaptations
The intervention has been adapted for Arabic, Chinese (simplified and traditional), French, German,

Hebrew, Spanish, and Swahili (CPT adapted for Congolese sexual violence survivors to address literacy
and culture).

Adverse Effects
Adverse effects related to CPT may include mild to moderate increases in PTSD symptoms, anxiety,

depression, and distress when the client begins to focus on his or her trauma. Based on research
findings, on average, clients do not report a worsening of symptoms after starting CPT, and any
worsening that does occur is generally short lived.

IOM Prevention IOM prevention categories are not applicable.
Categories

Quality of Research
Review Date: April 2014

Documents Reviewed

The documents below were reviewed for Quality of Research. The research point of contact can provide information regarding the studies
reviewed and the availability of additional materials, including those from more recent studies that may have been conducted.
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Resick, P. A., Nishith, P., Weaver, T. L., Astin, M. C., & Feuer, C. A. (2002). A comparison of cognitive processing therapy,
prolonged exposure and a waiting condition far the treatment of posttraumatic stress disorder in female rape victims. Journal of
Consulting and Clinical Psychology, 70, 867-879.

Study 2

Resick, P. A., Galovski, T. A., Uhlmansiek, M. 0., Scher, C. D., Clum, G. A., & Young-Xu, Y. (2008). A randomized clinical trial to
dismantle components of cognitive processing therapy for posttraumatic stress disorder in female victims of interpersonal
violence. Journal of Consulting and Clinical Psychology, 76, 243-258.

Study 3

Forbes, D., Loyd, D., Nixon, R. D. V., Eliot, P., Varker, T., Perry, D., Bryant, R. A., & Creamer, M. (2012). A multisite randomized
controlled effectiveness trial of cognitive processing therapy for military-related posttraumatic stress disorder. Journal of Anxiety
Disorders, 26, 442-452.

Supplementary Materials

Chard, K. M., Ricksecker, E. G., Healy, E. T., Karlin, B. E., & Resick, P. A. (2012). Dissemination and experience with cognitive
processing therapy. Journal of Rehabilitation Research & Development, 49, 667-678.

Resick, P. A., Manson, C. M., & Chard, K. M. (2010). Cognitive processing therapy: Veteran/military version (therapist's manual).
Washington, DC: U.S. Department of Veterans Affairs.

Resick, P. A., Wiliams, L. F., Suvak, M. K., Monsan, C. M., & Gradus, J. L. (2012). Long-term outcomes of cognitive—behavioral
treatments for posttraumatic stress disorder among female rape survivors. Journal of Consulting and Clinical Psychology, 80, 201

-210.

Weathers, F. W., Keane, T. M., & Davidson, J. R. (2001). Clinician-administered PTSD scale: A review of 10 years of research.
Depression and Anxiety, 13, 132-156.

Outcomes

Outcome 1: Posttraumatic stress disorder (PTSD) symptoms

Description of Measures
Posttraumatic stress disorder symptoms were assessed using the following:

Clinician-Administered PTSD Scale (CAPS). The CAPS is an interviewer-administered diagnostic

e ckraarmant FThast mosciireae BT e cuarmntoare - Tho ARG sardniidec: 47 ffarmce relsbad Fov oo eaal -
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occupational functioning and global PTSD symptom severity (e.g., "Have you felt distant or cut
off from other people?"). For each symptom, a clinician rates frequency and intensity on a
scale of 0-4. For a symptom to be considered clinically significant, it must meet threshold
criteria on both dimensions (i.e., at least 1 on frequency and 2 on intensity). Intensity and
frequency totals combine to provide a total CAPS severity score of 0-136.

Posttraumatic Diagnostic Scale (PDS). The PDS is a 49-item self-report measure that assesses
severity of PTSD symptoms related to a single identified traumatic event. The PDS assesses
trauma history and all of the DSM-1V criteria for a diagnosis of PTSD. Respondents rated the
frequency of each symptom on a scale of 0-3, with higher scores indicating greater frequency
of symptoms. Sample symptoms include "Having upsetting thoughts or images about the
traumatic event that came into your head when you didn't want them to” and "Having bad
dreams or nightmares about the traumatic event.”

PTSD Checklist (PCL). The PCL is a 17-item self-report measure to assess PTSD symptoms.
Participants rated the frequency of each symptom on a 5-point Likert scale, ranging from 1 =
not at all to 5 = extremely. The scores are summed for a total score of 17-85. Sample
symptoms include "Repeated, disturbing memories, thoughts, or images of the stressful
experience” and "Repeated, disturbing dreams of the stressful experience.”

Participants in study one were female rape vicims who were randomized into three conditions:
Cognitive Processing Therapy (CPT), Prolonged Exposure (PE), or Minimal Attention/Wait-List
(MA). The two active conditions (CPT and PE) were completed within 6 weeks. Participants
were assessed using CAPS at baseline, posttreatment, and at 3-month and 9-month follow-
ups.

Both CPT and PE groups demonstrated significant improvement in PTSD symptoms from
baseline to each of the follow-up assessments compared with the MA group (ps < .0001). The
posttest difference is associated with a large effect size (Hedges's g = 0.97). The CPT and PE
groups did not differ from each other at any assessment time point.

Participants in study two were women diagnosed with PTSD who had experienced sexual or
physical assault in childhood or adulthood, and were recruited through referrals from wvictim
assistance agencies, community therapists, flyers, newspaper advertisements, and word of
mouth. Participants were randomized into three groups: Cognitive Processing Therapy full
protocol (CPT), Cognitive Therapy only (CPT-C), and Written Accounts (WA).

The purpose of this study was to determine whether the cognitive processing therapy full
protocol (CPT) was more efficacious compared with its constituent components. The CPT-C
condition eliminated the written accounts and had a greater emphasis on Socratic questioning.
The WA condition involved participants writing about the worst traumatic event, reading the
account back to the therapist, and conducting emotion-focused non—cognitive restructuring
processing with the therapist.

Blind assessments of PTSD were conducted using PDS at baseling, 2 weeks following the last
session (posttreatment), and 6 months following treatment. Both the CPT (p < .01) and CTP-
C (p = .01) groups demonstrated more improvement in PTSD symptoms from pretreatment
to posttreatment compared with the WA group. There was no difference between the CPT and
CPT-C groups. There were no differences between groups in PTSD symptoms at 6-month
follow-up.

Participants in the third study were treatment-seeking veterans with military-related PTSD from
Australia who were randomly allocated to receive 12 twice-weekly 60-minute sessions of CPT
(intervention group) or an equivalent period of usual treatment at veterans' community-based
counseling services (comparison group). Participants were assessed on PTSD with PCL and
CAPS at baseline, posttreatment, and 3-month follow-up.

» Both groups demonstrated significant improvement in PCL and CAPS scores from baseline
to posttreatment, although the improvement was greater for the CPT group compared
with the comparison group (p = .005, PCL; p = .002, CAPS). These findings are
associated with large effect sizes (Cohen’'s d = 0.94, PCL; Cohen's d = .097, CAPS). The
difference between the groups from baseline to 3-month follow-up was not significant.

« Clinically significant improvement in PTSD symptoms (defined as exceeding a 12-point
reduction in CAPS score between baseline and posttreatment) was significantly greater in
the CPT group (66.7%) than in the comparison group (34.5%; p = 0.013).

* The percentage of participants who recorded a total CAPS score below 20 (indicative of
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Studies Measuring Outcome
Study Designs

Quality of Research Rating

Outcome 2: Depression symptoms

Description of Measures

Key Findings

Studies Measuring Outcome
Study Designs

Quality of Research Rating
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CPT group (26.9%) than for the comparison group (3.4%; p = 0.026).
« In terms of diagnosis, 37.5% of participants in the CPT group and 13.0% of the

comparison group no longer met criteria for PTSD at posttreatment assessment (p =
0.055).

Study 1, Study 2, Study 3
Experimental

3.7 (0.0-4.0 scale)

Depression was assessed using the following:

Beck Depression Inventory (BDI), a 21-item self-report instrument that assesses the presence
and severity of depression symptoms. Participants rate each item on a scale from 0 to 3.
Items correspond to symptoms of depression such as hopelessness and irritability, cognitions
such as guilt or feelings of being punished, and physical symptoms such as fatigue and weight
loss. Scores range from 0 to 63, with higher scores indicating more severe depression
symptoms.

Beck Depression Inventory (BDI-II). The BDI-II contains 21 items assessing depressive
symptoms corresponding to the DSM-IV criteria for Major Depressive Disorder (MDD). A total
score is derived by summing responses to each of the items. Scores range from 0 to 63, with
higher scores indicating more severe depression symptoms.

Participants in study one were female rape victims who were randomized into three conditions:
Cognitive Processing Therapy (CPT), Prolonged Exposure (PE), or Minimal Attention/Wait-List
(MA). The two active conditions (CPT and PE) were completed within 6 weeks. Participants
were assessed using the BDI at baseline, posttreatment, and at 3-month and 9-month follow-
ups.

From baseline to each of the follow-up assessments, both CPT and PE groups demonstrated
significant improvement in depression symptoms (BDI) compared with the MA group (ps
< .0001). The CPT and PE groups did not differ from each other at any assessment time point.

Participants in study two were women diagnosed with PTSD who had experienced sexual or
physical assault in childhood or adulthood, and were recruited through referrals from victim
assistance agencies, community therapists, flyers, newspaper advertisements, and word of
mouth. Participants were randomized into three groups: Cognitive Processing Therapy full
protocol (CPT), Cognitive Therapy only (CPT-C), and Written Accounts (WA).

The purpose of this study was to determine whether the cognitive processing therapy full
protocol (CPT) was maore efficacious compared with its constituent components. The CPT-C
condition eliminated the two exposure sessions and had a greater emphasis on Socratic
questioning. The WA condition involved participants writing about the worst traumatic event,
reading the account back to the therapist, and conducting emotion-focused non—cognitive
restructuring processing with the therapist.

Blind assessments of depression were conducted using the BDI-II at baseline, 2 weeks
following the last session (posttreatment), and 6 months following treatment. The CPT-C
group demonstrated more improvement in symptoms of depression from pretreatment to
posttreatment compared with the WA group (p < .03). There was no difference between the
CPT and WA groups or the CPT and CPT-C groups. There were no differences between groups
in depression symptoms at 6-maonth follow-up.

Study 1, Study 2
Experimental

3.7 (0.0-4.0 scale)



Outcome 3: Guilt

Description of Measures

Key Findings

Studies Measuring Outcome
Study Designs

Quality of Research Rating

Outcome 4: AnXiety

Description of Measures

Key Findings

Guilt was assessed using the 32-item Trauma-Related Guilt Inventory (TRGI). The TRGI
consists of three scales: distress (6 items), global guilt (4 items), and guilt cognitions (22
items). The current study included the global guilt scale and the three subscales of the guilt
cognitions scale: hindsight bias (7 items), lack of justification (4 items), and wrongdoing (5
items). Each item (e.g., "I could have prevented what happened,” and "I blame myself for
what happened”) is rated using a 5-point Likert-type rating scale ranging from extremely true
to not at all true.

Participants in study one were female rape victims who were randomized into three conditions:
Cognitive Processing Therapy (CPT), Prolonged Exposure (PE), or Minimal Attention/Wait-List
(MA). The two active conditions (CPT and PE) were completed within 6 weeks. Participants
were assessed using the TRGI at baseling, posttreatment, and 9-month follow-up.

At both the posttreatment and 9-month follow-up assessments, both the CPT and PE groups
had lower global guilt (ps < .0001) and wrongdoing scores (p < .005, posttreatment; p

< .001, 9-month follow-up) than the MA group. The CPT group also had lower hindsight bias

(ps < .0001) and lack of justification scores (p < .0001, posttreatment; p < .001, 9-month

follow-up) than both the PE and MA groups, which did not differ from one another.

Analyses for each group individually indicated that the MA group did not improve over time,
whereas both the CPT and PE groups did (ps < .001). However, there were no significant
changes from posttreatment to the 9-month follow-up assessment for either active
treatment.

Study 1

Experimental

3.7 (0.0-4.0 scale)

Anxiety was assessed using the State-Trait Anxiety Inventory (STAI). The STAI is a 40-item
self-report instrument with 20 items measuring current (State) anxiety and 20 items
measuring dispositional (Trait) anxiety. The State Anxiety Scale evaluates the current state of
anxiety, asking how respondents feel "right now,” using items that measure subjective feelings
of apprehension, tension, nervousness, worry, and activation/arousal of the autonomic
nervous system. Sample State Anxiety items include: "I am tense; I am worried” and "I feel
calm; I feel secure.” The Trait Anxiety Scale evaluates relatively stable aspects of anxiety
proneness, including general states of calmness, confidence, and security. Sample Trait Anxiety
items include: "I worry too much over something that really doesn’t matter” and "I am
content; I am a steady person."” Each item is rated using a 4-point scale ranging from 1 (not at
all) to 4 (very much so0). Scores are calculated separately for the State and Trait Anxiety
Scales, and each scale score ranges from 20 to 80, with higher scores indicating a higher level
of anxiety.

Participants in study three were treatment-seeking veterans with military-related PTSD from
Australia who were randomly allocated to receive 12 twice-weekly 60-minute sessions of CPT
(intervention group) or an equivalent period of usual treatment at veterans' community-based
counseling services (comparison group). Participants were assessed with the STAI at baseline,
posttreatment, and 3-month follow-up.

Both the CPT and comparison groups significantly improved in anxiety from baseline to
posttreatment, however the improvement was greater for the CPT group compared with the
comparison group (p = .018). This finding is associated with a medium effect size (Cohen's d
= 0.76). There were no differences between groups in anxiety at the 3-month follow-up
assessment.



Studies Measuring Outcome | Study 3
Study Designs Experimental

Quality of Research Rating 3.6 (0.0-4.0 scale)

Study Populations
The following populations were identified in the studies reviewed for Quality of Research.

Study Age Gender Race/ Ethnicity

Study 1 18-25 (Young adult) 100% Female 71% White
26-55 (Adult) 25% Black or African American
4% Race/ethnicity unspecified

Study 2 18-25 (Young adult) 100% Female 62% White
26-55 (Adult) 34% Black or African American
4% Race/ethnicity unspecified

Study 3 26-55 (Adult) 96.6% Male 100% Non-U.5. population
55+ (Older adult) 4.4% Female

Quality of Research Ratings by Criteria (0.0-4.0 scale)
External reviewers independently evaluate the Quality of Research for an intervention's reported results using six criteria:

Reliability of measures

Validity of measures
Intervention fidelity

Missing data and attrition
Potential confounding variables

L LI IR

Appropriateness of analysis

For more information about these criteria and the meaning of the ratings, see Quality of Research.

Reliability  Validity

of of Missing Confounding Data Overall
Outcome Measures Measures Fidelity Data/Attrition Variables Analysis Rating

1: Posttraumatic stress disorder 3.8 3.8 3.7 3.7 3.5 3.8 3.7
(PTSD) symptoms

2: Depression symptoms 3.8 3.8 3.7 3.8 3.5 3.8 3.7
3: Guilt 3.8 3.8 3.8 3.8 3.5 3.8 3.7
4: Anxiety 3.8 3.8 3.4 3.5 3.5 3.8 3.6

Study Strengths

The instruments in each study comprised both interviews and self-administered outcome measures, all of which have been widely used
with acceptable levels of reliability and validity. Confidence in fidelity of implementation is based on training provided to therapists,
manuals, supervision, and assessments of therapist competence as well as adherence to the protocols by outside evaluators. Adherence
to the protocol was high in all three studies. While attrition and missing data were present, they were accounted for by means of
statistical strategies (e.g., data imputation, last observation carried forward) and the use of intent-to-treat samples for most of the
primary analyses. The studies employed strong experimental designs, with randomization resulting in equivalent study groups at
baseline. The analyses were thorough and appropriate in each study.

Study Weaknesses

Concerns about confounds for the three studies included differential dosage between groups and modification of medications during the
treatment protocol. Limited sample size was also a concern.

Readiness for Dissemination


http://nrepp.samhsa.gov/ReviewQOR.aspx

Review Date: April 2014

Materials Reviewed

The materials below were reviewed for Readiness for Dissemination. The implementation point of contact can provide information
regarding implementation of the intervention and the availability of additional, updated, or new materials.

Chard, K. M., Resick, P. A., Monson, C. M., & Kattar, K. A. (2009). Cognitive processing therapy: Veteran/military version,
therapist's group manual. Washington, DC: U.S. Department of Veterans Affairs.

Mile End Films. (n.d.). Cognitive processing therapy: Effective treatment for veterans with PTSD [DVD]. USA:, National Center for
Posttraumatic Stress Disorder, U.S. Department of Veterans Affairs.

Resick, P. A., Manson, C. M., & Chard, K. M. (2013). Workshop: Cognitive processing therapy in group [PowerPoint slides].
Washington, DC: U.S. Department of Veterans Affairs.

Resick, P. A., Monson, C. M., & Chard, K. M. (2013). Cognitive Processing Therapy workshop [PowerPoint slides]. Washington, DC:
U.S. Department of Veterans Affairs.

Resick, P. A., Manson, C. M., & Chard, K. M. (2010). Cognitive processing therapy: Veteran/military version, therapist's manual.
Washington, DC: U.S. Department of Veterans Affairs.

Resick, P. A., Manson, C. M., & Chard, K. M. (2010). Cognitive processing therapy: Veteran/military version, therapist and patient
materials manual. Washington, DC: U.S. Department of Veterans Affairs.

Resick, P. A., Monson, C. M., Galovski, T. E., Chard, K., & Kattar, K. A. (2010). Cognitive processing therapy: Veteran/military
version, consultant’s manual. Washington, DC: U.S. Department of Veterans Affairs.

Resick, P. A., Manson, C. M., Price, 1. L., Chard, K. M., & Kattar, K. A. (2013). Cognitive processing therapy: Veteran/military
version, trainer's manual. Washington, DC: U.S. Department of Veterans Affairs.

CPT Educational Resources:
+ Screenshot of VA SharePoint Website
s Screenshots of Online Enhancement Course
+ Selected CPT Tutorials

CPT Evaluation Tools:

« CPT Consultant Survey

« CPT Patient Demographic Form

« CPT Patient Evaluation Summary
CPT Therapist Survey (Postwaorkshop)
CPT Therapist Survey (Preworkshop)
« Instructions for CPT Evaluation Forms

CPT Training Applications (Initial and Refresher)

CPT Training Handouts:

* ABC Worksheet

» Challenging Beliefs Worksheet

« Challenging Questions Worksheet
Challenging Questions Worksheet Guide
Patterns of Problematic Thinking Worksheet
Stuck Paint Help Sheet for CPT Therapists
Stuck Paint Help Sheet for Patients
« Stuck Point Log

Sample CPT workshop brochure with agenda

CPT Web Leaming Course
https://cpt.musc.edu

CPT Website
http://www.cptforptsd.com

Mational Center for PTSD Website


https://cpt.musc.edu/
https://cpt.musc.edu/
https://cpt.musc.edu/
http://www.cptforptsd.com/
http://www.cptforptsd.edu/

http://www.ptsd.va.gov/public/pages/cognitive processing therapy.asp

Readiness for Dissemination Ratings by Criteria (0.0-4.0 scale)
External reviewers independently evaluate the intervention's Readiness for Dissemination using three criteria:

1. Availability of implementation materials
2. Awvailability of training and support resources
3. Availability of guality assurance procedures

For more information about these criteria and the meaning of the ratings, see Readiness for Dissemination.

Implementation Training and Support Quality Assurance Overall

Materials Resources Procedures Rating

3.7 4.0 3.3 3.6

Dissemination Strengths

A range of comprehensive, well-developed, and accessible materials in multiple formats are available to support implementation. Written
materials are well organized, and videos are engaging. A program-specific SharePoint site is available to implementers, providing
opportunities for ongoing skill-building and peer support. A comprehensive and high-guality training program includes materials and
activities to prepare implementers for the delivery of this intervention to the intended population. Training materials flow logically and
provide guidance on content, intervention delivery, and potential challenges. Assorted tools—including evaluation forms for training,
consultation, and program delivery and screening tools to monitor client outcomes—are provided to support quality assurance.

Dissemination Weaknesses

Mo information is provided on the organizational supports needed for successful implementation. While electronic materials are an efficient
and inexpensive way to disseminate materials, this comprehensive package would benefit from additional organization (such as an
electronic table of contents with links to files) to improve ease of use. There is no guidance provided to implementers on using data
collected through evaluation forms to facilitate continuous improvement of service delivery.

Costs

The cost information below was provided by the developer. Although this cost information may have been updated by the developer since
the time of review, it may not reflect the current costs or availability of items (including newly developed or discontinued items). The
implementation point of contact can provide current information and discuss implementation requirements.

Required by
Item Description Developer

CPT Therapist Manual (includes PTSD Free Yes

checklist)

CPT Materials Manual Free Yes

CPT Group Manual Free Yes

3-day Workshop offered at VA or About $1,000-%5,000 per day plus trainer travel expenses. Cost varies | Yes

non-VA locations depending on trainer qualifications and experience level.

CPT Web Training Free Mo

CPT Phone Consultation $100-%$200 per hour. Cost varies depending on length of consultation, Yes

consultant qualifications, and experience level.
CPT Fidelity Checklist (included in the Free Yes

CPT Provider Application)

Replications

Selected citations are presented below. An asterisk indicates that the document was reviewed for Quality of Research.

Chard, K. M. (2005). An evaluation of cognitive processing therapy for the treatment of posttraumatic stress disorder related to childl
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violence. Journal of Consulting and Clinical Psychology, 76, 243-258.
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-210.
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Contact Information

To learn more about implementation, contact:
Kathleen Chard, Ph.D.

(859) 572-6208

Kathleen.Chard@va.gov

To learn more about research, contact:
Patricia A. Resick, Ph.D., ABEPP

(919) 613-9858

patricia.resick@duke.edu

Consider these Questions to Ask (PDF, 54KB) as you explore the possible use of this intervention.

Web Site(s):

« www.cptforptsd.com
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