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Abstract

Purpose of Review Modern evidence-based practice (EBP) primarily consists of the blan-
ket application of treatment packages to purportedly treat behavioral health syndromes 
regardless of patient characteristics or context, which may be why current EBPs for post-
traumatic stress disorder (PTSD) are less effective for treating veterans and military service 
members (SMs) than for civilians. Adaptive disclosure is designed to operate within the 
culture and ethos of the military, and developments since the publication of the original 
manual reflect further effort to meet the needs of this population. This review presents to 
providers the rationale and evidence for the original AD manual, as well as an overview of 
the more recent developments and directions of the literature.
Recent Findings The original AD manual has demonstrated efficacy in two clinical trials 
and noninferiority when compared to another EBP for PTSD. Additional treatment elements 
and enhancements are based on a rehabilitative model for treatment, primarily targeting 
functional outcomes over symptom reduction and promoting shared decision-making.
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Summary AD and its recent enhancements target symptoms related to PTSD, moral injury, 
and traumatic loss, but more importantly, they target the functional concerns of veterans 
and SMs within the military cultural context. Current research is focused on maximizing 
treatment flexibility to provide clinicians and patients with an adaptable and evidence-
based framework for treatment.

Introduction

Evidence-based practice in trauma-related behavio-
ral health (BH) has been primarily based on therapy 
manuals created for non-military populations (e.g., 
prolonged exposure [PE], [1]; cognitive processing 
therapy [CPT], [2]), and when applied to veterans and 
service members (SMs), these treatments have shown 
diminished effects [3–6]. Yet, veterans and SMs make 
up a substantial portion of BH treatment consumers, 
specifically for trauma-related concerns like posttrau-
matic stress disorder (PTSD) and moral injury (MI), 
between 11.0 and 13.3% of SMs report PTSD post-
deployment [7], with up to 25% reporting the experi-
ence of a military-related potentially morally injurious 
event (PMIE) [8]. Furthermore, this population is at 
increased risk for a lifetime of chronic distress [9] and 
lower quality of life [6] and often presents with com-
plex presentations of co-occurring problems such as 
depression, substance abuse, and serious functional 
impairment [10]. However, relatively few veterans 

and SMs who suffer with these conditions receive 
care; only 38–45% of SMs who meet criteria for PTSD 
report interest in receiving care, and only 23–40% 
actually received professional care within the past year 
[11]. When SMs do seek and receive care, 83% with a 
primary diagnosis of PTSD do not make clinically sig-
nificant improvements [12], and between 60 and 90% 
of SMs drop out of BH treatment in military treatment 
facilities (MTFs) [13]. Adaptive disclosure (AD) was 
designed to respond to the lack of effective BH care 
for this population by providing the first manualized 
intervention designed specifically to address the needs 
of SMs in the treatment of PTSD, MI, and traumatic 
loss (TL) [14•]. The development of AD, both for the 
published manual and the adaptations it inspired, 
reflects a focus on providing increasingly personal-
ized and flexible evidence-based care tailored to the 
military cultural context.

Adaptive Disclosure

For veterans and SMs, MI and TL may be more distressing than personal 
life-threats and other dangers [15]. Guilt and shame associated with MI and 
TL affect SMs’ familial relationships and their parenting [16], while related 
avoidance, emotional numbing, and anger may further impair such relation-
ships as well as work performance and physical health [16–18]. Both MI and 
TL threaten social esteem, acceptance, and standing, are associated with social 
withdrawal and low motivation [19] and may interfere with the sharing and 
processing of traumatic experiences and PMIEs. Current psychotherapies for 
trauma-related problems identified by the Veterans Health Administration 
as front-line (e.g., CPT and PE) [20] focus primarily on PTSD and life-threat-
related traumas, with little emphasis for survivor guilt [21] and even less 
for MI [15]. Furthermore, these psychotherapies emphasize certain trauma-
related beliefs, such as victimization-based thinking and beliefs about safety, 
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as needing to be challenged or contextualized (e.g., [1, 2]), which does not 
fully capture the profiles of MI and TL for SMs, in which responsibility-taking 
may be valid given the context of the event and military culture [22•, 23].

Notwithstanding the unique needs of veterans and SMs, current front-line 
treatments administered in MTFs do not explicitly integrate military culture 
into the treatment approach. Despite evidence that the quality of the thera-
peutic relationship is the single best predictor of outcomes in MTF BH clinics 
[12], most providers are civilians with limited experience of military culture 
and current front-line treatments used in MTFs do not address the unique 
context of military-related trauma, such as the deep, interdependent bonds 
and kinship within a SM’s unit, the emphasis on responsibility for the safety 
of others, living by a specific moral code, and stoicism. Current BH treat-
ments used in MTFs do not help providers place their patients’ thoughts and 
behaviors within this cultural context, which may help explain consistently 
smaller effect sizes for these treatments in veteran trials compared to trials 
with civilian samples (e.g., [3]). Similarly, SMs who receive these treatments 
report feeling that the therapy was not relevant or that their provider did not 
understand the context of their trauma [24].

AD was designed to address the limitations of current front-line therapies, 
namely the over-emphasis on danger- and victimization-based trauma and 
the lack of consideration of the military cultural context [25, 26•]. AD is a 
hybrid of evidence-based cognitive-behavioral therapy strategies designed 
to target not only life-threat and victimization-based traumas but also MI 
and TL; treatment is individualized by employing different change agents for 
each profile (e.g., PTSD, MI, or TL) [27]. The main goals are to (1) learn to 
discuss traumatic experiences and/or PMIEs in a way that facilitates meaning-
making, (2) consider alternate interpretations of the experience(s), and (3) 
overcome defining self-identify by the experience(s) by reclaiming the other 
facets of oneself [28]. AD further posits that forgiveness, of both the self and 
others, is often a necessary part of the recovery process for MI and TL and is 
attainable through developing positive relationships and confidence in the 
goodness of self and/or others. Thus, AD was designed as an opportunity 
for course-correction for veterans and SMs, encouraging patients to become 
less self-condemning, more focused on choosing wellness, more confident 
in occupational and social settings, and more comfortable with disclosure to 
trusted others, to enhance functioning and decrease symptom burden.

AD is a fully manualized, six 90-min session intervention [14•]. This is 
about half of the time commitment of other trauma-focused psychotherapies 
(i.e., PE and CPT), which require veterans and SMs to have the personal and 
occupational resources and availability to devote to 10–12 consistent ses-
sions of therapy. The brief nature of AD makes it particularly appealing, as 
most BH patients are not able or willing to attend sustained psychotherapy 
in MTFs [29, 30]. During the first session of AD, the patient is interviewed to 
establish their goals for treatment, and a plan is created to determine how AD 
can facilitate those goals. Sessions two through five are devoted to processing 
the most challenging experience by determining how the patient has come to 
understand the event, exploring alternative ways of thinking, and identifying 
how to best encourage healing and recovery. The final session includes review 
of lessons learned, feedback, and planning for the future.
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The AD manual employs both PE and CPT strategies but makes distinct 
departures from these therapies to best meet the needs of military-related 
stress. Imaginal emotional processing, specifically through disclosure and 
forming a narrative of the event, is employed to (1) disprove the common 
misconception that fully remembering and disclosing the event may lead to 
negative repercussions, such as losing control or being judged and (2) elicit 
potentially maladaptive emotions and beliefs about the event that can be 
processed moving forward. However, contrary to imaginal exposure in PE 
[1], the goal of processing in AD is not to extinguish fear, except in cases of 
purely life-threat trauma. Given the complex nature of military trauma, AD 
does not expect patients to be able to fully disclose the event immediately, as 
in PE and CPT, but hopes to encourage increasing disclosure over time. After 
recounting the experience in AD, cognitive interventions are used to process 
the thoughts that occur while the patient is experiencing great emotional 
intensity, as opposed to letting the emotions dissipate or extinguish before 
intervening, as in other trauma-focused therapies. This helps patients learn 
to retrieve alternative thoughts in moments of high distress. Furthermore, 
challenging beliefs in AD do not rely solely on Socratic questioning, as in 
CPT, but include experiential strategies such as an imagined conversation with 
another person to elicit alternative beliefs from the patient’s own experience 
or the imagined experience of a relevant other. Finally, AD is distinct from 
other trauma-focused therapies by targeting MI, in which beliefs about the 
transgressive event may be accurate and appropriate, and TL through the use 
of optional breakout sessions; MI is targeted through imagined conversations 
designed to promote forgiveness and TL through a similar experiential exer-
cise in which patients converse with the deceased. Homework assignments 
depend on the nature of the patient’s problem; hypervigilance is addressed 
through exposure to avoided stimuli, grief is addressed through activities 
to honor the fallen, and guilt/shame is addressed through ways of making 
amends through reparative actions.

A practical overview of the intricacies of combat and operational trauma, 
and the context of military culture and values, is provided for clinicians 
within the AD manual. There is relevant information on the nature of mili-
tary-related traumas and the military ethos, and a stated emphasis on return-
ing to normal role functioning at work and at home; the latter being espe-
cially well-suited for the military cultural value of service and may be a less 
stigmatizing focus for such an action-oriented population. AD encourages 
veterans and SMs to embrace growth that they may have experienced during 
their military career and to develop the skills to leave behind problematic 
beliefs and behaviors.

Clinical Efficacy and Effectiveness of Adaptive Disclosure

The efficacy of AD has been tested in several clinical contexts. The first clini-
cal trial of AD was an open, uncontrolled trial investigating whether AD is 
associated with symptom improvement for PTSD and related symptomatol-
ogy (e.g., depression) in 44 previously deployed active-duty Marines and 
Navy Corps personnel who reported symptoms consistent with a DSM-IV 
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PTSD diagnosis [31]. This trial followed the original AD manual, which was 
used to train the study therapists (i.e., two licensed clinical psychologists 
and two postdoctoral fellows), who all had extensive experience treating 
military populations. While fidelity to the model was not assessed, the 
therapists had weekly phone calls with AD developers for clinical supervi-
sion and consultation and were supervised in-person by an AD developer 
once a week. Investigators also examined whether AD was well accepted 
and tolerated by SMs, and if it could be implemented in garrison. Results 
indicated statistically significant changes from pre- to post-treatment on 
measures of PTSD, depression, posttraumatic cognitions, and posttrau-
matic growth. There were large effect sizes for PTSD, depression, and post-
traumatic cognitions (Cohen’s d = 0.79, 0.71, and 0.64, respectively) and a 
small-to-medium effect size for posttraumatic growth (Cohen’s d = 0.33). 
Seventy-five percent of SMs who were initially referred to AD completed 
treatment, and SMs considered AD an overall positive experience, with 
the highest mean satisfaction item rating being for recommending AD to 
other Marines [31].

Although the AD open trial demonstrated that AD is tolerable for SMs, 
able to be implemented in garrison, and associated with large effects for 
decreasing relevant symptoms, the lack of a comparator arm precludes 
conclusions regarding treatment efficacy [31]. To evaluate AD’s efficacy, 
a noninferiority trial was conducted [32•] in which AD was compared to 
Cognitive Processing Therapy – Cognitive Only (CPT-C) to examine change 
in PTSD symptoms and related outcomes (i.e., depression, functioning) in 
122 active-duty Marines and Sailors with a DSM-IV PTSD diagnosis (the 
trial began prior to the DSM-5). Given that manualized CPT-C is admin-
istered over 12 60-min sessions (720 total minutes of therapy), AD in this 
trial utilized the original manual with the additional expansion to eight, 
90-min sessions (720 total minutes of therapy) to eliminate the possibil-
ity of treatment length as a confounding variable during analyses. The 
therapists for this trial were three postdoctoral psychologists, all without 
extensive experience treating combat-related trauma. Treatment fidelity was 
assessed by an independent AD clinician and a treatment developer, both 
of whom blindly rated a random sample of 40 treatment sessions on a 
7-point scale, with 7 being excellent. The average overall session quality 
rating was 6.08 (SD = 1.14) [32•]. The authors conducted linear regression 
analyses to examine mean change scores from pre- to post-treatment and 
followed Jacobson and Truax’s [33] recommendations to benchmark clini-
cally significant change of PTSD symptom severity (see [32•] supplemental 
materials for further explanation). Clinically significant change has been 
defined as the extent to which a therapy or treatment moves an individual 
within the range of the functional population or outside the range of the 
dysfunctional population [34]. Analysis of mean change scores signified 
that AD was non-inferior to CPT-C in influencing PTSD (p’s = 0.57 and 
0.79 for treatment outcome measured by Clinician Administered PTSD 
Scale for DSM-IV and PTSD Checklist – Military Version, respectively), 
depression symptom severity (p = 0.54), and physical and mental health 
functioning (p’s = 0.46 and 0.37, respectively). About 63% of patients in 
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the AD arm and 58% of those in the CPT-C arm completed treatment. 
Furthermore, both psychotherapies led to equal proportions of patients 
demonstrating positive clinically significant change in PTSD symptoms; 
for those who completed all eight sessions of AD, 41% either improved 
(i.e., demonstrated clinically significant change) or recovered (i.e., demon-
strated clinically significant change out of the dysfunctional range for the 
sample) and no participants deteriorated (45% of treatment completers 
improved or recovered for CPT and 0 deteriorated). This study’s power was 
lower than planned (i.e., the study n = 122 when power analysis suggested 
n = 200 to ensure power = 0.80), suggesting that estimated standard errors 
are likely larger than they would be in an adequately powered study. Yet, 
in this case, low power does not affect the interpretation of study results, 
as a larger sample size (and thus smaller estimated standard errors) would 
be expected to result in tighter confidence intervals around the estimated 
differences in outcomes between AD and CPT, and therefore, stronger evi-
dence of noninferiority.

Finally, a single case study by Laifer and colleagues [28] described the 
therapeutic process and outcome of a veteran receiving eight 90-min ses-
sions of AD after being involved in a PMIE while deployed. Although the 
veteran still fell within the range of clinically significant symptoms at the 
end of treatment, their presentation and functioning differed drastically from 
baseline. At the first session, the veteran was physically anxious (i.e., shaky 
hands, difficulty maintaining eye contact) and reported depressive symptoms 
(i.e., diminished interest, feelings of isolation) that were negatively affecting 
schoolwork and interpersonal relationships. At the last session, they pre-
sented with decreased anxiety, appeared more mindful in their actions, and 
expressed a shift in beliefs about themselves. They also reported feeling less 
depressed and more motivated and described having a better understanding 
of their emotional triggers, their actions within the climate of war, and the 
sadness relating to the loss of a friend. Furthermore, they were more willing to 
engage socially and in public and began researching different career avenues, 
thus approaching their therapy goals. This case study demonstrates the ulti-
mate goal of AD’s design; although improvements in PTSD symptom sever-
ity did not eliminate symptoms, improvements across functional domains 
(especially regarding the veteran’s identified goals) are consistent with AD’s 
focus on returning to normal role functioning. This focus on functioning has 
become central to efforts to enhance AD, and significant changes are being 
made to the protocol to further address the complexities involved in military 
BH treatment for PTSD, MI, and TL.

Adaptive Disclosure — Enhanced (AD‑E)

During the AD clinical trials, discussions with end-users (i.e., patients and 
providers) provided insight into the real-world applicability of AD and ways 
in which the protocol could be modified to potentially improve reach and 
effectiveness [35•]. First, veterans and SMs who engaged and experimented 
with out-of-session activities to improve functioning and quality of life as a 
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means to rehabilitate from trauma were often the most successful cases, com-
pared to those who focused solely on in-session experiential work and symp-
tom management/reduction. Second, the use of a structured, serially arranged 
package of in-session change agents across cases regardless of individual dif-
ferences often led to treatment failure or drop-out for patients with difficulty 
or reluctance complying. Last, virtually all cases presenting for treatment 
did not match the patient population typical for treatment efficacy studies; 
namely, cases were far more complex with multiple co-occurring conditions, 
pressing problems, barriers to treatment, and primary concerns other than 
PTSD, MI, or TL. These observations are unsurprising for practitioners; clini-
cian concerns about the limitations of similarly structured EBPs in real-world 
application are familiar and well-documented (e.g., [36]). AD was designed to 
be a treatment that was sensitive to the context in which it would be applied 
(i.e., the military environment and culture). To accomplish this goal in-full, 
the limitations inherent in the traditional EBP treatment package approach 
needed to be addressed, and a more flexible and rehabilitative AD designed 
and tested (i.e., Adaptive Disclosure-Enhanced [AD-E], [35•]).

The Rehabilitative Model for PTSD Treatment

The rehabilitative model for treatment is not new, although it has been pri-
marily applied in the context of serious mental illness (SMI), such as schizo-
phrenia and bipolar spectrum disorders [37]. Unlike models focused pri-
marily on symptom reduction for a discreet disease entity, the rehabilitative 
model places the emphasis on patient functioning and quality of life across 
domains, in line with the focus of AD. In this model, symptoms are assumed 
to wax and wane over the lifespan, and the goal of treatment is therefore to 
facilitate adjustment and improved functioning when faced with life’s chal-
lenges [38]. Change agents are chosen for a given patient’s treatment plan 
according to the individual needs of that patient. As such, treatment targets 
and approaches may vary from case to case, or within case over the course 
of treatment, regardless of the patient’s diagnostic category. This approach 
allows for the development of highly individualized and culturally sensitive 
treatment plans that are psychosocially holistic and collaborative between 
patient and provider. Although symptom management/reduction may still be 
a goal of treatment, it is but one of many potential target domains that may 
be addressed in or out of therapy, and treatment success is not dependent on 
symptom change alone.

The applicability of the rehabilitative model to military trauma-focused 
specialty care is apparent. PTSD for veterans and SMs is associated with 
chronic, debilitating psychosocial deficits including poor physical health, 
work impairment or unemployment, marital problems or divorce, reduced 
intimacy in relationships, violent behavior, reduced problem-solving abil-
ity, poor parenting efficacy and satisfaction, and poor quality of life and 
life satisfaction [6, 17, 39–43]. These deficits may have a ripple effect that 
negatively impacts the family members of these individuals along the same 
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domains [44]. Yet, evidence suggests that focusing on PTSD symptom reduc-
tion in treatment, as do the current front-line EBPs may not lead to the gen-
eralized improvement in functioning and quality of life that proponents of 
EBPs expect [45] and as such, several studies have examined rehabilitative 
elements in PTSD populations or adjunctive to traditional trauma-focused 
therapy, with positive results (e.g., social skills training [46]; peer support 
[47]; vocational training [48]).

In modifying AD to conform to a rehabilitative model and address the 
varied and complex needs of veterans and SMs, the focus of treatment was 
further shifted from symptom management/reduction to be entrenched in 
enhancing functioning and quality of life. To accomplish this shift, a systema-
tized Healing and Repair Plan (HRP) protocol was created and added to the 
treatment manual. The HRP is a shared-decision-making (SDM) approach 
to treatment planning, in which the provider and patient dynamically gen-
erate a list of activities that the patient is willing to try outside of therapy to 
promote functional rehabilitation (e.g., improved relationships, increased 
job satisfaction) and corrective experience through wellness and leisure. This 
plan is highly individualized to the specific problem areas of the patient and 
the goals they generate for recovery, and as such, the plan may contain a 
variety of change agents whose sequence is determined collaboratively. AD-E 
now contains an expanded set of empirically supported change agents, over 
an extended treatment of up to 12 90-min sessions that may be selected to 
suit a patient’s individual needs including the following: (1) previous ele-
ments used in AD in-session or for homework assignments, such as cognitive 
therapy, the break-out experiential exercises, valued activity scheduling and 
behavioral activation, in vivo and imaginal exposure, and symbolic reparative 
action; and (2) the additional elements of mindfulness and compassion train-
ing [49•] and structured letter writing [50]. A multi-site comparative efficacy 
trial of AD-E, compared to Person-Centered Therapy, is currently underway 
across VA sites in Minneapolis, MN; San Diego, CA; San Francisco, CA; Waco, 
TX; and Boston, MA [35•]. The primary outcomes for this trial are social, 
educational, and occupational functioning and quality of life, with secondary 
outcomes of PTSD, depressive symptoms, and shame and guilt. This study 
will be the first to examine the relative efficacy of this new enhanced, flexible, 
and rehabilitation-focused version of AD (i.e., AD-E).

Mindfulness and Compassion Training

The relationship between mindfulness and PTSD has been well-documented 
in the literature, with mindfulness demonstrating a negative effect on symp-
toms [51, 52] and a positive effect on functional outcomes [53]. Mindful-
ness-based interventions have shown efficacy in targeting trauma-related 
symptoms and functional outcomes as both stand-alone treatments and 
adjuncts [54, 55], and in both civilian and veteran populations (see [56] for 
a veteran-specific meta-analysis of mindfulness-based interventions). Simi-
larly, compassion training, which may include specific mindfulness medi-
tations like loving-kindness (LKM) [57] and compassion meditation [58], 
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has demonstrated efficacy for targeting PTSD symptoms and a wide range 
of functional outcomes in civilian [58, 59] and military [53] samples (for 
reviews of compassion and LKM-based intervention RCTs and of mindfulness 
and compassion’s relationship with PTSD see [60] and [61], respectively). The 
range of functional outcomes that may benefit from mindfulness and com-
passion training speaks to their broad applicability to multiple domains of 
functioning, but their positive effects on well-being [58], shame [59, 62, 63], 
guilt [63], suicidality [60], chronic pain and anger [64], sense of purpose [65], 
and social support and connectedness [65–67] may be especially relevant 
for those suffering from PTSD, MI, or TL. Furthermore, LKM specifically has 
demonstrated non-inferiority in treating PTSD in veterans and superiority in 
treating depression when compared to CPT-C [68], as well as positive effects 
on broad functional outcomes like personal growth, environmental mastery, 
purpose, and acceptance [69]. This broad applicability across domains for 
mindfulness and compassion training, and their demonstrated efficacy and 
tolerability in military populations makes these change agents remarkably 
suitable additions for AD-E.

Incorporation of compassion training and mindfulness into AD-E 
involved three additions to the AD protocol: a compassion-based interview, 
in-session compassion training, and between-session practice assignments. 
The compassion-based interview is conducted as part of the initial psycho-
social and diagnostic assessment and is designed to gather preparatory his-
torical information regarding kind and loving figures and experiences, which 
are used throughout treatment to aid in compassion training and experien-
tial processing. Compassion training, and LKM specifically, is introduced in 
session 1 and is the focus of at least three later sessions, as determined on 
a case-by-case basis [35•]. Depending on the patient, mindfulness practice 
and/or compassion-based exercises are provided as homework for at least 
two sessions.

Structured Letter Writing

To further expand the available repertoire of change agents in AD-E, several 
variations of a structured letter-writing task were designed to facilitate expe-
riential processing of trauma, MI, and TL. Letter-writing tasks have demon-
strated effectiveness as an adjunctive treatment targeting PTSD symptoms 
[70], grief [71, 72], and MI-related attachment [50]. The specifics of the letter-
writing tasks that were designed for AD-E match the foci of the experien-
tial exercises in the AD breakout sessions: for processing MI, the letters may 
model correspondence with a moral authority to promote forgiveness; for 
TL, they may be correspondence with the deceased. Letter writing for PTSD 
may look like the exercises for either MI or TL. The aims of the letter writing 
elements are to provide alternative methods of disclosure, increase patient 
self-efficacy in processing, and relieve some of the burden on therapists. These 
letters are assigned between most of sessions 2–10 (except after sessions 4 
and 9, which are the two focused on compassion training and LKM). The 
elements may be used to continue outside of therapy the processing initiated 
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in the exposure and experiential in-session components, or they may act as 
stand-alone elements for disclosure and meaning making.

Comparison with Other Interventions

Thanks in large part to a growing recognition of the limitations of exist-
ing trauma-focused EBPs for addressing the mental and behavioral health 
needs of veterans and SMs with PTSD, several interventions have also been 
developed to target putative MI (AD/AD-E treats MI, traumatic loss, and 
threat-based traumas — it is not just a MI therapy). These include the fol-
lowing: (1) Building Spiritual Strength (BSS; [73, 74]), which was designed 
to use chaplains to address spiritual conflicts that may arise from exposure 
to warzone stressors; (2) the Impact of Killing module (IOK; [75]), which 
is intended to augment cognitive-behavioral therapy to address the specific 
potential psychological sequelae of a highly specific form of PMIE in the form 
of killing; and (3) Trauma-informed Guilt Reduction (TrIGR; [76–78]), a 
cognitive therapy to address putatively excessive guilt and shame. BSS, IOK, 
and TrIGR have each been evaluated using randomized controlled trials to 
examine treatment efficacy; IOK was evaluated relative to a waitlist control 
[75], TrIGR was evaluated relative to a comparison treatment [78], and BSS 
was evaluated relative to both a waitlist control [73] and a comparison treat-
ment [74].

The BSS approach assumes that PTSD and putative MI are caused by defi-
cits or conflicts in faith or spirituality that affect functioning after exposure to 
military stressors and traumas [73, 74]. It makes sense to leverage the chap-
lain community to provide this type of care given that spiritual counseling is 
their bread and butter. There is no doubt that certain military and warzone 
stressors either exacerbate existing spirituality deficits or disengagements from 
faith communities or can create new onset problems in these areas. However, 
given the multifarious causes and manifestations of trauma-related problems, 
and the problems that comprise the putative MI syndrome (via transgressions 
of the self or others), perhaps this kind of approach would be best for SMs 
and veterans who have faith and spirituality deficits and conflicts (this is an 
empirical question).

IOK is not a stand-alone intervention, but rather a module that is designed 
as an add-on after successful cognitive-behavioral treatment for PTSD [75]. The 
addition of this module to an existing treatment thus requires veterans to 
commit to up to 20 total sessions of contiguous therapy. If the most haunting 
and currently distressing military experience is killing and that is the target of 
an intensive trauma-focused psychotherapy, and at the end of treatment this 
remains unaddressed or the sequelae are not sufficiently changed, IOK seems 
like an excellent option for SMs and veterans who can commit to multisession 
contiguous and demanding treatment. As an aside, it would be concerning if 
trauma focused evidence-based treatments cannot address killing as the pri-
mary haunting and distressing stressor. If that is true, perhaps the IOK model 
needs to be a standalone treatment offered in the first place.
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Finally, TrIGR is a structured sequence of modules starting with psychoedu-
cation about guilt versus shame, followed by cognitive therapy sessions to target 
four putative common “cognitive errors” that contribute to guilt and shame, 
with the addition of values identification and goal setting, a key component of 
acceptance and commitment therapy [76–78]. TrIGR is limited to targeting guilt 
and shame resulting from these four presumed cognitive distortions, and little 
information is provided regarding targeting or adapting treatment to account 
for the myriad of functional problems that may co-occur with guilt or shame. 
TrIGR and other cognitive therapy approaches to trauma leverage moral relativ-
ism (that the moral harms are pliable by perspective taking and contextualizing) 
and may be best for cases where there is a clear culturally resonant distortion 
of personal responsibility for personal transgressive harms (e.g., when service 
members are raped in the military and leadership is unresponsive and blam-
ing of the person). It is unclear how TrIGR can help when moral absolutism 
is a phenomenological reality for the person based on the synergy of the type 
of moral harm with the culture and context in which it occurs; therefore, it is 
not a distortion but an existential truth. The latter would shift the therapeutic 
challenge from helping someone change the way they construe the aftermath, 
to how to help someone to reclaim “goodness” in light of “badness.” Further-
more, TrIGR and IOK both limit their interventions to putative MI from personal 
or witnessed transgressions, which excludes one of the most prevalent types of 
PMIE among SMs and veterans: being the direct victim of transgressive behav-
ior (e.g., being hazed and assaulted in boot camp and leadership ignoring the 
crime [8]). Finally, all three of these interventions use a serially ordered set of 
session content that may not be useful for complex cases that require a flexible 
ideographic approach.

Implementation

Implementation requires a formal, replicable, and programmatic process of 
training and dissemination, and a formal iterative real-world evaluation of effec-
tiveness using implementation science methods. Unfortunately, there are no 
projects underway currently to formalize and scale the training, dissemination, 
and implementation of AD or AD-E. If the results of the recently completed 
clinical trial of AD-E are positive, we will work on creating an AD-E manual for 
the public (the current manual is for the clinical trial only) following publica-
tion of those results. Providers who are interested in using AD, learning more 
about experiential methods to heal and repair TL and MI, and/or integrating 
various elements of AD into their modal approach to PTSD should read Litz 
et al. (2017; [14•]), which is the published AD therapy manual.
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Conclusion

AD represents a novel approach to BH treatment that is both flexible and 
context specific. Its initial design and subsequent empirical support have led 
to the publication and dissemination of a treatment manual [14•] that can 
be currently used by clinicians to target PTSD, MI, and TL for veterans and 
SMs. Beyond this manual, research has continued to improve and expand 
AD to better match its intended purpose: to provide a flexible, rehabilitative, 
evidence-based, and patient-centered approach to the treatment of military-
related BH problems. Thus far, this research as culminated in the develop-
ment of AD-E [35•], which is currently in clinical trials. AD and its iterations 
are unique among EBPs in its abandonment of the one-size-fits all approach 
in favor of a flexible and personalized treatment plan that was designed with 
its specific end-users in mind. This personalized approach is already practiced 
by clinicians when EBPs alone prove insufficient; AD and its enhancements 
support and build upon this observation by providing a practical, context 
sensitive, and evidence-based framework for the rehabilitation of veterans 
and SMs suffering from PTSD, MI, and TL.

Declarations

Conflict of Interest
The authors declare no competing interests.

Human and Animal Rights
All reported studies/experiments with human or animal subjects performed by the authors have been pre-
viously published and complied with all applicable ethical standards (including the Helsinki Declaration 
and its amendments, institutional/national research committee standards, and international/national/
institutional guidelines).

References
Papers of particular interest, published recently, have 
been highlighted as: • Of importance

 1. Foa E, Hembree E, Rothbaum BO. Prolonged expo-
sure therapy for PTSD: emotional processing of trau-
matic experiences therapist guide. Oxford University 
Press; 2007.

 2. Resick PA, Schnicke MK. Cognitive processing 
therapy for sexual assault victims. J Consult Clin 

Psychol. 1992;60(5):748–56. https:// doi. org/ 10. 
1037/ 0022- 006X. 60.5. 748.

 3. Monson CM, Schnurr PP, Resick PA, Friedman 
MJ, Young-Xu Y, Stevens SP. Cognitive processing 
therapy for veterans with military-related post-
traumatic stress disorder. J Consult Clin Psychol. 

494

495

496

497

498

499

500

501

502

503

504

505

506

507

508

509

510

511

512

513

514

515

516

517

518

519

520

521

522

523

524
525
526
527
528
529

530
531
532
533
534
535

https://doi.org/10.1037/0022-006X.60.5.748
https://doi.org/10.1037/0022-006X.60.5.748


UNCORRECTED PROOF

Journal : SmallExtended 40501 Article No : 264 Pages : 16 MS Code : 264 Dispatch : 9-5-2022

Adaptive Disclosure: Theoretical Foundations, Evidence, and Future Directions Darnell et al.

2006;74(5):898–907. https:// doi. org/ 10. 1037/ 0022- 
006X. 74.5. 898.

 4. Rauch SA, Defever E, Favorite T, Duroe A, Garrity 
C, Martis B, et al. Prolonged exposure for PTSD in 
a Veterans Health Administration PTSD clinic. J 
Trauma Stress. 2009;22(1):60–4. https:// doi. org/ 10. 
1002/ jts. 20380.

 5. Ready DJ, Thomas KR, Worley V, Backscheider AG, 
Harvey LA, Baltzell D, et al. A field test of group 
based exposure therapy with 102 veterans with 
war-related posttraumatic stress disorder. J Trauma 
Stress. 2008;21(2):150–7. https:// doi. org/ 10. 1002/ 
jts. 20326.

 6. Schnurr PP, Hayes AF, Lunney CA, McFall M, Uddo 
M. Longitudinal analysis of the relationship between 
symptoms and quality of life in veterans treated for 
posttraumatic stress disorder. J Consult Clin Psychol. 
2006;74(4):707–13. https:// doi. org/ 10. 1037/ 0022- 
006X. 74.4. 707.

 7. Smith TC, Ryan MA, Wingard DL, Slymen DJ, Sallis 
JF, Kritz-Silverstein D. New onset and persistent 
symptoms of post-traumatic stress disorder self 
reported after deployment and combat exposures: 
prospective population based US military cohort 
study. BMJ. 2008;336(7640):366–71. https:// doi. 
org/ 10. 1136/ bmj. 39430. 638241. AE.

 8. Wisco BE, Marx BP, May CL, Martini B, Krystal JH, 
Southwick SM, et al. Moral injury in US combat 
veterans: results from the national health and resil-
ience in veterans study. Dep Anx. 2017;34(4):340–7. 
https:// doi. org/ 10. 1002/ da. 22614.

 9. Marmar CR, Schlenger W, Henn-Haase C, Qian M, 
Purchia E, Li M, et al. Course of posttraumatic stress 
disorder 40 years after the Vietnam War: findings 
from the National Vietnam Veterans Longitudinal 
Study. JAMA Psychiat. 2015;72(9):875–81. https:// 
doi. org/ 10. 1001/ jamap sychi atry. 2015. 0803.

 10. Thomas JL, Wilk JE, Riviere LA, McGurk D, Castro 
CA, Hoge CW. Prevalence of mental health problems 
and functional impairment among active compo-
nent and National Guard soldiers 3 and 12 months 
following combat in Iraq. Arch Gen Psychiatry. 
2010;67(6):614–23. https:// doi. org/ 10. 1001/ archg 
enpsy chiat ry. 2010. 54.

 11. Hoge CW, Castro CA, Messer SC, McGurk D, Cotting 
DI, Koffman RL. Combat duty in Iraq and Afghani-
stan, mental health problems, and barriers to care. N 
Engl J Med. 2004;351(1):13–22. https:// doi. org/ 10. 
1056/ NEJMo a0406 03.

 12. Hepner KA, Roth CP, Pedersen ER, Park S, Setodji 
CM. Improving behavioral health care for US army 
personnel: identifying predictors of treatment out-
comes. Santa Monica, CA: RAND National Defense 
Research Institute; 2020.

 13. Berke DS, Kline NK, Wachen JS, McLean CP, Yarvis 
JS, Mintz J, et al. Predictors of attendance and drop-
out in three randomized controlled trials of PTSD 
treatment for active duty service members. Behav Res 

Ther. 2019;118:7–17. https:// doi. org/ 10. 1016/j. brat. 
2019. 03. 003.

 14. • Litz BT, Lebowitz L, Gray MJ, Nash WP. Adaptive 
disclosure: a new treatment for military trauma, loss, 
and moral injury. New York: Guilford Publications; 
2017. (Adaptive Disclosure treatment manual con-
taining information on treatment development, 
empirical support, the military culture and warrior 
ethos, and detailed descriptions of treatment ses-
sions and content.)

 15. Litz BT, Stein N, Delaney E, Lebowitz L, Nash WP, 
Silva C, et al. Moral injury and moral repair in war 
veterans: a preliminary model and intervention strat-
egy. Clin Psychol Rev. 2009;29(8):695–706. https:// 
doi. org/ 10. 1016/j. cpr. 2009. 07. 003.

 16. Galovski T, Lyons JA. Psychological sequelae of com-
bat violence: a review of the impact of PTSD on the 
veteran’s family and possible interventions. Aggress 
Violent Behav. 2004;9(5):477–501. https:// doi. org/ 
10. 1016/ S1359- 1789(03) 00045-4.

 17. Riggs DS, Byrne CA, Weathers FW, Litz BT. The qual-
ity of the intimate relationships of male Vietnam 
veterans: problems associated with posttraumatic 
stress disorder. J Trauma Stress. 1998;11(1):87–101. 
https:// doi. org/ 10. 1023/A: 10244 09200 155.

 18. Toblin RL, Riviere LA, Thomas JL, Adler AB, Kok BC, 
Hoge CW. Grief and physical health outcomes in 
US soldiers returning from combat. J Affect Disord. 
2012;136(3):469–75. https:// doi. org/ 10. 1016/j. jad. 
2011. 10. 048.

 19. Dickerson SS, Gruenewald TL, Kemeny ME. When 
the social self is threatened: shame, physiology, and 
health. J Pers. 2004;72(6):1191–216. https:// doi. org/ 
10. 1111/j. 1467- 6494. 2004. 00295.x.

 20. Department of Veterans Affairs, Veterans Health 
Administration. Uniform mental health services 
in VA medical centers and clinics. VHA Handbook 
1160.01. [Internet] Washington, DC: Department 
of Veterans Affairs, Veterans Health Administration; 
2008 [updated 2015 Nov 16; cited 2022 Feb 10]. 
Available from: https:// www. va. gov/ vhapu blica tions/ 
publi catio ns. cfm? pub=2.

 21. Pivar IL, Field NP. Unresolved grief in combat veter-
ans with PTSD. J Anxiety Disord. 2004;18(6):745–
55. https:// doi. org/ 10. 1016/j. janxd is. 2003. 09. 005.

 22.• Gray MJ, Nash WP, Litz BT. When self-blame is 
rational and appropriate: the limited utility of 
Socratic questioning in the context of moral injury: 
commentary on Wachen et al.(2016). Cogn Behav 
Pract. 2017:24(4):383–487. https:// doi. org/ 10. 
1016/j. cbpra. 2017. 03. 001. (Commentary addressing 
the limitations, and potential harm, of using tra-
ditional cognitive therapy techniques, like Socratic 
questioning, to target self-blame in the case of 
moral injury, presenting the techniques used in 
Adaptive Disclosure as a more appropriate alterna-
tive approach.)

 23. Steenkamp MM, Nash WP, Lebowitz L, Litz BT. How 
best to treat deployment-related guilt and shame: 

536
537
538
539
540
541
542
543
544
545
546
547
548
549
550
551
552
553
554
555
556
557
558
559
560
561
562
563
564
565
566
567
568
569
570
571
572
573
574
575
576
577
578
579
580
581
582
583
584
585
586
587
588
589
590
591
592
593
594

595
596
597
598
599
600
601
602
603
604
605
606
607
608
609
610
611
612
613
614
615
616
617
618
619
620
621
622
623
624
625
626
627
628
629
630
631
632
633
634
635
636
637
638
639
640
641
642
643
644
645
646
647
648
649
650
651
652

https://doi.org/10.1037/0022-006X.74.5.898
https://doi.org/10.1037/0022-006X.74.5.898
https://doi.org/10.1002/jts.20380
https://doi.org/10.1002/jts.20380
https://doi.org/10.1002/jts.20326
https://doi.org/10.1002/jts.20326
https://doi.org/10.1037/0022-006X.74.4.707
https://doi.org/10.1037/0022-006X.74.4.707
https://doi.org/10.1136/bmj.39430.638241.AE
https://doi.org/10.1136/bmj.39430.638241.AE
https://doi.org/10.1002/da.22614
https://doi.org/10.1001/jamapsychiatry.2015.0803
https://doi.org/10.1001/jamapsychiatry.2015.0803
https://doi.org/10.1001/archgenpsychiatry.2010.54
https://doi.org/10.1001/archgenpsychiatry.2010.54
https://doi.org/10.1056/NEJMoa040603
https://doi.org/10.1056/NEJMoa040603
https://doi.org/10.1016/j.brat.2019.03.003
https://doi.org/10.1016/j.brat.2019.03.003
https://doi.org/10.1016/j.cpr.2009.07.003
https://doi.org/10.1016/j.cpr.2009.07.003
https://doi.org/10.1016/S1359-1789(03)00045-4
https://doi.org/10.1016/S1359-1789(03)00045-4
https://doi.org/10.1023/A:1024409200155
https://doi.org/10.1016/j.jad.2011.10.048
https://doi.org/10.1016/j.jad.2011.10.048
https://doi.org/10.1111/j.1467-6494.2004.00295.x
https://doi.org/10.1111/j.1467-6494.2004.00295.x
https://www.va.gov/vhapublications/publications.cfm?pub=2
https://www.va.gov/vhapublications/publications.cfm?pub=2
https://doi.org/10.1016/j.janxdis.2003.09.005
https://doi.org/10.1016/j.cbpra.2017.03.001
https://doi.org/10.1016/j.cbpra.2017.03.001


UNCORRECTED PROOF

Journal : SmallExtended 40501 Article No : 264 Pages : 16 MS Code : 264 Dispatch : 9-5-2022

Moral Injury (JI Harris, Section Editor)

commentary on Smith, Duax, and Rauch (2013). 
Cogn Behav Pract. 2013;20(4):471–5. https:// doi. 
org/ 10. 1016/j. cbpra. 2013. 05. 002.

 24. Acosta JD, Becker A, Cerully JL, Fisher MP, Martin LT, 
Vardavas R, Slaugher ME, Schell TL. Mental health 
stigma in the military. Santa Monica, CA: RAND 
National Defense Research Institute; 2014.

 25. Nash WP, Litz BT. Moral injury: a mechanism 
for war-related psychological trauma in military 
family members. Clin Child Fam Psychol Rev. 
2013;16(4):365–75. https:// doi. org/ 10. 1007/ 
s10567- 013- 0146-y.

 26.• Steenkamp MM, Litz BT. Psychotherapy for military-
related posttraumatic stress disorder: review of the 
evidence. Clin Psychol Rev. 2013;33(1):45–53. 
https:// doi. org/ 10. 1016/j. cpr. 2012. 10. 002. (Litera-
ture review of the empirical evidence for the use 
of trauma-focused treatments to target military-
related PTSD.)

 27. Steenkamp MM, Litz BT, Gray MJ, Lebowitz L, Nash 
W, Conoscenti L, et al. A brief exposure-based inter-
vention for service members with PTSD. Cogn Behav 
Pract. 2011;18(1):98–107. https:// doi. org/ 10. 1016/j. 
cbpra. 2009. 08. 006.

 28 Laifer AL, Amidon AD, Lang AJ, Litz BT. Treating 
war-related moral injury and loss with adaptive dis-
closure: a case study. In: Ritchie EC, editor. Posttrau-
matic stress disorder and related diseases in combat 
veterans. London: Springer Cham; 2015.

 29. Hepner KA, Farris C, Farmer CM, Iyiewuare PO, 
Tanielian T, Wilks A, et al. Delivering clinical practice 
guideline-concordant care for PTSD and major 
depression in military treatment facilities. RAND 
Health Q. 2018;7(3):3.

 30. Rosen CS, Matthieu MM, Wiltsey-Stirman S, Cook 
JM, Landes S, Bernardy NC, et al. A review of studies 
on the system-wide implementation of evidence-
based psychotherapies for posttraumatic stress 
disorder in the Veterans Health Administration. Adm 
Policy Ment Health. 2016;43:957–77. https:// doi. 
org/ 10. 1007/ s10488- 016- 0755-0.

 31. Gray MJ, Schorr Y, Nash W, Lebowitz L, Amidon A, 
Lansing A, et al. Adaptive disclosure: an open trial 
of a novel exposure-based intervention for service 
members with combat-related psychological stress 
injuries. Behav Ther. 2012;43(2):407–15. https:// doi. 
org/ 10. 1016/j. beth. 2011. 09. 001.

 32.• Litz BT, Rusowicz-Orazem L, Doros G, Grunthal 
B, Gray M, Nash W, et al. Adaptive disclosure, a 
combat-specific PTSD treatment, versus cognitive-
processing therapy, in deployed marines and sailors: 
a randomized controlled non-inferiority trial. 
Psychiatry Res. 2021;297:113761. https:// doi. org/ 10. 
1016/j. psych res. 2021. 113761. (Clinical trial demon-
strating that Adaptive Disclosure is not inferior to 
cognitive processing therapy-cognitive version at 
targeting PTSD symptoms, depression symptoms, 
and functioning.)

 33. Jacobson NS, Truax P. Clinical significance: a 
statistical approach to defining meaningful change 
in psychotherapy research. J Consult Clin Psy-
chol. 1991;59(1):12–9. https:// doi. org/ 10. 1037/ 
10109- 042.

 34. Jacobson NS, Follette WC, Revenstorf D. Psycho-
therapy outcome research: methods for reporting 
variability and evaluating clinical significance. Behav 
Ther. 1984;15(4):336–52. https:// doi. org/ 10. 1016/ 
S0005- 7894(84) 80002-7.

 35.• Yeterian JD, Berke DS, Litz BT. Psychosocial reha-
bilitation after war trauma with adaptive disclosure: 
design and rationale of a comparative efficacy trial. 
Contemp Clin Trials. 2017;61:10–5. https:// doi. 
org/ 10. 1016/j. cct. 2017. 07. 012. (Rationale for the 
enhanced version of adaptive disclosure, including 
the design of the clinical trial still underway as of 
this publication.)

 36. Simiola V, Ellis AE, Thompson R, Schnurr PP, Cook 
JM. Provider perspectives on choosing prolonged 
exposure or cognitive processing therapy for PTSD: 
a national investigation of VA residential treatment 
providers. Pract Innov. 2019;4(3):194–203. https:// 
doi. org/ 10. 1037/ pri00 00091.

 37 Yildiz M. Psychosocial rehabilitation interven-
tions in the treatment of schizophrenia and bipolar 
disorder. Arch Neuropsychiatry. 2021;58(1):S77–82. 
https:// doi. org/ 10. 29399/ npa. 27430.

 38. Resnick SG, Goldberg RW. Psychiatric rehabilitation 
for veterans and the evolution of the field. Psychiatr 
Rehabil J. 2019;42(3):207–9. https:// doi. org/ 10. 
1037/ prj00 00383.

 39. Hoge CW, Auchterlonie JL, Milliken CS. Mental 
health problems, use of mental health services, 
and attrition from military service after returning 
from deployment to Iraq or Afghanistan. JAMA. 
2006;295(9):1023–32. https:// doi. org/ 10. 1001/ jama. 
295.9. 1023.

 40. Kulka RA, Schlenger WE, Fairbank JA, Hough RL, Jor-
dan BK, Marmar CR, et al. Trauma and the Vietnam 
war generation: report of findings from the National 
Vietnam Veterans Readjustment Study. New York: 
Brunner/Mazel; 1990.

 41. McFall M, Fontana A, Raskind M, Rosenheck R. 
Analysis of violent behavior in Vietnam combat 
veteran psychiatric inpatients with posttraumatic 
stress disorder. J Trauma Stress. 1999;12(3):501–17. 
https:// doi. org/ 10. 1023/A: 10247 71121 189.

 42. Rodriguez P, Holowka DW, Marx BP. Assessment 
of posttraumatic stress disorder-related func-
tional impairment: a review. J Rehabil Res Dev. 
2012;49(5):649–66. https:// doi. org/ 10. 1682/ JRRD. 
2011. 09. 0162.

 43. Samper RE, Taft CT, King DW, King LA. Posttrau-
matic stress disorder symptoms and parenting satis-
faction among a national sample of male Vietnam 
veterans. J Trauma Stress. 2004;17(4):311–5. https:// 
doi. org/ 10. 1023/B: JOTS. 00000 38479. 30903. ed.

653
654
655
656
657
658
659
660
661
662
663
664
665
666
667
668
669
670
671
672
673
674
675
676
677
678
679
680
681
682
683
684
685
686
687
688
689
690
691
692
693
694
695
696
697
698
699
700
701
702
703
704
705
706
707
708
709
710
711

712
713
714
715
716
717
718
719
720
721
722
723
724
725
726
727
728
729
730
731
732
733
734
735
736
737
738
739
740
741
742
743
744
745
746
747
748
749
750
751
752
753
754
755
756
757
758
759
760
761
762
763
764
765
766
767
768

https://doi.org/10.1016/j.cbpra.2013.05.002
https://doi.org/10.1016/j.cbpra.2013.05.002
https://doi.org/10.1007/s10567-013-0146-y
https://doi.org/10.1007/s10567-013-0146-y
https://doi.org/10.1016/j.cpr.2012.10.002
https://doi.org/10.1016/j.cbpra.2009.08.006
https://doi.org/10.1016/j.cbpra.2009.08.006
https://doi.org/10.1007/s10488-016-0755-0
https://doi.org/10.1007/s10488-016-0755-0
https://doi.org/10.1016/j.beth.2011.09.001
https://doi.org/10.1016/j.beth.2011.09.001
https://doi.org/10.1016/j.psychres.2021.113761
https://doi.org/10.1016/j.psychres.2021.113761
https://doi.org/10.1037/10109-042
https://doi.org/10.1037/10109-042
https://doi.org/10.1016/S0005-7894(84)80002-7
https://doi.org/10.1016/S0005-7894(84)80002-7
https://doi.org/10.1016/j.cct.2017.07.012
https://doi.org/10.1016/j.cct.2017.07.012
https://doi.org/10.1037/pri0000091
https://doi.org/10.1037/pri0000091
https://doi.org/10.29399/npa.27430
https://doi.org/10.1037/prj0000383
https://doi.org/10.1037/prj0000383
https://doi.org/10.1001/jama.295.9.1023
https://doi.org/10.1001/jama.295.9.1023
https://doi.org/10.1023/A:1024771121189
https://doi.org/10.1682/JRRD.2011.09.0162
https://doi.org/10.1682/JRRD.2011.09.0162
https://doi.org/10.1023/B:JOTS.0000038479.30903.ed
https://doi.org/10.1023/B:JOTS.0000038479.30903.ed


UNCORRECTED PROOF

Journal : SmallExtended 40501 Article No : 264 Pages : 16 MS Code : 264 Dispatch : 9-5-2022

Adaptive Disclosure: Theoretical Foundations, Evidence, and Future Directions Darnell et al.

 44. Jordan BK, Marmar CR, Fairbank JA, Schlenger WE, 
Kulka RA, Hough RL, et al. Problems in families of 
male Vietnam veterans with posttraumatic stress 
disorder. J Consult Clin Psychol. 1992;60(6):916–
26. https:// doi. org/ 10. 1037/ 0022- 006X. 60.6. 916.

 45. Schnurr PP, Lunney CA. Symptom benchmarks 
of improved quality of life in PTSD. Dep Anx. 
2016;33(3):247–55. https:// doi. org/ 10. 1002/ da. 
22477.

 46. McCarron KK, Dasgupta MK, Campbell CA, Hull 
AE, Namazi S, Adams AH, et al. Social rehabilita-
tion for military veterans with traumatic brain 
injury, psychological trauma, and chronic neu-
ropsychiatric symptoms: intervention develop-
ment and initial outcomes. Psychiatr Rehabil J. 
2019;42(3):296–304. https:// doi. org/ 10. 1037/ 
prj00 00361.

 47. Possemato K, Johnson EM, Emery JB, Wade M, 
Acosta MC, Marsch LA, et al. A pilot study compar-
ing peer supported web-based CBT to self-managed 
web CBT for primary care veterans with PTSD 
and hazardous alcohol use. Psychiatr Rehabil J. 
2019;42(3):305–13. https:// doi. org/ 10. 1037/ prj00 
00334.

 48. Mueller L, Wolfe WR, Neylan TC, McCaslin SE, 
Yehuda R, Flory JD, et al. Positive impact of IPS sup-
ported employment on PTSD-related occupational-
psychosocial functional outcomes: results from a 
VA randomized-controlled trial. Psychiatr Rehabil J. 
2019;42(3):246–56. https:// doi. org/ 10. 1037/ prj00 
00345.

 49.• Litz B, Carney JR. Employing loving-kindness medi-
tation to promote self-and other-compassion among 
war veterans with posttraumatic stress disorder. Spir-
itual Clin Pract. 2018;5(3):201–11. https:// doi. org/ 
10. 1037/ scp00 00174. (Rationale and description of 
using compassion training and Loving-Kindness 
Meditation to target war-related posttraumatic 
outcomes, especially moral injury and traumatic 
loss, with information on the incorporation of 
LKM into Adaptive Disclosure and clinical heuris-
tics to help providers.)

 50. Keenan MJ, Lumley VA, Schneider RB. A group ther-
apy approach to treating combat posttraumatic stress 
disorder: interpersonal reconnection through letter 
writing. Psychother. 2014;51(4):546–54. https:// doi. 
org/ 10. 1037/ a0036 025.

 51. Jayatunge RM, Pokorski M. Post-traumatic stress 
disorder: a review of therapeutic role of meditation 
interventions. In: Pokorski M, editor. Respiratory ail-
ments in context. Advances in experimental medi-
cine and biology, vol 1113. Cham: Springer; 2018.

 52. Reffi AN, Pinciotti CM, Darnell BC, Orcutt HK. Trait 
mindfulness and PTSD symptom clusters: consider-
ing the influence of emotion dysregulation. Pers 
Individ Dif. 2019;137:62–70. https:// doi. org/ 10. 
1016/j. paid. 2018. 08. 010.

 53. Meyer EC, Szabo YZ, Frankfurt SB, Kimbrel NA, 
DeBeer BB, Morissette SB. Predictors of recovery 

from post-deployment posttraumatic stress disor-
der symptoms in war veterans: the contributions of 
psychological flexibility, mindfulness, and self-com-
passion. Behav Res Ther. 2019;114:7–14. https:// doi. 
org/ 10. 1016/j. brat. 2019. 01. 002.

 54. Hopwood TL, Schutte NS. A meta-analytic investiga-
tion of the impact of mindfulness-based interven-
tions on post traumatic stress. Clin Psychol Rev. 
2017;57:12–20. https:// doi. org/ 10. 1016/j. cpr. 2017. 
08. 002.

 55. Taylor J, McLean L, Korner A, Stratton E, Glozier N. 
Mindfulness and yoga for psychological trauma: sys-
tematic review and meta-analysis. J Trauma Dissocia-
tion. 2020;21(5):536–73. https:// doi. org/ 10. 1080/ 
15299 732. 2020. 17601 67.

 56. Goldberg SB, Riordan KM, Sun S, Kearney DJ, Simp-
son TL. Efficacy and acceptability of mindfulness-
based interventions for military veterans: a system-
atic review and meta-analysis. J Psychosom Res. 
2020;138:110232. https:// doi. org/ 10. 1016/j. jpsyc 
hores. 2020. 110232.

 57. Salzberg S. Loving-kindness: The revolutionary art of 
happiness. Boston: Shambhala; 1995.

 58. Neff KD, Germer CK. A pilot study and randomized 
controlled trial of the mindful self-compassion pro-
gram. J Clin Psychol. 2013;69(1):28–44. https:// doi. 
org/ 10. 1002/ jclp. 21923.

 59. Gilbert P, Procter S. Compassionate mind training 
for people with high shame and self-criticism: over-
view and pilot study of a group therapy approach. 
Clin Psychol Psychother. 2006;13(6):353–79. 
https:// doi. org/ 10. 1002/ cpp. 507.

 60. Graser J, Stangier U. Compassion and loving-kind-
ness meditation: an overview and prospects for the 
application in clinical samples. Harv Rev Psychiatry. 
2018;26(4):201–15. https:// doi. org/ 10. 1097/ HRP. 
00000 00000 000192.

 61. Lang AJ, Strauss JL, Bomyea J, Bormann JE, Hickman 
SD, Good RC, Essex M. The theoretical and empiri-
cal basis for meditation as an intervention for PTSD. 
Behav Modif. 2012;36(6):759–86. https:// doi. org/ 
10. 1177/ 01454 45512 441200.

 62. Au TM, Sauer-Zavala S, King MW, Petrocchi N, 
Barlow DH, Litz BT. Compassion-based therapy 
for trauma-related shame and posttraumatic stress: 
initial evaluation using a multiple baseline design. 
Behav Ther. 2017;48(2):207–21. https:// doi. org/ 10. 
1016/j. beth. 2016. 11. 012.

 63. Eaton E, Capone C, Shea MT, Cameron A. Evalua-
tion of self-compassion focused group treatment for 
co-occurring PTSD and substance use in veterans 
with posttraumatic guilt: a case study. Int J Group 
Psychotherapy. 2020;70(4):481–508. https:// doi. org/ 
10. 1080/ 00207 284. 2020. 18056 17.

 64. Carson JW, Keefe FJ, Lynch TR, Carson KM, Goli 
V, Fras AM, et al. Loving-kindness meditation for 
chronic low back pain: results from a pilot trial. J 
Holist Nurs. 2005;23(3):287–304. https:// doi. org/ 
10. 1177/ 08980 10105 277651.

769
770
771
772
773
774
775
776
777
778
779
780
781
782
783
784
785
786
787
788
789
790
791
792
793
794
795
796
797
798
799
800
801
802
803
804
805
806
807
808
809
810
811
812
813
814
815
816
817
818
819
820
821
822
823
824
825
826
827

828
829
830
831
832
833
834
835
836
837
838
839
840
841
842
843
844
845
846
847
848
849
850
851
852
853
854
855
856
857
858
859
860
861
862
863
864
865
866
867
868
869
870
871
872
873
874
875
876
877
878
879
880
881
882
883
884
885
886

https://doi.org/10.1037/0022-006X.60.6.916
https://doi.org/10.1002/da.22477
https://doi.org/10.1002/da.22477
https://doi.org/10.1037/prj0000361
https://doi.org/10.1037/prj0000361
https://doi.org/10.1037/prj0000334
https://doi.org/10.1037/prj0000334
https://doi.org/10.1037/prj0000345
https://doi.org/10.1037/prj0000345
https://doi.org/10.1037/scp0000174
https://doi.org/10.1037/scp0000174
https://doi.org/10.1037/a0036025
https://doi.org/10.1037/a0036025
https://doi.org/10.1016/j.paid.2018.08.010
https://doi.org/10.1016/j.paid.2018.08.010
https://doi.org/10.1016/j.brat.2019.01.002
https://doi.org/10.1016/j.brat.2019.01.002
https://doi.org/10.1016/j.cpr.2017.08.002
https://doi.org/10.1016/j.cpr.2017.08.002
https://doi.org/10.1080/15299732.2020.1760167
https://doi.org/10.1080/15299732.2020.1760167
https://doi.org/10.1016/j.jpsychores.2020.110232
https://doi.org/10.1016/j.jpsychores.2020.110232
https://doi.org/10.1002/jclp.21923
https://doi.org/10.1002/jclp.21923
https://doi.org/10.1002/cpp.507
https://doi.org/10.1097/HRP.0000000000000192
https://doi.org/10.1097/HRP.0000000000000192
https://doi.org/10.1177/0145445512441200
https://doi.org/10.1177/0145445512441200
https://doi.org/10.1016/j.beth.2016.11.012
https://doi.org/10.1016/j.beth.2016.11.012
https://doi.org/10.1080/00207284.2020.1805617
https://doi.org/10.1080/00207284.2020.1805617
https://doi.org/10.1177/0898010105277651
https://doi.org/10.1177/0898010105277651


UNCORRECTED PROOF

Journal : SmallExtended 40501 Article No : 264 Pages : 16 MS Code : 264 Dispatch : 9-5-2022

Moral Injury (JI Harris, Section Editor)

 65 Fredrickson BL, Cohn MA, Coffey KA, Pek J, Finkel 
SM. Open hearts build lives: positive emotions, 
induced through loving-kindness meditation, build 
consequential personal resources. J Pers Soc Psychol. 
2008;95(5):1045–62. https:// doi. org/ 10. 1037/ a0013 
262.

 66. Hutcherson CA, Seppala EM, Gross JJ. Loving-
kindness meditation increases social connectedness. 
Emotion. 2008;8(5):720–4. https:// doi. org/ 10. 1037/ 
a0013 237.

 67. Luo X, Che X, Lei Y, Li H. Investigating the influence 
of self-compassion-focused interventions on post-
traumatic stress: a systematic review and meta-analy-
sis. Mindfulness. 2021;12(12):2865–76. https:// doi. 
org/ 10. 1007/ s12671- 021- 01732-3.

 68. Kearney DJ, Malte CA, Storms M, Simpson TL. 
Loving-kindness meditation vs cognitive pro-
cessing therapy for posttraumatic stress disorder 
among veterans: a randomized clinical trial. JAMA. 
2021;4(4):e216604. https:// doi. org/ 10. 1001/ jaman 
etwor kopen. 2021. 6604.

 69. Kearney DJ, McManus C, Malte CA, Martinez ME, 
Felleman B, Simpson TL. Loving-kindness medita-
tion and the broaden-and-build theory of positive 
emotions among veterans with posttraumatic stress 
disorder. Med Care. 2014:52(12):S32-S38. https:// 
www. jstor. org/ stable/ 26417 877.

 70. Van Emmerik AA, Reijntjes A, Kamphuis JH. Writing 
therapy for posttraumatic stress: a meta-analysis. Psy-
chother Psychosom. 2013;82(2):82–8. https:// doi. 
org/ 10. 1159/ 00034 3131.

 71. Bryant RA, Kenny L, Joscelyne A, Rawson N, Maccal-
lum F, Cahill C, et al. Treating prolonged grief disor-
der: a 2-year follow-up of a randomized controlled 
trial. J Clin Psychiatry. 2017;78(9):1363–8. https:// 
doi. org/ 10. 4088/ JCP. 16m10 729.

 72. Lange A. Writing assignments in the treatment of 
grief and tvaumas from the past. In: Zeig JK, editor. 
Ericksonian methods: the essence of the story. New 
York: Routledge; 1994.

 73. Harris JI, Erbes CR, Engdahl BE, Thuras P, Murray-
Swank N, Grace D, Ogden H, Olson RH, Win-
skowski AM, Bacon R, Malec C. The effectiveness 
of a trauma focused spiritually integrated interven-
tion for veterans exposed to trauma. J Clin Psychol. 
2011;67(4):425–38. https:// doi. org/ 10. 1002/ jclp. 
20777.

 74. Harris JI, Usset T, Voecks C, Thuras P, Currier J, Erbes 
C. Spiritually integrated care for PTSD: a randomized 
controlled trial of “building spiritual strength.” 
Psychiatry Res. 2018;267:420–8. https:// doi. org/ 10. 
1016/j. psych res. 2018. 06. 045.

 75. Maguen S, Burkman K, Madden E, Dinh J, Bosch J, 
Keyser J, Schmitz M, Neylan TC. Impact of killing 
in war: a randomized, controlled pilot trial. J Clin 
Psychol. 2017;73(9):997–1012. https:// doi. org/ 10. 
1002/ jclp. 22471.

 76. Norman SB, Wilkins KC, Myers US, Allard CB. 
Trauma informed guilt reduction therapy with com-
bat veterans. Cogn Behav Pract. 2014;21(1):78–88. 
https:// doi. org/ 10. 1016/j. cbpra. 2013. 08. 001.

 77. Norman S, Allard C, Browne K, Capone C, Davis B, 
Kubany E. Trauma informed guilt reduction therapy: 
treating guilt and shame resulting from trauma and 
moral injury. Academic Press; 2019.

 78. Norman SB, Capone C, Panza KE, Haller M, Davis 
BC, Schnurr PP, Shea MT, Browne K, Norman GJ, 
Lang AJ, Kline AC. A clinical trial comparing trauma‐
informed guilt reduction therapy (TrIGR), a brief 
intervention for trauma‐related guilt, to supportive 
care therapy. Depression and Anxiety. 2022.

Publisher’s Note
Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional 
affiliations.

887
888
889
890
891
892
893
894
895
896
897
898
899
900
901
902
903
904
905
906
907
908
909
910
911
912
913
914
915
916
917
918
919
920
921
922
923
924
925
926
927
928
929
930
931
932
933
934
935
936
937
938
939
940
941
942
943
944
945

946
947
948
949
950
951
952
953
954
955
956
957

958

959

960

961

962

https://doi.org/10.1037/a0013262
https://doi.org/10.1037/a0013262
https://doi.org/10.1037/a0013237
https://doi.org/10.1037/a0013237
https://doi.org/10.1007/s12671-021-01732-3
https://doi.org/10.1007/s12671-021-01732-3
https://doi.org/10.1001/jamanetworkopen.2021.6604
https://doi.org/10.1001/jamanetworkopen.2021.6604
https://www.jstor.org/stable/26417877
https://www.jstor.org/stable/26417877
https://doi.org/10.1159/000343131
https://doi.org/10.1159/000343131
https://doi.org/10.4088/JCP.16m10729
https://doi.org/10.4088/JCP.16m10729
https://doi.org/10.1002/jclp.20777
https://doi.org/10.1002/jclp.20777
https://doi.org/10.1016/j.psychres.2018.06.045
https://doi.org/10.1016/j.psychres.2018.06.045
https://doi.org/10.1002/jclp.22471
https://doi.org/10.1002/jclp.22471
https://doi.org/10.1016/j.cbpra.2013.08.001

	Adaptive Disclosure: Theoretical Foundations, Evidence, and€Future Directions
	Abstract
	Purpose of Review 
	Recent Findings 
	Summary 

	Introduction
	Adaptive Disclosure
	Clinical Efficacy and€Effectiveness of€Adaptive Disclosure

	Adaptive Disclosure — Enhanced (AD-E)
	The Rehabilitative Model for€PTSD Treatment
	Mindfulness and€Compassion Training
	Structured Letter Writing

	Comparison with€Other Interventions
	Implementation
	Conclusion
	References




