
Interview with Dr Charles Hoge on PTSD 
Treatments and a Novel Treatment,  

Accelerated Resolution Therapy
Charles Hoge, M.D., is 
a internationally-known 
e x p e r t o n p o s t -
t r a u m a t i c s t r e s s 
d i s o r d e r , m i l d 
traumatic brain injury 
and other physiological 
reactions to war, as 

well as treatment strategies for war-related 
conditions. Dr. Hoge’s expertise spans 
psychiatry, trauma, public health, health 
policy, and infectious diseases. His articles 
in The New England Journal of Medicine and 
The Journal of the American Medical 
Association are the most frequently cited 
medical articles concerning the impact of 
the current wars in Iraq and Afghanistan.  He 
currently works at Walter Reed Army 
Institute of Research and Walter Reed 
National Military Medical Center.  

This interview will discuss Dr Hoge’s 
perspective on trauma-focused therapy for 
PTSD, including recent work with a new 
psychotherapy, Accelerated Resolution 
Therapy (ART), being utilized by some 
clinicians at two large military hospitals in 
the Washington D.C. area, including Walter 
Reed National Military Medical Center and 
Ft. Belvoir Army Community Hospital. ART is 
a brief exposure based therapy with roots in 

Eye Movement Desensi t izat ion and 
Reprocessing (EMDR) that has shown 
promise in treating PTSD symptoms in fewer 
(2-5) treatment sessions (Kip et al., 2013). 
The ART intervention consists of four core 
components: imaginal exposure through 
visualization, imagery rescripting, in-vitro 
exposure, and relaxation facilitated with 
bilateral eye movements (Kip et al., 2014). 
More information on ART can be found in 
the reference list at the end of this interview.  

How did you come to use Accelerated 
Resolution Therapy in your practice 
and why did it appeal to you? 

I’ve been trained in Prolonged Exposure (PE) 
and cognitive processing therapy (CPT), 
though I found PE and other narrative 
approaches, like Narrative Exposure Therapy 
(NET), more useful over the years. 
Additionally, I have worked with a lot of 
mental health professionals skilled in EMDR.  
I’ve been impressed with that approach, and 
recently trained in EMDR myself.  

About a year and a half ago, researchers 
from University of S. Florida came to Walter 
Reed to present the findings of the first 
randomized controlled trial of ART.  Although 
there was very little interest initially among 
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colleagues at Walter Reed because this was 
the first study, the presentation peaked my 
curiosity. The researchers showed videos of 
patients who had been treated with ART and 
there was a veteran there who talked about 
h i s o w n e x p e r i e n c e w i t h i t . T h i s 
subsequently led to our first training at Fort 
Belvoir, the partner hospital to Walter Reed; 
since then, approximately fifteen to twenty 
clinicians have been trained at Walter Reed 
and thirty at Fort Belvoir. These clinicians are 
starting to offer ART as one treatment option 
to patients and are becoming familiar with 
how it compares with more established 
evidence-based treatments. We can’t 
necessarily consider ART an evidence-
based treatment at this point as there is only 
one RCT, but it is grounded in evidence-
based techniques, especially EMDR.  

Can you describe some of the 
outcomes you have seen with it? 

The technique is very much focused on how 
trauma is stored in the body, and patients 
almost always find a sense of relief by the 
end of each treatment session. Sometimes 
you can see dramatic efficacy with drops in 
PCL scores and patients looking much 
better after just a single session. I’ve had a 
couple of cases like that, and several where 
impressive recovery from PTSD has 
occurred in three or four sessions.  However, 
for the most part those have involved PTSD 
stemming from single traumas in patients 
who did not have childhood trauma. When 
there’s complex trauma, then I’ve also found 
ART techniques very useful, but the process 
takes longer.   

Can you describe the differences 
between ART and the current 
standard treatments for combat 

related PTSD such as prolonged 
exposure therapy (PE), and eye 
movement desensi t izat ion and 
reprocessing (EMDR) and do you use 
ART alongside these evidence-based 
treatments? 

All evidence-based treatments for PTSD, 
inc luding PE, CPT, t rauma-focused 
Cognitive Behavioural Therapy (CBT), stress 
inoculation training, and EMDR, involve 
components of narrative exposure, cognitive 
restructuring, in-vivo or in-vitro exposure, 
and relaxation in varying combinations.  ART 
is most similar to EMDR. Both ART and 
EMDR rely on eye movements (or some form 
of bilateral stimulation). They both rely on 
desensitisation through visualisation, asking 
the person to go back and visualise the 
trauma or the worst part of the trauma they 
experienced. EMDR and ART both have an 
in-vitro exposure component, where you ask 
the person to visualise a future situation they 
are anxious about and see themselves being 
successful. And they both have a body 
focus, where you attend to the physiological 
reactions of the body during processing. 

Where they differ: the basic structure of the 
treatment session is very different. The ART 
desensitization process is much more 
focused on having a person go back and 
forth from the image of the traumatic event 
to their immediate body sensations, and the 
therapist guides the client’s attention 
between these two areas of focus. Also 
during the desensitisation process, there 
isn’t a specific cognitive focus in ART; ART is 
more procedural, less free associative than 
EMDR.   

Another area in which they diverge: in ART 
there is a re-scripting procedure after the 
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place of the trauma.  This could be 
visualising something similar but with a 
different outcome, a completely different 
event, or another memory one would prefer 
to hold on to instead (for example, a happy 
memory of a loved one who passed away 
rather than the intrusive hospital-related 
images). Re-scripting techniques are used 
routinely in nightmare CBT for insomnia 
(Imagery Rehearsal Therapy), and in a CBT 
protocol for suicide recently published in 
American Journal of Psychiatry (D. Rudd, et. 
al). So there is a strong precedent for using 
re-scripting already.  ART extends this to the 
traumatic experience itself and how the 
brain stores the information related to this 
experience. There are also emerging findings 
from experimental studies of conditioned 
fear responses by LeDoux and others that 
support the potential therapeutic application 
of techniques like this that may specifically 
target the reconsolidation of traumatic 
memories.   

Another big difference between EMDR and 
ART is the cognitive focus.  In EMDR there is 
a strong cognitive component where you ask 
the person to identify their negative 
cognitions and the positive cognition they 
want to install instead, including having 
them rate their level of belief in the positive 
cognition. The ART procedure is simpler. In 
ART, we don’t do any of that. The cognitive 
changes happen naturally, more organically. 
This is akin to the difference in cognitive 
restructuring techniques in CPT where this is 
a primary focus, and PE, where the cognitive 
shifts happen more naturally over the course 
of the narrative process. Incidentally, there is 
a pivotal dismantling study of CPT by 
Resick, et al. that showed that a simple pure 
written narrative process is virtually identical 
in efficacy as the full complex CPT protocol. 

This also lends support to the fact that 
negative cognitions do not necessarily need 
to be primary focus in trauma treatment. 

Can ART be used only as a stand-
alone treatment or can it be integrated 
w i t h o t h e r e v i d e n c e - b a s e d 
treatments?  

Because ART is not fully evidence-based 
yet, I think of it as an adjunctive treatment 
and frequently weave it with other evidence-
based techniques. I have also found it useful 
as a new strategy with patients I’ve worked 
with over a long time.  

Would you say that one of the 
important elements of ART is that it 
does tap into the body?  

Absolutely. That’s probably the single most 
important contribution of ART; its very body 
oriented, honouring the fact that the trauma 
is stored in the whole body, not just in the 
mind. One of the nice things about ART is 
that each session is kind of a stand-alone 
session; you’re working on one problem, 
whether it’s a particular trauma the person 
went through, a current problem they want 
to work on, or something happening in the 
future that they’re anxious about.   

The body-focus of ART can also be helpful 
in pinpointing exactly what’s most important 
to target for treatment. A patient may be 
experiencing distress but not know exactly 
what’s going on or what’s triggering the 
distress, and ART allows you to locate the 
source of the distress through finding the 
images connected with the physical 
sensations (facilitated with the eye-
movement process).    
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Would you recommend ART as a 
possible intervention for treatment 
resistant PTSD?  

Most of my patients have treatment resistant 
PTSD, and have been through all sorts of 
trauma-focused treatments already. ART 
clearly needs more research; there has only 
been one RCT. However, in the meantime the 
clinicians at Fort Belvoir and Walter Reed 
are getting experience with it, and there is a 
lot of enthusiasm about the results that they 
are seeing in patients with treatment-
resistant PTSD.  

It has an immediate effect that patients 
appreciate and clinicians also benefit in 
seeing their patients improve. A lot of times 
with PE or CBT we end up coming in session 
after session and the patient doesn’t seem 
to get much get better or they drop out of 
care. The drop-out rates are high for all 
trauma-focused treatments, whereas ART 
offers the possibility of being able more 
quickly help people to feel better or shift 
their thinking about a particular problem that 
they are having.  

Do you make a clinical assessment as 
to whether someone is suitable for 
ART? And are there some cases 
where ART may not be effective for 
clients with PTSD? 

Yes absolutely. You have to ensure you have 
a full bio-psycho-social understanding and 
have considered the various options and 
risk/benefits for treatment.  Some patients 
will not be ready for that kind of treatment or 
won’t respond to it.  If a person has complex 
trauma or severe dissociation, we have to 
spend more time resourcing and making 
sure they have the ability to tolerate strong 

emotions before proceeding with any trauma 
work. This may involve mindfulness, 
breathing, or visualisation of a safe place. 
You’ll also look carefully at the patient’s 
motivation for treatment and social 
supports. The more complex the trauma is 
and the more physical and mental health co-
morbidities that exist (particularly alcohol or 
substance use disorders) the more difficult 
treatment will be.   

Like all trauma-focused treatment, you have 
to prepare clients for the possibility that they 
may experience an increase in distress 
initially after starting treatment.  Both EMDR 
and ART can produce strong emotions 
during treatment sessions, and sometimes 
processing can continue between sessions, 
so you have to prepare patients about that 
and make sure that patients are ready for 
that kind of treatment.  

From what we are seeing, however, there 
seems to be less inter-session distress with 
ART compared to EMDR because we are 
usually able to completely resolve one 
particular problem in each of the sessions. 
However, there have been no head-to-head 
comparisons between ART and EMDR, 
something that is clearly needed. There are 
also some health conditions where caution 
is advised, such as a cardiac condition or a 
history of a seizure disorder.   

Recent research points to the use of 
ART in the treatment of pain that often 
coincides with PTSD for veterans. 
What are your experiences treating 
pain with ART?  

Most of my patients have chronic co-morbid 
pain. The physical and mental health co-
morbidities with PTSD are very high, and 
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bearing injuries, and effects from sustained 
sleep deprivation, in addition to exposure to 
critical incidents; it’s not uncommon to have 
chronic generalized health concerns after 
returning from deployment.  

It’s also quite striking when doing the trauma 
work to see how the physical sensations are 
directly connected with specific traumatic 
images.  I’ve had soldiers, for example, 
suddenly develop a physical sensation that’s 
associated with an event, for example 
sudden light sensitivity because that was the 
point in the narrative when the blast went 
off, or throat tightness corresponding to the 
image of being held down by a perpetrator 
of rape.   

The traumatic memories are all manifested 
in the body. Consequently, after processing 
the trauma, it’s very common to see pain 
levels come down, sometimes to a dramatic 
degree.  I have had patients with co morbid 
fibromyalgia who appear to have resolved 
their fibromyalgia symptoms after doing 
several sessions of ART.  

D o y o u t h i n k w e ’ v e c o v e re d 
everything?  Anything else you’d like 
to add?   

The only thing I’d add is that treatment 
needs to be individualized.  Too often, 
patients are offered only one or two types of 
treatment, for example a medication or one 
type of psychotherapy, without sufficient 
discussion of the full range of treatment 
options that might be available. This often 
leads to dropping out of care.  While a lot of 
additional research is needed before 
something like ART is considered evidence-
based, I think there is role for discussing 

novel options like ART as well as other 
complementary and alternative medicine 
approaches, such as mindfulness, that could 
be used adjunctively together with more 
established evidence-based treatments.  
The most important predictor of treatment 
efficacy overall is the patients’ willingness to 
remain in care long enough for treatment to 
be effective.  Offering a range of options 
may be one way to help foster continued 
engagement in care.  

More information on ART, PTSD treatment, 
and the comments above can be found from 
the references below.    
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