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A.  Statement of Problem 
 
There are four critical, unresolved problem areas in regards to PTSD research, training 
and treatment within the Department of Defense (DoD) causing real or potential harm to 
war veterans and family members by wrongfully restricting access to highest quality of 
mental health care:  
 

1. Banning research into one of four ‘strongly recommended’ evidenced-based 
PTSD treatments (DVA/DoD, 2004) called eye movement desensitization and 
reprocessing (EMDR) therapy;  

2. Restricting DoD clinician access to EMDR training;  
3. Adhering to outdated TRICARE Management Activity (TMA) benefits policy 

that wrongfully denies war veteran and family member access to EMDR therapy 
in contradiction to DVA/DoD (2004) and American Psychiatric Association 
(APA) clinical practice guidelines; and  

4. Establishing and implementing an organizational policy reinforcing negative 
scientific bias toward an evidenced-based PTSD treatment (EMDR) that potential 
harms current and future war fighters, family members and the Armed Services.  

 
B.  Background.  
 
 In 1989, ‘eye movement desensitization’ (EMD) was introduced by Francine Shapiro as 
a treatment for traumatic stress conditions like PTSD.  EMD was later re-named by 
Shapiro (1991) as ‘eye movement desensitization and reprocessing’ (EMDR) that has 
generated an on-going ‘controversy.’ The so called EMDR ‘controversy’ is primarily 
associated with the inconclusive empirical evidence of its unorthodox methodology (e.g., 
alternating eye movements) as well as contradiction to mainstream, traditional ‘talk 
therapy’ models.  In particular, EMDR violates the DVA/DoD’s predominantly favored 
‘cognitive-behavioral treatment (CBT)’ models for PTSD which requires extensive, 
repetitive prolonged exposure, corrective information via regular homework assignments 
and cognitive restructuring training believed necessary to effect therapeutic change.  A 
detailed review of the underlying reasons for the ‘controversy’ and on-going scientific 
resistance toward EMDR (Russell, in-press) is available upon request. 
 
 In 2004, DVA/DoD published their clinical practice guidelines for managing post-
traumatic stress identifying four top ‘evidenced-based treatments’ (EBT) for PTSD:  
exposure therapy, cognitive therapy, stress inoculation training-all considered mainstream 
CBT methods and EMDR.  In regards to potential benefits of EMDR treatment the 
DVA/DoD (2004) guidelines report: 
 

 "Overall, argument can reasonably be made there are sufficient  
controlled studies that have sufficient methodological integrity 
to judge EMDR as effective treatment for PTSD" (p.5) 
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 "EMDR may be more easily tolerated for patients who have 
difficulties engaging in prolonged exposure therapy" (p. 2) 

 "The possibility of obtaining significant clinical improvements 
in PTSD in a few sessions present this treatment method as an 
attractive modality worthy of consideration" (p. 1)  

 "EMDR processing is internal to the patient, who does not have to 
reveal the traumatic event" (p. 1)  

 "EMDR has been found to be as effective as other treatments in 
some studies and less effective than other treatments in some 
other studies"(p. 9) 

 
 Additional potential benefits of EMDR use in the military culture 

is that it does not require compliance with extensive hours of 
homework assignments to be effective, does not require hours of 
teaching coping, anxiety management skills or disputing 
irrational beliefs, lower drop out rate than exposure therapies, 
does not require repetitive, detailed re-telling of trauma 
stories, lessens potential for vicarious trauma or professional 
burnout of clinicians, does not require expensive virtual reality 
computer equipment, does not require group therapy, does not 
require extensive self-disclosure, and presents a single modality 
and protocol to simultaneously treat co-morbid psychological, 
emotional and physical symptoms (Russell, in-press).   

 
In addition to the DVA/DoD (2004) guidelines, EMDR’s EBT-PTSD status is 

recognized by multiple domestic and international guidelines including the American 
Psychological Association, Division 12 (Chambless et al., 1998), International 
Association for Traumatic Stress Studies (Foa, Keane, & Friedman, 2000), United 
Kingdom Department of Health (2001), Israeli National Mental Health Council (Bleich, 
Kotler, Kutz, & Shalev, 2002), Northern Ireland Department of Health (2003); Dutch 
National Steering Committee for Mental Health Care (2003); French National Institute of 
Health and Medical Research (2004); American Psychiatric Association (APA, 2004) and 
the U.K.’s National Institute for Clinical Excellence (NICE, 2005).  The consensus of all 
practice guidelines is the absence of any universally effective PTSD treatments. 
 
     Moreover, there have been six meta-analyses of over 17 randomized controlled 
EMDR studies, including two meta-analytic direct comparisons between EMDR and 
CBT (Bisson et al., 2007; Seidler & Wagner, 2006)-all concluding there is sufficient 
empirical support as EBT-PTSD (Russell & Friedberg, 2008) as well as a National 
Institute of Mental Health, blind randomized control trial (RCT) favorably comparing 
EMDR to Prozac and placebo (van der Kolk et al., 2007) and at least 5-neuroimaging 
treatment case studies demonstrating EMDR’s potential efficacy.  
 

A 2005 meta-analysis by Bradley et al., which identified EMDR as an EBT  
for PTSD, questioned the external validity of all EBT-PTSD (EMDR, PE, CBT) citing 
the paucity of research in actual clinic settings vs. research laboratories with strict 
exclusion criteria.  Moreover, there have been no RCT testing of these EBT in typical 
military healthcare settings, but there have been 5 multiple case studies utilizing EMDR  
with over 75 patients treated within DoD including 48 active duty war veterans with 
combat-PTSD (Russell, Silver, Rogers, & Darnell, 2007) indicating EMDR’s   
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potential external validity and efficacy in typical military clinics (Silver, Rogers, & 
Russell, 2008; Russell, et al., 2007; Russell, 2006; 2008; in-press) including at field 
hospitals with battlefield evacuees (Russell, 2006). 
 
 Despite the aforementioned, the DoD has failed to conduct a single research study 
on EMDR and continues to ban any investigation of this EBT-PTSD (section D.1), 
restricts EMDR clinical training (section D.2) and maintains a TMA policy denying 
TRICARE beneficiaries access to EMDR treatment (section D.3).  
 
 In October 2007, the VA commissioned PTSD treatment review by the Institute 
of Medicine (IOM) became the first and only domestic or international PTSD practice 
guideline to conclude there was insufficient empirical data supporting EMDR’s status as 
EBT-PTSD (IOM, 2007).  Several formal rebuttals have been submitted to the IOM 
pointing out significant inaccuracies in their review (EMDRIA, 2007; Lipke, 2007).   
 
 Subsequently, the two most recently published comprehensive PTSD treatment 
guidelines both contradict the IOM’s (2007) discordant conclusion.  Specifically, the 
International Cochrane Review (2007) cited by the IOM (2007) as ‘gold-standard’ in 
empirically driven clinical practice guidelines as well as the updated International Studies 
of Traumatic Stress Society (2007) PTSD treatment guidelines-both gave EMDR the 
highest rating as an EBT-PTSD. 
 
 Therefore, the discrepant findings from the VA commissioned IOM (2007) 
remain the sole outlier not attributing EBT-PTSD status to EMDR in stark contradiction 
to all other domestic and international expert working groups.  Nevertheless, in-spite of 
the blatant incongruity of the IOM’s (2007) report, the DVA and DoD has inexplicably 
embarked upon a policy on PTSD research, training and treatment that either completely 
excludes EMDR (section D.1) and severely restricts clinical training (D.2) and treatment 
access (section D.3). 

 
The DVA/DoD’s exclusionary policy is best exemplified by the 11 June 2008 

congressional testimony of RADM Patrick Dunne (USN, Ret.), Acting Under Secretary 
for Benefits and Assistant Secretary for Policy and Planning, U.S. Department of 
Veterans Affairs.  For example, in section 1622 regarding the ‘Center of excellence in 
prevention, diagnosis, mitigation, treatment and rehabilitation of PTSD and other mental 
health conditions,’ Dunne (2008) testifies that "Since 2004, VA and DoD have operated a 
Mental Health Work Group to improve collaboration and clinical coordination between 
the two Departments.  This Group identifies issues and develops policies for improving 
care for veterans with mental disorders, including support for disseminating evidence-
based Cognitive Processing Therapy and Prolonged Exposure Therapy for PTSD and 
collaborating on PTSD research."  Dunne (2008) then goes onto list DVA/DoD trainings 
on Cognitive Processing Therapy and Prolonged Exposure Therapy as well as describing 
a wide-range of PTSD research, training and treatment initiatives excluding EMDR.  
 

The DVA/DoD’s stated PTSD policy of endorsing only two (Prolonged Exposure 
and Cognitive Processing Therapy) of the three major EBT-PTSD offers insight, context 



18 August 2008:  Critical Failings of PTSD Policy and Practice 
 

 4

and clarification into the past, current and future status of problems within DoD.   The 
arbitrary, inexplicable and harmful exclusion of a widely conceded EBT-PTSD like 
EMDR from any research consideration-negatively impacts scientific progression and 
denies current and future war veteran access to the top of the line and cutting-edge 
treatments.  Moreover, the referenced DVA/DoD ‘Mental Health Work Group’ was 
apparently implementing its PTSD policy as early as 2004 which would naturally explain 
the banning of EMDR research in DoD (section D.1) as well as restricting EMDR 
training (section D.2) and treatment access (section D.3) at least three years prior to 
obtaining support via the IOM’s (2007) report despite the DVA/DoD (2004) guidelines. 
 
C.  Brief Description of EMDR Treatment. 
 

EMDR is an unorthodox psychotherapy requiring patients to focus their attention 
on internally distressing components of traumatic memories (i.e., image, thoughts, 
physical sensations) while simultaneously concentrating on a rhythmic (left-to-right) 
external stimulus by tracking alternating light, sounds or physical sensations.  Subjects 
are asked to provide a brief report of whatever changes may or may not occur following 
brief sets of ‘bilateral’ (left-right) stimulation (e.g., eye movements).  The amount of 
detail in client’s self-disclosure is determined by the client in stark contrast to traditional 
psychotherapy and currently favored CBT-PTSD treatments.  EMDR subjects are then 
instructed to notice their free associations which may involve recollections of other 
memories while concentrating on additional sets of bilateral stimulation (i.e., eye 
movements).  EMDR’s free association approach to treating PTSD is also contrary to 
mainstream psychotherapy models (i.e., prolonged exposure, cognitive processing 
therapy) requiring vivid, detailed repetitive or prolonged exposure to specific traumatic 
events until emotional reprocessing occurs.  Successful EMDR treatment outcome 
involves client’s spontaneous report of positive or adaptive changes in their processing of 
traumatic memories often well-beyond the targeted trauma which may have contributed 
to their current traumatic stress reaction.  The desensitization and reprocessing treatment 
outcome effects are not unique to EMDR, however the means to the ends are.  EMDR 
treatment gains may often occur more rapidly than traditional psychotherapy.  Despite the 
impassioned debates regarding EMDR therapy, there are little to no published reports of 
patients being harmed by EMDR. 
 

The expressed rationale for the near absence of EMDR training, treatment, and 
research in DoD may be due to: (a) its abrupt non-traditional introduction to clinicians by 
a non-mental health professional; (b) inconclusive evidence for the efficacy of its unusual 
components (i.e., role of eye movements); and (c) claims of proprietary nature of civilian 
EMDR trainings (Russell, in-press).   Perhaps more importantly, EMDR omission in the 
DoD (and skepticism outside of DoD) is based on its challenge to the dominant CBT 
model as expressed by a leading EMDR critic: “Had EMDR been put forth simply as 
another variant of extant treatments, we suspect that much of the controversy over its 
efficacy and mechanism of action could have been avoided” (Lohr et al., 1999; p. 201).  
Furthermore, Terrence Keane, a distinguished VA expert on PTSD noted “The primary 
weakness of EMDR stems from a distinct lack of integration with existing models of 
psychopathology and psychotherapy” (Keane, 1998; p. 404)-although it’s the author’s 
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view that the expressly stated ‘weakness’ of EMDR may prove to be a strength especially 
within the military culture if ever properly researched. 
 
D.  Problem Definition and Substantiation 
 
1.  Evidence of Harmful PTSD Research Bias and Neglect  
 

Since 2005-06, the DoD has made a concerted effort to increase the funding and 
scope of randomized controlled trials intended to test a number of interventions, 
including an estimated $300 million to study PTSD and traumatic brain injury (USA 
Toda, 5 August 2008).  In addition, the DoD’s ‘Center of Excellence for Psychological 
Health and Traumatic Brain Injury’ in Arlington, Virginia was opened in November 2007 
for treatment and research on war-related traumatic stress and traumatic brain injuries 
(http://fhp.osd.mil/fhp_online/DCoE.jsp) pending completion of the first dedicated 
regional research and treatment center for post war disorders since President Abraham 
Lincoln established Turner Lane Hospital in 1863. 
 

In the absence of randomized trials, initial case studies have suggested the 
potential benefit of EMDR in treating acute battlefield psychiatric casualties (Russell, 
2006), combat-related medically unexplained symptoms (i.e., Russell, 2008; Silver, 
Rogers, & Russell, 2008), and co-morbid PTSD and phantom limb pain after traumatic 
leg amputation (Russell, 2008).   Despite encouraging signs of reversing long-standing 
institutional neglect in military mental health research, EMDR research has been banned. 
      

Specifically, according to a search of the PILOTS database (March 27, 2008; date 
range: pre-1998 to current), the largest electronic index of worldwide literature on 
traumatic stress that includes all civilian, veterans, and military research on PTSD, 533 
citations were found for articles pertaining to EMDR, second only to cognitive therapy 
(1096 citations).  (http://www.ncptsd.va.gov/ncmain/publications/pilots/index.html; 
Russell & Friedberg, 2008). 

 
By comparison, a search (March 28, 2008) of the military’s Deploy-Med 

Research Link database which contains all DoD affiliated research related to deployment 
health including mental health found 647 citations for cognitive therapy, 526 for CBT, 
368 for exposure therapy, 111 for virtual reality therapy, 61 for cognitive processing 
therapy and 0 for EMDR (www.deploymentlink.osd.mil/deploymed).  Moreover, recently 
publicized DoD-sponsored research (Deployment Health Clinical Center 
([www.pdhealth.mil/research/default.asp]) lists 13 current DoD-sponsored randomized 
controlled trials including non-EBT-PTSD treatments like yoga and acupuncture, but no 
studies involving EMDR therapy (Russell & Friedberg, 2008).  There have been at least 
three EMDR research proposals submitted within DoD, but none approved (Friedberg, 
2007; Russell, 2005; 2007). Thus, the status of EMDR as a potentially rapid and less 
intrusive EBT-PTSD (i.e., DVA/DoD, 2004) has yet to be investigated. 
      

The apparent exclusion of EMDR research is not unique to DoD but appears to 
extend to a major government sponsor of mental health research, the National Institute of 
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Mental Health (NIMH).  A general mental health search of clinical research activities at 
NIMH conducted on March 28, 2008 registered 1060 citations for cognitive therapy, 
1130 for medication treatment, 1050 for CBT, and 1040 for behavior therapy, but only 2 
citations for EMDR (www.nimh.nih.gov/research). Specific to PTSD, a search of NIMH 
clinical trials revealed similar discrepancies with 641 citations for behavior therapy, 638 
for cognitive therapy, 255 for CBT, but only 2 citations for EMDR 
(http://clinicaltrials.gov/search).  Interestingly, one of the two published NIMH EMDR 
studies was the randomized controlled investigation whereby EMDR was found superior 
to Prozac (van der Kolk et al., 2007). 
 

EMDR's exclusion is aggravated by the fact that neither Cognitive Processing or 
Prolonged Exposure Therapy, the two identified PTSD treatments endorsed by the 
DVA/DoD (i.e., Dunne, 2008), have been adequately tested within DoD and there are 
significant practical barriers of implementing both manualized treatments (i.e., requiring 
36-48 hours of homework compliance, 9-12 week duration of treatment, requiring 
extensive self-disclosure, 20-30% drop out rate in prolonged exposure) which are in 
contrast to EMDR therapy.  

 
In sum, the DVA/DoD’s current research policy of selectively excluding rival 

hypothesis of an EBT-PTSD reflects not only excessive confirmatory bias and 
maladaptive scientific politics, but more importantly harms clinical science and its 
potential beneficiaries.  The absence of an all-out, good-faith effort to research and 
develop the most effective treatments for war veterans within DoD is antithetical to the 
stated purpose for a Centers of Excellence as well as the mission of military medicine. 
 
2.  Evidence of Harmful PTSD Training Restrictions 
 

Expert consensus is that clinicians require training on EBT-PTSD (i.e., 
DVA/DoD, 2004).  A clinical training survey of 133 DoD mental health clinicians 
revealed that 90% had not received training on EBT-PTSD (Russell & Silver, 2007) as 
substantiated by the 2007 DoD Task Force on Mental Health.  
 
        “In- house” sources for CBT oriented EBT-PTSD training include Combat 
Operational Stress Control seminars at military medical conferences (i.e., 
http://www.usmc-mccs.org/cosc/conf2007/handouts.html) or workshops conducted by 
the VA’s National Center for PTSD (NC-PTSD) (www.ncptsd.va.gov).  Over 525 DoD 
mental health clinicians have completed the tuition free 5-day center-based trainings that 
include CBT oriented EBT-PTSD (www.ncptsd.va.gov). These trainings also require 
individual requests for funded leave of absence including travel and lodging expenses via 
local commands.  Alternatively, a web-based course ‘PTSD-101’for CBT approaches to 
PTSD is also available via NC-PTSD (www.ncptsd.va.gov; Russell & Friedberg, 2008).   
       

Furthermore, the DoD’s Center for Deployment Psychology  
(http://deploymentpsych.org/mission.html), established in 2007 at the Uniformed 
Services University of the Health Sciences in Bethesda, MD with satellite sites at DoD’s 
ten military psychology teaching hospitals, offers standardized two-week intensive 
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trainings including two days of clinical training in CBT oriented EBT-PTSD.  The above 
trainings include exposure therapy, cognitive therapy, virtual reality therapy, cognitive 
processing therapy, and CBT-group therapy.  However, none of the above DoD/DVA-
based trainings include EMDR (Russell & Friedberg, 2008) 

.  
EMDR training has been available to DoD/DVA clinicians primarily thru 

individual or grassroots efforts such as the regional PTSD trainings often utilizing 
civilian-EMDR trained volunteers (Russell et al., 2007).  A total of 10 regional trainings 
were conducted in EMDR in a six-month period involving 270 participants who rated 
overall training satisfaction at 90% with an estimated cost savings of $257,000 to local 
military agencies.  Subsequently, the regional training model was pilot tested for Navy 
Medicine West in March 2007 in which the first author and VA instructors provided 
EMDR training to 41 DoD mental health clinicians in the Pacific Region in Japan 
followed by 22 DoD clinicians trained in Korea (November, 2007), saving an estimated 
$274,000 to local commands (Russell, 2007).  However, the regional training model has 
not been embraced by military medicine.  Additional EMDR trainings have been 
conducted within DoD but all organized via individual initiative in collaboration with 
EMDR Humanitarian Assistance Program and/or small cadre of EMDR trained VA staff.  
 

However in 2008, the Army Medical Department (AMEDD) in San Antonio, TX 
spearheaded by COL Walter Ross (Ret) and Dr. Jerry Grace began collaboration with 
VAMC Coatesville, PA and the author to provide the first EMDR trainings directly 
sponsored and organized by military medicine versus relying on grassroots efforts.  Yet 
with the exception of limited AMEDD approved EMDR trainings, the major military 
clinical training agencies, Center for Deployment Psychology-responsible for training all 
DoD mental health interns and residents as well as the VA's National Center for PTSD-
both exclude EMDR trainings (Russell & Friedberg, 2008).  
 
 In sum, the DVA/DoD’s current policy to limit or exclude EMDR training (i.e., 
Dunne, 2008) particularly at all the major military training facilities (Center for 
Deployment Psychology) and the VA’s National Center for PTSD, has the net effect of 
severely restricting clinician access to an invaluable treatment alternative per the 
DVA/DoD (2004) guidelines which ultimately restricts war veteran and family member 
access to highest quality of PTSD treatments available.  Over-reliance on a single 
therapeutic modality like CBT, as powerful a clinical tools they may be, un-necessarily 
limits treatment options that harms veterans and the Armed Services resulting in greater 
likelihood of military discharge, long-term suffering and VA disability costs. 
 
3.  Evidence of Harmful Treatment Access Restrictions 
 

During 2004-05, a joint DoD/VA grassroots regional PTSD training initiative was 
co-sponsored by Naval Hospital Bremerton, WA; Madigan Army Medical Centers, WA 
and VA Medical Center, Coatesville, PA whereby 77 DoD and VA clinicians in the 
Pacific Northwest Region were provided EMDR training (Russell, Silver, Rogers, & 
Darnell, 2007).  In all, 10 regional PTSD trainings on EMDR were conducted involving 
at significant cost savings to local commands/agencies (Russell et al., 2007).  The clinical 
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effectiveness of the regional training model was assessed by monitoring treatment 
outcomes from trained providers in actual field settings a modest effort to address the 
issue of external validity of one form of EBT-PTSD as raised in previous meta-analytic 
studies (Bradley, et al., 2005).  A chart review of 68 EMDR treatment cases (48 with 
combat-related acute stress disorders or PTSD) obtained from nine different 
therapist/trainees across several regions indicated statistically significant pre-post 
treatment gains on PTSD and depression symptom measures after an average of four 
EMDR sessions (Russell, et al., 2007).  
 
 However despite the aforementioned DoD acquired data including the DVA/DoD 
(2004) and APA (2004) designation of EMDR as EBT-PTSD, the author was advised in 
2005 that TMA continued to list EMDR as an ‘unproven’ or experimental treatment 
denying TRICARE beneficiary coverage.  
 

Consequently, TRICARE Lead Agent Region 11 Office located at Madigan Army 
Medical Center was notified of TMA’s outdated and harmful policy culminating in a 4 
February 2005 memorandum from Army Brigadier General Michael A. Dunn, USA, 
requesting TMA update their policy in sync with DVA/DoD (2004) practice guidelines in 
that “despite its (EMDR) effective use within the VA and DoD for our patients with PTSD 
from combat, rape, abuse or other traumatic events, EMDR is specifically excluded as a 
benefit under TRICARE and therefore unavailable to those patients who area unable to 
access treatment in one of our facilities.”  In conclusion, General Dunn states, “I request 
that TRICARE coverage for this rapidly emerging mainline therapy for PTSD be re-
evaluated.  I do not believe that increased cost would result, as patients who are 
candidates for EMDR are currently receiving traditional psychotherapy.  In fact, if the 
rapidity of response is as it appears to be, costs would actually be reduced with shorter 
duration of therapy.” 
 

However, the General’s request was apparently ignored and TMA’s exclusionary 
policy remained unchanged.  On 8 June 2007, the author was contacted by Dr. Jack 
Miller, Chief, Mental Health Disease Management, Health Outcomes Division, Madigan 
Army Medical Center, asking for assistance to brief the Puget Sound TRICARE 
Executive Council regarding EMDR in that “Staff in this area recently revived attempts 
to push TRICARE for EMDR to become covered benefit.  To no avail at this point.”  
Subsequently, a second TMA memo was drafted on 30 June 2007 by Dr. Miller and 
CAPT Paul Savage at Madigan Army Medical Center citing “Our own Department of 
Veterans Affairs and Department of Defense Clinical Practice Guideline for the 
Management for Post-Traumatic Stress ranks EMDR as one of four therapies given the 
highest level of evidence and recommended its use in the treatment of PTSD” and that 
“The American Psychiatric Association Practice Guideline for the Treatment of Patients 
with Acute Stress Disorder and PTSD gives EMDR the same status as Cognitive 
Behavioral Therapy (CBT) as an effective treatment for symptoms of both acute and 
chronic PTSD.  EMDR is a covered benefit in many states, for example Blue Cross and 
Blue Shield of North Carolina reviewed EMDR in August 2006 and changed the Medical 
Policy.”   
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In conclusion the 30 June 2007 Madigan Army Medical Center memo states, “I 
believe that increased costs should not result, as patients who are candidates for EMDR 
are currently receiving traditional psychotherapy and EMDR actually has shorter 
therapy duration and better success.  I strongly recommend that EMDR be a TRICARE 
covered psychotherapy service for all TRICARE beneficiaries.” Moreover, on 11 July 
2007, the author submitted a memorandum to the Assistant Secretary of Defense for 
Health Affairs (ASD-HA) via the chain of command requesting urgent reversal of TMA’s 
wrongful policy which was subsequently forwarded to the Secretary of Defense in 18 
August 2007 memorandum.   

 
However, as of 13 August 2008-according to Mr. Gary Schmidt’s, Office of 

Secretary of Defense for Health Affairs/ TMA office emailed reply to the author’s 
inquiry on status of EMDR benefit, “Eye movement desensitization and reprocessing 
therapy (EMDR) is considered an unproven treatment and is not covered by TRICARE.”  
TMA’s unwise policy to rely upon its own research consultants to justify sustaining their 
EMDR ban, transparently places war veterans and family members at risk of being 
harmed by being denied the full-range of EBT-PTSD per national and veteran’s practice 
guidelines.  TRICARE providers are also placed at risk of having to conceal their 
utilization of EMDR when billing for services provided. On 14 August 2008, this same 
information was emailed again to the ASD(HA), Navy Surgeon General and Navy mental 
health specialty leaders.  
 
4.  Evidence of Harmful Organizational Policy and Scientific Politics 
 
 All the above should provide ample evidence of DVA/DoD’s wrongful 
exclusionary PTSD policy and practice as well as its adverse effects, but is far from 
exclusive.  Further proof of scientific politics at the expense of scientific discovery and 
doing what is right on behalf of war veterans and their families is available upon request 
which includes the author’s extensive communication within and outside of DoD 
leadership hierarchy describing identical concerns over PTSD research, training and 
treatment via local Commanding Officers, Regional Commanders, Military Mental 
Health Specialty Leaders, Navy Combat and Operational Stress Coordinators, Military 
Surgeon Generals, DoD Task Force on Mental Health, Deputy Assistant Secretary of 
Defense, Assistant Secretary of Defense for Health Affairs, Secretary of Defense, 
Department of the Navy Inspector’s General, DoD Inspector’s General, Executive 
Director-VA’s National Center for PTSD and several Congressional representatives. 
 
 It is the author’s opinion as repeatedly communicated to the above list of leaders, 
that the situation regarding EMDR therapy in DoD represents a microcosm of the 
underlying, unacknowledged and unaddressed causes of past, current and future military 
mental health care failures.  Namely, a well entrenched antiquated dualistic medical 
philosophy that regards mental and physical health as well as illness as fundamentally 
separate, unique and morally distinguishable.  Dualistic healthcare results in rampant 
mental health stigma, disparity and neglect perpetuating a cycle of crises for war 
generations that consistently undervalues and under-resources mental health services and 
its providers.   
 



18 August 2008:  Critical Failings of PTSD Policy and Practice 
 

 10

 If understood within the context of dualism and disparity, the current irrational 
DVA/DoD PTSD policy and practice can be seen as symptoms of a now dormant disease.  
For a medical-scientific organization like military medicine to endorse mental health 
policies that reflect such transparent scientific politics versus an all-out, unbiased effort to 
uncover scientific truths and best practices-epitomizes a dualistic-oriented medical 
bureaucracy resisting genuine transformation it’s being forced to endure.   
 

While some may accept slow peripheral changes in military medicine as 
necessary as opposed to large scale transformation into a modern holistic healthcare 
system with full mental health parity, eliminating the scientific politics out of the 
DVA/DoD’s PTSD policy is a good first-step warranting immediate corrective action    
 
E.  Recommendations. 
 

1) Include EMDR in DVA/DoD’s PTSD policy and practice on research, 
training and treatment on par with existing favored treatments (prolonged 
exposure, cognitive processing therapy). 

2) Aggressively pursue RCT on EMDR including comparative analyses with 
other EBT-PTSD, component analyses etc to extract the strengths of existing 
treatments with eye for cutting edge. 

3) Initiate training policy within DoD/DVA to include all EBT-PTSD such as 
EMDR.  Instruct Center for Deployment Psychology and VA’s NC-PTSD as 
well as military service medical departments to ensure all new interns and 
residents as well as clinicians in the field have access to center-based and 
regional EMDR training along with other EBT-PTSD. 

4) Ensure DVA/DoD PTSD working group includes clinicians-researchers 
experienced with EMDR and that revisions to current practice guidelines 
reflect the consensus of empirically driven domestic and international practice 
guidelines versus alignment with IOM (2007) outlier.  Given the present state 
of clinical science, EMDR should remain status as top EBT-PTSD. 

5) Immediately mandate TMA eliminate its ban on EMDR therapy and ensure all 
TRICARE beneficiaries are informed they now have full access to all EBT-
PTSD including specifically EMDR therapy. 

6) Ensure medical leaders (i.e., Centers for Excellence, senior mental health 
consultants) are pursuing the mission of military medicine free of scientific 
politics to provide current and future war fighters full access to highest quality 
of mental health services by impartial, good-faith effort to research, develop, 
train and utilize EBT-PTSD. 

7) Establish impartial oversight of PTSD policy and practice including during 
peacetime to prevent back-sliding. 

8) Develop training system to train DoD/DVA EMDR trainers and facilitators. 
9) Adopt a vision and transformation plan toward holistic healthcare with full 

mental health parity including establishing separate ‘Mental Health Corps.’ 
 
Prepared by:  Mark C. Russell, CDR, MSC, USN; Mark.Russell2@med.navy.mil 


