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Objective: Sleep disturbances, including nightmares and insomnia, are frequently reported symptoms of
posttraumatic stress disorder (PTSD). Insomnia is one of the most common symptoms to persist after
evidence-based PTSD treatment. The purpose of this study was to examine the prevalence of sleep
disturbances in a sample of active duty military personnel before and after receiving therapy for PTSD
in a clinical trial and to explore the associations of insomnia and nightmares with PTSD diagnosis after
treatment. Method: Sleep parameters were evaluated with the PTSD Checklist in 108 active duty U.S.
Army soldiers who had completed at least one deployment in support of the wars in Iraq and Afghanistan
and who participated in a randomized clinical trial comparing Group Cognitive Processing Therapy–
Cognitive Only Version with Group Present-Centered Therapy. Results: Insomnia was the most fre-
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quently reported symptom before and after treatment, with 92% reporting insomnia at baseline and
74%–80% reporting insomnia at follow-up. Nightmares were reported by 69% at baseline and by
49%–55% at follow-up. Among participants who no longer met criteria for PTSD following treatment,
57% continued to report insomnia, but only 13% continued to report nightmares. At baseline, 54% were
taking sleep medications, but sleep medication use did not affect the overall results. Conclusions:
Insomnia was found to be one of the most prevalent and persistent problems among service members
receiving PTSD treatment. Nightmares were relatively more positively responsive to treatment. For some
service members with PTSD, the addition of specific treatments targeting insomnia and/or nightmares
may be indicated.

Keywords: insomnia, nightmares, posttraumatic stress disorder, cognitive processing therapy, military

Supplemental materials: http://dx.doi.org/10.1037/tra0000150.supp

Sleep disturbances are some of the most commonly reported
problems in patients with posttraumatic stress disorder (PTSD;
e.g., McLay, Klam, & Volkert, 2010; Ohayon & Shapiro, 2000),
appear to affect the development and maintenance of the disorder
(e.g., Babson & Feldner, 2010; Gehrman et al., 2013; Germain,
2013), and may be important modifiable and separate targets for
treatment. Insomnia is one of the most common symptoms to
persist after evidence-based treatment for PTSD (Belleville, Guay,
& Marchand, 2011; Galovski, Monson, Bruce, & Resick, 2009;
Zayfert & DeViva, 2004), suggesting it is more than just a symp-
tom. Insomnia is likely affected by factors such as irregular sleep
schedules, excessive time in bed, poor stimulus control, and dys-
functional beliefs about sleep, which are not typically addressed in
PTSD treatment (e.g., Spoormaker & Montgomery, 2008).

To date, no studies have examined sleep outcomes in a PTSD
treatment study among active duty service members. This popu-
lation may be at increased risk for sleep disturbances compared to
civilians and veterans due to deployment-related stress, early
morning duty times, and frequent shift work associated with active
military service. The purpose of this study was to examine the
course of sleep disturbances in service members who received
Group Cognitive Processing Therapy–Cognitive Only Version
(CPT-C), without written accounts, and Group Present-Centered
Therapy (PCT) as part of a parent study on the treatment of PTSD
(Resick et al., 2015). We hypothesized that insomnia and night-
mares would be two of the most prevalent problems at baseline and
that, although sleep disturbances would show some improvement
as a result of PTSD treatment, they would persist even among
patients whose PTSD remitted after treatment, suggesting some
degree of independence.

Method

Participants

Data for the current study were drawn from a randomized
controlled trial (RCT) comparing Group CPT-C with Group PCT
for PTSD in U.S. Army soldiers conducted at the Fort Hood Army
post in Killeen, Texas (Resick et al., 2015). A total of 108 active
duty, activated Reservists, or activated National Guard members
who had deployed to or around Iraq or Afghanistan and who met
criteria for PTSD were randomized to treatment (CPT-C � 56,
PCT � 52). There were no demographic differences between the
treatment groups. See online supplemental materials Table S1 for

demographic characteristics and Resick et al. (2015) for the par-
ticipant flowchart.

Procedures

The recruitment, assessment, and intervention procedures are
described elsewhere (Resick et al., 2015). Briefly, participants
provided informed consent and then completed a comprehensive
baseline assessment. Eligible participants were randomized into
CPT-C or PCT groups with 8–10 participants per group. Both
treatments consisted of 12 group sessions twice weekly for 6
weeks. Participants completed follow-up assessments 2 weeks, 6
months, and 12 months after treatment. Assessments were admin-
istered by trained independent evaluators.

Self-reported medication use was also examined. Medications
were categorized as sleep medications if the specific purpose was
to improve sleep (e.g., zolpidem, eszopiclone) or if the medica-
tions have known sedative properties that may be prescribed to aid
sleep (e.g., clonazepam, trazadone).

Measures

The PTSD Symptom Scale–Interview (PSS-I; Foa, Riggs,
Dancu, & Rothbaum, 1993). The PSS-I is a standard diagnostic
assessment for PTSD and was used to determine PTSD diagnosis
at baseline and each follow-up assessment.

PTSD Checklist–Stressor-Specific Version (PCL-S; Weath-
ers, Litz, Herman, Huska, & Keane, 1993). The PCL-S is a
frequently used, 17-item self-report measure of PTSD. The PCL-S
items assessing “repeated, disturbing dreams of a stressful expe-
rience from the past” (Item 2) and “trouble falling or staying
asleep” (Item 13) were used as the primary measures of nightmares
and insomnia because the PCL-S response options have greater
range than the PSS-I (i.e., 1–5 rather than 0–3). Presence of a
symptom was defined as a score of 3 (“moderately”) or more
(Keen, Kutter, Niles, & Krinsley, 2008).

Treatments

CPT-C (Chard, Resick, Monson, & Kattar, 2009). CPT-C
is a trauma-focused cognitive therapy for PTSD that focuses on
patients’ beliefs about why a traumatic event occurred and the
effects of their beliefs and emotions in their life. Patients are taught
to challenge and replace unhelpful thinking. CPT-C is one of two
first-line evidence-based treatments for PTSD recommended by
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the Department of Veterans Affairs and Department of Defense
(Department of Veterans Affairs & Department of Defense, 2010).

PCT (Schnurr et al., 2003; Schnurr et al., 2007). PCT is a
problem-solving therapy for PTSD that focuses on helping patients
develop coping skills to manage present-day PTSD symptoms
based on topics that patients bring to each session. PCT does not
focus on trauma-related material. PCT is also classified as an
evidence-based treatment (e.g., Frost, Laska, & Wampold, 2014;
Schnurr et al., 2003; Schnurr et al., 2007).

Results

At baseline, insomnia was reported more frequently and with
higher severity than any other symptom on the PCL-S, with almost
all of the participants (n � 99, 92%) reporting the presence of
insomnia (Table 1 and online supplemental materials Figure S1;
see online supplemental materials Table S2 for severity of insom-
nia and nightmares). At baseline, nightmares were reported by
69% of the sample (see Table 1). To determine if the treatment
groups differed in sleep outcomes, mixed-effects regression mod-
els with repeated measures (SAS MIXED v9.3) were examined.
There were no between-groups differences (ps � .3–.7) or
treatment-by-time interactions (ps � .2–.8) for insomnia and
nightmares. There was, however, a significant within-subjects time
effect, with both symptoms improving from baseline through
follow-up in both treatments (all ps � .001; Table 1 and online
supplemental materials Table S2). Both insomnia and nightmares
proved to be treatment resistant for many participants, with rates of
insomnia remaining at 77% and nightmares at 52% of the total
sample throughout the follow-up, regardless of type of treatment
(see Table 1).

Insomnia was an intractable problem even when the response to
PTSD treatment was good. In the subsample of treatment com-
pleters who no longer met criteria for PTSD on the PSS-I at
follow-up, generalized linear mixed-effects regression models
(SAS GLIMMIX v9.3) indicated that the average estimated prev-
alence of insomnia was still 57% (66% for CPT-C and 50% for
PCT, t � 1.06, df � 34, p � .30), whereas the average posttreat-
ment prevalence of nightmares among posttreatment and
follow-up assessments that did not meet PTSD criteria was only

13% (CPT-C 17%, PCT 10%, t � .83, df � 34, p � .41; see online
supplemental materials Figure S1).

At baseline, 54% of the sample was taking one or more sleep
medications (e.g., zolpidem, trazadone, cyclobenzaprine, eszopi-
clone, quetiapine). There were no significant changes in sleep
medication use across time, McNemar’s �2(1) � .62, p � .47, with
52% reporting sleep medication use at posttreatment and 62% at
6-month follow-up. When included in the above mixed-effects
regression analyses, the results remained essentially the same for
posttreatment prevalence of insomnia (on medications � 76%, not
on medication � 72%, �p � .95) and nightmares (on medica-
tions � 49%, not on medication � 45%, �p � .88).

Discussion

This study examined sleep outcomes among active duty military
personnel who received Group CPT-C or Group PCT for PTSD in
an RCT. Insomnia and nightmares were very significant problems
at baseline (92% and 69%, respectively) and continued to be so at
posttreatment (77% and 52%, respectively). Insomnia was the
most frequent and most severe symptom at baseline and after
treatment. This pattern was consistent, albeit reduced, among
participants who did not meet criteria for PTSD after treatment,
with 57% still reporting insomnia at posttreatment. However, only
13% still reported nightmares. Interestingly, over half of the sam-
ple was taking medications to address sleep, but medication usage
did not affect overall results. The high prevalence of residual
insomnia following successful PTSD treatment is consistent with a
study conducted in civilians (Zayfert & DeViva, 2004), where
48% continued to report insomnia and 11% continued to report
nightmares. The divergent impact of PTSD treatment on insomnia
and nightmares highlights the fact that sleep disturbances are
complex and multifaceted.

Sleep disturbances in the context of trauma exposure have
generally been considered secondary to PTSD, and it is often
presumed that treatment of PTSD will ameliorate sleep problems
(e.g., Spoormaker & Montgomery, 2008). To some extent, these
results indicate that this assumption is true with respect to night-
mares, but the persistence of insomnia is problematic. Treatments
for PTSD may address some factors that perpetuate sleep difficul-

Table 1
Proportions Reporting Insomnia and Nightmares

Assessment point

Insomnia (PCL-S Item 13) Nightmares (PCL-S Item 2)

CPT-C PCT Total CPT-C PCT Total

Baseline, % (n) 95 (56) 88 (52) 92 (108) 63 (56) 75 (52) 69 (108)
Posttreatment, % (n) 73 (45)�� 74 (49)� 74 (94)�� 50 (45) 52 (49)�� 51 (94)��

6-month follow-up, % (n) 80 (34)� 80 (37) 80 (71)� 54 (34) 57 (37)� 55 (71)�

12-month follow-up, % (n) 78 (26)� 75 (28) 77 (54)�� 42 (26)� 55 (28)� 49 (54)��

Average post, % 77 77 77 49 55 52

Within-group significance tests
Among post F � .37, p � .69 F � .35, p � .70 F � .69, p � .50 F � .55, p � .58 F � .22, p � .80 F � .44, p � .64
Baseline vs. average post t � 2.60, p � .010 t � 1.74, p � .084 t � 3.13, p � .002 t � 2.07, p � .041 t � 3.09, p � .003 t � 3.68, p � .004

Note. Symptoms rated � 3 on the PCL-S were considered present. Entries are estimates from mixed-effects regression models. Asterisks indicate
significant change from baseline at � p � .05 or �� p � .01 based on regression models. F ratios, df � 2, 106; t tests, df � 106. Average post includes
posttreatment, 6-month follow-up, and 12-month follow-up assessments for all participants in both treatment groups. PCL-S � PTSD Checklist–Stressor-
Specific Version; CPT-C � Cognitive Processing Therapy–Cognitive Only Version; PCT � Present-Centered Therapy.
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ties (e.g., feeling unsafe, hypervigilance, tension), but other be-
havioral components (e.g., irregular sleep schedules, excessive
time awake in bed, poor stimulus control, dysfunctional beliefs
about sleep) are not directly addressed. This may be why insomnia
persists in some cases.

The finding that nightmares are reduced in patients who lose a
PTSD diagnosis with PTSD treatments that do not target night-
mares directly makes sense for trauma-focused therapy because
nightmares have putative trauma-related content. The substantial
change in PCT, which is not a trauma-focused treatment, requires
an alternative explanation. It may be that nightmares are reduced
when individuals with PTSD are actively engaged in any bona-fide
process of change that produces hope and reduces daily conflicts
(see Casement & Swanson, 2012).

This study was limited by use of single items to assess insomnia
and nightmares that are not sufficient to adequately assess sleep.
However, our results were consistent with those of previous stud-
ies, strengthening confidence in the findings (Belleville et al.,
2011; Galovski et al., 2009; Zayfert & DeViva, 2004). Future
studies should include validated self-report measures of insomnia
and nightmares (e.g., sleep diaries), objective assessment of sleep
(e.g., actigraphy, polysomnography), and measures designed to
identify trauma-related thoughts and behaviors that are likely to
interfere with sleep (e.g., Pruiksma et al., 2014). Studies should
also evaluate the impact of other sleep disorders (e.g., sleep-
disordered breathing, periodic limb movement disorder, and cir-
cadian rhythm sleep disorders) on PTSD and treatment outcomes.
Patients in this study received group therapy for PTSD, and the
outcomes reported here may not generalize to active duty military
personnel treated in an individual format. Finally, this sample
comprised U.S. Army soldiers at a single military installation and
included only eight women, preventing gender comparisons in this
sample. Replication studies are needed before the results can be
generalized to other branches of the military in other settings.

In summary, both insomnia and nightmares were highly preva-
lent symptoms in active duty service members seeking treatment
for PTSD. Insomnia remained a persistent complaint regardless of
the outcome of PTSD treatment and may represent an independent
disorder. Nightmares remained a problem for 52% of the partici-
pants, but among those who lost a PTSD diagnosis, the prevalence
fell to 13%. For some individuals with PTSD, specific treatments
targeting insomnia and/or nightmares may be indicated. Given the
results indicating that sleep medication use did not seem to affect
either insomnia or nightmares, it is probable that cognitive–
behavioral approaches to both insomnia and nightmares may be
more effective (e.g., Ho, Chan, & Tang, 2016; Taylor & Pruiksma,
2014). Additional clinical research is needed to address the intri-
cate relationship between PTSD and sleep disorders as well as the
potential benefits of treating sleep disorders before or after the
treatment of PTSD.

References

Babson, K. A., & Feldner, M. T. (2010). Temporal relations between sleep
problems and both traumatic event exposure and PTSD: A critical
review of the empirical literature. Journal of Anxiety Disorders, 24,
1–15. http://dx.doi.org/10.1016/j.janxdis.2009.08.002

Belleville, G., Guay, S., & Marchand, A. (2011). Persistence of sleep
disturbances following cognitive-behavior therapy for posttraumatic

stress disorder. Journal of Psychosomatic Research, 70, 318–327. http://
dx.doi.org/10.1016/j.jpsychores.2010.09.022

Casement, M. D., & Swanson, L. M. (2012). A meta-analysis of imagery
rehearsal for post-trauma nightmares: Effects on nightmare frequency,
sleep quality, and posttraumatic stress. Clinical Psychology Review, 32,
566–574. http://dx.doi.org/10.1016/j.cpr.2012.06.002

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

Department of Veterans Affairs & Department of Defense. (2010, Octo-
ber). VA/DoD clinical practice guideline for the management of post-
traumatic stress. Washington, DC: Author. Retrieved from http://www
.healthquality.va.gov/guidelines/MH/ptsd/

Foa, E. B., Riggs, D. S., Dancu, C. V., & Rothbaum, B. O. (1993).
Reliability and validity of a brief instrument for assessing post-traumatic
stress disorder. Journal of Traumatic Stress, 6, 459–473. http://dx.doi
.org/10.1002/jts.2490060405

Frost, N. D., Laska, K. M., & Wampold, B. E. (2014). The evidence for
present-centered therapy as a treatment for posttraumatic stress disorder.
Journal of Traumatic Stress, 27, 1– 8. http://dx.doi.org/10.1002/jts
.21881

Galovski, T. E., Monson, C., Bruce, S. E., & Resick, P. A. (2009). Does
cognitive-behavioral therapy for PTSD improve perceived health and
sleep impairment? Journal of Traumatic Stress, 22, 197–204. http://dx
.doi.org/10.1002/jts.20418

Gehrman, P., Seelig, A. D., Jacobson, I. G., Boyko, E. J., Hooper, T. I.,
Gackstetter, G. D., . . . Smith, T. C. (2013). Predeployment sleep
duration and insomnia symptoms as risk factors for new-onset mental
health disorders following military deployment. Sleep: Journal of Sleep
and Sleep Disorders Research, 36, 1009–1018. http://dx.doi.org/10
.5665/sleep.2798

Germain, A. (2013). Sleep disturbances as the hallmark of PTSD: Where
are we now? The American Journal of Psychiatry, 170, 372–382. http://
dx.doi.org/10.1176/appi.ajp.2012.12040432

Ho, F. Y. Y., Chan, C. S., & Tang, K. N. S. (2016). Cognitive-behavioral
therapy for sleep disturbances in treating posttraumatic stress disorder
symptoms: A meta-analysis of randomized controlled trials. Clinical
Psychology Review, 43, 90–102. http://dx.doi.org/10.1016/j.cpr.2015.09
.005

Keen, S. M., Kutter, C. J., Niles, B. L., & Krinsley, K. E. (2008).
Psychometric properties of PTSD Checklist in sample of male veterans.
Journal of Rehabilitation Research and Development, 45, 465–474.
http://dx.doi.org/10.1682/JRRD.2007.09.0138

McLay, R. N., Klam, W. P., & Volkert, S. L. (2010). Insomnia is the most
commonly reported symptom and predicts other symptoms of post-
traumatic stress disorder in U.S. service members returning from mili-
tary deployments. Military Medicine, 175, 759–762. http://dx.doi.org/
10.7205/MILMED-D-10-00193

Ohayon, M. M., & Shapiro, C. M. (2000). Sleep disturbances and psychi-
atric disorders associated with posttraumatic stress disorder in the gen-
eral population. Comprehensive Psychiatry, 41, 469–478. http://dx.doi
.org/10.1053/comp.2000.16568

Pruiksma, K. E., Taylor, D. J., Ruggero, C., Boals, A., Davis, J., Davis,
J. L., . . . Zayfert, C. (2014). A psychometric study of the Fear of Sleep
Inventory–Short Form (FoSI-SF). Journal of Clinical Sleep Medicine,
10, 551–558. http://dx.doi.org/10.5664/jcsm.3710

Resick, P. A., Wachen, J. S., Mintz, J., Young-McCaughan, S., Roache,
J. D., Borah, A. M., . . . Peterson, A. L. (2015). A randomized clinical
trial of group cognitive processing therapy compared with group
present-centered therapy for PTSD among active duty military person-
nel. Journal of Consulting and Clinical Psychology, 83, 1058–1068.
http://dx.doi.org/10.1037/ccp0000016

Schnurr, P. P., Friedman, M. J., Engel, C. C., Foa, E. B., Shea, M. T.,
Chow, B. K., . . . Bernardy, N. (2007). Cognitive behavioral therapy for

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

700 PRUIKSMA ET AL.

http://dx.doi.org/10.1016/j.janxdis.2009.08.002
http://dx.doi.org/10.1016/j.jpsychores.2010.09.022
http://dx.doi.org/10.1016/j.jpsychores.2010.09.022
http://dx.doi.org/10.1016/j.cpr.2012.06.002
http://www.healthquality.va.gov/guidelines/MH/ptsd/
http://www.healthquality.va.gov/guidelines/MH/ptsd/
http://dx.doi.org/10.1002/jts.2490060405
http://dx.doi.org/10.1002/jts.2490060405
http://dx.doi.org/10.1002/jts.21881
http://dx.doi.org/10.1002/jts.21881
http://dx.doi.org/10.1002/jts.20418
http://dx.doi.org/10.1002/jts.20418
http://dx.doi.org/10.5665/sleep.2798
http://dx.doi.org/10.5665/sleep.2798
http://dx.doi.org/10.1176/appi.ajp.2012.12040432
http://dx.doi.org/10.1176/appi.ajp.2012.12040432
http://dx.doi.org/10.1016/j.cpr.2015.09.005
http://dx.doi.org/10.1016/j.cpr.2015.09.005
http://dx.doi.org/10.1682/JRRD.2007.09.0138
http://dx.doi.org/10.7205/MILMED-D-10-00193
http://dx.doi.org/10.7205/MILMED-D-10-00193
http://dx.doi.org/10.1053/comp.2000.16568
http://dx.doi.org/10.1053/comp.2000.16568
http://dx.doi.org/10.5664/jcsm.3710
http://dx.doi.org/10.1037/ccp0000016


posttraumatic stress disorder in women: A randomized controlled trial.
JAMA: Journal of the American Medical Association, 297, 820–830.
http://dx.doi.org/10.1001/jama.297.8.820

Schnurr, P. P., Friedman, M. J., Foy, D. W., Shea, M. T., Hsieh, F. Y.,
Lavori, P. W., . . . Bernardy, N. C. (2003). Randomized trial of trauma-
focused group therapy for posttraumatic stress disorder: Results from a
Department of Veterans Affairs cooperative study. Archives of General
Psychiatry, 60, 481–489. http://dx.doi.org/10.1001/archpsyc.60.5.481

Spoormaker, V. I., & Montgomery, P. (2008). Disturbed sleep in post-
traumatic stress disorder: Secondary symptom or core feature? Sleep
Medicine Reviews, 12, 169–184. http://dx.doi.org/10.1016/j.smrv.2007
.08.008

Taylor, D. J., & Pruiksma, K. E. (2014). Cognitive and behavioural therapy
for insomnia (CBT-I) in psychiatric populations: A systematic review.

International Review of Psychiatry, 26, 205–213. http://dx.doi.org/10
.3109/09540261.2014.902808

Weathers, F., Litz, B., Herman, D., Huska, J., & Keane, T. (1993, October).
The PTSD Checklist (PCL): Reliability, validity, and diagnostic utility.
Paper presented at the annual meeting of the International Society for
Traumatic Stress Studies, San Antonio, TX.

Zayfert, C., & DeViva, J. C. (2004). Residual insomnia following cognitive
behavioral therapy for PTSD. Journal of Traumatic Stress, 17, 69–73.
http://dx.doi.org/10.1023/B:JOTS.0000014679.31799.e7

Received August 26, 2015
Revision received February 29, 2016

Accepted April 20, 2016 �

Members of Underrepresented Groups:
Reviewers for Journal Manuscripts Wanted

If you are interested in reviewing manuscripts for APA journals, the APA Publications and
Communications Board would like to invite your participation. Manuscript reviewers are vital to the
publications process. As a reviewer, you would gain valuable experience in publishing. The P&C
Board is particularly interested in encouraging members of underrepresented groups to participate
more in this process.

If you are interested in reviewing manuscripts, please write APA Journals at Reviewers@apa.org.
Please note the following important points:

• To be selected as a reviewer, you must have published articles in peer-reviewed journals. The
experience of publishing provides a reviewer with the basis for preparing a thorough, objective
review.

• To be selected, it is critical to be a regular reader of the five to six empirical journals that are most
central to the area or journal for which you would like to review. Current knowledge of recently
published research provides a reviewer with the knowledge base to evaluate a new submission
within the context of existing research.

• To select the appropriate reviewers for each manuscript, the editor needs detailed information.
Please include with your letter your vita. In the letter, please identify which APA journal(s) you
are interested in, and describe your area of expertise. Be as specific as possible. For example,
“social psychology” is not sufficient—you would need to specify “social cognition” or “attitude
change” as well.

• Reviewing a manuscript takes time (1–4 hours per manuscript reviewed). If you are selected to
review a manuscript, be prepared to invest the necessary time to evaluate the manuscript
thoroughly.

APA now has an online video course that provides guidance in reviewing manuscripts. To learn
more about the course and to access the video, visit http://www.apa.org/pubs/authors/review-
manuscript-ce-video.aspx.

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

701RESIDUAL SLEEP DISTURBANCES AFTER PTSD TREATMENT

http://dx.doi.org/10.1001/jama.297.8.820
http://dx.doi.org/10.1001/archpsyc.60.5.481
http://dx.doi.org/10.1016/j.smrv.2007.08.008
http://dx.doi.org/10.1016/j.smrv.2007.08.008
http://dx.doi.org/10.3109/09540261.2014.902808
http://dx.doi.org/10.3109/09540261.2014.902808
http://dx.doi.org/10.1023/B:JOTS.0000014679.31799.e7

	Residual Sleep Disturbances Following PTSD Treatment in Active Duty Military Personnel
	Method
	Participants
	Procedures
	Measures
	The PTSD Symptom Scale–Interview (PSS-I; Foa, Riggs, Dancu, & Rothbaum, 1993)
	PTSD Checklist–Stressor-Specific Version (PCL-S; Weathers, Litz, Herman, Huska, & Kea ...)

	Treatments
	CPT-C (Chard, Resick, Monson, & Kattar, 2009)
	PCT (Schnurr et al., 2003; Schnurr et al., 2007)


	Results
	Discussion
	References


