
Five Things Every Family Should Know Before Choosing a Treatment 
Program

Introduction Choosing a treatment program for a loved one who has 
experienced trauma can be an overwhelming and complex process for any 
family. The goal is always to find a path toward healing and recovery 
that is both effective and supportive. While practical considerations 
are many, understanding the underlying science of trauma and what 
constitutes effective treatment from a neurobiological perspective can 
be incredibly empowering. The scientific paper "The Neurobiological 
Correlates of Trauma: Effects on Brain Structure, Function, and 
Chemistry" provides a wealth of information that, while highly 
technical, can inform key areas families should consider. This article 
aims to distill five critical insights from this understanding to help 
families make more informed decisions when evaluating treatment 
options for conditions like Post-Traumatic Stress Disorder (PTSD). 
It's important to recognize that this scientific document does not 
cover all logistical or administrative aspects of choosing a program, 
but it provides a crucial foundation for assessing the quality and 
appropriateness of the therapeutic approaches offered.

Thing 1: Prioritize Programs Offering Evidence-Based, Trauma-Focused 
Psychotherapies

Understanding the profound impact of trauma on brain structure and 
function is the first step. Trauma can lead to lasting changes in key 
brain regions like the amygdala (involved in fear processing), the 
hippocampus (crucial for memory and stress regulation), and the 
prefrontal cortex (PFC, responsible for executive functions and 
emotional control). Effective treatments aim to address these 
neurobiological alterations by harnessing the brain's inherent 
capacity for change, known as neuroplasticity.

The document "The Neurobiological Correlates of Trauma: Effects on 
Brain Structure, Function, and Chemistry" highlights that current 
clinical practice guidelines, such as those from the Veterans Affairs 
(VA) and Department of Defense (DoD), strongly recommend trauma-
focused psychotherapies as the first-line treatment for PTSD. Families 
should therefore inquire specifically about these types of therapies. 
Key evidence-based trauma-focused psychotherapies mentioned include:

● Cognitive Processing Therapy (CPT): This therapy focuses on 
identifying, challenging, and modifying unhelpful or inaccurate 
thoughts, beliefs (often called "stuck points"), and attributions 
related to the traumatic event. By changing these maladaptive 
cognitions, CPT aims to alter the emotional and behavioral 
responses to the trauma. From a neurobiological standpoint, CPT 
likely engages the prefrontal cortex to help individuals 
reappraise and gain cognitive control over trauma-related 
thoughts and emotions that may be driven by a hyperactive 
amygdala.



● Prolonged Exposure (PE) Therapy: PE involves gradually and 
systematically confronting trauma-related memories, feelings, and 
situations that the individual has been avoiding due to distress. 
This exposure, conducted in a safe therapeutic context, helps to 
reduce fear and avoidance through processes like habituation 
(getting used to the feared stimulus) and the extinction of 
conditioned fear responses. Neurobiologically, PE is thought to 
facilitate fear extinction, a learning process involving complex 
interactions between the mPFC, amygdala, and hippocampus, helping 
to recalibrate the brain's threat response.

● Eye Movement Desensitization and Reprocessing (EMDR): EMDR 
integrates elements of several psychotherapeutic approaches with 
a unique component of bilateral stimulation (e.g., guided eye 
movements, taps, or tones) while the individual processes 
traumatic memories. The aim is to reduce the emotional charge of 
these memories and facilitate their adaptive processing. The 
document notes a meta-analysis indicating that EMDR had a robust 
effect on brain function, particularly showing activation in the 
right thalamus and right precuneus, and that these changes 
correlated with measures of post-traumatic growth.

These therapies are typically manualized, meaning they follow a 
structured protocol based on research evidence, ensuring that core 
trauma-related topics are addressed systematically. The emphasis on 
manualized and trauma-focused approaches reflects the understanding 
that these structured protocols, which directly address the processing 
of traumatic memories and their cognitive/emotional sequelae, are 
generally more effective for PTSD than non-specific supportive 
counseling. Psychotherapy, in this context, is understood as a 
neurobiological intervention that actively induces neuroplastic 
changes in the brain circuits affected by trauma. These changes may 
include strengthening PFC function for better top-down control, 
reducing amygdala hyper-reactivity to decrease fear responses, and 
improving hippocampal function to aid in memory contextualization and 
integration.

When choosing a program, families should ask: * Does the program offer 
specific, evidence-based trauma-focused psychotherapies like CPT, PE, 
or EMDR? * Are the therapists trained and certified in these specific 
modalities? * How does the program ensure these therapies are 
delivered according to established protocols?

Thing 2: Understand the Role of Medication and What to Be Cautious 
About

Trauma profoundly alters the brain's intricate chemical milieu, 
affecting neurotransmitters and hormones crucial for regulating 
stress, mood, arousal, and cognitive functions. Key systems implicated 
include the HPA axis (cortisol), catecholamines (norepinephrine), 
serotonin, GABA, and glutamate. Pharmacological interventions aim to 
correct or compensate for these specific neurochemical imbalances.



The document "The Neurobiological Correlates of Trauma: Effects on 
Brain Structure, Function, and Chemistry" notes that while 
psychotherapy is prioritized as first-line treatment for PTSD, 
medication can be a useful adjunct for managing specific symptoms, 
particularly when symptoms are severe or when individuals are not yet 
ready or able to engage in trauma-focused therapy. The shift in 
guidelines towards therapy over medication as the primary first-line 
treatment suggests a recognition that psychotherapy may offer more 
enduring and fundamental changes by addressing the root cognitive and 
emotional processing of trauma.

Commonly used medications include:

● Selective Serotonin Reuptake Inhibitors (SSRIs): Drugs like 
sertraline and paroxetine are FDA-approved for PTSD and are often 
used to treat symptoms such as depression, anxiety, and intrusive 
thoughts. SSRIs are thought to work by increasing serotonin 
availability in the brain. Altered serotonin neurotransmission is 
strongly implicated in PTSD, potentially disrupting the dynamic 
between the amygdala and hippocampus and compromising anxiolytic 
mechanisms. SSRIs may also promote neurogenesis and counteract 
some detrimental effects of stress on the hippocampus, and 
successful SSRI treatment has been associated with the 
restoration of medial PFC activation patterns.

It is critical for families to be aware of medications that are 
generally not advised for the treatment of PTSD. The document 
specifically warns against:

● Benzodiazepines (e.g., diazepam, lorazepam): While they may 
provide short-term anxiety reduction, their long-term use can be 
problematic. They may potentially worsen intrusive and 
dissociative symptoms, lead to dependence, and, importantly, 
interfere with the efficacy of exposure-based psychotherapies.

When choosing a program, families should ask: * What is the program's 
philosophy on the use of medication for trauma treatment? * If 
medication is considered, how is it integrated with psychotherapy? * 
How are decisions about medication made, and how is its effectiveness 
monitored? * What is the program's policy on the use of 
benzodiazepines for PTSD?

Thing 3: Inquire About Collaborative Care and Shared Decision-Making 
Models

The process of healing from trauma is deeply personal, and treatment 
is most effective when the individual feels respected, understood, and 
actively involved in their care. The document mentions that shared 
decision-making and collaborative care models have been shown to 
improve patient-centeredness, treatment adherence, and overall 
outcomes for PTSD. These approaches often emphasize patient 



involvement in treatment choices and coordinated care, potentially in 
primary care settings or using telehealth.

Shared decision-making means that clinicians and the individual (and 
family, where appropriate) work together to make healthcare choices. 
This involves discussing treatment options, their potential benefits 
and risks, and considering the individual's preferences and values. 
Collaborative care often involves a team-based approach, where 
different professionals coordinate their efforts to provide 
comprehensive care.

When choosing a program, families should ask: * How does the program 
involve individuals and families (if appropriate) in treatment 
planning and decision-making? * Is there a collaborative, team-based 
approach to care? * How are the individual's preferences and goals 
incorporated into the treatment plan?

Thing 4: Ensure Comprehensive Assessment, Especially for Co-occurring 
Conditions like Traumatic Brain Injury (TBI)

Trauma exposure can be complex, and individuals may present with more 
than one condition. The document dedicates significant attention to 
distinguishing PTSD from Traumatic Brain Injury (TBI), as events that 
cause TBI are often intensely frightening and life-threatening, 
leading to a high rate of co-occurrence of TBI and PTSD. The presence 
of a physical injury during a traumatic event, including TBI, is known 
to increase the risk of developing PTSD.

There is considerable overlap in the symptomatology of PTSD and TBI, 
particularly mild TBI (mTBI or concussion), including sleep problems, 
negative thoughts and feelings, irritability, anxiety, memory 
problems, and difficulty concentrating. This overlap can make 
differential diagnosis challenging.

However, the fundamental distinction lies in the primary mechanism of 
injury: TBI involves a direct physical injury to brain tissue, while 
PTSD develops from psychological trauma leading to functional and 
neurochemical dysregulation. An accurate differential diagnosis is 
clinically important because treatment approaches may need to be 
tailored accordingly. For instance, memory difficulties could stem 
from direct TBI-induced damage or from PTSD-related issues. 
Furthermore, a TBI might render the brain more vulnerable to 
developing PTSD, while PTSD symptoms could impede TBI recovery. 
Integrated treatment plans that address both conditions are often 
necessary for optimal recovery.

When choosing a program, families should ask: * What is the program's 
process for comprehensive assessment? * How do they screen for and 
diagnose co-occurring conditions like TBI, substance use disorders, 
depression, or anxiety disorders? * If co-occurring conditions are 
present, how does the program integrate treatment for these 



conditions? Does the program have expertise in treating complex cases 
with co-occurring TBI and PTSD?

Thing 5: Be Wary of Interventions Lacking Sufficient Evidence for PTSD

Given the desire for relief from debilitating trauma symptoms, 
families and individuals might explore various treatment options. 
However, it's crucial to choose interventions that are supported by 
scientific evidence for treating PTSD. The document "The 
Neurobiological Correlates of Trauma: Effects on Brain Structure, 
Function, and Chemistry" notes that several interventions have been 
explored for PTSD but currently lack sufficient evidence to support 
their routine use. These include:

● Electroconvulsive Therapy (ECT) for PTSD.
● Repetitive Transcranial Magnetic Stimulation (rTMS) specifically 

for PTSD (though the document notes rTMS has shown promise for 
other conditions like depression and TBI/stroke recovery).

● Hyperbaric Oxygen Therapy for PTSD.
● Stellate Ganglion Block for PTSD.
● Vagal Nerve Stimulation for PTSD.

The document clarifies that the status of these interventions may 
change as more research becomes available. However, families should 
prioritize treatments with a solid evidence base.

When choosing a program, families should ask: * What specific 
therapeutic modalities does the program offer for PTSD? * What is the 
evidence base supporting these modalities for trauma treatment? * Does 
the program offer or promote interventions that are considered 
experimental or have insufficient evidence for PTSD? If so, how is 
this communicated, and what is the rationale?

Conclusion Choosing a treatment program is a significant decision. By 
understanding these five key areas informed by the neurobiology of 
trauma and evidence-based interventions, families can approach this 
process with greater clarity and confidence. Prioritizing programs 
that offer proven trauma-focused psychotherapies, use medication 
judiciously and appropriately, embrace collaborative care, conduct 
thorough assessments for co-occurring conditions, and are transparent 
about the evidence base for their interventions can make a critical 
difference in supporting a loved one's journey toward recovery.

While this article draws upon the deep scientific insights of "The 
Neurobiological Correlates of Trauma: Effects on Brain Structure, 
Function, and Chemistry" to guide these considerations, families will 
also need to research program-specific details related to environment, 
staff credentials, cost, and overall fit for their loved one's unique 
needs and circumstances. This scientifically informed perspective, 
however, provides a powerful foundation for asking the right questions 
and advocating for the most effective care.


