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Introduction
Among the most prevalent mental disorders associated with Veterans, Post-traumatic Stress Disorder (PTSD) is predominant. It often strikes the veterans who are deployed in various combat missions such as responding to acts of terrorism, humanitarian missions; peacekeeping, training accidents, or sometimes victimized by sexual trauma. This paper focuses on PTSD planning and practice in the Departments of Veterans Affairs (VA) on how lessons of the past can be used to build and serve those in present with the aim of maximizing preparedness, prevention and if likely treatment of the PTSDs. 
Understanding the PTSD
PTSD refers to a clinically condition that exhibits persistent symptoms following exposure to a trauma whose outcome causes significant distress or impairment in social or other vital capacities of functioning (Wilson & Keane, 2004). The major symptoms associated with PTSD include recurring traumatic events, persistent avoidance of stimuli-related trauma, in some cases, constant numbing or arousal of general responsiveness following exposure to trauma. This mental condition is categorized into either Acute PTSD or Chronic PTSD. With Acute PTSD, patients often exhibit symptoms which last between 2 to 3 months after exposure to trauma, whereas with Chronic PTSD, patients exhibit symptoms lasting more than three months after exposure to trauma. In most cases, PTSD symptoms appear with other co-occurring conditions such as somatization, mood swings, sleep disturbances, chronic pain, and profound psychiatric disorders such as depression, anxiety and substance abuse (Wilson et al. 2012). 
 	The disorder is prevalent among veterans especially those returning from combat duty. The high-risk cases fall those veterans who have experienced mild traumatic brain injury or concussion in the course of undertaking their missions. Almost all the veterans are vulnerable to PTSD given that the condition is associated with generalized health symptoms, especially neuro-cognitive impairment during and after combat duties (Benner et al. 2018). 
Optimal Setting for Management of PTSD
Evidence-based practices to prevent and treat PTSD include screening, cognitive behavioral therapies, and medications. There are many new strategies involving enhancement of cognitive fitness and psychological resilience to reduce the detrimental impact of trauma. In terms of screening, evidence suggests that identifying PTSD early and quickly referring people to treatment can shorten their suffering and lessen the severity of their functional impairment (Frueh et al. 2005).Several types of cognitive behavioral therapies, counseling, and medications have been shown to be effective in treating PTSD. The VA and DoD health care systems have undergone significant changes in the past 10-15 years that are transforming the two into an integrated system that provides high-quality care. In response to the increased demands for services to treat OEF/OIF/OND Service Members and Veterans with PTSD, these systems have invested resources in expanding outreach activities, and enhancing the availability and timeliness of specialized PTSD services (Fulton et al. 2015). 
Managing Care for PTSD Veterans
Primary Prevention and Resiliency in PTSD
 	Sherman & Jones (2005) advocates that education of a trauma victim is a core part of all PTSD prevention and treatment. It is asserted that the veterans diagnosed with PTSD need to better understand what they are going through, how they should cope with reactions, and what follows after treatment. Increasingly, PTSD patient education should also be provided to family members and victim significant others to help them take effective care to the patients. 
Consequently, DeViva et al. (2017), asserts that collaborative care and care management initiatives are cornerstones of Primary Care-Mental Health Integration (PC-MHI) and are essential for reducing depressive symptoms for war veterans diagnosed with PTSD. Initially, the typical of Veterans Affairs (VA) collaborative care used to refer patients with PTSD to specialty care; however, despite the idealness of evidence-based specialty care referrals, many veterans with PTSD did not receive such care. Thus, the PC-MHI initiative was established to address the shortcomings of specialty care and reduce barriers to care. Atkinson, (2017), further purports that collaborative care model coupled with using Translating Initiatives for Depression into Effective Solutions (TIDES) model provide an essential cornerstone for providing primary care for War veterans with PTSD symptoms. 
Moreover, King et al. (1998) assert that besides 12‐session PTSD family education intervention PTSD model for veterans, a structured approach therapy (SAT) is by far significant in achieving greater reductions in PTSD. Several meta-analyses have identified that veterans with combat‐related PTSD enrolled in SAT therapies showed greater management of their condition than other veterans in educative specialty care. Based on the results from random patients enrolled in SAT preventive and treatment care model, it was identified that there were greater decreases in both emotion regulation problems, and fear of intense emotions in PTSD patients.  In a structured approach therapy session, intimate family members and significant other, are educated on how to give social support to the patients which in return results to moderated treatment outcomes. The SAT approach coupled with family, friends and significant other support has exhibited larger decreases in PTSD severity for those PTSD diagnosed veterans in the treatment condition (Sautter et al. 2016)
Treatment of PTSD
Clinicians use various psychotherapeutic, pharmacological and other complementary methods to aid in the treatment of PTSD among veterans. However, there are not yet therapies that have been proved effective in PTSD treatment modalities and thus the VA and DoD continue to research on other treatment approaches that can be appropriate in reducing symptoms (Erickson et al. 2001). In a nutshell, they believe administering psychotherapies and medications can lessen the affliction of PTSD among veterans. Pieces of evidence from various examinations concur that the use of trauma-focused therapies such as brief eclectic psychotherapy, cognitive processing therapy, eye movement desensitization and reprocessing among others can relieve the burden of PTSD. Some of the common PTSD treatments are expounded as follows.
Cognitive Processing Therapy (CPT)
According to the National Center for PTSD, (2019), CPT therapy typically centers on how thoughts impact emotional responses and behaviors. The therapy is delivered through 12 sessions over six weeks in four stages; education, processing thoughts and beliefs, learning CPT skills, and comprehending changing beliefs. The therapy is popularly advocated by the VA and DoD because of its ability to shift thoughts from the veteran’s denial and self-blame to developed self-beliefs about the world before and post-trauma (Chemtob et al. 1997). Further, the veterans are subject to training whereby they are educated about how to challenge their beliefs using either worksheets or written experiences (Atkinson, 2017). The efficacy of CPT in reducing PTSD symptoms is still challenged. This has so far prompted the VA and DoD to call for additional research to examine its effectiveness. 
Prolonged Exposure Therapy (PE)
This therapy model involves persistent exposure to the trauma by discussing it to a therapist and observing real-life recaps of the trauma recurrently until the individual habituates the emotional and psychological arousal (Kehle-Forbes et al. 2016). Clinicians developed PE as a more specific treatment capable of ameliorating PTSD and related conditions. The PE model comprises of four modules. These components include; in vivo exposure, imaginal exposure, breath retaining and education. Simply the PE treatment plan involves educating the client about trauma reactions, PTSD, and goals for treatment. Next, they are subjected to training and relaxation of breathing. Third, the patients are familiarized to real-world exposure (in vivo), and lastly, the patients are directed to repeated discourse regarding their traumatic memories, a technique aimed at restructuring the patient’s negative thoughts (Bleich et al. 1997).
Exposure therapy was recognized in the joint Veterans Affairs-Department of Defense Clinical Practice Guideline for PTSD and since then it has been strongly recommended for use with veterans with PTSD (Galovski & Lyons, 2004). Several meta-analyses studies have asserted that exposure therapy is more effective than waitlist control or supportive therapy and that it is largely associated with a lower dropout rate than pharmacotherapy. Additionally, PE has been identified to be only recommendable for treatment of PTSD but also it significantly reduces symptoms that are commonly associated with PTSD. Such other symptoms include depressive symptoms, trauma-related guilt, general anxiety state-anger, and alcohol use.
Imagery Rehearsal (IR) Therapies
Several meta-analyses have evaluated the efficacy of imagery rehearsal as a treatment for post-traumatic stress, nightmares, and general sleep disturbance, and have been considered significant. According to Bova, M. (2004), some of the conceptualized as symptoms of PTSD include posttraumatic nightmares and difficulty maintaining sleep. It is in the need to address these PTSD symptoms that Imagery rehearsal (IR) therapies that were developed and has so far become the most commonly-used and well-supported interventions for PTSD; posttraumatic nightmares. The IR is considered a two-factor cognitive– behavioral treatment model. In the first factor, nightmares are viewed as a learned behavioral disorder, for instance, the sleep disorder insomnia; the second factor; has it that nightmares harbor among veterans with individuals with malfunctioning imagery capacity. IRT intervention process involves; first, the patients are lured into a discussion of nightmares as a learned behavior; second, the patients are educated on the nature of the human imagery system according to dreams and waking images, and the third process involves undertaking of a 3-step instruction; selecting a nightmare, changing the nightmare, and rehearsing the new dream (Levrier et al. 2018). 
IRT is prominent for the treatment for PTSD in military personnel for several reasons. First, IRT serves as a short-term and evidence-based treatment that is reliable with the existing focus in the military on both momentary and verified psychological interventions for PTSD-prone service members (Bryant et al. 2004). Second, IRT treatment places a considerable degree of personal responsibility on the patient and supplements those veterans with a high internal locus of control who could continue the therapy until resolution occurs. Third, IRT helps veterans who may fear stigma regarding mental health treatment to consider it as a means of treating the PTSD instead of other complex PTSD therapies. Lastly, clinicians opt to adopt IRT as adjunctive therapy for veterans undergoing individual therapy for PTSD but grieve from refractory nightmares (Friedman, 2019).
Conclusion
Despite being no specified effective treatment therapy for veterans suffering from PTSD, this study has provided three of the combat-related PTSD treatment modalities that have been used with measurable effectiveness, including cognitive processing therapy, prolonged exposure therapy, and imagery rehearsal therapies. There some other treatment therapies such as eye movement desensitization and virtual reality exposure therapy but the three discussed are considered fundamental in regard to their high efficacy in managing the PTSD. Although the use of these therapies does assist in addressing PTSD, the DoD and the VA, need to research on hindrances to access of high-quality PTSD care and make a sound conceptual framework to elucidates them, in order to facilitate effective access to high-quality PTSD services for military and veteran populations. 
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