
 
 

 
 
Abstract 

Objective 

Prolonged exposure is characterized by reported dropout rates ranging from 25% to 
40%. This premature attrition is also observed in other evidence-based treatments for 
posttraumatic stress disorder. While home-based telehealth delivery of prolonged 
exposure resolves logistical barriers to care such as travel time and cost, dropout 
appears unaffected. A previous study on dropouts from prolonged exposure delivered 
via telehealth found that Veterans, particularly those receiving care via telehealth, 
reported problems with in vivo exposure and that having a peer to offer support during 
in vivo exposure assignments might have prevented their attrition from treatment. 

Methods 

The present pilot study treatment was designed in a manner consistent with the 
aforementioned Veteran suggestions, specifically to involve peers offering verbal 
support and encouragement during in vivo exposure homework. Such a treatment 
modification might be particularly useful for those receiving care via telehealth, given 
increased difficulties with exposure reported when this treatment delivery modality is 
used. It was hypothesized that dropouts would agree to reengage in treatment with a 
peer and would subsequently evince improvement in posttraumatic stress disorder and 
depression scores as a result of this treatment reengagement. 

Results 
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Of 82 dropouts from prolonged exposure, 29 reentered treatment when offered peer 
support during exposure (12 in telehealth and 17 in person). 

Conclusion 

Treatment reentry was effective insofar as indices of both posttraumatic stress disorder 
and depression were significantly reduced in both telehealth and in person groups, 
indicating that using peers in this way may be an effective means by which to return 
Veterans to care, and ultimately reduce symptomatology. 
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Introduction 

Posttraumatic stress disorder (PTSD) is a debilitating condition characterized by high 
comorbidity with other mental and physical health disorders1 and affects approximately 
15%–20% of Vietnam Veterans,2–4 10%–15% of Persian Gulf War Veterans,5 and up 
to 23% of Operation Enduring Freedom/Operation Iraqi Freedom (OEF/OIF) 
Veterans.6 Fortunately, effective treatments for PTSD including combat-related PTSD 
exist, such as prolonged exposure (PE) and cognitive processing therapy (CPT).7–

10 Recommended pharmacological interventions, despite their relative ease of 
implementation, do not produce the same degree of treatment improvement as the 
exposure-based psychotherapies.10,11 However, evidence-based psychotherapies 
such as PE and CPT are plagued by relatively high rates of dropout, with approximately 
30%–40% of patients terminating treatment prematurely12–19 and continuing to 
experience problems that have significant impact on themselves, their families, and 
the systems (e.g., Department of Veterans Affairs (VA)) and communities within which 
they live.20,21 

Consistent with aforementioned treatment guidelines, and in keeping with increased 
awareness of psychological suffering in Vietnam, Persian Gulf, and OEF/OIF service 
era Veterans,18,22,23VA24 recommended that all Veterans in their care with PTSD have 
access to these evidence-based treatments. To meet this need, all psychotherapy 
providers in VA services who primarily served Veterans with PTSD were trained in 
either PE or CPT (or both) through formal workshops followed by a six-month 



supervision consultation program.25–28 Moreover, the Department of Defense (DoD) 
and VA implemented postdeployment screening for mental health problems at all 
primary care visits.29 As a result of this tremendous and coordinated investment, 
Veterans and active duty personnel are more likely than ever to be identified and 
referred to effective PTSD treatment. 

Given this massive effort and associated expense, it is rather disconcerting that of 
those who attend the first session, between 25% and 40% eventually dropped out of 
PE or CPT prior to completion.13 Thus, because PTSD symptoms persist over time in 
the absence of treatment, and in light of the tremendous resources directed toward 
training providers in evidence-based treatment for PTSD,22 research to address the 
problem of dropout is essential. However, dropouts virtually always receive less 
research attention than treatment completers by the very nature of the fact that they 
frequently also drop out of the study within which the treatment is offered. Additionally, 
even when dropouts in treatment outcome research do agree to continue to participate 
in follow-up assessment, their numbers are relatively small because the original trials 
from which they dropped were statistically powered with respect to intent-to-treat or 
completer analyses, not dropout analyses. 

Efforts to retain patients in or return dropouts to evidence-based treatment for PTSD 
have included leveraging technology to resolve barriers to care, such as delivering 
treatment through telehealth, or even home-based telehealth. Specifically, delivering 
PE via telehealth was presented as a strategy to reduce dropout insofar as telehealth 
addresses logistical factors such as travel time, distance, and related costs, while 
reducing disparities in access to care for those in remote/rural areas.30–32 However, 
despite the apparent logistical advantages of home-based telehealth-delivered 
treatment for PTSD, rates of dropout remained unchanged at about 26%.15Moreover, 
those in the telehealth condition reported that completing exposure-based PTSD 
treatment was more difficult. That is, while evincing similar levels of improvement to 
standard in-person care, participants receiving exposure-based psychotherapy for 
PTSD reported increased anxiety and hypervigilance, particularly during in vivo 
exposure homework completion.15,33 



Clearly, the problem of dropout from evidence-based psychotherapy for PTSD will not 
be solved by telehealth alone. Fortunately, prior research indicates social support may 
lower attrition from psychotherapy,34–36 and formalized peer social support programs, 
often referred to as “peer navigation” services, enhance treatment engagement by 
creating a means by which peers who have completed treatment assist those currently 
in treatment.37,38 Along these lines, we interviewed Veterans who had dropped out from 
PE in an attempt to identify factors that might be useful in preventing or reversing 
dropout.15 One consistent report from these Veterans was that in vivo exposure 
homework, a key treatment component of PE in which patients are required to 
approach previously avoided environmental stimuli because they remind the patient of 
the traumatic event and elicit significant anxiety, was particularly difficult to complete. 
Moreover, these patients reported that they might not have dropped out, and might 
consider returning to treatment, if they had the support of a Veteran peer who had 
successfully completed the treatment during in vivo exposure homework sessions. 
Thus, we hypothesized that peer social support, brought to bear directly during in vivo 
exposure homework, might be particularly useful when treating PTSD with PE 
delivered via home-based telehealth, potentially addressing, in part, the problem of 
dropout from PE while attending to aforementioned patient report of increased anxiety 
associated with PE treatment components in telehealth patients. 

Using peers to enhance treatment success is by no means novel, and in fact, the VA 
has initiated a peer support program throughout its medical centers.39 However, in 
these programs, peers are typically used to enhance treatment engagement, facilitate 
treatment initiation, and offer extra-treatment support. Using peers directly to assist in 
core PTSD treatment components such as in vivo exposure homework taking place 
outside VA facilities has not been reported and is actually specifically prohibited by 
most peer support program guidelines. Nonetheless, Veterans in the aforementioned 
dropout study15 indicated that such peer support was consistent with the “buddy 
system” training they had received in the military and that the presence of a peer 
directly during in vivo exposure homework would have been sufficiently compelling to 
prevent their premature treatment termination. 



In response to this feedback, we designed and subsequently assessed the feasibility 
of using peer support during in vivo exposure homework and found that (1) offering 
peer support directly during a limited number of in vivo exposure homework sessions 
can reengage dropouts from PE back into treatment, (2) Veterans who have 
successfully completed treatment are willing to serve as peers and offer support during 
in vivo exposure homework to other Veterans with PTSD who are at risk of, or who 
have already dropped out of treatment, and (3) satisfaction with such a program on the 
part of the peer and on the part of the patient is high.40 The present study compliments 
aforementioned feasibility findings with preliminary evidence regarding symptom 
improvement among PE dropouts who returned to treatment with a peer offering verbal 
support directly during a limited number of in vivo homework assignments. 

Methods 
Overview 

Participants who had dropped out from treatment offered through two RCTs comparing 
in person versus home-based telehealth-delivered PE were contacted by telephone 
and offered the opportunity to return to treatment, this time with the assistance of a 
peer who would meet them at in vivo exposure homework sites in the community and 
offer verbal support during in vivo exposure homework. This was described to 
participants as being roughly analogous to having a weight-lifting “workout buddy” 
during in vivo exposure exercises, which were conceptualized as “a mission they would 
face together, as they had been trained to do.” They also reinitiated PE with their 
former therapists in the same treatment delivery modality (i.e., in person or home-
based telehealth), and this therapist coordinated communication with the peer and 
patient. Peers were Veterans who successfully completed PE therapy and no longer 
meet PTSD diagnostic criteria (see Hernandez-Tejada et al.40 for extensive discussion 
of this peer program and its feasibility). 

Procedures 

Once a patient agreed to return to treatment with a peer who offered support during in 
vivo exposure, they attended a session with their therapist wherein the exposure 
hierarchy was reviewed and a telephone call with the peer was held (i.e., on 



speakerphone so that both patient and therapist could communicate with peer). 
Patient, peer, and therapist jointly identified one or two in vivo exposure items, the time 
and place homework would take place, and patient and peer agreed to meet at the 
exposure site. Both patients and peers were instructed to telephone the therapist 
following the first homework meeting to discuss how the process went and to assure 
that the next in vivo session with the peer was scheduled. If both parties were willing, 
the program persisted with three to four meetings per week for 3–4 weeks of the 12-
week PE protocol sessions. 

Peers were trained to offer verbal support during exposure homework to help patients 
complete assignments and stay in the anxiety-provoking situation for as long as they 
could tolerate. Peers were allowed to share their own recovery stories during in vivo 
homework if similarities were observed between patient and peer experiences of 
avoidance. Geographic proximity was the criteria used to pair peers with patients. 
Peers and patients were not permitted to drive together in their own vehicles and to go 
to each other’s residences, shooting ranges, or any other place evaluated as 
dangerous. 

Participants 

PE dropouts contacted for this study were 82 Veterans (75 male and 7 female) who 
had prematurely terminated evidence-based treatment for PTSD and continued to 
meet PTSD diagnostic criteria at the point of dropout. Participants were male and 
female Veterans of Vietnam, Persian Gulf, and OIF/OEF conflicts, aged 21 and older. 
Patients with psychosis or dementia were excluded from participation, but other forms 
of psychopathology (e.g., depression) were not excluded. Approximately 35%–40% of 
participants resided in rural areas. Of the original 82 dropouts from PE, 43 (52.4%) 
indicated their intention to return back to treatment with peer support when such an 
offer was made. Of these 43, 29 of the 82 (35.4%) reengaged in treatment. The 
remaining 14 of the 82 (17.1%) continued to indicate an interest in returning to 
treatment but did not do so for reasons including relocation (5 of the 14) and lack of 
time off from work or family responsibilities. Demographic characteristics of the 29 who 
reengaged in treatment are given in Table 1. A majority was black, male, and served 



in the OIF/OEF conflicts. Most were also employed and lived relatively close to the VA 
hospital (≤30 miles). 

Table 1. Demographics characteristics of the 29 participants returning to treatment. 

 

VA: Veterans Affairs. 

Measures 

Demographic variables were collected at baseline assessment in the parent studies, 
and included age, race, ethnicity, gender, marital status, educational level, income, 
service connection/disability rating, branch of service, and war theater served. 

PTSD Checklist-Military (PCL-M) 

The PCL-M41 is a 17-item self-report measure of PTSD symptoms based on DSM-IV 
criteria. The PCL-M uses a 5-point Likert scale response format ranging from not at all 



(1) to extremely (5). Total scores on the PCL-M range from 17 to 85. A change of 10–
20 points from the baseline score is considered clinically meaningful.42 The instrument 
is highly correlated with the clinician administered PTSD scale (r = .93), has good 
diagnostic efficiency (>.70), and robust psychometrics with a variety of trauma.43 

Patient Health Questionnaire (PHQ-9) 

The PHQ-9 Is a self-report questionnaire used to screen, diagnose, monitor, and 
measure the severity of depression.44 The tool rates the frequency of the symptoms 
which factors into the scoring severity index. The symptoms are scored from not at all 
(0) to nearly every day (3). The instrument has a sensitivity of 88% and a specificity of 
88% for major depression. The scores range from 5 (mild), 10 (moderate), 15 
(moderately severe), and 20 (severe) depression. 

Peer support and treatment modality 

The primary focus of study was the introduction of a supportive peer during three to 
four in vivo homework assignments per week for 3–4 weeks of the 12-week treatment. 
Peer support within PE treatment is supported by the social support evidence 
discussed previously and the actionable options recommended within the VHA.39 A 
variable carried over from the parent studies was the delivery modality of PE: home-
based telemedicine versus standard, in-person office-based sessions. 

Results 

Measures of PTSD were collected every two weeks per VA guidelines for PTSD clinics 
and revealed the time course of therapeutic effects, as illustrated in Figure 1. PCL-M 
scores at week 0 of the peer support program averaged about 65 for both groups 
(home-based telehealth x̅ = 65.5, SD = 11.0; in person x̅ = 65.3, SD = 9.4) and showed 
a typical pattern of early intensification, followed by gradual reduction at week 12 for 
both groups (home-based telehealth x̅ = 45.4; SD = 4.1; in person x̅ = 49.7, SD = 6.1). 
Depression measures were only taken at week 0 (home-based telehealth x̅ = 19.8, 
SD = 6.4; in person x̅ = 15.3, SD = 3.8) and week 12 (home-based telehealth x̅ = 9.4, 



SD = 0.2; in person x̅ = 9.1, SD = 0.2) and reflected a reduction higher in intensity in the 
teleheath group, as illustrated in Figure 2. 

 

Figure 1. PCL-M scores of PE dropouts who returned to therapy with assistance of a 
peer. PCL-M: post-traumatic stress disorder checklist—military version; PE: prolonged 
exposure. 



 

Figure 2. PHQ-9 scores of PE dropouts who returned to therapy with assistance of a 
peer. PE: prolonged exposure; PHQ-9: Patient Health Questionnaire, 9th edition. 

Cognizant of low power, a preliminary comparison of treatment response in terms of 
treatment delivery modality (i.e., home-based telehealth versus in person), was 
conducted using repeated measures analysis of variances comparing week 0 and 
week 12 in terms both PCL-M and PHQ-9 outcomes. These analyses revealed a 
significant effect of time, but not of treatment modality or the interaction between the 
two, indicating that participants who had dropped out but returned to treatment, this 
time with the assistance of a peer, evidenced significant reductions in PCL-M scores 
by week 12, irrespective of group membership (see Table 2). Similarly, considering the 
PHQ-9 (see Table 3), there was a significant effect of time, in that both groups reported 
lower levels of depression by the end of peer-assisted PE. There was also a significant 
between-groups effect in that those receiving treatment via home-based telehealth 
reported higher week 0 PHQ-9 scores, but about the same week 12 PHQ-9 scores, 
thereby evincing an overall larger decline in scores. 



Table 2. Repeated measures descriptive and analysis of variance (ANOVA) results: PCL-
M scores week 0 versus week 12. 

 

PCL-M: post-traumatic stress disorder checklist—military version; SS: Sum 
Squares; MS: Mean Squares.AQ7 

Table 3. Repeated measures descriptive and ANOVA results: PHQ-9 scores week 0 
versus week 12. 

 

Note. ANOVA: analysis of variance; PHQ-9: Patient Health Questionnaire, 9th 
edition; SS: Sum Squares; MS:Mean Squares. 

Discussion 

This study demonstrated potential utility of including peers directly during the in vivo 
exposure therapy homework component of PE in that just over half of those 
approached indicated a willingness to return to treatment, and about a third actually 



did so. Specifically, dropout was reversed in 29 of 82 participants upon the offer of 
participation in the peer support program, and following treatment, 21 of 29 (72%) 
evinced clinically significant (greater than 15 points) reductions on the PCL-M, with the 
same proportion evincing PHQ-9 scores below the cutoff for moderate depression (i.e., 
10). These findings are impressive given that all participants had already dropped out 
of treatment, and would have ostensibly endured PTSD symptoms and associated 
diminished quality of life for years or decades into the future, were this program not 
available. Although dropout was not entirely reversed, reengaging 35.4% of dropouts, 
and subsequently achieving clinically significant improvement in these patients, offers 
a potentially important means by which to reduce address the primary shortcoming 
associated with evidence-based therapies for PTSD, including PE. Given decades of 
evidence in support of PE for PTSD, guidelines from National Center on PTSD, the 
Institute of Medicine, and the DoD and VA supporting PE, and the significant 
investment by the VA and DoD in providing this evidence-based therapy to Veterans, 
findings that dropout can be effectively reversed are worthy of further study. 

In the present feasibility study, participants who dropped out of a clinical trial evaluating 
PE delivered in person versus home-based telehealth were simply offered the 
opportunity to try the same treatment again, this time with the social and verbal 
support, during a limited number of in vivo exposure homework episodes, by a peer 
who had been through the process. Peer training was brief, focused on the limits of 
their responsibility and safe conduct, and confined their role to that of supportive 
“workout buddy” during exposures, offering encouragement to “stick with the mission 
a bit longer.” This phrasing was actually used by peers and Veterans, who indicated 
that they approached exposures using the same mission-focused teamwork that they 
had been trained to use as service members. Leveraging this team-based, mission-
focused effort appeared quite useful insofar as patients and peers described the 
process as building on their prior training. 

Although reversing dropout is notable, the central clinical question remains one of 
symptom reduction. Indeed, psychological outcomes were improved. Participants in 
PE delivered via home-based telehealth or through traditional in person settings 
showed an average PCL-M reduction of 10–20 points, which is considered clinically 



significant. A similar reduction was observed for depression scores, with a slight 
advantage for patients in the telehealth condition due to their relatively higher level of 
symptomatology at baseline. An interesting observation is that both groups evinced a 
slight worsening of symptoms at week 4, perhaps coinciding with the time point at 
which participants shifted back to completed in vivo exposure homework 
independently for the remainder of the 12-week treatment, without the aid of the peer. 
This might be an indicator that the peer program was probably effective not because it 
made exposure homework easier, but because it made it more likely for exposure 
homework to be completed over time. 

The results of this study are promising, particularly given the easily disseminated, brief 
training program for peers in the context of VA efforts to roll out peer programs across 
its system. Findings provide preliminary support indicating that peer-based social 
support is an effective, readily available tool to address difficulties related to dropout 
from exposure-based therapy for PTSD. This study builds on a large body of work 
indicating the utility of peer-based support across seemingly disparate health and 
mental health issues, including promoting academic engagement in students with 
autism,45 diabetes management,46 and HIV47 to name a few. Moreover, results might 
have been even more impressive if the peer program were offered to those 
contemplating dropout, rather than to those who had already left treatment. 

Limitations of the present study include the lack of a no-peer comparison group and 
subsequent random assignment to condition, the small sample size, and use of a 
potentially atypical sample of Veterans who had, at least originally, consented to be 
part of an experimental clinical trial and who may differ from typical clinical patients. 
Moreover, the timing of this intervention (i.e., post dropout) may not be optimum insofar 
as it seems likely that offering peer support during exposure homework to those 
contemplating dropout, rather than waiting for them to drop out, may have prevented 
a greater proportion of early treatment termination relative to treatment reengagement. 

Future studies should build on this preliminary study using a sufficiently powered 
between-groups design with an appropriate comparator (e.g., peer support offered 
outside of treatment components) so as to support causal inferences with respect to 
the utility of this type of peer support program. Moreover, dropouts from a standard VA 



PTSD clinic, rather than dropouts from a formal treatment outcome study, should be 
used as participants to enhance generalizability. Finally, an experimental manipulation 
of timing (i.e., offering the program to those contemplating dropout, rather than waiting 
for dropout to occur) may be warranted insofar as it may be more effective to prevent, 
than reverse dropout. 

Declaration of Conflicting Interests 

The author(s) declared no potential conflicts of interest with respect to the research, 
authorship, and/or publication of this article. 

Funding 

The author(s) disclosed receipt of the following financial support for the research, 
authorship, and/or publication ofthis article: Funding for the parent studies from which 
dropouts were recruited and for whom baseline data were provided included the 
following: the Department of Veterans Affairs HSR&D MERIT Award HX00152 and the 
Department of Defense Grants W81XWH-14–1-0264 and W81XWH-08–2-0047. 

References 

1. Shalev, A, Liberson, I, Marmar, C. Post-traumatic stress disorder. N Engl J 
Med 2017; 376: n2459–n2469.Google Scholar, Crossref, Medline 

2. 

Magruder, K, Serpi, T, Kimerling, R. Prevalence of posttraumatic stress disorder 
in Vietnam-Era women Veterans. The Health of Vietnam-Era Women’s Study 
(HealthVIEWS). JAMA Psychiatry 2015; 72: 1127–1134. Google 
Scholar, Crossref, Medline 

3. 

Marmar, C, Schlenger, W, Henn-Haase, C. Course of posttraumatic stress 
disorder 40 years after the Vietnam war. Findings from the National Vietnam 
Veterans Longitudinal Study. JAMA Psychiatry 2015; 72: 875–881. Google 
Scholar, Crossref, Medline 

4. 
Thompson, W, Gottesman, I, Zalewski, C. Reconciling disparate prevalence 
rates of PTSD in large samples of US male Vietnam Veterans and their controls. 
BMC Psychiatry 2006; 6: 1–10. Google Scholar, Crossref, Medline 



5. 

Kang, H, Natelson, B, Mahan, C. Am J Epidemiol 2003; 157: 141–148. Post-
traumatic stress disorder and chronic fatigue syndrome-like illness among Gulf-
War Veterans: a population-based survey of 30,000 Veterans. Google 
Scholar, Crossref, Medline 

6. 

Fulton, J, Calhoun, P, Wagner, R. The prevalence of posttraumatic stress 
disorder in Operation Enduring Freedom/Operation Iraqi Freedom (OEF/OIF) 
Veterans: a meta-analysis. J Anxiety Disord 2015; 31: 98–107. Google 
Scholar, Crossref, Medline 

7. 

American Psychological Association. Clinical practice guideline for the treatment 
of posttraumatic stress disorder (PTSD) in adults. Guideline development panel 
for the treatment of PTSD in adults. Adopted as APA Policy February 
24, 2017, http://www.apa.org/about/offices/directorates/guidelines/ptsd.pdf (20
17, accessed 20 June 2017). Google Scholar 

8. 

Institute of Medicine. Treatment of PTSD: an assessment of the 
evidence, http://nationalacademies.org/hmd/∼/media/Files/Report%20Files/200
7/Treatment-of-PTSD-An-Assessment-of-The-
Evidence/PTSDReportBriefFINAL2.pdf (2007, accessed 15 June 2007). Google 
Scholar 

9. 
Institute of Medicine. Treatment for posttraumatic stress disorder in military and 
veteran populations: final assessment. Washington, DC: The National 
Academies Press, 2014. Google Scholar 

10. 

VA/DOD. Clinical practice guideline for the management of posttraumatic stress 
disorder and acute stress 
disorder, https://www.healthquality.va.gov/guidelines/MH/ptsd/VADoDPTSDCP
GFinal.pdf (2017, accessed 18 July 2017). Google Scholar 

11. 

Lee, D, Schnitzlein, C, Wolf, J. Psychotherapy versus pharmacotherapy for 
posttraumatic stress disorder: systemic review and meta-analyses to determine 
first-line treatments. Depress Anxiety 2016; 33: 792–806.Google 
Scholar, Crossref, Medline 

12. 

Gros, D, Yoder, M, Tuerk, P. Exposure therapy for PTSD delivered to Veterans 
via telehealth: predictors of treatment completion and outcome and comparison 
to treatment delivered in person. Behav Ther 2011; 42: 276–233. Google 
Scholar, Crossref, Medline 



13. 
Gutner, C, Gallagher, M, Baker, S. Time course of treatment dropout in 
cognitive-behavioral therapies for posttraumatic stress disorder. Psychol 
Trauma 2016; 8: 115–121. Google Scholar, Crossref, Medline 

14. 
Hembree, E, Rauch, S, Foa, E. Beyond the manual: the insider’s guide to 
prolonged exposure therapy for PTSD. Cogn Behav Pract 2003; 10: 22–
30, https://doi.org/10.1016/S1077-7229(03)80005-6 Google Scholar, Crossref 

15. 
Hernandez-Tejada, M, Zoller, J, Ruggiero, K. Early treatment withdrawal from 
evidence-based psychotherapy for PTSD: telemedicine and in-person 
parameters. Int J Psychiatry Med 2014; 48: 33–55.Google Scholar, Link 

16. 

Jeffreys, M, Reinfeld, C, Nair, P. Evaluating treatment of posttraumatic stress 
disorder with cognitive processing therapy and prolonged exposure therapy in a 
VHA specialty clinic. J Anxiety Disord 2014; 28: 108–114. Google 
Scholar, Crossref, Medline 

17. 
Mott, J, Mondragon, S, Hundt, N. Characteristics of U.S. veterans who begin 
and complete prolonged exposure and cognitive processing therapy for PTSD. 
J Trauma Stress 2014; 27: 265–273. Google Scholar, Crossref, Medline 

18. 
Rauch, S, Eftekhari, A, Ruzek, J. Review of exposure therapy: a gold standard 
for PTSD treatment. J Rehabil Res Dev 2012; 49: 679–688. Google 
Scholar, Crossref, Medline 

19. 
van Minnen, A, Arntz, A, Keijsers, G. Prolonged exposure in patients with 
chronic PTSD: predictors of treatment outcome and dropout. Behav Res 
Ther 2002; 40: 439–457. Google Scholar, Crossref, Medline 

20. 
Ghaffardzadegan, N, Ebrahimvandi, A, Jalali, M. A dynamic model of post-
traumatic stress disorder for military personnel and Veterans. PLoS One 2016; 
11: e0161405. Google Scholar, Medline 

21. Najavits, L. The problem of dropout from “gold standard” PTSD therapies. 
F1000Prime Rep 2015; 7: 43. Google Scholar, Crossref, Medline 

22. 
Eftekhari, A, Ruzek, J, Crowley, J. Effectiveness of national implementation of 
prolonged exposure therapy in Veterans affairs care. JAMA Psychiatry 2013; 
70: 949–955. Google Scholar, Crossref, Medline 

23. 
Goodson, J, Lefkowitz, C, Helstrom, A. Outcomes of prolonged exposure 
therapy for Veterans with posttraumatic stress disorder. J Trauma Stress 2013; 
26: 419–425. Google Scholar, Crossref, Medline 



24. 

Department of Veterans Affairs. Department of Defense. VA/DoD clinical 
practice guideline for management of post-traumatic stress. Washington, DC, 
Department of Veterans Affairs and Department of 
Defense, https://www.healthquality.va.gov/guidelines/MH/ptsd/VADoDPTSDC
PGFinal.pdf (2010, accessed June 2017). Google Scholar 

25. 

Karlin, B, Ruzek, J, Chard, K. Dissemination of evidence-based psychological 
treatments for posttraumatic stress disorder in the Veterans Health 
Administration. J Traum Stress 2010; 23: 663–673. Google 
Scholar, Crossref, Medline 

26. 
Karlin, B. Bridging the gap in delivery of psychological treatments for 
posttraumatic stress disorder. J Rehabil Res Dev 2012; 49: XIII–XXVI. Google 
Scholar, Crossref, Medline 

27. 
McLean, C, Foa, E. Dissemination and implementation of prolonged exposure 
therapy for posttraumatic stress disorder. J Anxiety Disord 2013; 27: 788–
792. Google Scholar, Crossref, Medline 

28. 
Ruzek, J, Rosen, R. Disseminating evidence-based treatments for PTSD in 
organizational settings: a high priority focus area. Behav Res Ther 2009; 
47: 980–989. Google Scholar, Crossref, Medline 

29. Wright, K, Huffman, A, Adler, A. Psychological screening program overview. Mil 
Med 2002; 167: 853–861.Google Scholar, Medline 

30. 
van den Berg, N, Schumann, M, Kraft, K. Telemedicine and telecare for older 
patients – a systematic review. Maturitas 2012; 73: 94–114. Google 
Scholar, Crossref, Medline 

31. 
Acierno, R, Knapp, R, Tuerk, P. A non-inferiority trial of prolonged exposure for 
posttraumatic stress disorder: in person versus home-based telehealth. Behav 
Res Ther 2017; 89: 57–65. Google Scholar, Crossref, Medline 

32. 
Frueh, B, Monnier, J, Yim, E. A randomized trial of telepsychiatry for post-
traumatic stress disorder. J Telemed Telecare 2007; 13: 142–147. Google 
Scholar, Link 

33. 
Tuerk, P, Yoder, M, Ruggiero, K. A pilot study of prolonged exposure therapy 
for posttraumatic stress disorder delivered via telehealth technology. J Trauma 
Stress 2010; 23: 116–123. Google Scholar, Medline 



34. 

Pietrzak, R, Johnson, D, Goldstein, M. Psychosocial buffers of traumatic stress, 
depressive symptoms, and psychosocial difficulties in Veterans of Operations 
Enduring Freedom and Iraqi Freedom: the role of resilience, unit support, and 
postdeployment social support. J Affect Disord 2010; 120: 188–192. Google 
Scholar, Crossref, Medline 

35. 

Price, M, Gros, D, Strachan, M. The role of social support in exposure therapy 
for Operation Iraqi Freedom/Operation Enduring Freedom Veterans: a 
preliminary investigation. Psychol Trauma 2013; 5: 93–100. Google 
Scholar, Crossref, Medline 

36. 
Tarrier, N, Sommerfield, C, Pilgrim, H. Factors associated with outcome of 
cognitive-behavioural treatment of chronic post-traumatic stress disorder. Behav 
Res Ther 2000; 38: 191–202. Google Scholar, Crossref, Medline 

37. 
Chinman, M, Salzer, M, O’brien-Mazza, D. National survey on implementation 
of peer specialists in the VA: implications for training and facilitation. Psychiatr 
Rehabil J 2012; 35: 470–473. Google Scholar, Crossref, Medline 

38. 
Corrigan, P, Pickett, S, Batia, K. Peer navigators and integrated care to address 
ethnic health disparities of people with serious mental illness. Soc Work Public 
Health 2014; 29: 581–593. Google Scholar, Crossref, Medline 

39. 

Money, N, Moore, M, Brown, D. Best practices identified for peer support 
programs. Defense Centers of Excellence: for Psychological Health and 
Traumatic Brain Injury. Final 
report, http://www.dcoe.mil/files/Best_Practices_Identified_for_Peer_Support_
Programs_Jan_2011.pdf (2011, accessed May 2017). Google Scholar 

40. 

Hernandez-Tejada, M, Acierno, R, Sanchez-Carracedo, D. Addressing dropout 
from prolonged exposure: feasibility of involving peers during exposure trials. 
Mil Psychol 2017; 29: 157–163, http://dx.doi.org/10.1037/mil0000137 Google 
Scholar, Crossref 

41. 

Weathers, F, Litz, B, Herman, D. The PTSD Checklist (PCL): reliability, validity, 
and diagnostic utility. Paper presented at the 1993 Annual Convention of the 
International Society for Traumatic Stress Studies, San Antonio, TX. Google 
Scholar 

42. 
National Center for PTSD. Using the PTSD Checklist 
(PCL), https://sph.umd.edu/sites/default/files/files/PTSDChecklistScoring.pdf (2
012, accessed September 2017). Google Scholar 



43. 
Blanchard, E, Jones-Alexander, J, Buckley, T. Psychometric properties of the 
PTSD Checklist (PCL). Behav Res Ther 1996; 34: 669–673. Google 
Scholar, Crossref, Medline 

44. 
Kroenke, K, Spitzer, R, Williams, W. The PHQ-9: validity of a brief depression 
severity measure. J Gen Intern Med 2001; 16: 606–613. Google 
Scholar, Crossref, Medline 

45. 

McCurdy, E, Cole, C. Use of a peer support intervention for promoting academic 
engagement of students with autism in general education settings. J Autism Dev 
Disord 2014; 44: 883–893, https://doi.org/10.1007/s10803-013-1941-5 Google 
Scholar, Crossref, Medline 

46. 
Patil, S, Ruppar, T, Lindbloom, E. Peer support interventions for adults with 
diabetes: a meta-analysis of hemoglobin A1c outcomes. Ann Fam Med 2016; 
14: 540–551. Google Scholar, Crossref, Medline 

47. 

Prestage, G, Brown, G, Allan, B. Impact of peer support on behavior change 
among newly diagnosed Australian gay men. J Acquir Immune Defic 
Syndr 2016; 72: 565–
571, https://doi.org/10.1097/QAI.0000000000001017 Google Scholar, Medline 

 


