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Background: Initiation rates of trauma-focused evidence-
based psychotherapy (TF-EBP) for posttraumatic stress 
disorder (PTSD) remain low despite large-scale dissemination 
efforts in the US Department of Veterans Affairs (VA). Through 
semistructured qualitative interviews, this study examined 
veterans’ recommendations for process improvement in 
engaging in TF-EBP and mental health care.
Methods: A qualitative analysis was conducted as part of 
a larger mixed-methods study. Thirty veterans who recently 
initiated TF-EBP were recruited to complete a semistructured 
qualitative interview about their experience. Rapid qualitative 
analysis procedures were used to analyze all interview content 
and identify themes focused on veteran experiences relevant 
to process improvement in TF-EBP and mental health care. 
Results: Seven themes were identified: (1) veterans had a poor 
understanding of VA mental health care; (2) stigma remains a 

barrier to engaging in mental health treatment; (3) veterans 
emphasized the importance of therapy fundamentals (eg, 
rapport, flexibility) throughout their care; (4) shared decision-
making was valued when used to select TF-EBP; (5) respect 
for preferences in treatment selection was associated with a 
positive outlook on TF-EBP; (6) veterans wanted clinicians to 
ask about relevant cultural identities early in their assessment/
treatment; and (7) acknowledging culture and using culturally 
relevant examples strengthened TF-EBP engagement. 
Conclusions: Veterans identified 3 areas for continued process 
improvement: (1) providing information about the diverse range of 
mental health care services at the VA and the implications of this 
continuum of care; (2) consideration of veteran preferences in 
treatment decision-making, including the importance of perceived 
choice; and (3) incorporating cultural assessment and cultural 
responsiveness into case conceptualization and treatment. 
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Trauma-focused evidence-based psy-
chotherapies (TF-EBPs), including 
cognitive processing therapy (CPT) 

and prolonged exposure therapy (PE), are 
recommended treatments for posttraumatic 
stress disorder (PTSD) in clinical practice 
guidelines.1-3 To increase initiation of these 
treatments, the US Department of Veterans 
Affairs (VA) used a large-scale dissemina-
tion and implementation effort to improve 
access to TF-EBP.4,5 These efforts achieved 
modest success, increasing prevalence of 
TF-EBP from a handful of veterans in 2004 
to an annual prevalence of 14.6% for CPT 
and 4.3% for PE in 2014.6

Throughout these efforts, qualitative stud-
ies have been used to better understand vet-
erans’ perspectives on receiving TF-EBP 
care.7-18 Barriers to initiation of and engage-
ment in TF-EBP and PTSD care have been 
identified from these qualitative studies. One 
identified barrier was lack of knowledge—
particularly lack of knowledge about what 
is meant by a PTSD diagnosis and available 
treatments.7-10 Stigma (ie, automatic nega-
tive associations) toward mental health prob-
lems or seeking mental health care also has 
been identified as a barrier to initiation.7,10-14 

Perceptions of poor alignment between treat-
ment and veteran goals, including lack of 
buy-in for the rationale, served as barriers to 
initiation and engagement.8,15-18 

Using prior qualitative work, numerous 
initiatives have been developed to reduce 
stigma, facilitate conversations about how 
treatment aligns with goals, and fill knowl-
edge gaps, particularly through online re-
sources and shared decision-making.19,20 To 
better inform the state of veterans’ experi-
ences with TF-EBP, a qualitative investiga-
tion was conducted involving veterans who 
recently initiated TF-EBP. Themes directly 
related to transitions to TF-EBP were iden-
tified; however, all veterans interviewed 
also described their experiences with TF-
EBP engagement and mental health care. 
Consistent with recommendations for 
qualitative methods, this study extends 
prior work on transitions to TF-EBP by 
describing themes with a distinct focus on 
the experience of engaging with TF-EBP 
and mental health care.21,22

METHODS
The experiences of veterans who were tran-
sitioning into TF-EBPs were collected in 
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semistructured interviews and analyzed. 
The semistructured interview guide was de-
veloped and refined in consultation with 
both qualitative methods experts and PTSD 
treatment experts to ensure that 6 content 
domains were appropriately queried: PTSD 
treatment options, cultural sensitivity of 
treatment, PTSD treatment selection, tran-
sition criteria, beliefs about stabilization 
treatment, and treatment needs/preferences. 

Participants were identified using the VA 
Corporate Data Warehouse and included 
post-9/11 veterans who had recently initi-
ated CPT or PE for the first time between 
September 1, 2021, and September 1, 2022. 
More details of participant selection are avail-
able in Holder et al.21 From a population of 
10,814 patients, stratified random sampling 
generated a recruitment pool of 200 veter-
ans for further outreach. The strata were de-
fined such that this recruitment pool had 
similar proportions of demographic charac-
teristics (ie, gender, race, ethnicity) to the 
population of eligible veterans, equivalent 
distributions of time to CPT or PE initiation 
(ie, 33.3%  < 1 year, 33.3% 1-3 years, and 
33.3% > 3 years), and adequate variability 
in TF-EBP type (ie, 66.7% CPT, 33.3% PE). 
A manual chart review in the recruitment 
pool excluded 12 veterans who did not ini-
tiate CPT or PE, 1 veteran with evidence of 
current active psychosis and/or cognitive im-
pairment that would likely preclude compre-
hension of study materials, and 1 who was 
deceased.

Eligible veterans from the recruitment 
pool were contacted in groups of 25. First, 
a recruitment letter with study information 
and instructions to opt-out of further contact 
was mailed or emailed to veterans. After 2 
weeks, veterans who had not responded were 
contacted by phone up to 3 times. Veterans 
interested in participating were scheduled for 
a 1-time visit that included verbal consent 
and the qualitative interview. Metrics were 
established a priori to ensure an adequately 
diverse and inclusive sample. Specifically, a 
minimum number of racial and/or ethnic mi-
nority veterans (33%) and women veterans 
(20%) were sought. Equal distribution across 
the 3 categories of time from first mental 
health visit to CPT/PE initiation also was tar-
geted. Throughout enrollment, recruitment 
efforts were adapted to meet these metrics in 
the emerging sample. While the goal was to 
generate a diverse and inclusive sample using 
these methods, the sample was not intended 
to be representative of the population. 

Of the 186 eligible participants, 21 de-
clined participation and 26 could not be 
reached. The targeted sample was reached 
after exhausting contact for 47 veterans and 
contacting 80 veterans for a final response 
rate of 40% among fully contacted veterans 

TABLE. Participant Characteristics (N = 30)

Criteria Results

Race, No. (%) 
  Black 
  White 
  Other/multiracial

 
5 (17) 
22 (73) 
3 (10)

Ethnicity, No. (%) 
  Hispanic/Latino 
  Non-Hispanic/Latino

 
4 (13) 
26 (87)

Racial or ethnic minority, No. (%) 
  Yes 
  No

 
11 (37) 
19 (63)

Gender, No. (%) 
  Man 
  Woman

 
22 (73) 
8 (27)

Marital status, No. (%) 
  Married 
  In a relationship 
  Divorced 
  Single

 
16 (53) 
3 (10) 
3 (10) 
8 (27)

Employment status, No. (%) 
  Employed 
  Unemployed/student/retired/disabled

 
21 (70) 
9 (30)

Education, No. (%) 
  High school 
  Some college/associate’s degree 
  Bachelor’s degree 
  Graduate degree

 
2 (7) 

14 (47) 
8 (27) 
6 (20)

Service branch, No. (%) 
  Army 
  Air Force 
  Marine Corps 
  Navy 
  Other

 
13 (43) 
5 (17) 
6 (20) 
4 (13) 
2 (7)

Treatment type, No. (%) 
  CPT 
  PE

 
19 (63) 
11 (37)

Time from first mental health visit to 
first CPT/PE session, y 
  < 1 
  1-3 
  > 3

 
10 (33) 
10 (33) 
10 (33)

Abbreviations: CPT, cognitive processing therapy; PE, 
prolonged exposure therapy.
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and 27% among veterans with any contact. 
The final sample included 30 veterans who 
received CPT or PE in VA facilities (Table). 

After veterans provided verbal consent 
for study participation, sociodemographic 
information was verbally reported, and a 
30- to 60-minute semistructured qualitative 
phone interview was recorded and tran-
scribed. Veterans received $40 for participa-
tion. All procedures were approved by the 
University of California San Francisco Insti-
tutional Review Board.  

Qualitative Data Analysis
Rapid analysis procedures were used to ana-
lyze qualitative data. This approach is suitable 
for focused, moderately structured qualitative 
analyses in health services research and facil-
itates rapid dissemination to stakeholders.23 
The qualitative analysts were 2 clinical psy-
chologists with expertise in PTSD treatment 
(NH primary and RR secondary). Consistent 
with rapid analysis procedures, analysts pre-
pared a templated summary (including rele-
vant quotations) of each interview, organized 
by the prespecified content domains. Inter-
views were summarized independently, com-
pared to ensure consistency, and discrepancies 
were resolved through review of the inter-
view source materials. Individual summary 
templates were combined into a master ana-
lytic matrix to facilitate the identification of 
patterns and delineation of themes. Analysts 
routinely met to identify, discuss, and refine 
preliminary themes, revisiting source materi-
als to reach consensus as needed.

RESULTS
Fifteen themes were identified and orga-
nized into 2 distinct focus areas: themes di-
rectly related to the transition to TF-EBP 
(8 themes) and themes related to veter-
ans’ experiences with TF-EBP and general 
mental health care with potential process-
improvement implications (7 themes).21 
Seven themes were identified related to ex-
periences with TF-EBP engagement and VA 
mental health care. The 7 themes related to 
TF-EBP engagement and VA mental health 
care themes are summarized with exemplary 
quotations.
Veterans want a better understanding of 
psychotherapy and engaging with VA men-
tal health. Veterans reported that they 

generally had a poor or “nebulous” under-
standing about the experience of psycho-
therapy. For example, veterans exhibited 
confusion about whether certain experi-
ences were equivalent to participating in 
psychotherapy. They were sometimes un-
able to distinguish between interactions 
such as assessment, disability evaluations, 
peer support, and psychotherapy. One vet-
eran described a conversation with a TF-
EBP therapist about prior treatment: 

She [asked], have you ever been, or gone 
through a therapy to begin with? And I, I 
said, well I just chatted with somebody. 
And she said that’s not, that’s not ther-
apy. So, I was like, oh, it’s not? That’s not 
what people do?

Veterans were surprised the VA offered a 
diverse range of psychotherapy interventions, 
rather than simply therapy. They did not re-
alize there were different types of psycho-
therapy. As a result, veterans were not aware 
that some VA mental practitioners have spe-
cialty training and certification to provide 
treatment matched to specific diagnoses or 
needs. They thought that all clinicians could 
provide the same care. One veteran described 
their understanding:

I just figured all mental health people 
are mental health people. I didn’t have a 
better understanding of the system and 
all the different levels and how it plays 
out and specialties and things like that. 
Which, I guess, I should have because 
you have a primary care doctor, but then 
you have specialists in all these other dif-
ferent sectors that specialize in one par-
ticular area. I guess that should’ve been 
common sense, but it wasn’t.

Stigma was a barrier to seeking and engaging 
in mental health care. Veterans discovered 
they had to overcome stigma associated 
with seeking and engaging in mental health 
treatment. Military culture was often dis-
cussed as promoting stigma regarding men-
tal health treatment. Specifically, veterans 
described that seeking treatment meant 
“either, I’m weak or I’m gonna be seen as 
weak.” In active-duty settings, the strat-
egy for dealing with mental health symp-
toms was to “leave those feelings, you push 
‘em aside,” an approach highly inconsis-
tent with TF-EBP. In some cases, incorrect 
information about the VA and PTSD was 
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presented as part of discharge from the mil-
itary, leading to long-term skepticism of the 
VA and PTSD treatment. One veteran de-
scribed his experience as part of a class on 
the VA compensation and pension assess-
ment process for service-connected disabili-
ties during his military discharge: 

[A fellow discharging soldier asked] what 
about like PTSD, gettin’ rated for PTSD. 
I hear they take our weapons and stuff 
like we can’t own firearms and all that 
stuff. And [the instructor] was like, well, 
yes that’s a thing. He didn’t explain it like 
if you get compensated for PTSD you 
don’t lose your rights to carry a firearm or 
to have, to be able to go hunting.

Importantly, veterans often described how 
other identities (eg, race, ethnicity, gender, re-
gion of origin) interacted with military cul-
ture to enhance stigma. Hearing messaging 
from multiple sources reinforced beliefs that 
mental health treatment is inappropriate or is 
associated with weakness:

As a first-generation Italian, I was always 
taught keep your feelings to yourself. 
Never talk outside your family. Never 
bring up problems to other people and 
stuff like that. Same with the military. 
And then the old stigma working in 
[emergency medical services] and public 
safety, you’re weak if you get help.

The fundamentals of therapy, including rap-
port and flexibility, were important. Veterans 
valued nonspecific therapy factors, genuine 
empathy, building trust, being honest about 
treatment, personality, and rapport. These 
characteristics were almost universally de-
scribed as particularly important:

I liked the fact that she made it personable 
and she cared. It wasn’t just like, here, 
we’re gonna start this. She explained it in 
the ways I could understand, not in medi-
cal terms, so to speak, but that’s what I 
liked about her. She really cared about 
what she did and helping me.

Flexibility was viewed as an asset, partic-
ularly when clinicians acknowledged vet-
eran autonomy. A consistent example was 
when veterans were able to titrate trauma dis-
closure. One veteran described this flexible 
treatment experience: “She was right there 
in the room, she said, you know, at any time, 
you know, we could stop, we could debrief.”

Experiences of clinician flexibility and 

personalization of therapy were contrasted 
with experiences of overly rigid therapy. 
Overemphasis on protocols created barriers, 
often because treatment did not feel person-
alized. One veteran described how a clini-
cian’s task-oriented approach interfered with 
their ability to engage in TF-EBP:

They listened, but it just didn’t seem like 
they were listening, because they really 
wanted to stay on task… So, I felt like if 
the person was more concerned, or more 
sympathetic to the things that was also 
going on in my life at that present time, I 
think I would’ve felt more comfortable talk-
ing about what was the PTSD part, too.

Veterans valued shared decision-making prior 
to TF-EBP initiation. Veterans typically de-
scribed being involved in a shared decision-
making process prior to initiating TF-EBP. 
During these sessions, clinicians discussed 
treatment options and provided veterans 
with a variety of materials describing treat-
ments (eg, pamphlets, websites, videos, sta-
tistics). Most veterans appreciated being 
able to reflect on and discuss treatment op-
tions with their clinicians. Being given time 
in and out of session to review was viewed 
as valuable and increased confidence in 
treatment choice. One veteran described 
their experience:

I was given the information, you know, 
they gave me handouts, PDFs, whatever 
was available, and let me read over it. I 
didn’t have to choose anything right then 
and there, you know, they let me sleep 
on it. And I got back to them after some 
thought.

However, some veterans felt overwhelmed 
by being presented with too much informa-
tion and did not believe they knew enough to 
make a final treatment decision. One veteran 
described being asked to contribute to the 
treatment decision:

I definitely asked [the clinician] to weigh 
in on maybe what he thought was best, 
because—I mean, I don’t know… I’m not 
necessarily sure I know what I think is 
best. I think we’re just lucky I’m here, so 
if you can give me a solid and help me 
out here by telling me just based on what 
I’ve said to you and the things that I’ve 
gone through, what do you think?

Veterans who perceived that their treatment 
preferences were respected had a positive 
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outlook on TF-EBP. As part of the shared-
decision making process, veterans typi-
cally described being given choices among 
PTSD treatments. One way that prefer-
ences were respected was through clini-
cians tailoring treatment descriptions to a 
veteran’s unique symptoms, experiences, 
and values. In these cases, clinicians ob-
served specific concerns and clearly linked 
treatment principles to those concerns. 
For example, one veteran described their 
clinician’s recommendation for PE: “The 
hardest thing for me is to do the normal 
things like grocery store or getting on a 
train or anything like that. And so, he sug-
gested that [PE] would be a good idea.”

In other cases, veterans wanted the high-
est quality of treatment rather than a match 
between treatment principles and the veter-
an’s presentation, goals, or strengths. These 
veterans wanted the best treatment avail-
able for PTSD and valued research support, 
recommendations from clinical practice 
guidelines, or clinician confidence in the ef-
fectiveness of the treatment. One veteran de-
scribed this perspective: 

I just wanted to be able to really tackle 
it in the best way possible and in the 
most like aggressive way possible. And it 
seemed like PE really was going to, they 
said that it’s a difficult type of therapy, 
but I really just wanted to kind of do the 
best that I could to eradicate some of the 
issues that I was having.

When veterans perceived a lack of re-
spect for their preferences, they were hesitant 
about TF-EBP. For some veterans, a generic 
pitch for a TF-EBP was detrimental in the ab-
sence of the personal connection between the 
treatment and their own symptoms, goals, or 
strengths. These veterans did not question 
whether the treatment was effective in gen-
eral but did question whether the treatment 
was best for them. One veteran described the 
contrast between their clinician’s perspective 
and their own. 

I felt like they felt very comfortable, very 
confident in [CPT] being the program, 
because it was comfortable for them. 
Because they did it several times. And 
maybe they had a lot of success with 
other individuals... but they were very 
comfortable with that one, as a provider, 
more than: Is this the best fit for [me]?

Some veterans perceived little concern 
for their preferences and a lack of choice 
in available treatments, which tended 
to perpetuate negative perceptions of TF-
EBP. These veterans described their lack of 
choices with frustration. Alternatives to TF-
EBP were described by these veterans as so 
undesirable that they did not believe they 
had a real choice:

[CPT] was the only decision they had. 
There was nothing else for PTSD. They 
didn’t offer anything else. So, I mean it 
wasn’t a decision. It was either … take 
treatment or don’t take treatment at all… 
Actually, I need to correct myself. So, 
there were 2 options, group therapy or 
CPT. I forgot about that. I’m not a big 
group guy so I chose the CPT.

Another veteran was offered a choice be-
tween therapeutic approaches, but all were 
delivered via telehealth (consistent with 
the transition to virtual services during the 
COVID-19 pandemic). For this veteran, 
not only was the distinction between ap-
proaches unclear, but the choice between 
approaches was unimportant compared to 
the mode of delivery. 

This happened during COVID-19 and VA 
stopped seeing anybody physically, face-
to-face. So my only option for therapy 
was [telehealth]… There was like 3 of 
them, and I tried to figure out, you know, 
from the layperson’s perspective, like: I 
don’t know which one to go with. 

Veterans wanted to be asked about their cul-
tural identity. Veterans valued when cli-
nicians asked questions about cultural 
identity as part of their mental health treat-
ment and listened to their cultural con-
text. Cultural identity factors extended 
beyond factors such as race, ethnicity, gen-
der, and sexual orientation to religion, mil-
itary culture, and regionality. Veterans often 
described situations where they wished cli-
nicians would ask the question or initi-
ate conversations about culture. A veteran 
highlighted the importance of their faith 
but noted that it was a taboo topic. Their 
clinician did not say “we don’t go there,” 
but they “never dove into it either.” An-
other veteran expressed a desire for their 
clinician to ask questions about experiences 
in the National Guard and as an African 
American veteran:
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If a provider was to say like: Oh, you 
know, it’s a stressful situation being a 
part of the military, being in the National 
Guard. You know, just asking questions 
about that. I think that would really go 
a long way… Being African American 
was difficult as well. And more so   
because of my region, I think… I  
felt like it would probably be an  
uncomfortable subject to speak on…  
I mean, it wasn’t anything that my  
providers necessarily did, it was more 
so just because it wasn’t brought up.

One common area of concern for veter-
ans was a match between veteran and thera-
pist demographics. When asked about how 
their cultural identity influenced treatment, 
several veterans described the relevance of 
therapist match. Much like questions about 
their own cultural identity, veterans valued 
being asked about identity preferences in cli-
nicians (eg, gender or race matching), rather 
than having to bring up the preference them-
selves. One veteran described relief at this 
question being asked directly: “I was relieved 
when she had asked [whether I wanted a 
male or female clinician] primarily because I 
was going to ask that or bring that up some-
how. But her asking that before me was a 
weight off my shoulders.”  
Discussing cultural identity through treatment 
strengthened veterans’ engagement in therapy. 
Many veterans appreciated when analogies 
used in therapy were relevant to their cul-
tural experiences and when clinicians un-
derstood their culture (eg, military culture, 
race, ethnicity, religious beliefs, sexual ori-
entation). One veteran described how their 
clinician understood military culture and 
made connections between military cul-
ture and the rationale for TF-EBP, which 
strengthened the veteran’s buy-in for the 
treatment and alliance with the clinician:

At the beginning when she was explaining 
PTSD, and I remember she said that your 
brain needed to think this way when you 
were in the military because it was a way 
of protecting and surviving, so your brain 
was doing that in order for you to survive 
in whatever areas you were because there 
was danger. So, your brain had you think-
ing that way. But now, you’re not in those 
situations anymore. You’re not in danger. 
You’re not in the military, but your brain 
is still thinking you are, and that’s what 
PTSD generally does to you. 

Specific elements of TF-EBP also provided 
opportunities to discuss and integrate impor-
tant aspects of identity. This is accomplished 
in PE by assigning relevant in vivo exercises. 
In CPT, “connecting the dots” on how prior 
experiences influenced trauma-related stuck 
points achieved this element. One veteran de-
scribed their experience with a clinician who 
was comfortable discussing the veteran’s sex-
ual orientation and recognized the impacts of 
prior trauma on intimacy:

They’re very different, and there’s a lot 
of things that can be accepted in gay 
relationships that are not in straight ones. 
With all that said, I think [the PE thera-
pist] did a fantastic job being not—like 
never once did she laugh or make an un-
comfortable comment or say she didn’t 
wanna talk about something when like 
part of the reason I wanted to get into 
therapy is that my partner and I weren’t 
having sex unless I used alcohol.

DISCUSSION
As part of a larger national qualitative inves-
tigation of the experiences of veterans who 
recently initiated TF-EBP, veterans discussed 
their experiences with therapy and mental 
health care that have important implications 
for continued process improvement.21 Three 
key areas for continued process improve-
ment were identified: (1) providing informa-
tion about the diverse range of mental health 
care services at the VA and the implications 
of this continuum of care; (2) consideration 
of veteran preferences in treatment decision-
making, including the importance of per-
ceived choice; and (3) incorporating cultural 
assessment and cultural responsiveness into 
case conceptualization and treatment.

One area of process improvement iden-
tified was increasing knowledge about 
different types of psychotherapy and the con-
tinuum of care available at the VA. Veterans 
in this study confused or conflated partici-
pating in psychotherapy with talking about 
mental health symptoms with a clinician (eg, 
assessment, disability evaluation). They were 
sometimes surprised that psychotherapy is 
an umbrella term referring to a variety of dif-
ferent modalities. The downstream impact of 
these misunderstandings was a perception of 
VA mental health care as nebulous. Veterans 
were surprised that all mental health practi-
tioners were unable to provide the same care. 
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Confusion may have been compounded by 
highly variable referral processes across VA.24 
To address this, clinicians have developed 
local educational resources and handouts for 
both veterans and referring clinicians from 
nonmental health and general mental health 
specialties.25 Given the variability in referral 
processes both between and within VA med-
ical centers, national dissemination of these 
educational materials may be more difficult 
compared to materials for TF-EBPs.24 The 
VA started to use behavioral health interdis-
ciplinary program (BHIP) teams, which are 
designed to be clinical homes for veterans 
connected with a central clinician who can 
explain and coordinate their mental health 
care as well as bring more consistency to the 
referral process.26 The ongoing transition to-
ward the BHIP model of mental health care at 
VA may provide the opportunity to consoli-
date and integrate knowledge about the VA 
approach to mental health care, potentially 
filling knowledge gaps. 

A second area of process improvement 
focused on the shared decision-making 
process. Consistent with mental health ini-
tiatives, veterans generally believed they 
had received sufficient information about 
TF-EBP and engaged in shared decision-
making with clinicians.20,27 Veterans were 
given educational materials to review and 
had the opportunity to discuss these ma-
terials with clinicians. However, veter-
ans described variability in the success of 
shared decision-making. Although vet-
erans valued receiving accurate, compre-
hensible information to support treatment 
decisions, some preferred to defer to clini-
cians’ expertise regarding which treatment 
to pursue. While these veterans valued in-
formation, they also valued the expertise 
of clinicians in explaining why specific 
treatments would be beneficial. A key con-
tributor to veterans satisfaction was assess-
ing how veterans wanted to engage in the 
decision-making process and respecting 
those preferences.28 Veterans approached 
shared decision-making differently, from 
making decisions independently after re-
ceiving information to relying solely on 
clinician recommendation. The process 
was most successful when clinicians ar-
ticulated how their recommended treat-
ment aligned with a veteran’s preferences, 

including recommendations based on spe-
cific values (eg, personalized match vs 
being the best). Another important con-
sideration is ensuring veterans know they 
can receive a variety of different types of 
mental health services available in different 
modalities (eg, virtual vs in-person; group 
vs individual). When veterans did not per-
ceive choice in treatment aspects important 
to them (typically despite having choices), 
they were less satisfied with their TF-EBP 
experience.

A final area of process improvement iden-
tified involves how therapists address im-
portant aspects of culture. Veterans often 
described mental health stigma coming 
from intersecting cultural identities and ex-
pressed appreciation when therapists helped 
them recognize the impact of these beliefs 
on treatment. Some veterans did not discuss 
important aspects of their identity with cli-
nicians, including race/ethnicity, religion, 
and military culture. Veterans did not re-
port negative interactions with clinicians or 
experiences suggesting it was inappropriate 
to discuss identity; however, they were re-
luctant to independently raise these identity 
factors. Strategies such as the ADDRESS-
ING framework, a mnemonic acronym 
that describes a series of potentially rele-
vant characteristics, can help clinicians com-
prehensively consider different aspects that 
may be relevant to veterans, modeling that 
discussion of relevant these characteristics is 
welcome in TF-EBP.29 Veterans reported that 
making culturally relevant connections en-
hanced the TF-EBP experience, most com-
monly with military culture. These data 
support that TF-EBP delivery with atten-
tion to culture should be an integrated part 
of treatment, supporting  engagement and 
therapeutic alliance.30 The VA National Cen-
ter for PTSD consultation program is a re-
source to support clinicians in assessing and 
incorporating relevant aspects of cultural 
identity.31 For example, the National Cen-
ter for PTSD provides a guide for using case 
conceptualization to address patient reac-
tions to race-based violence during PTSD 
treatment.32 Both manualized design and 
therapist certification training can reinforce 
that assessing and attending to case concep-
tualization (including identity factors) is an 
integral component of TF-EBP.33,34  



Posttraumatic Stress Disorder

8/9 • FEDERAL PRACTITIONER  •   NOVEMBER 2025 mdedge.com/fedprac

Limitations
While the current study has numerous 
strengths (eg, national veteran sampling, ro-
bust qualitative methods), results should be 
considered within the context of study limi-
tations. First, veteran participants all received 
TF-EBP, and the perspectives of veterans who 
never initiate TF-EBP may differ. Despite the 
strong sampling approach, the study design 
is not intended to be generalizable to all vet-
erans receiving TF-EBP for PTSD. Qualita-
tive analysis yielded 15 themes, described 
in this study and prior research, consistent 
with recommendations.21,22 This approach al-
lows rich description of distinct focus areas 
that would not be possible in a single manu-
script. Nonetheless, all veterans interviewed 
described their experiences in TF-EBP and 
general mental health care, the focus of the 
semistructured interview guide was on the 
experience of transitioning from other treat-
ment to TF-EBP. 

CONCLUSIONS
This study describes themes related to gen-
eral mental health and TF-EBP process im-
provement as part of a larger study on 
transitions in PTSD care.21,22 Veterans val-
ued the fundamentals of therapy, including 
rapport and flexibility. Treatment-specific 
rapport (eg, pointing out treatment prog-
ress and effort in completing treatment com-
ponents) and flexibility within the context 
of fidelity (ie, personalizing treatment while 
maintaining core treatment elements) may 
be most effective at engaging veterans in rec-
ommended PTSD treatments.18,34 In addition 
to successes, themes suggest multiple oppor-
tunities for process improvement. Ongoing 
VA initiatives and priorities (ie, BHIP, shared 
decision-making, consultation services) aim 
to improve processes consistent with veteran 
recommendations. Future research is needed 
to evaluate the success of these and other 
programs to optimize access to and engage-
ment in recommended PTSD treatments.  
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