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Abstract
Background: Posttraumatic stress disorder (PTSD) is a significant problem. Clinical practice guidelines recommend
evidence-based treatments (EBTs) including cognitive processing therapy (CPT) and prolonged exposure (PE) as firstline treatments. Training in EBTs for PTSD has often been limited to large-scale systems (e.g., U.S. Department of
Veterans Affairs). Research has shown that veteran-serving community-based mental health providers have low rates of
training and supervision in EBTs for PTSD, suggesting that training initiatives for these community providers are critical
to increase accessibility. This study aimed to examine the reach of education about EBTs for PTSD and the initiation
of EBT for PTSD treatment among veteran-serving community-based providers participating in a large-scale training
initiative.
Methods: Participants (N = 280) were community-based, licensed mental health providers who received training in CPT
(67%) or PE (33%). Provider attitudes toward EBTs were measured with the Perceived Characteristics of Intervention
Scale. Reach was calculated from provider self-reported follow-up survey data, including caseload total number of
patients with PTSD, number of patients provided education on EBTs for PTSD, and patient initiation of EBT for PTSD.
Reach was calculated for both education and EBT initiation.
Results: Providers reported positive attitudes toward CPT and PE. Rates of education reach for EBTs for PTSD ranged
from 30% to 76%, and rates of EBTs for PTSD initiation ranged from 11% to 35% over the 5-month follow-up period.
CPT providers had higher rates of education and initiation earlier in the follow-up period, although differences in
initiation rates diminished after 3 months posttraining.
Conclusion: Overall, this study examined how large-scale, training programs can be used to increase the education
reach and initiation reach of EBTs for PTSD among veteran-serving community-based providers. Future work should
examine how best to augment these training programs to reduce the gap between education and implementation of
EBTs for PTSD.
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Plain Language Summary
Posttraumatic stress disorder (PTSD) is a significant problem among veterans. Although there are effective treatments
for PTSD, mental health providers in community settings rarely have access to training in these treatments. Training
programs are designed to offer providers the necessary training and support to deliver the most effective therapies
to their clients. In evaluating these programs, it is important to determine whether they increase the likelihood that
providers will deliver the interventions in which they were trained. Valuable outcomes include the percentage of patients
who were educated on the specific intervention and who began to receive it. The (STRONG STAR) Training stron
Initiative is a large-scale, community-based program that specializes in training providers in two leading PTSD therapies:
cognitive processing therapy and prolonged exposure. Participants received a 2-day workshop, online resources, and
weekly consultation calls to aid in the delivery of the intervention in which they were trained. Consequently, a large
number of clients on provider caseloads are now aware of these PTSD treatments, and many have chosen to receive
them. It is clear that the components within the (STRONG STAR) Training Initiative increase providers’ competency in
delivering therapies that have been widely studied. Therefore, more community members with PTSD will have access
to gold-standard care. More funding should be devoted toward competency-based training programs to increase the
number of people who receive education about and who engage in delivering effective therapies. This approach will
ensure high-quality care and increased quality of life for those seeking treatment from community providers.
Keywords
Reach, evidence-based treatment, PTSD, training, mental health providers
Posttraumatic stress disorder (PTSD) resulting from an
exposure to a traumatic event is a significant problem,
with estimated lifetime prevalence rates of 6.8% in the
United States (Kessler et al., 2005). Rates of PTSD among
veterans who deployed in support of combat operations in
and around Iraq and Afghanistan are much higher with
estimates around 13% (Dursa et al., 2014; Eber et al.,
2013; Tanielian & Jaycox, 2008). Multiple clinical practice guidelines have determined cognitive processing therapy (CPT; Resick et al., 2017) and prolonged exposure
(PE; Foa, Hembree, et al., 2019) as first-line treatments for
PTSD, including guidelines from the American
Psychological Association (APA, 2017) and the U.S.
Department of Veterans Affairs and U.S. Department of
Defense (VA/DoD, 2017). The VA has led the field in
developing capacity and improving access to evidencebased treatments (EBTs) for PTSD through large-scale
training programs for VA providers. These programs have
trained thousands of mental health providers in CPT and
PE, with clinical outcomes demonstrating significant
reductions in PTSD and depression symptoms in veterans
(Chard et al., 2012; Eftekhari et al., 2013; Karlin et al.,
2010). Much of the research on EBTs for PTSD training
and adoption has focused on VA providers (e.g., Cook
et al., 2013; Karlin et al., 2010; Simiola et al., 2019).
Veterans are increasingly receiving mental health care in
community settings due to personal preference or challenges with access to VA (Finley et al., 2017; National
Council for Behavioral Health, 2012). Understanding veteran-serving community-based providers’ capacity and
clinical decision-making processes in delivering EBTs for
PTSD is critical for the downstream goal of supporting
community-level access to high-quality PTSD care. Efforts
to understand these community-level treatment options

must consider the diversity of community-based mental
health options (e.g., grant-funded agencies, community
mental health centers, private practice clinicians, insurance panel providers).
Reach is one metric of public health impact of a healthpromotion initiative and a factor in treatment adoption.
Regarding EBTs for PTSD, “reach” can be defined as the
proportion and representativeness of individuals with
PTSD who received the targeted intervention (Glasgow
et al., 2019). In defining reach of EBTs for PTSD in VA
settings, Sayer et al. (2017) initially proposed reach categories, with 33% being high, 20% or less being low, and
the range in between being medium and later revised the
low reach category to 15% to reflect current VA clinic data
(Sayer et al., 2020). Recent review of VA psychotherapy
notes found very low reach in the first 6 months of treatment, with only 6% of newly diagnosed patients with
PTSD receiving either CPT or PE (Shiner et al., 2013).
Among all VA patients who received an outpatient PTSD
diagnosis (N = 630,746) during fiscal year 2015, only 3.6%
had documentation of at least one CPT or PE note template, a proxy for treatment administration (Sripada,
Bohnert, et al., 2018). In addition, only 8.5% of those
receiving psychotherapy for PTSD had a documented CPT
or PE note template, revealing alarmingly low reach of
EBTs for PTSD (Sripada, Bohnert, et al., 2018). Methods
to calculate EBT reach include resource-intensive methods
such as natural language processing and record review of
EBT for PTSD template usage. These methods are limited
due to biases in retrospective reports, which likely produce
underestimates of reach. A recent large-scale study
revealed that implementation facilitation was a promising
implementation strategy that increased reach of EBT treatment for PTSD in VA specialty clinics from 11.41% to
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28.39% (Sayer et al., 2020). While the increase in reach of
EBTs for PTSD in specialty PTSD clinics is substantial, it
remains unclear whether the level achieved represents the
desired endpoint for EBT for PTSD treatment reach.
Moreover, these VA studies have not examined the reach
of education about EBTs for PTSD as a treatment option.
Patients’ awareness and understanding of treatment
options can impact their decisions to engage (Sayer et al.,
2009; Shepherd et al., 2007). Shared decision-making
includes a formalized process in which the provider shares
information about the patient’s PTSD symptoms, diagnosis, and treatment options, while exploring the potential
outcomes, side effects, and impact on patient goals. This is
done with the objective of deciding a course of PTSD
treatment (Elwyn et al., 2012). In psychotherapy, there is
substantial variability in the education of EBTs for PTSD
in terms of the amount of time spent discussing options,
information presented, and degree of patient involvement
(Finley et al., 2020; McHugh & Barlow, 2012). Recent
pilot studies of shared decision-making tools have shown
favorable results in supporting patient engagement in an
EBT (Mott et al., 2014; Raza & Holohan, 2015; Watts
et al., 2015). However, little is known about this process
among veteran-serving community providers, or the reach
of EBTs for PTSD treatment initiation.
Recent surveys of community providers have highlighted low rates of training and supervision in EBTs for
PTSD (Finley et al., 2018; Richards et al., 2017; Tanielian
et al., 2014). Moreover, community providers who did
receive training reported low usage of EBTs for PTSD
(Finley et al., 2018). A more complete conception of EBT
education reach and EBT for PTSD initiation reach is
needed to better understand community-level access to
EBTs for PTSD for veterans seeking care. Such knowledge may assist in informing the development of implementation strategies. Both CPT and PE have decades of
well-designed clinical trials establishing their efficacy
with a wide range of adult trauma populations in diverse
settings (Asmundson et al., 2019; Powers et al., 2010).
Research in both CPT and PE also has established efficacy
for the treatment of adolescents with PTSD (GilboaSchechtman et al., 2010; Rosner et al., 2019). Many mental health providers in community settings serve both
veteran and civilian patients. This article strives first to
explore the reach of education about EBTs for PTSD and
then to explore the initiation of EBT for PTSD treatment
among veteran-serving community-based mental health
providers participating in a competency-based training
program. In this effort, the article aims to do the following:
(1) determine the post-workshop rate at which providers
educate eligible patients on their caseload about EBTs for
PTSD; (2) determine the post-workshop rate at which providers initiate EBT for PTSD with eligible patients on their
caseload; (3) investigate if there are differences in rates by
treatment type; and (4) examine the rates of reach change
at 5 months post-workshop.
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Method
This was a prospective program evaluation of the
(STRONG STAR) Training Initiative national training
program. The Revised Standards for Quality Improvement
Reporting Excellence (SQUIRE 2.0) guidelines provided
the framework for this article (Ogrinc et al., 2016).

Context
In 2017, the (STRONG STAR) Training Initiative launched
a training program in EBTs for PTSD for veteran-serving
community providers in Texas before scaling nationally in
2018 (Dondanville et al., 2020). The Bob Woodruff
Foundation funded the Training Initiative with the overall
goals of (1) increasing access to EBTs for PTSD for service members and veterans with PTSD seeking mental
health services in community settings and (2) improving
quality of life for them and their family members. We
recruited veteran-serving licensed mental health providers
working in community settings interested in receiving
intensive training in an EBT for PTSD. This study reports
on descriptives of enrolled mental health providers and
patterns of EBT for PTSD reach collected from provider
training cohorts during a 2-year period between January
2018 and January 2020. The sample included 280 licensed
mental health providers enrolled in either CPT (67%) or
PE (33%) training cohorts with the (STRONG STAR)
Training Initiative national training program. Mental
health providers were mostly women (83.2%), White
(73.6%), and master’s-level counselors (42.9%) or social
workers (35.0%). Most providers worked in a group clinic
or agency (76.4%) in the private sector (75.7%). Detailed
demographic information for mental health providers is
displayed in Table 1.
The implementation intervention. The (STRONG STAR)
Training Initiative training model includes in-person,
2-day training workshops, and follow-on weekly clinical
case telephone consultation support for 6–12 months,
informed by the learning collaborative model (Nadeem
et al., 2014). First, providers applied for a training cohort
and, as applicable, received support from their organization. Applicants were accepted if they were licensed mental health providers who delivered psychotherapy services
to the veteran community through grant-funded programming or insurance panels. Most providers also delivered
psychotherapy services to civilian patients. In contrast to
traditional learning collaboratives, private practice providers are eligible for participation in the (STRONG STAR)
Training Initiative and we did not require participation
from a senior leader in each organization. Despite the
value of ensuring top-down familiarity with and support
for EBT implementation, this requirement would have
proven overly restrictive for this population of providers
(Aarons et al., 2014). Next, we developed an online
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provider portal as an implementation strategy that consists
of assessment resources, treatment resources, demonstration videos, and advanced training webinars. The portal is
available to the provider upon acceptance into a training
cohort and in perpetuity. Instead of the multiple in-person
training sessions, live training webinars were offered prior
to the in-person workshop and after the in-person workshop, with monthly webinars covering advanced practice
topics. Preworkshop webinars focused first on teaching
providers procedures for the assessment of trauma and
PTSD and the utilization of standardized patient assessments. A second preworkshop webinar focused on developing providers’ skills in educating patients about PTSD
and EBTs for PTSD, including skill-building in motivational interviewing concepts and techniques. All webinars
were recorded and made available on the portal to accommodate for scheduling challenges in live attendance.
Organizational consultation was offered as a resource that
could be scheduled as needed at any time throughout participation. For more detailed information about the development and initial implementation of the (STRONG
STAR) Training Initiative, see the publication by (Dondanville et al., 2020).

Measures
Providers completed training applications to be accepted
in the SSTI training cohort. Training application included
provider contact information, demographics, and selected
implementation scales including the Perceived Characteristics of the Intervention Scale (PCIS; Cook et al.,
2015). After completion of the 2-day workshop in the EBT
for PTSD, providers received monthly three-question surveys months 1–5 to assess uptake of EBT for PTSD posttraining. Provider received monthly surveys links via
REDCap electronic data capture tool (Harris et al., 2009,
2019). Providers who did not respond received up to two
reminder emails and up to 7 days to complete the survey.
Provider attitudes. The Perceived Characteristics of Intervention Scale (PCIS; Cook et al., 2015) is a 20-item assessment measure developed to assess mental health providers’
views of interventions. The PCIS measures an individual’s
agreement with statements specific to the intervention on a
5-point Likert-type scale from 1 (strongly disagree) to 5
(strongly agree), with 3 indicating neutrality (neither agree
nor disagree). On the PCIS, higher scores reflect more
positive attitudes toward the intervention. Providers completed the PCIS when completing the training application
specific to the selected training in EBT for PTSD. For
example, “CPT can be adapted to my treatment setting” or
“PE can be adapted to my treatment setting.”
Reach. Providers received a monthly, three-question survey asking the following questions about the last 30 days:
How many patients aged 15 and over with PTSD have you
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treated? (Target Population); How many patients with
PTSD have you talked to about EBT for PTSD? (Education Intervention); With how many patients with PTSD
have you initiated EBT for PTSD? (Treatment Intervention). Providers were asked to report on their entire caseload to inform the overall uptake and reach of the EBT for
PTSD.
Education reach. We calculated the education reach
by dividing the total number of patients with PTSD who
received education about EBTs for PTSD by the total number of patients with PTSD on provider caseloads.
Relative EBT initiation reach. We calculated relative EBT
initiation reach by dividing the total number of patients
with PTSD who initiated EBTs for PTSD by the total number of patients with PTSD educated about EBTs for PTSD.
EBT initiation reach. We calculated EBT initiation
reach by dividing the total number of patients with PTSD
who initiated EBTs for PTSD by total number of eligible
patients.

Statistical analyses
Prior to completing the primary analyses, we investigated
baseline demographic factors and PCIS outcome scores
to identify additional factors that might explicate reach
outcomes. Chi-square tests of independence (χ2) were
used to examine demographic factors associated with
EBT type (CPT vs. PE). An independent sample t test
was used to evaluate differences in baseline PCIS
between PE and CPT providers. The primary aim of this
study was to evaluate the association between patient
reach and type of EBT (CPT vs. PE) among trained providers in the 5 months following training. At each respective month, a cohort of providers reported on the total
number of patients they treated with PTSD, the proportion of patients who were given information on the EBT
(discussed), and the proportion of participants who initiated the EBT (initiation). We calculated three types of
reach based on these frequencies: (a) education (discussed/treated), (b) relative initiation (initiated/discussed), and (c) absolute initiation (initiated/treated).
Frequency (%) estimates were calculated among provider
cohorts at each month by the EBT training protocol (CPT
vs. PE). Chi-square tests of independence (χ2) were used
to evaluate the relationship between EBT type (CPT vs.
PE) and reach type at each follow-up month. Odds ratios
(ORs) and Cohen’s d effect sizes were also calculated to
further describe the nature of significant effects for the
respective statistical models. Cohen’s d equal to 0.20,
0.50, and 0.80 can be interpreted as small, medium, and
large effects, respectively, by conventional standards
(Cohen, 1988). All analyses were completed in SPSS
Version 26.
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Ethics statement

Table 1. Provider demographic characteristics.

The University of Texas Health Science Center at San
Antonio Institutional Review Board reviewed the project
program evaluation plan and made a non-research determination. The project was designed for internal program
evaluation purposes and the findings are to be used to support our mission to improve the Training Program. As
such, provider consent to participate was given by virtue
of participation in the Training Program which included
program evaluation.

Variable

Results
Baseline demographic characteristics and
provider attitudes
As seen in Table 1, gender was the only demographic variable related to EBT type (p = .03). Women were more
likely (OR = 2.29) to enroll in a CPT training compared to
men who were more likely to enroll in PE. Regarding
baseline PCIS, PE providers (M = 74.49; SD = 8.5) and
CPT providers (M = 78.11; SD = 11.19) both indicated high
positive attitudes toward the respective EBT. However,
CPT providers had greater levels of positive attitude about
their respective EBT compared to PE providers,
t(221) = 2.46, p < .015, d = 0.33.

Education and initiation reach
Tables 2 and 3 summarize education and reach incidence
and associations by treatment type, respectively. Figure 1
provides a visual graphic of education and reach incidents
by treatment type over time. Overall, providers’ rates of
education reach for EBTs for PTSD ranged from 30% to
76% across follow-up time points (Table 2). CPT providers
had significantly higher rates of education compared to PE

Age
20–30
31–40
41–50
51–60
61–70
70+
Gender
Female
Male
Race
White
Black
Other
Ethnicity
Hispanic/Latino
Non-Hispanic/Latino
Discipline
Counseling
Social work
Psychology
Marriage and family therapist
Other: Chaplain or Nurse
Practice setting
Private practice
Group clinic/agency
Organization type
 Public sector (government/non-VA/
non-DoD)
Private sector (nonprofit/for-profit)

χ2

N = 280

%

50
103
66
34
24
3

17.9
36.8
23.6
12.1
8.6
1.1

233
47

83.2
16.8

206
28
46

73.6
1.0
16.4

82
193

29.3
68.9

120
98
44
8
9

42.9
35.0
15.7
2.9
3.2

66
214

23.6
76.4

68

24.3

212

75.7

5.42

4.59*

4.25

0.63

3.99

0.59

0.07

Note. Proportion and frequency statistics differ for individual demographic variables due to missing data. VA: U.S. Department of Veterans
Affairs; DoD: U.S. Department of Defense. χ2: chi-square test of
independence.
*p < .05.

Table 2. Incidence of reach type by treatment type over time.
Variable
Education reach
Relative EBT
initiation reach
EBT Initiation
reach
Total treated

CPT
PE
CPT
PE
CPT
PE
CPT
PE

Month 1
n (%)

Month 2
n (%)

Month 3
n (%)

Month 4
n (%)

Month 5
n (%)

358 (69)
117 (30)
183 (51)
44 (38)
183 (35)
44 (11)
521
391

356 (70)
158 (43)
190 (53)
75 (47)
190 (37)
75 (21)
509
365

305 (62)
121 (57)
172 (56)
51 (52)
172 (35)
51 (24)
494
213

322 (58)
106 (45)
166 (52)
47 (44)
166 (30)
47 (20)
551
234

316 (76)
87 (58)
126 (40)
34 (39)
126 (30)
34 (23)
418
149

Note. Education Reach was calculated by dividing the number of patients with PTSD discussed EBTs for PTSD by total number of patients with
PTSD treated on caseload. Relative Initiation was calculated by dividing the number of patients with PTSD initiated EBT for PTSD by number of
patients with PTSD discussed. Absolute Initiation was calculated by dividing the number of patients with PTSD initiated EBT for PTSD by number of
patients with PTSD by total number of patients with PTSD treated on caseload. EBT: evidence-based treatment; CPT: cognitive processing therapy;
PE: prolonged exposure.
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Table 3. The association and likelihood odds of reach type for CPT providers compared to PE providers following completion of
the evidence-based treatment workshop.
Time
point
Month 1
Month 2
Month 3
Month 4
Month 5

Education reach

Relative EBT initiation reach

EBT initiation reach

χ2

OR

95% CI [LL, UL]

χ2

OR

95% CI [LL, UL]

χ2

OR

95% CI [LL, UL]

134.68**
62.34**
1.51
11.44**
15.82**

5.14
3.05
1.23
1.7
2.21

[3.87, 6.84]
[2.30, 4.04]
[0.89, 1.70]
[1.25, 2.31]
[1.49, 3.28]

6.45*
1.53
7.05**
1.66
0.12

1.74
1.27
1.78
1.34
1.03

[1.31, 2.66]
[0.87, 1.84]
[1.16, 2.72]
[0.86, 2.08]
[0.64, 1.68]

67.40**
28.33**
8.15
8.38*
2.91

4.27
2.30
1.70
1.72
1.46

[2.97, 6.13]
[1.69, 3.14]
[1.18, 2.44]
[1.19, 2.48]
[0.94, 2.26]

Note. CPT: cognitive processing therapy; PE: prolonged exposure; EBT: evidence-based treatment; χ2: chi-square test of independence; OR: odds
ratio; CI: confidence interval; LL: lower limit; UL: upper limit; 95% CI [LL, UL]: 95% confidence interval [lower limit, upper limit].
*p < .01; **p < .001.

Figure 1. Incidence of reach type by treatment type over time.

EBT: evidence-based treatment; CPT: cognitive processing therapy; PE: prolonged exposure.

providers except for Month 3. Effect size ORs demonstrated
that CPT providers were between 1.23 and 5.14 times as
likely to educate their patients (Table 3). Rates of initiation
reach were evaluated as relative (initiation/education) and
absolute (initiation/total treated). Results indicated that
absolute initiation rates of EBTs for PTSD ranged from 11%
to 37% across the follow-up time points. CPT providers had
higher rates of absolute initiation over follow-ups; however,
significant differences were only observed at 1-, 2-, and
4-month follow-ups. CPT providers were more likely
(ORs = 1.46–4.27) to initiate treatment with patients they
treated for PTSD (absolute) compared to PE providers.
Initiation rates increased for both treatments when we
applied the relative definition over the follow-up points
(38%–56%). CPT providers had higher rates of relative initiation across time points, but significant effects were only
present at the 1- and 3-month follow-ups. Across time
points, CPT providers were more likely to initiate treatment
with PTSD patients following education on treatment
options compared to PE providers (ORs = 1.03–1.74).

Discussion
Overall, 280 veteran-serving mental health providers in
community settings participated in a national training program to support competency in learning and adopting CPT
and PE. These providers in turn educated more than 2,200
PTSD patients about EBTs for PTSD and initiated EBT for
PTSD with more than 1,000 patients. Rates of EBT for
PTSD education reach ranged from 30% to 76%, and rates
of EBT for PTSD initiation ranged from 11% to 35% in the
5 months post-workshop. Given the dearth of access to
EBTs for PTSD in community settings cited in the literature (e.g., Finley et al., 2018; Kilpatrick et al., 2011;
Tanielian et al., 2014), we believe these reach outcomes
meaningfully contribute to increasing access to EBT for
PTSD among both veteran and non-veteran patients
receiving services from these veteran-serving, community-based providers. Our findings indicated the range of
EBT for PTSD treatment initiation was higher than
reported in previous research (e.g., Sayer et al., 2020;
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Shiner et al., 2013; Sripada, Pfeiffer, et al., 2018) and the
upper limit falls within the “high” range (above 33%) previously identified by Sayer and colleagues (2017). As similar data has yet to be reported for community practice
settings, this study is the first to examine EBT for PTSD
initiation reach for veteran-serving community-based
providers.
Notably, there was a gender difference in this sample of
providers, whereby female providers were more likely to
select training in CPT and male providers in PE. We have
limited interpretation of the finding and believe this is
likely related to the convenience of the training location,
although some research has found provider gender to be a
factor in treatment preference. In these studies, female providers were less likely to do cognitive-behavioral therapy
with exposure (Sprang et al., 2008), and women were more
likely than men to believe that exposure causes more serve
distress (Devilly & Huther, 2008). It is unknown if this
gender division had an impact on the differences in rates of
reach.
Although overall rates of EBT reach were high, differences emerged between the reach for CPT providers and
PE providers. The CPT-trained providers had high rates of
education reach starting at 1 month post-workshop and
were significantly more likely to educate their patients with
PTSD about CPT at every month, except at 3 months postworkshop, compared to PE providers. The PE providers’
education reach started lower (30%) at 1 month post-workshop, almost doubled (60%) by 3 months post-workshop,
and maintained thereafter. In the first 2 months post-workshop, CPT providers had high rates of CPT treatment initiation reach (30%–37%) and higher rates than PE providers
(11%–24%). The difference in treatment initiation between
treatment types diminished by 3 months post-workshop but
favored CPT. This finding of unequal distribution among
CPT and PE is consistent with VA review of the records,
with almost 73% of EBT note templates reflecting CPT
treatment (Sripada, Bohnert, et al., 2018). Even though VA
researchers have defined high reach as exceeding 33%
reach of EBT for PTSD treatment (Sayer et al., 2017), the
optimal EBT for PTSD treatment initiation reach target is
unclear. That is because some patients will decline treatment, and other patients may not be appropriate for treatment at the time of treatment planning, as noted in clinical
guidelines for conducting EBTs for PTSD (APA, 2017; VA/
DoD, 2017).
Interestingly, differences between treatment types
were much smaller when examining the reach of EBT
treatment initiation as a proportion of patients educated
about EBTs for PTSD, labeled as relative initiation reach.
Specifically, PE providers were more selective in educating patients about PE, but among those they educated,
they initiated PE at rates similar to those of CPT providers. Although patient characteristics and provider evaluations of patient characteristics were not assessed in this
study, it is also possible that providers opted not
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to educate certain patients on PE, based on perceived
readiness, index trauma, or clinical presentation, as found
in other studies (Finley et al., 2020; Hundt et al., 2016).
While there were differences between treatments, prior
to the training, providers in both CPT and PE training
groups had very positive attitudes about their respective
EBT, as indicated on the PCIS. In addition, PCIS scores
were higher in this cohort compared to VA providers
(Cook et al., 2015). Providers’ pre-training positive attitudes may in part be due to the fact that providers had to
apply and be accepted to participate in our program and
that they had limited availability of training opportunities
elsewhere. As such, there was minimal variability in the
PCIS scores, which inhibited the ability to analyze the
variable as a predictor in this sample. Alternatively, the
perceived scarcity of the resource through an application
process may have resulted in recruitment of mental health
providers with inherent positive attitudes and high investment in the program. Future research is needed to understand the relationship between pre-training attitudes and
training.
Rates of PE education and relative initiation increased
over the course of the 5-month follow-up period, with
Month 5 relative initiation reach almost matching that of
CPT (Table 2). It is possible that providers became more
comfortable with or confident in PE implementation as
they received additional consultation and became increasingly familiar with PE through their practice over the training period. Providers also may have gained experience
working around structural barriers to delivering PE.
Another potential impact on PE reach may be the fit of the
intervention and the setting. PE is typically implemented
in 90-min treatment sessions, but it can be adapted to
60-min treatment sessions (Foa, Zandberg, et al., 2019).
Still, the traditional psychotherapy treatment hour is
50 min. That is why, even with full organizational support
and no implementation barriers, CPT treatment reach is
higher. For example, if a full-time provider devotes 30 hr a
week to clinical work, that provider could reach a maximum of 30 CPT patients and a maximum of 20 PE patients
in weekly therapy.
Previous research has focused on the reach of the intervention. Patient education about treatment options is a
key intermediary step to initiating any intervention. While
reach of EBT for PTSD treatment initiation is impacted
by patient choice and appropriateness, the intervention of
education about EBT for PTSD for patients with PTSD
has no exclusions and should not be limited. From a public health perspective, this would translate to every patient
with PTSD being educated about the availability of EBTs
for PTSD for later treatment consideration, regardless of
their current state of readiness or appropriateness. In our
study, education reach rates ranged from 30% to 76% at
various points during the 5 months, meaning that anywhere from 24% to 70% of the providers’ patients with
PTSD received no education about EBTs for
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PTSD; therefore, they were not being engaged in a shared
decision-making process (Mott et al., 2014). The preworkshop learning included a webinar focused on discussing EBTs for PTSD and encouraged providers to
consider use of the PTSD Decision Aid tool (U.S.
Department of Veterans Affairs, National Center for
PTSD, n.d.). However, the training model did not explicitly teach shared decision-making as an implementation
strategy. In addition, CPT providers and PE providers
may require different training supports to increase education reach. For instance, it may be useful to address provider “stuck points” (LoSavio, Dillon, Murphy, & Resick,
2019) and to provide tailored shared decision-making
tools (e.g., Dedert et al., 2020).
This study had several limitations. First, data came
from provider reports of the past 30 days, with survey
response rates ranging from 28% to 49% for the entire provider sample. Providers were not compensated for their
completion of surveys. Their time is scarce and valuable,
and it is likely compensation for survey completion would
have increased the response rate. Due to the desire to limit
provider burden, the survey questions were brief, with an
estimated completion time of 1 min, and did not track time
periods from education to initiation. Nor did they distinguish if patients were new or existing on providers’ caseloads. It is possible that the addition of this information
would provide a richer understanding of the processes
affecting providers after their training and assist in the
interpretation of the results. The monthly provider surveys
did not distinguish between veteran and civilian patients,
and the community providers in this cohort predominantly
worked in private sector, group clinics, or agencies who
provided services to veterans through grant-funded programming or insurance panels. As a result, we cannot generalize our EBT reach results to veterans or all civilians
with PTSD who seek mental health care. Also, we do not
have data on the proportion of veteran versus civilian
patients and therefore cannot determine the rate of EBT
reach in veteran versus civilian patients. The unequal sample size in treatment groups may have impacted our ability
to detect statistically significant differences in reach.
Specifically, the effective sample size becomes smaller
than the actual sample size when unequal groups are present. In this study, there were a greater number of CPT
providers compared to PE providers, which may have
decreased power to detect statistically significant differences. Despite this limitation, results inform future
research and are further supported by practical significance as indicated by the corresponding odds ratio (OR)
effect size. In addition, we only surveyed providers
monthly for the 5 months post-workshop. Therefore, we
cannot speak to the maintenance of reach over time,
another important component of adoption of and access to
EBT for PTSD. There may be a response bias, as the providers who responded may have been the EBT adopters
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who provided EBT education and initiated treatment with
their patients.

Future directions
Despite these limitations, this study is one of the first to
examine education and initiation reach for community
providers who participated in a competency-based training
program for EBTs for PTSD. The findings indicated that
education and initiation reach fell into the “high” category
previously defined by Sayer et al. (2017) and that reach for
CPT was slightly higher than that of PE for education,
relative initiation, and initiation. This adds to the evidence
of previous research demonstrating the effectiveness of
competency-based training programs (LoSavio, Dillon,
Murphy, Goetz, et al., 2019). The findings also highlight
the need for additional evidence-based training supports
tailored to individuals, institutions, and treatment modalities to further improve education and initiation reach.
Although the preworkshop webinars were requirements
for all participants, we were unable to track which providers viewed the on-demand webinars on the portal.
Therefore, the true proportion of providers who viewed the
webinars and whether these webinars had a direct impact
on providers’ practice remains unclear. Future research
should evaluate specific training components and their
impact on intended outcomes, as well as the most appropriate time in the training process to deliver such support.
In addition, future research should consider the use of
mixed methods to offer a richer understanding of provider
decision-making about EBT patient education over time.
Such research is necessary to inform the relationship
between specific training supports and different treatment
modalities to better tailor training models. It will be important for future research to examine whether the effectiveness of tools including decision aids differs based on
patient characteristics, such as length of time in treatment
or motivation to change, and on provider characteristics,
such as years of experience and practice-setting. Overall,
this study supports the use of competency-based training
programs to increase the education and initiation reach of
EBTs for PTSD. It also demonstrates that tailored training
supports may help reduce the gap in reach between education and implementation of PE and CPT.
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