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Abstract

Premature dropout from posttraumatic stress disorder treatment (PTSD) hinders treatment 

response. Studies have primarily used quantitative methodology to identify factors that contribute 

to veterans’ premature dropout, which has yielded mixed results. Qualitative methods provide rich 

data and generate additional hypotheses about why veterans discontinue PTSD treatment. This 

study aimed to understand veterans’ reasons for dropping out of prolonged exposure therapy 

(PE) and to examine if there are differences in reasons for dropout between three delivery 

modalities: in-home, in-person [IHIP], office-based telehealth [OBT], or home-based telehealth 

[HBT]. Twenty-two veterans who dropped out of PE from a parent randomized clinical trial 

participated in individual qualitative interviews about potential contextual and individual factors 

related to discontinuation. Team based coding was used to conduct open and focused coding. 

Themes were generated that described factors that influenced veterans’ dropout from PE and 

constant comparison was used to explore differences in reasons between the three modalities. 

Most veterans had multiple reasons for dropping out and reasons were similar across delivery 

modalities with few differences. Practical barriers (e.g., scheduling difficulties), attitudes towards 

mental health providers and therapy (e.g., stigma), psychological and physical health factors (e.g., 

perceived worsening of symptoms, pain), and the therapeutic context (e.g., disliking aspects of PE) 

contributed to veterans’ decisions to drop out from PE. Veterans in OBT reported more types of 

practical barriers than veterans in HBT and IHIP. These findings can help generate hypotheses 

about interventions that may promote engagement and future studies should continue to study how 

to reduce dropout.
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Evidence-based psychotherapies (EBPs) for posttraumatic stress disorder (PTSD), such 

as prolonged exposure therapy (Foa et al., 2019) can effectively treat PTSD in veteran 

populations. The VA has invested considerable resources to increase implementation and 

utilization of PTSD EBPs, which has led to an increase in veterans receiving these 

treatments (Maguen et al., 2019). However, despite these efforts, engagement in PTSD 

EBPs remains relatively low; of 265,566 Veterans with PTSD in VA, 22.8% initiated a 

PTSD EBP and only 9.1 completed an EBP, which was define as completing 8 or more 

sessions (Maguen et al., 2019). Dropout rates from PTSD treatment have varied across 

studies but a meta-analysis of dropout from PTSD treatments among Operation Enduring 

Freedom (OEF)/Operation Iraqi Freedom (OIF) era veterans found the dropout rate to 

be 36% (Goetter et al., 2015). Other studies with veteran populations have found that 

15–68% of veterans drop out of PTSD EBPs (Acierno et al., 2017; Garcia et al., 2011; 

Morland et al., 2014; Steenkamp et al., 2015). The wide range of dropout rates may be 

accounted for by varying definitions of dropout across studies (Steenkamp et al., 2015), 

different patient populations (e.g., Operation Enduring Freedom/Operation Iraqi Freedom 

era veterans, Vietnam era veterans), and different clinical settings.

While recent studies have found some individuals respond rapidly to treatment (i.e., early 

responders) and discontinue treatment due to adequate symptom reduction (Szafranski et al., 

2017) several studies have found that those who drop out of treatment have fewer treatment 

gains than those who complete treatment (Doran & DeViva, 2018; Myers et al., 2019; Tuerk 

et al., 2013). Therefore, it is important to understand the factors that may contribute to 

veterans prematurely discontinuing treatment so that we can develop strategies to increase 

retention and improve outcomes.

Several quantitative studies have attempted to identify factors that predict veterans dropping 

out of PTSD EBPs by examining both demographic (e.g., war era, sex, age) and baseline 

clinical variables (e.g., PTSD severity). Broadly speaking, quantitative studies have typically 

yielded mixed results about the impact of sociodemographic factors on dropout (DeViva 

et al., 2014; Eftekhari et al., 2013; Grubaugh et al., 2016; Holder et al., 2018; Lamkin et 

al., 2019; Sciarrino, et al., 2021; Schumm et al., 2017) with the exception that younger 

age has repeatedly been associated with greater dropout (Garcia et al., 2011; Kehle-Forbes 

et al., 2016; Mott et al., 2014; Sciarrino et al., 2021). In regard to clinical variables, 

such as baseline symptom severity and PTSD service connection, studies have also largely 

yielded mixed findings (Chard et al., 2010; Eftekhari et al., 2013; Garcia et al., 2011; 

Gros et al., 2018; Grubaugh et al., 2016;; Sciarrino et al., 2021). For example, Holder 

and colleagues (2018) found that higher self-blame cognitions protected against dropout 

from cognitive processing therapy, perhaps because of the effectiveness of this treatment 

on these cognitions, but this finding has not been yet been replicated. Overall, aside from 

age, quantitative studies have not yielded consistent findings about which demographic and 

clinical factors predict dropout.

Wells et al. Page 2

Psychol Serv. Author manuscript; available in PMC 2023 August 18.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



There is a need to examine additional modifiable (i.e. changeable) factors that impact 

dropout because these factors may be intervened upon to improve retention. For 

example, therapeutic process variables (e.g., working alliance, perceived credibility of the 

intervention), attitudes towards mental health and therapy (e.g., perceived stigma, treatment 

preference congruence), and logistical factors (e.g., scheduling issues) may predict dropout 

but are less frequently examined to date, particularly in veterans. In regards to therapeutic 

process variables, one study found that civilians who had a greater early therapeutic alliance 

with their clinician were more likely to complete treatment (Keller et al., 2010) and another 

study found that lower perceived credibility of PE contributed to greater dropout (Taylor et 

al., 2003). One study with active duty soldiers found negative attitudes about their providers 

contributed to dropout, as well as stigma (Hoge et al., 2017). Studies have also examined 

individuals’ treatment preferences for PTSD (Chen et al., 2013) and a recent study found 

that individuals randomized to their preferred treatment were more adherent (Zoellner et al., 

2019). However, no studies have examined how being matched with one’s preferred delivery 

modality (e.g., how an individual receives care, such as telehealth, online, or face-to-face) 

impacts retention. Finally, a few studies have found that practical barriers, such as time 

constraints, scheduling difficulties, and other obligations increase dropout (Hoge et al., 

2017; Hundt et al., 2018; Sciarrino et al., 2021).

The VA has made significant efforts to implement telehealth (Darkins, 2014; Jackson et 

al., 2011; Rosen et al., 2021) and home-based care to reduce practical barriers to care and 

increase engagement. Several studies have found dropout rates from office-based telehealth 

(OBT; i.e., the veteran travels to a VA medical center or other facility and uses the VA’s 

telehealth equipment to meet with a remote provider through video) are comparable to 

traditional office-based, in-person care (Acierno et al., 2016; Frueh et al., 2007; Morland et 

al., 2014; Morland et al., 2015) and two studies did not find delivery modality (OBT vs. 

traditional in-person care) to predict dropout (Gros et al., 2013, Kehle-Forbes et al., 2016). 

Similarly, two studies have found that dropout rates between home-based telehealth (HBT; 

i.e., the veteran uses telehealth equipment in their home or another private location to meet 

with a remote provider through video) and in-person care did not differ (Acierno et al., 2016; 

Acierno et al., 2017) but one study utilizing survival analysis found HBT had higher dropout 

(Gros et al., 2017). Morland and colleagues (2019) compared HBT, OBT, and in-home, 

in-person (IHIP; the therapist drives to the veteran’s home or another private location and 

conducts therapy face-to-face) and found that both HBT and OBT had higher dropout rates 

than IHIP. Taken together, these results suggest that telehealth has equal to slightly higher 

dropout rates than in-person care (Gros et al., 2017; Morland et al., 2019). Little research 

has been conducted to explore reasons for dropout in these varying delivery modalities. 

Examining dropout as a function of delivery modality and determining if veterans’ reasons 

for dropout differs between delivery modalities is an essential next step to potentially inform 

how to address these reasons for dropout.

Qualitative studies may yield information that may be harder to assess with quantitative 

measures (e.g., lack of continuity of care, competing obligations), provide a richer context, 

offer information about reasons for dropout that have been previously unexamined, and 

generate hypotheses for how to intervene on modifiable factors. Hundt and colleagues 

(2018) conducted qualitative interviews with veterans who discontinued PE or cognitive 
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processing therapy (CPT) in a Veterans Health Administration PTSD specialty clinic. 

They found that veterans reported practical (e.g., scheduling, caretaking responsibilities), 

emotional (e.g., difficulty tolerating the treatment), treatment-related (e.g., lack of buy-in 

to the rationale), and systems-level (e.g., lack of continuity of care, scheduling) issues as 

the reasons for discontinuing EBPs. There is a need to build upon this literature to see if 

findings are replicated and if reasons for dropout from PTSD EBPs may be different in 

different settings (e.g., randomized clinical trials, telehealth).

This study had two specific aims: 1) to build upon the existing qualitative literature to 

understand veterans’ reasons for dropping out of PE in a randomized clinical trial (RCT) 

and 2) to explore whether there are differences in predominant themes and factors related 

to veterans’ reported reasons for dropout between Veterans receiving PE via one of three 

modalities: OBT, HBT, and IHIP.

Method

Participants

Individuals were recruited between 2013–2018 into the parent variable length (i.e., the 

length of treatment depended on the veterans’ PTSD treatment response) RCT of PE in 

which veterans were randomly assigned to PE delivered via OBT, HBT, and IHIP (see 

Morland et al., 2020 for detailed procedures). As PE is an evidence-based PTSD treatment 

that includes psychoeducation about trauma and PTSD, breathing retraining, imaginal 

exposure (systematically revisiting the trauma memory), and in-vivo exposure (between 

session practice of previously avoided activities that serve as trauma reminders and can also 

include activities that they used to enjoy but no longer engage in), and weekly homework 

assignments. Imaginal exposure started in session 4 of this PE protocol due to session 

two being split into two sessions to include a brief interview about reasons for seeking 

treatment, which has been suggested as a method to increase motivation (Foa et al., 2019). 

For weekly homework assignments, veterans are expected to practice breathing retraining, 

listen to an audiorecording of the imaginal exposure daily, and participate in-vivo exposures 

several times per week. Veterans were seen for therapy during standard VA hours, typically 

8am-430pm, although some therapists were able to see Veterans later than this on occasion. 

All veterans were receiving treatment within the Veterans Health Administration.

Veterans were eligible for the parent trial if they met criteria for PTSD based on the DSM-5 

(APA, 2013), lived within a 35-mile radius of the VA San Diego Health Care System, had 

a specific memory of the traumatic event, and access to a telephone (Wi-Fi enabled tablets 

were provided, as needed), and were on a stable psychotropic medication regimen for 60 

days (see Morland et al., 2020, for full inclusion and exclusion criteria for the parent trial).

This qualitative study was devised during the parent trial to better understand why veterans 

were dropping out of PE. Veterans were recruited for this add-on study in 2018. To be 

eligible to participate in the qualitative interviews for this study, veterans had to have 

attended at least four sessions and be considered a treatment dropout from the larger 

parent trial (discontinuation before 15 PE sessions without a rapid treatment response 

[Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5) score less than 20 for two 
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consecutive sessions]). The criteria for this qualitative study to require a minimum of four 

sessions prior to dropping out was used to ensure that veterans were exposed to enough 

of PE (e.g., in-vivo exposure and the imaginal exposure, which started in session 4 in this 

study) and service delivery modality (i.e., HBT, OBT, or IHIP) to be able to adequately 

reflect on and describe their experiences with PE and the modality. Veterans must have also 

previously consented to be re-contacted for future research studies.

The final pool of eligible veterans included 51 veterans. The study staff contacted the 51 

eligible veterans and invited them to participate in a semi-structured individual interview to 

discuss their reasons for discontinuing treatment and their experiences with PE. A random 

number generator was used to identify the order in which veterans would be invited to 

participate in order to avoid bias based on time since treatment completion. However, by the 

end of the recruitment period, study staff contacted all eligible veterans by phone for the 

qualitative interviews. Of the 51 contacted, 22 (43%) were interested in participating and 

completed interviews, 10 were uninterested (20%), and 19 could not be reached (37%).

Procedures

Both telephone and in-person interviews were offered for participant convenience. If 

veterans preferred a phone interview, informed consent was obtained verbally over the 

phone and then a copy of the informed consent without signature lines was mailed to 

participants. For those who preferred an in-person interview, the informed consent process 

and semi-structured interview occurred in-person at the VA medical center. Both in-person 

and phone interviews were audio-recorded. All participants were compensated $30 for 

completing the interview. The project was approved by the Institutional Review Boards 

(IRBs) of San Diego State University, University of San Diego California, and VA San 

Diego Health Care System.

Semi-structured Interview—Open-ended questions explored veterans’ reasons for 

dropping out of PE. The interview guide began with an open-ended question about why 

veterans’ prematurely discontinued PE so that the interviewers’ subsequent questions would 

not affect the veterans’ responses. The remaining open-ended questions were related to 

theoretically important constructs of interest (e.g., therapeutic alliance process, negative 

attitudes toward mental health and providers, and logistical challenges) based on literature 

suggesting that these constructs may be related to initiation or dropout from PTSD treatment 

or psychotherapy generally (Hundt et al., 2018; Keller et al., 2010; Zoellner et al., 2019). 

The interview guide was piloted with several veterans, which are included in this sample, 

and minor modifications were made to increase the clarity of the questions.

Interviews were approximately 60 minutes long and were conducted by the first author who 

was a doctoral candidate in clinical psychology at the time of the study, had been trained 

to provide and regularly provided prolonged exposure therapy, completed doctoral-level 

coursework in qualitative methods, and sought consultation from a qualitative expert (SH), 

as needed. The first author did not deliver PE on this project. The interviewer also collected 

field notes that included the date, length of the interview, interview setting (i.e., phone or 

in-person), and the participant involved.
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Qualitative Data Preparation—Following the interview, a research assistant listened 

to the audio-recordings and transcribed the interview verbatim (excluding potentially 

identifying information) into Microsoft Word. A second research assistant listened to the 

audio-recording while reading the transcript to check the transcription for accuracy and 

correct any transcription errors. The first author listened to the audio-recordings to reconcile 

any indiscernible recordings or discrepancies between the two transcribers.

Data Analysis

The current paper utilized a thematic analysis framework (Nowell, Norris, White, Moules 

(2017) to identify variations within patient responses. To ensure the consistency and 

reliability of the data analysis process, team-based coding procedures were used. Two 

coders [S.W., K.J.] met together and coded together in real time to increase validity of 

interpretation and discuss coding discrepancies in real time). The first author trained the 

second coder in coding procedures and both coders consulted with a qualitative expert 

(SH), as needed. The two coders developed a coding schema that was applied to all 

the interviews collected. Using the internet-based qualitative coding software, Dedoose 

(Dedoose version 8.0.35, 2018), several rounds of focused coding were conducted to 

identify descriptive (topics emerging from the subject of the response) and structural or 

stem codes (responses based on the questions) to explore the patterns and relationships that 

materialized from the interview dialogue. Structural codes were based on a priori questions 

that were informed by the current literature on veterans’ reasons for premature drop out from 

PTSD treatment (e.g., practical barriers) and theoretically proposed topics of interest (e.g., 

working alliance). In building the final code book used in Dedoose, a coding schema was 

piloted on several initials transcripts and then modified, as needed, to clarify the variations 

in the understanding of how codes would be applied to text. Subsequently a second cycle of 

focused coding was conducted to refine preliminary codes into a final code book, was used 

in the final analysis. Codes were then categorized together based on similar content patterns 

that assisted in identifying global themes.

A constant comparison approach (Boeije, 2009) was used to explore thematic differences 

across the treatment delivery modalities. The constant comparison approach allows for data 

to be coded making use of both a priori constructs in the questions as well as emergent ideas 

in the responses (Hewitt-Taylor, 2001). The codebook was revised during initial rounds of 

coding until no new themes were identified (Hewitt-Taylor et al., 2001). When conducting 

a constant comparison approach, the team coded and examined data and then compared it 

with previously coded data; this was an iterative process in which data across the modalities 

were compared several times (Boeije, 2002). Conducting comparisons in this way allowed 

the team to identify similarities and differences within the data (Boeije, 2002).

Results

Twenty-two male (n = 13, 59%) and female (n = 9, 41%) veterans who dropped out of 

PE completed interviews. Nine (41%) veterans were in the HBT condition, seven (32%) 

in OBT, and six (27%) in IHIP. Veterans were on average 43 years of age (SD = 12.55; 

range = 25–67) and had 14.46 years of education (SD = 1.79). Forty-six percent of veterans 
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identified as white, 41% percent as Black, and 13% percent identified as another race. Sixty-

four percent of veterans were partnered, 27% single, and 9% indicated another relationship 

status. Thirty-percent of veterans were employed, 30% unemployed, and 40% identified as 

retired, and 37% were current students. Over half of the sample (55%) were Operation Iraqi 

Freedom/Operation Enduring Freedom veterans (OEF/OIF) and 45% identified as serving in 

non-OEF/OIF war eras (e.g., Vietnam, Bosnia, Panama, Persian Gulf). Eighteen percent of 

individuals earned below $15,000 a year, 68% earned between $15,001–75,000 a year, and 

14% earned over $75,001 per year. The mean number of sessions attended was 7.27 (SD = 

2.83) and the number of sessions completed ranged from 4 to 13.

The majority of veterans interviewed reported multiple reasons for dropping out of PE, 

which have been organized in the following thematic categories: 1) Practical Barriers to 

Therapy; 2) Attitudes and Beliefs about Mental Health and Providers 3) Psychological and 

Physical Health Factors; and 4) Therapeutic Context. Illustrative quotes are provided below; 

see Table 2 for additional examples.

Aim 1: Veterans Reasons for Dropping out of PE

Theme 1: Practical Barriers to Therapy—Almost half of veterans said that practical 

barriers impacted their decision to drop out and the types of practical barriers varied across 

participants.

Scheduling Difficulties.: Several veterans reported that scheduling difficulties affected their 

decisions to drop out and these difficulties were reported across all modalities. For example, 

a couple of veterans found it difficult to identify mutually agreeable appointment times that 

fit both their schedule and their therapist’s schedule. In these cases, veterans were referred 

for alternative care in the VA. Another veteran described that there was confusion between 

themselves and the VA staff about their appointment times or cancellations, such as not 

being notified about cancelled appointments.

“Honestly, the only reason that I wasn’t able to continue was the scheduling.” 
(HBT participant, female, veteran 1)

Travel Difficulties.: Veterans described difficulties traveling or experiencing frustrations 

traveling, which impacted their decision to drop out. For example, one veteran in the OBT 

condition relied on VA transportation services to attend appointments; however, this veteran 

reported that the VA van often filled up, which resulted in having to use public transportation 

to get to appointments, which was difficult due to physical reasons (e.g., difficult walking to 

the bus stop). A few Veterans in the OBT condition also described that going to the VA was 

stressful due to driving, parking difficulties, and interacting with the front desk staff.

“I already knew I was going to be irritated by the time I got there because I 

anticipated parking to be a complete mess and that’s what it was every time…it was 

already starting as a fail (OBT Participant, male, veteran 2).”

Competing Demands.: In addition to scheduling difficulties, a few veterans reported having 

competing demands, including work obligations and stress from school made it difficult to 

attend appointments or continue therapy. As one veteran explained it:

Wells et al. Page 7

Psychol Serv. Author manuscript; available in PMC 2023 August 18.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



“We had to buy bus passes and go to school, continue to buy my books, so forth 

and so on…all of that was emotionally stressful for me. Me worrying about school, 

worrying about not being able to do my midterm paper, worrying… it’s a lot.” 

(OBT participant, female, veteran 3)

Miscellaneous Barriers.: There were also practical barriers that were each infrequently 

endorsed. A couple of veterans in the HBT condition said that technological difficulties, 

such as internet freezing and uneven or loss of sound, affected their decision to discontinue 

treatment. Another veteran also reported that their therapist left the VA during therapy for 

other employment and the veteran was unable to find a mutually workable time with another 

study therapist, so they continued with services in the clinic (i.e., outside of the RCT).. A 

couple of veterans also had to physically relocate (e.g., moved outside of the radius that 

therapists could feasibly drive to in the IHIP condition, cross country move) while in PE and 

needed to discontinue therapy.

Theme 2: Attitudes and Beliefs about Mental Health and Providers—Veterans’ 

attitudes and beliefs about mental health, treatment, and providers contributed to dropout in 

almost a third of veterans.

Delivery Modality Preference Congruence.: A few veterans stated that being matched or 

not matched with their modality preference affected their decision to discontinue therapy. 

One veteran preferred IHIP and was randomized to OBT, they stated that not receiving their 

preference affected their decision to drop out because they did not want to have to drive to 

the VA hospital. Another veteran who preferred HBT said that not receiving their top choice 

modality affected their decision to drop out because being assigned to OBT rather than HBT 

increased barriers to therapy (i.e., transportation), which led to feelings of self-blame when 

unable to attend appointments. Another veteran who was matched with their preference 

said that they likely would not have participated in treatment if they had not received his 

preferred modality:

“Oh absolutely, yeah it was 100% having in-home, I mean, I probably would not 

have participated if I had to go in [to the office] (IHIP Participant, male, veteran 

4)”.

Attitudes Towards Mental Health Providers.: Overall, veterans expressed positive 

attitudes towards mental health providers. However, a couple of veterans did say that their 

views about mental health providers affected their decision to drop out. One veteran reported 

that providers care more about getting information than about the patient themselves. 

Another veteran stated that they did not think that civilian providers can understand veterans 

and that they would have remained in therapy if they felt that providers could relate to his 

experiences.

“You started thinking of them as a corporation, a business…they’re just here to get 

research…and you’re just like, man, they just want information. They’re not here 

for me, they’re not here to help, or anything like that.” (HBT participant, male, 

veteran 5)
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Perceived Stigma.: A couple of veterans reported that stigma towards mental health 

contributed to them dropping out of PE but the remainder of veterans said that stigma did 

not impact their decision to drop out. Of the veterans that did report stigma as a factor, they 

stated that they did not want other people to know they were in treatment, were not proud of 

it, and that they wanted to finish therapy so that people did not find out about the being in 

treatment.

The mental note of me trying to hurry up and get it over with before somebody 

finds out. It was there. And it’s just like, you’re counting down the sessions… you 

just kind of want to hurry up and get through those sessions because you feel like 

you’re not necessarily doing it behind somebody’s back, but you’re doing it in 

privacy or secrecy, to where you don’t want somebody to know and you just kind of 

want to get back to work, so you can do what appears to be normal, or act normal, 

or go do normal like things, stuff that everybody else does.” (HBT participant, 

male, veteran 5)

Theme 3: Psychological and Physical Health Factors—Over half of veterans spoke 

about how psychological symptoms and reactions affected their decision to drop out, and 

these concerns were reported across all three modalities. A third of veterans described 

physical health issues that contributed to their decision to drop out and this was consistent 

across modalities.

Perceived Symptom Change.: An unexpected and emergent finding was that over half of 

Veterans said perceived changes in their symptoms impacted their decision to drop out. Half 

of the veterans in this study thought that PE made their symptoms worse or exacerbated 

symptoms. Veterans described worsening anxiety, anger, irritability, general distress, and 

depression, which sometimes impacted other symptoms, such as increased social isolation. 

For example, one veteran reported that they started to want to leave parties early and did 

not want to be around their wife as much as before. Veterans also perceived re-experiencing 

symptoms to be increasing, particularly intrusive memories and nightmares. A few veterans 

thought that their hypervigilant behaviors were also increasing during therapy. For example, 

a veteran talked about how they were engaging in more hypervigilant safety behaviors, such 

as scanning rooms to look for exists, looking out windows, and waking up to walk around in 

the night. Veterans were concerned that their worsening symptoms would negatively impact 

their lives, such as increased drug use, or functioning.

“I didn’t see how going on would have made it any better. I could see it getting 

worse. I don’t ever want to be a drug addict again and that was the only option 

that was visibly a possibility that I could achieve because the psych meds weren’t 

helping me anymore and going over and over again [the imaginal exposure] 

definitely wasn’t helping and then there was the option of going back to, you know, 

street drugs and I did not want to do that. I had to stop the progression before it got 

worse. It was out of control.” (OBT Participant, male, veteran 2)

A couple veterans thought that PE was not impacting their symptoms and one said that PE 

helped them a lot and they had achieved his goals, so they ended therapy early.
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Avoidance.: Behavioral and experiential avoidance (i.e., avoidance of internal experiences, 

such as thoughts, memories, feelings, bodily sensations) emerged as a factor that affected 

some veterans’ decision to drop out of PE, and this was consistent across delivery 

modalities. Veterans described “not being ready” to relive their traumatic event through 

imaginal exposure and one veteran even stated they had anticipatory anxiety the night before 

each session. One veteran spoke about how they did not want to engage in the homework 

assignments (i.e., in-vivo exposures) and this contributed to their dropping out of therapy. 

Another veteran described how wanting to avoid trauma memories was the primary reason 

for dropping of out PE:

“The main thing is I’m not ready to go back to reliving it again. That’s the only 

reason why I did not continue on (IHIP Participant, female, veteran 6).”

Difficulty Tolerating Distress.: Difficulty tolerating and managing distress emerged as a 

factor that contributed to dropout among several veterans. Several veterans spoke about how 

PE, particularly the imaginal exposure, elicited difficult emotions and that they found it 

difficult to deal with these emotions. One veteran talked about how PE brought up feelings 

from their trauma and that they questioned how they would be able to “handle” these 

emotions by themselves. Veterans were uncomfortable with the amount of emotion that the 

imaginal exposure elicited and felt that the imaginal exposure was negatively impacting 

them. A veteran described how they found the emotions to be too much and that dropping 

out of therapy was a solution:

“I couldn’t deal with like all of the emotions. It was too much. So, I had to just, 

I had to either figure out how to fix it, and for me to fix it was to cut off what I 

felt was the underlying cause of the emotional turmoil.” (IHIP Participant, female, 

veteran 7)

Social Support.: Several veterans expressed that their limited social support during PE 

contributed to them dropping out of therapy, including a lack of social support generally, 

discomfort sharing about treatment with loved ones, or living alone and not having people 

to talk to after session. One veteran said how they did not have any friends or family to talk 

to after their therapy sessions for support. Another veteran described how they would go 

home after therapy but were unable to talk openly to their husband about their experience 

and would need to process his emotions alone. An older veteran in the HBT condition talked 

about how they would be alone after their sessions when they turned off their computer, 

which was difficult for them. They contrasted their experience with younger veterans whom 

they perceived would have more social support:

“The most important thing is getting riled or fired up and then the computers 

turning off and your alone, that’s the most important thing or the number one thing 

that affected my decision to withdraw from the program (HBT Participant, male, 

veteran 8).”

Physical Health Factors.: One third of veterans spoke about how their physical health 

affected their decision to end treatment and physical health factors occurred in veterans in 

all conditions. For some of these veterans, the physical health problems were unrelated to 
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therapy but took precedent over therapy at the time. For example, one veteran found out 

they had a tumor and needed to have surgery so had to end therapy. In contrast, several 

veterans thought that PE was worsening their existing physical health issues. A couple of 

veterans thought that emotional distress from PE was negatively impacting their chronic pain 

conditions. Aside from exacerbating pain, a veteran with irritable bowel syndrome described 

how they thought that the stress from PE was worsening their IBS, which affected their 

decision to end therapy.

“The stress was making my body really sick. My IBS, the constant adrenaline was 

making my body breakdown and my gut was turning to liquid on a regular basis 

(OBT Participant, male, veteran 2).”

Theme 4: Therapeutic Context—The therapeutic context contributed (e.g., components 

of the therapy, structure of the therapy, relationship with the provider, delivery modality) to 

dropout in three quarter of Veterans who dropped out of PE.

Veterans Disliked Aspects of PE.: Veterans expressed disliking core components of PE 

or the structure of the treatment. Over half of veterans stated that the imaginal exposure 

impacted their decision to drop out. More specifically, several veterans disliked the repetitive 

aspect of the imaginal exposure and said that it caused more negative emotions, feelings of 

resentment and irritation, contributed to avoidance, and was tedious to repeat it. A couple 

disliked the duration and frequency of the imaginal exposures and thought they could be 

decreased. Several others just found the imaginal exposure to be too distressing and did 

not want to do it anymore in session or listen to the recording for homework. A couple of 

veterans also expressed that they felt that the PE protocol was too rigid and did not allow for 

them to talk about other concerns, which contributed to them dropping out of therapy. And 

one veteran stated they did not think focusing on a single trauma would be helpful to them.

“I just didn’t like the repetition. Repeating myself over and over again.” (HBT 

participant, male, veteran 9)

Therapeutic Alliance.: Several veterans described a poorer therapeutic alliance and said 

that the relationship with their therapist had impacted their decision to drop out of therapy. 

The delivery modality did not seem to impact therapeutic alliance and poorer alliance was 

typically attributed to interpersonal demeanor or a “rigid” focus on the PE protocol. For 

example, one veteran stated their therapist irritated them and they found the therapist to be 

impersonal. A couple of veterans thought their therapists were focused more on the schedule 

and PE protocol (e.g., doing exposure, moving ahead to the next session’s content) than on 

their needs. A few other veterans said their therapist had “pushed” them to continue to repeat 

the imaginal exposure or engage in in-vivo exposures when they did not want to, which 

negatively affected the alliance.

“I just lost trust. I felt like she expected me to be able to complete those tasks 

[in-vivos]…maybe she wanted to push me more but by this time I’m already like 

guarded, like you already lost me so… and I’m telling you I’m really not ready.” 

(HBT Participant, female, veteran 10)
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Credibility and Expectancy.: A few veterans felt that PE was not a helpful treatment or 

beneficial, and this was noted from veterans in each modality. For example, one veteran 

said they did not think PE is beneficial for older veterans like themselves because they 

have already been reliving the traumatic event for years. Another stated they understood the 

rationale but that their distress did not decrease over time and thought the therapy had done 

more harm than good. Another veteran said they did not think PE was helpful but it made 

them more aware of their problems and made them want to seek better treatment. Several 

veterans expressed that they believed the treatment could be helpful for some veterans 

but did not think it would help them improve. For example, one veteran said that he had 

researched the treatment and thought it could work but that it wasn’t for them:

“I can see it working, I told you honestly that I went online and researched it. Like 

I said it’s not just the VA, it’s like wide spread through the US and Europe. And the 

success rate is huge. I’m just not there. Maybe’s it’s not the best therapy for me.” 

(OBT Participant, male, veteran 11)

Delivery Modality.: The assigned delivery modality also had an impact on veterans’ 

decision to drop out of therapy, although the impact of the modality varied across modalities. 

Every veteran in the IHIP condition said that the delivery modality had no impact on their 

decision to discontinue therapy. In contrast, the majority of veterans in the OBT condition 

expressed that the delivery modality affected their decision to drop out. Veterans in the OBT 

condition said that driving to the hospital and looking for parking was frustrating, that they 

had less accountability to the provider due to being on telehealth, were dissatisfied with 

being on a computer, or had miscommunications about scheduling. For example, a veteran 

described talking through the screen as robotic and another preferred to talk to someone in 

person rather than being on a computer. Similarly, they also described feeling self-conscious 

having to talk on the computer:

“It was just, everything that happened all at the same time, being in an office, 

talking about stuff I didn’t want to talk about, and then looking through a computer, 

you know? I think that maybe I was a little bit self-conscious about looking through 

a computer.” (OBT Participant, male, veteran 12)

Almost half of veterans in the HBT condition felt that the modality had a direct impact on 

their decision to end PE. Some of their reasons were similar to those in OBT but they also 

had some unique concerns. Similar to OBT, a couple of veterans mentioned that the HBT 

modality felt impersonal because they were on a screen rather than an in person. One veteran 

expressed that they usually wind down in their car following appointments but that because 

he was in HBT, he did not have the time to wind down following therapy and was alone after 

his therapy appointments. Technological issues were also a problem for veterans in the HBT 

condition. A veteran described that they had difficulty logging in to the telehealth software 

from their home, which would cause them to be late to their appointments. Two veterans 

also described connectivity issues when using the HBT software, such as audio problems.

Aim 2: Differences between Modalities

Veterans’ reasons for dropping out of PE were largely similar across the delivery modalities; 

however, there were a few differences in veterans’ reasons to dropout between modalities. 
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The majority of Veterans in the OBT condition expressed practical barriers compared to less 

than half in HBT and only one person in IHIP. Additionally, the types of barriers differed. 

More specifically, Veterans in OBT expressed more types of practical barriers, such as 

driving, parking, travel time and cost, compared to veterans in the HBT and IHIP conditions 

The HBT and OBT conditions largely eliminate practical barriers because treatment was 

done in their homes. A couple of veterans in the HBT and IHIP conditions reported 

experiencing scheduling difficulties but veterans in OBT also experienced these barriers 

so they were not unique to HBT and IHIP. Two veterans in the HBT condition said that 

technical issues (e.g., freezing, audio issues) did contribute to his decision to drop out but 

this was not reported in the OBT condition. In sum, IHIP and HBT seem to have fewer 

practical barriers than OBT.

There were also differences between delivery modalities in regard to how the modality itself 

impacted drop out. The majority of veterans in OBT said that the modality itself impacted 

their decision to drop out compared to less than half in HBT and no veterans in IHIP. A 

couple of veterans in the HBT and OBT reported preferring face-to-face communication 

with a therapist compared to being on a computer. However, veterans in the HBT condition 

expressed more frustrations with technological issues (e.g., poor connectivity, difficulty 

logging in) than veterans in OBT. One veteran in the OBT condition said that they felt 

self-conscious on the computer and disliked the sound of their voice through OBT. A veteran 

in HBT said that they missed the time in their car after appointments to “wind down” and 

that it was difficult to be home alone after appointments. Another veteran in HBT said she 

was concerned that their neighbors would hear her crying.

Although physical health factors were reported by veterans in all conditions, a couple of 

veterans in the OBT condition said that requirements of the condition exacerbation their 

pain. For example, one veteran said that driving home from OBT appointments caused 

their back to “flare up”. Another veteran said they had chronic pain and had blood clots 

in their foot so walking to the bus stop to get to their OBT appointment was difficult for 

these reasons. One veteran in the HBT condition said that they had severe back pain and 

that they often laid in bed because of it and though that holding a computer for sessions 

would be difficult. In contrast, veterans in the IHIP condition did not describe the modality 

exacerbating their physical health issues.

Discussion

Dropout from PE is a frequent problem within the veteran population and premature 

PTSD treatment dropout hinders successful treatment response. The current study aimed to 

understand the reasons why veterans prematurely drop out of PE and if veterans’ reasons for 

dropout vary by delivery modality. This study found four primary themes that contributed 

to veterans’ reasons to dropout of therapy and identified several differences in reasons for 

dropout between delivery modalities.

Consistent with prior studies (Hoge et al., 2017; Hundt et al., 2018; Sciarrino et al., 2021), 

veterans report dropping out of therapy due to practical barriers to therapy (e.g., scheduling, 

parking difficulties). The larger study in which these qualitative interviews were nested 
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sought to examine the comparative effectiveness of OBT, HBT, and IHIP to deliver PE, 

which found that all delivery modalities resulted in significant PTSD reductions. The parent 

trial found that OBT and HBT had higher levels of treatment dropout than IHIP (Morland 

et al., 2020). Based on this study’s findings, the lower dropout rate in the IHIP condition 

may be because veterans in IHIP described fewer practical barriers compared to HBT and 

OBT and none of them were related to the delivery modality itself. Additional studies should 

confirm reasons for dropout between delivery modalities due to the hypothesis generating 

nature of our study. For example, trauma type (e.g., interpersonal trauma) and the home 

environment (e.g., safety, other housemates) may influence one’s experience with IHIP.

This study found that negative attitudes towards providers, perceived stigma, and not being 

matched with their preferred delivery modality can increase risk of dropout. These findings 

are consistent with a prior study with active duty soldiers that found negative beliefs about 

providers and stigma contributed to dropout (Hoge et al., 2017). Additionally, our findings 

suggest that matching veterans with their preferred modality may be important to increase 

retention for some veterans. Future studies should examine if matching veterans with their 

preferred delivery modality increases engagement.

Veterans also described psychological and physical health reasons for dropping out of PE. 

Similar to the findings from Hundt et al. (2018), half of the veterans in this study reported 

concerns that their PTSD symptoms were worsening due to PE and were worried about 

the negative impact this would have on their mental health and functioning. Quantitative 

research studies suggest that some individuals will experience a symptom exacerbation 

during PTSD EBPs but these exacerbations are not associated with poorer outcomes or 

dropout (Foa et al., 2002; Larsen et al., 2016, 2020). However, findings from our study and 

Hundt et al. (2018) suggest that veterans’ perceptions of symptom worsening, even if the 

exacerbations may not be considered clinically significant on PTSD self-report measures, 

may contribute to dropout. Relatedly, those who dropout tend to have fewer treatment gains 

than completers (Doran & DeViva, 2018; Myers et al., 2019; Tuerk et al., 2013); therefore, 

veterans who think their PTSD symptoms are not changing may also be more likely to 

dropout (Doran & DeViva, 2018). As such, clinicians may be able to address thoughts 

of dropout through assessing veterans’ perceptions of their symptom change continually 

throughout treatment and any urges to dropout from treatment. Relatedly, a recent pilot 

study demonstrated that simply asking patients if they intended to continue to attend therapy 

each session reduced treatment dropout rates, suggesting that initiative conversations about 

these topics holds promise for improving engagement (Shulman et al., 2019). Future studies 

should further explore symptom exacerbation and factors that may mitigate it, such as a 

strong therapeutic alliance.

Veterans also described experiential and behavioral avoidance and difficulty tolerating 

distress as reasons that they dropped out of PE. The findings may suggest that some veterans 

could benefit from emotion regulation training prior to PE, such as Dialectical Behavioral 

Therapy (DBT)/PE (Harned et al., 2014) or STAIR (Cloitre et al., 2010), which utilize a 

phase-based approach to provide skills (e.g., emotion regulation, interpersonal effectiveness) 

prior to PE. However, additional research is needed to better understand whether these skills-

based interventions prior to EBPs improve engagement and for which patients. Therefore, 
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clinicians should be mindful to not collude with veterans’ avoidance by delaying exposure 

treatment if it is not clearly clinically indicated because it remains unclear which veterans 

may benefit from additional skills.

Consistent with prior research (Meis et al., 2019), we found that some veterans reported 

that inadequate social support during PE contributed to dropout; therefore, increasing social 

support may increase retention rates. Preliminary research has shown promising results for 

increasing family support (Thompson-Hollands et al., 2020) and the use of peer-support 

during PTSD and mental health treatment among veterans (Goetter et al., 2018; Hernandez-

Tejada et al., 2017). Nonetheless, additional studies are needed to determine if enhancing 

social support can increase engagement.

A novel nd unexpected finding was the impact of physical health conditions on dropout, 

which highlights the importance of interdisciplinary collaboration for physical health 

problems that can be successfully managed. Increasing retention in PE among veterans with 

physical health problems is essential because studies have found that PE improves physical 

health issues (Rauch et al., 2009; van Minnen et al., 2015). Delivering PE in primary care 

settings may allow for greater interdisciplinary collaboration between mental health and 

medical providers and reach veterans who also present with physical health issues, such as 

pain. A recent RCT compared PE in primary care (PE-PC) to a minimal contact control 

(MCC) and found that active duty personnel receiving PE-PC had significantly greater 

reductions in PTSD than MCC and gains were maintained six months later (Cigrang et al., 

2017). Dropout from PE-PC was also lower (18%) than in other studies (Kehle-Forbes et al., 

2016; Morland et al., 2020 Niles et al., 2017). New healthcare models such as the patient 

centered medical home (Baird et al., 2014) could also be implemented more widely to 

address co-occurring physical and behavioral health problems. A holistic approach to caring 

for veterans’ mental and physical health across providers could potentially reduce dropout 

from PE.

Veterans also described how the delivery modality itself had an impact on their decision to 

drop out of therapy. Veterans interviewed from the IHIP condition said that the condition 

was unrelated to their decision to drop out, which suggests that delivering care face-to-

face in people’s homes may reduce dropout because it overcomes many of the barriers 

associated with office-based treatment (e.g., distance to the clinic, parking) and telehealth 

(e.g., connectivity issues). In contrast, the majority of veterans in OBT said that the modality 

itself had some impact on their decision to drop out of PE. Veterans in OBT had greater 

logistical barriers, such as traveling to the clinic, parking difficulties, traffic, and travel 

time, Veterans in OBT and HBT also said that they found telehealth to be more impersonal 

than in-person care. However, HBT reduced the amount of logistical barriers compared 

to OBT due to not needing to travel to the office. Given the hypothesis-generating nature 

of this study, additional study is needed to confirm reasons for dropout between delivery 

modalities.

Finally, this study found that some veterans who dropped out reported a lack of perceived 

credibility and buy-in to treatment, such as not believing that exposure is effective or not 

effective for them personally. This is consistent with prior studies that found veterans were 
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more likely to drop out if they were skeptical, expressed negative opinions about exposure, 

or thought exposure was effective but not for them (Doran & Deviva, 2018; Hundt et al., 

2018). Increasing buy-in about the rationale for exposure may be important to increase 

retention in PE. Chen and colleagues (2013) found that individuals who preferred PE 

over sertraline to treat PTSD preferred PE because of how it worked (e.g., the underlying 

mechanism) to be important. However, a recent study found that veterans had a hard time 

distinguishing evidence-based PTSD treatments (i.e., PE, cognitive processing therapy) from 

other therapies when reviewing marketing materials (Kehle-Forbes et al., 2020). Therefore, 

clearly communicating the rationale in therapy and marketing materials appears to be 

critical.

The findings of this paper point to a number of key considerations when designing efforts 

to deliver PE in a way that may increase retention. Findings are in line with the key 

frameworks of implementation science that point to ways in which we can implement 

treatment programs that are based knowledge of the efficacy of and modality such as PE 

and deliver it a way that allows patients to take full advantage of the intervention (Bauer 

et al., 2015; Jackson et al., 2020). Our results can be broadly grouped into those that 

relate to the patients receiving care (e.g., impact of physical, mental, and emotional health), 

providers who deliver the intervention (e.g., provider impact on therapeutic alliance), the 

nature of the intervention and delivery modality (e.g., perceived impact of the value of PE 

and differences in modality of PE delivery); and the healthcare organization (e.g., challenges 

with scheduling systems and parking). A suggested by the Consolidated Framework for 

Implementation Research (CFIR), effective implementation of PE, as defined by lack of 

dropout, our findings indicate that effective implementation will require: 1) addressing the 

needs of individual patients when making treatment modality decisions (part of the outer 

setting construct of CFIR); 2) addressing the ability of the provider to respond to patient 

logistical and therapeutic needs (part of the characteristics of individuals [delivering the 

intervention] construct of CFIR); 3) building in key aspects of the potential to try and adapt 

PE/modality to address the often complex aspects of delivering PE (part of the intervention 

construct of CFIR), and 4) working within the realities of the healthcare environment, both 

organizational and physical, in which care is delivered (part of the outer setting construct 

of CFIR (Damschroder et al., 2009). In other words, our qualitative findings point to 

the need to address multiple levels of delivering PE when developing patient-centered 

PTSD care, including address factors at the patient, provider, clinic/intervention, and broad 

organizational levels (Jackson et al., 2020; McLeroy et al., 1988).

Our findings also have potential implications or considerations for clinicians delivering PE 

and for mental health leaders. Providers may consider utilizing shared-decision making 

practices to determine which PTSD treatment veterans want and how they prefer to receive 

that treatment (e.g., in-person, telehealth). Additionally, providers may ask veterans about 

stigma-related concerns and use Socratic questioning to examine beliefs that may interfere 

with treatment. Also assessing for comorbid physical health issues early in therapy may 

allow mental health providers to coordinate with veterans’ primary care providers to 

address physical health concerns and facilitate treatment, as needed. Ongoing discussions 

about treatment-related concerns (e.g., increased symptoms) may allow providers to address 

these and review PCL-5 score with patients to see if their scores also reflect an increase. 
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Although our study was exploratory, our findings may suggest that delivering care through 

home-based modalities (e.g., HBT and IHIP) have potential to overcome practical barriers 

associated with hospital-based modalities that require traveling to the medical center. Thus, 

mental health leaders may advocate for these modalities within their clinics and support 

from the larger healthcare system.

The current study has expanded upon the existing literature in regard to why veterans’ 

may choose to drop out from PE early and also had several limitations worth nothing. The 

qualitative interviews were not conducted immediately following treatment and the time 

since treatment completion varied among veterans. Therefore, veterans’ reported reasons 

for dropping out may have been affected by recall bias. We also required veterans who 

participated in the qualitative interviews to have attended at least four sessions of PE prior 

to dropping out to guarantee that they experienced the imaginal exposure and had adequate 

exposure to PE and the delivery modality to speak about their experiences. However, our 

qualitative findings may not be representative of individuals who dropout of therapy before 

session four, which is one of the most common times to dropout of evidence-based trauma 

treatments (Gutner et al., 2016). Finally, while our overall sample size for the interviews did 

not include all participants who dropped from the study, our sample total was sufficient to 

distinguish substantive contextual patterns in reasons for dropout across the three delivery 

modalities. Thus, the findings from the qualitative interview provide insight into some of the 

reasons that veterans may drop out of therapy.

Given the large numbers of veterans in need of PTSD treatment it is important to understand 

why veterans do not complete therapies so that strategies can be identified to decrease 

dropout. Overall, veterans drop out for many reasons, often more than one reason, which 

may be why the literature has been inconsistent thus far. Rather than trying to target a single 

factor that contributes to dropout, providing comprehensive, interdisciplinary, and flexible 

care for veterans with PTSD may increase the likelihood of maximum treatment benefit. 

Finally, future studies should continue to examine the role of emotion regulation and distress 

tolerance in PTSD treatment completion.

Acknowledgements

This work was supported by the International Society for Traumatic Stress Studies Frank W. Putnam Trauma 
Scholars Research Award awarded to Stephanie Wells and Department of Defense, Grant/Award Number: 
W81XWH‐12‐1‐0614. Dr. Aarons was supported by NIDA grant R01DA038466 and NIMH grant R03MH117493. 
The views expressed in this article are those of the authors and do not necessarily reflect the position or policy of 
the VA or the United States government or any of the institutions with which the authors are affiliated

References

Acierno R, Knapp R, Tuerk P, Gilmore AK, Lejuez C, Ruggiero K, Muzzy W, Egede L, Hernandez-
Tejada MA, & Foa EB (2017). A non-inferiority trial of prolonged exposure for posttraumatic stress 
disorder: in person versus home-based telehealth. Behaviour Research and Therapy, 89, 57–65. 
10.1016/j.brat.2016.11.009 [PubMed: 27894058] 

Baird M, Blount A, Brungardt S, Dickinson P, Dietrich A, Epperly T, Green L, Henley D, Kessler 
R, Korsen N, McDaniel S, Miller B, Pugno P, Roberts R, Schirmer J, Seymour D, & deGruy F 
(2014). Jointprinciples: Integrating behavioral health care into the patient-centered medical home. 
The Annals of Family Medicine, 12(2), 183–185. 10.1370/afm.1633

Wells et al. Page 17

Psychol Serv. Author manuscript; available in PMC 2023 August 18.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Bauer MS, Damschroder L, Hagedorn H, Smith J, & Kilbourne AM (2015). An introduction 
to implementation science for the non-specialist. BMC Psychology, 3(1), 1–12. DOI: 10.1186/
s40359-015-0089-9 [PubMed: 25678981] 

Boeije H (2009). Analysis in qualitative research. Sage Publications.

Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, & Lowery JC (2009). Fostering 
implementation of health services research findings into practice: a consolidated framework for 
advancing implementation science. Implementation Science, 4(1), 1–15. [PubMed: 19123945] 

Darkins A (2014). The growth of telehealth services in the Veterans Health Administration between 
1994 and 2014: a study in the diffusion of innovation. Telemedicine and e-Health, 20(9), 761–768. 
doi: 10.1089/tmj.2014.0143 [PubMed: 25184945] 

Dedoose. (2018). Dedoose (Version 8.0.35). SocioCultural Research Consultants, LLC. https://
www.dedoose.com/

Doran JM, & DeViva J (2018). A naturalistic evaluation of evidence-based treatment for veterans with 
PTSD. Traumatology. 10.1037/trm0000140

Chen JA, Keller SM, Zoellner LA, & Feeny NC (2013). “How will it help me?” Reasons underlying 
treatment preferences between sertraline and prolonged exposure in posttraumatic stress disorder. 
The Journal of nervous and mental disease, 201(8), 691–697. 10.1097/NMD.0b013e31829c50a9 
[PubMed: 23896851] 

Cigrang JA, Rauch SA, Mintz J, Brundige AR, Mitchell JA, Najera E, … & Peterson AL (2017). 
Moving effective treatment for posttraumatic stress disorder to primary care: A randomized 
controlled trial with active duty military. Families, Systems, & Health, 35(4), 450.

Elbogen EB, Wagner HR, Johnson SC, Kinneer P, Kang H, Vasterling JJ, Timko C, & Beckham JC 
(2013). Are Iraq and Afghanistan veterans using mental health services? New data from a national 
random-sample survey. Psychiatric Services. 10.1176/appi.ps.004792011

Foa EB, Zoellner LA, Feeny NC, Hembree EA, & Alvarez-Conrad J (2002). Does imaginal 
exposure exacerbate PTSD symptoms? Journal of Consulting and Clinical Psychology. 
10.1037/0022-006X.70.4.1022

Foa E, Hembree EA, Rothbaum BO, & Rauch S (2019). Prolonged exposure therapy for PTSD: 
Emotional Processingprocessing of traumatic experinces-therapist guide (2nd ed.). Oxford 
University Press. 10.1093/med-psych/9780190926939.001.0001

Garcia HA, Kelley LP, Rentz TO, & Lee S (2011). Pretreatment predictors of dropout from cognitive 
behavioral therapy for PTSD in Iraq and Afghanistan war veterans. Psychological Services, 8(1), 
1–11. DOI: 10.1037/a0022705

Glaser BG (1965). The constant comparative method of qualitative analysis. Social Problems. 
10.2307/798843

Goetter EM, Bui E, Ojserkis RA, Zakarian RJ, Brendel RW, & Simon NM (2015). A ystematic 
review of ropout from psychotherapy for posttraumatic stress disorder among Iraq and Afghanistan 
combat veterans. Journal of Traumatic Stress. 10.1002/jts.22038

Goetter EM, Bui E, Weiner TP, Lakin L, Furlong T, & Simon NM (2018). Pilot data of a brief veteran 
peer intervention and its relationship to mental health treatment engagement. Psychological 
Services. 10.1037/ser0000151

Gutner CA, Gallagher MW, Baker AS, Sloan DM, & Resick PA (2016). Time course of treatment 
dropout in cognitive-behavioral therapies for posttraumatic stress disorder. Psychological Trauma: 
Theory, Research, Practice, and Policy. 10.1037/tra0000062

Harned MS, Korslund KE, & Linehan MM (2014). A pilot randomized controlled trial of dialectical 
behavior therapy with and without the dialectical behavior therapy prolonged exposure protocol 
for suicidal and self-injuring women with borderline personality disorder and PTSD. Behaviour 
Research and Therapy. 10.1016/j.brat.2014.01.008

Hernandez-Tejada MA, Acierno R, & Sanchez-Carracedo D (2017). Addressing dropout from 
prolonged exposure: Feasibility of involving peers during exposure trials. Military Psychology. 
10.1037/mil0000137

Hewitt-Taylor J (2001). Use of constant comparative analysis in qualitative research. In Nursing 
standard (Royal College of Nursing (Great Britain) : 1987). 10.7748/ns2001.07.15.42.39.c3052

Wells et al. Page 18

Psychol Serv. Author manuscript; available in PMC 2023 August 18.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.dedoose.com/
https://www.dedoose.com/


Hoge CW, Grossman SH, Auchterlonie JL, Riviere LA, Milliken CS, & Wilk JE (2014). PTSD 
treatment for soldiers after combat deployment: Low utilization ofmental health care and reasons 
for dropout. Psychiatric Services. 10.1176/appi.ps.201300307

Holmes SC, Johnson CM, Suvak MK, Sijercic I, Monson CM, & Wiltsey Stirman S (2019). 
Examining patterns of dose response for clients who do and do not complete cognitive processing 
therapy. Journal of Anxiety Disorders. 10.1016/j.janxdis.2019.102120

Hundt NE, Ecker AH, Thompson K, Helm A, Smith TL, Stanley MA, & Cully JA (2018). “It didn’t fit 
for me:” A qualitative Examinationexamination of dropout from prolonged exposure and cognitive 
processing therapy in veterans. Psychological Services. 10.1037/ser0000316

Jackson GL, Cutrona SL, Kilbourne A, White BS,, Everett C, Damschroder LJ. (2020). The science of 
helping health systems do better: Introduction to implementation science. Journal of the American 
Academy of Physician Assistants, 33(1), 51–53.

Jackson GL, Krein SL, Alverson DC, Darkins AW, Gunnar W, Harada ND, Helfrich CD, Houston TK, 
Klobucar TF, Nazi KM, Poropatich RK, Ralston JD, & Bosworth HB (2011). Defining core issues 
in utilizing information technology to improve access: evaluation and research agenda. Journal of 
General Internal Medicine, 26(2), 623. doi: 10.1007/s11606-011-1789-3 [PubMed: 21989613] 

Kehle-Forbes SM, Meis LA, Spoont MR, & Polusny MA (2016). Treatment initiation and dropout 
from prolonged exposure and cognitive processing therapy in a VA outpatient clinic. Psychological 
Trauma: Theory, Research, Practice, and Policy, 8(1), 107. DOI: 10.1037/tra0000065 [PubMed: 
26121175] 

Kehle-Forbes SM, Gerould H, Polusny MA, Sayer NA, & Partin MR (2020). “It leaves me very 
skeptical” messaging in marketing prolonged exposure and cognitive processing therapy to 
veterans with PTSD. Psychological Trauma: Theory, Research, Practice, and Policy.

Keller SM, Zoellner LA, & Feeny NC (2010). Understanding factors associated with early therapeutic 
alliance in PTSD treatment: adherence, childhood sexual abuse history, and social support. Journal 
of Consulting and Clinical Psychology, 78(6), 974. 10.1037/a0020758 [PubMed: 20873895] 

Larsen SE, Mackintosh MA, La Bash HL, Evans WR, Suvak MK, Shields N, Lane JEM, Sijercic 
I, Monson CM, & Stirman SW (2020). Temporary PTSD symptom increases among individuals 
receiving CPT in a hybrid effectiveness-implementation trial: Potential predictors and association 
with overall symptom change trajectory. Psychological Trauma: Theory, Research, Practice, and 
Policy. 10.1037/tra0000545

Larsen SE, Wiltsey Stirman S, Smith BN, & Resick PA (2016). Symptom exacerbations in 
trauma-focused treatments: Associations with treatment outcome and non-completion. Behaviour 
Research and Therapy. 10.1016/j.brat.2015.12.009

Maguen S, Li Y, Madden E, Seal KH, Neylan TC, Patterson OV, DuVall SL, Lujan C, & Shiner 
B (2019). Factors associated with completing evidence-based psychotherapy for PTSD among 
veterans in a national healthcare system. Psychiatry Research. 10.1016/j.psychres.2019.02.027

McLeroy KR, Bibeau D, Steckler A, & Glanz K (1988). An ecological perspective on health 
promotion programs. Health Education Quarterly, 15(4), 351–377. [PubMed: 3068205] 

Meis LA, Noorbaloochi S, Hagel Campbell EM, Erbes CR, Polusny MA, Velasquez TL, Bangerter A, 
Cutting A, Eftekhari A, Rosen CS, Tuerk PW, Burmeister LB, & Spoont MR (2019). Sticking it 
out in trauma-focused treatment for PTSD: It takes a village. Journal of Consulting and Clinical 
Psychology, 87(3), 246–256. 10.1037/ccp0000386 [PubMed: 30777776] 

Morland LA, Mackintosh MA, Glassman LH, Wells SY, Thorp SR, Rauch SAM, Cunningham PB, 
Tuerk PW, Grubbs KM, Golshan S, Sohn MJ, & Acierno R (2019). Home-based delivery of 
variable length prolonged exposure therapy: A comparison of clinical efficacy between service 
modalities. Depression and Anxiety. 10.1002/da.22979

Mott JM, Mondragon S, Hundt NE, Beason‐Smith M, Grady RH, & Teng EJ (2014). Characteristics 
of US veterans who begin and complete prolonged exposure and cognitive processing therapy for 
PTSD. Journal of Traumatic Stress, 27(3), 265–273. [PubMed: 24948535] 

Myers US, Haller M, Angkaw AC, Harik JM, & Norman SB (2019). Evidence-based psychotherapy 
completion and symptom improvement among returning combat veterans with PTSD. 
Psychological Trauma: Theory, Research, Practice, and Policy. 10.1037/tra0000360

Wells et al. Page 19

Psychol Serv. Author manuscript; available in PMC 2023 August 18.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Niles BL, Polizzi CP, Voelkel E, Weinstein ES, Smidt K, & Fisher LM (2018). Initiation, dropout, 
and outcome from evidence-based psychotherapies in a VA PTSD outpatient clinic. Psychological 
services, 15(4), 496. [PubMed: 28691851] 

Rauch SA, Grunfeld TE, Yadin E, Cahill SP, Hembree E, & Foa EB (2009). Changes in reported 
physical health symptoms and social function with prolonged exposure therapy for chronic 
posttraumatic stress disorder. Depression and anxiety, 26(8), 732–738. [PubMed: 18781660] 

Rosen CS, Morland LA, Glassman LH, Marx BP, Weaver K, Smith CA, Pollack S, & Schnurr PP 
(2021). Virtual mental health care in the Veterans Health Administration’s immediate response 
to coronavirus disease-19. American Psychologist, 76(1), 26–38. 10.1037/amp0000751. [PubMed: 
33119331] 

Shulman GP, Buck BE, Gahm GA, Reger GM, & Norr AM (2019). Effectiveness of the Intent to 
Complete and Intent to Attend Intervention to Predict and Prevent Posttraumatic Stress Disorder 
Treatment Drop Out Among Soldiers. Journal of traumatic stress, 32(5), 784–790. [PubMed: 
31429979] 

Szafranski DD, Smith BN, Gros DF, & Resick PA (2017). High rates of PTSD treatment dropout: A 
possible red herring? Journal of Anxiety Disorders. 10.1016/j.janxdis.2017.01.002

Thompson-Hollands J, Strage M, DeVoe ER, Beidas RS, & Sloan DM (2020). Development of a brief 
adjunctive intervention for family members of veterans in individual PTSD treatment. Cognitive 
and Behavioral Practice.

Tuerk PW, Wangelin B, Rauch SAM, Dismuke CE, Yoder M, Myrick H, Eftekhari A, & Acierno 
R (2013). Health service utilization before and after evidence-based treatment for PTSD. 
Psychological Services. 10.1037/a0030549

van Minnen A, Zoellner LA, Harned MS, & Mills K (2015). Changes in comorbid conditions after 
prolonged exposure for PTSD: A literature review. Current psychiatry reports, 17(3), 17. [PubMed: 
25736701] 

Vujanovic AA, Niles B, Pietrefesa A, Schmertz SK, & Potter CM (2011). Mindfulness in the treatment 
of posttraumatic stress disorder among military veterans. Professional Psychology: Research and 
Practice. 10.1037/a0022272

Zoellner LA, Roy-Byrne PP, Mavissakalian M, & Feeny NC (2019). Doubly randomized preference 
trial of prolonged exposure versus sertraline for treatment of PTSD. American Journal of 
Psychiatry, 176(4), 287–296. 10.1176/appi.ajp.2018.17090995 [PubMed: 30336702] 

Wells et al. Page 20

Psychol Serv. Author manuscript; available in PMC 2023 August 18.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Clinical Impact Statement

The findings suggest that Veterans typically have multiple reasons to dropout from 

prolonged exposure therapy (PE) delivered through telehealth and home-based care. 

Overall, veterans’ reasons for dropping out of PE were similar across treatment 

modalities. However, delivering care in-person within Veterans’ homes overcame 

logistical barriers to treatment that typically increase dropout (e.g., transportation time 

and cost for Veterans). Findings also suggested that addressing psychological concerns 

during PE, such as concerns about worsening symptoms, may help to increase retention 

during PE but studies are needed to determine this.
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Table I.

Demographic and Patient Characteristics of Veterans (n =22)

M (SD) n (%)

Age 44.55 (12.55)

Years of Education 14.46 (1.79)

Sex

 Male 13 (59.1%)

 Female 9 (40.9%)

Race

 White 10 (45.5%)

 Black/AA 9 (40.9%)

 Asian 2 (9.1%)

 Other 1 (4.5%)

Income

 Less than $15,000 a year 4 (18.2%)

 $15,001-$75,000 a year 15 (68.2%)

 $75,001 or more a year 3 (13.6%)

Relationship Status

 Single 6 (27.3%)

 Partnered 14 (63.6%)

 Other 2 (9.1%)

Employment Status

 Employed 6 (30.0%)

 Unemployed 6 (30.0%)

 Retired 8 (40.0%)

OEF/OIF Status

 Served in OEF/OIF 12 (54.5%)

 Did not serve in OEF/OIF* 10 (45.5%)

Student Status

 Student 8 (36.4%)

  Non-Student 14 (63.6%)

Previous Therapy

  Yes 4 (18%)

  No 18 (82%)

Number of Prior Therapy Sessions+

  10 or less 5 (28%)

  11–50 8 (44%)

  51–100 2 (11%)

  100 or more 3 (17%)

PCL-5 Change Score Baseline to Final Tx Session −7.7 (15.07)

Veterans with a PCL-5 above 33 at Final Tx Session 19 (86.4%)

PCL-5 score at Final Tx Session 48.7 (14.2)

Psychol Serv. Author manuscript; available in PMC 2023 August 18.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Wells et al. Page 23

AA= African American; OEF/OIF= Operation Enduring Freedom/Operation Iraqi Freedom; Tx = Treatment

*
Other conflicts and eras served in included Vietnam, Persian Gulf, Panama, Bosnia, Somalia, Haiti, and other (not specified)

**
A cutoff of a 33 is the threshold for a probable diagnosis of PTSD

+
Among those who had sought therapy previously (n=18)
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