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ABSTRACT
Background: Posttraumatic stress disorder (PTSD) is 
a significant problem for military veterans. There is an 
international imperative to improve access to effective 
treatments, but more research is needed to ascertain 
the extent to which treatments found to be efficacious 
in research settings translate to successful national 
implementation efforts.

Method: This study reports the clinical outcomes for the first 
100 clients treated following the implementation of cognitive 
processing therapy (CPT) across a national community-based 
veterans’ mental health service that commenced in May 2012. 
The implementation included training and ongoing clinical 
supervision, leadership support, and updates to the service’s 
data collection and intake system to support the delivery of 
CPT. The service implemented an intake screen (the Primary 
Care PTSD) that was used to allocate clients who screened 
positive for PTSD to CPT-trained therapists. An outcome 
measure for PTSD (the PTSD Checklist) was incorporated 
into the services’ computerized records system. Clients who 
received CPT were assessed pretreatment and posttreatment.

Results: Statistically significant and clinically large 
improvements were found for self-reported PTSD (effect 
size = 1.01, P < .001). In addition, the study obtained high 
levels of treatment fidelity in the delivery of the CPT 
treatment.

Conclusions: There is relatively little published research 
supporting the effectiveness of evidence-based PTSD 
treatments following national implementation efforts. This 
is the first study to systematically report CPT treatment 
outcomes from a national implementation effort, using 
service-based outcome monitoring data. Results indicate that 
when administered as part of routine clinical practice, CPT 
achieves large clinically significant improvements for PTSD 
comparable with those found in randomized controlled trials.
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Over the past 2 decades, effective treatments for posttraumatic 
stress disorder (PTSD) have been developed and refined. In 

response to the growing need for access to effective treatment, the 
United States, Canada, and Australia are currently deploying large 
implementation initiatives to disseminate effective treatments for 
PTSD to veterans’ health providers.1 Trauma-focused approaches 
are widely recognized as the most effective treatments for PTSD.2,3 
Cognitive processing therapy (CPT)4 and prolonged exposure 
therapy5 are among the most efficacious treatments, supported 
by a significant body of evidence including military and other 
populations.6–9 However, there are limited data on the translation 
of treatments to real-world settings and on the optimal manner in 
which treatments can be incorporated into routine administrative 
and clinical practices within these community clinical settings.

It is critical to demonstrate that treatments disseminated in 
the international implementation initiatives are being offered 
and delivered with fidelity, in addition to achieving good clinical 
outcomes. Implementation research suggests that although 
evidence-based treatments can be applied successfully in a clinical 
practice,10,11 clinical training often produces only very small 
changes in clinician behavior,12 and it cannot be taken for granted 
that a national training and implementation program will lead to 
widespread adoption and use of a new treatment.13 Furthermore, 
a treatment offered by clinicians in a national rollout setting may 
be more prone to modification than treatment delivered in the 
context of supervised clinical research.14 Fidelity to protocol has 
been found to influence treatment outcomes for some anxiety 
disorders (eg, Strunk et al15). As such, this research sought to 
examine the extent to which CPT was implemented (ie, offered 
to suitable patients) as well as the fidelity with which treatment 
was delivered. The treatment outcomes of the dissemination of 
prolonged exposure therapy in the US veterans’ health system have 
recently been reported.16 Results suggest that prolonged exposure 
therapy produced clinically significant improvements in PTSD and 
depression comparable to those seen in clinical trials. As yet, the 
same level of evidence has not been published for CPT.

Preliminary program evaluation data obtained within the 
context of an examination of CPT supervision processes in the 
United States are promising, suggesting that outcomes from 
clients treated by trained clinicians and reported to expert 
supervisors were similar or superior to those seen in randomized 
controlled trials.17 Lessons learned from implementation trials 
are beginning to emerge (eg, Foa et al18 and Cook et al19), and the 
training and supervision process underlying the dissemination is 
being examined and refined.20 However, as yet, there has been no 
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published study reporting on the systematic investigation 
of clinical outcomes from CPT dissemination for clients 
across a treatment system comparable to those studies 
published for prolonged exposure therapy. Such data are 
critical to ensuring that the interventions provided in 
these large-scale national dissemination programs are 
effective and that the quality of treatment provided in 
national rollouts is comparable to that provided within 
the randomized controlled trials that generated the initial 
efficacy data.

The Australian CPT implementation aimed to enable 
the provision of high quality CPT to veterans and serving 
members with PTSD across the national community-based 
veterans’ mental health service. The primary aim of this 
study is to report data on the clinical outcomes from the 
first 100 veterans participating in this PTSD treatment. 
In addition, this study examines the service-level changes 
in screening and allocation patterns resulting from this 
implementation, which was conducted in the same service 
system as a randomized controlled trial of CPT 3 years 
earlier.10

METHOD

Participants
Clinical setting and clients. This study reports 

data from the first 100 recipients of CPT following the 
implementation of CPT in the Veterans and Veterans 
Families Counselling Service in Australia, a nationwide 
community-based and government-funded mental health 
service for former serving members of the defense forces 
and their families.

Clinicians. Approximately half of the full-time staff of 
the service were trained in the delivery of CPT. The group 
comprised counselors and clinical managers representing 
all states and territories of Australia (n = 37). Among the 
counselors (n = 31), 61% (n = 19) were psychologists, and 
the remainder were social workers. Fifty-five percent 
(n = 17) had qualified as mental health providers more than 
10 years ago and most had 1 to 10 years of experience, 
with a small minority (6.5%, n = 2) qualifying as a provider 
of mental health services less than 1 year ago. Over two-
thirds (67.7%, n = 21) reported that they had not provided 
treatment using a manual before.

Procedure
The organizational climate and factors likely to influence 

uptake of CPT in the service were assessed. As a result, 
screening for PTSD was added to the organization’s intake 
protocol and incorporated into the computerized intake 
record system to ensure that new clients who might benefit 
from CPT treatment were identified upon entry to the 
service. In addition to targeting clients entering the service, 
clinicians were encouraged to identify cases existing in their 
current caseload for whom CPT might be suitable through 
internal intake and supervision procedures. Clinical 
managers were included in CPT training and support 
teleconferences and were designated the role of internal 
CPT “champions.”

CPT training involved a 2-day face-to-face format using 
the Veteran & Military 2010 version of the CPT manual 
for therapists.21 Thirteen consultation teleconferences were 
provided, occurring fortnightly for 6 months. Consultation 
calls were facilitated by the CPT trainer (R.N.). Treatment 
outcome data as well as details of the treatment provided 
were entered into the computerized records system. These 
data were extracted by the service, de-identified, and 
provided to researchers.

Measures
Screening. The Primary Care PTSD screen22 is a brief 

4-question screen. A cutoff of 2 positive responses was 
used to indicate possible PTSD and suitability for further 
consideration for PTSD assessment and treatment. The 
screen has strong psychometric characteristics and 
diagnostic efficiency22,23 and was incorporated into the 
service’s intake interview protocol.

Outcome measure. The PTSD Checklist24 is a 17-item 
self-report questionnaire for PTSD symptoms. The PTSD 
Checklist has demonstrated high levels of diagnostic 
accuracy against diagnostic interviews both at a single 
timepoint and over the course of treatment and follow-up.25 
Use of the PTSD Checklist is integral to the CPT protocol. 
It was also integrated into the service’s computer records 
system for the purpose of outcome monitoring.

Fidelity measures. All trained clinicians were requested 
to audio record at least 1 CPT case to be assessed for 
treatment fidelity. Initiation of audio recording was 
randomized, with clinicians at each site instructed to 
commence recording with the next available client in a 
randomly selected month. Fifteen percent of completed 
sessions were rated by clinicians experienced in delivery 
and fidelity rating of CPT using the same rating form as 
used in prior research.6,10 Cases were randomly selected, 
then, for each case, up to 3 randomly selected sessions were 
rated. Protocol adherence competence and overall therapist 
skill were calculated.

Statistical analysis. The first and last PTSD Checklists 
available for each client were entered into the analysis. 
Because there were no significant differences on the outcome 
measure between the baseline scores of participants who did 
and did not have final outcome scores, the paired analyses 
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 ■ Cognitive processing therapy (CPT) is an effective 
treatment for posttraumatic stress disorder (PTSD) 
in veterans when rolled out as part of a national 
implementation program.

 ■ The Australian Veterans and Veterans Families Counselling 
Service implementation program was effective in 
achieving significant practice change in screening for 
PTSD and allocation of PTSD cases to CPT.

 ■ CPT can be competently delivered by regular staff of 
community services when provided with adequate clinical 
and organizational support.
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are presented. Pretreatment and posttreatment differences 
were assessed using paired t tests. Effect size differences 
were assessed using Hedges g.26

RESULTS

Demographic characteristics of the first 100 recipients of 
CPT following the national rollout are presented in Table 1. 
The sample is predominantly male and represents a slight 
majority of veterans from recent conflicts. PTSD from 
combat or other warzone trauma was the most commonly 
reported presenting problem.

Clinical Outcomes
As there were no significant differences on any outcome 

measures between the baseline scores of participants who 
did and did not have final outcome scores (t98 = –0.966; 
P = .337), the paired analyses are presented for those with 
complete data (n = 71). The pretreatment PTSD Checklist 
score was 55.97 (SD = 12.08), and the posttreatment PTSD 
Checklist score was 41.59 (SD = 16.01). This 14.38-point 
(SD = 13.91) mean difference between PTSD Checklist 
scores indicates that CPT clients made large clinically and 
statistically significant treatment gains in self-reported 
PTSD (t70 = 8.712; P < .001; g = 1.01; 95% CI, 0.66–1.36).

A reduction of 10 points or more on the PTSD Checklist is 
generally considered a clinically meaningful improvement.8 
Of clients who completed baseline and outcome assessments 
(n = 71), 63.4% (n = 45) achieved clinically meaningful 
improvements on the PTSD Checklist. This compares 
to 72.4% reported for the national implementation of 
prolonged exposure therapy.16

Fidelity of Treatment
Adherence to protocol was 79% (122/155) across rated 

sessions, that being about 10% lower than most published 
randomized controlled trials, eg, 92%,10 93%,6 and 90%.27 
Competence ratings were satisfactory or better on 88% of the 
elements rated. This compares with 91% under randomized 
controlled trial conditions in the same service 3 years earlier 
as reported by Forbes et al.10 Overall, therapists’ skills were 
rated at 5.0 (good) on a scale of 1 (poor) to 7 (excellent); this 
compares to 5.4 (good to very good) in the aforementioned 
randomized controlled trial. The elements of CPT sessions 
most commonly missed were agenda setting, discussing 
barriers to homework completion, and reviewing homework 
with the client.

Service Implementation Outcomes
A screening compliance rate of 40% was achieved at 

intake; that is, of all callers to the service, the proportion 
screened for PTSD increased from 0% prior to the 
implementation to 40% 12 months later. This is a respectable 
increase given the challenges of systematic behavior change 
documented in the literature.28,29 During the study period, 
556 clients (48.5%) screened positive for PTSD, and 590 
(51.5%) screened negative. Those clients who screened 

positive for PTSD at intake were significantly more likely 
to be allocated to a CPT trained counselor (χ2

1,146 = 14.21; 
P < .001) than those who screened negative. Of the 100 cases 
considered for this article, 61 cases (61%) were assigned 
to a CPT therapist via the intake screen process, with the 
remaining cases identified as being suitable for CPT from 
within the service’s existing client base.

In order to understand the reasons why CPT was not 
delivered to all clients who screened positive for PTSD, 
screening data were extracted for 2 months, and 60 randomly 
selected cases were chosen. At the time of initial assessment, 
clinicians had been asked to report on the decision not to 
deliver CPT to these cases. The most common reasons for 
not delivering CPT were other overriding problems or issues 
that required stabilization, for example, problematic alcohol 
use, presenting for relationship issues, grief, traumatic brain 
injury, and memory problems (n = 29, 48%). A minority of 
clients were assessed as not having PTSD (n = 11, 18%), did 
not want to address their PTSD (n = 9, 15%), or stopped 
attending counseling before CPT could be offered (n = 7, 
12%). A small minority (n = 4, 7%) were not offered CPT as 
all trained CPT therapists were already at capacity.

Clients received, on average, 8.49 (SD = 4.91) CPT 
sessions, which was about 2 CPT sessions less than 
randomized controlled trial participants10 (mean = 10.27, 
SD = 4.93). This compares to 5.63 (SD = 5.10) sessions for 
service users receiving individual counseling other than 
CPT during the implementation period.

CONCLUSIONS

This research examined the early data from the 
implementation of CPT across a national veterans’ mental 
health service. There is relatively little published research 

Table 1. Participant Demographics (N = 100)
Demographic Value
Age, mean (SD), ya 43.82 (14.59)

Aged < 45 years (predominantly OIF/OEF returnees),  
n (%)

61 (61)

Male gender, n (%)a 82 (82)
Marital status, n (%)

Married or de facto 63 (63)
Separated or divorced 11 (11)
Single 19 (19)
Not reported 7 (7)

Trauma type, n (%)
Combat 28 (28)
Noncombat war zone 30 (30)
Noncombat military adult trauma 24 (24)
Sexual trauma 14 (14)
Other 4 (4)

CPT sessions received, mean (SD) 8.49 (4.91)
1–4 sessions 30 (30)
5–8 sessions 18 (18)
9–12 sessions 33 (33)
12+ sessions 19 (19)

PCL severity scores at baseline, mean (SD) 56.73 (12.28)
aN = 98.
Abbreviations: CPT = cognitive processing therapy, OEF = Operation 

Enduring Freedom, OIF = Operation Iraqi Freedom, PCL = Posttraumatic 
Stress Disorder Checklist. 
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supporting the effectiveness of evidence-based PTSD 
treatments following national implementation efforts. This 
is the first study to systematically report CPT treatment 
outcomes from a service-wide implementation effort, 
using service-based outcome monitoring data. Results 
indicate that when administered as part of routine clinical 
practice, CPT achieves significant improvements for PTSD 
and common comorbidities. After implementation, the 
service was able to demonstrate significant practice change 
including the identification of PTSD through screening and 
the development of a consistent allocation process to an 
evidence-based therapy, which resulted in increased use of 
CPT and utilization of computer records systems to monitor 
outcomes from CPT treatment.

Clients achieved large pre–post clinical effects for PTSD 
(effect size = 1.01), comparable to an effect size of 1.13 
achieved under randomized controlled trial conditions 
in the same service 3 years prior. These results compare 
favorably to effect sizes of 1.10 reported in a meta-analysis 
of exposure-type treatments for combat veterans30 and 0.87 
reported for recipients of prolonged exposure therapy post 
implementation in US veterans’ services.16 The proportion 
of veterans achieving clinically significant improvements 
(63.4%) is similar to proportions reported for the earlier 
randomized controlled trial10 (67.0%) and for the national 
implementation of prolonged exposure therapy16 (62.4%). 
Importantly, these findings were obtained in the context 
of routine clinical practice within 1 year of initial training 
among clinicians who received up to 13 hours of clinical 
consultation. The amount of consultation provided was 
selected as it was thought to provide the minimum clinical 
support required to deliver CPT with quality and fidelity 
while meeting the operational requirements of a community 
service, namely, funding, time release for clinicians for 
training purposes, and human resources for clinical CPT 
supervision. These findings demonstrated significant 
outcomes from a CPT implementation program with as little 
as 25% of the CPT consultation time conventionally provided 
in veteran research trials (eg, Monson et al6 and Forbes et al10) 
and half the amount of telephone consultation provided 
in the United States Department of Veterans Affairs CPT 
rollout.1 This research also demonstrates that with only 
a 10% reduction in adherence to protocol, strong clinical 
outcomes are achievable using sustainable levels of resources 
used to support clinicians. Furthermore, the research 
demonstrates that CPT can be competently delivered by 
regular staff of community services when they are provided 
with adequate clinical and organizational support.

During the 12 months of this research, CPT clients 
received on average more treatment than other clients of 
the service. Thus, contrary to clinician expectations, this 
trauma-focused, manualized treatment enabled clinicians 
to retain clients in treatment longer than other forms 
of treatment. The clients that received treatment during 
the implementation process received about the same 
number of treatment sessions as those reported in the US 
prolonged exposure therapy implementation (8.49 vs 9.0, 

respectively).31 At the same time, the amount of treatment 
time for CPT in this study was lower than that found in 
the randomized controlled trial in this service. The rate of 
dropout before completing 5 sessions was 30%, the same 
as that of the randomized controlled trial. The prolonged 
exposure therapy implementation16 reports a lower dropout 
rate (28% dropout before 8 sessions). Nevertheless, clients 
treated post implementation received sufficient treatment 
to evidence strong clinical outcomes.

As part of the implementation of CPT, a screening process 
was incorporated into the clinical service’s standard operating 
processes. The screen allowed identification of PTSD at 
intake and selective referral of potential PTSD cases to CPT-
trained clinicians. This was especially important since not all 
staff were trained in CPT. Trained clinicians were also able 
to identify cases from within the services’ existing clients 
such that CPT was offered and delivered flexibly through 
other compatible pathways for clients presenting to different 
parts of the system. While a 40% screening rate may seem 
low, computer reminders and monitoring of simple practice 
changes (such as intake screening) generally achieve very 
small increases in compliance (around 4%).32,33 Using leaders 
and champions is somewhat more effective, yet even then, 
reviews find only a 12% absolute increase in compliance.34 
In light of this, the maintenance of a 40% screening rate can 
be interpreted as a considerable achievement.

Insofar as the methodology was strengthened by using 
the service’s existing outcome monitoring and service 
delivery computer system, it was also a limitation of this 
study, as it led to missing data. The data collection and entry 
were undertaken by clinicians, not researchers. The PTSD 
Checklist was obtained for just under three-quarters of the 
sample. Investigations confirmed that missing outcome 
data were not associated with baseline severity scores, but 
nonetheless, missing data remain a weakness of this study. It 
is also pertinent to note that outcomes are based only on self-
reported PTSD, not all clients were recorded for the fidelity 
assessment, and the study was not a controlled trial and had a 
relatively small sample size. Given the imperative to examine 
and disseminate implementation data, this sample presents 
important early indicators about the strength of outcomes 
that can be obtained in a national rollout. It serves to bolster 
confidence at a clinical level about the impact that can be 
obtained by trained clinicians with a new treatment and, 
at system level, sets a benchmark for systematic outcome 
monitoring in the future.

Internationally, there is a strong investment in 
improving mental health care for returning servicemen 
and servicewomen. Increasing our understanding of the 
process and outcomes involved in the implementation 
of evidence-based mental health treatments into clinical 
services is critical to improve these services and to promote 
opportunities for recovery.35 This research provides evidence 
from systematically collected service data, increasing our 
confidence that CPT will achieve strong clinical outcomes 
for veterans when implemented as a national treatment 
initiative.



It
 is

 il
le

ga
l t

o 
po

st
 th

is
 c

op
yr

ig
ht

ed
 P

D
F 

on
 a

ny
 w

eb
si

te
.

For reprints or permissions, contact permissions@psychiatrist.com. ♦ © 2015 Copyright Physicians Postgraduate Press, Inc.

It is illegal to post this copyrighted PDF on any website.

     e1409J Clin Psychiatry 76:11, November 2015

Implementing Cognitive Processing Therapy for PTSD

Submitted: March 15, 2014; accepted October 14, 
2014.
Potential conflicts of interest: None reported. The 
Australian Centre for Posttraumatic Mental Health 
is partially funded by the Australian Government, 
Department of Veterans Affairs.
Funding/support: Funding/support for this study 
was provided by the Australian Department 
of Veterans Affairs Applied Research Program, 
February 2012.
Role of the sponsor: The funder was not involved 
in the design, conduct, or reporting of this study.

REFERENCES

 1. Karlin BE, Ruzek JI, Chard KM, et al. 
Dissemination of evidence-based 
psychological treatments for posttraumatic 
stress disorder in the Veterans Health 
Administration. J Trauma Stress. 
2010;23(6):663–673. doi:10.1002/jts.20588 PubMed

 2. Foa EB, Keane TM, Friedman MJ, et al, eds. 
Effective Treatments for PTSD: Practice Guidelines 
From the International Society for Traumatic 
Stress Studies. 2nd ed. New York, NY: Guilford 
Publications; 2008.

 3. Forbes D, Creamer M, Bisson JI, et al. A guide to 
guidelines for the treatment of PTSD and 
related conditions. J Trauma Stress. 
2010;23(5):537–552. doi:10.1002/jts.20565 PubMed

 4. Resick PA, Schnicke MK. Cognitive Processing 
Therapy for Sexual Assault Victims: A Treatment 
Manual. Newbury Park, CA: Sage Publications; 
1993.

 5. Foa EB, Hembree L, Rothbaum BO. Prolonged 
Exposure Therapy for PTSD: Emotional Processing 
of Traumatic Experiences Therapist Guide. New 
York, NY: Oxford University Press; 2007. doi:10.1093/med:psych/9780195308501.001.0001

 6. Monson CM, Schnurr PP, Resick PA, et al. 
Cognitive processing therapy for veterans with 
military-related posttraumatic stress disorder. 
J Consult Clin Psychol. 2006;74(5):898–907. doi:10.1037/0022-006X.74.5.898 PubMed

 7. Resick PA, Nishith P, Weaver TL, et al. A 
comparison of cognitive-processing therapy 
with prolonged exposure and a waiting 
condition for the treatment of chronic 
posttraumatic stress disorder in female rape 
victims. J Consult Clin Psychol. 
2002;70(4):867–879. doi:10.1037/0022-006X.70.4.867 PubMed

 8. Schnurr PP, Friedman MJ, Engel CC, et al. 
Cognitive behavioral therapy for posttraumatic 
stress disorder in women: a randomized 
controlled trial. JAMA. 2007;297(8):820–830. doi:10.1001/jama.297.8.820 PubMed

 9. Foa EB, Hembree EA, Cahill SP, et al. 
Randomized trial of prolonged exposure for 
posttraumatic stress disorder with and without 
cognitive restructuring: outcome at academic 
and community clinics. J Consult Clin Psychol. 
2005;73(5):953–964. doi:10.1037/0022-006X.73.5.953 PubMed

primary care PTSD screen (PC-PTSD): 
development and operating characteristics. 
Prim Care Psychiatry. 2003;9(1):9–14. doi:10.1185/135525703125002360

23. Bliese PD, Wright KM, Adler AB, et al. 
Validating the primary care posttraumatic 
stress disorder screen and the posttraumatic 
stress disorder checklist with soldiers 
returning from combat. J Consult Clin Psychol. 
2008;76(2):272–281. doi:10.1037/0022-006X.76.2.272 PubMed

24. Weathers FW, Litz BT, Herman DS, et al. The 
PTSD Checklist (PCL): reliability, validity, and 
diagnostic utility. 9th Annual Conference of 
the ISTSS. San Antonio; 1993.

25. Forbes D, Creamer M, Biddle D. The validity of 
the PTSD checklist as a measure of 
symptomatic change in combat-related PTSD. 
Behav Res Ther. 2001;39(8):977–986. doi:10.1016/S0005-7967(00)00084-X PubMed

26. Hedges LV. Estimation of effect size from a 
series of independent experiments. Psychol 
Bull. 1982;92(2):490–499. doi:10.1037/0033-2909.92.2.490

27. Resick PA, Galovski TE, O’Brien Uhlmansiek M, 
et al. A randomized clinical trial to dismantle 
components of cognitive processing therapy 
for posttraumatic stress disorder in female 
victims of interpersonal violence. J Consult Clin 
Psychol. 2008;76(2):243–258. doi:10.1037/0022-006X.76.2.243 PubMed

28. Grimshaw JM, Eccles M, Thomas R, et al. 
Toward evidence-based quality improvement: 
evidence (and its limitations) of the 
effectiveness of guideline dissemination and 
implementation strategies 1966–1998. J Gen 
Intern Med. 2006;21(suppl 2):S14–S20. PubMed

29. Couineau AL, Forbes D. Using predictive 
models of behavior change to promote 
evidence-based treatment for PTSD. Psychol 
Trauma. 2011;3(3):266–275. doi:10.1037/a0024980

30. Goodson J, Helstrom A, Halpern JM, et al. 
Treatment of posttraumatic stress disorder in 
US combat veterans: a meta-analytic review. 
Psychol Rep. 2011;109(2):573–599. doi:10.2466/02.09.15.16.PR0.109.5.573-599 PubMed

31. Eftekhari A, Zoellner LA, Vigil SA. Patterns of 
emotion regulation and psychopathology. 
Anxiety Stress Coping. 2009;22(5):571–586. doi:10.1080/10615800802179860 PubMed

32. Ivers N, Jamtvedt G, Flottorp S, et al. Audit and 
feedback: effects on professional practice and 
healthcare outcomes. Cochrane Database Syst 
Rev. 2012;6(6):CD000259. PubMed

33. Shojania KG, Jennings A, Mayhew A, et al. The 
effects of on-screen, point of care computer 
reminders on processes and outcomes of care. 
Cochrane Database Syst Rev. 2009;8(3). doi:10.1002/14651858.CD001096.pub2 PubMed

34. Flodgren G, Parmelli E, Doumit G, et al. Local 
opinion leaders: effects on professional 
practice and health care outcomes. Cochrane 
Database Syst Rev. 2011;8(8):CD000125. PubMed

35. Karlin BE, Agarwal M. Achieving the promise 
of evidence-based psychotherapies for 
posttraumatic stress disorder and other 
mental health conditions for veterans. Psychol 
Sci Public Interest. 2013;14(2):62–64. doi:10.1177/15291006134

10. Forbes D, Lloyd D, Nixon RD, et al. A multisite 
randomized controlled effectiveness trial of 
cognitive processing therapy for military-
related posttraumatic stress disorder. J Anxiety 
Disord. 2012;26(3):442–452. doi:10.1016/j.janxdis.2012.01.006 PubMed

11. Ehlers A, Grey N, Wild J, et al. Implementation 
of cognitive therapy for PTSD in routine clinical 
care: effectiveness and moderators of outcome 
in a consecutive sample. Behav Res Ther. 
2013;51(11):742–752. doi:10.1016/j.brat.2013.08.006 PubMed

12. Forsetlund L, Bjørndal A, Rashidian A, et al. 
Continuing education meetings and 
workshops: effects on professional practice 
and health care outcomes. Cochrane Database 
Syst Rev. 2009;(2):CD003030. PubMed

13. Cook JM, Dinnen S, Thompson R, et al. Changes 
in implementation of two evidence-based 
psychotherapies for PTSD in VA residential 
treatment programs: a national investigation. 
J Trauma Stress. 2014;27(2):137–143. doi:10.1002/jts.21902 PubMed

14. Galovski TE, Blain LM, Mott JM, et al. 
Manualized therapy for PTSD: flexing the 
structure of cognitive processing therapy. 
J Consult Clin Psychol. 2012;80(6):968–981. doi:10.1037/a0030600 PubMed

15. Strunk DR, Brotman MA, DeRubeis RJ, et al. 
Therapist competence in cognitive therapy for 
depression: predicting subsequent symptom 
change. J Consult Clin Psychol. 
2010;78(3):429–437. doi:10.1037/a0019631 PubMed

16. Eftekhari A, Ruzek JI, Crowley JJ, et al. 
Effectiveness of national implementation of 
prolonged exposure therapy in Veterans 
Affairs care. JAMA Psychiatry. 
2013;70(9):949–955. doi:10.1001/jamapsychiatry.2013.36 PubMed

17. Chard KM, Ricksecker EG, Healy ET, et al. 
Dissemination and experience with cognitive 
processing therapy. J Rehabil Res Dev. 
2012;49(5):667–678. doi:10.1682/JRRD.2011.10.0198 PubMed

18. Foa EB, Gillihan SJ, Bryant RA. Challenges and 
successes in dissemination of evidence-based 
treatments for posttraumatic stress: lessons 
learned from prolonged exposure therapy for 
PTSD. Psychol Sci Public Interest. 
2013;14(2):65–111. doi:10.1177/1529100612468841 PubMed

19. Cook JM, O’Donnell C, Dinnen S, et al. A 
formative evaluation of two evidence-based 
psychotherapies for PTSD in VA residential 
treatment programs. J Trauma Stress. 
2013;26(1):56–63. doi:10.1002/jts.21769 PubMed

20. Harris MF, Lloyd J, Litt J, et al. Preventive 
evidence into practice (PEP) study: 
implementation of guidelines to prevent 
primary vascular disease in general practice 
protocol for a cluster randomised controlled 
trial. Implement Sci. 2013;8:8. PubMed

21. Resick PA, Monson CM, Chard KM. Cognitive 
Processing Therapy: Veteran/Military Version. 
Washington, DC: Department of Veterans 
Affairs; 2010.

22. Prins A, Ouimette P, Kimerling R, et al. The 

http://dx.doi.org/10.1002/jts.20588
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21171126&dopt=Abstract
http://dx.doi.org/10.1002/jts.20565
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20839310&dopt=Abstract
http://dx.doi.org/10.1093/med:psych/9780195308501.001.0001
http://dx.doi.org/10.1037/0022-006X.74.5.898
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17032094&dopt=Abstract
http://dx.doi.org/10.1037/0022-006X.70.4.867
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12182270&dopt=Abstract
http://dx.doi.org/10.1001/jama.297.8.820
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17327524&dopt=Abstract
http://dx.doi.org/10.1037/0022-006X.73.5.953
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16287395&dopt=Abstract
http://dx.doi.org/10.1185/135525703125002360
http://dx.doi.org/10.1037/0022-006X.76.2.272
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18377123&dopt=Abstract
http://dx.doi.org/10.1016/S0005-7967(00)00084-X
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11480838&dopt=Abstract
http://dx.doi.org/10.1037/0033-2909.92.2.490
http://dx.doi.org/10.1037/0022-006X.76.2.243
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18377121&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16637955&dopt=Abstract
http://dx.doi.org/10.1037/a0024980
http://dx.doi.org/10.2466/02.09.15.16.PR0.109.5.573-599
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22238857&dopt=Abstract
http://dx.doi.org/10.1080/10615800802179860
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19381989&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22696318&dopt=Abstract
http://dx.doi.org/10.1002/14651858.CD001096.pub2
http://www.ncbi.nlm.nih.gov/pubmed/19588323
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21833939&dopt=Abstract
http://dx.doi.org/10.1177/1529100613484706
http://dx.doi.org/10.1016/j.janxdis.2012.01.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22366446&dopt=Abstract
http://dx.doi.org/10.1016/j.brat.2013.08.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24076408&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19370580&dopt=Abstract
http://dx.doi.org/10.1002/jts.21902
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24668757&dopt=Abstract
http://dx.doi.org/10.1037/a0030600
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23106761&dopt=Abstract
http://dx.doi.org/10.1037/a0019631
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20515218&dopt=Abstract
http://dx.doi.org/10.1001/jamapsychiatry.2013.36
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23863892&dopt=Abstract
http://dx.doi.org/10.1682/JRRD.2011.10.0198
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23015578&dopt=Abstract
http://dx.doi.org/10.1177/1529100612468841
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25722657&dopt=Abstract
http://dx.doi.org/10.1002/jts.21769
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23417875&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23327664&dopt=Abstract

