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Objective: The purpose of the present study was to detail the patient flow and establish the 

feasibility of a brief 3-week intensive treatment program (ITP) for veterans with posttraumatic 

stress disorder (PTSD). 

Method: The present study examined data from 648 veterans referred to a non–Veterans Affairs 

ITP for PTSD from January 2016 to February 2018 to determine the flow of patients into and 

through the ITP and evaluate individuals’ satisfaction with treatment.  

Results: On average, 25.9 individuals contacted the ITP each month expressing interest in the 

program. A large proportion of individuals who completed an intake evaluation were accepted 

(72.2%) into the ITP. Of those accepted, 70.6% ultimately attended the ITP, and the vast 

majority of veterans who attended the ITP completed treatment (91.6%). Logistic regression 

results suggested that among veterans who were accepted to the program, those who were legally 

separated or divorced had significantly greater odds of attending the program compared to single 

veterans. Veterans were highly satisfied with the 3-week ITP and rated cognitive processing 

therapy components as the most helpful part of the program.  

Conclusions: The present study demonstrates that ITP formats for PTSD are of interest and 

acceptable to veterans, and this format allows individuals to receive high doses of evidence-

based treatments in a short amount of time. 

 

Clinical Impact Statement 

Our findings suggest that delivering evidence-based trauma treatments daily as part of a 3-week-

long intensive treatment program for posttraumatic stress disorder (PTSD) is acceptable and that 

veterans are highly satisfied with this treatment delivery model. Evidence-based treatment 

completion rates in intensive treatment programs are greater than 90%, and this treatment 

delivery model allows veterans to receive more than an adequate dose of evidence-based 

treatment in a short amount of time. Thus, when developing treatment programs for PTSD, 

practice administrators and clinicians are strongly encouraged to consider developing brief 



intensive programs in which evidence-based treatments for PTSD are delivered daily for 

maximum therapeutic benefit. 

 

A recent meta-analysis suggested that approximately 23% of Operation Enduring 

Freedom and Operation Iraqi Freedom veterans suffer from posttraumatic stress disorder (PTSD; 

Fulton et al., 2015). Although evidence-based treatments (EBTs), such as cognitive processing 

therapy (CPT), have been shown to be effective for the treatment of PTSD in veterans (Chard, 

Schumm, Owens, & Cottingham, 2010; Forbes et al., 2012; Monson et al., 2006), only a 

relatively small number of veterans receive these treatments. Although research has shown that 

providers are likely to offer EBTs as first-choice interventions when they are trained in them 

(Hundt, Harik, Barrera, Cully, & Stanley, 2016), data from outpatient settings in the Department 

of Veterans Affairs (VA) report the national average for EBT penetration to be around 20% 

(Sayer et al., 2017). Other studies have suggested that between 6.3% and 11.4% of veterans seen 

in VA clinics receive EBTs (Mott et al., 2014; Shiner, Drake, Watts, Desai, & Schnurr, 2012). It 

is important to note that rates of EBT initiation differ greatly by clinic, with VA specialty clinics 

reporting EBT initiation, defined as attending at least one session, as high as 72% (Keller & 

Tuerk, 2016). However, research suggests that even among those who initiate treatment, the 

majority of individuals receiving cognitive–behavioral interventions for PTSD discontinue 

treatment prior to receiving an adequate dose, which has been defined as eight or more sessions 

(Gutner, Gallagher, Baker, Sloan, & Resick, 2016; Imel, Laska, Jakupcak, & Simpson, 2013; 

Kehle-Forbes, Meis, Spoont, & Polusny, 2016). Thus, it is important to identify alternative 

methods to deliver EBTs to improve treatment uptake and completion. 

One alternative is to deliver EBTs in intensive treatment programs (ITPs). Through ITPs, 

veterans have the opportunity to receive EBTs in a shorter amount of time (i.e., 2 to 3 weeks; 

Beidel, Frueh, Neer, & Lejuez, 2017; Zalta et al., 2018) compared to outpatient care where EBTs 

are commonly delivered once per week over several months (Cook et al., 2014; Harvey et al., 

2017). Recent research has demonstrated that ITPs can produce similar PTSD symptom 

reductions to those obtained in relatively highly controlled EBT efficacy trials with weekly 

therapy sessions (Beidel et al., 2017; Foa et al., 2018; Zalta et al., 2018). Brief ITPs may reduce 

barriers to treatment that have been identified both in standard outpatient settings and in longer-

term residential programs, including avoidance, and practical barriers, including employment 

and transportation (Hundt et al., 2014; Johnson et al., 2016; Keller & Tuerk, 2016). Housing 

veterans at the treatment facility during the course of an ITP may reduce logistical concerns that 

are often raised as reasons for not initiating EBTs (Keller & Tuerk, 2016) and may increase 

veterans’ ability to focus on treatment by reducing psychosocial stressors as well as reducing 

opportunities for avoidance and missed treatment sessions. Similar to longer-term residential 

programs, ITPs also provide an opportunity to offer adjunctive treatments that may improve 

retention, such as mindfulness, yoga, and skills groups (Cushing & Braun, 2018; Staples, 

Hamilton, & Uddo, 2013).  Compared to longer-term residential treatment programs, which often 

span over the course of several weeks (i.e., 4–12 weeks; Cook et al., 2013), participating in a 

brief ITP for 2–3 weeks may be more feasible for veterans, as there is less potential for conflict 

with other responsibilities, such as family duties or work schedules. Moreover, the short 

timeframe may seem less daunting for veterans compared to longer-term residential programs or 

weekly therapy for several weeks and may provide veterans with a sense of being able to 

accomplish treatment relatively quickly, which in turn may reduce treatment avoidance. 



Despite the apparent advantages of intensively delivered EBTs for PTSD, it is currently 

unclear whether veterans are interested in the ITP format, whether or not it is feasible for most 

veterans to attend and complete a 3-week program, and whether veterans who attend are satisfied 

with the ITP format. To our knowledge, no study to date, including those focused on longer-term 

residential treatment programs, has yet detailed the patient flow to and through intensive 

treatment programs for PTSD. Moreover, little is known about predictors of treatment initiation 

in the context of intensively delivered treatments. Patient characteristics, such as younger age 

(specifically veterans who served in Afghanistan or Iraq), have been shown to be associated with 

lower EBT initiation and completion (Keller & Tuerk, 2016; Mott et al., 2014). However, it is 

possible that different patient characteristics may impact initiation of traditional outpatient 

treatment compared to intensive treatments. 

Given the lack of prior studies examining this important area, we conducted a feasibility 

study of an existing 3-week non-VA CPT-based ITP. The ITP offers PTSD treatment for 

individuals affected by combat or military sexual traumas and has been shown to produce large 

effects comparable to those produced by PTSD treatment efficacy research (Zalta et al., 2018). 

Moreover, symptom improvements achieved over the course of the 3-week-long treatment period 

have been shown to be maintained long term for up to 12 months (Held et al., 2019). To 

determine the feasibility of this ITP model, we focused on and evaluated several key criteria 

proposed by Bowen and colleagues (Bowen et al., 2009), including treatment demand, the 

acceptability of the ITP, and the practicality of treatment. Specifically, we examined the 

expressed interest (demand), actual program attendance (practicality), the extent to which 

veterans attended different program components (practicality), and barriers to treatment and 

satisfaction with different ITP components (acceptability). 

 

Method 

 

Participants 

Data for the present study were collected from service members and veterans (hereafter referred 

to as veterans) who requested an evaluation to participate in a non-VA 3-week ITP for PTSD 

housed within the Road Home Program: Center for Veterans and Their Families at Rush 

University Medical Center in Chicago, Illinois, from January 2016 to February 2018. This 

philanthropically funded program offers free outpatient and intensive mental health treatment 

services regardless of individuals’ service duration and their military discharge status. This study 

was approved by the Institutional Review Board at Rush University Medical Center with a 

waiver of consent because all assessments were collected as part of routine care. Table 1 contains 

demographic characteristics, service history, and prior treatment information of veterans who 

requested a clinical evaluation for the ITP (N = 648). 

 

 

 

 

 

 

 

 

 



Table 1 

Descriptive Statistics and Group Comparisons of Demographic Characteristics 

 
Note. n = 648 for gender, marital status, children, branch of service, post-9/11, and service status. 

n = 646 for ethnicity and last/current military pay grade. 

n = 645 for race. ITP = intensive treatment program. 

*p < .05. 

 

 

Procedure 

 

Recruitment. The program’s main referral source was Wounded Warrior Project, which 

announced the ITP to its alumni via e-mail, advertised the ITP on TV and billboards, and 

evaluated and referred veterans who contacted their resource center. The ITP was also advertised 

online through the Road Home Program’s website, and veteran outreach coordinators connected 



with local and national community partner organizations, including VAs, to provide information 

about the program. 

ITP eligibility and evaluation. All veterans underwent an intake evaluation with a 

licensed clinician (i.e., psychologist or social worker) or a clinician who was practicing under the 

license of another clinician (i.e., psychology postdocs, social workers who were working toward 

their clinical license). The intake evaluations occurred over at least two 90-min sessions and 

included an overview of the ITP and a general biopsychosocial and diagnostic assessment. In 

addition, the intake clinician administered the Clinician-Administered PTSD Scale (Weathers et 

al., 2013) to determine whether the veteran met the diagnostic criteria for PTSD (American 

Psychiatric Association, 2013), which is one of the key eligibility requirements for admission to 

the ITP. Most veterans who expressed interest in the ITP were nonlocal, and intake evaluations, 

including the administration of the Clinician Administrated PTSD Scale for DSM–5 (CAPS-5; 

Weathers et al., 2013), frequently occurred over the phone. Exclusion criteria for the ITP 

included clinical issues that would require a higher level of care, such as active suicidality or 

homicidality in the past 3 months; engagement in severe nonsuicidal self-harm in the past 3 

months; mania or psychosis; eating disorders that would place the individual at medical risk; or 

substance use that would interfere with ability to participate. Veterans were also excluded if the 

clinician determined during the intake evaluation that current medical, legal, or other 

psychosocial issues would interfere with treatment. No specific measures were used to assess the 

exclusion criteria. Following the completed intake evaluations, a multidisciplinary treatment 

team, which included the psychologists, psychiatrists, and social workers, decided whether or not 

the individual was eligible to participate. 

ITP overview. To reduce as many logistical barriers as possible, veterans who were 

accepted for treatment were provided transportation to and from the ITP and housing near the 

treatment facility at no cost to them. The ITP is based on a cohort model, with each cohort 

consisting of approximately 12 individuals. The program offers a combat trauma track and a 

military sexual trauma track based on the individuals’ index trauma. Each treatment day lasted 

from 08:00 –17:00, with a 1-hr lunch break, and four 15-min breaks between activities. The core 

interventions of the ITP are CPT (Resick, Monson, & Chard, 2017), an adaptation of 

Mindfulness-Based Stress Reduction (Kabat-Zinn, 2003), and yoga. During the 3-week ITP, 

individuals are scheduled for fourteen 50-min sessions of individual CPT, thirteen 120-min 

sessions of group CPT, thirteen 75-min sessions of mindfulness, and twelve 50-min sessions of 

yoga in addition to several other 60-min educational classes on relevant topics. The primary goal 

of the ITP is to help individuals recognize and learn how challenge maladaptive trauma-related 

beliefs through Socratic questioning and completing worksheets that takes place during 

individual and group CPT sessions. Mindfulness and yoga sessions are intended to offer 

individuals additional skill sets to cope with overwhelming emotions. ITP participants have the 

option meet with a psychiatric provider for medication management. Legal, financial, and other 

psychosocial needs are addressed through meetings with a case manager. We have detailed 

elsewhere (cf. Zalta et al., 2018) that the ITP is effective for reducing PTSD and depression 

symptoms; we have demonstrated that the participation in the ITP described here results in large 

and clinically meaningful reductions in PTSD (d = 1.40) and depression symptoms (d = 1.04). 

See Zalta et al. (2018) for a detailed description of treatment services and clinical outcomes. 

ITP satisfaction survey. Following treatment completion, veterans were asked to 

complete an anonymous satisfaction survey to evaluate the ITP. This survey assessed obstacles 

to receiving care, overall experience of the program, and experience of specific treatment 



components using a 5-point scale ranging from 1 (strongly disagree/not at all helpful) to 5 

(strongly agree/extremely helpful). The survey also contained questions about the length of the 

program and open-ended questions about program components that participants found most or 

least helpful. 

 

Data Analysis 

We used SPSS 22.0 and Stata 15 for all analyses. We performed descriptive statistics to 

evaluate ITP demand, practicality, and acceptability. We were then interested in exploring 

factors predictive of patient flow through the program (i.e., predictors of acceptance to the 

program and predictors of attendance after acceptance to the program). We first examined 

bivariate associations between demographic variables of interest and patient status (not accepted, 

accepted but did not attend, accepted and attended). All variables that were significantly 

bivariate predictors were included in two separate logistic regression analyses examining ITP 

acceptance (outcome 1; 0 = not accepted; 1 = accepted) or attendance (outcome 2; 0 = did not 

attend; 1 = attended). Analyses were reconducted to examine alternate reference categories for 

categorical predictors. Goodness of fit for logistic regression models was assessed using 

McFadden’s pseudo-R2, which is based on log likelihood (McFadden, 1974). Finally, to examine 

satisfaction with the program, study authors met to review the qualitative feedback that was 

provided in response to the open-ended questions in the satisfaction survey. Study authors 

selected quotes that appeared to accurately represent experiences shared by ITP participants. 

 

Results 

 

ITP Demand 

Figure 1 details the patient flow through the program from initial interest in the ITP to 

program completion. From January 2016 to February 2018, 648 veterans (on average 25.9 

individuals per month) expressed initial interest in receiving ITP treatment and contacted the 

program to schedule an intake evaluation. Of the 648 veterans who expressed initial interest, 

66.8% of the sample reported hearing about the program through the Wounded Warrior Project, 

followed by the 12.8% through the VA; 11.1% through peers, friends, and family members; 

4.8% through social media; and 4.5% through other sources. Of those who expressed interest in 

the program, 467 veterans (72.1% of those referred) completed an intake evaluation and were 

considered for participation in the ITP, and 337 out of these 467 individuals (72.2%) were 

accepted into the ITP. Of the 337 individuals who were accepted, 99 (29.4%) did not attend 

treatment for mostly unknown reasons (e.g., lack of contact with program staff, scheduling 

conflicts). For those who attended the ITP, the average time between the initial call to the 

program and the start of the ITP was 13.84 weeks (SD = 9.04; median = 12.43 weeks). Figure 1 

is an acceptance flowchart, which details veteran-reported reasons for not completing intakes or 

the program itself, as well as clinician-reported reasons for not accepting veterans into the 

program. 

 



 
Figure 1. Intensive treatment program (ITP) flowchart. 

 

ITP Practicality: Treatment Attendance and Dose 

 

Of the 238 veterans who started treatment, 218 (91.6%) completed treatment. Reasons for 

noncompletion, including reasons for administrative discharge, are reported in Figure 1. We also 

evaluated the extent to which veterans attended the core treatment components. On average, the 

ITP completers attended 13.07 of 14 sessions of individual CPT (SD = 2.24; mode = 14), 12.27 

of 13 sessions of group CPT (SD = 1.49; mode = 13), 11.75 of 13 sessions of mindfulness (SD = 

1.74; mode = 13), and 10.12 of 12 sessions of yoga (SD = 1.97; mode = 10). ITP participants did 

not attend various sessions due to health reasons, conflicting external appointments, and feeling 

tired. Of all individuals who started the ITP, including those who ultimately did not complete the 

program, only 5.0% (n = 12) did not attend at least eight ITP treatment days.  



Table 1 reports initial tests of association between demographic variables and acceptance 

into the ITP and attendance following acceptance. Specifically, comparisons were examined for 

veterans who were not accepted, those who were accepted but did not attend, and those who 

were accepted and attended (including noncompleters). Results of the initial tests of association 

suggested that those who were accepted and attended the program were older and that 

differences also existed based on employment and marital status. Table 2 presents the results of 

logistic regression analyses examining these statistically significant demographic characteristics 

(i.e., marital status, employment status, and age) as predictors of program acceptance and 

attendance following acceptance (see Table 2). None of the demographic variables significantly 

predicted acceptance into the program, χ2(6) = 7.62, p < .27, R2 = .001. Marital status 

significantly predicted attendance among those who were accepted, χ2(6) = 25.47, p < .001, R2 = 

.071. Specifically, veterans had significantly greater odds of attending if they were divorced or 

separated than single. Older applicants, those who were married, and those who were out of work 

relative to being employed or students also had a greater likelihood of attending, although these 

variables did not reach statistical significance (ps = .056 –.075). 

 

Table 2 

Logistic Regressions Predicting Acceptance Into the ITP and 

Attendance Among Accepted Veterans 

 
Note. OR represents odds ratio for acceptance or attendance based on demographic factor. 

�Acceptance into ITP: 0  not accepted; 1 = accepted. Attendance among accepted: 0 = did not 

attend; 1 = attended. Marital status “widowed” and employment status “no response” were 

excluded due to low numbers across all groups. No significant differences were found between 

nonreference categories for marital or employment status in either analysis. ITP = intensive 

treatment program. 

* p < .05. 

 

 

 

 

 

 



ITP Acceptability: Barriers to Care and Satisfaction With Treatment 

 

A total of 213 veterans (97.7% of ITP completers) completed the satisfaction survey. The 

majority of participants (69.5%) indicated no barriers to receiving care in the ITP. Financial 

barriers (15.0%), childcare (9.4%), and distance from home (7.0%) were the most commonly 

perceived barriers (individuals were able to select more than one barrier). Perceived stigma was 

reported to be relatively low among ITP completers, with 63.4% disagreeing or strongly 

disagreeing that they worry other veterans would see them as weak for seeking treatment and 

79.3% agreeing or strongly agreeing with feeling comfortable to let family and friends know 

they received care in the ITP. Participants reported high satisfaction with the ITP, with 96.2% of 

individuals either agreeing or strongly agreeing with feeling satisfied with the clinical care they 

received and 91.6% agreeing or strongly agreeing that the ITP had improved the problems they 

needed help with. Regarding the 3-week timeframe, 68.3% indicated that it was “just right,” 

30.3% found it “too short,” and 1.4% reported it “too long.” 

Regarding the specific program components, individual and group CPT were rated as 

either quite helpful or very helpful by 96.3% and 93.9% of the sample, respectively. Mindfulness 

and yoga were rated as quite helpful or very helpful by 62.4%, and 64.3%, respectively. Group 

CPT was most commonly selected as the most helpful aspect of the treatment (48.1%), followed 

by individual CPT (43.4%). Means and standard deviations of satisfaction ratings are displayed 

in Table 3. Based on the free text responses, the main criticism voiced by a minority of ITP 

completers was the length of the treatment days; individuals suggested that each treatment day 

should be shortened to allow for more free time, even if this would require the ITP to be longer 

(e.g., four weeks). Table 4 provides exemplars of descriptive responses the participants provided. 

 

 

Table 3 

Means and Standard Deviations of Intensive Treatment Program Satisfaction Ratings 

Note. CPT = cognitive processing therapy. 
a Rating scale: 1 = strongly disagree; 5 = strongly agree. b Rating scale: 1 = not at all helpful; 5 

=extremely helpful. 

 

 



Table 4 

Exemplar Qualitative Feedback From ITP Participants 

 
Note. ITP = intensive treatment program. 

 

Discussion 

 

The present study suggests that a large number of veterans are interested in receiving a 3-

week intensive treatment for PTSD. On average, more than one veteran contacted the program 

per business day each month to initiate an intake. Moreover, only 7.1% of veterans who 

expressed initial interest and spoke with an intake clinician declined to participate in the ITP 

after learning about the structure of the program. Anecdotally, the compressed time schedule 

appealed to many veterans who expressed that they were lacking progress in their routine 

outpatient care. Only 3.1% of veterans who were evaluated explicitly declined to participate for 

logistical reasons, which is much lower compared to rates reported for some outpatient PTSD 

specialty clinics in the VA (e.g., Keller & Tuerk, 2016). However, it is possible that the rate of 

individuals who decline participation in an ITP might be higher if travel, housing, and treatment 

costs are not fully covered by the treatment facility. 

The overall acceptance rate of veterans who completed an intake evaluation was high 

(72.2%). The majority of veterans who were not accepted into the program presented with 

clinical features that indicated a higher level of care for psychiatric, substance use, cognitive, or 

physical and other medical issues was warranted; this represented only 17.8% of all veterans 

evaluated. The second most common reason for nonacceptance was not meeting the minimal 

program criteria (e.g., did not meet the diagnostic criteria for PTSD on the CAPS-5); this 

represented 9.4% of all veterans evaluated. Although our analyses suggested that none of the 

demographic factors were statistically significant predictors of acceptance into the program, 

individuals who were employed had slightly greater odds of being accepted compared those who 

were out of work. This is likely because those who required a higher level of care than our ITP 

due to the severity of their symptoms would have a hard time maintaining employment. 



Treatment initiation following acceptance into the program was high compared to 

standard outpatient care (Keller & Tuerk, 2016; Mott et al., 2014); only 29.4% of individuals 

who were accepted into the ITP did not present for treatment. Because the vast majority of these 

individuals were lost to contact, which is relatively common for veterans who are accepted for 

treatment but choose not to begin care (Keller & Tuerk, 2016), we were unable to inquire about 

their reasons for not attending the program. Marital status emerged as the only statistically 

significant predictor of program attendance following acceptance. Specifically, being legally 

separated or divorced significantly increased the odds of attending the ITP compared to being 

single. It is plausible that the legal separation or divorce may function as a motivator to attend 

PTSD treatment, potentially to mend a severed relationship with a partner and/or children. 

Notably, individuals who were partnered or married also had greater odds of attending the ITP 

following acceptance compared to those who were single, although this finding was only 

marginally significant when adjusting for age and employment status. Our findings corroborate 

the notion that being or having been in a committed relationship is a protective factor against 

pretreatment dropout (e.g., Mott et al., 2014). 

We identified several additional predictors of program attendance that were only 

marginally significant. Specifically, we found that veterans who were employed or students at 

the time of the intake evaluation were slightly less likely to attend the program compared to 

those currently out of work, and younger age increased the risk of nonattendance. Thus, our 

findings suggest that age, marital status, and employment status may each have an impact on 

treatment initiation, although further research is needed to disentangle the relative contributions 

of these factors. Moreover, additional research is needed to examine strategies that would help to 

retain veterans who have been accepted in ITP treatments to reduce pretreatment dropout. For 

example, single veterans who are at greater risk of not attending the program following 

acceptance may benefit from a connection with other single peers who have attended and 

successfully completed the treatment program to help provide accountability and overcome any 

perceived barriers that may prevent them from attending. It may also be helpful to explore how 

to reduce potential barriers experienced by those currently employed or students to ensure they 

are able to receive effective treatment. 

The majority of veterans who started the ITP completed treatment (91.6%), and nearly 

two thirds of individuals who did not complete the ITP still received an adequate dose of eight or 

more EBT sessions. These rates are higher than those commonly reported for outpatient clinics 

(e.g., Gutner et al., 2016; Imel et al., 2013; Wang et al., 2005) and suggests that EBTs delivered 

daily are tolerable for the majority of individuals and may be one way to ensure that veterans 

receive adequate treatment doses. Notably, the ITP completion rate was much higher than EBT 

completion rates in standard outpatient care (approximately 40%; Kehle-Forbes et al., 2016). It is 

possible that rapid symptom improvement may encourage patients to stay in treatment, although 

it is also possible that access to a multitude of services in the ITP, low logistical barriers due to 

all treatment costs covered by the program, high cohort cohesion, limited opportunities for 

avoidance, and/or reduced distractions may have contributed to high ITP completion rates. 

Future research should examine which aspects of ITP delivery drive adherence and also impact 

outcomes. 

Our data suggest that veterans who completed the program were highly satisfied with the 

ITP model. Interestingly, individual and group CPT were ranked as the most helpful aspects of 

the program by the majority of veterans. However, it is notable that veterans reported less 

satisfaction with mindfulness compared to CPT. Based on the open text responses, it appears that 



veterans like the group format because they value input from their peers and are able to 

recognize that they are not alone in their struggles. A point of criticism from a minority of ITP 

completers was that the treatment days were too long. This is consistent with the finding that one 

third of participants reported that the treatment was too short. Future studies should examine how 

changes to the treatment length may affect patient satisfaction, feasibility, and effectiveness of 

the ITP. 

Those who completed the ITP reported relatively few barriers to care, with financial, 

childcare, and travel as the most commonly cited barriers. In most cases, individuals were 

nonlocal and completed their intake evaluation over the phone, indicating that the distance from 

intake providers or treatment centers is not necessarily a barrier to completing intake evaluations 

or interest in the program overall. It is important to note that 59.7% of the all 648 veterans who 

initially contacted the program reported being out of work and looking for work, which may 

have contributed to being able to attend a 3-week-long program. Indeed, our findings suggested 

that employed veterans were slightly less likely to attend than those who were out of work, 

although this was only marginally significant. Moreover, data regarding treatment barriers were 

collected only from individuals who attended and completed the ITP. It is possible that some 

barriers associated with ITP treatment impacted veterans’ ability to complete the intake process 

or attend the program. Overall, the ITP model appears capable of addressing practical barriers 

that might impede individuals’ progress in routine outpatient care. 

Despite the encouraging findings, several limitations need to be considered. First, as 

mentioned, all costs associated with services, including travel, housing, and food, were covered 

by the organization. Barriers related to costs or insurance coverage may be more salient in other 

treatment contexts. Second, Wounded Warrior Project, which is one of the program’s main 

referral sources, knew the specific inclusion criteria for the program and attempted to refer 

individuals who were likely a good fit. Thus, the acceptance rate for this program may be higher 

compared to others whose referral sources may not be aware of specific program eligibility 

criteria. Third, because veterans self-selected to inquire about the ITP treatment, it cannot be 

assumed that findings from this study generalize to all veterans with PTSD. Fourth, the 

satisfaction data presented in this study may be artificially high given that only ITP completers 

provided satisfaction data. 

 

Conclusion 

 

The present study demonstrates that ITP formats for PTSD are of interest and feasible for 

a large number of veterans and that this format allows individuals to receive high doses of EBTs 

in a short amount of time. Despite the effectiveness and high satisfaction associated with the ITP 

model, not every individual who expressed interest received treatment. We identified key 

timepoints at which individuals drop off (i.e., before completing the intake evaluation and 

following acceptance into the program). Future research should examine clinical characteristics 

that may predict pretreatment attrition and identify ways to increase continued engagement so 

that more veterans can receive effective care. Given the similarities in the structure of brief ITPs, 

such as the one presented in this article, and residential PTSD treatment programs (i.e., delivery 

of EBTs, utilization of adjunctive services, provided housing, etc.), additional research is needed 

to establish whether these types of programs differ significantly from one another with regards to 

patient flow and satisfaction ratings. Another important area for future research involves 

assessing clinical outcomes and participants’ ability to maintain symptom gains long term. 



Specifically, it will be important to determine if individuals are able to generalize the skills 

learned over the course of highly structured intensive treatments to their everyday lives. Finally, 

feasibility has been defined in a multitude of ways (Bird et al., 2014; Bowen et al., 2009), and 

the present study was only able to address a subset of the feasibility criteria. Future research 

should examine other important aspects, including cost and general financial considerations, staff 

training, and sustainability, to more comprehensively examine the feasibility as well as the 

limitations of ITPs. 
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