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Abstract—Clinical practice guidelines suggest that cognitive 
behavioral therapies are recommended for the treatment of 
posttraumatic stress disorder (PTSD). One of these treatments, 
cognitive processing therapy (CPT), is an evidence-based treat-
ment that has been shown to be effective at treating combat, 
assault, and interpersonal violence trauma in randomized con-
trolled trials. The Department of Veterans Affairs (VA) Office 
of Mental Health Services has implemented an initiative to dis-
seminate CPT as part of a broad effort to make evidence-based 
psychotherapies widely available throughout the VA healthcare 
system. This article provides an overview of CPT and reviews 
the efficacy and program evaluation data supporting its use in a 
variety of settings. In addition, we report on survey data from 
individuals who have participated in the VA initiative and on 
outcome data from patients treated by rollout-trained thera-
pists. Our data suggest that many clinicians trained in the roll-
out show good adoption of the CPT model and demonstrate 
solid improvements in their patients’ PTSD and depressive 
symptomotology. Finally, we offer recommendations for using 
CPT in clinical settings.
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INTRODUCTION

The Department of Veterans Affairs (VA) and 
Department of Defense (DOD) VA/DOD Clinical Practice

Guideline for Management of Post-Traumatic Stress iden-
tifies treatment recommendations for clinicians in VA 
and DOD treatment settings based on an extensive litera-
ture review of the current evidence supporting the treat-
ments for posttraumatic stress disorder (PTSD). The 
guideline strongly recommends evidence-based, trauma-
focused psychotherapies (e.g., cognitive processing ther-
apy [CPT] and prolonged exposure [PE]) as the first-line 
treatment options for patients with PTSD.

Abbreviations: BDI-II = Beck Depression Inventory-II, CBW =
Challenging Beliefs Worksheet, CPT = cognitive processing 
therapy, CPT-C = CPT-Cognitive Only, CPT-SA = CPT-Sexual 
Assault, CQW = Challenging Questions Worksheet, DOD =
Department of Defense, DSM-IV = Diagnostic and Statistical 
Manual of Mental Disorders-Fourth Edition, EBP = evidence-
based psychotherapy, ITT = intent-to-treat, MA = minimal 
attention, OEF = Operation Enduring Freedom, OIF = Opera-
tion Iraqi Freedom, PCL = Posttraumatic Stress Disorder 
Checklist, PE = prolonged exposure, PTSD = posttraumatic 
stress disorder, RCT = randomized controlled trial, T1 = initial 
survey, T2 = follow-up survey, TBI = traumatic brain injury, 
VA = Department of Veterans Affairs, WA = written account.
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On the national VA level, there have been program-
matic initiatives to help promote the implementation of 
evidence-based psychotherapies (EBPs) that have had a 
positive effect on the CPT dissemination initiative and 
implementation of CPT within VA. For example, local 
EBP coordinators have been placed at each VA medical 
center to serve as an advocate and clinical champion for 
EBPs at the local level and to promote clinical infrastruc-
tures (e.g., 60–90 min weekly clinics) that support the 
delivery of EBPs. Local EBP coordinators disseminate 
information about empirically supported treatments, help 
facilitate the local recruitment of clinicians to be trained 
in CPT and other EBPs, and serve as a local advocate to 
troubleshoot barriers to implementation and promote sus-
tainability. Throughout VA, emphasis on EBP implemen-
tation has significantly increased, with facility-specific 
performance measures and metrics to track implementa-
tion. These efforts reinforce the goals of the CPT initia-
tive and help promote a consistent message as to the 
importance of including EBP in the treatment options for 
Veterans with PTSD.

TREATMENT  OVERVIEW

CPT is a predominantly cognitive treatment for indi-
viduals with PTSD and related symptomatology, such as 
depression, anxiety, and guilt [1]. CPT consists of 12 weekly
sessions delivered in a manualized, serial format. CPT 
can be delivered in group, individual, or combined group 
and individual formats. In sessions 1 through 4, patients 
are educated regarding the theory behind CPT and asked 
to explore the “meaning” of their traumas by writing an 
impact statement discussing why they believe the trau-
matic event occurred and how the event has shaped their 
beliefs about self, others, and the world, particularly in 
the areas related to safety, trust, power/control, esteem, 
and intimacy. Next, patients are taught the connection 
between events, thoughts, and feelings through the use of 
the A-B-C Sheet, and together with the therapist, they 
begin to identify places where the patients have become 
“stuck” in their thinking. Specifically, they learn to iden-
tify “stuck points,” which are thoughts related to interpre-
tations of their traumatic event, such as “It was my fault 
the trauma happened,” or thoughts of how they view 
themselves and the world now based on their traumatic 
experiences, such as “I can’t trust anyone” and “I am 
worthless.” Finally, the patients write detailed accounts 

of the most traumatic incident, including sensory details, 
thoughts, and feelings. (Note: in the CPT-Cognitive Only 
[CPT-C] version, no traumatic accounts are written.) At 
the same time, the therapist uses Socratic dialogue to 
help the patients begin to analyze their stuck points and 
to view past, present, and future events with a more bal-
anced interpretation.

In sessions 5 through 7, the core cognitive therapy 
skills are taught, including use of the Challenging Ques-
tions Worksheet (CQW) to examine a single belief. The 
CQW consists of ten questions that help the Veterans 
evaluate their stuck points from a number of angles, 
including looking at the evidence for and against the 
belief, examining the context from which the belief was 
formed, and identifying how much the belief is based on 
feelings rather than thoughts, for example. In session 6, 
the Patterns of Problematic Thinking worksheet is intro-
duced to allow patients to become familiar with common 
faulty thinking patterns that can interfere with recovery 
from PTSD. The Veteran examines each stuck point to 
see which of seven patterns are being activated, such as 
overgeneralizing from a single incident, thinking in terms 
of black/white or right or wrong, or emotional reasoning. 
Finally, the Challenging Beliefs Worksheet (CBW) is 
introduced, which incorporates all of the prior work-
sheets and allows patients to not only challenge their 
beliefs but also to identify more realistic and balanced 
beliefs and their related emotions.

In sessions 8 through 12, using the CBW, patients 
focus their thought examination in each of five key areas, 
including safety, trust, power/control, esteem, and inti-
macy. In session 12, the patients rewrite their impact 
statement and compare it with the version written at the 
beginning of the therapy. This allows the patients to 
clearly recognize the changes in their thoughts, feelings, 
and behaviors. Finally, the therapist and patients look to 
the future and identify any areas that may continue to be 
problematic for the patients and discuss ways that they 
can manage these issues using the CPT principles.

When CPT or CPT-C are administered in group, the 
same session structure is used either in the group only or 
group and individual combined formats. In neither case 
are the trauma accounts discussed in group, thus reducing 
the likelihood of secondary traumatization occurring, and 
allowing the group focus to remain on moving toward 
healthier thinking patterns. If patients write their trauma 
accounts, the therapist reviews them out of session and 
provides written feedback to the patient with support, 



669

CHARD et al. Dissemination of CPT
questions, and suggestions for areas that might contain 
stuck points. When group and individual therapies are 
combined, the patients can read their trauma accounts in 
the individual session as outlined in the clinical practice 
guidelines.

EVIDENCE BASE FOR COGNITIVE PROCESS-
ING THERAPY

The efficacy and effectiveness of CPT has been dem-
onstrated in a wide range of traumatized populations, 
including female rape victims, childhood sexual abuse 
survivors, and combat Veterans. Using a sample of 
female rape victims, Resick et al. compared CPT with PE 
and a minimal attention (MA) control group in a random-
ized controlled trial (RCT) [2]. Analysis of the intent-to-
treat (ITT) sample, which included those who never 
started the treatment and those who dropped out, demon-
strated that both CPT and PE led to significant reductions 
in PTSD and depressive symptoms posttreatment (CPT 
vs MA: g = 0.84–1.22; PE vs MA: g = 0.57–0.74) and at 
3- and 9-month follow-up. Additional analyses indicated 
that CPT resulted in small but positive effect-size differ-
ences for PTSD, depression, and guilt measures at post-
treatment, 3 months, and 9 months, indicating modestly 
greater symptomatic improvement relative to the partici-
pants in the PE condition. Monson et al. conducted an 
RCT comparing CPT with a wait-list control in Veterans, 
primarily Vietnam war Veterans who had chronic mili-
tary-related PTSD [3]. The Veterans who received CPT 
had a significant reduction in severity of PTSD symp-
toms over time as compared with the wait-list control 
group (g = 1.01–1.12). Of the ITT sample, 40 percent did 
not mot meet criteria for PTSD after engaging in CPT 
treatment.

CPT has also been shown to be efficacious with sam-
ples of childhood sexual abuse survivors [4]. Chard stud-
ied an adaptation of CPT (CPT-Sexual Assault [CPT-SA]) 
for survivors of sexual assault that combined individual 
and group treatment. In this study, CPT-SA was com-
pared with a wait-list control group in an RCT. For those 
in the treatment group, symptoms of PTSD (d = 1.52–
1.55), depression (d = 1.42), and dissociation (d = 0.91) 
significantly declined at posttreatment and continued to 
decline at 3-month follow-up. Treatment gains were 
maintained when assessed at 1-year follow-up.

A dismantling study was conducted to better under-
stand how the components of CPT contributed to treat-
ment outcome in a sample of adult women with a history 
of sexual or physical assault [5]. In an RCT, the full pro-
tocol of CPT was compared with a CPT-C condition that 
excluded the trauma written account (WA) and a trauma 
WA-only condition. For CPT and CPT-C groups, treat-
ment sessions were held twice weekly for 50 min; for the 
WA group, after the first week sessions were held once 
per week for 2 hours over the 6-week treatment. Contrary 
to the hypothesis that the full CPT protocol would lead to 
superior treatment outcomes over the component condi-
tions, participants in all three treatment groups demon-
strated significant decline in PTSD symptoms 
posttreatment (CPT: g = 1.1; CPT-C: g = 1.1; WA: g = 
0.7) and at follow-up (CPT: g = 1.2; CPT-C: g = 1.1; WA: 
g = 1.0). Furthermore, over the course of treatment, the 
CPT-C group had significantly larger reductions in PTSD 
than the WA condition and achieved clinically significant 
reductions in PTSD symptoms faster than either the CPT 
or WA groups. Overall, the outcomes for the CPT and 
CPT-C conditions did not differ significantly. Resick et 
al. concluded that while the WA condition had good out-
comes, the CPT-C condition did even better, with both 
CPT and CPT-C appearing to be comparably effective in 
treating PTSD [5]. Thus, it was suggested that the trauma 
WA may not be a necessary component for all patients, 
though some may benefit by writing their trauma account 
if they need to reconstruct the event and/or access emo-
tions that have been avoided.

In addition to RCTs, CPT has also been examined 
extensively in clinical settings with Veterans. In an outpa-
tient setting, both Vietnam war and Operation Iraqi Free-
dom (OIF) and Operation Enduring Freedom (OEF) 
Veterans receiving CPT demonstrated significant drops in 
PTSD and depressive symptoms from pre- to posttreat-
ment [6]. In another study, male patients with comorbid 
PTSD and traumatic brain injury (TBI) who received 
CPT-C, augmented by psychoeducation groups, speech 
therapy, and cognitive retraining, in a PTSD and TBI resi-
dential setting showed significant improvements in PTSD 
symptoms [7]. In this study, 28 male patients with a his-
tory of mild TBI were compared with 14 male patients 
with a history of moderate or severe TBI, and results 
showed that although both groups improved from pre- to 
posttreatment, patients with a moderate or severe TBI 
showed significantly more improvement in PTSD and 
depressive symptoms than patients with mild TBI. 



670

JRRD, Volume 49, Number 5, 2012
Finally, a recent study by Alvarez et al. demonstrated that 
group CPT in a male residential program was superior to 
trauma-focused group treatment as usual with respect to 
PTSD and depressive symptoms, coping, and psychologi-
cal distress [8]. Given the evidence that CPT is effective, 
it is important to train clinicians so this treatment is avail-
able to patients with PTSD.

METHODS

VA Cognitive Processing Therapy Training Initiative
As part of its efforts to make EBPs widely available 

to Veterans, VA has established a national policy that 
requires that all Veterans with PTSD have access to CPT 
or PE. To that end, in 2006, VA established a national 
CPT training initiative with the goal of disseminating and 
implementing CPT throughout the VA healthcare system 
(see Karlin et al. [9]). As of August 31, 2011, the CPT 
rollout trainers have provided training to over 3,000 men-
tal health staff through 61 rollout and 59 nonrollout 
workshops. In addition, the trainers have provided CPT 
training to over 2,400 mental health clinicians in DOD 
and over 400 mental health clinicians in the community. 
In the VA rollout, the training process for clinicians 
includes attending a 3-day workshop and then participat-
ing in 6 months of weekly telephone consultation with 
one of the expert CPT trainers or consultants. Clinicians 
must complete at least two CPT individual cases or one 
CPT group while participating in consultation. After 
completing the training requirements, they can formally 
apply to be designated as a “CPT provider.” Initial pro-
gram evaluation data described elsewhere [9] have indi-
cated that the training and implementation of CPT has 
yielded significant and positive therapist, patient, and 
system outcomes. Next, we report on expanded program 
evaluation data.

Workshop Training Evaluation Surveys
As part of our efforts to monitor implementation, we 

collected two sets of surveys, the posttraining evaluation 
survey and the pre- and postworkshop clinical self-efficacy
therapist survey, from VA mental health clinicians who 
attended the CPT training workshops.

Posttraining Evaluation Survey
For continuing education unit accreditation purposes, 

the posttraining evaluation survey is administered at the 

conclusion of all formal rollout training program work-
shops. This survey includes a self-report assessment of 
the faculty members conducting the workshop, achieve-
ment of program objectives, and participant satisfaction 
with the CPT training. The items designed to assess the 
achievement of program objectives are rated on a 5-point 
scale ranging from “completely” to “not at all.” The 
items designed to assess the faculty and participant satis-
faction are rated on a 4-point scale ranging from 
“strongly agree” to “strongly disagree.”

Pre- and Postworkshop Clinical Self-Efficacy Therapist 
Survey

Since April 2010, the VA CPT training program has 
also administered pre- and postworkshop therapist sur-
veys designed to evaluate clinician self-efficacy in deliv-
ering CPT-specific skills and attitudes toward the CPT 
therapy. Clinician self-efficacy items are rated on a 6-point 
scale ranging from “not confident at all” to “extremely 
confident,” and the items measuring a clinician’s atti-
tudes toward the CPT therapy are rated on a 5-point scale 
ranging from “strongly disagree” to “strongly agree.”

Cognitive Processing Therapy Practice Survey
Early in the dissemination, we decided to conduct an 

informative process evaluation of the national rollout and 
incorporate salient programmatic changes based on the 
data collected from participants. The goal was to examine 
how clinicians are using CPT in their clinical practice, to 
identify the barriers to CPT implementation, and to assess 
the effectiveness of program administration refinement 
methods employed to address those barriers and for 
improving our ongoing dissemination efforts.

Thus, in March 2008, an initial CPT Practice Survey 
was sent to all VA mental health clinicians who attended 
any of the CPT national rollout training workshops held 
between July 2007 and March 2008. The anonymous 
online survey was developed and administered through 
the Inquisite Survey (Allegiance Inc; Austin, Texas) 
Internet software system, and CPT workshop attendees 
were invited to participate in the survey through email 
notifications. We solicited information from clinicians 
who had begun providing the therapy as well as from 
those who had not yet adopted CPT in their clinical prac-
tice. In addition to demographic and work-setting ele-
ments, the survey instrument contained items designed to 
assess various CPT caseload and service delivery compo-
nents, aspects that hinder implementation and prevent cli-
nicians from providing CPT within their clinical settings, 
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the use of postworkshop consultation calls, and adher-
ence to treatment protocol fidelity.

From an analysis of the initial survey (T1), we identi-
fied key implementation issues for program refinement. 
As will be discussed in detail in the “Refinements to 
Rollout” section, these included addressing the signifi-
cant barriers to implementation, such as clinicians not 
having enough time in their schedule to provide CPT to 
more patients, as well as their workload being too heavy 
to accommodate attendance on consultation calls and 
providing CPT to more patients. In addition, program 
enhancements were also made to address the consultation 
call scheduling issues identified, such as expanding the 
number of calls available and modifying the scheduling 
procedures to facilitate attendance.

In February 2011, we sent a follow-up survey (T2) to 
the same cohort of VA mental health clinicians trained 
between July 2007 and March 2008 for comparison pur-
poses in an effort to determine the effect of the program-
matic changes instituted. We developed and administered 
the anonymous online follow-up survey through the Sur-
veyMonkey (Portland, Oregon) Internet software system, 
and CPT workshop attendees were once again invited to 
participate through email notifications.

Also during February 2011, in addition to collecting 
follow-up data from those previously surveyed, we sent 
an initial CPT Practice Survey to all VA mental health 
clinicians who attended any of the CPT national rollout 
training workshops held between January 2009 and 
December 2010. This survey was administered as the 
baseline data for this cohort of clinicians, as well as for 
comparison purposes to the 2008 T1 cohort, to further 
determine the effect of the programmatic changes that 
were instituted. The anonymous online survey was 
administered through SurveyMonkey, and CPT workshop 
attendees were once again invited to participate through 
email notifications. As with the 2008 T1 and T2, infor-
mation was again solicited from clinicians who had 
begun providing the therapy as well as from those who 
had not yet adopted CPT in their clinical practice. In 
addition to the same demographic and work-setting ele-
ments, the 2011 T1 also contained items designed to 
assess various CPT caseload and service delivery compo-
nents, aspects that hinder implementation and prevent cli-
nicians from providing CPT within their clinical settings, 
the use of postworkshop consultation, and adherence to 
treatment protocol fidelity.

Measuring Patient Outcomes
The main goal of CPT is to reduce the patient’s psy-

chological distress caused by the symptoms of PTSD and 
related comorbid disorders. As a core component of the 
CPT dissemination initiative, evaluation efforts to assess 
patient clinical outcomes have also been implemented to 
determine the effect and demonstrate the effectiveness of 
the program in routine care conditions and practice set-
tings. These patient outcome data are collected during the 
consultation phase of the training program and include 
the total score for the Posttraumatic Stress Disorder 
Checklist (PCL) [10] and, when possible, the Beck 
Depression Inventory-II (BDI-II) [11].

The weekly version of the PCL is a standard outcome 
measure in the CPT protocol for assessing patient self-
reported PTSD symptoms. The PCL consists of 17 items 
corresponding to the PTSD symptom criteria specified in 
the Diagnostic and Statistical Manual of Mental Disor-
ders-Fourth Edition (DSM-IV) [12]. Items on the PCL 
are rated based on how much they bothered the patient on 
a 5-point scale, where 1 = not at all and 5 = extremely, 
yielding a total score ranging from 17 to 85. Among sam-
ples of Veterans, the PCL has demonstrated excellent 
internal consistency and test-retest reliability, as well as 
strong convergent and discriminant validity [10].

The BDI-II is an optional outcome measure in CPT, 
used when relevant to assess patient self-reported depres-
sion symptoms. The BDI-II is a 21-item self-report 
instrument that measures the severity of depression over 
the preceding 2 weeks. Items on the BDI-II are scored on 
a 4-point scale from 0 to 3, yielding a total score ranging 
from 0 to 63. The BDI-II, which is in line with the 
depression criteria of the DSM-IV [12], has demonstrated 
excellent internal consistency and test-retest reliability 
along with strong convergent validity [13].

RESULTS

Workshop Training Evaluation Surveys

Posttraining Evaluation Survey
Since January 2010, posttraining evaluation data 

have been collected from 448 participants at 14 CPT roll-
out training program initiative workshops. Of those who 
responded, more than 90 percent of workshop partici-
pants reported either “complete” or “mostly complete” 
achievement of all CPT training program objectives. In 
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addition, 96.2 percent of clinicians indicated “completely”
or “mostly complete” with respect to their ability to 
describe PTSD symptoms and the theory underlying CPT 
following the training, and 91.2 percent reported that, fol-
lowing the training, they have acquired “complete” or 
“mostly complete” knowledge and skills required to 
implement CPT with Veterans diagnosed with PTSD. 
Further, the overwhelming majority of clinicians sur-
veyed indicated that the teaching strategies used in the 
CPT training program were appropriate (mean ± standard 
deviation: 3.67 ± 0.09), the faculty effectively communi-
cated information (3.77 ± 0.12), they developed new 
skills and knowledge as a result of their participation in 
the workshop (3.67 ± 0.12), and the program was worth-
while (3.75 ± 0.09).

Pre- and Postworkshop Clinical Self-Efficacy Therapist 
Survey

The pre- and postworkshop therapist survey evalua-
tion data have been collected from 320 participants at
11 CPT rollout training program initiative workshops 
since April 2010. To investigate change over time, we used
repeated-measure t-tests to compare pre- and postwork-
shop data. Following the training, clinicians indicated a 
significantly higher level of confidence and greater 
degree of self-efficacy on all aspects of CPT-specific 
skills and the various structured assignment components 
of therapy implementation. Among these items were “use 
Socratic dialogue to help patients expand their perspec-
tive” (paired t(279) = 13.67, p < 0.001), “elicit and focus 
on patients’ specific cognitions or stuck points relevant to 
their trauma account” (paired t(279) = 17.62, p < 0.001), 
“assign and review an Impact Statement to explore the 
meaning of the trauma and identify stuck points” (paired 
t(279) = 18.42, p < 0.001), and “assign the [CBW] to 
assist the patient in examining stuck points and identify-
ing more balanced ways of interpreting situations” 
(paired t(273) = 20.78, p < 0.001). Clinicians also 
reported a significant increase in their ability to both 
explain CPT to patients (paired t(275) = 19.57, p < 0.001) 
and reduce symptoms of PTSD by using CPT (paired 
t(274) = 19.94, p < 0.001).

Clinician attitudes toward the utility and effective-
ness of CPT were also significantly higher following the 
workshop training. Included among these items were 
“adherence to the CPT protocol increases patient satisfac-
tion with therapy” (paired t(273) = 11.98, p < 0.001), 
“close adherence to the CPT protocol improves patient 

outcomes” (paired t(273) = 9.78, p < 0.001), and “CPT is 
an effective treatment for most patients visiting outpa-
tient PTSD clinics” (paired t(273) = 8.52, p < 0.001). Fur-
thermore, following the workshop, clinicians also 
indicated a significant decrease in their responses to the 
item “close adherence to ‘evidence-based therapy’ 
modalities increases therapist burnout” (paired t(273) = 
2.08, p < 0.001).

The workshop survey results suggest that attendees 
are highly satisfied with the quality of the workshop 
training and they report that they have developed new 
clinical skills as a result of their participation. Finally, 
attendees endorse a greater understanding of CPT and the 
effectiveness of the treatment protocol and report that 
they have acquired increased confidence regarding their 
therapeutic skill level and ability to provide CPT to their 
patients.

Cognitive Processing Therapy Practice Survey
In March 2008, an initial CPT Practice Survey was 

sent to all VA mental health clinicians who attended any 
of the CPT national rollout training workshops held 
between July 2007 and March 2008. Of the 753 clini-
cians we contacted, 325 completed T1, providing a 
response rate of 43.2 percent. The majority of clinicians 
who completed T1 were female (67.1%), and most 
respondents indicated that they were either a psycholo-
gist (44.0%) or a social worker (40.6%). In addition, their 
primary VA work setting was either a mental health clinic 
(51.5%) or a PTSD clinic (39.2%). With regard to imple-
mentation, among those survey respondents who have 
started using CPT, the most common format used with 
patients was individual CPT (81.7%), and the majority of 
clinicians reported that they would like to be using CPT 
with more patients (88.8%).

During February 2011, T2 was sent to the same 
cohort of VA mental health clinicians trained between 
July 2007 and March 2008 for comparison purposes to 
assess the effect of the programmatic changes instituted. 
Out of these 753 clinicians, 111 no longer had working 
VA email addresses and were lost to follow-up. Of the 
remaining 642 clinicians contacted, 237 completed T2, 
providing a response rate of 34.1 percent.

As was the case with T1, the majority of clinicians 
who completed T2 were female (68.9%), and most 
respondents indicated that they were either a psycholo-
gist (52.2%) or a social worker (39.0%). In addition, their 
primary VA work setting was either a mental health clinic 
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(23.2%) or a PTSD clinic (41.1%). With regard to
implementation, among those survey respondents who 
have started using CPT, the most common format of CPT 
used with patients was individual CPT (72.6%), and the 
majority of clinicians reported that they would like to be 
using CPT with more patients (70.8%). There were no 
significant differences between the group of clinicians 
who completed T1 and those who completed T2.

When examining the change in data from T1 to T2, 
we found several significant results. We observed sub-
stantial reductions in all of the most frequently reported 
reasons for not starting CPT with more patients, barriers 
to using CPT with more patients, and not attending CPT 
consultation calls. With respect to the reasons for not 
starting CPT with more patients, the two most frequently 
reported items were “having no or little room in their 
schedule” (T1 = 52.0%, T2 = 8.2%) and “workload is too 
heavy” (T1 = 44.0%, T2 = 8.7%). The endorsement of 
both items was significantly reduced at follow-up (2 = 
38.78, p < 0.001, and 2 = 25.97, p < 0.001, respec-
tively). When examining the data regarding the barriers 
for not using CPT with more patients, again the two most 
frequently reported items at T1 were “having no or little 
room in their schedule” (T1 = 55.4%, T2 = 38.4%) and 
“workload is too heavy” (T1 = 54.9%, T2 = 36.5%). 
Likewise, the frequency of clinician endorsement on both 
was significantly reduced at follow-up (2 = 12.04, p < 
0.001, and 2 = 14.01, p < 0.001, respectively). Finally, 
the two most frequently reported reasons for not attend-
ing consultation calls were “workload is too heavy” (T1 =
66.9%, T2 = 20.5%) and “not available during call times 
provided” (T1 = 18.5%, T2 = 7.8%). Once again, the 
endorsement of both of these items by clinicians were 
also significantly reduced at follow-up (2 = 72.83, p < 
0.001, and 2 = 8.94, p < 0.01, respectively). Because 
both the initial and follow-up CPT Practice Survey 
administrations were anonymous, conducting a repeated-
measures analysis of the data collected from the subset of 
therapists who completed both T1 and T2 was not possible.

Also during February 2011, in addition to collecting 
follow-up data from those previously surveyed, we sent 
an initial CPT Practice Survey to all VA mental health 
clinicians who attended any of the CPT national rollout 
training workshops held between January 2009 and 
December 2010. This survey was administered as the 
baseline data for this cohort of clinicians, as well as for 
comparison purposes to the 2008 T1 cohort, to further 
determine the effect of the programmatic changes that 

were instituted. Of these 1,153 clinicians, 46 were lost to 
follow-up and 541 of the remaining 1,107 clinicians
completed the survey, providing for a response rate of 
48.9 percent.

As was the case with both the 2008 T1 and T2, the 
majority of clinicians who completed the 2011 T1 were 
female (68.2%), were either a psychologist (42.1%) or 
social worker (50.4%), and reported that their primary 
VA work setting was a community-based outpatient 
clinic (29.2%) or PTSD clinic (24.6%). In addition, 
among those survey respondents who have started using 
CPT, the most common format of CPT used with patients 
was individual CPT (73.9%), and the majority of clini-
cians would like to be using CPT with more patients 
(70.8%). There were no significant differences between 
the group of clinicians who completed the 2008 T1 and 
T2 and those who participated in the 2011 T1.

In a similar fashion to the 2008 T1 versus T2 analy-
ses reported earlier, the 2011 T1 cohort data were also 
compared with the 2008 T1 cohort data to assess the 
effect that the dissemination program improvements have 
made over time regarding the previously identified barri-
ers to implementation. When comparing the responses to 
the 2008 T1 and the 2011 T1, we again observed positive 
changes in the perceived barriers to using CPT. For 
example, clinicians responding to the 2011 T1 were sig-
nificantly less likely to endorse barriers to starting CPT 
with more patients, barriers to using CPT with more 
patients, and reasons for not attending CPT consultation 
calls, as had been reported at the 2008 T1. With regard to 
the reasons for not starting CPT with more patients, the 
two most frequently reported items, “having no or little 
room in their schedule” (2008 T1 = 52.0%, 2011 T1 = 
6.5%) and “workload is too heavy” (2008 T1 = 44.0%, 
2011 T1 = 6.7%), were both significantly reduced at 2011 
T1 (2 = 63.83, p < 0.001, and 2 = 43.77, p < 0.001, 
respectively). When examining the data regarding the 
barriers for not using CPT with more patients, the two 
most frequently reported items by the 2008 T1 cohort 
were again “having no or little room in their schedule” 
(2008 T1 = 55.4%, 2011 T1 = 36.4%) and “workload is 
too heavy” (2008 T1 = 54.9%, 2011 T1 = 36.0%). The 
endorsement of both items by the 2011 T1 cohort was 
also significantly less frequent (2 = 21.22, p < 0.001, 
and 2 = 20.96, p < 0.001, respectively). Finally, with 
respect to the reasons for not attending consultation calls, 
the two most frequently reported items were “workload is 
too heavy” (2008 T1 = 66.9%, 2011 T1 = 8.7%) and “not 
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available during call times provided” (2008 T1 = 18.5%, 
2011 T1 = 3.1%). In addition to these items being among 
the least reported barriers by clinicians completing the 
2011 T1, they were also endorsed significantly less often 
than the 2008 T1 cohort (2 = 217.62, p < 0.001, and 2 = 
42.35, p < 0.001, respectively).

Patient Outcomes
Patient clinical outcome data are currently available 

on 374 Veterans treated by therapists participating in the 
rollout after their first two CPT cases that have completed 
the full treatment protocol. Of these Veterans, 86 percent 
were male and 14 percent were female. The majority 
were Caucasian (73%), 18 percent were African Ameri-
can, and only 5 percent were of Hispanic origin. More 
than half were married (60%), 24 percent were divorced, 
and 12 percent were single. The majority had either a 
high school education (44%) or completed some college 
(34%). The mean age of this group was 50 yr. In addition, 
40 percent of the Veterans served in the Vietnam war,
29 percent served in OIF/OEF, and 12 percent served in 
the Persian Gulf war. The majority of these Veterans 
received the CPT treatment protocol (73%), while 27 per-
cent received the CPT-C protocol. Furthermore, 64 per-
cent received individual therapy sessions, 30 percent 
participated in group therapy, and only 6 percent received 
a combination of individual and group sessions during 
treatment.

Overall, the pretreatment PCL score was 64.1 ± 
10.71 and the posttreatment PCL score was 45.2 ± 14.13 
(Figure 1). This 18.9-point change in PCL score was 
clinically meaningful and statistically significant (paired 
t(373) = 28.22, p < 0.001) and indicated a 29.5 percent 
reduction in self-reported PTSD symptoms. Furthermore, 
9.9 percent of the patients had a PCL score below the 
standard clinical PTSD cutoff score of 50 at initial ses-
sion, while 59.4 percent had a PCL score below the clini-
cal PTSD cutoff score of 50 at the final session. When 
these same data were examined by conflict era, similar 
patterns of improvement in PTSD symptoms were dem-
onstrated and the reduction in PCL scores were statisti-
cally significant for Vietnam war Veterans (paired t(148) =
16.40, p < 0.001), OIF/OEF Veterans (paired t(106) = 
16.42, p < 0.001), and Persian Gulf war Veterans (paired 
t(43) = 10.85, p < 0.001).

Pre- and posttreatment BDI-II scores were available 
for 53 of the 374 Veterans who completed CPT. For the 
overall group, the pretreatment BDI-II score was 30.9 ± 

10.96, which indicates a severe level of depression (stan-
dard clinical cutoff score range is 29–63), and the post-
treatment BDI-II score was 19.7 ± 10.13 (Figure 2), 
which indicates a mild level of depression (standard clini-
cal cutoff score range is 14–19). This 11.2-point change 
in BDI-II score was clinically meaningful and statisti-
cally significant (paired t(52) = 9.24, p < 0.001) and indi-
cated a 36.5 percent reduction in self-reported depression 
symptom severity. When these same data were examined 
by conflict era, similar patterns of improvement in 
depression symptom severity were demonstrated and the 
reduction in BDI-II scores were statistically significant 
for Vietnam war Veterans (paired t(19) = 5.35, p < 
0.001), OIF/OEF Veterans (paired t(19) = 5.66, p < 
0.001), and Persian Gulf war Veterans (paired t(6) = 4.02, 
p < 0.01).

DISCUSSION

Refinements to Rollout
We believe many of the positive changes observed 

between the two surveys were caused by specific efforts 
at both program administration and clinical and/or teach-
ing levels. For example, the commitment required by 
training attendees to participate in dissemination pro-
cesses was further emphasized and clarified, and clini-
cian workshop applicants and their supervisors were 
required to sign a training agreement prior to the clinician 
being accepted into the CPT program. This agreement 
served to document their commitment to following 
through with the training requirements after attending the 
workshop, which include completing CPT cases and 
attending weekly consultation calls. Additionally, the 
structure of the consultation calls was modified so that all 
training participants were assigned to a regular weekly 
call with the same training consultant each week. This 
change promoted more consistency in consultation 
because consultants were able to follow each caller’s 
cases. Because of high demand, the number of consulta-
tion call times available was significantly increased; cur-
rently, 58 calls are held each week. Finally, decentralized 
CPT training processes have been implemented to pro-
vide training capacity (i.e., regional trainers and consult-
ants) in each Veterans Integrated Service Network and 
Vet Center region, as well as DOD. The goal is to make 
CPT training more widely available with more CPT 
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expertise available at regional and local levels to broaden 
dissemination and promote sustainability.

In addition to the administration changes, supple-
mentary clinical education resources were developed to 
further enhance clinicians’ understanding of the treatment 
and their confidence and self-efficacy in implementing 
CPT. A manual was created to serve as a clinical and 
administrative resource for consultants and to standardize 
the consultation processes. More specifically, the manual 
addresses concerns about comorbidity and patient com-
plexity, discusses treatment rationale, and identifies ways 
to enhance patient motivation. To help clarify several of 
the key treatment concepts, such as stuck points, new 
help sheet guides for therapists and patients were devel-
oped to simplify complex concepts. To further enhance 
training efforts, additional video vignettes were devel-

oped to further demonstrate the implementation of CPT 
with individuals and groups at training workshops. In 
addition, bimonthly Live Meeting tutorials (live lecture 
by conference call accompanied by slides) are conducted 
on a variety of treatment-related topics, led by VA CPT 
trainers. Finally, we have launched the CPT Online 
Enhancement Course, which is a comprehensive, interac-
tive Web-based course for VA clinicians to refresh their 
CPT knowledge, review CPT concepts, and view video 
clips of workshops and sample therapy sessions.

Using Cognitive Processing Therapy in Clinical 
Practice

As the empirical and effectiveness research suggests, 
CPT can be used to treat PTSD and related symptoms 
(e.g., depression, guilt, dissociation, anger, and cognitive 

Figure 1.
Change in Posttraumatic Stress Disorder (PTSD) Checklist scores from initial therapy session to final therapy session for all cogni-
tive processing therapy (CPT) completers. OEF = Operation Enduring Freedom, OIF = Operation Iraqi Freedom.



676

JRRD, Volume 49, Number 5, 2012
distortions) for individuals who have experienced a variety
of traumas, including child abuse, rape, and combat. In 
addition, all of the CPT clinical trials discussed previ-
ously included patients with active substance abuse and 
this factor was not found to affect treatment outcome 
when analyzed in RCTs. Thus, CPT can be implemented 
with a wide range of patients seen frequently in clinical 
practice, using individual, group, or combined group and 
individual formats, once or twice a week. Even so, there 
are a few conditions in which CPT should not be initi-
ated, including with patients who are actively psychotic, 

those with unmedicated bipolar mania, those with active 
suicidal or homicidal intent, and those in need of sub-
stance dependence detoxification. In addition, while CPT 
can be used with patients with cognitive limitations, indi-
viduals with severe dementia and those who are com-
pletely illiterate would not be as appropriate for CPT 
because of the reliance on written homework assign-
ments. As noted previously, there has only been one 
study comparing CPT with another evidence-based treat-
ment (PE); thus, it is too early to say which patients are 
more appropriate for one treatment over the other [2]. 

Figure 2.
Change in Beck Depression Inventory-II scores from initial therapy session to final therapy session for all cognitive processing ther-
apy (CPT) completers. OEF = Operation Enduring Freedom, OIF = Operation Iraqi Freedom.
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Attempts are currently being made to replicate this com-
parison study with Veterans, and if completed, this infor-
mation will help to inform clinicians as to which therapy 
may work better for which type of patient.

CONCLUSIONS

CPT is a well-established treatment for PTSD, and 
the VA dissemination of CPT has significantly increased 
Veteran access to evidence-based treatments for PTSD. 
Initial data suggest that most clinicians who have been 
trained in CPT have adopted it as part of their standard 
clinical practice, and the patients they treat are showing 
solid improvements in their PTSD and depressive symp-
tomotology. Future areas of focus for CPT dissemination 
in VA will include expanding decentralized training and 
consultation capacity and evaluating the effectiveness 
thereof; implementing supplemental training resources 
for solidifying and expanding learned skills, such as 
deploying the CPT online enrichment course; and pro-
moting sustainability. In addition to continued efforts by 
the dissemination team, there are currently more than a 
dozen funded RCTs of CPT examining issues such as 
group versus individual CPT, CPT with OIF/OEF combat 
Veterans, variable length CPT, CPT delivered through 
telehealth, CPT with or without TBI, and CPT in combi-
nation with other treatments for smoking or alcohol 
abuse. We anticipate that additional data from these stud-
ies, as well as clinic-based effectiveness studies (e.g., 
Alvarez et al. [8] and Gilman et al. [14]), will be avail-
able over the next several years that will shed further 
light on the effectiveness of CPT for a variety of popula-
tions and traumas. Continued research on and evaluation 
of the effectiveness of CPT, the mode of delivery of CPT, 
and real-world implementation of CPT will improve the 
quality of care for PTSD and evidence-based treatment 
accessibility for all Veterans.
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