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Abstract

Posttraumatic stress disorder (PTSD) is a debilitating psychiatric disorder that affects 6% of U.S. adults, yet is treated in
only 30% of affected individuals and even fewer low-income individuals. One third of the nation’s low-income individuals
are treated in Federally Qualified Health Centers (FQHCs). Most of these facilities lack capacity to provide their patients
with first-line, evidence-based treatments for PTSD such as Prolonged Exposure (PE). To address this problem, PE has been
adapted for use in a primary care setting and demonstrated efficacy in a brief model for military service members (PE in
Primary Care: PE-PC). The effectiveness of this treatment in civilian, low-resource settings such as FQHCs is unknown. This
pilot study tested the feasibility and acceptability of PE-PC in 30 Michigan FQHC patients. High rates of therapy participa-
tion suggest that the intervention was feasible and acceptable. Semi-structured interview data from 10 patients and 5 FQHC
providers indicated that the intervention was helpful and filled a critical need for effective PTSD treatment in the FQHC
setting. Interviews also elucidated barriers such as transportation, provider training, and time commitment for patients and
providers. These findings set the stage for a full-scale randomized controlled trial to test the effectiveness of PE-PC on PTSD
symptoms in this low-resource, high-need setting.

Trial registry ClinicalTrials.gov Identifier: NCT03711266. October 18, 2018.

Keywords Posttraumatic stress disorder - PTSD - Federally Qualified Health Center - Trauma-focused treatment -
Prolonged exposure - Stepped care

Posttraumatic stress disorder (PTSD) is a debilitating psy-
chiatric disorder that affects 14.3 million U.S. adults (Gold-
stein et al., 2016; Hale et al., 2018) and is likely to increase
due to the COVID-19 pandemic (Liu et al., 2020). PTSD
is associated with myriad problems including decreased
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quality of life (Schnurr et al., 2009), increased risk of later-
life physical disability (Byers et al., 2014), lost productiv-
ity (Adler et al., 2011), and increased risk of suicide (Nock
et al., 2014). Unfortunately, only 30% of individuals with
PTSD receive treatment in a given year (Hale et al., 2018),
and low-income individuals are 30% less likely to receive
treatment (Sripada et al., 2015). Critically, previous research
demonstrates that low-income individuals experience dispro-
portional mental health burden following national disasters
(Bonanno et al., 2007), making it likely that they will experi-
ence heightened rates of PTSD in response to the COVID-19
pandemic (McGinty et al., 2020). Thus, there is a pressing
need to improve PTSD treatment delivery for these individu-
als and develop feasible models for implementation (Rauch
et al., 2020).

One third of the nation’s low-income individuals are
treated in Federally Qualified Health Centers (FQHCs),
which receive federal funds to provide primary care services


http://crossmark.crossref.org/dialog/?doi=10.1007/s10488-022-01195-1&domain=pdf

Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:722-734 723

in underserved areas. Highlighting health disparities in
access to services, 91% of FQHC patients are low-income,
63% are racial/ethnic minorities, and 20% of them screen
positive for PTSD (Meredith et al., 2016). Despite this ele-
vated prevalence, treatment for PTSD is severely limited at
FQHCs (Meredith et al., 2009). Furthermore, community
mental health providers rarely have training in efficacious
PTSD treatments, and community dissemination and imple-
mentation efforts have had mixed success (Ruzek & Rosen,
2009). FQHCs do not have the capacity to provide first-line,
evidence-based treatments for PTSD such as Prolonged
Exposure (PE), which requires specialized training and
90-min sessions. Although one non-trauma-focused PTSD
treatment has recently been piloted in the primary care set-
ting (Jain et al., 2020; Smith et al., 2020), no first-line PTSD
treatment other than PE-PC (Cigrang et al., 2017) has been
tested in the primary care or FQHC setting. Therefore, there
is significant need for an adapted first-line, trauma-focused
treatment to be delivered in FQHCs.

Prolonged Exposure is a first-line trauma-focused treat-
ment for PTSD that has three core components: in vivo
exposure, imaginal exposure, and emotional processing.
In vivo exposure is the repeated and systematic approach
to objectively safe people, places, objects, and situations
that are avoided because they remind individuals of their
trauma. Imaginal exposure is the repeated and systematic
approach to the trauma memory and related thoughts and
feelings. Emotional processing is the confrontation with and
expression of trauma-related thoughts and feelings in order
to incorporate corrective information into trauma-related
fear structures (Foa et al., 2007). PE has substantial evi-
dence supporting its efficacy (Cusack et al., 2016; Foa et al.,
2005). It is recommended as a first-line treatment by the
American Psychological Association, International Society
for Traumatic Stress Studies, Veterans Health Administra-
tion, and Department of Defense (APA, 2017; ISTSS, 2020;
VA/DoD, 2017) and has high strength of evidence according
to a recent systematic review by the Agency for Healthcare
Research and Quality (Forman-Hoffman et al., 2018). PE
has been demonstrated efficacious in veterans (Rauch et al.,
2019) and civilians (Foa et al., 2005) and via telehealth
(Morland et al., 2020), with an effect size of 1.37 (Foa et al.,
2005). However, PE is only delivered by specialized provid-
ers and is not available to the vast majority of individuals
with PTSD (Finley et al., 2018). Consequently, strategies are
needed to improve the scalability of PE by adapting it to fit
the delivery setting.

Standard PE requires 90-min sessions and cannot be
delivered in faster-paced primary care settings. Because
PTSD is most often detected in primary care (Greene et al.,
2016), an on-site adaptation is needed to extend its reach.
Moreover, since standard PE requires specialized train-
ing, supervision, and consultation, few community-based

clinics offer it (Finley et al., 2018; Wolitzky-Taylor et al.,
2015). Thus, most individuals with PTSD do not have access
to efficacious psychotherapeutic treatment options. PE in
Primary Care (PE-PC) is an adapted version of PE that
includes all its effective components (Cigrang et al., 2017).
This intervention represents a psychotherapeutic advance-
ment in PTSD treatment specifically designed for primary
care that can be seamlessly integrated and delivered in the
FQHC setting. PE-PC comprises four to eight, 30-min ses-
sions consisting of in-vivo and narrative exposure. PE-PC is
efficacious among military service members: a randomized
controlled trial with minimal exclusion criteria demonstrated
that PE-PC significantly reduces PTSD and other mental
health symptoms, as compared to treatment as usual (i.e.,
between group effect of Cohen’s d=0.55) (Cigrang et al.,
2017). Attrition from PE-PC was only 12%, compared to the
typical 20-40% attrition in Standard PE. Ninety-four percent
of patients received at least one session and 82% completed
all four weekly sessions (Cigrang et al., 2017). Nonetheless,
further effectiveness data specific to the FQHC setting are
critically needed.

The purpose of the current study was to determine the
feasibility and acceptability of PE-PC in the FQHC setting.
The rationale is that adapted brief evidence-based interven-
tions for PTSD can improve treatment access and efficiency
for low-resource settings. This approach has the potential
to improve the scalability of PTSD treatment by minimiz-
ing required resources while maximizing effectiveness. We
also assessed the impact of PE-PC on PTSD and depression
symptoms. We hypothesized that PE-PC would be feasible
and acceptable to patients and FQHC providers. We fol-
lowed the Transparent Reporting of Evaluations with Non-
randomized Designs (TREND) statement (Des Jarlais et al.,
2004) in reporting methods and results of this study.

Materials and Methods
Participants

The sample was designed with minimal exclusion criteria to
be representative of FQHC patients with PTSD. Inclusion
criteria for PTSD symptoms was a score of 33 or above on
the PTSD checklist for DSM-5 (PCL-5; see Measures), when
anchored to an index trauma meeting Al criteria (Weath-
ers et al., 2013). Patients were also required to be 18 years
or older, receive care at one of the participating FQHCs,
and have psychotropic medication stability for at least four
weeks. Patients were excluded if they were: (1) substantially
cognitively impaired (according to the study investigator),
(2) unable to agree to study procedures for any reason, (3)
at high risk of suicide, (4) currently engaged in a different
trauma-focused behavioral treatment (such as Prolonged
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Exposure or Cognitive Processing Therapy), or (5) had a
comorbid disorder that required a higher level of care (e.g.,
severe substance use disorder or psychotic disorder). We
also decided partway through the study to exclude patients
with unstable housing, because these patients were having
difficulty engaging in trauma-focused treatment while focus-
ing on obtaining stable housing.

Recruitment

FQHC staff screened patients for PTSD using a brief, six-
item screener (PTSD Checklist 6-item; Lang & Stein, 2005).
Patients who screened positive received a warm handoff
(via phone call or page) to a study research assistant, who
described the study and completed the remaining screening
items with the patient over the phone. Patients were also able
to self-refer by contacting the research assistant via phone
or through the email listed on fliers placed in clinic waiting
rooms. The research assistant determined patient eligibil-
ity, reviewed with the patient a comprehensive information
sheet about the project, and conducted baseline assessment
of demographic information, PTSD symptoms, and second-
ary outcomes (see Measures).

Setting

Patients were recruited from the following FQHCs: Family
Medical Center of Michigan, Hamilton Community Health
Network, and Family Health Care. The Family Medical
Center of MI, Inc. is a not-for-profit FQHC that provides
medical and dental services to adults and children in Mon-
roe, Lenawee, and southwestern Wayne counties in south-
eastern Michigan. Hamilton Community Health Network is
a non-profit organization that provides comprehensive, com-
munity-oriented health care to underserved, primarily urban-
residing individuals in Genesee County. Family Health Care
provides integrated and comprehensive healthcare services
to patients at health centers and outreach centers in Lake,
Newaygo, Wexford and Missaukee counties. All clinic loca-
tions had dedicated telehealth rooms for video visits between
the patient and the University of Michigan telepsychologists.

Procedure

PE-PC was delivered by experienced University of Michi-
gan telepsychologists via telehealth (BlueJeans). Interactive
video technology is widely available in FQHCs (Fortney
et al., 2020) and randomized clinical trials have demon-
strated equivalency of standard PE (Acierno et al., 2017,
Morland et al., 2020) and other trauma-focused treatments
(Morland et al., 2014, 2015) when delivered by telehealth
versus in-person. Initially, telehealth sessions were delivered
only to the FQHC. However, at the onset of the COVID-19
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pandemic in March 2020, we began offering telehealth ses-
sions to patients’ homes, depending on patient preference
and FQHC availability. This strategy is sustainable because
telehealth-delivered psychotherapy interventions are now
fully reimbursable in the state of Michigan (MDHHS, 2020).

Qualitative Data Collection

In this explanatory sequential design (Fetters et al., 2013),
qualitative data was used to explore the concept of patient
engagement. We conducted semi-structured 30-min inter-
views with 10 patients and five FQHC providers. Patient
interviews focused on the experience of treatment, treatment
satisfaction, barriers to treatment engagement (e.g., schedul-
ing, time, finances, transportation, or childcare), and sug-
gestions for overcoming barriers. Provider interviews were
guided by the Consolidated Framework for Implementation
Research (CFIR), a meta-theoretical framework that serves
as a practical guide for assessing barriers and facilitators to
prepare for implementation (Damschroder et al., 2009). We
designed provider interview guides to encompass the key
constructs of Patient Needs and Resources, Implementation
Climate (Tension for Change and Compatibility), and Avail-
able Resources. We conducted interviews with a purposively
selected sample of patients who engaged (n="7) and did not
engage (n=3) in the intervention, where engagement was
defined as attending at least one PE-PC session. The aim
was to achieve maximum variation in the patient sample so
that we had the broadest understanding of patient experi-
ences. Non-engagers were not asked about their experience
of treatment or treatment satisfaction. To achieve maximum
variation in provider interviews, we interviewed 1-2 provid-
ers from each FQHC (n=35). Interview guides were refined
after the initial patient and provider interviews.

All patients were recruited by email and interviewed
via telehealth or telephone. Interviews were conducted by
the PI, the project coordinator, and a research assistant. All
interviewers received standardized training in conducting
qualitative interviews.

Qualitative Data Analysis

Qualitative data collection, coding, analysis, and inter-
pretation were integrated activities, ensuring that the
interpretation of findings was well grounded in the data.
Interview audio recordings were summarized using struc-
tured templates. All interviews were coded by two quali-
tative analysts and discrepancies were resolved through
consensus. To facilitate interview coding, we created a
summary template that contained the following columns:
CFIR construct (or patient interview domain), sample
interview question targeting the construct, key points,
and exemplar quotations. Summaries were subsequently
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consolidated into matrices by participant type in order to
identify commonly occurring themes and allow compari-
son across groups (Gale et al., 2019). The analytic team
collaboratively and iteratively reviewed, discussed, and
sorted the data to refine the list of themes and highlight
the most salient quotes.

Intervention

Treatment content for PE-PC is drawn from the Standard
PE model and condensed so as to deliver the most effica-
cious components of PE in a brief format (Cigrang et al.,
2017). PE-PC consisted of four to six weekly 30-min ses-
sions that occurred over a maximum of eight weeks. Study
treatment followed the standardized PE-PC manual and
workbook, which was provided to the patient by the FQHC
or emailed/mailed directly to the patient’s home. In vivo
and narrative exposure were introduced at the first session
and reviewed at sessions 2—6. To conduct in vivo exposure,
patients repeatedly and systematically approached objec-
tively safe people, places, objects, and situations that they
previously avoided because these stimuli reminded them of
their trauma. To conduct narrative exposure (a modification
of imaginal exposure), patients repeatedly and systemati-
cally approached their trauma memory and related thoughts
and feelings.

In an optional “Session 0,” the therapist reviewed the
patient’s PCL-5 responses, provided psychoeducation about
PTSD, and provided an overview of the treatment model.
During the first PE-PC session, the therapist reviewed the
“Confronting Uncomfortable Memories” activity work-
book, which was to be completed at home and brought
back for use in subsequent sessions. The workbook asked
the patient to write a detailed first-person narrative of the
event associated with the greatest level of current distress.
Emotional processing questions were also included. In addi-
tion, the therapist and patient collaboratively planned for
in vivo exposure activities between sessions. The patient
was instructed to complete the memory exposure for 30 min
each day between sessions. At the second PE-PC session, the
therapist and patient collaboratively reviewed the patient’s
homework. The patient then read the narrative and his or
her answers to the emotional processing questions out loud
and they processed the exercise with the therapist. Practice
continued between sessions. This session format and content
were repeated at the third through sixth sessions. At the con-
clusion of PE-PC, patients who desired additional treatment
for co-occurring mental health concerns received referrals
to local mental health resources.

Therapist Training and Fidelity

Study therapists received manualized training by the treat-
ment developer and six months of weekly consultation in
PE-PC prior to the initiation of the study. During the training
phase, they completed at least two training cases and dem-
onstrated fidelity to the therapy model. Consultation calls
occurred bi-weekly throughout the study period. Fidelity
was assessed by review of progress notes. For each PE-PC
session, four dichotomous items for therapist adherence were
generated from session outlines and materials to include crit-
ical session-specific topics. This yielded Session-Specific
Adherence Rating Scales.

Objectives

The objective was to determine the feasibility and accept-
ability of PE-PC. We hypothesized that patients and FQHC
staff would view the intervention as helpful and sustainable
in practice.

Outcomes

Consistent with the purpose of a pilot study, the primary
outcomes were feasibility and acceptability (Arain et al.,
2010). Specific feasibility outcomes included the number
of patients screened, number meeting inclusion criteria,
identified barriers to participation, adherence of patients to
the proposed treatment (measured via number of sessions
attended), standard deviation of the proposed outcome meas-
ure, response rates to questionnaires, and loss to follow-up
(Arain et al., 2010). Although this was a feasibility study
and not an effectiveness study, scores on PTSD and depres-
sion symptom measures were also assessed. Such assess-
ment allows confidence interval estimation to guide future
randomized controlled trials (Lancaster et al., 2004).

Measures

All measures were administered at baseline, 2-month fol-
low-up, and 4-month follow-up, through Qualtrics. Patients
had the option to complete the measures online or to report
responses over the phone to the study research assistant, who
entered answers into Qualtrics. Participants were compen-
sated $30 for completing each of the three assessment batter-
ies and another $30 if they participated in a semi-structured
interview.

The PCL-5 (Weathers et al., 2013) is a 20-item self-report
measure of PTSD symptoms as defined by the DSM-5. Each
item of the PCL-5 is scored on a five-point scale ranging
from O (“not at all”) to 4 (“extremely”). The PCL-5 has
strong internal consistency, test—retest reliability, and con-
vergent and discriminant validity (Blevins et al., 2015; Bovin
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et al., 2016). Patients were prompted to respond to PCL-5
items in reference to their index trauma. To be included in
the study, patients were required to score >33, which indi-
cates a probable diagnosis of PTSD (Bovin et al., 2016).
The PHQ-9 is a 9-item measure of depression with excel-
lent internal and test-retest reliability as well as construct
and criterion validity (Kroenke et al., 2001) that effectively
detects treatment changes in depression in primary care set-
tings (Lowe et al., 2004; Richards et al., 2008). Alcohol use
was measured by the Alcohol Use Disorders Identification
Test (AUDIT; Saunders et al., 1993). Change in functional
status was measured by the Short Form 12 (SF-12; Jenkin-
son et al., 1997), which assesses (1) physical functioning;
(2) role-physical; (3) bodily pain; (4) general health; (5)
vitality; (6) social functioning; (7) role-emotional; and (8)
mental health. We computed the Physical and Mental Health
Composite Scores from the 12 questions. Patient Satisfaction
(at 2- and 4-month follow-up) was measured via two ques-
tions from the CAHPS-ECHO (AHRQ, 2003). Specifically,
patients were asked, “Using any number from 0 to 10, where
0 is the worst mental health care possible and 10 is the best
mental health care possible, what number would you use to
rate the mental health care you received?” and “How much
were you helped by the mental health care you received?
Would you say not at all, a little, somewhat, or a lot?” We
also collected baseline demographic information including
age, gender, race, ethnicity, marital status, income, educa-
tion, occupational status, and health insurance coverage.

Sample Size

We aimed to recruit 40-50 patients. However, due to FQHC
constraints during the COVID-19 pandemic, we were only
able to recruit 30 patients. Of note, N =30 was the median
sample size per arm for trials with continuous outcome
measures in a review of 79 feasibility trials (Billingham
et al., 2013).

Quantitative Methods

Descriptive statistics and unadjusted PCL-5 scores were
used for primary outcomes of feasibility and acceptability.

Regulatory Approval

We received an IRB exempt determination from the Uni-
versity of Michigan, per the University of Michigan “flex-
ibility initiative” Exemption 5 for State of Michigan pro-
jects, which extends federal exemption category 5 at 45
CFR 46.104(d) to cover public benefit and service programs
sponsored by the State of Michigan. This exemption covers
research and demonstration projects that are conducted or
supported by a State of Michigan department or agency and

@ Springer

that are designed to study, evaluate, improve, or otherwise
examine public benefit or service programs. Although an
exemption determination eliminated the need for ongoing
IRB review and approval, this exemption still obligated
the study team to abide by generally accepted principles of
responsible and ethical conduct of research, as specified in
the Belmont Report.

Results
Participant Flow

Participant flow is displayed in a CONSORT diagram (see
Fig. 1). Seventy-eight patients were referred to the study and
assessed for eligibility. Of those, 26 did not meet inclusion
criteria, five declined to participate, and 12 could not be
contacted for follow-up. Reasons for exclusion are listed in
Fig. 1. Thirty-five patients were enrolled; however, five were
removed by the study therapist prior to intervention initia-
tion and were not included in the final analysis. Of these five
patients, one did not have a Criterion A trauma, three had a
comorbid condition requiring a higher level of care (active
psychotic symptoms; severe emotion dysregulation), and one
was deemed to be at high risk for suicide. Of the 30 patients
allocated to the intervention, 19 initiated PE-PC and 11
dropped out prior to engaging in treatment. Twenty patients
(67%) completed follow-up assessment at 2-months and 17
patients (57%) completed follow-up assessment at 4-months.

Recruitment

Patients were recruited from December 2018 to July 2020
and follow-up was completed in November 2020.

Baseline Data

The sample was representative of the FQHC population
(see Table 1): 70% were not employed, 67% reported
an income below the federal poverty guideline, 77%
received Medicaid and 13% were covered by Medicare.
Patients were 83% female, 40% African-American, and
13% Hispanic. Mean age was 41. The majority of partici-
pants identified a childhood traumatic event as the index
trauma (nine experienced childhood sexual abuse, three
experienced another form of child abuse, and eight expe-
rienced the sudden accidental or violent death of a family
member). Mean time since index trauma was 13.8 years
(SD=18.0). Mean baseline scores were 59.4 (SD=9.0) on
the PCL-5, 18.5 (SD=4.9) on the PHQ-9, 6.0 (SD=8.5)
on the AUDIT, 44.2 (SD=15.1) on the SF-12 Physical
Composite and 27.2 (SD=13.2) on the SF-12 Mental
Health Composite. We compared baseline characteristics



Administration and Policy in Mental Health and Mental Health Services Research (2022) 49:722-734

727

Assessed for eligibility (n=78)

*
*
*
*
.
*
*

Excluded (n=43)
Did not meet inclusion criteria (n=26)

Not at participating FQHC (n=8)
Under age 18 (n=3)

No criterion A trauma (n=2)

PCL-5 score <33 (n=3)

High suicide risk (n=1)

Engaged in another trauma-focused
treatment (n=1)

Not on stable dose of psychiatric
mediation (n=6)

Not available during therapy timeslots
(n=1)

Unstable housing (n=1)

Declined to participate (n=5)
Unable to contact (n=12)

v

[ Enrollment ] Enrolled (n=35)

Withdrawn by clinician (n=5)
+ No criterion A trauma (n=1)
+ Comorbid disorder requiring higher level

of care (n=3)

+ High suicide risk (n=1)

A 4

Allocated to intervention (n=30)
+ Received allocated intervention (n=19)

[ Allocation ] + Did not receive allocated intervention (n=11)

A

[2 Month FolIow-Up] + Lost to follow-up (n=10)

e Missed (n=5)

Completed 2-Month Follow-Up Assessment (n=20/30)

e Dropped out before follow-up window (n=5)

v

[4 Month FoIlow-Up] + Lost to follow-up (n=3)
e Missed (n=3)

Completed 4-Month Follow-Up Assessment (n=17/30)

[ Analysis ] Analyzed (n=30)

Fig.1 CONSORT diagram

of those lost to follow-up versus those retained. Patients  Quantitative Outcomes and Estimation

lost to follow-up at 2-months were more likely to be

unemployed (p <0.02, Fisher's exact test) and those lost ~ The primary outcomes were feasibility and acceptability

to follow-up at 4-months were more likely to be receiv-  (Arain et al., 2010). Seventy-eight patients were screened
ing Medicare (p <0.03, Fisher's exact test). There were no  and 35 (45%) met initial inclusion criteria. Only five patients
other differences in baseline characteristics. (14%) declined participation; the most frequently identified
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Table 1 Sample demographics (N=30)

Characteristic n %
Sex
Female 25 83.3
Male 4 133
Other 1 33
Age (mean =+ SD) 40.5+15.0
Race
African-American 12 40.0
Caucasian 14 46.7
Multi-racial 4 133
Ethnicity
Hispanic or Latino 4 13.3
Non-Hispanic or Latino 26 86.7
Marital status
Single 11 36.7
Divorced/separated/widowed 11 36.7
Married/cohabiting 8 26.7
Education
No high school degree 9 30.0
Completed high school 8 26.7
Attended some college or higher 13 43.3
Employment status
Employed 9 30.0
Unemployed 19 63.3
Retired/student 2 6.7
Income
Below federal poverty guideline 20 66.7
Above federal poverty guideline 7 233
Don’t know 3 10.0
Insurance status
Medicaid 23 76.7
Medicare 4 133
Private health insurance 5 16.7

barrier to participation was time constraints. Adherence of
patients to the proposed treatment was measured via num-
ber of sessions attended. The overall average among the
30 enrolled patients was 2.6 sessions. For the 19 patients
who attended at least 1 session, the average was 4.1 ses-
sions. Loss to follow-up was 33% at 2 months and 43% at
4 months. Among those who attended at least one session,
loss to follow-up was 26% at 2 months and 37% at 4 months.
Patients who attended at least one session were asked to
rate the care they received and indicate how much they
were helped by the care, via two items from the CAHPS
ECHO. On a scale of 0-10, care was rated at 8.8 (SD=1.4)
at 2-month follow up and 8.9 (SD =1.6) at 4-month follow-
up. Eighty-one percent of patients at 2-month follow-up said
they were helped “a lot” by the care they received, as did
62% at 4-month follow-up.
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We assessed PTSD symptoms via PCL-5 score at
2-month and 4-month follow-up among patients who
engaged in at least 1 PE-PC session, unadjusted (raw) PCL-5
score was 60.9 (SD=9.7) at baseline, 33 (SD=19.8) at
2-month follow-up (Cohen’s d=1.8), and 25.6 (SD =22.8)
at 4-month follow-up (Cohen’s d=2.0). Among patients
who did not engage in any PE-PC sessions, unadjusted
(raw) PCL-5 score was 57.0 (SD=7.5) at baseline, 40.5
(SD=18.7) at 2-month follow-up (Cohen’s d=1.2), and
46.0 (SD =30.3) at 4-month follow-up (Cohen’s d =0.50).

Fidelity Ratings

Therapist fidelity was rated via review of progress notes
using Session-Specific Adherence Rating Scales. Each ses-
sion was rated using four dichotomous items. The average
adherence rating was 94%.

Adverse Events

No significant adverse events (e.g., suicide attempt, psychi-
atric hospitalization) were reported over the course of the
study.

Qualitative Results

Patient Interviews: Experience of Treatment
and Satisfaction with Treatment

All seven treatment engagers said that treatment was helpful
and they would recommend it to others. Patients said that
after treatment they felt less angry, fearful, and edgy; expe-
rienced fewer nightmares; felt calmer and more relaxed; felt
more assertive; and were less avoidant. One patient stated,
“you basically get your life back when you’re done.” Patients
said that it was challenging, but beneficial. For example,
one patient said, “It was harder than I thought it would be
mentally, but in the end it seemed to help out more than I
expected it to. So I was pretty glad I went through it despite
how uncomfortable it made me at times.” Another said, “I
felt like I was ... I was kind of made to do it, even when I
didn’t want to she would push me. So like even if I didn’t
answer the question fully ... she would push me to delve
deeper into what I was trying to get across and in other thera-
pies they really, they don’t seem to do that.” Three patients
noted that the treatment compared favorably to other treat-
ments they had received. For example, one said,

“I have been in other treatments and seen other thera-
pists for PTSD and trauma and I usually quit going, it
didn’t really seem it was serving much help or purpose
but the way she kind of attacked it head on, it kind of
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really didn’t give me much chance to run, so I think the
more aggressive helped out a little bit in this regard.”

Another said, “it seemed to help more than other treatments
I’ve had because it was more focused and targeted. It was
intense and short but it got to the point.” One patient specifi-
cally noted the benefit of practice: “the more you address it,
the easier it is to say. The more it comes out the more weight
is lifted... ’'m able to talk about it without crying so much
or getting so edgy — because I still read over it, and it’s still
becoming easier and easier to read.” However, some noted
that they did not complete homework on a regular basis. A
couple of patients said they would have liked treatment to be
longer or to have addressed more than one traumatic event.
On the whole, patients were very satisfied with treatment.

Patient Interviews: Barriers to Treatment
Engagement and Suggestions for Overcoming
Barriers

Patient Non-engagers

Three interviewees were non-engagers, meaning they did
not attend any PE-PC sessions after enrolling in the study.
One patient reported that she was not able to participate
due to other commitments, including school and preexisting
psychotherapy appointments: “I had a little bit of stuff on my
plate, and I couldn’t do everything at one time.” Two patients
reported that they did not own vehicles. One patient stated
she did not like discussing her traumatic experiences. One
patient recommended having therapists come to the patient’s
home to provide treatment. Of note, this recommendation
was given prior to the onset of the COVID-19 pandemic.

Patient Engagers

Six patients noted lack of time was a barrier to treatment.
These patients cited competing demands of work, school,
and childcare. Lack of time was cited as a barrier to sched-
uling visits, as well as to completing homework associ-
ated with treatment: “I would usually do it [the homework]
on my lunch break in my car. But then that was difficult
because then I have to go back to work after rehashing all
these memories.” For this patient, the barrier was lack of
time to decompress after completing the therapy homework.
One patient who was unemployed stated that having a job
while doing PE-PC would have added stress that would have
caused her to discontinue treatment: “I would have had to
give up on one of the two—the job or the PTSD study would
have had to go.” Three individuals described their PTSD
itself (specifically avoidance symptoms) as a barrier. One
patient noted that she was afraid to go to her appointments
by herself. Patients reported that paying for treatment was

not a barrier, in part because PE-PC was provided to them
free of charge and Medicaid covered other treatment for
many patients. However, half of patients shared that pay-
ing for treatment had been an issue in the past. For some
individuals, when insurance ran out or they did not have
money for copayments in the past, they stopped going to
treatment. One patient shared that she had a previous experi-
ence of receiving a surprise bill from an insurance company
that caused her to avoid therapy for several years for fear
this would happen again. Three patients cited childcare as
a barrier while four stated it was not a barrier. One indi-
vidual reported that if the treatment were not offered as tel-
ehealth to home, she would not have been able to attend due
to childcare needs. Three patients stated that transportation
was a barrier, while four stated it was not. However, several
patients reported relying on public transportation or others
for rides. One patient suggested home pick up for treatment,
especially in the winter, as a way to get patients to start and
stay in PTSD treatment. Several patients described technol-
ogy or logistics challenges: “it was like they would forget
about me—wouldn’t call me back to the room. So several
times I had to call the therapist from my phone and do it
over the phone rather than on the tablet.” Patients recom-
mended more preparation ahead of the appointment time
(e.g., making sure that technology worked, timing worked,
and ensuring there was a comfortable room for the session).
Overall, despite these challenges, patients appreciated the
flexibility of being able to attend sessions from home or
from their clinic.

Provider Interviews: Patient Needs and Resources

Providers noted that trauma and PTSD were highly preva-
lent in their patient population: “[PE-PC] meets the needs
very well, especially because most of my patients have some
form of trauma.” Several indicated a need for targeted PTSD
treatment. One provider observed, “We see a lot of PTSD—
every behavioral health provider here has a good number of
PTSD patients on their caseload. Even in our school-based
clinics. More trauma than we ever expected to see.” Another
noted that “trauma treatment is definitely needed, especially
in community mental health.” Several providers mentioned
that transportation was a major barrier for their patients,
echoing the concern of some patients. Providers described
their patient population as low-income and underserved. One
provider noted, “people here are living in extreme, extreme
poverty. Lots of socioeconomic issues.” Because of this,
two providers noted that patients sometimes had difficulty
attending their appointments. As one provider stated, “you
know, Maslow’s hierarchy of needs—they have no food; they
have no shelter; no safety. So you’re prioritizing—okay, do I
eat today, or do I go to see < my PE-PC therapist> ?” When
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basic needs were unmet, they needed to be prioritized over
psychotherapy. Despite this caveat, all providers acknowl-
edged a need for PTSD treatment in their clinics.

Provider Interviews: Tension for Change

Most providers indicated a need for additional PTSD treat-
ment options. One provider described this as a “desperate
need” for PTSD treatment at his clinic. Another stated, “any
form of trauma therapy I think needs to be implemented—
it’s needed.” One provider observed, “I definitely need more
tools to deal with trauma.” Several providers shared that
there was no set standard for PTSD treatment. One provider
said her clinic had completed training in another trauma-
focused treatment, but not a brief treatment. She said,
“there’s definitely an understanding of treatment and trauma.
But there’s always room to expand skills—Ilearn new tech-
niques and skills.” The majority of providers said that they
would like to receive training in PE-PC and believed their
colleagues would as well.

Provider Interviews: Compatibility

Providers reported that PE-PC was overall compatible
with their sites, but noted several ways in which it could be
adapted to fit better. For example, providers had varying per-
spectives on having therapy delivered by telehealth (either
to their clinic or directly to the patient’s home). One noted
that having telehealth to the home would be tremendously
helpful for patients without means of reliable transporta-
tion. However, two providers believed in-person care was
best. Generally, providers agreed that either telehealth or in-
person care would be a good resource for their patients. Two
providers mentioned that PE-PC asks patients to focus on
one specific trauma, but many of their patients had complex/
numerous traumas. PE-PC, as a brief treatment, may not be
sufficient for some patients with multiple traumas that they
wish to address. A stepped-care model might be beneficial
for these patients. Providers also raised the issue of PE-PC
session length. Since PE-PC was explicitly designed for the
primary care setting, sessions are designed to be 30 min
long. A couple of providers noted that 30-min sessions
were advantageous, but one noted that patients expected
longer sessions: “With some of our appointments, we have
gone down from 45 to 30 min, so on some level a little bit
of resistance from patients and providers who are used to
longer appointments. [It would be useful to have] a level of
education on how this could be effective even though it’s
brief.” For settings that are able to offer longer sessions, a
version of PE-PC with sessions formatted to 45 min might
be beneficial.

@ Springer

Provider Interviews: Available Resources

Providers mentioned several constraints to PTSD treatment
delivery, including busy schedules and the opportunity cost
of therapy training and consultation. When asked about
their interest in learning to provide PE-PC to their patients,
two providers cited their busy schedules as a barrier. One
provider mentioned that social workers are “three months
out” for accepting patients for therapy, and that his clinic
often has to refer behavioral healthcare out to other agen-
cies. He observed that even when patients are able schedule
an appointment, they frequently cannot attend due to trans-
portation problems, which leads to a high cancellation rate
and reduced efficiency. Another provider noted that she was
“scheduled out for two months,” so trying to take new cases
would be very difficult. Although the majority of provid-
ers expressed interest in receiving training in PE-PC, some
mentioned that the time (and potential cost) required for
training would be burdensome for their clinics. One pro-
vider stated he would love to have additional training, but
did not believe his supervisor would support it because it
would pull him away from his caseload and normal routine.
Another noted that she would like to learn another trauma-
focused treatment, but that these trainings are too expensive.
One supervisor reported that her behavioral health providers
have expressed interest in trauma-focused treatment and that
her site has enough resources for some of the trainings, but
not all. “I had three requests in the past week for contin-
ued certification in those areas. Some of the briefer ones we
could accommodate, but there are some that are a little more
expensive and lengthy—we’d have to look at that further to
see how we would do that.” She stated that participating in
trainings during the summer would be easier to accommo-
date because school is not in session and therapist caseloads
are not as full. In summary, providers were interested in
PE-PC training, but would require protected time for training
and scheduling new patients.

Discussion

This study tested the feasibility and acceptability of PE-PC
as delivered to 30 low-income patients in Michigan FQHCs.
We interviewed 10 patients and five providers about their
perceptions of the intervention and assessed PTSD symp-
toms at two- and four- months post-enrollment. We found
that PE-PC was feasible according to primary outcome
measures. Among eligible patients, 87.5% agreed to par-
ticipate in the study and 63% of participants allocated to
intervention initiated PE-PC. Therapy attendance was high
among patients who attended at least one session. Loss
to follow-up was moderate, but better among those who
attended at least one session. Overall, patients reported they
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found treatment very helpful. Feedback from interviews
indicated that the intervention was beneficial and filled a
critical gap in PTSD services at FQHCs. A fully-powered
randomized controlled trial is now needed to test the effec-
tiveness of PE-PC in the FQHC setting.

One of the primary goals of this study was to determine
patient and provider perspectives on feasibility and accept-
ability of PE-PC in the FQHC setting. To that end, we con-
ducted semi-structured interviews with 10 patients (seven
treatment engagers and three non-engagers) and five pro-
viders. These interviews support the acceptability of treat-
ment and provide additional data on barriers and facilita-
tors to implementation for low-income individuals served
in FQHCs. Identified facilitators included the perceived
effectiveness of the intervention from the patient and pro-
vider perspective and the flexibility of receiving the inter-
vention in the FQHC or in the patient’s home, by telehealth.
In terms of barriers, patients noted that time constraints,
transportation, paying for treatment, and technological dif-
ficulties made it more difficult to engage in PE-PC or other
PTSD treatment. Providers echoed that transportation and
technological difficulties were barriers for patients. They
also stated that time constraints made it difficult for them
to take on new patients and/or devote time to PE-PC train-
ing and consultation. Offering both in-person and telehealth
options for PE-PC may be one way to alleviate transporta-
tion difficulties for patients, although internet-related con-
straints among this primarily rural and low-income popula-
tion require careful consideration. Many providers wished to
receive training in PE-PC, which would expand availability
of care. Low-burden ways to provide training and consul-
tation would be beneficial. Although these efforts would
require upfront investment of resources, treating PTSD more
efficiently would be advantageous in the long run.

Although PE-PC has demonstrated preliminary evi-
dence of effectiveness, there will certainly be patients that
require additional or more intensive PTSD treatment. Future
directions for this work include testing PE-PC as part of
a stepped-care treatment sequence in which those who do
not fully respond to PE-PC are stepped up to Standard PE
or another first-line PTSD treatment. Our data also dem-
onstrate the feasibility of delivering PE-PC directly to the
patient’s home. Since telehealth-delivered psychotherapy
interventions were made fully reimbursable in the state
of Michigan shortly before the COVID-19 pandemic, this
practice could potentially be continued past the end of the
pandemic. Although PE-PC was delivered by University of
Michigan telepsychologists in this pilot, FQHC providers
could be trained to deliver PE-PC using the established train-
ing model designed for the primary care setting. Training
requires a four-hour initial workshop and eight hours of sub-
sequent consultation (delivered in weekly, 30-min consulta-
tion sessions over the course of 4-6 months). The authors

have successfully trained generalist community providers
in PE-PC.

Findings from this study should be interpreted in the con-
text of several limitations. First, we lacked a control condi-
tion. However, these data were collected as part of a quality
improvement project funded by the Michigan Department
of Health and Human Services, and as such, randomization
was not permitted. Another limitation was the small sample
size, which was caused in part by the onset of the COVID-
19 pandemic. Many of the participating clinics shut down
during the initial months of the pandemic, and those that
did not, redirected all resources to essential services. Conse-
quently, referrals to PE-PC declined tremendously during the
last eight months of the study. However, previously enrolled
patients were able to continue with treatment via telehealth
visits to their clinic (if it was still open) or to their home
(with clinic approval). Given the challenges that we encoun-
tered with recruitment, we plan to refine our processes in
order to reach more patients in the future. We intend to
establish a referral process that allows for the exchange of
identifiable data with the clinics so that we can reach out
directly to patients when they express interest in treatment.
We will attempt to reduce the time burden imposed on clinic
staff and therapists for coordinating visits, rooming patients,
and setting up video visits. We will offer treatment both in-
person and through telehealth, depending on patient prefer-
ence. Continuing to provide a telehealth option will help
address the logistical barriers and time constraints cited by
patients. Most importantly, we will work to train FQHC
therapists to provide treatment themselves so that PE-PC can
become integrated into regular clinical practice. To improve
retention in follow-up assessments, we will now reach out to
participants through multiple modalities (e.g., phone, text,
email, or social media) and maintain engagement with par-
ticipants throughout the follow-up period.

In conclusion, these data support the feasibility of deliv-
ering PE-PC to FQHC patients via telehealth. We found
high rates of therapy attendance and treatment satisfaction,
and moderate rates of follow-up. A planned full-scale ran-
domized trial will be used to determine the effectiveness of
PE-PC in reducing PTSD symptoms in this setting. Adapted
brief evidence-based interventions for PTSD are scalable
and require fewer resources than standard treatments, allow-
ing for improved treatment access and efficiency. This inno-
vative approach has the potential to improve the efficiency
of PTSD treatment while maximizing effectiveness.
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