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Of the many vulnerable groups affected by the spread of COVID-19, veterans have been especially impacted by the

pandemic. Beginning in March 2020, nationwide shelter-in-place orders rapidly led to widespread job loss and economic
upheaval; disruption and breakdown of multiple support systems; and increases in family stress, all of which may
exacerbate underlying PTSD symptoms. Although telehealth has proven an effective means of delivering evidence-based
psychotherapies for PTSD, little is known about the delivery of these treatments in an intensive, daily format over
telehealth. There is growing need for intensive treatment options to reduce treatment-interfering barriers such as high
dropout rates. In order to address this gap in the literature, this paper details several design considerations as well as
patient selection procedures for a 2-week virtual intensive treatment program (vITP) for veterans with posttraumatic stress
disorder (PTSD), consisting of daily individual Cognitive Processing Therapy (CPT) and other adjunctive interventions.
We also describe two cases of veterans who successfully completed the vITP including their clinical outcomes, therapist
reflections on the process, feedback regarding the program, as well as challenges patients encountered with the telehealth
platform. Intensive evidence-based psychotherapy for PTSD delivered through a virtual format seems to show promise,
but more systemic research is needed.
ISRUPTION to traditional, in-person mental health
D services caused by the global COVID-19 pan-
demic forced many mental health practitioners and
the patients they serve to adapt to a rapidly changing
environment with many unknowns. Of the many vul-
nerable groups affected by the spread of COVID-19,
veterans have been especially impacted by job loss, iso-
lation, loneliness, and increased family stress
(Ramchand et al., 2020). Although data are prelimi-
nary at this early stage, there is concern that these con-
ditions may exacerbate underlying mental health
conditions such as posttraumatic stress disorder
(PTSD). PTSD and other trauma-associated conditions
may be uniquely exacerbated by the current environ-
ment because social distancing may keep veterans from
valuable social support and productive distractions,
which may lead to an increase in intrusive memories,
nightmares, and other trauma symptoms (Ramchand
229/20/� 2021 Association for Behavioral and Cognitive
pies. Published by Elsevier Ltd. All rights reserved.
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et al., 2020). Anecdotally, some veterans have
remarked that the current environment precipitates
feelings of lack of control, which may be distressing
for some trauma survivors. Unfortunately, this increase
in traumatic reminders and worsening symptoms
comes at a time when access to mental health care
has been impaired by shelter-in-place orders and lim-
ited in-person clinic services.

Telehealth has emerged as a viable treatment deliv-
ery format prior to COVID-19 (Gros et al., 2013).
Despite existing regulatory barriers and skepticism,
the pandemic has expedited providers’ and policymak-
ers’ motivation to determine how to bring teletherapy
up to par with in-person psychotherapy services. As a
direct result of the ongoing pandemic, telehealth ser-
vices have become more widely available and accepted
by patients and providers alike, as well as recognized by
the Centers for Medicare and Medicaid Services and
other insurance companies as valid forms of treatment
and eligible for reimbursement (Centers for Medicare
& Medicaid Services, 2020). Several recent articles have
summarized the strong evidence for and detailed best
practices for delivering evidence-based treatments via
telehealth to continue to help providers smoothly
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transition from in-person care (Liu et al., 2019; Moring
et al., 2020; Morland et al., 2020). Although there have
been recent publications about delivering evidence-
based treatments via telehealth (Gros et al., 2013;
Moring et al., 2020), delivering these treatments in
an intensive model has not received the same atten-
tion. Furthermore, there is still a need to assess veter-
ans’ attitudes toward telehealth services, as research
has shown mixed levels of comfort with this novel plat-
form (Goetter et al., 2019). Though familiarity and
confidence with the platform has shown to be unre-
lated to symptom change (Price & Gros, 2014), it could
be preventing some individuals from engaging.

There is mounting research that supports evidence-
based treatment delivery via intensive treatment pro-
grams (ITPs; Held et al., 2019). These programs tend
to range from 1–3 weeks during which individuals
receive daily sessions of various evidence-based treat-
ments. Studies have shown that ITPs can both improve
dropout rates associated with traditionally delivered
weekly care (up to 40% attrition in weekly therapy com-
pared to 8–10% attrition for ITPs; Held, Klassen, Boley,
et al., 2020; Kehle-Forbes et al., 2016; Sayer et al., 2017)
and produce large PTSD and depression symptom
reductions that persist throughout 12-month follow-
up (Held et al., 2019). Intensive treatment programs
tend to combine adjunctive services, such as dialectical
behavior therapy (DBT), mindfulness, yoga, and art
therapy, which can improve treatment satisfaction,
and may have positive effects on retention and out-
comes (Beidel et al., 2017, 2019; Held et al., 2019;
Held, Klassen, Boley, et al., 2020; Miller et al., 2020).
Furthermore, to decrease distractions and limit oppor-
tunities for avoidance (Stecker et al., 2013), services are
usually delivered in an immersive environment, away
from the participant’s home (Harvey et al., 2017).
The spread of COVID-19 has limited veteran’s access
to these ITPs due to travel restrictions and the need
to enforce social distancing.

In this paper, we provide an overview of the develop-
ment of a 2-week virtual ITP (vITP). The virtual pro-
gram was designed to continue to provide veterans
with intensive, daily evidence-based PTSD treatment,
along with select adjunctive services during the
COVID-19 shelter-in-place orders and travel restric-
tions. We discuss program design considerations, the
selection of a telehealth platform, and the patient
selection process. We also describe two cases of patients
who successfully completed the virtual intensive PTSD
treatment program, including their clinical outcomes,
feedback regarding the program, and challenges faced
using the virtual delivery format. We conclude with a
call for future systematic research on virtually delivered
intensive treatments as well as licensure and policy
changes to address patient-based barriers that may
impede wider implementation of virtual intensive treat-
ment programs.
Program Design Considerations
The 2-week virtual intensive PTSD treatment (vITP)

described in this paper is an adaptation of the 3-week
in-person ITP (Held, Zalta, Smith, et al., 2020; Zalta
et al., 2018). The program has previously been demon-
strated to be well-liked, well-tolerated, and highly effec-
tive in both the short- and long-term (Held, Klassen,
Boley, et al., 2020). During the 3-week in-person ITP,
veterans receive daily individual CPT and daily group
CPT along with a number of group-based adjunctive
wellness and psychoeducational interventions. CPT
was modality selected because it is the primary modality
used in this clinic and the existing in-person ITP. All
therapists in the clinic are trained and certified in
CPT, and the program has ample data to support the
effectiveness of the intensive delivery format (Held,
Zalta, Smith, et al., 2020). More information about
the program can be found in Held, Klassen, Boley,
et al. (2020) and Zalta et al. (2018).

In designing the 2-week virtual ITP, program staff
attempted to balance the desire to efficiently provide
evidence-based treatment in an intensive format while
taking into account a range of new challenges facing
individuals due to COVID-19 (Moring et al., 2020;
Ramchand et al., 2020). For example, whereas veterans
previously traveled to Chicago, IL, for the in-person ITP
and had the opportunity to focus solely on their treat-
ment for 3 weeks, many individuals were now balancing
multiple additional demands, including childcare,
elder care, working from home, lack of privacy, etc.,
which could make actively participating in an ITP even
more difficult. Taking these challenges into account,
the team decided that 3 weeks of virtual programming
may not be feasible for many veteran participants. Sim-
ilarly, in the 3-week in-person ITP, veterans were
engaged in treatment-related activities from 0800–
1700 with small breaks in between activities. Such an
involved daily schedule did not seem feasible for a vITP
because of many of the new limitations identified above.
Program Length

To address these new challenges around feasibility,
the team decided to condense the 3-week in-person
ITP into a 2-week format. Although veterans generally
find the 3-week length of the in-person program
acceptable (Held, Klassen, Boley, et al., 2020), it has
been shown that similar symptom reductions can be
achieved over a shorter timeframe (e.g., Bryan et al.,
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2018; Foa et al., 2018). The 2-week timeframe appeared
more feasible given shelter-in-place limitations and still
enabled the team to build a schedule that would sup-
port the combination of evidence-based trauma-
focused interventions with adjunctive services that vet-
erans previously reported as finding helpful (Held,
Klassen, Boley, et al., 2020). A number of veterans
who previously participated in the 3-week in-person
ITP remarked that the treatment days were too long.
Figure 1. 2-Week Virtual Intensive PTS
For the 2-week vITP, daily schedules were limited to
0900–1500. In order to accommodate participants with
significant childcare or other family obligations during
this time, the team opted to present any activities out-
side of individual CPT, which is considered the core
component of the vITP, as optional. Thus, at mini-
mum, veterans were expected to attend two 50-
minute CPT sessions per day. Figure 1 provides a
detailed schedule of the 2-week vITP.
D Treatment Program Schedule
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Core Treatment Components

From the clinic’s experience with delivering inten-
sive in-person evidence-based PTSD treatment, we
knew that daily CPT (Resick et al., 2017) sessions would
be essential to counteract avoidance as well as to help
with the practice and retention of new skills and cogni-
tive changes. Although our 3-week in-person ITP con-
sists of 13 daily 90-minute group CPT sessions, which
are considered a core component, we opted to signifi-
cantly reduce group CPT sessions offered in the vITP
to four 1-hour sessions spaced throughout the 2-week
period. The decision to reduce the number of CPT
groups was made out of concern for reduced ability
to control confidentiality among group members in a
virtual setting. To limit potential challenges associated
with rapport building between group members in a vir-
tual setting, deeper trauma processing was limited in
group sessions, and stuck points discussed in the
groups were general rather than person specific. Thus,
CPT group providers utilized a structured approach
given the virtual setting.

It has previously been shown that two individual
CPT sessions per day can result in rapid cognitive
change and symptom reductions (Held, Klassen,
Small, et al., 2020). Given the relatively short time-
frame, the team decided to offer 18 sessions of individ-
ual CPT over the course of the 2-week vITP. Veterans
received two individual CPT sessions per day, starting
on the first day of treatment. We have found that
immediate practice of skills learned in session can help
with retention of new concepts and provide momen-
tum for the next session. Thus, each treatment session
was followed by a block of time for the completion of
homework assignments, similar to when CPT is deliv-
ered in a single week (Held, Klassen, Small, et al.,
2020). Although the CPT protocol is traditionally com-
pleted in 12 sessions (Resick et al., 2017), research has
shown that some individuals can benefit from addi-
tional sessions. Moreover, we anticipated that patients
might encounter unavoidable distractions, technical
telehealth complications, or other conflicts with com-
pleting sessions since they were attending sessions from
their homes and wanted to offer veterans a buffer in
case unanticipated events prevented full participation
in a session. Veterans also had the option to complete
treatment early if they responded to treatment quickly
and achieved a substantial PTSD symptom reduction
(PTSD Checklist for DSM-5 total scores lower than 20
points) and felt as though they had sufficient skills to
maintain their treatment gains.
Additional Treatment Components

With individual and group CPT as the centerpiece,
we opted to include Dialectical Behavior Therapy–
based (Linehan, 2015) skill groups as past work had
shown this component to be an effective addition
alongside trauma-focused psychotherapy, especially
for veterans who have experienced sexual trauma
(Lofgreen et al., 2020). The DBT-based skills group
curriculum was covered over five 50-minute sessions
and included the following five skills: crisis skills, emo-
tion education, emotion regulation skills, healthy rela-
tionship boundaries, and keeping and improving
relationships/maintaining self-respect using assertive
communication with consideration for differences in
military and civilian communication. For veterans with
substance-related concerns, we had appointments avail-
able with clinicians who could engage with veterans
using motivational interviewing (Miller & Rollnick,
2013) as well as cognitive behavioral therapy for sub-
stance use disorders, as needed.

In the afternoons, veterans had the option to partic-
ipate in mindfulness sessions, guided instruction in
trauma-sensitive yoga, as well as art therapy, all well-
liked components of our 3-week in-person program.
The mindfulness group sessions were based on
Mindfulness-Based Resiliency Training and included
the following: instruction in formal and informal mind-
fulness practices, education on the stress reaction cycle
and how mindfulness can promote a more skillful
response to stress, and discussion and practice of self-
compassion. The trauma-sensitive yoga sessions
brought that same mindful awareness to the body in
motion, allowing participants to bring attention to
the body in a way that is curious and nonjudgmental,
and giving them an opportunity to make empowered
choices with their body. This encouraged them to
become an active and knowledgeable participant in
their own health in well-being. Overall, the inclusion
of adjunctive services allowed for the targeting of
COVID-19-related or other stressors while the CPT ele-
ments allowed for explicit targeting of index traumas.

During the program, veterans were asked to com-
plete self-report measures to monitor progress, similar
to the practices in the 3-week in-person ITP. Mondays,
Wednesdays, and Fridays veterans were asked to com-
plete the PTSD Checklist for DSM-5 (PCL-5; Blevins
et al., p. 5, 2015; Bovin et al., 2016) and Patient Health
Questionnaire (Kroenke et al., 2001). Other measures
were administered on Tuesdays and Thursdays. Veter-
ans were emailed questionnaires early on designated
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mornings and instructed to complete them prior to
their individual CPT session. Clinicians reviewed the
scores with the veterans during the first individual
CPT session on those days.

Treatment Preparation

The realities of treating veterans in their homes
instead of in a more controlled clinical setting also
informed our program’s design. The clinic’s practice
before an in-person ITP is to contact veterans to engage
them in motivational interviewing–informed engage-
ment sessions about their level of readiness to fully par-
ticipate in a trauma-focused treatment. For the vITP,
the pretreatment engagement sessions were retained
and particularly focused around hesitations and con-
cerns associated with attending a virtual program.

Members of the team helped veterans test the tele-
health platform before the start of the vITP to address
any problems they might encounter later and identify
solutions in advance (e.g., provide call-in numbers in
case internet connections break down). In addition,
an orientation was scheduled in the beginning of the
vITP. Similar to the in-person program, this orienta-
tion was intended to introduce veterans to the general
program structure and etiquette during virtual sessions
but also to remind veterans to be patient as various
unforeseen issues may occur. Due to the virtual nature
of the program, the importance of having a private
location to allow for confidentiality of all veterans was
highlighted. Last, all staff involved in the vITP briefly
attended the orientation meeting so that veterans
could virtually meet them ahead of their first sessions
with these providers.

Veterans were sent electronic copies of the CPT
worksheets and other program materials (i.e., work-
sheets, handouts, etc.) prior to the start of the vITP.
All materials were sent at once so that veterans had a
single place to refer to for all materials. Veterans were
given the option to print these materials, view and com-
plete them electronically using a word processing pro-
gram, or complete exercises in their own notepads
based on individual preference and access.

Patient Selection
Veterans who were on the waitlist for the 3-week in-

person ITP, which was placed on hold in mid-March
due to COVID-19, were contacted about participating
in a vITP pilot program as an alternative treatment
option. Similarly, veterans who were currently estab-
lished outpatients were also offered participation.
The intake evaluation procedures largely resembled
those of the 3-week in-person ITP (Held, Klassen,
Boley, et al., 2020; Zalta et al., 2018). Prior to starting
the vITP, all veterans participated in a phone- or
video-based psychosocial interview and a structured
diagnostic assessment using the Clinician Adminis-
tered PTSD Scale for DSM-5 (CAPS-5; Weathers et al.,
2018) that was used to confirm a PTSD diagnosis and
identify an index trauma. In addition, veterans were
asked to complete a self-report assessment battery. Fol-
lowing these initial steps, clinicians reviewed available
medical records from the VA, DOD, or private provi-
ders. Each case was then discussed in an interdisci-
plinary case conference to determine appropriateness
for the 3-week in-person ITP or the 2-week vITP pilot
program. The inclusion and exclusion criteria for the
vITP closely resembled that of the in-person ITP
(Held, Klassen, Boley, et al., 2020; Zalta et al., 2018)
with specific focus on the home environment. Veterans
were not accepted to the vITP if they reported sub-
stance use that would require medical attention; if they
were actively suicidal or homicidal or had been in the
past 3 months; engaged in severe non-suicidal self-
injury in the past 3 months; experienced mental health
symptoms that would prevent them from fully partici-
pating in treatment (e.g., mania, psychosis, severe dis-
sociation); or if their home environment was not
conducive to trauma-focused therapy (e.g., if they were
living with a perpetrator).

Regulatory and professional restrictions prevented
the program from offering services to veterans who
resided outside of the state in which the physical pro-
gram was housed. The vITP was initially offered to 19
veterans, of which 7 accepted and attended the pro-
gram at the time of this writing. Although reasons for
not participating in the vITP were not systematically
assessed, some veterans reported that they did not have
adequate technology to participate; some were cur-
rently too overwhelmed with other stressors relating
to COVID-19; some preferred in-person treatment
due to the perception of receiving higher quality care
when attending in person; and others were inappropri-
ate due to a high degree of substance use that may have
been difficult to safely manage virtually.

Intake clinicians followed the standard practices to
assess participants’ risk level that are normally con-
ducted during in-person care (e.g., assessing for harm
to self/others). In addition, special consideration was
given to practices that would help ensure the safety
of clients engaging in virtual intensive PTSD treatment
programming which were based on best practice rec-
ommendations for providing telehealth services
(American Psychological Association, n.d.). With most
patients participating in the vITP from their homes,
it was important to ensure the patients’ homes
provided a safe environment in which they could
participate in therapy. Intake clinicians screened all
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veterans interested in the vITP for possession of and
access to weapons. In cases where clinicians had safety
concerns due to weapons in the veterans’ homes, a col-
laborative plan was developed with the veterans to
safely remove weapons from the home for the duration
of the vITP. Intake clinicians also screened veterans for
interpersonal violence in the home. If a veteran
screened positive for current intimate partner violence,
the clinician would defer PTSD treatment and focus on
establishing immediate safety as well as providing the
veteran with resources. Last, in addition to the stan-
dard substance use history recorded during the intake
evaluation, veterans were asked about the substance
use of others in their home, as this could increase
the risk for the veterans’ safety in some cases.

As well as the safety screen described above, intake
clinicians also confirmed the following information
for each veteran: home address, home phone number,
emergency contact, and emergency contact’s phone
number. Program staff obtained contact information
for local police departments, local hospitals, and local
Veterans Affairs Medical Center, where applicable, for
each veteran prior to initiating vITP care, so this infor-
mation was readily available in case of emergency. Dur-
ing the mandatory orientation session in the beginning
of the vITP, clinical staff reviewed the procedure for
risk management with all participants. Veterans were
informed that in case of a safety concern during the
vITP staff would first call the patient, followed by their
emergency contact. As a last resort, veterans were
informed that clinicians would request a well-being
check from the local police department. For veterans
with risk concerns, individual CPT providers collabora-
tively developed a crisis response plan with the veteran
prior to the start of the vITP.

Teletherapy Platform
Identifying an appropriate telehealth platform is an

important first step before delivering treatment virtu-
ally. As described above, all therapy services in the vITP
were delivered through VIDYO Connect (Vidyo
Connect, n.d.), a videoconferencing platform imple-
mented and widely utilized before COVID-19 by the
organization where the vITP is housed. There were
four critical components in deciding on an appropri-
ate teletherapy platform. First, the teletherapy plat-
form had to be HIPAA compliant and provide secure,
password-protected session access. Second, the tele-
health platform needed to be easily accessible via mul-
tiple devices (i.e., computer, tablet, phone), as clients
may wish to connect from a range of devices due to
preference or accessibility. Third, the platform needed
to enable both group and individual sessions to accom-
modate all components of the vITP. Separate virtual
treatment rooms were created for individual therapy
and group sessions. Group providers and veterans
had access to the group rooms to come and go as
needed for sessions throughout the day, similar to pro-
viders entering and leaving a group room during in-
person treatment. Fourth, the platform needed to have
the capability to share the screen of both the therapist
and the veteran. This function enabled the therapists,
group facilitators, and veterans to look at and discuss
therapy worksheets together and for the therapist to
be able to give real-time feedback on notes the client
was taking. The selected telehealth platform also
included a whiteboard function that allowed the thera-
pist or participant to write or draw images to illustrate
therapy concepts (e.g., draw a picture of the cognitive
model). Screen share and whiteboard functions turned
out to be essential in reviewing concepts in sessions
and providing feedback on homework assignments
the clients completed.
Case Descriptions

In the following section, we briefly illustrate how vir-
tual intensive PTSD treatment can work for individuals
with different presenting concerns and life circum-
stances using the examples of two veterans who partic-
ipated in the vITP. Permission to present these case
examples were obtained from both veterans and
authors disclosed any conflicts of interests to the veter-
ans. Both veterans completed and were fully engaged
in the optional components of the program.
Veteran 1

Veteran 1 identified as a non-Hispanic Caucasian
male who is in his 40 s and lived locally in Illinois with
his wife and children. Veteran 1 presented with a diag-
nosis of PTSD, Major Depressive Disorder, and a his-
tory of Cannabis Use Disorder and Alcohol Use
Disorder. The index trauma he focused on during
treatment was a childhood event. Prior to beginning
the vITP, Veteran 1 worked with his intake clinician
on reducing cannabis use and committed to abstaining
during the program. He was able to abstain during the
first week but reported cannabis use over the weekend
and a few times during the second week of the vITP.
This was Veteran 10s first full course of a trauma-
focused therapy.

Veteran 1 utilized all 18 individual CPT sessions.
However, two sessions focused on DBT-specific skills
and crisis management due to emotional dysregulation
and an unwillingness to do CPT at the end of the first
week. Veteran 1 had a private location in his home
from where he was able to attend the vITP and was
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not disrupted by his family while he was in treatment
sessions. Veteran 1 expressed concerns at the outset
of treatment about handling distressing emotions after
sessions and returning to his home life. To mitigate
these concerns, coping skills the veteran already pos-
sessed were identified; the veteran created the plan
to go for a short walk after every individual therapy ses-
sion. Veteran 1 initially endorsed concerns with using a
telehealth platform for sessions partly out of concern
that he would not be technologically proficient
enough, but he did not encounter major issues during
individual therapy. Veteran 1 chose to complete assign-
ments by handwriting on a notepad. Following ses-
sions, Veteran 1’s provider sent secure messages to
the veteran reminding him of homework assignments
and providing him with links to videos that further
explained each worksheet and the themes of safety,
trust, power/control, esteem, and intimacy.

As can be seen in Figsures 2 and 3, Veteran 1 showed
a slow, steady decline in PTSD symptoms over the
course of treatment. Over the course of the 2-week
vITP, Veteran 1 reported a 19-point reduction in PTSD
symptoms (PCL-5) and a 1-point reduction in depres-
sive symptoms (PHQ-9). He took to the cognitive
model quickly and was able to engage in flexible think-
ing and identifying evidence against his stuck points.
Veteran 1 expressed he had never previously disclosed
some of the details of his trauma and was also able to
express natural emotions related to grief and sadness.
His major point of progress was a reduction in self-
blame and responsibility related to the index trauma.
Over the course of treatment, he developed a more bal-
anced view of himself by challenging stuck points
related to self-esteem, and at the end of the vITP, he
Figure 2. PTSD Symptoms by Treatment Day in the 2-W
was able to identify a list of future oriented goals.
Veteran 1 stated that he found individual therapy to
be the most helpful component of the program
because he appreciated developing another way of
looking at his trauma. He also said he found it helpful
to connect with another veteran. Because of Veteran
1’s persistently elevated depression, he was strongly
encouraged to explore medication management and
continued outpatient therapy following the conclusion
of the vITP to address low mood, negative core beliefs,
and interpersonal issues.

Veteran 2

Veteran 2 identified as a Hispanic male, who was
recently divorced and in his 30s. Veteran 2 lived alone
and presented with a diagnosis of PTSD, Major Depres-
sive Disorder, Generalized Anxiety Disorder, mild Alco-
hol Use Disorder, and mild Cannabis Use Disorder.
Veteran 2 had a medical cannabis card and used canna-
bis regularly to manage PTSD symptoms. Throughout
the course of the vITP Veteran 2 reported a few occa-
sions where he had a couple of alcoholic drinks.
Veteran 2 also used cannabis in the evening after the
vITP sessions and on weekends but never during pro-
gramming, shortly before programming, or while
doing his CPT homework. Additional stressors Veteran
2 encountered during the vITP were completing final
exams for school and managing conflict with his ex-
spouse, whom he recently divorced. Veteran 2 had
started CPT in the past on an outpatient basis but
had never been able to finish the protocol due current
life stressors causing interruptions. Veteran 2 was in
graduate school and had previously been participating
eek Virtual Intensive PTSD Treatment Program



Figure 3. Depression Symptoms by Treatment Day in the 2-Week Virtual Intensive PTSD Treatment Program
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in therapy via telehealth and did not report concerns
or discomfort with using a telehealth platform.

Veteran 2 participated in all 18 individual CPT ses-
sions. Two of these sessions focused on present-
focused crisis management regarding the aforemen-
tioned stressors. These crisis management sessions still
utilized a CPT lens, focused on identifying stuck points
associated with each situation, and did not significantly
interrupt the protocol. Veteran 2 worked through a
combat-based index trauma. Aside from the two crisis
management sessions, Veteran 2 followed a standard
course of CPT. The additional sessions provided flexi-
bility towards the end of the protocol to shift focus to
a second event surrounding circumstances of his dis-
charge, which led to feelings of self-blame and institu-
tional betrayal. By the end of the vITP, Veteran 2
reported significantly reduced self-blame and anger
and was able to think about the events in more bal-
anced ways. Secondary to these shifts in self-blame,
Veteran 2 reported an increase in self-esteem and
pride. Veteran 2 had minimal difficulty with technol-
ogy. On several occasions the connection was inter-
rupted due to poor internet connectivity, which led
to 5-minute interruptions at most before being able
to reconnect. Veteran 2 reported finding the screen
sharing and whiteboard functions of the teletherapy
platform to be particularly useful because he identified
as a visual learner. Veteran 2 chose to handwrite all
homework in a personal notebook.

As shown in Figures 2 and 3, Veteran 2 reported a
48-point reduction in PTSD symptoms (PCL-5) and a
16-point reduction in depression symptoms (PHQ-9),
respectively. As can be seen in Figure 2, a major point
reduction did not occur until halfway through the
second week. Through his prior experience with
CPT, Veteran 2 grasped concepts quickly. Although
Veteran 2 experienced a rapid shift in cognitions, emo-
tional changes occurred later. He spent the majority of
the first week challenging several assimilated stuck
points. During Week 2 (Session 11), Veteran 2 began
to challenge overaccommodated stuck points and form
alternative present-focused beliefs about being able to
trust in himself, having made good decisions in line
with his values and goals, and being worthy of love
and respect. Following the successful challenging of
overaccommodated stuck points, Veteran 2’s scores
began to decline. He reported not only significant
changes in his perspective on the trauma but also
who he was as a person. Veteran 2 said that he found
the program to be life changing and that individual
therapy was the most helpful component. Similar to
Veteran 1, he found connecting with a fellow veteran
helpful, especially with challenging stuck points related
to anticipating judgment from others. Veteran 2
expressed gratitude that a virtual option for intensive
treatment was available, as he would not have been
available to attend in-person, even if the pandemic
was not occurring. Veteran was encouraged to resume
outpatient therapy with his current provider (via tele-
health for the time being) to continue focusing on
esteem-related stuck points and maintain treatment
gains.

Therapist Perspective

As telehealth care continues to be utilized more
given ongoing uncertainty related to the COVID-19
pandemic, it is important to be able to address provi-
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der discomfort and concerns. This may be especially
pertinent when delivering trauma-focused treatments
in intensive formats virtually. To mitigate these con-
cerns, all clinicians were trained in the telehealth plat-
form and practiced using the platform to become
comfortable with the technology prior to the start of
the first vITP. Given the rapid move to telehealth care
in response to COVID-19, there was limited time for
extensive training of providers. The American Psycho-
logical Association guidelines for telehealth were also
shared with all providers to assist in the transition to
telehealth care, and providers were encouraged to
engage in additional trainings related to telehealth
competencies. Detailed below are perspectives from
two seasoned therapists, who, despite their extensive
experience delivering intensive CPT, still had some ini-
tial concerns related to telehealth care. Both therapists
shared how they managed these hesitations. Overall,
the course of CPT provided by both therapists closely
matched that of standard in person CPT. Due to the
frequency of CPT sessions in the ITP, veterans were
asked to complete three worksheets before the next
session rather than the traditional one worksheet per
day until the next session. This homework assignment
modification is also used in other intensively delivered
formats (Held, Klassen, Small, et al., 2020).

Therapist 1 was a CPT certified, licensed clinical psy-
chologist with almost 10 years of experience working
with veterans with PTSD in addition to about 4 years
of experience providing CPT in outpatient and inten-
sive treatment settings. Therapist 2 was a CPT certified,
licensed clinical social worker with 6 years of experi-
ence working with veterans and almost 4 years of expe-
rience delivering CPT in both outpatient and intensive
treatment settings. Both therapists had previous experi-
ence providing intake biopsychosocial assessments,
diagnostic assessments, and outpatient therapy over
telehealth platforms. Both therapists had also taken
trainings in providing therapy via telehealth prior to
their involvement in the vITP. However, this was their
first experience providing a course of CPT or an inten-
sive level of treatment over telehealth.

Therapist 1 reported some initial hesitancy about
utilizing a telehealth platform for intensive trauma-
focused treatment, especially with a client who
expressed low frustration tolerance, anger issues, and
his own concerns about comfort with technology. After
every session Therapist 1 sent Veteran 1 links to online
CPT educational videos for further review of the work-
sheets and material. Therapist 2 also reported some
concerns as the specific telehealth platform was new
and there was little time to prepare given the urgent
response to COVID-19. While Therapist 20s primary
concern was technology related, there was also some
concern over how a telehealth platform could impact
relational and interpersonal dynamics. Relational con-
cerns included not being able to check on the veteran
physically if they did not attend a session or were in dis-
tress, less control over the environment to assure safety,
and possible barriers to building rapport. Both thera-
pists verbally walked through completed worksheets
with veterans, as they could not visually review them
as they might in an in-person session. They also utilized
screen sharing and electronic whiteboard functions to
review worksheets, in replacement of office white-
boards which would normally be used for in-person
sessions.

After the program, both therapists endorsed being
pleasantly surprised by the ease of use and lack of tech-
nological disruptions related to the virtual platform.
Therapist 1 noted it felt different expressing empathy
and connection when the veteran was distressed, and
struggled with prolonged silences during the virtual
sessions. She noted that having seen this veteran in per-
son prior in the outpatient clinic and having previously
established rapport allowed for a relatively seamless
transition to telehealth care. Therapist 2 had never
met her assigned veteran in person but reported not
experiencing any of the initial relational concerns
and felt she was able to make just as strong of a connec-
tion over video. Despite initial hesitations, both thera-
pists had positive experiences utilizing telehealth for
this vITP and were encouraged by how effectively treat-
ment could be delivered through this format.

Group providers reported similar surprisingly posi-
tive experiences associated with delivering components
of the 2-week vITP. Unlike initially feared, group provi-
ders noted that the cohesion between the veterans
appeared to be surprisingly strong, with veterans sup-
porting one another and providing valuable feedback.
Overall, vITP groups have been small (2–3 veterans
total) and thus have functioned similar to in-person
groups, and even provided opportunity for productive
crosstalk, which may not have been possible virtually
with a larger cohort. Perhaps most challenging was
the lack of tools and equipment some of the veterans
had in their homes for groups like yoga or art therapy.
Knowing that these challenges may arise, group provi-
ders planned ahead for activities that could be done
with limited and varied availability of tools and equip-
ment. Aside from occasional connection issues, the
group providers did not report any significant issues
with conducting groups virtually.
Conclusion
In this paper, we have described one way to virtually

deliver intensive, evidence-based PTSD treatment dur-
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ing social distancing and shelter-in-place orders as a
result of the COVID-19 pandemic. We have described
several considerations that went into the development
of virtual programming, specific program design,
patient selection, therapist considerations, and illus-
trated the treatment process using two case examples.
Although additional, larger scale research is needed,
the two case examples illustrated above suggest virtual
intensive evidence-based PTSD treatment can be feasi-
ble, well-tolerated, and produce large symptom reduc-
tions. Our findings appear to be comparable to
results seen in in-person treatment; however, given
the preliminary nature, more systematic research
should be conducted. This is further supported by
anecdotal evidence from additional veterans who have
completed the 2-week vITP since its inception. Inten-
sive virtual models may have the potential to increase
access to evidence-based PTSD treatment during
restrictions associated with COVID-19 and beyond for
veterans and other affected populations.

In the medium-term, virtual treatment delivery has
the potential to significantly reduce barriers for indi-
viduals who are seeking effective brief interventions
but are unable to attend in-person programs. The vir-
tual treatment format is also important to consider
for programs that are designed around various group
components, which are less feasible during infectious
disease outbreaks and pandemics that prevent groups
of individuals coming together. It is our hope that
the present article provides important information,
design considerations, and potential challenges to
think through prior to implementing a virtual intensive
PTSD program.
Future Directions

Some veterans who were approached about the 2-
week virtual ITP had significant reservations about
teletherapy. For example, several of these veterans
expressed concern that the virtual format would not
be as effective as in-person care. Similar to research
on traditionally delivered evidence-based treatments,
we are able to provide preliminary support for the
effectiveness of virtually delivered intensive PTSD treat-
ment. Although the virtual format may not be effective
for all individuals, it can be effective for some. In addi-
tion to systematic research on virtually delivered inten-
sive PTSD treatments, additional efforts are needed to
dispel both veterans’ and providers’ misperceptions
about virtual care and to promote the effectiveness of
virtual treatment. Next steps may also include assessing
if there are differences in outcomes for individuals who
complete the vITP with only CPT compared to those
who complete a vITP with supplemental components.
Last, potential risks while conducting virtual care, such
as barriers to helping out-of-state veterans who are in
imminent crisis, must not be neglected.

Several aspects of delivering intensive PTSD treat-
ment virtually require additional attention from policy-
makers and payors. For example, due to current
mental health licensure restrictions, nonfederal orga-
nizations offering virtual intensive treatment models
(and virtual therapy in general) are only able to offer
services in a limited number of states. This limits the
number of individuals who can benefit from these
intensive services virtually, despite the modality techni-
cally being designed to reach a much broader audience
than in-person care. Additionally, there are currently a
number of limitations associated with reimbursement
of teletherapy services. These limitations are even
greater for more comprehensive models of care, such
as intensive treatment programs. Without creating
appropriate reimbursement models for intensive treat-
ments that are delivered virtually, sustainability will
remain a concern. Furthermore, interstate reciprocity
of delivering care is needed to allow greater access to
specialized treatment.
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