
Veterans Telehealth Initiative 

Expanding Behavioral Health Access 

 

Overview 

Many veterans who need behavioral health services do not receive it.  Those who do seek out services 

frequently terminate prematurely (1).  It is hypothesized that veterans engage in treatment less often for the 

following reasons (2, 3): transportation costs, fear of stigmatization for receiving behavioral health services, 

living in rural areas, provider shortage areas that lack mental health specialists.  Telemedicine has proven to be 

effective for treatment of behavioral health conditions and addresses the reasons for lack of services among 

veterans.  Telemedicine has been proven effective for a variety of conditions including: 

 

 Post-Traumatic Stress Disorder (4)  Anxiety Disorders (5) 

 Depression (6)    Acute Suicidality (6) 

 Eating Disorders (7)    Smoking Cessation (8) 

 

It is well known that frequency of therapy is highly tied to efficacy (9).  However, issues such as worktimes and 

available childcare still impede veterans from receiving services.  Psychoeducation is also known to enhance the 

efficacy of treatment (10).  Maintaining high engagement is critical for disseminating psychoeducation.  The 

Veterans Telehealth Initiative (VTI) Program provides solutions to both of these issues by removing common 

barriers (e.g., location, childcare), allowing high frequency therapy, and highly engaging video-based 

psychoeducation.   

 

Evidence-Based Programs 
Post-Traumatic Stress Disorder: Trauma-Focused Cognitive Behavioral Therapy 

Substance Use Disorders: 12-Step Facilitation Education, CBT, and Mindfulness 

Depression: Behavioral Activation and Cognitive Behavioral Therapy 

Obsessive Compulsive Disorder: Exposure and Response Prevention and CBT 

Panic Disorder: Relaxation, Panic Induction and Reaction, and CBT 

 

Professional Services Provided: 

 Psychotherapy weekly 

 Telepsychiatry PRN 

 Telemonitoring of symptoms 

 Multidisciplinary treatment team meetings 

 Personalized feedback, which has been shown to enhance electronically mediated treatment (11) 

 

Example Program Overview: Alcohol Use Disorder Treatment 

A typical program covers approximately one month of intensive treatment.  All 4 science-based treatments are 

included.  The program includes interactive feedback, peer-facilitated components, multimedia rich 

presentation, and a holistic approach with links to other mental health treatment programs. 

 

 
 



References 

 

(1) Garcia, H.A.,Kelley, L. P.,Rentz, T.O.,&Lee, S. (2011). Pretreatment predictors of dropout from cognitive 

behavioral therapy for PTSD in Iraq and Afghanistan war Veterans. Psychological Services, 8, 1–11. 

 

(2) Gros, D. F., Strachan, M., Ruggiero, K. J., Knapp, R. G., Frueh, B. C., Egede, L. E., Acierno, R. (2011). 

Innovative service delivery for secondary prevention of PTSD in at-risk OIF-OEF service men and women. 

Contemporary Clinical Trials, 32, 122–128. 

 

(3) Hoge, C. W., Castro, C. A., Messer, S. C., McGurk, D., Cotting, D. I., & Koffman, R. L. (2004). Combat 

duty in Iraq and Afghanistan, mental health problems, and barriers to care. New England Journal of Medicine, 

351, 13–22. 

 

(4) Yuen, E. K., Gros, D. F., Price, M., Zeigler, S., Tuerk, P. W., Foa, E. B., & Acierno, R. (2015). Randomized 

controlled trial of home‐based telehealth versus in‐person prolonged exposure for combat‐related PTSD in 

veterans: Preliminary results. Journal of Clinical Psychology, 71(6), 500-512. 

 

(5) Bouchard, S., Paquin, B., Payeur, R., Allard, M., Rivard, V., Fournier, T., Lapierre, J. (2004). Delivering 

cognitive-behavior therapy for panic disorder with agoraphobia in videoconference. 

 

(6) Gros, D. F., Morland, L. A., Greene, C. J., Acierno, R., Strachan, M., Egede, L. E., Frueh, B. C. (2013). 

Delivery of evidence-based psychotherapy via video telehealth. Journal of Psychopathology and Behavioral 

Assessment, 35, 506–521. 

 

(7) Mitchell, J. E., Crosby, R. D., Wonderlich, S. A., Crow, S., Lancaster, K., Simonich, H., Myers, T. C. 

(2008). A randomized trial comparing the efficacy of cognitive-behavioral therapy for bulimia nervosa 

delivered via telemedicine versus face-to-face. Behaviour Research and Therapy, 46, 581–592. 

 

(8) Carlson, L. E., Lounsberry, J. J., Maciejewski,O.,Wright, K., Collacutt, V.,&Taenzer, P. (2012). Telehealth 

delivered group smoking cessation for rural and urban participants: Feasibility and cessation rates. Addictive 

Behaviors, 37, 108–114. 

 

(9) Erekson, D. M., Lambert, M. J., & Eggett, D. L. (2015). The relationship between session frequency and 

psychotherapy outcome in a naturalistic setting. Journal of Consulting and Clinical Psychology, 83(6), 1097-

1107. 

 

(10) Lucksted, A., McFarlane, W., Downing, D., Dixon, L., & Adams, C. (2012). Recent developments in 

family psychoeducation as an evidence‐based practice. Journal of Marital and Family Therapy, 38(1), 101-121. 

 

(11) Walters ST, Hester RK, Chiauzzi E, Miller E. Demon Rum: High-Tech Solutions to an Age-Old Problem. 

Alcoholism: Clinical and Experimental Research. 2005;29(2):270-7. doi: 

10.1097/01.ALC.0000153543.03339.81. PubMed PMID: 2005-02202-011.  

 


