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Objective: The authors report an 8-week
randomized, controlled proof-of-concept
trial of a new therapist-assisted, Internet-
based, self-management cognitive behav-
ior therapy versus Internet-based sup-
portive counseling for posttraumatic
stress disorder (PTSD).

Method: Service members with PTSD
from the attack on the Pentagon on Sep-
tember 11th or the Iraq War were ran-
domly assigned to self-management cog-
n it ive behavior  therapy (N=24)  or
supportive counseling (N=21).

Results: The dropout rate was similar to
regular cognitive behavior therapy (30%)
and unrelated to treatment arm. In the

intent-to-treat group, self-management
cognitive behavior therapy led to sharper
declines in daily log-on ratings of PTSD
symptoms and global depression. In the
completer group, self-management cog-
nitive behavior therapy led to greater re-
ductions in PTSD, depression, and anxiety
scores at 6 months. One-third of those
who completed self-management cogni-
tive behavior therapy achieved high-end
state functioning at 6 months.

Conclusions: Self-management cogni-
tive behavior therapy may be a way of de-
livering effective treatment to large num-
bers with unmet needs and barriers to
care.

(Am J Psychiatry 2007; 164:1676–1683)

Cognitive behavior therapy for posttraumatic stress
disorder (PTSD) entails a set of strategies designed to help
trauma survivors understand and manage symptoms, cor-
rect maladaptive cognitions, and process trauma memo-
ries therapeutically (1). Although it has been shown to be
efficacious (2, 3), cognitive behavior therapy is not widely
available nor routinely employed (4). In addition, cogni-
tive behavior therapy requires significant professional
training and expertise to administer, as well as patient
time and resources. Consequently, there is ample justifica-
tion for considering self-management and telehealth-
based treatments to enhance treatment fidelity, effective-
ness, and accessibility (5). We conducted a randomized,
controlled proof-of-concept trial of a therapist-assisted,
Internet-delivered self-management cognitive behavior
therapy (6) and a comparison condition comprising Inter-
net-based supportive counseling. If cognitive behavior
therapy can be efficiently deployed and conveniently de-
livered, it can be more accessible and widely dissemi-
nated, especially to individuals who experience various
barriers to care.

Method

Participants

The patients were Department of Defense service members in
the Washington, D.C., area who had PTSD as a result of the Penta-

gon attack on September 11th or combat in Iraq/Afghanistan. Ex-
clusion criteria were 1) active substance dependence, 2) current
suicidal ideation, 3) history of psychotic disorder, 4) <21 or >65
years of age, 5) PTSD or depression immediately before the
trauma, 6) current psychiatric treatment, 7) marked ongoing
stressors, and 8) inadequate social supports. Medications varied
but were stable and maintained.

The participants were recruited through advertisements and
presentations at Department of Defense sites. One hundred forty-
one participants were screened; 41 were ineligible, 31 did not
consent, and 26 could not be contacted for assessment. Forty-five
participants were randomly assigned, and 33 completed treat-
ment. Five patients dropped out after random assignment but be-
fore treatment; seven dropped out during treatment; 24 patients
completed the 3-month follow-up, and 18 completed the 6-
month follow-up (some service members were hard to locate).
There were no differences in dropouts between the two study
arms overall (likelihood ratio=1.19, df=1, N=45, p>0.05; at post-
treatment: likelihood ratio=0.40, df=1, N=45, p>0.05) or at the 3-
month (likelihood ratio=1.75, df=1, N=45, p>0.05) and 6-month
follow-ups (likelihood ratio=0.43, df=1, N=45, p>0.05). Treatment
arms did not differ in trauma type (likelihood ratio=1.99, df=1, N=
45, p>0.05) (56% September 11th; 44% combat).

Completers were not different from noncompleters on gender
(likelihood ratio=4.31, df=1, N=45), minority status (likelihood ra-
tio=0.04, df=1, N=45), or baseline anxiety (t=1.01, df=45). Non-
completers were significantly older (t=2.18, df=43, p<0.05; 40.82
years old, versus 34.75 for completers) and more likely enlisted
(likelihood ratio=4.59, df=1, N=43, p<0.05).

There were no differences in any variable between those who
completed the posttreatment or 3-month follow-up assessments.
In the self-management cognitive behavior therapy arm, those



Am J Psychiatry 164:11, November 2007 1677

LITZ, ENGEL, BRYANT, ET AL.

ajp.psychiatryonline.org

with 6-month follow-up data had higher socioeconomic status
(t=2.09, df=22, p<0.05), lower baseline anxiety (t=3.23, df=21,
p<0.01), and lower baseline PTSD scores (t=2.60, df=22, p<0.05),
similar to other published studies (7). There were no differences
between completers and noncompleters within the supportive
counseling arm at both follow-up intervals.

Measures

Online ratings. At each log on, service members were required
to make ratings of their PTSD symptoms with a modified PTSD
checklist (8, 9) and a global rating of their level of depression on a
scale of 1–10 before they were allowed to proceed with that partic-
ular log on’s activities. The PSTD Checklist evaluated the severity
of PTSD symptoms in the last 24 hours with Likert-type scaling
from 1=not at all to 5=extremely. The PTSD Checklist items em-
ployed were the following:

1. Repeated disturbing memories, thoughts, or images of
events surrounding your traumatic experience

2. Repeated disturbing dreams of upsetting events surround-
ing your traumatic experience

3. Feeling very upset and stressed (e.g., heart pounding, trou-
ble breathing, sweating) when something reminded you of
your stressful experience or events surrounding the trau-
matic experience

4. Avoiding thinking about or talking about your traumatic ex-
perience or avoiding having feelings related to these events

5. Avoiding activities or situations because they reminded you
of your stressful experience or events surrounding the trau-
matic experience

6. Trouble falling asleep or staying asleep since your traumatic
experience

7. Feeling irritable or having angry outbursts since your trau-
matic experience

The global depression item was worded in the following man-
ner: “On a scale of 1–10, please rate how depressed, down, or le-
thargic you have felt in general over the last 24 hours (1=not at all
depressed, 10=severe incapacitating depression).” The repeated
log-on assessments of PTSD symptoms and global depression
were used to track outcome and to monitor clinical status. Study
therapists were automatically notified if the patients endorsed
depression item 7 or above. In addition, the therapists monitored
the patients’ daily symptom reports by logging on to a special
back end to the website (the back end also allowed therapists to
review homework submissions and to determine time since last
log on).

Baseline and follow-up assessment measures. T h e  s t u d y
therapists conducted the baseline assessments in order to ini-
tially establish rapport. Clinicians blind to study arm conducted
the follow-up evaluations. The primary outcome measure was the
PTSD Symptom Scale—Interview Version (10), which is a struc-
tured interview that asks participants to rate how much they were
bothered by each of the PTSD symptoms specified in DSM-IV,
ranging from 0 (never) to 3 (five times per week or more), yielding
a sum score measuring overall PTSD symptom severity. Internal
consistencies ranged from α=0.76 to 0.92, and the scale has been
found to have excellent diagnostic utility.

Depression symptoms were assessed with the 21-item Beck De-
pression Inventory—II (11). The participants rated the severity of
each symptom (e.g., sadness, worthlessness) on a 4-point scale
ranging from 0 (not at all) to 3 (severely), and scores were summed
to form an overall composite score. The Beck Depression Inven-
tory—II is used widely to assess symptoms of depression among
clinical and normal populations and has shown to be a reliable
and valid measure in several investigations of treatment outcome
studies of combat-related PTSD (12, 13). Anxiety symptoms were

measured with the Beck Anxiety Inventory (14). The Beck Anxiety
Inventory is a 21-item self-report measure. Like the Beck Depres-
sion Inventory, symptom ratings range from 0 to 3, which are
summed for a total anxiety score. The Beck Anxiety Inventory has
been used in many PTSD outcome studies with combat-related
PTSD (15). Cronbach’s alpha for the Beck Depression Inventory—
II and the Beck Anxiety Inventory range from 0.90 to 0.94.

Procedure

The participants provided written informed consent. They
were evaluated at baseline, after treatment, and at 3 and 6 months
after baseline. Each intervention arm was therapist-assisted and
Internet-delivered and lasted 8 weeks, with 56 total possible log
ons (daily). At each log on, the participants made online symptom
ratings, reported homework compliance and homework content,
acquired new content (or content was restated), and received a
new homework assignment.

At baseline, each patient had an approximately 2- hour face-to-
face meeting with the study therapist who, in addition to con-
ducting the initial evaluation, introduced the study and interven-
tion procedures; provided psychoeducation about PTSD and the
benefits of stress management, a unique log-on ID, and pass-
word; and demonstrated the respective Internet sites. The pa-
tients in both arms also had periodic and ad lib study therapist
contact via e-mail and telephone (they could also request a call
back or an e-mail message from their therapist).

Study Interventions

Two highly specialized web applications were developed to au-
tomatize the delivery of the two interventions, collect outcome
and process data (e.g., compliance), and assist study therapists
and their supervisors to monitor patient participation (e.g.,
homework compliance). On each web site, patients had ad lib ac-
cess to educational information about PTSD, stress, and trauma,
as well as common comorbid problems and symptoms they
might experience (e.g., depression, survivor guilt). The partici-
pants were also provided unrestricted access to information on
strategies to manage their anger and sleep hygiene.

In order to reduce stigma and to emphasize the self-care as-
pects of the self-management cognitive behavior therapy, we em-
ployed the following title: DElivery of Self-TRraining and Educa-

FIGURE 1. Score on PTSD Symptom Scale—Interview Ver-
sion of Subjects Who Underwent Internet-Based Support-
ive Counseling or Self-Management Cognitive Behavior
Therapy Before and up to 6 Months After Treatment
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TABLE 1. Continuous and Categorical Demographic and Outcome Variables for Completer Study Group

Variable Treatment Condition Baseline Posttreatment
Mean SD Mean SD

Demographics
Age Supportive counseling 39.86 7.72 —

Self-management cognitive behavior therapy 38.63 9.41 —
Socioeconomic statusa Supportive counseling 3.50 1.28 —

Self-management cognitive behavior therapy 2.88 1.33 —
Ranka Supportive counseling 9.05 3.90 —

Self-management cognitive behavior therapy 8.83 4.49 —
N % N %

Supportive counseling —
17 81 men
4 19 women

Self-management cognitive behavior therapy —
18 75 men
6 25 women

Minority

Supportive counseling —
13 65 no
7 35 yes

Self-management cognitive behavior therapy
18 75 no
6 25 yes

Outcome
Group size Supportive counseling 20 17 14

Self-management cognitive behavior therapy 23 14 10

Mean SD Mean SD
Differential 
Effect Size

Anxietyb Supportive counseling 20.92 15.00 12.59 13.45
Self-management cognitive behavior therapy 18.70 10.60 8.43 5.93

— d=0.40
Depressionc Supportive counseling 24.43††  12.08 17.47 11.19

Self-management cognitive behavior therapy 18.87†† 9.52 12.14 9.56
— d=0.51

Total posttraumatic 
stress disorder 
symptomsd

Supportive counseling 29.16 9.93 20.00 11.50

Self-management cognitive behavior therapy 26.71 9.02 14.86 13.35
— d=0.41

N % N %
Differential 
Effect Size

Beck Anxiety Inventory 
score below 12e

Supportive counseling 7 33.3 11 62.5

Self-management cognitive behavior therapy 7 30.4 8 60.0
— φ=0.03

Beck Depression 
Inventory—II score 
below 12f

Supportive counseling 2 9.5 7 43.8

Self-management cognitive behavior therapy 2 8.3 7 50.0
— φ=0.06

PTSD Symptom 
Scale—Interview 
Version below 6 (≤5)g

Supportive counseling 0 0.0 1* 6.3

Self-management cognitive behavior therapy 0 0.0 6* 42.9
— φ=0.43

High end-state 
functioning

Supportive counseling — 0** 0.0

Self-management cognitive behavior therapy 4** 35.7
— φ=0.48

a Both rank and socioeconomic status are coded in an ordinal scale. Rank was coded from the lowest to this highest rank (enlisted level 1 [E1]=
1 to officer level 8 [O8]=17). Socioeconomic status was operationalized in terms of income and coded in $25,000 increments (1=<$25,000,
2=$25,001 to $50,000, etc.).

b Beck Anxiety Inventory.
c Beck Depression Inventory—II.
d PTSD Symptom Scale—Interview Version.
e–g Indicators of clinically significant change.
††p=0.10. †p=0.06. *p<0.05. **p<0.01.
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3-Month Follow-Up 6-Month Follow-Up
Mean SD Mean SD

— —
— —
— —
— —
— —
— —
N % N %

— —

— —

— —

10
8

Mean SD
Differential 
Effect Size Mean SD

Differential 
Effect Size

9.92 8.19 14.43† 9.96
6.11 5.69 6.38† 5.21

d=0.54 d=1.01
13.23 9.08 16.84* 8.66
12.51 6.53 8.50* 7.54

d=0.09 d=1.03
13.96 8.63 17.50† 10.40

13.20 7.05 8.67† 7.98
d=0.10 d=0.95

N %
Differential 
Effect Size N %

Differential 
Effect Size

10 69.2 5†† 50.0

9 88.9 8†† 87.5
φ=0.23 φ=0.40

8 53.8 4 40.0

6 55.6 3 35.7

φ=0.02 φ=0.35

1 7.7 0* 0.0
2 20.0 4* 44.4

φ=0.19 φ=0.54
0† 0.0 0* 0.0

1† 20.0 3* 33.3
φ=0.25 φ=0.45
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tion for Stressful Situations or DE-STRESS. The DE-STRESS
acronym was particularly well received in the military context
and by patients.

Internet-delivered self-management cognitive behavior
therapy. The self-management cognitive behavior therapy was
designed to teach patients strategies to help them cope and man-
age their reactions to situations that triggered recall of traumatic
experiences (and negative affect and arousal). The intervention
taught, promoted, and prompted stress and negative affect man-
agement strategies applied to a personalized hierarchy of trauma
triggers (stressful contexts) through a series of homework assign-
ments. The goal was to reduce PTSD symptom burden and to pro-
mote greater self-efficacy and confidence in coping capacities.
The specific components of the self-management cognitive-be-
havior therapy were the following:

1. Self-monitoring of situations that triggered trauma-related
distress (first 2 weeks)

2. The generation of a serial ordering (hierarchy) of these trig-
ger contexts in terms of their degree of threat or avoidance
(starting week three)

3. Didactics on stress management strategies that, once prac-
ticed (starting day 1), were used for

4. Graduated, self-guided, in vivo exposure to items from the
personalized hierarchy (starting with the least threatening
or least avoided item in week 3)

5. Seven online trauma writing sessions (week 7, see below)
6. A review of progress (charts of daily symptom reports were

presented), a series of didactics on relapse prevention, and
the generation of a personalized plan for future challenges
(week 8)

In the initial meeting with the study therapist, an initial hierar-
chy of stressful situations was generated collaboratively. It was as-
sumed that most patients with PTSD are not sufficiently aware of
what triggers the recall of trauma memories. As a result, in the
first 2 weeks, the patients were asked to monitor their reactions to
various stressful and demanding situations. After this period, the
therapists assisted the patients in generating a final personalized
stress hierarchy (with e-mail).

In the face-to-face session, the study therapists also provided
initial training in two stress-management strategies (deep, slow

FIGURE 2. Screen Capture of One of the Web Pages From the DElivery of Self-TRaining and Education for Stressful Situa-
tions (DE-STRESS) System
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diaphragmatic breathing and simple, progressive muscle relax-
ation) and initial training in simple cognitive reframing tech-
niques (how to challenge unhelpful thought patterns and alter
self-talk to effectively manage demanding situations). Subse-
quently, homework assignments were given online to further ac-
quire these skill sets (e.g., see Figure 1).

At the end of week 6, the study therapists had a planned phone
conversation with the patients to determine if they were ready to
do the trauma narrative portion of the self-management cogni-
tive behavior therapy (no patients were deemed incapable or in-
eligible). In week 7, the participants were asked to write (type) a
detailed first-person, present-tense account of a particularly sa-
lient and troubling traumatic experience. They were then asked to
read their trauma narrative and encouraged to experience any
emotions or memories that they may have been avoiding, while
using coping skills acquired in the program. In the subsequent six
log ons, the patients were asked to rewrite and process their trau-
matic memory, including any other memories that might not
have occurred to them initially. The writing task is a variant of
techniques employed in cognitive behavior therapy and cognitive
processing therapy to target PTSD (13, 16). The goal was to pro-
mote mastery and to reduce avoidance, as opposed to maximiz-
ing emotional processing to promote extinction, as is the case in
exposure therapy (2).

Internet-delivered supportive counseling. The majority of
the supportive counseling intervention entailed participants be-
ing asked to self-monitor daily nontrauma-related concerns and
hassles and online writing about these experiences. Psychoeduca-
tion materials were available about the psychological, emotional,
and cognitive effects of trauma, but there was no skills training or
prescriptions for proactive action. The supportive counseling
group was asked to visit the web site daily to report their symp-
toms, read about stress and stress management, and write about
current concerns. The web site allowed the participants to ask for
an immediate telephone call from their therapists, and they were
called periodically by their study therapist to check in on how they
were doing and to answer any questions they might have about
the self-help program. Through e-mail and the telephone, sup-
portive counseling therapists were instructed to be empathic and
validating, nondirective and supportive, and to focus on non-
trauma-related present-day concerns. In week 8, patients in the
supportive counseling arm were asked to plan ways of using what
they learned in the course of the therapy from that point forward
and to plan for future stressors; they also were shown graphs of the
course of their progress (symptom reporting).

Analysis Plan

Online ratings. We used hierarchical linear modeling (17) to an-
alyze models of individual change or growth in the online PTSD
and depression symptom ratings over the 56 (possible) repeated
ratings by intervention group. The advantage of using hierarchi-
cal linear modeling is the ability to account for all of the 56 possi-
ble repeated measures and the ability to use an expectation-max-
imization algorithm for full maximum likelihood estimation of
missing data during model fit (18).

We used a two-level hierarchical linear model to analyze online
symptom ratings across the repeated online assessments (level 1)
and to determine if the slope was related to the intervention arm
(level 2) in the intent-to-treat group. In these analyses, the level 1
model specifying change or growth rate in symptoms (Y) for per-
son i at time t was: Yti=β0i+β1i (Time)+eti. In this equation, β0i rep-
resents the average level of adjustment at a specific time and β1i

represents the expected change in a fixed period of time. In these
analyses, the unit of time was one day. To examine the effect of in-
tervention arm on symptom ratings over time on level 2, we used
the model-building approach, with the augmented models as fol-

lows: β0i=γ00+γ01(intervention arm)+µ0i; β1i=γ10+γ11(intervention
arm)+µ1i.

Assessment measures. We used repeated-measures analysis of
covariance (ANCOVA), with baseline outcome scores as the cova-
riate, to compare improvement over time in each arm. We also
conducted planned comparisons examining a priori hypotheses
that the active intervention (self-management cognitive behavior
therapy) would lead to greater change in symptoms and clinical
outcomes. All analyses were conducted on the intent-to-treat and
completer groups.

Results

Participant Characteristics

There were no pretreatment differences between the
two arms demographically or in baseline levels of depres-
sion, anxiety, or PTSD symptoms (see Table 1). Supportive
counseling participants (mean=41.05, SD=20.10) logged
on more often than self-management cognitive behavior
therapy participants (mean=23.63, SD=17.52) (t=3.11, df=
43, p<0.01). The two arms did not differ on time spent in
treatment (t=1.35, df=39, p>0.10) (supportive counseling:
mean=46.76 days, SD=24.03; self-management cognitive
behavior therapy: mean=36.92 days, SD=22.84) or in aver-
age days between sessions (t=–1.43, df=39, p>0.10) (sup-
portive counseling: mean=1.23 days, SD=0.66; self-man-

Patient Perspective

“Mr. C” was 24 years old, Caucasian, and recently 

married. His baseline posttraumatic stress disorder (PTSD) 

score was 28. He presented with pervasive concerns about 

personal safety, which resulted in attempts at overcontrol 

and distrust of others. Mr. C used relaxation skills in 

trigger situations, such as crowded places. In the narrative 

portion of the program, he wrote the following:

My best friend is blown up 10 feet from me by a 
landmine. He is there, living, breathing, and laughing; 
after the explosion, nothing. I do not even get to see 
him one more time. I am lying on the ground shaking, 
quivering, weeping. I think, ‘Why could not it have 
been me?’ I am single; he is not. Why did I not see the 
mine? I could have pushed him out of the way! How 
can I show my face to his wife? I told her I would look 
after him.

After repeated processing of this memory, he wrote the 

following:

I cannot always stop things that I do not like 
happening to people around me. Sometimes things 
are out of my control. Lately, that has started to be a 
relief to me. It can be a relief in this area also. It was 
not my decision; it was out of my control. I am 
learning that I do not need to control everything all 
the time to have things end up the way I would like 
them to.

At the 6-month follow-up, Mr. C’s PTSD score was 15.
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agement cognitive behavior therapy: mean=1.60 days,
SD=0.98).

Online Symptom Reports

For both arms, mean total PTSD symptoms, criterion C
avoidance, and criterion D hyperarousal symptom ratings
declined over the course of treatment (γ10=–0.02, p<0.001,
γ10=–0.003, p<0.001, and γ10=–0.004, p<0.001, respec-
tively). However, patients in the self-management cogni-
tive behavior therapy arm had a sharper decline in mean
total PTSD symptom severity, γ11=–0.02, p<0.001; avoid-
ance, γ11=–0.003, p<0.05; and hyperarousal symptoms,
γ11=–0.007, p<0.001. PTSD criterion B reexperiencing
symptom ratings did not decrease significantly across
treatment (γ10=–0.0004, p>0.10), nor were there differen-
tial treatment effects (γ11=0.004, p>0.10). Global depres-
sion ratings decreased significantly over treatment (γ10=–
0.01, p>0.10). In addition, the self-management cognitive
behavior therapy group had marginally significant higher
depression scores (γ01=1.00, p=0.08) but a significantly
sharper decline in depression symptoms relative to the
supportive counseling arm (γ11=–0.007, p<0.01). Analysis
of the online symptom ratings for the completer group
produced similar results although no differences in de-
pression ratings.

Assessment Data

The patients in each arm improved over time for the in-
tent-to-treat and completer groups (see Table 1). Re-
peated-measures ANCOVAs, with baseline scores as the
covariate, revealed a significant main effect of time for to-
tal PTSD interview scores (F=25.26, df=1, 43, p<0.001), de-
pression (F=7.13, df=1, 40, p<0.001), and anxiety (F=14.58,
df=1, 38, p<0.001).

For the intent-to-treat and completer groups, at the 3-
month follow-up, there were no significant differences in
the two arms on any outcome. However, for the com-
pleters, at the 6-month follow-up, the self-management
cognitive behavior therapy arm had significantly lower de-
pression (t=2.15, df=16, p<0.05), anxiety (t=2.06, df=16, p=
0.06), and total PTSD symptoms (t=2.02, df=16, p=0.06)
(Figure 2).The controlled effect sizes (self-management
cognitive behavior therapy relative to supportive counsel-
ing) for these changes were d=1.03, d=1.01, and d=0.95, re-
spectively. Also, in the completer group, a greater percent-
age of cases in the self-management cognitive behavior
therapy arm no longer met criteria for PTSD (operational-
ized as a PTSD Symptom Scale—Interview Version score
below 6) compared to the supportive counseling arm at
posttreatment and the 6-month follow-up (Table 1). A sig-
nificantly greater percentage of self-management cogni-
tive behavior therapy cases in the intent-to-treat group no
longer met criteria for PTSD compared to the supportive
counseling arm at posttreatment (likelihood ratio=3.89,
df=1, N=45, p<0.05) (25% versus 5%) and at the 6-month
follow-up (likelihood ratio=8.35, df=1, N=45, p<0.01) (25%

versus 3%). With respect to high end-state functioning
(19) (Beck Depression Inventory—II and Beck Anxiety In-
ventory scores <12 and PTSD Symptom Scale—Interview
Version scores <6) in the completer group, the two arms
differed at posttreatment (self-management cognitive be-
havior therapy=29% versus supportive counseling=0%)
(likelihood ratio=6.81, df=1, N=30, p<0.01) and at the 6-
month follow-up interval (self-management cognitive be-
havior therapy=33% versus supportive counseling=0%)
(likelihood ratio=4.76, df=1, N=18, p<0.05). Finally, also
with respect to high end-state functioning in the intent-
to-treat group, the two arms differed at the 3-month fol-
low-up (self-management cognitive behavior therapy=
25% versus supportive counseling=0%) (likelihood ratio=
8.35, df=1, N=45, p<0.01) and at the 6-month follow-up in-
terval (self-management cognitive behavior therapy=25%
versus supportive counseling=0%) (likelihood ratio=8.35,
df=1, N=45, p<0.01).

Discussion

Intent-to-treat analyses of online symptom reporting
and indicators of end-stage functioning, as well as com-
pleter analyses of other outcome data, indicated that par-
ticipants who received self-management cognitive behav-
ior therapy reported greater gains than those who received
supportive counseling. One-third of those who completed
self-management cognitive behavior therapy achieved
high end-state functioning 6 months after treatment (one-
quarter of the intent-to-treat group). The intervention was
tolerated well, and the dropout rate was similar to that of
face-to-face trials. Because many military and emergency
service personnel with PTSD often do not receive evi-
dence-based treatment (20), these initial results point to a
potentially viable means to deliver rapid and effective
PTSD treatment to a large population with otherwise un-
met needs for PTSD care.

These results are somewhat tempered by the fact that
younger and more symptomatic service members were
less likely to be located at 6 months (they were arguably
more likely to be redeployed). Also, there was a tendency
for fewer people to complete self-management cognitive
behavior therapy than supportive counseling, and future
research should study factors that enhance web usage for
cognitive behavior therapy.

We recognize that our pilot study had a small group size,
which limits the generalizability of the findings and re-
duces power to detect moderators of treatment outcome.
Nevertheless, these promising results suggest the need for
future research into Internet-based therapies to assist pa-
tients with PTSD. Self-management cognitive behavior
therapy is a potential solution to the demand for efficient,
low-cost, and stigma-reducing interventions for traumatic
stress, especially in the military, in disaster contexts, and
in the emergency services. This approach should be con-
sidered (and evaluated) within a tiered system of self-
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management approaches, ranging from an Internet-based
companion to face-to-face treatment to guide and sys-
tematize cognitive behavior therapy components to free
up therapists’ time and resources to a completely self-help
approach by means of the Internet, DVDs, or booklets.
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