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Barriers to Completing Treatment for
Veterans With PTSD

By Shannon M. Rogers, Erica K. Yuen, Stephanie Zeigler,
Peter W. Tuerk, Phillippe B. Cunningham and Ron Acierno

Abstract

Despite the effectiveness of evidence-based therapies in treating PTSD, many
_ veterans terminate treatment early, limiting potential benefits. There fore, research
is needed to investigate factors that contribute to early treatment termination. To
this end, the present study used a telephone survey to investigate treatment com-
pletion barriers with 32 veterans who withdrew early from evidence-based PTSD
interventions delivered either in-person or via telehealth at a Veterans Affairs
Medical Center (VAMC) in the southeastern United States. Commonly reported
treatment barriers and implications of those barriers are discussed. The perceived
relevance of treatment and stressors that compete with treatment emerged as lead-
ing barriers in this sample. Accordingly, assessing and addressing such barriers at
the initiation and throughout the course of treatment may reduce early termination
of effective care for veterans with PTSD.

Keywords: treatment barriers, PTSD, veterans, telehealth

Introduction

Posttraumatic stress disorder (PTSD) affects between 11% and 20% of U.5.
veterans from the Iraq and Afghanistan wars, 10% from the Gulf War and 30%
from the Vietnam War (Tanielian & Jaycox, 2008). Effective interventions such as
prolonged exposure (PE) exist (Foa et al., 1999; Hembree et al., 2003; Schnurr et
al., 2007) and have been evaluated with respect to military-related PTSD (Rauch
et al., 2009; Thorp, Stein, Jeste, Patterson & Wetherell, 2012; Tuerk, Yoder, Rug-
giero, Gros & Acierno, 2010; Tuerk et al., 2011; Wolf, Strom, Kehle & Efiekhari,
2012; Yoder et al., 2012). However, despite positive treatment ouicomes, tradi-
tional dropout rates from evidence-based treatments such as PE range from 20%
to 26% (Hembree et al., 2003) when measured across various study settings,
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populations and sample sizes (see also Schottenbauer, 2008, for a 1eview). The
range of reported dropout is even larger among veterans (Gros, Yoder, Tuerk,
Lozano & Aciemo, 2011; Nacasch et al., 2010; Rauch et al., 2009; Schnurr et al.,
2007; Thorp et al., 2012; Tuerk et al., 2010; Tuerk et al., 2011; Yoder et al., 201 2)
and active duty personnel (Cigrang et al., 2011), where early termination rateg
vary from 13% (Nacasch et al., 2010) to 38% (Schnurr et al., 2007). Waa:&:m
dropout in military PTSD treatment seftings is particularly important because pre-
liminary data indicate that when a full course of treatment is delivered, more than
half of patients no longer meet the criteria for PTSD, and the majority of thoge
who do not lose their diagnosis nonetheless experience significant symptom jm-
provement (Cigrang et al., 2011; Foa et al., 1999; Rauch et al., 2009; Steenkamp
& Litz, 2012; Tuerk et al., 2011). In addition, two recent studies (N=60,N= 70) m
conducted by separate research teams at different VAMC facilities found strik- _
ingly similar significant long-term reductions in mental health service utilization _
for PE treatment completers but not for those who dropped out of the evidence- |
based care (Meyers et al., 2013; Tuerk et al., 2012). Such findings highlight the .
need to systematically examine and address factors that contribute to dropout.
Unfortunately, existing studies find few consistent addressable predictors.

There is ample research investigating potential predictors of dropout in PE. [
Existing studies focus on individual factors, such as age (Erbes, Curry & Leskela, _
2009; Garcia, Kelley, Rentz & Lee, 2011; Harpaz-Rotem & Rosenheck, 2011),
gender (van Minnen, Atz & Keijsers, 2002), race (Cook, Thompson, Harb &
Ross, 2013; Lester, Resick, Young-Xu & Artz, 2010; Rosenheck, Fontana &
Cottrel, 1995), employment status and SES (Foa et al., 1999; Foa, Rothbaum,
Riggs & Murdock, 1991); co-morbid conditions, such as depression (Zayfert et
al., 2005), general anxiety (van Minnen et al., 2002), substance use and anger
(Riggs, Rukstalis, Volpicelli, Kalmanson & Foa, 2003: van Minnen et al., 2002);
and pre-morbid functioning, such as baseline severity of PTSD symptoms (Bry-
ant et al., 2007; Marks, Lovell, Noshirvani, Livanou & Thrasher, 1998; Bryant et
al., 2007). However, reliable predictors of dropout have not yet been identified
(van Minnen et al., 2002), and specific reasons for dropout, rather than immutable
demographic risk factors, have yet to be studied.

The purpose of the present study is to identify non-demographic factors,
identified by veterans, that prevent them from completing an entire course of
exposure-based PTSD treatment. Treatment was delivered through either home-
based telehealth or in-person exposure-based therapy sessions. Understanding
these barriers to both types of treatment modalities is crucial to increasing pa-
tient retention and the benefits that come with completing an entire course of PE
treatment.
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Methods
Procedures

Participants were 32 veterans who had dropped out of one of two ongoing
PTSD treatment research studies at a Veterans Affairs Medical Center in the
southeastern United States. One of the studies compared 8 to 12 sessions of PE
delivered through home-based telehealth versus in-person PE therapy sessions
(Strachan, Gros, Yuen et al., 2012). The other study compared eight sessions of
exposure combined with behavioral activation delivered through home-based
telehealth versus in-person therapy sessions (Strachan, Gros, Ruggiero et al.,
2012). The dropout rate for patients in both of these ongoing studies was approxi-
mately 27% with the mean number of sessions compieted for those dropping out
equal to 3.88 (SD = 1.36). Both treatments utilized evidence-based techniques
such as in vivo exposure, imaginal exposure and behavioral activation.

Participants who withdrew from PTSD treatment after receiving two or more
sessions were contacted by telephone with an invitation to participate in a follow-
up survey of treatment completion barriers. Fifty-nine veterans were called and
contact was made with 41, 32 of whom agreed to participate. For the veterans
who declined, the most common reason for declining was a lack of interest.

Measure

The Barriers to Therapeutic Exposure Participation Scale was administered
by trained clinicians to participants over the telephone. This measure asked par-
ticipants to rate how often they experienced a variety of barriers that might have
interfered with treatment using a 5-point Likert scale ranging from 0 (e.g., Never
a problem) to 4 (e.g., Very often a problem). This measure was adopted from
the Barriers to Treatment Participant Scale (BTPS; Kazdin, Holland, Crowley,
& Breton, 1997) and modified to apply specifically to adult patients who have
received exposure therapy. The original items on the BTPS were intended to be
used with families, and therefore some of the items pertained to children, such as
“My child had trouble understanding treatment.” Items such as this were modi-
fied to apply to the adult patient, for example, “I had trouble understanding treat-
ment.” In addition, four items were removed: “My child refused to come to the
sessions”; “I was billed for the wrong amount” (patients in the current study were
not billed); “My child was sick on the day when treatment scheduled” (there is
already an item pertaining to the adult individual being sick on a scheduled treat-
ment day); and “My child was never home to do the assigned homework.” Five
additional items were added to the measure: “Crises at work made it hard for me
to attend sessions™; “! had trouble with other family members at home, which
made it hard to participate in treatment”; “I was too tired after school to partici-
pate”; “The atmosphere of the sessions made it uncomfortable for appointments™;
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and “Treatment took time away from spending time with my spouse/pariner.” The
original items on the BTPS were developed from focus groups with providers ang
then validated with an outpatient sample of families. The BTPS demonstrateg
high levels of internal consistency (alpha = .86) and higher scores were assocj.
ated with higher rates of treatment dropout, fewer wecks in treatment and higher
rates of appointment cancellations and no-shows. The authors of the measure sug-
gested that the items could be divided into four general categories: stressors ang
obstacles that compete with treatment, treatment demands and issues, perceived
relevance of treatment, and relationship with the therapist (Kazdin et al., 1997).

Participants

Participants were 32 veterans with a mean age of 48.5 (SD = 15.1). Race wag
predominantly Black/African American (33%) and White (47%). Three percent
of patients identified their ethnicity as Hispanic/Latino and 3% of patients were
female. Theaters included OIF/OEF (25%), the Persian Gulf (38%) and Vietnam
(38%). Of the participants, 53% received treatment through telehealth and 472
received treatment in person.

Results

The mean score for cach of the potential treatment barriers was calculated
across participants and for specific subgroups. The most commonly endorsed
treatment barriers across all participants were related to the categories of per-
ceived relevance of treatment (see Figure 1) and stressors/obstacles that compet-
ed with treatment (see Figure 2). With regard to perceived relevance of treatment,
many of the veterans reported that the treatment did not seem to be working (m
= 2.72, D = 1.46), that treatment was not what they expected (m = 2.41, 8D =
1.48) and that they lost interest in attending sessions (m = 1.66, SD = L77). With
regard to stressors/obstacles that competed with treatment, many of the veterans
reported that they experienced much stress during the course of treatment (m =
2.44, §D = 1.50), that treatment added another stressor 1o their life (m=2.19, 8D
= 1.62) and that finding a place to park for sessions was difficult (m = 1.94, SD
= 1.93). Some of the other more commonly endorsed barriers included specific
treatment demands (see Figure 3), such as the amount of work required (m = 1,38,
$D = 1.62) and difficult homework assignments (m = 1.17, SD = 1.66), as well as
feeling like they had to give too much personal information to the therapist (m =
1.25, 8D = 1.57) (see Figure 4).

Statistical tests of significance between subgroups were not conducted due to
low N, but several patterns were observed. Finding a place to park was the top
barrier reported by veterans recciving in-person treatment (m = 2.67; SD = 1.80)
but was of less concern for those receiving home-based telehealth (m=1.29, 5D
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= 1.86). Veterans receiving home-based telehealth were less likely to report that
their job got in the way of having a session (in-person m = 1.33, SD = 1.50; tele-
health m = 0.35; $D = 1.00} or that they were too tired after work to participate
in a session (in-person m = 1.60, SD = 1.68; telehealth m = 0.47, SD = 1.07).
Veterans 45 years and older were more likely to report that treatment did not fo-
cus on their life and problems (older group m = 1.30, SD = 1.42; younger group
m=0.17, $D = 0.39), whereas veterans under 45 were more likely to report that
treatment conflicted with work/school/social activities (younger group m = 1.67,
SD = 1.61; older group m = 0.55, SD = 1.15), that they lost interest in attending
sessions (younger group m = 2.58, SD = 1.93; older group m = 1.10, SD = 1.45)
or that improvement led to treatment no longer being necessary (younger group
m = 1.58, SD = 1.08; older group m = 0.60, SD = 0.94). And finally, with regard
to race, African American patients were more likely than Caucasian patients to
report that crises at home made it harder to attend sessions (African American m
=1.47, §D = 1.38; Caucasian m = 0.13, §D = 0.52).

Discussion

There is a significant need to identify modifiable factors predictive of early
withdrawal from evidence-based treatment for PTSD by veterans. Despite the
effectiveness of exposure-based treatments for PTSD, a significant proportion
of veterans do not obtain benefits that appear to be likely when a full course
of treatment is delivered. The present study identifies several modifiable barri-
ers to successful treatment completion, as viewed by the veterans themselves.
Major reported barriers included perceived relevance of treatment (treatment not
working, treatment not what patients expected and loss of interest in attending
sessions), high levels of stress during treatment, treatment demands (amount of
work required, difficult homework assignments) and revealing personal informa-
tion to therapist. These results suggest that the context within which treatment
rationale is being offered could benefit from modification so as to improve pa-
tients’ understanding of what treatment entails and why this approach is relevant
to them, personally. Revisiting this rationale and related treatment requirements
and characteristics multiple times throughout the first few sessions, and empha-
sizing personal relevance of treatment to a specific patient might reduce patient
dropout rate. In addition, addressing how one might balance the demands of treat-
ment with other life stressors, and weaving a problem-solving approach to ad-
dress these issues throughout freatment sessions, might also improve treatment
retention. It is also pertinent to mention that some patients might have perceived
this treatment to be less relevant to them personally due to the potential of sub-
clinical PTSD symptoms and/or misdiagnosis of PTSD during the initial assess-
ment, particularly for patients with generalized anxiety.
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In addition, some initial but limited support is provided for the notion that
treatment barriers could differ between subgroups according to treatment moda].
ity (e.g., telehealth versus in-person). This is particularly relevant given the fact
that telehealth is increasingly being offered as a means by which to address treat.
ment barriers. Recognition that this solution might present certain new problemg
is important and useful. In general, veterans receiving telehealth reported fewer
logistical problems such as parking, scheduling and interfering work commit-
ments. It is also possible that older adults terminating treatment early who have
combat experience several decades ago might perceive certain aspects of trauma-
focused therapy as less relevant to their current lives, However, if they are expe.-
riencing PTSD symptoms, particularly intrusive ideation, exposure treatment and
its focus on traumatic memories could well be relevant, and the manner by which
treatment rationale is given might require modification. Meanwhile, younger
adults might have greater difficulty managing the time commitment for therapy
with other activities. In addition, it is possible that non trauma-related psychoso-
cial problems (e.g., crises at work or home) could interfere with treatment to a
greater degree for certain ethnicities, such as Black/A frican American veterans.

A major limitation of this study is the small number of participants. Qut of 52
veterans who terminated treatment early after two or more sessions, only 54%
participated in this study, highlighting the difficulty of collecting follow-up in-
formation from patients who have left treatment. Given the small number of par-
ticipants, the analyses and the conclusions that can be drawn from this study are
limited. However, the study provides evidence that the presented method of data
collection employed is feasible in this difficult population, and results provide
preliminary information regarding the most common treatment barriers that Vet-
erans with PTSD face. Note that the treatment barriers rated by participants in
this study were limited to the items on the Barriers to Therapeutic Exposure Par-
ticipation Scale. Future research could employ a mixed methods approach where
participants and family members are asked open-ended questions about their rea-

sons for dropout with quantitative and qualitative analyses identifying the most
common themes.

Assessing and addressing treatment barriers throughout the course of treat-
ment has the potential to improve treatment response and reduce early termina-
tion for veterans with PTSD. Focusing on adaptive and maladaptive responses to
treatment as they occur in the natural ecology of the individual, family and the
community, could be a particularly effective approach for patients who do not re-
spond te traditional outpatient services. A multi-systemic approach to assessment
and treatment will surely inform the next generation of evidence-based treatments
for PTSD that are geared toward reaching an increased number of veterans and
providing more effective and relevant services.

254




s RS

% R

.

S. M. Rogers, E. K. Yuen, S. Zeigler, P. W, Tuerk, P. B. Cunningham and R. Acierno

References

Bryant, R. A., Moulds, M. L., Mastrodomenico, J., Hopwood, S., Felmingham, K., & Nixon,
R. D. V. (2007). Who drops out of treatment for post-traumatic stress disorder? Clinical
Psychologist, 11, 13-15.

Cigrang, J. A., Rauch, S. A. M., Avila, L. L., Bryan, C. 1., Goodie, J. L., Hryshko-Mullen, A., &
Peterson, A. L. (2011). Treatment of active-duty military with PTSD in primary care: Early
findings. Psychological Services, 8(2), 104-113.

Cook, J. M., Thompson, R., Harb, G. C., & Ross, R. 1. (2013). Cognitive-behavioral treatment
for posttraumatic nightmares: An investigation of predictors of dropout and outcome.
Psychological Trauma: Theory, Research, Practice, and Policy, 5, 1-9.

Cooper, N. A., & Clum, G. A. {1989). Imaginal flooding as a supplementary treatment for PTS5D
in combat veterans: A controlled study, Behavior Therapy, 20, 381-391.

Erbes, C. R., Curry, K. T,, & Leskela, J. (2009). Treatment presentation and adherence of Irag/
Afghanistan era veterans in outpatient care for posttraumatic stress disorder. Psychological
Services, 6, 175-184.

Foa, E. B., Dancu, C. V., Hembree, E. A., Jaycox, L. H., Meadoes, E. A., & Street, G. P. {1999).
A comparison of exposure therapy, stress inoculation training, and their combination for
reducing posttraumatic stress disorder in female assault victims. Journal of Consulting and
Clinical Psychology, 67, 194-200.

Foa, E. B., Davidson, J. R. T., & Frances, A. (1999). The expert consensus series: Treatment of
postiraumatic stress disorder. Journal of Clinical Psychiamy, 60, 4-76.

Foa, E. B., Rothbaum, B. Q., Riggs, D. S., & Murdock, T. B. (1991}. Treatment of posttraumatic
stress disorder in rape victims: A comparison between cognitive-behavioral procedure and
counseling. Journal of Consulting and Clinical Psychology, 59, 715-723.

Garcia, H. A., Kelley, L. P, Reniz, T. O, & Lee, 5. (2011). Pretreatment predictors of dropout
from cognitive behavioral therapy for PTSD in Iraq and Afghanistan war velerans.
Psychological Services, 8, 1-11.

Gros, D. F., Yoder, M., Tuerk, P. W, Lozano, B. E., & Acierno, R. (2011). Exposure therapy for

PTSD delivered to velerans via telehealth: Predictors of treatment completion and outcome
and comparison to treatment delivered in person. Behavior Therapy, 42(2), 276-283.

Harpaz-Rotem, L., & Rosenheck, R. A. (2011). Serving those who served: Retention of newly
returning veterans from Iraq and Afghanistan in mental health treatment. Psychiatric Services,
62, 22-27.

Hembree, E. A., Foa, E. B., Dorfan, N. M., Street, G. P., Kowalski, J., & Tu, X. (2003). Do
patients drop out prematurely from exposure therapy for PTSD? Journal of Traumatic Stress,
16, 555-562.

Kazdin, A. E., Holland, L., Crowley, M., & Breton, S. (1997). Barriers to treatment participation
scale: Evaluation and validation in the context of child outpatient treatment. Journal of Child

Psychology and Psychiatry, 38, 1051-1062.

Lester, K., Resick, P. A., Young-Xu, Y., & Artz, C. (2010). Impact of race on carly treatment
termination and outcomes in posttraumatic stress disorder treatment. Journal of Consulting

and Clinical Psychology, 78, 480-489.

255




BARRIERS TO COMPLETING TREATMENT FOR VETERANS WITH PTSD

Marks, 1, Lovell, K., Noshirvani, H., Livanou, M., & Thrasher, S. (I 998). Treatment of
Posttraumatic stress disorder by exposure and/or cognitive restructuring, drchives of Genergr
FPsychiary, 55, 317-325.

Meyers, L. L., Strom, T. Q., Leskela, J., Thuras, P,, Kehle-Forbes, $. M., & Curry, K. T. (2013),
Service utilization following participation in cognitive processing therapy or prolonged
exposure therapy for post-traumatic stress disorder. Military Medicine, 178, 95-99,

Nacasch, N., Foa, E. B,, Huppert, 1. D., Tzur, D., Fostick, L., Dinstein, Y., Polliack, M., & Zohar,
1. (2011). Prolonged exposure therapy for combat- and terror-related posttraumatic stress
disorder: A randomized control comparison with treatment as usual. Journal of Clinical
Psychiatry, 72(9), 1174-1180.

Nelson Goff, B. S., & Smith, D. B. (2005). Systematic traumatic stress: The couple adaptation to
traumatic stress model. Journal of Marital and Family Therapy, 31, 145-157,

OIff, M., de Vries, G. J., Guzelcan, Y., Assies, J., & Gersons, B. P. (2007). Changes in cortisol
and DHEA plasma levels after psychotherapy for PTSD, Psychoneuroendocrinology, 32(6),
619-626,

Rauch, S. A. M., Defever, E., Favorite, T., Durce, A., Garrity, C., Martis, B, & Liberzon, I.
(2009). Prolonged exposure for PTSD in a veterans® health administration PTSD elinic.
Journal of Traumatic Stress, 22, 60-64.

Rosenheck, R. A., Fontana, A. F,, & Cotirel, C. (1995). Effect of clinician-veteran racial pairing in
the treatment of posttraumatic stress disorder. American Journal of Psychiatry, 152, 555-563,

Schnurr, P. P, Friedman, M. J.,Engel, C. C., Foa, E. B,, Shea, M. T., Chow, B. K., . .. Betnardy,
N. (2007). Cognitive behavioral therapy for posttraumatic stress disorder in women; A
randomized controlled study. Journal of the American Medical Association, 297, 820-830,

Strachan, M., Gros, D. F., Ruggiero, K. J., Lejuez, C. W, & Aciemg, R. (2012). An integrated
approach to delivering exposure-based treatment for symptoms of PTSD and depression in
OIF/OEF veterans: Preliminary findings. Behavior Therapy; 43(3), 560-569.

Strachan, M., Gros, D. F,, Yuen, E. K., Ruggiero,K.J.,,Foa, E.B,, & Aciemo, R. (2012).
Home-based telehealth to deliver evidence-based psychotherapy in veterans with PTSD.,
Contemporary Clinical Trials, 33, 402-409.

Tanielian, T, & Jaycox, L. (Eds.). (2008). Invisible wounds of war: Psychological and cognitive
injuries, their consequences, and services to assist recovery. Santa Monica, CA: RAND
Comporation,

Thorp, S. R,, Stein, M. B., Jeste, D. V., Patterson, T. L., & Wetherell, J. L. (2012). Prolonged
exposure therapy for older veterans with postiraumatic stress disorder: A pilot study. Admerican
Journal of Geriatric Psychiatry, 20(3), 276-280,

Tuerk, P. W., Wangelin, B, Rauch, S. A. M., Dismuke, C. E.,, Yoder, M., Myrick, D. H., Eftekhari,
A., & Acierno, R. (2012). Health service utilization before and afier evidence-based treatment
for PTSD. Psychological Services. Advance online publication (2012, November 12) at http://
isé.vﬁn;&.mo&?.omnmmmo:m:E.:n_mm\w:mn_n-vagnueacq.vam doi: 10.1037/a0030549

Tuerk, P. W, Yoder, M., Ruggiero, K. J,, Gros, D.F, & Aciemo, R. (2010). A pilot study of
prolonged exposure therapy for postiraumatic stress disorder delivered via telehealth
technology. Journal of Traumatic Stress, 23, 116-123,

256

3



S. M. Rogers, E. K. Yuen, 8. Zeigler, P W, Tuerk, P. B. Cunningham and R. Acierno

Tuerk, P. W, Yoder, M., Grubaugh, A., Myrick, H., Hamner, M., & Aciemo, R. (2011). Prolonged
exposure therapy for combat-related posttraumatic stress disorder: An examination of
treatment effectiveness for veterans of the wars in Afghanistan and Iraq. Journal of Anxiety
Disorders, 23, 397-403.

van Minnen, A., Amtz, A., & Keijsers, G. P. (2002). Prolonged exposure in patients with chronic
PTSD: Predictors of treatment outcome and dropout. Behavior Research and Therapy, 40(4),
439-457.

Wolf, G. K., Strom, T. Q., Kehle, S. M., & Efiekhari, A. (2012). A preliminary examination
of prolonged exposure therapy with Iraq and Afghanistan veterans with a diagnosis of
posttraumatic stress disorder and mild to moderate traumatic brain injury. Journal of Head
Trauma Rehabilitation, 27, 26-32.

Yehuda, R., Bierer, L. M., Sarapas, C., Makotkine, 1., Andrew, R., & Seckl, J. R. (2009). Contisol
metabolic predictors of response to psychotherapy for sympioms of PTSD in survivors of
the World Trade Center attacks on September 11, 2001. Psychoneurcendocrinology, 34(9),
1304-1313.

Yoder, M., Tuerk, P. W., Price, M., Grubaugh, A. L., Strachan, M., Myrick, H., & Acierno,
R. (2012). Prolonged exposure therapy for combat-related postiraumatic stress disorder;
Comparing outcomes for veterans of different wars. Psychological Services, 9, 16-25.

Zayfent, C., DeViva, 1. C., Becker, C. B, Pike, J. L., Giltock, K. L., & Hayes, S. A. (2005).

Exposure utilization and completion of cognitive behavioral therapy for PTSD in a “real
world" clinical practice. Journal of Traumatic Stress, 18, 637-645.




BARRIERS TO COMPLETING TREATMENT FOR VETERANS WITH PTSD

Figure 1. Means for Perceived Relevance of Treatment
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Figure 2. Means for Stressors/Obstacles That Compete With Treatment
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Figure 3. Means for Treatment Demands and Issues |
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