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ENHANCING PATIENT SATISFACTION AND
INCREASING TREATMENT COMPLIANCE:

PATIENT EDUCATION AS A FUNDAMENTAL
COMPONENT OF PTSD TREATMENT

Matt J. Gray, Ph.D., Jon D. Elhai, Ph.D.,
and B. Christopher Frueh, Ph.D.

Posttraumatic Stress Disorder (PTSD) is the modal mental health problem af-
flicting combat veterans. In addition to the significant distress resulting from
the disorder itself, PTSD has been associated with significant medical comor-
bidity and increased utilization of medical services. Interventions have histor-
ically focused on targeting symptoms directly, with comparatively little atten-
tion to systematically educating patients about the etiology and maintenance
of the disorder and associated features and treatment issues. This descrip-
tive study summarizes an eight-week PTSD patient education and orienta-
tion group. Seventeen patients admitted consecutively to the PTSD Clinic at a
large VA hospital completed surveys of patient satisfaction with services and
motivation to comply with treatment regimens upon completion of the group.
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Participants reported very high satisfaction with services, increased awareness
of PTSD treatment options, greater optimism and symptom improvement and
enhanced motivation to continue with treatment as a result of attending the
group.
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Posttraumatic Stress Disorder (PTSD) is an anxiety disorder that can
ensue following exposure to life-threatening accidents, injuries or other
inordinately distressing events (e.g., sexual assault) which elicit intense
fear, helplessness or horror (1). In addition to experiencing a traumatic
event, diagnosis of PTSD also requires (a) at least one symptom of per-
sistent reexperiencing of the event as evidenced by intrusive memories
of the event, nightmares, flashbacks, or psychological or physiological
reactivity to reminders of the trauma; (b) three or more symptoms of
pervasive avoidance of stimuli or thoughts associated with the trau-
matic event, and/or emotional numbing; and (c) two or more persis-
tent symptoms of increased arousal, such as hypervigilance, sleep dif-
ficulties, irritability, or exaggerated startle responses. Moreover, these
symptoms must persist for more than one month following the trauma
and must be significantly debilitating so as to impair social, occupa-
tional or other important domains of functioning (1).

Lifetime prevalence of PTSD in the population at large is estimated
to fall between 5% and 10%, making it one of the most common anxi-
ety disorders (2). Although the disorder is very distressing in its own
right, it has been shown to be associated with significant medical (3)
and psychiatric (4) comorbidity. Further, PTSD is associated with sub-
stantive impairments in social, familial and occupational functioning
(5). It is also known to exact a considerable financial toll at the societal
level, as it has been conservatively estimated to result in an annual loss
of approximately $3 billion as a result of work days lost and reduced
productivity (2). In sum, PTSD is a significant mental health issue,
resulting in tremendous adverse consequences for the individual and
society.

Although effective interventions have been developed to treat PTSD,
veterans exhibit more modest treatment gains relative to other trauma
populations (6). Numerous factors have been cited to account for the
apparent intractability of symptoms in combat veterans, including the
potential for secondary gain by remaining distressed, significant guilt
and shame, pronounced psychiatric comorbidity, and chronic utiliza-
tion of coping strategies which may temporarily reduce distress while
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ultimately maintaining the disorder (6,7). Specifically, a hallmark fea-
ture of PTSD is avoidance—persistent efforts to avoid cues or reminders
associated with the traumatic event. Although this may reduce distress
acutely, it results in the persistence of the disorder because it disallows
habituation of anxiety that occurs with sustained exposure to trauma-
reminiscent but objectively safe stimuli (8). Pronounced avoidance is
common among all trauma populations, yet combat veterans typically
do not receive or seek PTSD treatment for several years following com-
bat exposure. Accordingly, avoidance strategies may be more resistant
to change because they have been used habitually for several years
or decades prior to treatment. Because of the many complicating fac-
tors that combat veterans with chronic PTSD present with, patient
education may be necessary to enhance treatment outcomes in this
population.

The benefits of patient education in enhancing treatment compli-
ance, reducing healthcare costs, and promoting optimal treatment out-
comes are considerable. Educational interventions have been shown
to increase patient knowledge about their conditions, enhance medica-
tion compliance and reduce attrition in treatments targeting a myriad
of medical conditions including hypertension, arthritis and diabetes
(9–11). Patient education has also been shown to significantly reduce
healthcare costs (12). Similar benefits have been documented when pa-
tient education interventions have been integrated with mental health
services. In particular, educational interventions have proven to be ben-
eficial in the treatment of mood disorders, schizophrenia and substance
dependence disorders (13–15).

The development of patient education protocols for anxiety disorders
and the evaluation of their impact has been a comparatively neglected
area of study. We are unaware of any published studies describing pa-
tient education protocols for use with PTSD populations and evaluating
their impact. This is surprising because anxiety disorders generally and
PTSD specifically require treatments which are often counterintuitive
to patients in the absence of a compelling rationale. Specifically, most
anxiety-disordered individuals go to great lengths to avoid (objectively
safe) stimuli and situations which elicit anxiety. Successful intervention
requires patients to engage in precisely the opposite behaviors in order
to ameliorate their chronic suffering. Exposure to anxiety-provoking
situations and stimuli can lead to transient increases in distress before
more enduring therapeutic benefits are achieved. Adequately preparing
patients for acutely distressing interventions which result in delayed
but enduring anxiety relief is believed to be necessary in order to max-
imize compliance and increase the likelihood that patients will persist
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in treatment long enough for benefits to be achieved (16). Asking pa-
tients to eliminate coping strategies (i.e., avoidance behaviors) which
are comforting in the short-run but serve to maintain the disorder, in
favor of behaviors which are transiently distressing but necessary for
long-term decrements in anxiety requires that patients fully under-
stand the etiology of the disorder and the corresponding rationale for
treatment.

The purposes of the present investigation are twofold. First, we
sought to develop, implement, and describe a systematic group-based
educational intervention for combat veterans which would inform them
about the etiology and associated difficulties of PTSD and prepare them
to meet the demands of subsequent psychological treatment regimens.
Secondly, we sought to evaluate patient satisfaction and self-reported
motivation to comply with treatment regimens, as these factors have
been shown to predict successful outcomes in PTSD populations (17).

METHOD

Development and Description
of Patient Education Intervention

The educational intervention was designed to systematically address
issues which are believed to be important in mediating treatment out-
comes in combat veterans suffering from chronic PTSD. Specifically,
the intervention consists of 8 weekly hour-long group meetings with
each meeting addressing a unique aspect of PTSD or PTSD treatment.
Because subsequent psychological treatment could be transiently dis-
tressing and counterintuitive to patients, the overarching goal of the
intervention is to systematically enhance patients’ understanding of
the etiology of PTSD and the corresponding rationale for treatment.
A description of the 8 topics follows. Each weekly topic is designed to
be independent from the other topics such that patients admitted into
the PTSD Clinic can begin the psychoeducational component of their
treatment immediately—they do not need to wait for the sequence of
groups to begin again. Below is a brief description of each weekly topic.

Posttraumatic Stress Disorder Overview

This session describes the types of events that can result in PTSD
and reviews the 3 broad symptom categories (reexperiencing, avoi-
dance, and hyperarousal). Because avoidance of objectively safe,
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trauma-reminiscent cues serves to maintain the disorder, a significant
portion of the session is devoted to emphasizing that avoidance is a
maladaptive coping strategy. Reasonable expectations for therapy are
discussed (e.g., complete symptom relief is atypical), and patients are
encouraged to participate actively in their treatment, ask questions of
providers, and to accept personal responsibility for adhering to treat-
ment regimens.

Comorbid Psychiatric Disorders and Other Complications

Comorbidity is the rule rather than the exception among chronically
distressed combat veterans. Accordingly, this session is designed to
describe common comorbid disorders and to distinguish them from
trauma-related distress. Other anxiety disorders, mood disorders, and
substance abuse/dependence issues are described. Because other dis-
orders and symptoms can develop secondary to PTSD, patients are in-
formed about benefits of trauma-focused treatment that may extend
beyond PTSD symptoms amelioration. The use of alcohol and elicit sub-
stances as a strategy to avoid trauma memories or to reduce anxiety is
discussed in detail.

Psychotherapy

The nature and benefits of trauma-focused psychotherapy are presented
and unrealistic expectations for therapy (e.g., total elimination of dis-
tressing trauma memories) are addressed. Patients are informed that
typical avoidance strategies maintain the disorder despite transient
reductions in anxiety and that therapy involves exactly the opposite re-
lationship. Specifically, transient increases in anxiety which result from
finally confronting and discussing painful trauma memories are neces-
sary if sustained reductions in distress are to be achieved. The rationale
behind exposure-based interventions is emphasized, and patients are
also informed about other important components or adjuncts to therapy
such as relaxation training, utilization of social support, and thought
monitoring/restructuring. Finally, the relative advantages of individual
and group therapies are explored.

Medication Issues

Most of the veterans seeking treatment through the PTSD Clinic re-
ceive a combination of pharmacotherapy and psychotherapy. During
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this session, common medications and side effects are reviewed. The
limitations of pharmacological interventions in isolation to treat PTSD
are considered, and benefits of multimodal treatment regimens are dis-
cussed. Complications which can arise from noncompliance with med-
ication and/or adjusting dosages without consulting one’s prescribing
physician are described. Patients are encouraged to address any con-
cerns about efficacy or side effects with their physician prior to altering
dosages or terminating pharmacological interventions.

Family and Marriage

Social and familial support have consistently been shown to be asso-
ciated with reduced incidence and severity of PTSD symptoms (17).
Unfortunately, marital and social difficulties are commonplace among
combat veterans. As a result, social impairments are not only distress-
ing in their own right, but they also rob veterans of potentially moder-
ating influence on symptom severity. This session focuses on describ-
ing common social and familial difficulties and encourages veterans
to begin developing and utilizing possible social supports that may be
available to them. Because veterans are often concerned about trust-
ing others with deeply personal information related to their difficul-
ties (e.g., detailed descriptions of one’s trauma), this session focuses
on graduated disclosure of personal information and engaging fam-
ily members in conversations about one’s difficulties in very general
terms initially. More detailed disclosure may be possible later, but vet-
erans are discouraged from divulging too much information immedi-
ately if they have not previously engaged family members or signif-
icant others in conversations about their traumas or related
difficulties.

Anger Management

Irritability and angry outbursts are prevalent among those suffering
from PTSD as evidenced by the fact that these difficulties represent
a qualifying symptom for the diagnosis of PTSD (1). These difficulties
are especially problematic because they may be associated with inter-
personal violence, employment difficulties and so forth. But they also
serve to strain friendships and familial relationships thereby adversely
impacting the quality of social support available. In addition to review-
ing these issues, veterans are given information about alternative re-
sponse options and the benefits of exercising those options. Assertive
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versus aggressive or passive strategies for dealing with frustrations are
contrasted.

Guilt and Shame

Guilt and shame reactions are especially prevalent among combat vet-
erans. These reactions may be the result of atrocities committed dur-
ing combat, guilt about surviving combat when others did not, or they
may be owing to pervasive problems since returning from combat (e.g.,
substance dependence, impact of one’s anger on family, etc.). This ses-
sion involves the exploration of maladaptive cognitions and assump-
tions that may lead to guilt/shame reactions. Forgiveness, including
self-forgiveness, is considered and obstacles to self-forgiveness are
explored.

Enhancing Quality of Life

The philosophy of the PTSD Clinic—active participation and personal
responsibility—is emphasized in this session. It is tempting, in the con-
text of a particular treatment session, to focus exclusively on trauma-
related distress and anxiety. However, this session is designed to en-
courage engagement with life and with others while going through
treatment to ameliorate distress. Enhancement of social and leisure
functioning is emphasized as a necessary agent of change—not as a
pursuit that one can turn to once PTSD symptoms remit. Veterans are
reminded that successful treatment may take some time to achieve and
they are encouraged to pursue meaningful relationships and leisure ac-
tivities while engaging in trauma-focused therapy.

Participants

Upon completion of their 8th session, seventeen consecutively admitted
patients to the PTSD clinic were given measures designed to assess pa-
tient satisfaction and perceptions of the extent to which the educational
program increased their knowledge of PTSD and associated difficulties
and enhanced their motivation to adhere to treatment regimens. Ten
of the participants were African American and 7 were Caucasian. The
mean reported age of the veterans was 57.3 years (SD = 10.0). Thirteen
veterans served in a combat capacity in the Vietnam War, 3 served in
World War II, and 1 veteran served in the Persian Gulf War.
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Measures

Charleston Psychiatric Outpatient Satisfaction
Scale—VA PTSD Version (CPOSS-VA; 18)

The CPOSS-VA is a 16-item measure designed to evaluate satisfaction
among combat veterans treated within VA PTSD clinics. This measure
was developed in response to growing awareness that patient satis-
faction is an essential treatment outcome measure because it is closely
associated with clinical outcomes (19). The CPOSS-VA utilizes a 5-point
Likert-type scale (1 = “Poor”, 5 = “Excellent”) and inquires about nu-
merous facets of quality care such as information provided about ser-
vices, overall quality of care provided, timeliness of appointments and
treatment, whether the patient would recommend services received to
friends or family members experiencing similar problems and so forth.
The CPOSS-VA has been shown to possess excellent reliability and good
convergent validity (18).

PCT Orientation Group Satisfaction Scale (POGSS)

The POGSS was designed to evaluate veterans’ satisfaction with the pa-
tient education intervention developed and implemented in this study.
It too uses a 5-point Likert-type scale (1 = “Strongly Disagree,” 5 =
“Strongly Agree”), and inquires about specific information and per-
ceived benefits of the educational intervention described above. More
specifically, the POGSS consists of 15 items inquiring about such things
as awareness of available treatment options for PTSD, knowledge of the
disorder, understanding of psychotherapy processes, understanding of
the importance of medication compliance, the impact of PTSD on social
and familial relationships and so forth. Additionally, the POGSS in-
cludes several items which inquire about perceived symptom improve-
ment resulting from the educational intervention, motivation to comply
with treatment, hopefulness as a result of group attendance, comfort in
discussing trauma-related difficulties and so forth. Internal consistency
for this measure was quite good despite a relatively small sample size
(Cronbach’s alpha = .86). The POGSS also appears to possess adequate
convergent validity, as it was strongly correlated with the CPOSS-VA
in the present sample (r = .68, p < .05).

RESULTS

There was no significant effect of race on either the CPOSS-VA or the
POGSS (F = .13, p > .30 and F = .45, p > .30, respectively). Similarly,
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the CPOSS-VA and the POGSS did not differ significantly as a function
of the specific war that veterans fought in (F = .30, p > .30 and F = 1.0,
p > .30, respectively). The lack of significant differences on these demo-
graphic variables is not simply owing to the relatively small sample size,
as all effect sizes were quite small (all eta2 values were less than .15).
Finally, age was not significantly associated with responses on either
satisfaction measure and again, this does not appear to be the result of
sample size as effect sizes were small (r < .15, p > .30). Because satis-
faction did not differ as a function of these demographic variables, all
participants’ responses were aggregated for the remaining analyses.

Overall, participants were very satisfied with the PTSD Clinic gen-
erally and the patient education group specifically. The mean level of
satisfaction endorsed by veterans on the CPOSS-VA was 56.9 (SD = 9.1)
which corresponds to a mean item rating of 3.6 (3 = “good”; 4 = “very
good”). Patient ratings were highest for the item, “overall quality of care
provided” (X = 4.0; SD = .61), and were lowest for the item, “parking”
(X = 1.88; SD = 1.0). The mean rating for all other items were between
3.0 and 4.0 (good to very good).

Satisfaction with the patient education group and perceived educa-
tional and symptom benefit as a result of attending the group were also
quite strong, as the mean level of satisfaction endorsed by patients on
the POGSS was 61.7 (SD = 7.0) which corresponds to a mean item rat-
ing of 4.1 (4 = “agree”; 5 = “strongly agree”). The highest item ratings
on the POGSS were yielded by item 1 (“I am more informed about PTSD
because of this group”), item 9 (“Through this group I have learned that
many other veterans suffer from the same symptoms.”), item 3 (“I am
more aware of treatment options available for PTSD.”), and item 4 (“I
am more hopeful as a result of attending this group.”). Item ratings on
each of these items was 4.5 or higher (4 = “agree”; 5 = “strongly agree”).
The lowest item rating was for item #8 (“Because of this group I feel
less isolated.”); the mean rating on this item was 3.4 (3 = “neutral”).
Although this is a group intervention, it is not a support group per se.
It is primarily didactic in nature, so decreased isolation would not nec-
essarily be expected as a result of participation in this group. All other
items yielded ratings of 3.5 or higher.

Although this group was not designed to reduce symptoms, several
veterans did perceive an improvement in symptoms (X = 3.5; SD =
1.0). More specifically, 4 individuals strongly agreed and 3 others agreed
that their symptoms had improved as a result of group participation.
Only 3 individuals disagreed with this statement and no participants
strongly disagreed. Importantly, participants strongly agreed (X = 4.5;
SD = .63) that they were more likely to continue with specialty PTSD
treatment because of participating in this group.
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DISCUSSION

The primary purpose of this descriptive study was to develop and de-
pict an educational intervention for patients suffering from PTSD. We
believe that formal education about the nature of the disorder, asso-
ciated difficulties, and treatment options for patients suffering from
PTSD is an essential yet surprisingly neglected intervention. Not only
are individuals suffering from PTSD unlikely to be aware of and en-
gage in adaptive behaviors, they are especially likely to develop coping
strategies which maintain or exacerbate their difficulties (6,8). Most
lack a clear understanding of the extent to which avoidance of trauma-
reminiscent cues, situations, and conversations serves to perpetuate the
disorder. Accordingly, attempts to implement trauma-focused therapies
may result in unnecessarily high attrition if patients are not educated
about the etiology and maintenance of the disorder.

The educational intervention described here was designed to max-
imize the efficacy of subsequent symptom-focused interventions and
to minimize attrition by clearly delineating the rationale for exposure-
based therapies in light of etiological models of PTSD which have shown
avoidance behaviors to maintain PTSD. The intervention also addresses
associated difficulties of combat-related PTSD such as marital and fam-
ily difficulties, anger management problems and guilt and shame. The
primary educational aims of this intervention appear to have been
realized as patients uniformly agreed that they were more informed
about PTSD, were more aware of treatment options available, were
more hopeful, and were more likely to continue treatment as a direct
result of attending the group. Although the group was not explicitly
designed to promote symptom improvement (nor was this outcome for-
mally assessed), several patients did perceive that their symptoms had
improved as a result of group participation. On the whole, patients re-
ported a high degree of satisfaction with the group and the PTSD Clinic.
This is a particularly important finding, because patient satisfaction
has been shown to predict clinical outcomes, is inversely associated
with patient readmissions, and allows for the improvement of service
delivery (18).

This study has a number of limitations given the preliminary nature
of the investigation. Notably, the sample size in this investigation is rel-
atively small. Encouragingly, however, responses were uniformly pos-
itive, decreasing the likelihood that reported satisfaction levels would
be attenuated by a larger sample size. Relatedly, it is possible that the
small number of participants impacted the veracity of responses. Specif-
ically, satisfaction ratings may have been spuriously high if veterans
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doubted the anonymity of their responses given the small group of par-
ticipants. We do not think that this is particularly likely but it remains a
possibility. Although participants in this preliminary investigation ex-
pressed heightened motivation to comply with treatment and perceived
some symptom improvement, future research should evaluate clinical
outcomes and attrition rates of veterans attending this educational in-
tervention relative to those receiving psychotherapy or pharmacother-
apy in the absence of patient education.

In sum, we believe that the educational intervention developed and
described here effectively conveys to veterans pertinent information
about the development and treatment of PTSD and associated diffi-
culties. To our knowledge, no formal psychoeducational interventions
for PTSD have been described or evaluated in the literature. The inter-
vention was well-received and associated with high patient satisfaction
which in turn has been shown to promote better clinical outcomes and
fewer readmissions. These results provide preliminary support for a
novel patient education intervention for PTSD.
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