
Massed Cognitive Processing Therapy for Posttraumatic Stress Disorder
in Women Survivors of Intimate Partner Violence

Tara E. Galovski1, 2, Kimberly B. Werner3, Terri L. Weaver4, Kris L. Morris5, Katherine A. Dondanville6,
John Nanney7, Rachel Wamser-Nanney7, Gina McGlinchey8, 9, Catherine B. Fortier8, 9,

and Katherine M. Iverson1, 2
1 Women’s Health Sciences Division, National Center for PTSD, VA Boston Healthcare System, Boston, Massachusetts, United States

2 Department of Psychiatry, Boston University School of Medicine
3 College of Nursing, University of Missouri Saint Louis

4 Department of Psychology, Saint Louis University
5 Department of Defense, Fort Belvoir Community Hospital, Fort Belvoir, Virginia, United States

6 Department of Psychiatry and Behavioral Sciences, The University of Texas Health Science Center at San Antonio
7 Department of Psychological Sciences, University of Missouri Saint Louis

8 The Translational Research Center for TBI and Stress Disorders and the Geriatric Research, Education and Clinical Center,
VA Boston Healthcare System, Boston, Massachusetts, United States

9 Department of Psychiatry, Harvard Medical School

Objective: Survivors of intimate partner violence (IPV) report significant trauma histories, high rates of
posttraumatic stress disorder (PTSD), head injuries and comorbid disorders, and multiple barriers to treat-
ment that often preclude the regular attendance and engagement required in typical therapy protocols. The
significant challenges faced by IPV survivors needing treatment may be ameliorated by condensing effec-
tive treatments for PTSD, such as cognitive processing therapy (CPT), in an accelerated delivery timeline.
Method: Using a multiple subject, single case design of six matched pairs of 12 female IPV survivors, we
preliminarily tested the relative effectiveness of individual massed CPT delivered over 5 days (mCPT) as
compared with standard CPT (sCPT) delivery in women IPV survivors. Assessments included full psychi-
atric diagnostic interviews, clinical interviews assessing trauma history and head injury prior to treatment,
symptom monitoring during treatment, and full repeat assessments at 1 month and 3 months following
treatment. Results: No treatment group effect was found for PTSD severity between mCPT and sCPT
among intention-to-treat, F(1, 10) = .01, p = .93. Both mCPT and sCPT were associated with significant
improvement in PTSD, F(2, 20) = 45.05, p , .001, ds = 1.32–2.38). Conclusion: Overall, findings indi-
cate mCPT appears effective in reducing psychological symptoms for women IPV survivors and suggest
that condensed treatment is both palatable and feasible. Accelerated treatment delivery in this population
may provide a necessary lifeline for women with IPV-related PTSD.

Clinical Impact Statement
Findings in this pilot study of women survivors of intimate partner violence indicated Cognitive
Processing Therapy administered in 5 days appears to be a promising approach for treating PTSD in
this clinically complex sample. Massed treatment may be a particularly viable option for women
who have a small window of opportunity to safely access treatment. PTSD is a painful and debilitat-
ing mental health condition. Shortening the time to recovery equals more days lived without PTSD.
That might be the most important outcome of all.

Keywords: cognitive processing therapy, posttraumatic stress disorder, traumatic brain injury, intimate
partner violence, women

Intimate partner violence (IPV) includes physical, psychologi-
cal, and sexual violence by past or current intimate partners
(Breiding et al., 2015). One third of women (32.4%) in the United
States experience physical IPV during their lifetime. Nearly one
half (45%) of women who experienced moderate to severe IPV de-
velop posttraumatic stress disorder (PTSD) and comorbid disor-
ders (Mechanic et al., 2008). Childhood physical and sexual abuse
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are prevalent among IPV survivors (Widom et al., 2014) and the
substantial cumulative trauma burden in this population contrib-
utes to PTSD and depressive symptoms. Left untreated, PTSD can
persist for years after abuse has ended and increase risk for revic-
timization (Iverson et al., 2011a).
The lingering effects of physical injuries and the overall impact of

IPV on physical health further complicate clinical presentations in
this population (Galovski et al., 2021). Injuries from IPV are differ-
ent from non-IPV injuries in that they are often severe and repetitive,
enacted in a chronically invalidating environment, and are often
untreated (Campbell et al., 2018). Injuries to the head, neck, and
face are common during IPV (Zieman et al., 2017). Blows to the
head can cause traumatic brain injury (TBI), defined as a physiologi-
cal disruption in brain function caused by an external force (Kay,
1993). Research on TBIs from IPV is in its infancy, yet estimates
that the prevalence of TBIs in IPV survivors exceeds those from
falls, vehicular accidents, combat, and sports injuries combined
(Valera et al., 2019). In addition, Mechanic et al. (2008). reported
that 75% of IPV survivors experienced strangulation as part of the
abuse. Strangulation can cause anoxic brain injury, further compli-
cating the clinical picture.
Researchers are beginning to describe the relationship between

PTSD, depression, and the possible effects of TBIs in IPV survivors
(Cimino et al., 2019; Iverson et al., 2019; Valera et al., 2019). The
complex psychiatric sequelae of IPV (e.g., PTSD and depression)
along with the neurological effects of TBI may contribute to a poor
prognosis for recovery (Bryant, 2011). Yet, there is limited guid-
ance on treating PTSD and TBI in IPV survivors (Smith & Holmes,
2018).
Cognitive processing therapy (CPT; Resick et al., 2017) is a

front-line treatment for PTSD (Chard et al., 2020). CPT demon-
strates large effect sizes in the treatment of PTSD across popula-
tions, including IPV (Galovski et al., 2020). Despite strong
evidence in support of CPT, some individuals have difficulty com-
pleting a full course of treatment, with drop-out rates of up to 52%
(Imel et al., 2013), suggesting room for improving frontline treat-
ments (Chard et al., 2020). Ongoing stressors are potential barriers
to PTSD treatment engagement and completion. Behavioral avoid-
ance of weekly sessions and decay of gains between sessions may
contribute to drop-out and suboptimal recovery (Galovski et al.,
2020). There are also specific limitations and barriers to treatment
engagement and completion for women with PTSD following IPV,
including childcare, housing and financial instability, ongoing
safety concerns, and difficulties attending regular therapy sessions
(Iverson et al., 2011b; Simmons et al., 2015).
Taken together, the many global barriers to treatment experi-

enced by many PTSD patients (e.g., behavioral avoidance, comor-
bidities, lingering effects of physical injury) as well as the unique
situational challenges for IPV survivors (e.g., limited resources and
safety concerns) present obstacles to accessing and engaging in
standard treatment modalities (e.g., weekly, 1-hr sessions over
months). Conversely, a massed dose of CPT, in which sessions are
delivered within a shortened time frame, allows clients to receive a
full dose of treatment in an accelerated timeline, circumventing
some of the noted barriers to treatment and maximizing clinical
benefits.
Wachen et al. (2019) reviewed studies of massed delivery of

PTSD treatments and found evidence from two randomized con-
trolled trials (RCTs) for the efficacy and efficiency of massed

cognitive therapy for PTSD (treatment over 7 days; Ehlers et al.,
2014) and massed prolonged exposure (treatment over two weeks;
Foa et al., 2018). Along with several additional program evaluations
and pilot studies that were reviewed, these RCTs reported equal or
lower dropout rates and equivalent treatment gains in massed treat-
ment compared with traditional length psychotherapies. Two
uncontrolled studies suggest the effectiveness of massed CPT with
military and veteran samples (Bryan et al., 2018; Zalta et al., 2018).
Important to note, the methodological and analytic approaches for
studies examining massed PTSD interventions differed dramati-
cally, including testing different trauma-focused treatments with
and without supplemental interventions, targeting different trauma
populations, and conducting therapy in varying time frames. Only
one study included comorbid diagnoses or considered the impact of
the massed therapy on these outcomes (e.g., depression; Bryan
et al., 2018). Finally, it remains unknown how other injuries that
impact overall neurological functioning (e.g., TBI) might affect the
delivery of services or trajectories of recovery in massed PTSD
treatment.

To date, the effectiveness of massed PTSD treatment for IPV sur-
vivors with and without a history of TBI is unknown. Given the
preliminary success of massed trials of evidence-based PTSD treat-
ments in other trauma populations as well as the unique needs of
IPV survivors, this study sought to evaluate massed CPT delivered
in an individual format over 5 days as compared with CPT deliv-
ered traditionally (i.e., weekly sessions) for women IPV survivors
with PTSD. Using a multiple subject, clinical replication series
design of six matched pairs of 12 female IPV survivors, we com-
pared individual CPT delivered over 5 days (mCPT) with standard
CPT (sCPT) delivery. Clinical case series can begin to observe and
test for individual differences that may be lost in larger between-
group analyses (Hayes et al., 1999). Leveraging this design, we
hypothesized that mCPT would be associated with equivalent
decreases in PTSD and depression symptoms, as well as higher
treatment engagement and lower dropout rates than sCPT. We also
explored the impact of TBI history on treatment engagement and
outcomes.

Method

Participants

Twelve women who experienced IPV and a current DSM–5
PTSD diagnosis (American Psychiatric Association, 2013) were
recruited for the pilot study. These women had participated in a
larger observational study of PTSD and head injuries among female
IPV survivors (Galovski et al., 2021). At the time of recruitment for
this pilot study, 27 women had completed the larger study. Eligibil-
ity was assessed by phone and in-person. Inclusion criteria included
female sex; age between 18 and 45 years; lifetime experience of
physical, sexual, and/or emotional IPV; stable on any psychophar-
macological medication ($1 month); and a current PTSD diagno-
sis. Exclusion criteria included neurological illness or seizure
disorders; a current diagnosis of bipolar I, schizophrenia, or other
psychotic disorder; current active homicidal or suicidal ideation
with intent; currently receiving a frontline trauma-focused therapy
for PTSD; completed CPT in the last year; or currently pregnant
(larger study included magnetic resonance imaging).
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Procedure

Twenty-seven participants from the larger study were identified
for possible inclusion in the treatment study. Of those, one did not
have a full PTSD diagnosis; four were currently in a trauma-focused
treatment for PTSD; and 10 were not available, not interested, or
could not be contacted, resulting in 12 eligible participants who were
matched into six pairs. Matching criteria (in order of priority) were
TBI history, PTSD severity, number of psychiatric disorders, and de-
mographic characteristics (particularly age; see Table 1). One mem-
ber of each pair was assigned to each treatment modality (mCPT or
sCPT). Due to the limitations of the pilot study, participants were
asked if they were able to commit to either of the study condition
time frames. If they were able to commit to either condition (as was
the case in three matched pairs), they were randomly assigned to
study condition. If they could only commit to one time frame, they
were assigned to that time frame and their paired patient was
assigned to the other. After informed consent, baseline data were
extracted from the existing research database and additional assess-
ment was conducted to update severity of symptoms on the self-
report measures and to confirm or update current psychiatric diagno-
ses. These data were included as the first time point for the current
study. Participants were reassessed 1 month and 3 months after the
last treatment session. Participants were compensated $75 for each
timepoint and were provided transportation if needed. The research
was approved by the institutional review boards of the University of
Missouri–St. Louis, Washington University, and the VA Boston
Healthcare System.

Treatment Description

CPT is a manualized therapy for PTSD consisting of 12 sessions
(�1 hr each), typically delivered weekly or twice weekly (Resick
et al., 2017) in three phases: education, processing, and challeng-
ing. CPT focuses on challenging beliefs and assumptions related
to the trauma, oneself, and the world. Changing dysfunctional
beliefs alters negative emotions and behaviors emanating from
those beliefs. Licensed clinical psychologists with CPT expertise
provided the treatment. Treatment was delivered across two differ-
ent timelines. sCPT occurred in 1-hr sessions once per week for 12
weeks by two therapists who incorporated sessions into usual clin-
ical practice and missed sessions could be rescheduled as needed.
mCPT occurred in an accelerated outpatient format over 5 con-

secutive weekdays. Three therapists provided all 12 sessions in 5
days. mCPT participants were given the five-day treatment sched-
ule and understood that therapy would need to be completed in
that time frame. In the event of further need for treatment, partici-
pants would be referred for additional care. A typical treatment
schedule was constructed as follows. Two to three CPT sessions
were scheduled for Monday-Thursday as therapists’ schedules
allowed. Sessions started at 9:00 a.m., and the last session began
by 3:00 p.m., allowing for extra time at the end of the day if
needed. Sessions were spaced with at least a one-hour break
between sessions to allow time for practice work in an on-location,
private office. Practice work assigned at the last session of the day
could be completed in the office or at home. An hour for lunch
and a meal was always provided. Session 12 was scheduled on Fri-
day morning, leaving time on Friday to accommodate any missed

sessions from the week. This proved fruitful for the two partici-
pants who missed an entire day during the week.

Assessment Instruments

A master’s-level clinician conducted pretreatment, posttreat-
ment, and follow-up assessments. Three psychologists reviewed
recorded diagnostic interviews to achieve diagnostic consensus.

Clinician-Administered Instruments

Trauma Exposure. Lifetime trauma exposure was assessed
via a locally constructed clinician-administered interview (Galov-
ski & Iverson, 2019). This interview included a specific focus on
IPV and on injuries sustained during IPV. Index trauma was indi-
cated by participants during the baseline assessment and confirmed
by clinicians at the beginning of CPT.

TBI. The Boston Assessment of TBI–Lifetime (BAT-L/IPV
version) was used to diagnose TBI. The BAT-L is a valid and reli-
able semistructured interview used to diagnose TBI in veterans
(Fortier et al., 2014). The BAT-L/IPV was designed to differentiate
acute TBI symptoms from other common physiological and psy-
chological reactions to trauma using probes targeting IPV experien-
ces. Interrater reliability for BAT-L diagnoses was strong (js .
.80).

PTSD. The Clinician-Administered PTSD Scale for DSM–5
(CAPS-5; Weathers et al., 2013) was used to assess and diagnose
current (last month) and lifetime PTSD. The CAPS-5 total severity
score had high internal consistency (a = .88) and interrater reliabil-
ity (interclass correlation coefficient = .91).

Psychiatric Comorbidity. The Structured Clinical Interview
for DSM–5 Disorders (SCID-5; First et al., 2016) is a semistruc-
tured interview used to assess lifetime and current (past-month)
mood, anxiety, alcohol and drug and other psychiatric disorders.
Interrater reliability for SCID-5 diagnoses have been found to be
good to excellent (js = .59–1.00; Tolin et al., 2018).

Self-Report Measures

Self-report measures were administered at each assessment. To
track progress during treatment (i.e., in the morning of the 5 mCPT
days and prior to each sCPT session), participants completed brief
self-report measures. mCPT measure instructions were modified to
query symptoms over the prior day versus the last week.

PTSD Checklist. The PTSD Checklist (PCL-5; Bovin et al.,
2016) is a 20-item measure used to assess DSM–5 PTSD severity.
Items are rated on a 5-pt. scale where 0 = “Not at all” to 4 =
“Extremely” (possible score range = 0–80). Scores are summed,
with higher scores reflecting greater symptoms. Interitem reliability
was excellent (a = .96).

Depression and Anxiety Stress Scale. The Depression and
Anxiety Stress Scale (DASS-21; Lovibond & Lovibond, 1995) is
a 21-item measure of depression, anxiety, and stress symptoms.
Items are rated on a 4-pt. scale ranging from 0 (did not apply to
me at all) to 3 (applied to me very much). Items are summed and
multiplied by 2 for each subscale. The clinical cut-off score for
depression is 21. Interitem reliability was excellent (a = .92).

Patient Health Questionnaire–9. The Patient Health Ques-
tionnaire–9 (PHQ-9; Kroenke et al., 2001) is a nine-item measure
used to assess depressive symptoms during treatment, with higher
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scores reflecting higher levels of depressive symptoms. Interitem
reliability was satisfactory (a = .86).
Treatment Outcomes Questionnaire. At posttreatment, par-

ticipants completed 20 items (shown in Table 3) regarding four
domains: satisfaction with treatment (acceptability), therapeutic
rapport (acceptability), opinions about the treatment’s effective-
ness in treating PTSD and related impairment (perceived helpful-
ness), and perceptions of attendance and treatment tolerability
(tolerability). The four satisfaction items were rated on a scale
ranging from 1 (not at all) to 9 (extremely). All other items were
rated on a scale ranging from 0 (not at all) to 10 (completely).
Higher scores reflected more positive perceptions. This question-
naire included open-ended questions querying perceptions of treat-
ment, including pacing and rapport.

Data Analyses

We used a multimethod approach to data analysis including
quantitative analyses (although we note the statistical power limita-
tions with this sample size) and visual inspection of trajectories and
individual differences across matched pairs. To assess the influence
of time spent in a course of CPT on outcomes, we examined the
change as a function of treatment type (mCPT vs. sCPT). Between-
group analyses were completed using SAS Version 9.4 (SAS Insti-
tute Inc., 2013). Proc mixed procedures were used to examine the
impact of treatment type (mCPT vs sCPT), assessment time (pre-
treatment, 1-month posttreatment, 3-month follow-up), and Treat-
ment Type 3 Time interaction. We report effect sizes for between-
and within group analyses. Significant overall or interaction effects
were followed up with contrasts among conditions and across time-
points. In addition to examining the impact of TBI history (yes/no)
on treatment response, we also used proc mixed procedures to
examine the impact of TBI, assessment time, and the TBI 3 Time
interaction collapsing across all participants in both arms. To inves-
tigate differences in symptom trajectories across treatment, we
graphed individual PTSD and depression symptom severity scores
across matched pairs for visual inspection. Where data were miss-
ing or missing because of the accelerated timeline for the mCPT
arm, the last observation was carried forward. Perceptions of treat-
ment were examined using independent samples t tests.

Results

Sample Characteristics

Table 1 displays demographic and descriptive statistics for the
matched pairs. Participants were predominately White (58%) and
ranged in age from 27 to 35 years (M = 34.5, SD = 7.4). Half
received some college credit (50%), 41.7% were single, and 41.7%
reported an annual household income below $15,000. On average,
participants reported spending 55.2% of their adult life in an IPV
relationship. Current comorbidities included major depression
(16.7%), panic disorder (16.7%), and substance use disorder (alco-
hol, cannabis, and opioids combined; 25.5%). Lifetime diagnoses
included major depression (41.6%), panic disorder (33.3%), and
substance use disorders (alcohol, cannabis, and opioids combined;
58.3%). Most (92%) participants reported head injuries (M = 2.5
events, SD = 2.15), five (41.7%) were diagnosed with TBI, and five

(41.7%) were strangled by a partner, with one reporting associated
loss of consciousness.

Standard CPT ComparedWith Massed CPT

In the intent-to-treat (ITT) sample (N = 12), the analyses showed
a significant improvement in PTSD symptoms across assessment,
F(2, 20) = 45.05, p , .001, with no treatment group effect, F(1,
10) = .01, p = .93, or interaction effect, F(2, 20) = 1.08, p = .36.
Both mCPT and sCPT showed large effect improvements from pre-
treatment to posttreatment (mCPT d = 1.92; sCPT d = 1.32) and
from pretreatment to 3-month follow-up (mCPT d = 1.55; sCPT
d = 2.38). Both mCPT and sCPT showed significant improvements
in depressive, anxiety, and stress symptoms, with no group or
Group 3 Time interaction effect (see Table 2), indicating no differ-
ences in the effect of treatment due to treatment modality on any
outcome.

Overall, three of the 12 participants retained their PTSD diagno-
sis. One participant in the sCPT condition dropped out after Ses-
sion 1 and was PTSD positive at the follow-assessments. A second
participant in the sCPT condition also retained her PTSD diagno-
sis, though her symptom severity at post and 3-month follow-up
was low (CAPS scores of 22 and 19, respectively). One participant
in the mCPT condition experienced an 11-pt. decrease on the
CAPS (49 at pretreatment and 38 at posttreatment) but remained
PTSD positive at posttreatment.

Table 1 shows participants’ comorbid psychiatric diagnoses at
baseline. Overall, 17% of the sample had current major depres-
sion, alcohol use disorder, or panic disorder respectively, and 25%
had a substance use disorder. At posttreatment, the two partici-
pants with panic disorder no longer met criteria for the disorder.
All other disorders remained positive at posttreatment.

Treatment Attendance and Retention

One participant dropped out of the sCPT arm. The remaining
five participants attended sessions regularly on a weekly basis with
very few cancellations. As per the CPT protocol, treatment end was
determined by patient progress in the sCPT condition. Four of the
five treatment completers were “early responders” (achieved good
end state functioning, defined as session severity scores in the mild
range on the PCL-5 and on the PHQ-9 and/or patient and therapist
agreement that PTSD has been resolved prior to Session 12). One
participant ended at Session 9, one at Session 10, and two at Ses-
sion 11. The fifth completed CPT at Session 12. All six participants
completed mCPT within the allotted 5 days. Two mCPT partici-
pants missed 1 full day, but sessions were rescheduled and partici-
pants received a full dose of CPT within 5 days.

Trajectories of Change Across Matched Pairs

PTSD and depression symptom severity were graphed across
matched pairs for visual inspection (see Figure 1). Overall
improvement in primary outcomes for both mCPT and sCPT par-
ticipants was evident. The visual comparison shows similar trajec-
tories of recovery on PTSD and depression symptoms across
subjects within each pair.
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Impact of TBI Across Collapsed Treatment Groups

As there was no difference between sCPT and mCPT on main
outcomes, data from all 12 participants was collapsed to explore the
impact of TBI history (yes/no) on CAPS-5, PCL-5, and DASS-21
(see Table 2). Results showed a significant main effect of TBI, F(1,
10) = 30.72, p , .001, and group by time interaction for PTSD se-
verity on the CAPS-5, F(2, 20) = 3.21, p = .06 (see Figure 2). When
examining the simple effects, those with TBI had significantly
higher PTSD severity at one-month posttreatment (M = 31.2, SD =
9.4) compared with those without a history of TBI (M = 11.1, SD =
7.8; t(20) = 4.96, p , .001) and this difference was maintained at
the three-month follow-up (TBI M = 29.0, SD = 7.1 vs. no TBI M =
7.6, SD = 7.3), t(27) = 5.30, p , .001. When examining the effect
size for these comparisons, large effects for TBI group differences
were reported at one-month posttreatment (d = 2.33) and three-
month follow-up (d = 2.97). Thus, participants with a TBI history
did not achieve the same treatment gains as those without TBI.

Acceptability, Perceived Helpfulness, and Tolerability

No significant differences were reported between treatment type
on ratings of acceptability, perceived helpfulness, and tolerability of
treatment (see Table 3). Overall, participants rated these domains
highly, including satisfaction with treatment and therapeutic alli-
ance. When examining distress during treatment, one significant
difference was reported on the item “to what extent did your PTSD
symptoms and level of distress cause you to miss or cancel therapy
appointments” with mCPT participants reporting higher distress
than sCPT participants (mCPT M = 6.7, SD = 5.2 vs. sCPT M = .8,
SD = 1.8), t(9) = 2.40, p = .04. Qualitative data from the Treatment
Outcomes Questionnaire expand these quantitative findings. In
terms of the tolerability of a massed intervention, a participant
noted the following: “The pacing made it easier in a way. I did not
have time to ruminate and procrastinate and everything stayed

fresh.” Addressing the concern that the accelerated time frame may
interfere with the development of therapeutic alliance, we include
the following quotes about three mCPT therapists: “She listened,
she didn’t judge me, she made me feel like I could trust her”; “She
is an amazing woman, so heartfelt, understanding. I can’t give you
enough gratitude of how she helped me. I’m going to miss her”;
“My therapist was very understanding and didn’t make me feel
judged. She was very logical. She was very great.”

Discussion

The goal of this study was to conduct a clinical case replication
series of massed CPT compared with standard CPT in a sample of
women IPV survivors for whom the need for efficient PTSD treat-
ment is of particular relevance. As hypothesized, women who
received mCPT responded to treatment at rates similar to those who
received sCPT with no differential effect. Overall, treatment effects
were large suggesting that CPT was successful in treating PTSD
and depression and that a truncated treatment delivery timeline did
not reduce that effect. Thus, the general benefits of engaging in
massed therapy observed in parallel trauma populations (Wachen
et al., 2019) certainly apply to this sample of IPV survivors.

The importance of demonstrating the effectiveness of an acceler-
ated delivery time frame for IPV survivors cannot be overstated.
First, providing therapy over a brief period of time may provide
more access to care for a greater number of IPV survivors, particu-
larly those who reside in temporary residence or shelters. In the
United States, women typically reside in shelters between 30 and
60 days (McNulty et al., 2009). Massed CPT could be implemented
within that time frame. Second, in the all-too-frequent case of
ongoing violent relationships, a truncated period of time in treat-
ment may reduce opportunities for an abusive partner to detect and
prevent the survivor’s attempts to engage in therapy. Finally, psy-
chiatric disorders such as PTSD and depression contribute to risk

Table 2
Association of Assessment Timepoint and Treatment Arm and Assessment Timepoint by Traumatic Brain Injury Status

Pretreatment 1-month postassessment 3-month postassessment Group Time Time 3 Group

Clinical
outcomes M (SD) M (SD) M (SD) F(1, 10), p F(2, 20), p F(2, 20), p

Time 3 Treatment Arm
mCPT sCPT mCPT sCPT mCPT sCPT

CAPS-5 Current 37.2 (6.7) 36.8 (8.2) 17.3 (13.0) 21.7 (14.0) 17.7 (16.5) 15.3 (9.8) 0.01, .932 45.05, ,.001 1.08, .360
PCL-5 Total 46.8 (10.1) 48.8 (13.8) 20.7 (17.5) 29.7 (22.7) 17.8 (16.8) 19.7 (12.7) 0.27, .614 32.78, ,.001 0.59, .565
DASS-21 Depression 18.7 (9.4) 19.0 (12.2) 8.7 (9.4) 14.0 (1 b0.0) 12.0 (13.2) 8.0 (8.4) 0.01, .920 7.40, .004 1.78, .194
DASS-21 Stress 19.3 (7.9) 24.7 (11.4) 8.0 (7.7) 17.3 (11.4) 10.7 (8.9) 11.0 (6.4) 1.14, .311 16.10, ,.001 2.28, .128
DASS-21 Anxiety 18.0 (8.9) 19.7 (8.9) 8.0 (5.1) 12.3 (10.1) 8.7 (9.0) 8.0 (5.9) 0.18, .677 16.47, ,.001 0.82, .455

Time 3 TBI Status
TBI
(n = 5)

No TBI
(n = 7)

TBI
(n = 5)

No TBI
(n = 7)

TBI
(n = 5)

No TBI
(n = 7)

CAPS-5 Current 43.6 (5.0) 32.3 (3.9) 31.2 (9.4) 11.1 (7.8) 29.0 (7.1) 7.6 (7.3) 30.72, ,.001 48.00, ,.001 3.21, .062
PCL-5 Total 54.4 (12.7) 43.1 (8.8) 40.6 (19.7) 14.1 (11.2) 31.8 (8.2) 9.4 (9.2) 12.80, .005 34.81, ,.001 2.49, .108
DASS-21 Depression 27.6 (9.7) 12.6 (4.9) 18.8 (6.4) 6.0 (7.9) 18.8 (10.6) 3.7 (5.1) 22.01, ,.001 6.28, .008 0.12, .891
DASS-21 Stress 25.6 (9.9) 19.4 (9.5) 16.8 (10.5) 9.7 (10.1) 15.6 (3.8) 7.4 (7.6) 2.55, .141 12.53, ,.001 0.09, .914
DASS-21 Anxiety 25.2 (9.4) 14.3 (3.9) 14.0 (3.7) 7.4 (9.2) 14.4 (6.4) 4.0 (4.2) 9.24, .013 16.38, ,.001 0.71, .504

Note. N = 12. mCPT = massed cognitive processing therapy; sCPT = standard cognitive processing therapy; TBI = traumatic brain injury.
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Figure 1
Matched Pairs PCL-5 (Left Column) and PHQ-9 (Right Column) Scores by Treatment Session for Visual
Inspection

Note. PCL-5 = PTSD Checklist for DSM–5; PHQ-9 = Patient Health Questionnaire - 9; Matched pairs (1 through 6) across
massed CPT (indicated in dark grey) and standard CPT (indicated in light grey) treatment. In Matched Pair 1, Participant 10
dropped out of treatment after Session 1. Where data are missing, the last observation is carried forward.
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for revictimization (Iverson et al., 2011). The presence of these dis-
orders poses barriers to breaking the cycle of victimization in which
many IPV survivors find themselves trapped. Recovery from PTSD
increases survivors’ ability to restore functioning across important
life domains including parenting, employment, and social supports.
These gains in psychosocial functioning are critical in optimizing
IPV survivors’ ability to sustain safety and well-being.
TBIs are commonly sustained by women during intimate partner

assaults (Galovski et al., 2021). Although the impact of TBIs in
IPV survivors is understudied, research in the larger field of trauma
recovery suggests that comorbid TBI complicates recovery from
PTSD (Bryant, 2011). Given that there were no differences in out-
comes between conditions, we collapsed the conditions to compare
women with and without a TBI history. Consistent with findings in
the IPV-related TBI literature, women with TBI reported more
severe PTSD symptoms at pretreatment (Valera et al., 2019) and
achieved smaller treatment gains (Galovski et al., 2020). A more in-
tensive administration of therapy might mitigate the lingering
effects of TBIs, such as poor concentration and memory impair-
ment. Unfortunately, this is difficult to determine in our data given
the small sample size and the lack of ability to control for alterna-
tive factors that might account for the results (e.g., comorbid disor-
ders). These findings are far from conclusive, and replication is
necessary to understand the impact of TBI on recovery from PTSD.
Massed treatment for PTSD is a fairly novel and this type of therapy

is not without clinical concerns. Is this accelerated therapy too intense?
Is there time to build therapeutic alliance? To begin to address these
concerns, we assessed participants’ perceptions of treatment and com-
pared answers across conditions. Both groups were highly satisfied
with their treatment and therapeutic alliance, but one difference did
emerge regarding attendance. Participants in the mCPT condition expe-
rienced several life stressors during their week of therapy and the sched-
ule was necessarily adjusted for 3 participants (2 of whom missed an
entire day). At the time, reasons for cancelling sessions included an
emergency trip to the hospital for daughter, being called in

unexpectedly to work, and needing to leave session to prevent utilities
being cut off. After therapy, these participants reported that PTSD
symptoms and level of distress contributed to missed sessions. Contra-
rily, participants in the sCPT group were regular attenders and only one
person dropped out. The extent to which sCPT participants experienced
stressors between sessions is unknown, but life stressors may not affect
attendance in the sCPT modality as compared with mCPT. The consis-
tency of attendance and overall low drop-out in this study is unusual in
PTSD trials and in usual care (Galovski et al., 2020). These data sug-
gests that even when life stressors occur and distress is amplified, the
women in the mCPT group were able to return to and complete therapy
and achieve good clinical outcomes. Even if a cancellation was related
to elevated distress, there was little opportunity for decay of treatment
gains given that only a day was lost in the mCPT condition versus a
two-week lag for missed sessions during sCPT. Finally, the success of
any trauma-focused therapy hinges on good clinical rapport. Concerns
that there was not enough time to establish rapport in the mCPT condi-
tion were alleviated in the high ratings that the therapists received at
levels nearly identical to the sCPT condition.

This study has limitations, chiefly in terms of statistical power
with a sample size of 12. Although pairs were matched on key char-
acteristics (e.g., TBI history, PTSD severity, psychiatric comorbid-
ity), it was not feasible to match on all client characteristics.
Randomization to condition was not possible for all participants.
Limitations to the accelerated delivery of CPT became apparent in
this trial. CPT is currently conducted as a variable-length treatment
(Galovski et al., 2012) such that the end of treatment is dictated by
patient progress. If a patient has not met good end state functioning
by the end of the protocol (Session 12), then the patient is offered
more sessions. However, in this trial, mCPT had to be completed in
1 week. The single participant in the mCPT condition who retained
her PTSD diagnosis may have benefited from additional sessions. In
this case, the participant’s index trauma changed mid-treatment. The
timing of additional sessions and rescheduling missed sessions in this
accelerated format will be challenging for clinicians and clients who

Figure 2
Interaction Effect of Time by Lifetime TBI Status for PTSD Severity on the
CAPS-5

Note. * p , .05.
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may not be able to clear their schedules for this more intensive sched-
ule. Clients need to commit to the full week and clinicians will need
to do their best to stay on target and on protocol.
Of note, this clinic was well-resourced. Therapists were able to

commit needed time to conduct mCPT, and private clinic space was
available for participants to complete practice work between ses-
sions. The clinic also provided lunch and transportation. Treatment
settings will vary in their ability to provide such resources. Thera-
pist scheduling flexibility and space issues may be challenges. Solu-
tions might include blocking time in advance of the massed therapy
week, coordinating care with several therapists, and creating a mas-
ter schedule of space and therapist availability. Finding alternative
space for practice assignments may be an option for some sites.

In summary, CPT administered in 5 days appears to be effective,
feasible, and acceptable in this clinically complex IPV sample.
Massed treatment may be a particularly viable option for women
who have a small window of opportunity to safely access treatment.
PTSD is a painful and debilitating mental health condition. Shorten-
ing the time to recovery equals more days lived without PTSD.
That may be the most important outcome of all.
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