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Background 
Anxiety is prevalent but undertreated in VHA primary care. Anxiety disorders and subthreshold symptoms16 
affect many Veterans38-40 with a 15-20% prevalence in primary care.1 The negative impact includes functional 
impairment,2 decreased quality of life,41 and increased healthcare utilization.38,42 Anxiety also increases risk for 
suicidal ideation and attempts;43 40% of VHA primary care patients with anxiety symptoms were at increased 
suicide risk.44 Yet anxiety remains under-treated in primary care. Only half of primary care patients with anxiety 
disorders receive minimally adequate treatment.9,17 Within VHA, only 15-44% of Veterans with a new anxiety 
diagnosis had ≥1 session of behavioral treatment in the subsequent 12 months.45 When anxiety treatment is 
provided, it is usually pharmacological,9,17 despite most patients preferring behavioral treatment.18,19 Anxiety 
treatment is a major gap in VHA, as no protocols in the Evidence-Based Psychotherapy initiative focus on non-
trauma anxiety.15 

 
PCMHI provides an opportunity to address VHA’s anxiety treatment gap. VHA’s Primary Care-Mental Health 
Integration (PCMHI) initiative20 aims to improve the treatment of mild-to-moderate severity mental health 
conditions in primary care by embedding behavioral health providers (BHPs; e.g., psychologists, social 
workers) in primary care to assist PACTs. BHPs provide consultation, assessment, and brief intervention for 
mental and behavioral health concerns. PCMHI is integral to reducing VHA’s anxiety treatment gap because 
most patients with anxiety who seek treatment do so in primary care.46 Anxiety is the second most common 
reason for referral to PCMHI.11 Offering treatment in PCMHI expands options beyond pharmacotherapy,17 
improves patient-centeredness, and decreases stigma. 
 
Brief behavioral anxiety interventions that are evidence-based and feasible for PCMHI are needed. Although a 
number of empirically-supported anxiety treatments have been developed for specialty mental health,47 they 
are not readily translated to the PCMHI setting.21 Our systematic review of behavioral interventions for anxiety 
found that most primary care-based interventions have limited implementation potential given incompatibility 
with recommendations for effective PCMHI practice management (i.e., episodes of care should not exceed six, 
30-minute sessions).21,26,48 The format of most extant interventions is not feasible for PCMHI due to the high 
frequency (weekly vs. every 2-4 weeks), intensity (12-20 vs. 1-6 sessions), and duration (50 vs. 30 minutes).21 
Most interventions are disorder specific (GAD or panic disorder), which is problematic within PCMHI as 
comprehensive diagnostic assessment is not feasible, and many patients do not meet criteria for any one 
disorder, have unspecified anxiety,45 or exhibit subthreshold symptoms16 or symptoms of multiple disorders.2 In 
contrast to specialty care, the goal in PCMHI is to reach a large segment of the population, which necessitates 
lower-intensity care aimed at reducing symptoms and improving functioning.26 Finally, many treatments do not 
account for high likelihood of comorbid depression (50-60%),2 which should not be ignored given that comorbid 
anxiety and depression cause more functional impairment and worse treatment outcomes than either alone.49 

Although several promising anxiety interventions designed for primary care have been tested in VHA, 
long-term implementation potential is limited. For example, Stanley et al.’s intervention targets only generalized 
anxiety disorder (GAD) and includes up to 10 sessions.8,24 Cully et al.’s intervention was tailored specifically for 
patients with heart failure and/or chronic obstructive pulmonary disease.25 Coordinated Anxiety Learning and 
Management (CALM)10 is a complex collaborative care management intervention and may raise concerns 
regarding cost and feasibility due to requiring annual computer program licenses, anxiety clinical specialists, 
psychiatric prescribers for pharmacotherapy, and up to 12, 60-minute sessions. Thus, there is an urgent need 
for brief behavioral interventions that are suitable to address the range of anxiety presentations (i.e., threshold 
and subthreshold anxiety spanning GAD, panic, social anxiety, phobias, unspecified anxiety, adjustment-
related anxiety) typical among primary care patients and are truly feasible for delivery in VHA PCMHI.21,50 

With little to no guidance for how to deliver brief behavioral anxiety treatment, BHPs are left to 
idiosyncratically adapt protocols from specialty care.51 Research suggests BHPs frequently pull from cognitive-
behavioral therapy (CBT).52 Our pilot work showed that BHPs were much more likely to deliver psycho-
education (95%), relaxation training (64%), and supportive therapy (61%) than other evidence-based anxiety 
intervention techniques, such as exposure (21%). Further, BHPs report using a high number of techniques 
(M=5.8, SD=2.1) within a single session, all at low intensity (range: 2-9 minutes).12 These usual care practices 
raise concerns about the appropriateness and potency of intervention that patients with anxiety are receiving.53 
 
We have developed a brief PCMHI anxiety intervention to address this critical gap in VHA care. Over the past 
five years culminating in the PI’s HSR&D Career Development Award-2 (CDA2 #15-262), we have developed 
an anxiety intervention, Veterans Anxiety Skills Training (VAST), that is: (1) evidence-based (drawing from 
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CBT),47 (2) transdiagnostic (able to accommodate the wide range of anxiety presentations seen in primary 
care),54 (3) feasible for PCMHI (≤6, 30-minute sessions)48, and (4) Veteran-centered (tailored to Veterans 
based on their treatment preferences and needs; see Preliminary Work section). VAST is a modular, CBT-
skills based anxiety intervention designed specifically for VHA PCMHI (see Table 1 for details). 
 

Table 1. Description of Key VAST Characteristics 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Evidence-Based: VAST embodies evidence-based practice55 through integration of empirically-supported 
CBT techniques, flexibility that allows tailoring to individual patients based on clinical expertise, and 
incorporation of patient preferences. VAST content was adapted from extant primary care anxiety treatment 
protocols to fit VHA PCMHI practice.8,10,24,25 Following recommendations for effective PCMHI practice,26 VAST 
emphasizes coping skills to empower patients in self-management, specifically CBT intervention techniques 
(see Table 2) with demonstrated efficacy47 in reducing anxiety: psychoeducation,56 cognitive restructuring,47 
exposure,47 relaxation training,57 and mindfulness meditation.58  
 

Table 2. Summary of VAST Modules 
Name Essence of Module Rationale for Module Inclusion  

Initial Session 
Psychoeducation on anxiety, CBT 
model, and the VAST intervention 

Psychoeducation normalizes, increases 
understanding, and provides treatment rationale  

Face Your Fears 
Identify avoidance behaviors and plan 
at-home exposures  

Exposure is the most effective intervention for 
anxiety; Addresses behavioral symptoms 

Identify Anxious Thinking 
Identify strategies for challenging 
automatic thoughts and distortions 

Cognitive therapy is effective for reducing anxiety; 
Addresses cognitive symptoms  

Relax Your Body 
Experiential demonstrations of 
relaxation exercises  

Relaxation training is effective for reducing anxiety; 
Addresses bodily symptoms; Has broad appeal 

Live in the Here & Now 
Experiential demonstrations of 
mindfulness meditation exercises 

Mindfulness/meditation is effective for reducing 
anxiety; Has broad appeal 

Improve Your Mood 
Identify meaningful pleasurable 
activities consistent with values 

High comorbidity of depressive symptoms among 
those with anxiety 

Improve Your Sleep 
Identify behavioral changes to 
improve stimulus control for sleep 

High comorbidity of insomnia among those with 
anxiety; Sleep was Veterans’ most preferred focus  

Manage Your Stress 
Develop action plan for healthy stress 
management strategies  

More approachable framing; Stress management 
was Veterans’ most preferred therapy style  

Maintain Your Progress 
Develop relapse prevention plan to 
continue using effective coping skills 

Consolidate learning; Relapse prevention (or 
referral for further treatment as appropriate) 

Color code: Red = standard initial and final modules; Green = core skill modules; Blue = optional skill modules. 
  

Measurement-based care (MBC) using self-report of anxiety (Generalized Anxiety Disorder-7; GAD759) and 
depressive (Patient Health Questionnaire-9; PHQ960) symptoms is employed to monitor progress and inform 
treatment planning.61 The theoretical framework underlying VAST is the cognitive-behavioral model.6 See 
Figure 1 for our conceptual model of how VAST components target the process through which anxiety is  

maintained. CBT, including transdiagnostic CBT,62 has strong empirical support for reducing anxiety.47,50,63 

Key Characteristic Description 

Evidence-based 
• Grounded in the empirical evidence base for anxiety treatment 

• Emphasizes self-management coping skills from CBT, selected 
based on combination of clinical expertise and patient preference 

Transdiagnostic 

• Applicable to a range of anxiety presentations (e.g., worry, panic) 

• Applicable to a range of severity (subthreshold, mild, moderate) 

• Able to address comorbid depression symptoms 

Feasible for PCMHI 

• Sessions ≤30 minutes with maximum of ≤6 sessions 

• Material / skills can be quickly explained / demonstrated  

• Format and content informed by PCMHI provider barriers 

Veteran-centered 

• Format and content guided by Veterans’ treatment preferences 

• Tailored to Veterans (content, terminology, graphics, & materials 
specifically designed to appeal to Veterans’ needs and interests) 

• Personalized to patient (modules selected collaboratively based 
on specific anxiety presentation and treatment preferences) 
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We employed a modular design given many advantages.22 Modules are self-contained, meaningful units that 
are inter-connected but function independently to permit flexibility.22 In VAST, after an initial session focused 
on assessment and psychoeducation, Veterans choose 1 of 3 core modules (exposure, cognitive coping, 
relaxation; Table 2) for the first skills module; these 3 are highlighted to ensure that all patients receive at least 
one intervention with stronger empirical support, while offering options spanning behavioral, cognitive, and 
physiological symptoms of anxiety. Patients then choose up to 3 additional skill modules (from the remaining 
core modules or 4 optional modules) followed by a final session, for a total of up to 6 sessions. Studies 
comparing modular and standard designs of the same CBT interventions for anxiety/depression found better 
outcomes for modular designs.29 For example, modular CBT yielded faster improvements and better overall 
outcomes compared to standard CBT and usual care, whereas standard CBT did not differ from usual care.64  

Transdiagnostic: A transdiagnostic approach to CBT has been proposed by numerous experts for 
both theoretical (i.e., common symptoms and maintaining processes) and pragmatic (i.e., increased ease of 
treatment dissemination) reasons.54 As a transdiagnostic intervention, VAST is designed to be applicable 
across the range of anxiety symptom presentations seen in primary care, in terms of diagnosis and severity. 
We also ensured the intervention is capable of addressing comorbid symptoms of insomnia, depression, and 
stress through optional modules due to our research finding that 64%, 58%, and 56%, respectively, of PCMHI 
patients being seen for a presenting complaint of anxiety report these comorbid symptoms.12  

Feasible for PCMHI: We adapted the scope of the CBT intervention techniques to fit into a brief format 
(≤6 biweekly 30-minute sessions) based on PCMHI guidelines.48,50 All skills modules involve behavioral 
techniques that can be quickly explained/demonstrated. As CBT is the most common (87%) theoretical 
orientation among VHA PCMHI BHPs,11 CBT skills are easily translated into practice with less training burden. 
With modular designs, the number of sessions and treatment duration are decreased,29 as only those modules 
relevant to the patient are delivered. BHPs perceive modular treatment to be more responsive than standard 
CBT and report higher overall satisfaction compared to standard CBT or usual care.30 Modular designs permit 
flexibility in clinical decision-making that may increase BHP acceptability of using manualized treatments.33  

Veteran-Centered: VAST has been tailored to the Veteran population and is personalized to individual 
patients to enhance engagement and satisfaction. The treatment type (individual), format (face-to-face), setting 
(VHA primary care), and provider type (BHP) were selected based on Veterans’ clear preferences for this type, 
format, setting, and provider in our prior research.23 We included modules on sleep (stimulus control), stress 
management (healthy coping strategies), and mood (behavioral activation) due to Veterans’ preferences for 
anxiety treatment that addresses sleep difficulty, takes a stress management approach,23 and the high 
comorbidity of depression,2 respectively. The sleep and stress modules may be less stigmatizing to the primary 
care population and serve as a bridge to better engage Veterans in treatment.65 The flexibility of a modular 
design also facilitates Veteran-centered care in that intervention content is tailored to individual patients, 
consistent with PACT’s goal of enhancing personalized care.66 Attending to patients’ treatment preferences 
improves engagement,66 reduces dropout by half and may even enhance outcomes.28  
 
A Parallel Focus on Implementation of VAST 
When developing VAST, we made a strategic decision to emphasize feasibility for PCMHI as well as Veteran-
centeredness to enhance implementation into clinical practice. RE-AIM is commonly used as a framework to 
evaluate intervention implementation potential by assessing Reach, Effectiveness, Adoption, Implementation, 
and Maintenance.36 Our pilot data (see Preliminary Work) show high treatment engagement and acceptability 
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of VAST among Veterans, both of which directly impact Reach. Initial results for Effectiveness are extremely 
promising and will be examined in Aim 1. Study therapists rated VAST as highly acceptable, appropriate, and 
feasible for PCMHI, all elements that impact Adoption by BHPs in practice. However, an important factor in 
Implementation and Maintenance is BHPs’ ability to implement VAST with high levels of fidelity and maintain it, 
meaning adhering to intervention content as defined in the treatment manual (e.g., proportion of essential 
components delivered) and demonstrating competence or quality of delivery (e.g., maintaining rapport).67 High 
treatment fidelity is associated with better outcomes.68 Study therapists in our pilot RCT received training and 
low-intensity implementation support similar to what is typically used in VHA Evidence-Based Psychotherapy 
roll-outs.1 Although study therapists achieved high levels of fidelity, they were removed from the competing 
demands of full-time clinical practice, as all were trainees (psychology interns or fellows), which may reduce 
the generalizability of fidelity data. We have limited knowledge as to whether our approach to training and low-
intensity implementation support will suffice to prepare real-world BHPs working in PCMHI to achieve and 
maintain high-fidelity delivery. 
 
One common way BHPs reduce fidelity when implementing manualized treatments outside the context of a 
research study is reducing the content or number of sessions. This may be related to patient preference to not 
return or not complete treatment for typically unknown reasons; however, it is possible that some patients 
respond quickly to treatment and feel better such that they do not need the full treatment dose. Our preliminary 
work (see below) has found that approximately half of Veterans who receive VAST respond to treatment (i.e., 
demonstrate clinically significant improvements in anxiety severity and functional impairment) in half the 
standard episode of care (i.e., within 3 sessions). Identifying subgroups of patients likely to experience a 
treatment response would be informative for improving treatment efficiency and providing evidence to guide 
BHPs when implementing VAST, so they can present to patients evidence-based projections for treatment 
response. Several variables have high conceptual relevance to VAST and empirical precedent from prior 
research.69-71 Baseline anxiety and depression severity,70 as well as treatment expectancies and coping self-
efficacy,69,71 predict anxiety treatment response and may thus help to identify subgroups for whom VAST is 
more likely to be effective. Diagnoses of specific anxiety disorders and comorbid depression, as well as current 
substance use, may also be relevant.69,72 Identifying whether these factors (baseline anxiety and depression 
severity and diagnoses, alcohol and drug use, anxiety change expectancies, and coping self-efficacy) predict 
early and overall treatment response would help guide BHPs when implementing VAST in practice. 
 
Significance 
This study addresses VHA Veteran care priorities of mental health and suicide prevention, MISSION Act 
priorities of increasing access to care and improving patient satisfaction, and HSR&D focus areas of quality, 
effectiveness, and efficiency as well as implementation science methods. Improving anxiety treatment in 
PCMHI will address a major gap in VHA primary care and mental health care broadly, given the absence of 
EBPs addressing non-PTSD anxiety.15 This work will yield a transdiagnostic intervention able to accommodate 
the wide range of anxiety presentations seen in PCMHI, which will increase efficiency for BHPs in training and 
clinical care. The hybrid I multi-site RCT design addresses VHA ORD goals to increase Veteran access to 
high-quality clinical trials and increase real-world impact of research, as our process evaluation will inform 
future implementation research to accelerate translation34 into practice.  
 
Aims 
This hybrid type I multi-site RCT will evaluate the effectiveness of VAST delivered by real-world BHPs 
compared to PCMHI usual care in reducing anxiety (Aim 1) measured by the Overall Anxiety Severity and 
Impairment Scale (OASIS).35 Primary care patients with elevated anxiety symptoms at two VA healthcare 
systems will be randomly assigned to condition. BHPs in PCMHI will be randomly assigned to condition to 
prevent contamination of usual care; those in the VAST condition will receive standard intervention training, 
supervision, and consultation. Aims 2 and 3 will help to inform future implementation of VAST in real-world 
PCMHI practice. Our exploratory Aim 2 is to examine patient-level predictors (e.g., baseline symptom severity) 
of early and overall treatment response (i.e., clinically significant improvement at 8 and 16 weeks, respectively) 
within the VAST condition. To guide future implementation efforts, we will conduct a process evaluation using 
an embedded sequential explanatory mixed methods design (Aim 3) focused on the Implementation and 
Maintenance domains of RE-AIM.36 Specifically we will examine fidelity of VAST delivery, including the 
proportion of BHPs who achieve and sustain (a) minimally acceptable and (b) sufficient levels of fidelity37 as 
well as barriers to and facilitators of high-fidelity intervention delivery. In sum, the specific aims are to:  
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1) Compare patient clinical outcomes for VAST vs. PCMHI usual care between baseline and 16 weeks (post) 
in a multi-site RCT in which BHPs deliver the intervention in routine care. We will also examine whether 
treatment gains are more likely to be maintained for VAST vs. PCMHI usual care at 28 weeks (follow-up). 
Hypothesis 1: Patient-level clinical outcomes will improve more from baseline to 16 weeks for participants   

receiving VAST compared to PCMHI usual care. 
 
2) For participants assigned to receive VAST, explore patient-level predictors of (a) early (8 weeks) and (b) 

overall (16 weeks) treatment response (defined as a clinically significant decrease in OASIS total score). 
 
3) Conduct a mixed-methods process evaluation of VAST implementation to examine rates of, barriers to, and 

facilitators of achieving and sustaining high-fidelity intervention delivery. 
 
Preliminary Work  
As described above, our prior research building toward this proposal has included examining Veterans’ anxiety 
treatment preferences23 as well as BHP practices in PCMHI usual care for anxiety.12  
 Understanding Interventions and Challenges in Behavioral Treatment for Anxiety in PCMHI. We 
interviewed a national sample of 18 VHA BHPs regarding anxiety treatment in PCMHI. Recommendations for 
ensuring feasibility of PCMHI anxiety interventions included being able to tailor interventions to the individual 
patient’s presentation and a modular design for flexible delivery.  

Refining the Treatment Manual for a Brief Primary Care Anxiety Intervention. We interviewed 5 local 
BHPs. BHPs rated the number, duration, frequency, and format of VAST sessions as highly feasible (Ms ≥4 
out of 5) for PCMHI. Feedback was used to refine the VAST manual to improve feasibility.  

We then conducted an open trial with 6 participants to pilot VAST. Treatment engagement was high. 
Overall, 5 of 6 participants showed clinically significant improvements across the majority of clinical outcomes. 
In feedback forms completed immediately after each module, participants reported that all 9 modules were 
helpful in learning to manage their anxiety and they were likely to try the CBT coping skill. Participants 
indicated high treatment satisfaction and credibility.  

Reducing Anxiety and Stress in Primary Care Patients: Pilot RCT of a Brief Intervention. We are 
currently completing a pilot RCT to evaluate the feasibility and acceptability of VAST as well as its preliminary 
effectiveness in reducing anxiety compared to PCMHI usual care. Feasibility of research procedures is 
demonstrated by low study attrition (19%) and high assessment completion rates (96% 4-week, 96% 8-week, 
86% 12-week, 75% post/16-week). Feasibility of VAST is evidenced by 92% of participants engaging in 
treatment (i.e., attending ≥1 session), and among those, attending M=5.4 (1.3) sessions. Further, VAST study 
therapists reported high participant comprehension of and engagement with session material, and high rates of 
homework completion. Study therapists have achieved high fidelity in adherence along with competent 
delivery. Acceptability of VAST among Veterans is demonstrated by significantly higher scores for therapeutic 
alliance, treatment credibility, and treatment satisfaction for VAST compared to PCMHI usual care. 
Acceptability of VAST among study therapists is demonstrated by high ratings for VAST on validated scales76 
of intervention acceptability, appropriateness, and feasibility for PCMHI. Preliminary results suggest that VAST 
is outperforming PCMHI usual care, and approximately half of VAST participants showed early treatment 
response (i.e., clinically significant decrease [≥4 points]77) from baseline on the OASIS by 8 weeks. 
 
Methods 
Settings: This study will be conducted at 2 sites: the VA healthcare systems at Syracuse and Western New 
York, where long-standing collaborative relationships exist between clinic administrators/staff and our team. 
The VA Syracuse healthcare system includes the Syracuse VAMC and 8 affiliated community-based outpatient 
clinics (CBOCs; Auburn, Binghamton, Oswego, Potsdam, Rome, Tompkins County, Watertown, Watertown 2). 
The VA Western New York includes the Buffalo VAMC, the Batavia VAMC, and 9 affiliated CBOCs (Buffalo, 
Dunkirk, Jamestown, Lockport, Niagara Falls, Olean, Packard, Springville, West Seneca). We anticipate that 
approximately 1/2 of participants (~90) will come from the Syracuse system and 1/2 from the Western New 
York system. We have received an exception to the single IRB provision from VA ORD. We received (on 
3/24/2021) separate IRB approval from the Western New York VA Health Care System IRB to cover research 
activities conducted with Veterans at VA Western New York.  
 
Participants: Eligibility criteria are as follows:  
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Inclusion criteria:  
1) Veteran,  
2) Age ≥18 years,  
3) Seen in the Syracuse or Western New York VAMCs or CBOCs primary care clinic in the past 12 

months,  
4) Screen positive for current (past 2 weeks) clinically significant anxiety symptoms (≥8 on GAD7)1  

 
Exclusion criteria:  

1) Inability to communicate in English (as assessed by study staff);  
2) Hearing impairment that precludes completion of telephone eligibility screening (as assessed by 

study staff);  
3) Cognitive impairment that precludes informed consent, defined as any of the following:  

(a) not able to comprehend the study description or eligibility screening as assessed by study 
staff,  

(b) diagnosis of dementia or severe cognitive impairment per self-report, primary care provider, 
or Problem List, or  

(c) screen positive for cognitive impairment (≥3 errors on screener);  
4) Diagnosis of Obsessive-Compulsive Disorder (OCD) or serious mental illness (SMI, i.e., psychotic 

disorders, bipolar disorder) in Problem List;  
5) Encounter diagnosis of PTSD within the past 2 years or screen positive for PTSD (≥4 for men or ≥5 

for women on the Primary Care PTSD Screen for DSM-5 [PC-PTSD-5]84);  
6) Currently in psychotherapy/counseling for anxiety and/or depression, defined as any of the following 

within the past 30 days:  
(a) attending ≥1 non-intake specialty mental health session,  
(b) attending ≥2 PCMHI sessions, or  
(c) being hospitalized for mental health treatment;  

7) Current (past 2 weeks) severe depressive symptoms (≥20 on PHQ9);  
8) At imminent risk of suicide, defined as being in need of intensive treatment (e.g., hospitalization) to 

ensure safety, based on study staff’s suicide risk assessment (verified by the PI);  
9) Started or had dosage change in psychotropic medication for anxiety or depression in the past 30 

days 
 
Rationale: The population of interest is Veteran primary care patients with clinically significant anxiety 

symptoms, so a cutoff score of ≥8 on the GAD7 was selected to follow prior research1 as it optimizes the 
balance of sensitivity and specificity. We limited the eligibility criteria as much as possible (e.g., not requiring 
specific anxiety disorder diagnoses, not excluding those with depression or substance use diagnoses) and do 
not prohibit (but will track) medication changes during the trial so our results will generalize more broadly. We 
will exclude Veterans with mental health concerns that suggest treatment needs greater than primary care, 
such as SMI, cognitive impairment, inpatient hospitalization in last 30 days, severe depressive symptoms, or 
imminent risk for suicide. PTSD and OCD are no longer considered anxiety disorders, and VAST is not 
designed to treat trauma or OCD. We will exclude those who are currently in psychotherapy for anxiety and/or 
depression to eliminate confounding treatment. We will allow patients to be on medication for anxiety and/or 
depression, provided it was started or the dosage was stabilized at least 30 days prior.8 Veterans with a recent 
medication change will be asked if they want to be re-screened after 30 days stable. 
 
Recruitment: Recruitment will occur using 5 methods we have used in prior studies, including the current pilot 
RCT: (1) direct referrals from PCPs, other Patient-Aligned Care Team members, PCMHI BHPs, or the 
specialty mental health clinic, (2) flyers in primary care waiting rooms or VAMC physical or electronic bulletin 
boards, (3) referrals from other local PCMHI research studies, (4) case finding for patients referred for anxiety 
from primary care or other specialty medical clinics to the outpatient mental health clinic and (5) case-finding 
for patients (a) with anxiety in primary care encounter diagnoses in the last month or (b) referred to PCMHI for 
anxiety. The latter method of case-finding in primary care yields the most participants. Identified Veterans are 
sent recruitment letters (sent with primary care provider approval) describing the study and alerting them that 
staff may call in 7-14 days to explain the study. Letters include a telephone number to call to opt out of any 
future contact if the Veteran prefers not to be called. We have support from primary care and PCMHI 
leadership to use these recruitment methods. There are several other local behavioral health research studies, 
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and patients who are ineligible for other studies may be interested in a referral to this study if it seems 
appropriate. 

For case finding recruitment methods, potential participants will be identified via data pull from CPRS. 
Thus, we are requesting a waiver of HIPAA authorization for recruitment to pull data or conduct chart reviews 
and case finding. The information will allow us to check whether Veterans meet certain inclusion and exclusion 
criteria, contact Veterans who may be eligible to tell them about the study, identify the correct patients, attempt 
to recruit participants with sociodemographic diversity, and ensure Veterans are able to receive compensation 
if they decide to participate. We will pull data for all living Veterans who meet inclusion criteria 1, 2, and 3 and 
have an anxiety diagnosis in (a) their Problem List or (b) recent primary care encounter, but do not meet 
exclusion criteria 3, 4, 5, 6, or 9.  
  In addition to VISN2 data pull or study staff chart review of the VA electronic medical record, 
recruitment lists may be obtained through the VA Informatics and Computing Infrastructure (VINCI). VINCI is a 
VA Health Services Research & Development (HSR&D) resource center that provides a secure, central 
analytic platform for performing research activities within VA. VINCI includes servers for securely hosting 
databases from VA data sources including the VA electronic medical record. Recruitment lists are generated 
through VINCI with an IRB-approved data request to the VA Corporate Data Warehouse, where data are 
prepared and placed into a secure database for use only by approved members of the study team.  
 
Sample size: Based on power calculations (see below) factoring in an expected attrition rate of 20% (based on 
the pilot RCT and Dr. Funderburk’s RCT of a PCMHI depression intervention [HSR&D IIR 14-047]), we will 
recruit 178 participants (89 per condition). Based on the pilot RCT, 45% of Veterans reached will complete 
eligibility screening; of those screened, 28% will be eligible, and of those eligible, 85% will enroll in the RCT. 
Thus, we expect to screen up to 748 Veterans to obtain 178 enrolled participants. Our prior work suggests 
approximately 85% of participants will be male and 75% will be White consistent with local demographics. We 
seek to recruit a diverse sample and will oversample females and racial/ethnic minorities as needed if the 
sample is skewed from local demographics. We anticipate that approximately 1/2 of participants will come from 
Syracuse and 1/2 from Western New York.  

After 2 years of recruitment, due to much better than anticipated retention rates, we re-ran the power 
calculations, which indicated we would obtain 80% power with only 169 randomized (9 fewer than 178, or 5% 
of total). With approval, we ended recruitment with 169 randomized out of 177 consented (5 did not complete 
baseline, 1 found to be ineligible after baseline, 2 unresponsive to attempts to randomize). We later determined 
that 2 participants (Western New York) should have been deemed ineligible, so the final sample size was 167. 
 
Eligibility screening: Eligibility criteria obtained from data pull will be reviewed first, then screening (15 minutes) 
will be done by telephone to reduce Veteran burden. (VA Video Connect [VVC] is also possible if Veterans 
request this format rather than telephone. If Veterans specifically request in-person eligibility screening, we will 
accommodate their preference if national and local VA policy and public health guidance related to the COVID-
19 pandemic permits face-to-face encounters). During this initial screen, the research assistant conducting the 
screening will briefly describe the study, nature of the screening questions, and limits to confidentiality. We are 
seeking a waiver of informed consent for the eligibility screening because (a) answering the screening 
questions is minimal risk being very similar to completing annual VA clinical reminders (e.g., PHQ9) in primary 
care, (b) although we are not obtaining full verbal consent for screening to keep the time burden lower for 
Veterans, we will provide sufficient details about the study and screening for Veterans to make an informed 
decision to participate in the screening, (c) we will obtain informed consent to enroll in the study at the baseline 
session, and (d) the study could not be feasibly carried out without the brief eligibility screening given the 
number of patients who must be screened. For Veterans who agree to be screened, we will screen for 
cognitive impairment and current symptoms of anxiety, depression, and PTSD and assess current mental 
health treatment (past-month psychotherapy, pharmacotherapy, and inpatient psychiatric hospitalization). For 
any Veteran who reports suicidal ideation on PHQ-9 item 9, research staff will follow the detailed suicide risk 
assessment protocol as appropriate to evaluate and ensure safety (assessments will be reviewed with the PI 
or co-Is [all licensed psychologists] for clinical supervision).  
 
Veterans who are interested and eligible based on the eligibility screening will be scheduled for a baseline 
assessment. If the baseline assessment is not able to be conducted within 14 days of eligibility screening, we 
will reconfirm eligibility prior to the baseline by re-screening with the GAD7 and PHQ9 since these symptoms 
may fluctuate. If the baseline is not able to be conducted within 30 days of eligibility screening, we will 
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reconfirm eligibility prior to the baseline by re-administering the GAD7, PHQ9, PC-PTSD-5, and past-month 
mental health treatment history. At the baseline reminder call, staff will re-confirm eligibility related to recent 
counseling/psychotherapy for anxiety and/or depression via Veteran self-report and/or chart review. 
 
Baseline assessment: When scheduling the baseline assessment, standard VHA treatment format options (in-
person, telephone, VA Video Connect (VVC) will be offered as appropriate (in-person will only be used if 
national and local VA policy and public health guidance related to the COVID-19 pandemic permits face-to-
face encounters). We will use VVC whenever possible. At the beginning of the appointment, we will verify the 
participant’s current location and phone number to ensure if any disruptions occur, we can re-contact the 
Veteran and provide assistance. 

For participants who opt to complete the baseline assessment via telephone or VVC, we will send two 
copies of the IRB-approved consent/HIPAA authorization form via mail, along with a pre-addressed, pre-
stamped envelope for the participant to return their signed form to the research staff at the Syracuse VAMC. 
The mailed packet will also include copies of the response options for some of the baseline questionnaires as 
well as an information sheet with relevant phone numbers for VA behavioral health services and crisis 
resources including the Veterans Crisis Line. The participant will be able to reference these materials during 
the informed consent process and will be asked to sign the consent/HIPAA authorization form during the 
telehealth appointment prior to completing any baseline questionnaires. Participants will be asked to return the 
signed form to us using the self-addressed envelope.  
 After providing written informed consent by signing the consent form during the baseline session, 
participants will complete the baseline assessment (90 minutes, $40 compensation) consisting primarily of self-
report measures, mental health treatment history, and a brief structured diagnostic interview (see Table 3 for 
schedule of measures). 
 
Other assessments: Staff conducting all assessments will be blinded to condition. The 4-, 8-, and 12-week brief 
assessments (10 minutes, $10 each) will be conducted by telephone to reduce burden, and the baseline (90 
minutes, $40), 16-week post (90-120 minutes, $50), and 28-week follow-up (~3 months after post, 30 minutes, 
$40) assessments will be offered as in-person once national and local VA policy and public health guidance 
related to the COVID-19 pandemic permits face-to-face encounters; however, to reduce burden, Veterans will 
have the option to complete any assessment via telephone or VVC if preferred or necessary. We will offer a 
modest additional retention incentive of $40 for completing all 6 assessments, so the maximum total 
compensation is $200 during the 7-month study.  

To increase retention in assessments, participants may receive reminder calls, texts, and/or letters. 
Letters are especially helpful for the post and follow-up assessments given the time gap from the prior study 
contact. Texting will be offered for Veterans’ convenience, and they can opt in to that format of contact at 
baseline if they want. Study staff will not text PHI and will remind Veterans that this method of communication 
is not secure so they should not text any PHI to us. If we are ever unable to reach someone by telephone, we 
will send a letter requesting a return call at their convenience if still interested in learning about / continuing 
with the study. 
 
Veteran participant randomization: Participants will be randomized to either VAST or PCMHI usual care using 
stratified block random assignment based on  

(1) site (Syracuse vs. Western New York),  
(2) anxiety severity (GAD7 score of <15 vs. ≥15), and  
(3) depression severity (PHQ9 score of <15 vs. 15-19).  

 
GAD7 scores ≥15 indicate severe symptoms,59 and PHQ9 scores of 15-19 indicate moderately severe 
symptoms.60  
 
PCMHI usual care condition: Within the PCMHI usual care condition, BHPs can choose to deliver whatever 
care they deem appropriate. All sessions will be audiotaped. (If the audio recorder should fail, the BHP will be 
asked to complete the recording form as self-report after the session.)  Independent raters will review a 
random sample of 25% assess the intervention techniques used and dosage (minutes). We used this process 
successfully in the pilot RCT, demonstrating feasibility.  
 
Intervention condition: Within the VAST condition, BHPs will conduct up to six 30-minute sessions (generally 
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biweekly, but with flexibility for Veteran scheduling preferences). All sessions will be audiotaped. (If the audio 
recorder should fail, the BHP will be asked to complete the recording form as self-report after the session.) The 
treatment manual is grounded in evidence-based practice and is applicable across a range of anxiety symptom 
presentations (i.e., type [e.g., generalized anxiety, social anxiety, panic symptoms] and severity [subthreshold, 
mild, moderate]). We adapted intervention techniques from cognitive-behavioral therapy (CBT) that have 
demonstrated efficacy in treating anxiety,47,56,57 as well as behavioral activation for depression and stimulus 
control for insomnia. All of the included intervention techniques have been used within modules in prior studies 
of primary care-based anxiety treatment with good results.8,10,24,25 The manual emphasizes a psycho-
educational approach and teaching self-management skills26 to empower patients using behavioral techniques 
that can be quickly demonstrated in session and assigned for at-home practice. Consistent with prior 
research,8,10,24,25 we employed a modular approach in the treatment manual to facilitate tailoring the content to 
individual patients. The choice and order of modules used within the intervention will be a collaborative 
decision between the therapist and patient based on patient preference in combination with therapist clinical 
recommendations. Participants will often complete self-report measures of anxiety and depression symptoms 
(GAD7/PHQ9) as part of measurement-based care.61 (Participants who endorse >0 on the PHQ-9 item 9 will 
be assessed further consistent with VA clinical practice guidelines.) BHPs will track GAD7/PHQ9 scores and 
modules in brief post-session checklists.  
 
Treatment format and documentation: For both conditions, whenever possible study staff will make the initial 
treatment session scheduling contact for consistency, and standard VHA treatment format options (in-person, 
telephone, VA Video Connect) will be available. For all participants, study initiation (baseline) and completion  
(28-week follow-up assessment) notes or dropout/withdrawal notes (as applicable) will be entered into CPRS . 
Due to the need to maintain blinding of assessment staff through the 28-weeek follow-up assessment, a 
progress note will not be entered for the 16-week post assessment, unless the participant demonstrates a 
worsening in risk level (e.g., suicidality develops/increases), in which case a note will be entered so that the 
healthcare team is aware for clinical reasons. For all treatment sessions, progress notes will be entered into 
CPRS consistent with standard PCMHI documentation practices.  
 
Provider recruitment: All BHPs working in PCMHI (e.g., psychologists, clinical social workers) at the Syracuse 
and Western New York healthcare systems, including full-time, part-time, and trainee (e.g., interns, fellows) will 
be eligible for recruitment. Recruitment invitations will be offered verbally during PCMHI or primary care staff 
meetings and/or via email or provider study list. Recruitment invitations will briefly describe the study and invite 
interested individuals to contact the PI to learn more. PCMHI Team Leads at both sites strongly support the 
project. To ensure we avoid undue influence with any trainees working in PCMHI, we will emphasize the 
voluntary nature of participation in the study and that the decision to participate or not has no bearing on 
success or evaluation in their training programs. 

Interested providers will meet with a research assistant to hear more about the study. We will obtain 
informed consent to participate in the study, including permission to audio record treatment sessions. We are 
requesting a waiver of written documentation of informed consent to allow for verbal informed consent instead 
given that participation is minimal risk for providers. We will collect basic demographics and training 
background (e.g., time in PCMHI) to be able to describe the sample of providers, but as always providers can 
skip any questions they don’t want to answer. Brief measures (administered during protected time) before and 
after the VAST intervention training will be used to assess whether the training is helpful for providers and to 
obtain feedback on how to improve the training to inform future implementation. Brief interviews will assess 
feedback on implementation of the intervention. Treatment session recordings are consistent with standard 
procedures used in VA Evidence-Based Psychotherapy rollouts that many VA providers complete and will not 
be shared with anyone outside the research team.  
 
Provider randomization: BHPs will be randomized to providing either VAST or PCMHI usual care to all study 
participants. We will stratify by site and provider type (full-time vs. part-time or trainee). BHPs who leave during 
the study will have to be replaced in the same condition to ensure coverage of both conditions across sites, but 
any new providers will be randomized to condition.  
 
Intervention training, supervision, and fidelity assessment: BHPs randomized to the VAST condition will receive 
appropriate training and supervision to ensure delivery with acceptable fidelity. Fidelity ratings will be  used to 
monitor fidelity for quality control and for Aim 3. Minimally acceptable and sufficient adherence will be defined 
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as mean adherence of ≥60% and ≥76%,37 respectively, of essential component delivery across all sessions in 
an episode of care (i.e., up to 6 sessions) for ≥1 participant (or in the training role play). Minimally acceptable 
and sufficient competence will be defined as “more capable than deficient” and “predominantly capable,” 
respectively, which correspond to the majority of domains being rated as capable and skilled, respectively.37 
Minimally acceptable/sufficient fidelity comprises both adherence and competence that are minimally 
acceptable/sufficient. Fidelity data will be made available only to VAST supervisors (not administrative 
supervisors). Failure to reach minimally acceptable fidelity for ≥2 participants will trigger an offer of 
supplemental individual supervision as needed. 

BHPs assigned to VAST will receive initial training by the PI using a training plan developed in the pilot 
RCT, then 1 hour of monthly group supervision (case review) with the PI or co-I Johnson to support 
intervention fidelity. BHPs will also be invited to optional monthly 1-hour group consultation calls (general 
VAST implementation). Supplemental individual supervision will be offered as necessary for BHPs failing to 
reach minimally acceptable fidelity. BHPs must reach the minimally acceptable level of fidelity in a role play to 
be approved to see participants. All sessions will be audio-recorded. (If audio-recording fails, the BHP will 
complete the adherence portion of the treatment fidelity measure after the session. Independent raters (trained 
by the PI) will complete fidelity ratings (with double-rating of 20% of sessions to ensure adequate inter-rater 
reliability), per the following schedule: (1) all sessions for at least the first 2 participants for each BHP or 
subsequent participants until achieving minimally acceptable fidelity, (2) random selection of 50% of sessions 
for the next 4 participants, and (3) for any additional participants beyond the first 6, a random selection of 20% 
of core modules delivered (Relax Your Body, Face Your Fears, Identify Anxious Thinking - which embody the 
essence of the intervention and thus have highest utility for assessing fidelity).85 
 
Measures: see Table 3 summary of patient measures and administration times 
 
Eligibility screening  
   
Demographic information collected during the screening includes sex, age, race, ethnicity. Additional 
demographics and lifetime use of mental health treatment will be collected at baseline to describe the sample. 
All measures of psychological constructs have strong psychometrics in terms of reliability and validity.  
Anxiety symptom severity will be measured by the GAD7 self-report questionnaire,59 which is widely used in 
PCMHI for MBC.61 The total score indicates severity of anxiety symptoms: minimal (0-4), mild (5-9), moderate 
(10-14), severe (15-21).59 The GAD7 (α = .92) has demonstrated construct and criterion validity and is a good 
screening tool for common anxiety conditions.1  
Depressive symptom severity will be measured by the PHQ9 self-report questionnaire (α = .86),60 which is 
widely used in VHA61 and has good construct and criterion validity. The total score indicates severity of 
depressive symptoms: minimal (0-4), mild (5-9), moderate (10-14), moderately severe (15-19), severe (20-27).   

Cognitive impairment will be assessed using a 6-item screener adapted from the Mini Mental Status 
Examination to provide an unobtrusive brief screening tool for telephone or in-person use in clinical research.86 
A cutoff score of ≥3 errors has high sensitivity and specificity for cognitive impairment and dementia.86 
Presence of probable PTSD will be assessed using the 6-item Primary Care PTSD Screen for DSM-5 (PC-
PTSD-5).87 A cutoff score of ≥4 for men and ≥5 for women is optimally efficient.84  
Treatment history will be assessed using a brief interview covering mental health treatment in the past 30 days 
at eligibility screening and lifetime at baseline.  
 
Primary outcome 
 
Anxiety severity and impairment will be measured using the 5-item OASIS,35 which was designed for use 
across anxiety disorders and subthreshold symptoms. Participants indicate frequency and intensity of anxiety, 
level of avoidance, and interference with activities and social functioning on a Likert scale from 0 (none) to 4 
(extreme/all the time).35 A total score of ≥8 indicates clinically significant anxiety.88 The OASIS demonstrates 
reliability (α = .84) and validity in primary care patients88 and is sensitive to change.89 
 
Secondary outcomes 
 
Anxiety and depression symptom severity will be measured with the relevant 7-item subscales of the 
Depression Anxiety Stress Scale-21 (DASS),90 adding a fine-grained assessment of symptom severity to 
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complement the OASIS. Participants indicate how much each item applies to them over the past week. This 
measure has good psychometric properties in clinical and non-clinical samples91 and reliably distinguishes 
between symptoms of anxiety (panic/worry), stress (tension/agitation), and depression (low mood/anhedonia).  
 
Additional pre-specified outcomes 
 
Overall functioning will be measured using the 3-item Sheehan Disability Scale (SDS), a self-report measure of 
general impairment.92 The SDS comprises 11-point discretized analog scales assessing how much psychiatric 
symptoms impair work, social, and family life. The SDS has good reliability and is sensitive to change.92  
Quality of life will be measured using the 16-item Quality of Life Enjoyment and Satisfaction Questionnaire–
Short Form (Q-LES-Q-SF),93 which is reliable (α=.86) and valid.  
Suicidality will be assessed using the 8-item Columbia-Suicide Severity Rating Scale (CSSRS),94 part of the 
CDE and VHA’s current suicide screening measure. The CSSRS has strong predictive validity and is sensitive 
to change.94 We will use the total score as well as the VHA dichotomous suicide screening scoring. 
 
Potential predictors of treatment response 
 
Baseline anxiety and depressive symptom severity will be based on GAD7 and PHQ9 total scores. 
Diagnoses (GAD, social anxiety disorder, panic disorder, agoraphobia, specific phobia, major depressive 
episode) will be assessed with the Mini International Neuropsychiatric Interview (MINI) version 7.0.2 for DSM-
5.3 The MINI has good reliability and validity4 and its brevity is ideal for PCMHI settings.5 
Anxiety change expectancies will be assessed with a 20-item Anxiety Change Expectancy Scale, which has 
good reliability and predictive validity beyond baseline symptomatology.95 
Coping self-efficacy will be assessed with the 26-item Coping Self-Efficacy Scale,96 which assesses perceived 
self-efficacy in coping with life’s challenges. 
Alcohol use will be assessed with the 10-item Alcohol Use Disorder Identification Test (AUDIT).13 
Drug use will be assessed with the 10-item Drug Abuse Screening Test (DAST).14 
 
Tertiary outcomes, additional predictors, and potential mechanisms 
 
We are including several tertiary treatment outcomes, additional exploratory predictors of treatment response, 
and potential mechanisms of the treatment effects. These measures will help to inform future research.  
 
Changes in pharmacotherapy (start new medication, stop existing medication, or dosage change) will be 
assessed at the 4, 8, 12, 16, and 28 week assessments. 
Therapeutic alliance will be assessed at post using the 12-item Working Alliance Inventory-Short Form Revised 
(WAI-SR),107 which asks patients to rate their experience of the therapist in terms of quality of the relationship 
bond, agreement on the goals of treatment, and agreement on the tasks of treatment. This measure has good 
reliability and validity.107,108  
Treatment satisfaction will be assessed at post by the Client Satisfaction Questionnaire (CSQ), an 8-item self-
report questionnaire with evidence of reliability (α = .93) and validity.109 Each item rating and the total CSQ 
score will be used to evaluate participants' satisfaction with the treatment they received. 
Treatment credibility will be assessed at post using a 4-item adapted version110 of the Expectancy Rating Scale 
(ERS),111 which asks patients to rate how logical this type of anxiety treatment seems, how confident they are 
that the treatment would eliminate anxiety, how confident they would be in recommending the treatment to a 
friend with anxiety, and how much improvement they expect to result from it.  
Treatment expectancies will be assessed using two single item measures of outcome expectancies, which 
have been used in prior research.140 One item is a cognitive measure of expectancies while the other is an 
affective measure of expectancies.141 
Worry will be assessed using the Abbreviated Penn State Worry Questionnaire (PSWQ-A)118 which consists of 
8 items evaluating one’s ability to control worry and tendency to worry.  
Somatic symptoms will be measured using the Somatic Symptom Scale-8 (SSS-8)119 which assesses the 
presence or absence of somatic symptoms and severity of those symptoms.  
Sleep will be measured using the Insomnia Severity Index (ISI),112 which consists of 7 items evaluating 
perceived insomnia (e.g., severity, satisfaction with sleep pattern, interference with daily functioning) over the 
past week. The ISI has good evidence of reliability and validity in clinical and community samples.113 It is 
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responsive to insomnia treatment113 and performs well as screening tool for insomnia.112  
Behavioral avoidance will be measured using the Behavioral Avoidance subscale of the Multidimensional 
Experiential Avoidance Questionnaire (MEAQ),114 which consists of 11 items assessing overt situational 
avoidance of unpleasant emotions.  
Readiness to change will be assessed with a 1-item readiness ruler (adapted115) that asks respondents to 
indicate how ready they are to make a change to improve their anxiety, that is, how ready they are to try out 
new skills learned in treatment for anxiety at home, outside of appointments. The scale ranges from 1 (not 
ready to change) to 10 (already trying to change).  
Anxiety sensitivity will be assessed using the Short Scale Anxiety Sensitivity Index (SSASI)120. This scale 
measures fear of anxiety-related physical, cognitive, and social symptoms.  
CBT-mindedness will be measured using the Cognitive Behavioral Therapy Suitability Scale121 which assesses 
attitudes aligned with CBT.  
Pain intensity and interference will be measured using the PEG,116 which is an ultra-brief, 3-item measure. 
Participants indicate their pain intensity, pain interference with enjoyment of life, and pain interference with 
general activity in the past week. The PEG has good reliability and validity and is sensitive to change.116 This 
measure will be included because chronic pain is extremely prevalent in the VHA primary care population and 
is associated with greater psychological distress,117 and it may impact treatment engagement or effectiveness. 
Social support will be measured using the Medical Outcome Study Social Support Survey (MOS-SSS),123 
which assess availability of four types of social support (e.g., tangible, emotional-informational). 
Loneliness will be measured using the 3-item version of the UCLA Loneliness Scale,137 which measures overall 
loneliness.  
Health literacy will be measured using VA’s single-item screen that asks how confident the patient is in filling 
out medical forms by themselves124. 
Decisional balance for anxiety will be measured using the Decisional Balance Scale122 which is a 10-item scale 
that assesses the pros and cons of facing feared stimuli.  
Lack of emotional awareness and Lack of emotional clarity will be measured using the Difficulties in Emotion 
Regulation Scale (DERS)125 awareness and clarity subscales, respectively, which assess the degree to which 
one is aware of and recognizes the nature of the emotions that they are experiencing, respectively.  
Perceived control will be measured using the Anxiety Control Questionnaire (ACQ)126 which assesses 
perceived control over emotional reactions and external threats.  
Knowledge about anxiety, relapse prevention, and coping will be assessed using one item each from the 
Illness Management and Recovery (IMR) measure.127 
Cognitive restructuring use and behavioral activation use will be assessed using the Cognitive-Behavioral 
Therapy Skills Questionnaire (CBTSQ)128 which measures patients’ utilization of CBT skills. 
Mindfulness will be measured using the 5-item version of the Mindful Attention and Awareness scale129 which 
assesses the ability of the patient to observe what is taking place in the present.   
Perceived stress was measured using the PSS-4130 which assesses the degree to which one perceives 
experiences in their life as stressful. 
Social determinants of health will be captured via screening results for food insecurity, homelessness, and 
interpersonal violence from the participant’s VA medical record. 
Social needs will be measured using the Addressing Circumstances & Offering Resources for Needs (ACORN) 
measure.139 The screener assesses health-related social needs of Veterans. 
Healthcare engagement will be measured by the 8-item short form of the Healthcare Engagement Measure 
(HEM).138 This scale assesses how patients feel about the care that they receive. 
Medical complexity will be assessed using the Charlson Comorbidity Index,131 which uses a weight index to 
categorize the medical comorbidity of patients. The CCI is based on diagnoses pulled from the individual’s VA 
medical record.  
Healthcare utilization will be assessed using self-report items about non-VA appointments (primary care, 
emergency department, and mental health visits) at baseline (covering 12 months prior to baseline), post 
(covering 4 months active treatment phase of the study, and follow-up (covering 3 months since post 
assessment). We will also conduct a data pull  to obtain objective data from CPRS on VA appointments 
(primary care, emergency department, and mental health visits) in the 12 months prior to study enrollment, the 
4 months in the active treatment phase of the study, and the 12 months after the post assessment. The 
following information will be pulled for any VA appointments occurring during the covered periods: date, 
provider, stop codes (to identify clinic setting), CPT codes (to identify type of appointment), duration, and 
diagnoses. 
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Treatment goals will be assessed at baseline and post using open-ended questions regarding what Veterans 
hope to gain from anxiety treatment. 
 
Table 3. Summary of Patient Measures and Time of Administration 
 

Measure Construct Eligibility 
screening  

Baseline  4/8/12-week 
Interim  

16-week 
Post   

28-week 
Follow-up  

Demographics Demographics x x    
Screener Cognitive impairment x     

GAD7 Anxiety symptom severity x x  x x 

PHQ9 Depressive symptom severity x x  x x 

PC-PTSD-5 Probable PTSD (screen) x     

Treatment history  Psychotherapy & pharmacotherapy x (last month) x (lifetime) x (meds) x x 

MINI Anxiety & depression diagnoses  x    

ACE Anxiety change expectancies  x    

CSE Coping self-efficacy scale  x  x  x 

AUDIT Alcohol use  x  x x 

DAST Drug use  x  x x 

OASIS  Anxiety severity & impairment  x x x x 

DASS Anxiety & depression symptoms  x x x x 

SDS General functioning  x  x x 

QLESQSF  Quality of life  x  x  x 
CSSRS Suicidality  x  x  x  

WAI-SR Working alliance    x  

CSQ Treatment satisfaction    x   

ERS Treatment credibility    x   

PSWQ-A Worry  x  x x 

SSS-8 Somatic symptoms  x  x  x 

ISI Insomnia severity  x    x  x  

MEAQ-BA Behavioral avoidance  x    x x 

RTC Readiness to change anxiety  x      

SSASI Anxiety sensitivity  x    x  

CBT-SUITS CBT-mindedness  x     

PEG Pain intensity and interference  x    x x  

MOS-SSS Perceived social support  x  x  

Health literacy One-item screen for health literacy  x      

DBS Decisional balance for anxiety  x      

DERS-C Lack of emotional clarity  x  x  

DERS-A Lack of emotional awareness  x  x  

ACQ Perceived control  x    x   

IMR item Knowledge about anxiety  x    x  x 

IMR item Coping  x  x x 

IMR item Relapse prevention plan  x    x  x 

CBT-SQ Cognitive restructuring use  x  x x 

CBT-SQ Behavioral activation use  x    x  x 

MAAS-5 Mindfulness/present awareness  x   x   

PSS-4 Perceived stress scale  x  x x  
Social determinants Screening results (from VA EMR)  x    

Complexity Charlson Comorbidity index (EMR)  x      

HCU Healthcare utilization  x  x  x  

Tx goals Treatment goals  x  x  

HEM Healthcare Engagement  x  x  

ACORN Social needs  x  x  

Expectancies Treatment Expectancy (cognitive)  x  x  

Expectancies Treatment Expectancy (affective)  x  x  

UCLA Loneliness  x  x  

Note: green = eligibility screening, orange = predictors, blue = primary and secondary outcomes, yellow = additional 
outcomes and predictors as well as exploratory mechanisms 
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Process evaluation 
VAST Treatment fidelity among providers 
Treatment fidelity will be measured using the VAST fidelity measure developed and refined in our pilot RCT. 
Adherence is assessed via dichotomous indicators of whether specific subcomponents were delivered and 
scoring rules to yield the proportion of essential components delivered. Competence is assessed on a 4-point 
scale from inadequate to proficient skills.37 Essential components for adherence and domains for competence 
(e.g., rapport, personalization) were selected based off the theory and goals of our intervention and 
consideration of the fidelity measurement literature. Each module has a unique adherence measure; all 
modules use the same competence measure. We have achieved good interrater reliability in our pilot RCT. 
Across 29 double-rated sessions, kappa = .66 for adherence (substantial agreement97) and intraclass 
correlation coefficient = .63 for competence (moderate agreement98). 
 
Aim 3 will use an embedded sequential mixed methods (QUANT → qual) design99 for our process evaluation 
of VAST implementation, focusing on the RE-AIM36 domains of Implementation and Maintenance, specifically 
fidelity of VAST delivery within real-world VHA PCMHI practice. Fidelity outcomes include the mean adherence 
and competence across (a) all sessions for the first 2 participants for all BHPs (fidelity after initial training), (b) 
all sessions after reaching minimally acceptable fidelity (sustainability), (c) the entire study (overall fidelity), the 
mean number of participants who complete VAST prior to the BHP reaching (d) minimally acceptable fidelity 
and (e) sufficient fidelity (time required to reach fidelity), and the proportion of BHPs who: (f) achieve and (g) 
maintain minimally acceptable fidelity, (h) achieve and (i) maintain sufficient fidelity during the study, and 
digress back to below (j) minimally acceptable and (k) sufficient fidelity after reaching sufficient fidelity. 
Qualitative data will be used to elaborate on fidelity results. Qualitative data will include notes made by BHPs in 
post-session checklists, a tracking log kept by study staff of BHP engagement in implementation support 
activities (e.g., consultation calls), and semi-structured interviews with BHPs assigned to the VAST condition 
occurring twice: (a) after BHPs have had 2 participants complete VAST and (b) in study years 2-3 (or sooner if 
the BHP departs their position/PCMHI). Both interviews will assess barriers and facilitators to high-fidelity 
delivery of VAST and feedback on VAST intervention training and implementation support, but the early 
interviews will focus on the initial training and the latter interviews will focus sustainability over time. At 
enrollment we will administer a brief demographic and background questionnaire (e.g., discipline, years in 
PCMHI setting). Measures administered before and/or after VAST intervention training to assess its adequacy 
include two subscales of the Evidence-Based Psychotherapy Attitudes Scale,133 the Training Satisfaction 
Rating Scale,134 and brief measures adapted from prior work135 of typical practice, knowledge/beliefs about 
VAST, self-efficacy to deliver VAST, and qualitative feedback regarding how to improve the training to improve 
future implementation. At each interview, providers will complete 4-item validated measures of VAST 
feasibility, acceptability, and appropriateness for PCMHI.132 
 
Data Analysis and Statistical Considerations 
Power Analysis  

Aim 1: Our primary aim of this longitudinal randomized two-arm parallel group clinical trial is to 
adequately test our primary null hypothesis (Hypothesis 1) of no differences in anxiety severity and impairment 
measured by the OASIS between VAST and PCMHI usual care across a 16-week treatment period. Multilevel 
modeling (MLM) using a random coefficients model will be used to test Hypothesis 1 by assessing the group 
by time fixed effect coefficient. A sample size of 178 (89 per group) will offer at least 80% power to detect a 
medium effect of .50 in the group by time coefficient with an experiment-wise alpha of .05 (2-tailed). 

To estimate sample size, we employed the Hedeker method for multi-level longitudinal designs100 using 
preliminary results from our pilot RCT comparing VAST to PCMHI usual care. A significant reduction in OASIS 
total score was observed within the VAST arm resulting in a large between-group effect (Cohen’s d 2.0). Since 
PCMHI usual care presumably contains elements of VAST, albeit fewer and at lower dosages, the true effect 
size is likely lower than that observed in our pilot. Also, effect sizes ranging from .3725 to .5024 and .858 have 
been observed in prior primary care anxiety treatment studies. Therefore, we have conservatively selected a 
mid-range effect of .5 in-line with prior research while achieving more than adequate power for effects closer to 

those found in our pilot study. Estimates from our pilot RCT of the random intercept variance (o=11.2), 

covariance (-.4), slope (1=.07) and residual variance (2=2.9) were used in conjunction with an anticipated 
effect size of 0.5 at week 16 to calculate the sample size necessary to adequately test our primary hypothesis. 
A benefit of the Hedeker method is that it incorporates rates of missing data across time into the sample size 
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algorithm to ensure adequate power. Our sample size of 178 is adjusted for a steady decreasing attrition/ 
missing data rate (8%, 5%, 4%, 3%) every 4 weeks after baseline. We determined the overall 20% attrition rate 
using our pilot RCT and co-I Dr. Funderburk’s recent RCT of a PCMHI intervention conducted at our 2 sites. 

To estimate power for our two secondary outcomes of anxiety and depression symptom severity 
measured by the two respective DASS subscales at the 16-week post-assessment, we lowered the alpha from 
5% to 2.5%. A lower alpha was selected in order to not inflate the experiment-wise alpha due to testing two 
correlated outcomes on the same patient group. Utilizing fixed and random effect estimates from our pilot RCT, 
our sample size of 178 patients provides at least 80% power to detect effects in the 0.7 range.  A lower random 
effect co-variance between intercept and slopes of OASIS allows for detection of smaller effect sizes than the 
two specific anxiety and depression symptom severity subscales. Nonetheless, effect sizes calculated from our 
pilot data were greater than 1.0, for which this clinical trial is more than adequately powered.   

Three other secondary measures of tertiary importance are quality of life (QLESQSF), general 
functioning (SDS), and suicidality (CSSRS). While relevant to the scope of this trial, they are descriptive and 
exploratory in nature; thus, power is not warranted. Means (SD) and confidence intervals will be calculated for 
the purpose of describing effects within groups. Hypothesis tests will be undertaken with care given to the 
reporting of results given that Type I and II error rates are not well defined. 

Aim 2 is an exploratory analysis and Aim 3 is primarily a descriptive analysis so power is not warranted. 
 
Data Analysis 
The data analytic strategy emanates from the primary aim and is in line with the method used to estimate the 
sample size necessary to 
adequately test the primary 
hypothesis. The primary analysis 
will be conducted using the intention-to-treat approach; participants who are randomized will be analyzed 
according to their assigned group regardless of amount of treatment received. The data will be screened for 
missing cases, outlier scores, and non-normal response distributions. Assumptions underlying statistical 
models will be assessed by examining standardized residuals, influence diagnostics, and homogeneity of 
variance (e.g. among groups). 

Aim 1: To compare patient clinical outcomes for VAST vs. PCMHI usual care between baseline and 16 
weeks (post). MLM will be used to test the primary null hypothesis that no differences exist in the rate of 
change in anxiety severity and functional impairment measured by the OASIS between VAST and PCMHI  
usual care against the two-sided alternative that differences do exist. A composite equation consisting of 
within- and between-person effects will be used to analyze our data. The within-person (level 1) equation 
estimates participants' unique intercept (time=0) and outcome trajectory. The between-person (level 2)  
equation estimates the average initial status at time 0 and rate of change in the primary outcome (OASIS total 
score). If the alternative hypothesis is confirmed, there would be a significant cross-level interaction between 
group and time of assessment suggesting a greater rate of improvement across time among participants 
randomized to the VAST condition (up to 6 sessions) relative to PCMHI usual care. Below is the multi-level 
composite equation that will be utilized to model anxiety as measured by the OASIS. The true outcome score 
for the ith person at the jth time point is a linear combination of a between-subject main effect for group, a main 
effect for time, and a cross-level interaction term between group and time allowing for the fixed effect slope 
estimate to vary between groups. 
Random effects include an intercept and 
slope. Both level-1 and 2 (subject) 
residuals are assumed to be normally 
distributed. 

Our composite equation assumes a linear trajectory across time, based on our hypothesis of 
maintaining steady improvement in outcomes throughout the active study period. Since individuals frequently 
react differently over the course of observation, we propose an alternative theory-driven piecewise linear 
(PWL) model to capture an initial effect from treatment followed by weakened improvement during subsequent 
weeks. Exploratory graphical methods (group mean, subject-specific outcome trajectory plots) will be used to 
assess segmented linearity (or lack thereof) across time. The Bayesian Information Criterion (BIC) (L(n)k-2LL) 
will be used to assess fit among non-nested models. This composite equation differs from our primary models 
in that it includes 2 time segments (TS1, TS2) as well as cross-level interactions between each time segment 
and group.  
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The above models will also be utilized for analyzing anxiety severity and impairment (OASIS) as well as 
anxiety and depression severity (DASS) at 28-week follow-up. While this study is not necessarily powered to 
detect differences between treatment groups sustained over 28 weeks of observation due to unknown 
parameters such as the amount of missing data, information gained will be used and described in the 
appropriate context. Methods described below pertaining to missing data will be inspected and, if plausible, 
used in conjunction with MLM to compare rates of improvement between the primary 16-week study period 
and extended follow-up. If the reliability of estimates during extended follow-up are poor due to a high rate of 
missing data, simple means and confidence intervals will be calculated and used for descriptive purposes. 
 
Secondary Analysis: Consideration of Potential Confounders 

Three potential confounding variables (treatment dose, therapeutic alliance, and medication), will be 
considered secondarily to our primary analysis. As observed in our pilot study, participants assigned to VAST 
(vs. usual care) may attend more sessions of treatment. If the number of sessions attended is associated with 
improved outcomes, this has the potential to inflate the treatment effect in favor of VAST. To guard against an 
inflated treatment effect, the number of treatment sessions will be entered into our primary model to partition 
out the effect from treatment dose from the effect of VAST. Thus, a global effect will be reported as well as a 
“pure” effect from VAST after number of treatment sessions has been removed from the overall effect.  

Similar to treatment dose, our pilot study revealed higher therapeutic alliance in the VAST condition (vs. 
PCMHI usual care). The highly collaborative approach built into VAST may contribute to this finding, or it is 
possible that therapist skills/effectiveness may differ across conditions. Therapeutic alliance will be examined 
as a proxy for therapist effects because it is relevant regardless of provider condition or theoretical orientation 
(in contrast to CBT skills, which may not be relevant for usual care providers with other non-CBT theoretical 
orientations). We plan to separate out this effect from the intervention by adding therapeutic alliance (WAI) to 
our primary model. The difference between the total intervention effect from our primary analysis and the 
adjusted time*group coefficient will be calculated and described as the effect due to therapeutic alliance. 

Eligibility criteria require a stable history of psychotropic medication use or non-use. However, patients 
may receive medication management (stop, start, or change dosage) during the 16-week study period. While 
randomization balances patient characteristics such as medication use between groups, change during the 
course of the trial could alter the growth of anxiety as well as become a “symptom” or result of treatment. 
Therefore, we plan to assess medication management by initially forming frequency tables of the number and 
percent of patients who start a new medication, stop an existing medication, and change medication dosage. 
Indicator variables will be formed for each type of medication management that occurs in ≥10% of the sample. 
Indicators will be considered as either time-invariant or varying over time, as the effect could instantaneously 
influence anxiety severity and impairment. Assuming sufficient variability is observed in medication 
management indicators and estimation of both time invariant and varying effects are reasonable, the condition 
effect will be adjusted by the stronger of the invariant/varying coefficients and reported as an adjunctive result.   

 
Aim 2: To explore predictors of early (by 8 weeks) and overall (by 16 weeks) VAST treatment response. 

Treatment response is defined as a clinically significant decrease (from baseline) of ≥4 points77 in OASIS total 
score. Separate multivariate logistic regression models will be used to predict treatment response (yes/no) at 
(a) 8-week follow-up and (b) 16-week post. Predictors, all assessed at baseline, will include: anxiety symptom 
severity (GAD7), anxiety diagnoses (yes/no for GAD, social anxiety disorder, panic disorder, agoraphobia, and 
specific phobia; from the MINI), depressive symptom severity (PHQ9), depression diagnosis (yes/no for major 
depressive episode from MINI), total number of anxiety/depression diagnoses, coping self-efficacy, anxiety 
change expectancies, and alcohol (AUDIT) and drug use (DAST). GAD7/PHQ9 scores will be used for 
symptom severity because that is what BHPs would have access to in clinical practice as part of MBC.  

 
Aim 3: To examine rates of, barriers to, and facilitators of achieving and sustaining high-fidelity VAST 

delivery. Descriptive statistics (proportions or Ms/SDs) will be calculated for all quantitative variables generated 
from fidelity ratings. Qualitative data (e.g., interviews) will be coded using conventional content analysis.101 
Rapid analysis methods, which yield results consistent with those of in-depth qualitative analysis,102 will be 
used to ensure feasibility with the timeline. Templated summary matrices will be created in Excel to identify 
themes and visually summarize data. Qualitative data will be used to provide insight into quantitative data.  

  
Handling Missing Data 
Multiple Imputation (MI) will be used for managing missing data.103 The advantage of MI over other methods is 
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that it preserves associations with other variables, adds variability during the imputation process, and accounts 
for variability due to multiple imputes resulting in efficient and unbiased parameter estimates.104 Valid criticisms 
of MI pertain to the variables used to fill in the missing values, which may differ among analysts and lead to 
biased parameter estimates.105 Accordingly, we’ll use recommendations from VanBuuren106 as well as practical 
guidelines in our imputation model. Our guideline encompasses inclusion of all items from the respective 
measure, variables that are correlated with the analysis variable, and variables that predict the missingness. 
 
Data Security and Privacy 
All research staff will be trained by the PI in the responsible conduct of research, including privacy, 
confidentiality, HIPAA and IRB regulations, as well as recruitment procedures, conduct of telephone screening, 
and data entry, management, and analysis. RAs participate in mandated IRB training as well as internal 
training on informed consent. Research staff are trained on maintaining confidentiality and the security of the 
data with supervision by the PI. All study staff are up to date with VA Privacy and Information Security and 
Rules of Behavior training. Only current, IRB-approved research staff will have access to the data; if study staff 
leave the research team at any point, their access to data will be terminated. All data will be kept strictly 
confidential and secure per American Psychological Association (APA) ethical standards and VA and IRB 
requirements. 
 
For recruitment, potential participants will be identified via data pull from CPRS. Thus, we are requesting a 
waiver of HIPAA authorization for recruitment to pull data or conduct chart reviews and case finding. The 
information will allow us to check whether Veterans meet certain inclusion and exclusion criteria and contact 
Veterans who may be eligible to tell them about the study. We will pull data for all living Veterans who meet 
inclusion criteria 1, 2, and 3 and have an anxiety diagnosis in (a) their Problem List or (b) recent primary care 
encounter, but do not meet exclusion criteria 3, 4, 5, 6, or 9.  
 
Research staff conducting eligibility screenings and research assessments will alert the PI to any safety 
concerns. All research staff are trained by the PI in data collection regarding mental health topics and suicide 
risk assessment. In addition to the PI, other licensed independent mental health providers will be available as 
back-up on call clinicians to ensure safety in the event of urgent clinical concerns. The PI will notify the IRB, in 
writing, immediately, of all serious and unexpected adverse events, regardless of whether or not the event was 
related to the study. The PI supervises periodic internal audits to ensure data integrity and management in 
accordance with VA guidelines and IRB regulations. 
 
We are requesting a waiver of consent for the initial telephone eligibility screening. Veterans who are eligible 
following the phone screen and wish to participate in the study will complete written informed consent and 
HIPAA authorization at baseline. If completing over telehealth/telephone, copies of the consent and HIPAA 
authorization forms will be sent to the participant ahead of the scheduled baseline, including pre-stamped, pre-
addressed envelope to send signed copies back to Syracuse VA or Buffalo VA where they will be stored 
separately from any de-identified data in a file cabinet in VA Center for Integrated Healthcare offices at the 
Syracuse VA or Buffalo VA Medical Center under double-locked conditions to which only IRB-approved 
research staff will have access. 
 
Provider participation is minimal risk, as all study procedures are consistent with extant procedures the VA 
uses for psychotherapy rollouts. Thus, we are requesting a waiver of written documentation of informed 
consent for PCMHI providers to allow for verbal informed consent instead to protect their privacy. All PCMHI 
providers will be VA employees. No interventions are being conducted with the providers, rather they will 
receive training and supervision on delivering the VAST intervention to Veterans or they will be providing usual 
care to patients. Instead of obtaining written consent, we will complete verbal consent, including a description 
of the study, all elements of consent, and consent to be audio recorded.  
 
No identifying information will be stored with data. Any paper or electronic data will instead use a random 
identification number. This random identification number will be linked with the participant name within a 
password-protected electronic file stored separately from study data on a VA secure server to which only IRB-
approved research staff will have access. 
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Data will be used for research purposes only. All data will be stored securely within the VA; no data will be 
removed from VA premises. Any paper data will be stored in VA Center for Integrated Healthcare offices at the 
Syracuse VA Medical Center, Rochester VA Outpatient Clinic, or VA Western New York Healthcare System at 
Buffalo in file cabinets under double-locked conditions. All electronic data will be stored on the VA secure 
server in password-protected files. Data obtained through VINCI is stored on secure VA VINCI servers, which 
has multiple layers of security, until it is downloaded by the study team to store on the local secure server. To 
ensure the protection of Veteran data, VINCI maintains compliance with the guidelines in VA Handbook 
1200.12 and all other applicable VA and VHA policies and regulations. Data will not be transmitted outside VA 
at all. Identifiable data will not be transmitted within VA, with the possible exception of being uploaded to VINCI 
or sent via encrypted VA email to IRB-approved staff for data analysis. Coded data will be entered into 
Microsoft Excel or Access to facilitate data analysis in Excel, SAS, SPSS, and/or Atlas.ti (licenses owned by 
the Center for Integrated Healthcare and/or accessible through VINCI) which may be used for data cleaning 
and analysis. Audio recording will be done with VA compliant recorders per ISO guidance. 
 
No biospecimens will be utilized for this study. De-identified data (i.e., quantitative data that includes Likert 
scaled items without any names, dates, ages) may be sent electronically via encrypted email to IRB-approved 
staff for analysis if necessary. After data analysis is complete, results from group or aggregate data may be 
reported in research publications or at scientific conferences; however, no identifiable data will be included. All 
data will be maintained as defined in the VHA Records Control Schedule and destroyed at the appropriate time 
in accordance with these regulations and IRB guidelines, consulting with the Privacy Office as needed. 
 

This study will use the VA Health Services Research and Development (HSR&D) Data Safety Monitoring 
Board as required by VA ORD for a funded multi-site clinical trial. Annual reports will be submitted to the 
DSMB, including adverse events, serious adverse events, and progress with recruitment and retention. Only 
de-identified summary data will be shared with the DSMB for the purposes of study oversight and data safety.  
 
A description of this study will be available on www.clinicaltrials.gov as required by federal law. The 
ClinicalTrials.gov ID number is NCT04829240. 
 

References 
1. Kroenke K, Spitzer RL, Williams JBW, et al. (2007). Anxiety disorders in primary care: Prevalence, impairment, 

comorbidity, and detection. Ann of Intern Med, 146, 317-325. 
2. Sherbourne CD, Sullivan G, Craske MG et al. (2010). Functioning and disability levels in primary care out-

patients with one or more anxiety disorders. Psychol Med, 40, 2059-2068. 
3. Sheehan DV (2016). Mini International Neuropsychiatric Interview (MINI) English Version 7.0.2 for DSM-5.  
4. Sheehan DV, Lecrubier Y, Sheehan KH, et al. (1998). The Mini-International Neuropsychiatric Interview 

(M.I.N.I.): The Development and Validation of a Structured Diagnostic Psychiatric Interview for DSM-IV and ICD-
10. J Clin Psy, 59 (Suppl. 20), 22-33.  

5. Pettersson A, Modin S, Wahlström R, et al. (2018). The MINI is useful and well accepted as part of the clinical 
assessment for depression and anxiety in primary care: a mixed-methods study. BMC FamPract 19 

6. Beck, JS (1995). Cognitive Therapy: Basics and Beyond. New York: Guilford Press. 
7. Norton PJ, Paulus DJ (2017). Transdiagnostic models of anxiety disorder: Theoretical and empirical 

underpinnings. Clin Psychol Rev, 56, 122-137. 
8. Stanley MA, Wilson NL, Amspoker AB, et al. (2014). Lay providers can deliver effective cognitive behavior 

therapy for older adults with generalized anxiety disorder: A randomized trial. Depress Anx, 31, 391-401. 
9. Stein MB, Roy-Byrne PP, Craske MG, et al. (2011). Quality of and patient satisfaction with primary health care 

for anxiety disorders. J Clin Psychiatry, 72, 970-976. 
10. Roy-Byrne P, Craske MG, Sullivan G, et al. (2010). Delivery of evidence-based treatment for multiple anxiety 

disorders in primary care: A randomized controlled trial. JAMA, 303, 1921-1928. 
11. Funderburk JS, Dobmeyer AC, Hunter CL, et al. (2013). Provider practices in the Primary Care Behavioral 

Health (PCBH) model: An initial examination in the Veterans Health Administration and United States Air Force. 
Fam Syst Health, 31, 341-353. 

12. Shepardson RL, Minnick MR, Funderburk JS (in press). Anxiety interventions delivered in Primary Care 
Behavioral Health routine clinical practice. Fam Syst Health. doi:10.1037/fsh0000493 

13. Babor TF, Higgins-Biddle JC, Saunders JB, et al. (2001). The Alcohol Use Disorders Identification Test: 
Guidelines for use in primary care (2nd ed.). World Health Organization, Geneva, Switzerland. 

http://www.clinicaltrials.gov/


version 10, page 20 of 24 

14. Skinner HA (1982). The Drug Abuse Screening Test. Addict Behav, 7, 363-371. 
15. Karlin BE, Cross G (2014). From the laboratory to the therapy room: National dissemination and implementation 

of evidence-based psychotherapies in the U.S. Department of Veterans Affairs Health Care System. Am 
Psychol, 69, 19-33.  

16. Olfson M, Broadhead E, Weissman MM, et al. (1996). Subthreshold psychiatric symptoms in a primary care 
group practice. Arch Gen Psychiatry, 53, 880-886. 

17. Weisberg RB, Beard C, Moitra E, et al. (2014). Adequacy of treatment received by primary care patients with 
anxiety disorders. Depress Anxiety, 31, 443-50. 

18. McHugh R, Whitton S, Peckham A, et al. (2013). Patient preference for psychological vs. pharmacologic 
treatment of psychiatric disorders: A meta-analytic review. J Clin Psychiatry, 74, 595-602. 

19. Lang AJ (2005). Mental health treatment preferences of primary care patients. J Behav Med, 28, 581-586. 
20. Post EP, Metzger M, Dumas P, et al. (2010) Integrating mental health into primary care within the Veterans 

Health Administration. Fam Syst Health, 28, 83-90. 
21. Shepardson RL, Buchholz LJ, Weisberg RB, et al. (2018). Psychological interventions for anxiety in adult 

primary care patients: A review and recommendations for future research. J Anxiety Disord, 54, 71-86. 
22. Chorpita BF, Daleiden EL, Weisz JR (2005). Modularity in the design and application of therapeutic 

interventions. Appl Prev Psychol, 11, 141-156. 
23. Shepardson RL, Funderburk JS (2016). Likelihood of attending treatment for anxiety among veteran primary 

care patients: Patient preferences for treatment attributes. J Clin Psych Med Settings, 23, 225-239. 
24. Stanley MA, Wilson NL, Novy DM, et al. (2009). Cognitive behavior therapy for generalized anxiety disorder 

among older adults in primary care: A randomized clinical trial. JAMA, 301, 1460-1467. 
25. Cully JA, Stanley MA, Petersen NJ, et al. (2017). Delivery of brief cognitive behavioral therapy for medically ill 

patients in primary care: A pragmatic randomized clinical trial. J Gen Intern Med, 32, 1014-1024. 
26. Reiter JT, Dobmeyer, AC, Hunter CL (2018). The primary care behavioral health (PCBH) model: An overview 

and operational definition. J Clin Psychol Med Settings, 25, 109-126.  
27. King PR, Beehler GP, Buchholz LJ, et al. (2019). Functional concerns and treatment priorities among Veterans 

receiving VHA primary care behavioral health services. Fam Syst Health, 37, 68-73. 
28. Swift JK, Callahan JL (2009). The impact of client treatment preferences on outcome: A meta-analysis. J Clin 

Psychol, 65, 368-381. 
29. Chorpita BF, Daleiden EL, Park AL, et al. (2017). Child STEPs in California: A cluster randomized effectiveness 

trial comparing modular treatment with community implemented treatment for youth with anxiety, depression, 
conduct problems, or traumatic stress. J Consult Clin Psychol, 85, 13-25. 

30. Chorpita BF, Park A, Tsai K, et al. (2015). Balancing effectiveness with responsiveness: Therapist satisfaction 
across different treatment designs in the Child STEPs randomized effectiveness trial. J Consult Clin Psychol, 83, 
709-18. 

31. Chu BC, Crocco ST, Arnold CC, et al. (2015). Sustained implementation of cognitive-behavioral therapy for 
youth anxiety and depression: Long-term effects of structured training and consultation on therapist practice in 
the field. Prof Psychol Res Pr, 46, 70-79. 

32. Palinkas LA, Weisz JR, Chorpita BF, et al. (2013). Continued use of evidence-based treatments after a 
randomized controlled effectiveness trial: a qualitative study. Psychiatr Serv, 64, 1110-1118. 

33. Borntrager CF, Chorpita BF, Higa-McMillan C, et al (2009). Provider attitudes toward evidence-based practices: 
are the concerns with the evidence or with the manuals? Psychiatr Serv, 60, 677-681. 

34. Curran GM, Bauer M, Mittman B, et al. (2012). Effectiveness-implementation hybrid designs: Combining 
elements of clinical effectiveness and implementation research to enhance public health impact. Med Care, 50, 
217-226. 

35. Norman SB, Cissell SH, Means-Christensen AJ, et al. (2006). Development and validation of an Overall Anxiety 
Severity and Impairment Scale (OASIS). Depress Anxiety, 23, 245-249. 

36. Glasgow RE, Vogt TM, Boles SM (1999). Evaluating the public health impact of health promotion interventions: 
the RE-AIM framework. Am J Public Health, 89, 1322-1327. 

37. Cross WF, Pisani AR, Schmeelk-Cone K, et al. (2014). Measuring trainer fidelity in the transfer of suicide 
prevention training. Crisis, 35, 202-12. 

38. Milanak ME, Gros DF, Magruder KM, et al. (2013). Prevalence and features of generalized anxiety disorder in 
Department of Veterans Affairs primary care settings. Psychiatry Res, 209, 173-179. 

39. Gros DF, Frueh BC, Magruder KM (2011). Prevalence and features of panic disorder and comparison to 
posttraumatic stress disorder in VA primary care. Gen Hosp Psychiatry, 33, 482-488. 

40. Kashdan TB, Frueh BC, Knapp RG, et al. (2006). Social anxiety disorder in Veterans Affairs primary care clinics. 
Behav Res Ther, 44, 233-247. 

41. Mendlowicz MV, Stein MB (2000). Quality of life in individuals with anxiety disorders. Am J Psychiatry, 157, 669-



version 10, page 21 of 24 

682. 
42. Deacon B, Lickel J, Abramowitz JS (2008). Medical utilization across the anxiety disorders. J Anxiety Dis, 22, 

344-350. 
43. Sareen J, Cox BJ, Afifi TO, et al. (2005). Anxiety disorders and risk for suicidal ideation and suicide attempts. 

Arch Gen Psychiatry, 62, 1249-1257. 
44. Shepardson RL, Kosiba JD, Bernstein LI, et al. (2019). Suicide risk among Veteran primary care patients with 

current anxiety symptoms. Fam Pract, 36, 91-95. 
45. Barrera TL, Mott JM, Hundt NE, et al. (2014). Diagnostic specificity and mental health service utilization among 

veterans with newly diagnosed anxiety disorders. Gen Hosp Psychiatry, 36, 192-198. 
46. Young AS, Klap R, Sherbourne CD, et al. (2001). The quality of care for depressive and anxiety disorders in the 

United States. Archives of Gen Psychiatry, 58, 55-61. 
47. Norton PJ, Price EC (2007). A meta-analytic review of adult cognitive-behavioral treatment outcome across the 

anxiety disorders. J Nerv Ment Dis, 195, 521-531. 
48. Dundon M, Dollar K, Schohn M, et al. (2011). Primary care-mental health integration co-located, collaborative 

care: An operations manual. Center for Integrated Healthcare. https://www.mirecc.va.gov/cih-
visn2/Documents/Clinical/MH-IPC_CCC_Operations_Manual_Version_2_1.pdf. 

49. Hirschfeld, RMA (2001). The comorbidity of major depression and anxiety disorders: Recognition and 
management in primary care. Prim Care Companion J Clin Psychiatry, 3, 244-254. 

50. Seekles W, Cuijpers P, Kok R, et al. (2013). Psychological treatment of anxiety in primary care: A meta-analysis. 
Psychol Med, 43, 351-361. 

51. Shepardson RL, Funderburk JS, Weisberg RB (2016). Adapting evidence-based, cognitive-behavioral 
interventions for anxiety for use with adults in integrated primary care settings. FamSystHealth, 34, 114-27. 

52. Funderburk JS, Sugarman DE, Labbe AK, et al. (2011). Behavioral health interventions being implemented in a 
VA primary care system. J Clin Psychol Med Settings, 18, 22-29. 

53. Wolitzky-Taylor K, Zimmermann M, Arch JJ, et al. (2015). Has evidence-based psychosocial treatment for 
anxiety disorders permeated usual care in community mental health settings? Behav Res Ther, 72, 9-17. 

54. Mansell W, Harvey A, Watkins E, et al. (2009). Conceptual foundations of the transdiagnostic approach to CBT. 
J Cogn Psychother, 23, 6-19. 

55. APA Presidential Task Force on Evidence-Based Practice (2006). Evidence-based practice in psychology. Am 
Psychol, 61, 271-85. 

56. Donker T, Griffiths KM, Cuijpers P, et al. (2009). Psychoeducation for depression, anxiety and psychological 
distress: A meta-analysis. BMC Medicine, 7, 79. 

57. Manzoni GM, Pagnini F, Castelnuovo G, et al. (2008). Relaxation training for anxiety: A ten-years systematic 
review with meta-analysis. BMC Psychiatry, 8, 41. 

58. Vøllestad J, Nielsen MB, Nielsen GH (2012). Mindfulness‐and acceptance‐based interventions for anxiety 
disorders: A systematic review and meta‐analysis. Br J Clin Psychol, 51, 239-260. 

59. Spitzer RL, Kroenke K, Williams JBW, et al. (2006). A brief measure for assessing generalized anxiety disorder: 
The GAD-7. Arch Int Med, 166, 1092-1097. 

60. Kroenke K, Spitzer RL, Williams JBW (2001). The PHQ-9: Validity of a brief depression severity measure. J Gen 
Intern Med, 16, 606-613. 

61. Wray LO, Ritchie MJ, Oslin DW, et al. (2018). Enhancing implementation of measurement-based mental health 
care in primary care: a mixed-methods randomized effectiveness evaluation of implementation facilitation. BMC 
Health Serv Res, 18, 753. 

62. Newby JM, McKinnon A, Kuyken W, et al. (2015). Systematic review and meta-analysis of transdiagnostic 
psychological treatments for anxiety and depressive disorders in adulthood. Clin Psychol Rev, 40, 91-110. 

63. Twomey C, O'Reilly G, Byrne M (2015). Effectiveness of cognitive behavioural therapy for anxiety and 
depression in primary care: a meta-analysis. Fam Pract, 32, 3-15. 

64. Weisz JR, Chorpita BF, Palinkas LA, et al. (2012). Testing standard and modular designs for psychotherapy 
treating depression, anxiety, and conduct problems in youth: a randomized effectiveness trial. Arch Gen 
Psychiatry, 69, 274-82. 

65. Brandt CP, Deavers F, Hundt NE, et al. (2020). The impact of integrating physical health into a brief CBT 
approach for medically ill Veterans. J Clin Psychol Med Settings, 27, 285-294. 

66. Institute of Medicine (2001). Crossing the quality chasm: A new health system for the 21st century. Washington, 
DC: National Academy Press. 

67. Cross WF, West JC (2011). Examining implementer fidelity: Conceptualizing and measuring adherence and 
competence. J Child Serv, 6, 18-33. 

68. Durlak JA, DuPre EP (2008). Implementation matters: a review of research on the influence of implemen-tation 
on program outcomes and the factors affecting implementation. Am J Comm Psychol, 41, 327-350. 



version 10, page 22 of 24 

69. Jakubovski E, Bloch MH (2016). Anxiety disorder-specific predictors of treatment outcome in the Coordinated 
Anxiety Learning and Management (CALM) Trial. Psychiatr Q, 87, 445-464. 

70. Kelly JM, Jakubovski E, Bloch MH (2015). Prognostic subgroups for remission and response in the Coordinated 
Anxiety Learning and Management (CALM) trial. J Clin Psychiatry, 76(3), 267-78. 

71. Brown LA, Wiley JF, Wolitzky-Taylor K, et al. (2014). Changes in self-efficacy and outcome expectancy as 
predictors of anxiety outcomes from the CALM study. Depress Anxiety, 31, 678-89. 

72. Bruce SE, Yonkers KA, Otto MW, et al. (2005). Influence of psychiatric comorbidity on recovery and recurrence 
in generalized anxiety disorder, social phobia, and panic disorder: A 12-year prospective study. Am J Psychiatry, 
162, 1179-1187. 

73. Borkovec TD, Nau SD (1972). Credibility of analogue therapy rationales. J Behav Ther Exp Psychiatry, 3, 257-
260. 

74. Larsen DL, Attkisson CC, Hargreaves WA, et al. (1979). Assessment of client/patient satisfaction: Development 
of a general scale. Eval Program Plann, 2, 197-207. 

75. Hatcher RL, Gillaspy JA (2006). Development and validation of a revised short version of the Working Alliance 
Inventory. Psychother Res, 16, 12-25. 

76. Weiner BJ, Lewis CC, Stanick C, et al. (2017). Psychometric assessment of three newly developed 
implementation outcome measures. Implement Sci, 12,108. 

77. Moore SA, Welch SS, Michonski J, et al. (2015). Psychometric evaluation of the Overall Anxiety Severity and 
Impairment Scale (OASIS) in individuals seeking outpatient specialty treatment for anxiety-related disorders. J 
Affect Disord, 175, 463-70. 

78. Addis ME, Wade WA, Hatgis C (1999). Barriers to dissemination of evidence‐based practices: addressing 
practitioners' concerns about manual‐based psychotherapies. Clin Psychol, 6, 430-441. 

79. Palinkas LA, Schoenwald SK, Hoagwood K, et al. (2008). An ethnographic study of implementation of evidence-
based treatments in child mental health: first steps. Psychiatr Serv, 59, 738-746. 

80. Cape J, Whittington C, Buszewicz M, et al. (2010). Brief psychological therapies for anxiety and depression in 
primary care: meta-analysis and meta-regression. BMC Med, 8, 38. 

81. Freedland KE, Mohr DC, Davidson KW, et al. (2011). Usual and unusual care: existing practice control groups in 
randomized controlled trials of behavioral interventions. Psychosom Med, 73, 323-35. 

82. Brigham GS, Feaster DJ, Wakim PG, et al. (2009). Choosing a control group in effectiveness trials of behavioral 
drug abuse treatments. J Subst Abuse Treat, 37, 388-397. 

83. Saunders R, Buckman JEJ, Cape J, et al. (2019). Trajectories of depression and anxiety symptom change 
during psychological therapy. J Affect Disord, 249, 327-335. 

84. Bovin MJ, Kimerling R, Weathers FW, et al. (2019). Validation of the PTSD Primary Care Screen. Paper 
presented at the 2019 VA HSR&D Biannual Meeting. Washington, DC. 

85. Borrelli B (2011). The assessment, monitoring, and enhancement of treatment fidelity in public health clinical 
trials. J Public Health Dent, 71, S52-63. 

86. Callahan CM, Unverzagt FW, Hui SL, et al. (2002). Six-item screener to identify cognitive impairment among 
potential subjects for clinical research. Med Care, 40, 771-781. 

87. Prins A, Bovin MJ, Smolenski DJ, et al. (2016). The Primary Care PTSD Screen for DSM-5 (PC-PTSD-5): 
Development and evaluation within a veteran primary care sample. J Gen Intern Med, 31, 1206-1211. 

88. Campbell-Sills L, Norman SB, et al. (2009). Validation of a brief measure of anxiety-related severity and 
impairment: The Overall Anxiety Severity and Impairment Scale (OASIS). J Affect Disord, 112, 92-101. 

89. Joesch JM, Golinelli D, Sherbourne CD, et al. (2013). Trajectories of change in anxiety severity and impairment 
during and after treatment with evidence-based treatment for multiple anxiety disorders in primary care. Depress 
Anxiety, 30, 1099-106. 

90. Lovibond PF, Lovibond SH (1995). The structure of negative emotional states: Comparison of the Depression 
Anxiety Stress Scales (DASS) with the Beck Depression and Anxiety Inventories. Behav Res Ther, 33, 335-343. 

91. Antony MM, Bieling PJ, Cox BJ, et al. (1998). Psychometric properties of the 42-item and 21-item versions of 
the Depression Anxiety Stress Scales in clinical groups and a community sample. Psychol Assess, 10, 176-181. 

92. Sheehan KH, Sheehan DV (2008). Assessing treatment effects in clinical trials with the discan metric of the 
Sheehan Disability Scale. Int Clin Psychopharmacol, 23, 70-83. 

93. Endicott J, Nee J, Harrison W, et al. (1993). Quality of Life Enjoyment and Satisfaction Questionnaire: A new 
measure. Psychopharmacol Bull, 29, 321-326. 

94. Posner K, Brown GK, Stanley B, et al. (2011). The Columbia-Suicide Severity Rating Scale: initial validity and 
internal consistency findings from three multisite studies with adolescents and adults. Am J Psychiatry, 168, 
1266-77. 

95. Dozois DJ, Westra HA. (2005). Development of the Anxiety Change Expectancy Scale (ACES) and validation in 
college, community, and clinical samples. Behav Res Ther, 43, 1655-72. 



version 10, page 23 of 24 

96. Chesney MA, Neilands TB, Chambers DB, et al. (2006). A validity and reliability study of the coping self-efficacy 
scale. Br J Health Psychol, 11(Pt 3), 421-37. 

97. Landis JR, Koch GG (1977). The measurement of observer agreement for categorical data. Biometrics, 33, 159-
174. 

98. Koo TK, Li MY (2016). A guideline of selecting and reporting intraclass correlation coefficients for reliability 
research. J Chiropract Med, 15, 155-163. 

99. Palinkas LA, Aarons GA, Horwitz S, et al. (2011). Mixed method designs in implementation research. Adm 
Policy Ment Health, 38, 44-53. 

100. Hedeker D, Gibbons RD, Waternaux C (1999). Sample size estimation for longitudinal designs with attrition: 
Comparing time-related contrasts between two groups. J Educat Behav Stat, 24, 70-93. 

101. Hsieh HF, Shannon SE (2005). Three approaches to qualitative content analysis. Qual Health Res, 15, 1277-
1288. 

102. Gale RC, Wu J, Erhardt T, et al. (2019). Comparison of rapid vs in-depth qualitative analytic methods from a 
process evaluation of academic detailing in the Veterans Health Administration. Implement Sci, 14, 11. 

103. Wayman JC (2003). Multiple imputation for missing data: What is it and how can i use it?  Paper presentation 
at the 2003 Annual Meeting of the American Educational Research Association, Chicago, IL. 

104. Berglund P, Heeringa S (2014). Multiple Imputation of Missing Data Using SAS. Cary, NC: SAS Institute. 
105. Kim JK, Brick JM, Fuller WA, et al. (2006). On the bias of the multiple-imputation variance estimator in survey 

sampling. J R Stat Soc Series B Stat Methodol, 68, 509-521. 
106. Van Buuren S (2012). Flexible Imputation of Missing Data. Boca Raton, FL: CRC Press. 
107. Hatcher RL, Gillaspy JA (2006). Development and validation of a revised short version of the Working Alliance 

Inventory. Psychotherapy Research, 16, 12-25. 
108. Munder T, Wilmers F, Leonhart R, Linster HW, Barth J (2010). Working Alliance Inventory-Short Revised (WAI-

SR): Psychometric properties in outpatients and inpatients. Clinical Psychology & Psychotherapy, 17, 231-239. 
109. Larsen DL, Attkisson CC, Hargreaves WA, et al (1979). Assessment of client/patient satisfaction: Development 

of a general scale. Evaluation and Program Planning, 2, 197-207. 
110. Calleo JS, Bush AL, Cully JA, et al (2013). Treating late-life generalized anxiety disorder in primary care: an 

effectiveness pilot study. Journal of Nervous and Mental Disease, 201, 414-420.  
111. Borkovec TD & Nau SD (1972). Credibility of analogue therapy rationales. Journal of Behavior Therapy and 

Experimental Psychiatry, 3, 257-260.  
112. Bastien, C. H., Valliéres, A., & Morin, C. M. (2001). Validation of the Insomnia Severity Index as an outcome 

measure for insomnia research. Sleep Medicine, 2, 297-307.  
113. Morin, C. M., Belleville, G., Bélanger, L., & Ivers, H. (2011). The Insomnia Severity Index: Psychometric 

indicators to detect insomnia cases and evaluate treatment response.  Sleep, 34, 601-608.  
114. Gámez, W., Chmielewski, M., Kotov, R., Ruggero, C., & Watson, D. (2011). Development of a measure of 

experiential avoidance: The Multidimensional Experiential Avoidance Questionnaire. Psychological 
Assessment, 23, 692-713.  

115. Biener, L., & Abrams, D. B. (1991). The Contemplation Ladder: Validity of a measure of readiness to consider 
smoking cessation. Health Psychology, 10, 360-365. 

116. Krebs, E. E., Lorenz, K. A., Bair, M. J., Damush, T. M., Wu, J., Sutherland, J. M., Asch, S. M., & Kroenke, K. 
(2009). Development and initial validation of the PEG, a three-item scale assessing pain intensity and 
interference. Journal of General Internal Medicine, 24, 733-738. 

117. Sherbourne, C. D., Asch, S. M., Shugarman, L. R., Goebel, J. R., Lanto, A. B., … Lorenz, K. A. (2009). Early 
identification of co-occurring pain, depression and anxiety. Journal of General Internal Medicine, 24, 620-625. 

118. Hopko, D. R., Stanley, M. A., Reas, D. L., Wetherell, J. L., Beck, J. G., Novy, D. M., & Averill, P. M. (2003). 
Assessing worry in older adults: Confirmatory factor analysis of the penn state worry questionnaire and 
psychometric properties of an abbreviated model. Psychological Assessment, 15 (2), 173-183.  

119. Gierk, B., Kohlmann, S., Kroenke, K., et al. (2013). The somatic symptom scale-8 (SSS-8) a brief measure of 
somatic symptom burden. JAMA Intern Med, 174(3), 399-407. 

120. Zvolensky, M. J., Garey, L., Fergus, T. A., Gallagher, M. W., Viana, A. G., Shepherd, J. M., Mayorga, N. A., 
Kelley, L. P., Griggs, J. O., & Schmidt, N. B. (2018). Refinement of anxiety sensitivity measurement: The short 
scale anxiety sensitivity index (SSASI). Psychiatry Research, 269, 549-557. 

121. McLellan, L. F., Peters, L., & Rapee, R. M. (2016). Measuring suitability for cognitive behavior therapy: A self-
report measure. Cogn Ther Res, 40, 687-704.  

122. Lipschitz, J. M., Paiva, A. L., Redding, C. A., Levesque, D., Rossi, J. S., Weisberg, R. B., & Prochaska, J. O. 
(2018). American Journal of Health Promotion, 32(1), 215-223. 

123. Gjesfjeld, C. D., Greeno, C. G., & Kim, K. H. (2008). A confirmatory factor analysis of an abbreviated social 
support instrument: The MOS-SSS. Research on Social Work Practice, 18(3), 231-237. 



version 10, page 24 of 24 

124. Chew, L. D., Griffin, J. M., Partin, M. R., Noorbaloochi, S., Grill, J. P., Snyder, A., Bradley, K. A., Nugent, S. M., 
Baines, A. D., & VanRyn, M. (2008). Validation of screening questions for limited health literacy in a large VA 
outpatient population. J Gen Intern Med, 23(5), 561-566. 

125. Gratz, K. L., & Roemer, L. (2004). Multidimensional assessment of emotion regulation and dysregulation: 
Development, factor structure, and initial validation of the difficulties in emotion regulation scale. Journal of 
Psychopathology and Behavioral Assessment, 26(1), 41-54. 

126. Brown, T. A., White, K. S., Forsyth, J. P., & Barlow, D. H. (2004). The structure of perceived emotional control: 
Psychometric properties of a revised anxiety control questionnaire. Behavior Therapy, 35, 75-99. 

127. Sklar, M., Sarkin, A., Gilmer, T., & Groessl, E. (2012). The psychometric properties of the illness management 
and recovery scale in a large American public mental health system. Psychiatry Research, 199, 220-227. 

128. Jacob, K. L., Christopher, M. S., & Neuhaus, E. C. (2011). Development and validation of the cognitive-
behavioral therapy skills questionnaire. Behavior Modification, 35(6), 595-618. 

129. Van Dam, N. T., Earleywine, M., & Borders, A. (2010). Measuring mindfulness? An item response theory 
analysis of the mindful attention awareness scale. Personality and individual differences, 49, 805-810. 

130. Cohen, S., Kamarck, T., & Mermelstein, R. (1983). A global measure of perceived stress. Journal of Health and 
Social Behavior, 24(4), 385-396. 

131. Charlson, M. E., Ales, K. A., Pompei, P., & MacKenzie, C. R. (1987). A new method of classification of 
prognostic comorbidity for longitudinal studies development and validation. J Chron Disease, 40(5), 373-383. 

132. Weiner, B. J., Lewis, C. C., Stanick, C., Powell, B. J., Dorsey, C. N., Clary, A. S., Boynton, M. H., & Halko, H. 
(2017). Psychometric assessment of three newly developed implementation outcome measures. 
Implementation Science, 12:108. 

133. Aarons, G. A. (2004). Mental health provider attitudes toward adoption of evidence-based practice: The 
Evidence-Based Practice Attitude Scale (EBPAS). Mental Health Services Research, 6, 61-74. 

134. Aarons, G. A., Cafri, G., Lugo, L., & Sawitzky, A. (2012). Expanding the domains of attitudes toward evidence-
based practice: The Evidence-Based Practice Scale-50. Administration and Policy in Mental Health, 39, 331-
340. 

135. Tello, F. P., Moscoso, S. C., Garcia, I. B., & Chaves, S. S. (2006). Training Satisfaction Rating Scale: 
Development of a measurement model using polychloric correlations. European Journal of Psychological 
Assessment, 22, 268-279. 

136. Harned, M. S., Dimeff, L. A., Woodcock, E. A., Kelly, T., Zavertnik, J., Contreras, I., & Danner, S. M. (2014). 
Exposing clinicians to exposure: A randomized controlled dissemination trial of exposure therapy for anxiety 
disorders. Behavior Therapy, 45, 731-744.  

137. Hughes, M. E., Waite, L. J., Hawkley, L. C., & Cacioppo, J. T. (2004). A short scale for measuring loneliness in 
large surveys: Results from two population-based Studies. Res Aging, 26(6), 655-672. 

138. Schalet, B. D., Reise, S. P., Zulman, D. M., Lewis, E. T., & Kimerling, R. (2021). Psychometric evaluation of a 
patient-reported item bank for healthcare engagement. Quality of Life Research. 

139. Cohen AJ, Lehmann LS, Russell LE. “Systematic Screening of Veterans for Health-related Social Needs: An 
Ethical Imperative.” Office of Health Equity/Health Services Research & Development Cyberseminar, U.S. 
Department of Veterans Affairs, November 2020. 

140. Sauer-Zavala, S., Boswell, J.F., Bentley, K.H. et al. Expectancies, Working Alliance, and Outcome in 
Transdiagnostic and Single Diagnosis Treatment for Anxiety Disorders: An Investigation of Mediation. Cogn 
Ther Res 42, 135–145 (2018). 

141. Devilly, G. J., & Borkovec, T. D. (2000). Psychometric properties of the credibility/expectancy questionnaire. J 
Beh Ther, 31, 73-86.  


