
Courage Group: 
Helping Veterans with MST Move 

Forward Together
Derrecka Boykin, PhD

HSR Investigator
Assistant Professor

IQuEST, Baylor College of Medicine

Carine Meyer, LCSW 
PCT Senior Social Worker 

MST Coordinator
Michael E. DeBakey VA Medical Center

June 2021



Disclosures

None.

The views expressed in the presentation are those of the authors and do not 
necessarily reflect the position or policy of the Dept. of Veterans Affairs or US 
government.



Objectives

• Describe MST, its prevalence, and emotional impact
• Discuss benefits of a psychoeducational group for MST survivors
• Identify practical strategies/adaptations for delivering Courage Group
• List recommended mental health resources and treatments that can 

augment group therapy



Military Sexual Trauma

• Refers to any “unwanted” sexual experience that occurs during military 
service (active duty, active duty training, or inactive duty training). 

• Examples include:
• Sexual harassment
• Threatening sexual advances
• Disparaging remarks about a person’s gender
• Implying special treatment if sexually cooperative (quid pro quo)
• Actual or attempted rape

Citation: USC 1720D, Title 38



Prevalence of MST

• Based on VA screening data, 
MST is reported by:

• 1 in 3 women veterans
• 1 in 50 men veterans

*Raw numbers of women and men MST survivors 
are roughly equivalent



Reasons Why MST May Happen

• Act of dominance
• Abuse of power/quid pro quo
• Form of hazing 
• High use of substances/alcohol
• *Macroaggression/Act of discriminatory violence

*understudied issue

Citation: Katz, 2016



Clarifying 
Misperceptions 
about MST

• #1: MST can happen to anyone
• #2: MST is unique from civilian sexual 

trauma
• Military context strongly impacts 

reactions, reporting, and recovery
• Often elicits feelings of individual and 

institutional betrayal
• #3: MST ≠ Rape/Sexual Assault

• Sexual harassment is the most 
reported MST experience

• #4: MST is an EXPERIENCE not a CLINICAL 
DIAGNOSIS

• #5: PTSD is common but NOT the only 
mental health effect of MST

Citation: Holiday & Monteith (2019); Kimerling et al. (2007); Street et al. (2008)



Common Mental Health Effects of MST

PTSD

Anxiety and 
Panic

Depression

Suicide

Substance 
misuse

Eating 
disorders

Dissociation

Bipolar 
disorder

Citations: Kimerling et al. (2007); Kimerling et al. (2016)



Rural Veterans: A Special Population

• Nearly 25% of veterans live in rural communities
• Rural veterans face many barriers to care, including:

• High travel burden/transportation difficulties
• Limited access to mental health and specialty care
• Financial constraints
• Less access to technology and high-speed internet

Citations: Buzza et al. (2011); Cully et al. (2016); Kim et al. (2020)



Rural Veterans with MST

• Limited research on rural veterans who have experienced MST, although 
prevalence rates appear similar

• Rural veterans with MST may be less likely to receive treatment due to:
• Practical concerns, such as limited access to mental health and specialty services
• Social and emotional concerns, such as stigma, shame, and guilt
• Perceived betrayal by military institution

Citation: Brooks et al. (2014); Calhoun et al. (2018); Cordasco et al. (2016); Holliday & Monteith (2019) 



Poll Question #1

The most common form of MST is:
• A: Sexual assault/rape
• B: Sexual harassment
• C: Unwanted touching or grabbing
• D: Disparaging comments about gender
• E: All of the above



Potential Treatments for MST Survivors

Treatment Rationale/Objective Key Citation(s)
Cognitive Processing Therapy (CPT) Learn to modify upsetting trauma-

focused thoughts
Holliday et al. (2018); Suris et al. 
(2013); Voelkel et al. (2015)

Prolonged Exposure (PE) Reduce avoidance through in 
gradual exposure to reminders

Banducci et al. (2021); Rauch et al. 
(2009); 

Eye Movement Desensitization 
and Reprocessing (EMDR)

Process upsetting trauma 
memories, thoughts, and feelings

Hurley (2015)

STAIR/WebSTAIR Increase emotion regulation skills 
and relationship functioning

Azevedo et al. (2016); Jain et al. 
(2020); Weiss et al. (2018)

Acceptance and Commitment 
Therapy (ACT)

Promotes behavioral change and 
acceptance-based coping

Hiraoka et al. (2016); Prins et al. 
(2015)

Dialectical Behavior Therapy (DBT) Teach emotional coping and 
interpersonal skills

Lofgreen et al. (2020)



NEW: BeyondMST App

Free self-help app that features over 30 tools to build 
coping skills, manage symptoms, and improve quality of life



Newly 
Revised 
Courage 

Group for 
MST 

Survivors
Source: https://www.mirecc.va.gov/visn16/courage-group-

manual.asp

https://www.mirecc.va.gov/visn16/courage-group-manual.asp


About the Courage Group

• Developed in 1995 by Drs. Dana Foley 
and Michelle Sherman 

• Designed as a 12-week education-based 
support group for veterans with any 
history of sexual trauma 



Revisions to Protocol (2021)

• Inclusion of specific information on MST and its 
health impacts

• Addition of new topics (e.g., “Surviving MST”, 
“Grief and Loss”)

• Modular design to promote flexible delivery
• Removal of imaginal exposure component
• Availability of companion veteran workbook

Source: https://www.mirecc.va.gov/visn16/courage-group-manual.asp
Revised in 2021

https://www.mirecc.va.gov/visn16/courage-group-manual.asp


Adapted Socioecological Recovery Model for 
Military Sexual Trauma

Citation: Adapted from Campbell et al. (2009)



Courage Group Overview

• CBT-based educational support group
• Consists of 12 sessions that cover a broad range 

of topics 
• Structured as group (not individual) therapy to:

• Promote normalization
• Foster social connection
• Generate rich discussions “Wow, there’s 

actually people 
who feel like me.”

“I didn’t 
feel 

alone.”

“I didn’t think I’d like 
the group but it was 

nice knowing there are 
others like me who 
have been through 

similar things.”



Courage Group Sessions

• Designed for flexibility in: 
• Treatment length (~4-12 sessions)
• Session duration (~60-120 minutes)
• Session frequency (weekly, bi-weekly, 

or monthly)
• Delivery format (in-person and via 

telehealth)
• Open or closed (cohort) group format

Red highlights minimally required core sessions



Considerations for Delivering Courage Group

• Intended for use by: Mental health professionals who wish to treat 
Veterans with MST, including Psychologists, Social Workers, and Licensed 
Counselors. Familiarity with MST and cognitive behavioral therapy 
principles preferred.

• Designed for: Primary Care and Mental Health outpatient settings. Setting 
may dictate session length, duration, and frequency (e.g., 4-6 bi-weekly 60-
minute sessions in primary care vs. 10-12 weekly 90-minute sessions in 
specialty mental health)



General Session Structure



Courage Group 
Materials

• User-friendly clinician manual and veteran 
workbook 

• Accessible via PDF through MIRECC website 
(link below)

Source: https://www.mirecc.va.gov/visn16/courage-group-manual.asp

https://www.mirecc.va.gov/visn16/courage-group-manual.asp


Poll Question #2

What is NOT a benefit of group therapy?
• A: Generates richer discussions
• B: Fosters social bonding
• C: Receive individual attention
• D: Promotes social normalization



Courage 
Group Pilot

• Two co-facilitators (Ms. Meyer & Dr. Boykin)
• 12 weekly 90 min virtual sessions via Zoom 
• All female cohort (8 women participated)
• Collected program evaluation data



Patient Satisfaction with Courage Group

• Most women were satisfied 
with sessions (88%)

• All women felt that group 
leaders provided a safe 
environment 

• Most felt comfortable 
participating (86%) and 
supported by other group 
members (95%)

• Session content was new to 
most women (77%) and 
considered helpful (92%)



Measuring the Effects of Participation

• Notably, conducting measurement-based care and collecting program 
evaluation data remotely was challenging. 

• Some logistical challenges were:
• Which symptom measures to administer (e.g., PCL-5, PHQ, GAD, OQ)?
• How to administer measures to the group prior to session?
• How to collect measures not embedded in CPRS, such as stigma scale or 

posttraumatic cognition inventory?



Veterans’ Feedback

• “…the subjects are excellent… Like ‘boundaries, intimacy, etc....’ they are 
sensitive subjects that MST victims, such as myself, tend to shy away from”

• “Having someone to talk to that understand how I’m feeling.”
• “It helps to see things in a different way.”

Group was helpful

• “Perhaps you might consider inviting VA sex therapist when you cover topics 
like ‘intimacy’…”

• “The length more session would be helpful”

Areas for improvement



Poll Question #3

What are effective treatment options for MST survivors?
• A: Cognitive Processing Therapy (CPT)
• B: Dialectical Behavior Therapy (DBT)
• C: Prolonged Exposure (PE)
• D: Eye Movement Desensitization and Reprocessing (EMDR)
• E: All of the above



Lessons Learned from Courage Group Pilot

• #1: Communicate expectations about MST disclosures early and often
• #2: Plan for two co-facilitators for virtual delivery in case of technical 

difficulties. This may include trainees and peer support specialists
• #3: Screensharing audiovisual aids (e.g., powerpoint slides) helps to 

facilitate discussion
• #4: Smaller groups (6-8 patients) foster more intimacy, especially in a 

virtual environment



Getting Started: Logistical Considerations

Questions to consider when planning the group:
• Will the group be virtual or in person? If virtual, which platform will you use?
• How will you identify and enroll veterans? How can providers refer veterans?
• Which local clinics or programs can refer to your group? 
• What makes someone a good fit for the group? What makes the group a poor fit? 
• Will you require specific diagnoses (e.g. PTSD)?
• How will veterans be scheduled? Do you need to create a special clinic?
• How will you communicate with group members between sessions?



Other Considerations for Rural/CBOC Providers

• Remember, Courage Group is a flexible, low-resource treatment
• Co-facilitators are strongly recommended for virtual delivery but not 

required (consider smaller groups)
• Try out open and closed group options if attendance is a concern
• Consider collecting information on patient satisfaction, 

attendance/completion rates, and patient outcomes to justify continuance 
of programming



Poll Question #4

What was a recommended strategy for delivering the Courage Group 
via telehealth? 
• A: Use any virtual platform that is available
• B: Groups should have fewer than 5 members
• C: Groups must be 90 minutes or longer
• D: Plan for 2 co-facilitators



Additional Provider Support and Trainings
VA MST Sharepoint: vaww.mst.va.gov 



Additional Provider Support and Trainings
VHA TRAIN: www.train.org/vha/welcome

http://www.train.org/vha/welcome
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