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T o address the complex mental
health needs of veterans with
posttraumatic stress disorder

(PTSD), the Department of Veterans

Affairs (VA) has established over 300
inpatient and outpatient specialty
treatment programs (1,2). Despite
the availability of these specialty

services, a recent evaluation of VA
mental health services concluded
that service provision in the VA has
not kept pace with demand for PTSD
services (1). Furthermore, the au-
thors of the evaluation report specu-
lated that among those who obtained
treatment, inadequate appointment
frequency might contribute to pre-
mature termination (1). However, to
determine how warranted this con-
cern might be, rates of treatment ini-
tiation and persistence in treatment
would need to be established.

Of the 305,142 veterans who were
seen for PTSD in VA facilities in fis-
cal year (FY) 2006, less than one-
third received their treatment in a
specialized PTSD program. More
than half were seen in general mental
health clinics, and another 10% in
general medical clinics (2). In non-
VA settings, rates of mental health
treatment initiation and persistence
in treatment have been shown to vary
across treatment sectors. For exam-
ple, among participants in the Na-
tional Comorbidity Survey Replica-
tion who were treated for PTSD,
treatment delivered by mental health
specialists (for example, psychia-
trists) was associated with fourfold
higher odds of receiving a minimally
adequate trial of treatment com-
pared with those who were treated
by general medical providers (3).
Other studies have reported similar
findings (4,5).

The first goal of this study was to
establish rates of treatment initiation
and minimally adequate treatment
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Objective: Despite the high prevalence of posttraumatic stress disorder
(PTSD) among veterans treated at Department of Veterans Affairs (VA)
facilities, rates of initiation of mental health treatment and persistence
in treatment are unknown. This study examined outpatient treatment
participation among veterans with a recent PTSD diagnosis and treat-
ment differences according to the VA sector in which they received the
diagnosis (PTSD specialty treatment program, general mental health
clinic, and general medical clinic). Methods: Administrative data for
20,284 veterans who had received a diagnosis of PTSD at VA facilities
were analyzed to determine rates of treatment initiation (any psy-
chotropic prescription, an antidepressant prescription, behavioral
counseling, and either a prescription or counseling) and maintenance of
pharmacotherapy (at least four 30-day supplies), and counseling (at
least eight visits) for the six months after diagnosis. Results: Approxi-
mately two-thirds of the sample initiated treatment: 50% received a psy-
chotropic medication and 39% received some counseling; 64% received
either medication or counseling. About half of those given medication
(54%) received at least a four-month supply, and 24% of those given
counseling had at least eight sessions. Overall, 33% received minimally
adequate treatment. Initiation, type, and duration varied by treatment
sector: receipt of a diagnosis in a PTSD specialty program or a mental
health clinic conferred small but significant benefits over receipt in a
general medical clinic. Conclusions: Greater availability of mental
health specialty services, particularly PTSD services, may be needed to
ensure that veterans receive minimally adequate treatment after a
PTSD diagnosis.  (Psychiatric Services 61:58–63, 2010)



trials among veterans with PTSD.
Because the odds of receiving a min-
imally adequate trial vary across
treatment sectors in non-VA popula-
tions (3), our second goal was to de-
termine whether comparable varia-
tion exists within the VA. We were
particularly interested in whether re-
ceipt of a PTSD diagnosis in special-
ized PTSD programs increased vet-
erans’ odds of treatment initiation
and whether treatment in such pro-
grams increased their odds of receiv-
ing a minimally adequate treatment
trial over and above that found in
general mental health or general
medical clinics. The study examined
rates of outpatient treatment initia-
tion and receipt of minimally ade-
quate treatment trials among veter-
ans given a new diagnosis of PTSD in
VA facilities in 2004–2005.

Methods
We used a retrospective cohort to ex-
amine VA treatment initiation and
participation in the six months after a
new PTSD diagnosis. The study was
approved by the institutional review
board of the Minneapolis VA Medical
Center. Participants were veterans
who received a DSM-IV diagnosis of
PTSD (309.81) at any VA facility be-
tween April 1, 2004, and March 31,
2005. Excluded were veterans with
cognitive impairment or psychosis
and veterans who had any visits to a
VA mental health facility, a prescrip-
tion for an antidepressant, or a diag-
nosis of a mental disorder except for
substance abuse in the previous year.
Pharmacy and appointment data
from FY 2003 through FY 2005 were
used to identify new episodes of
PTSD treatment between April 1,
2004, and March 31, 2005. We chose
to include veterans who had sub-
stance abuse treatment because the
diagnosis of PTSD may not be evi-
dent until the primary substance
abuse problem is sufficiently ad-
dressed (6).

Measures
There were eight outcome measures.
The total number of veterans with a
new PTSD diagnosis was used as the
denominator, and the four treatment
initiation outcomes were the propor-
tion of veterans who received a pre-

scription for a psychiatric medication,
the proportion who received a pre-
scription for an antidepressant, the
proportion who received any behav-
ioral counseling, and the proportion
who received either psychiatric med-
ication or behavioral counseling. To
ascertain whether a veteran received
a minimally adequate treatment trial,
we examined the following three out-
comes: among veterans who received
any psychiatric medications, the pro-
portion receiving at least four 30-day
supplies; among veterans who re-
ceived any antidepressant prescrip-
tion, the proportion receiving at least
four 30-day supplies; and among vet-
erans who received any counseling,
the proportion receiving at least eight
counseling visits. Outcomes were
coded as present or absent for each
participant. These criteria for a mini-
mally adequate treatment trial have
been used by others (7) and are con-
sistent with treatment guidelines (8).
At the time these data were collected,
the VA had not yet begun its rollout of
evidence-based psychotherapy inter-
ventions, which require ten or 12 vis-
its (11). The eighth outcome was the
number of PTSD-related appoint-
ments in any treatment sector within
the six-month period after the index
appointment.

We used a VA administrative data-
base, the National Patient Center
Database (NPCD), to obtain demo-
graphic, diagnostic, and visit informa-
tion for the six months after an index
PTSD visit. Visit information includ-
ed number and CPT codes of visits
with a diagnosis of PTSD. CPT codes
90804–90809, 90846, 90847, 90853,
90862, 90880, 90901, 96152–96154,
99214, 99215, S9445, and S9446
identified counseling appointments.
Visits associated with disability exam-
inations were omitted from the analy-
ses. Visits in which the CPT code re-
flected psychological assessment
were used only as index visits and
were not counted as treatment visits
in the follow-up period.

Information about medication type
and amount and number of refills was
extracted from the VA’s Decision Sup-
port Systems (DSS) database. Includ-
ed were all psychotropic medications
of the following classes: antidepres-
sants, antipsychotics, hypnotics or

benzodiazepines, mood stabilizers,
and stimulants. The DSS pharmacy
data set includes prescription details,
such as unit dose, number of tablets,
and prescription duration. All pre-
scriptions were transformed into 30-
day equivalents, such that a 90-day
prescription was changed to three
one-month supplies and a two-week
prescription became .5 of a one-
month supply.

Independent variables extracted
from the NPCD included demo-
graphic information, military vari-
ables (prisoner of war [POW] status
and service era), disability levels (VA
disability status and score on the
Charlson Comorbidity Index [CCI]
[9]), and factors affecting treatment
access (treatment sector, copayment
status, category of the veteran’s pri-
mary residence according to popula-
tion density, census division, and dis-
tance from the nearest VA facility).
The CCI is a measure of mortality
risk determined from the presence or
absence of specific medical comor-
bidities (9) and thus reflects the rela-
tive burden of severe medical prob-
lems. The CCI was constructed from
diagnostic information from FY 2003
through 2005. Treatment sector—the
VA sector in which the veteran re-
ceived the PTSD diagnosis (index
clinic type: general medical clinic,
mental health clinic, or PTSD spe-
cialized program) was the primary
variable of interest. Index clinic type
was determined by the stop code (an
administrative indicator) of the visit
in which a PTSD diagnosis first oc-
curred. Stop code assignment to the
three treatment sectors was similar to
that used by the Northeast Program
Evaluation Center (2).

Analyses
We used logistic regression for all di-
chotomous outcomes and negative bi-
nomial regression for number of
PTSD-related visits to examine the
independent effect of treatment sec-
tor on study outcomes after control-
ling for other covariates and potential
confounders. Generalized estimating
equations accounted for clustering by
facility. Analyses were conducted in
the GENMOD procedure of SAS,
version 9.1 (12), with working corre-
lation compound symmetry, type 3
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score tests for effects, and confidence
intervals computed on the logit or log
rate scales by the Wald method with
empirical standard errors. Estimates
are least-squares means computed on
the logit or log rate scale; they and
confidence intervals were back-trans-
formed to the original scale.

The following predictors were en-
tered into the regression models: race
(Asian American, Native American,
black, Hawaiian or Pacific Islander,
white, multiracial, and unknown
race), ethnicity (Hispanic, non-His-
panic, and unknown ethnicity), gen-
der, age, marital status, period of
service (pre-Vietnam, Vietnam, post-
Vietnam), POW status (former POW,
non-POW, and unknown POW sta-
tus), degree of service-connected dis-
ability (not service connected, 20%
service connected or less, 30%–40%,
50%–60%, and 70% or more), CCI

score, distance from a VA facility in
quartiles (≤9.34 miles, >9.34 and
≤24.92 miles, >24.92, ≤55.96 miles,
and >55.96 miles), U.S. census–de-
fined population density of primary
residence (urban, urban fringe, and
rural), census division, VA copay-
ment status (copayment, no copay-
ment, and no copayment or cost-
sharing agreement), and treatment
sector (general medical clinic, mental
health clinic, and PTSD specialized
program).

Index clinic type was considered
to be a significant predictor only if it
remained significant after entry of
all other variables. When index clin-
ic type was significant, Wald statis-
tics and odds ratios were used to
make comparisons between groups.
Simple chi square tests were used to
test the association between index
clinic type and treatment sectors of

visits during the follow-up period
and between number of follow-up
visits and number of 30-day pre-
scriptions of psychotropic medica-
tions received.

Results
Table 1 presents data on demograph-
ic and other characteristics of the
sample. Most of the veterans in the
sample were male (96%), and whites
accounted for 44% of the sample.
The mean age was 55.2 years.

Of the 215,442 veterans who re-
ceived a PTSD diagnosis in a VA fa-
cility during the study period, 21%
(N=46,053) had no mental health vis-
its during the previous year (other
than for substance abuse treatment).
After exclusion of veterans who had
cognitive impairments, who had re-
ceived any mental health diagnosis
not related to substance abuse, or
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Characteristics of 20,284 veterans who received a diagnosis of posttraumatic stress disorder in a Department of Veterans
Affairs (VA) facility the previous six months

Characteristic N %a

Sex
Male 19,431 96
Female 855 4

Race
Asian American 161 <1
African American 3,089 15
Hawaiian or Pacific Islander 177 <1
Native American 147 <1
White 8,874 44
Two or more races 56 <1
Unknown 7,782 38

Ethnicity
Hispanic 1,042 5
Non-Hispanic 11,288 56
Unknown ethnicity 7,956 39

Marital status
Currently married 11,231 55
Not currently married 7,808 38
Unknown 1,247 6

Service era
Pre-Vietnam 2,580 13
Vietnam 12,604 62
Post-Vietnam 5,102 25

Census division
East North Central 1,994 10
West North Central 1,110 5
Mountain 1,916 9
Pacific 3,213 16
West South Central 2,287 11
East South Central 1,283 6
Mid-Atlantic 2,659 13

a Percentages may not total to 100 because of rounding.
b Possible scores range from 0 to 37, with higher scores indicating greater medical comorbidity.

Characteristic N %a

New England 1,235 6
South Atlantic 4,587 23

Population density of primary 
residence

Urban 10,104 50
Urban fringe 6,046 30
Rural 3,938 20

Cost sharing
Copayment for services 2,425 12
No copayment for services 17,270 85
Other cost-sharing agreement 591 3

Service-connected disability
None 8,047 40
≤20% 4,108 20
30%–40% 2,687 13
50%–60% 2,117 10
≥70% 3,327 16

Prisoner of war (POW) status
Former POW 426 2
Not a POW 11,377 56
Unknown 8,483 42

Miles to nearest VA facility 
(quartiles)

≤9.34 miles 5,049 25
>9.34 and ≤24.92 5,043 25
>24.92 and ≤55.96 5,045 25
>55.96 5,046 25

Charlson Comorbidity Index score 
(M±SD)b .44±.9

Age (M±SD years) 55.2±14.1



who had any antidepressants in the
prior year, 9% (N=20,284) met inclu-
sion criteria. Of these 20,284 veter-
ans, 4,336 received a PTSD diagnosis
in a PTSD specialty clinic, 11,169 in a
mental health clinic, and 4,779 in a
general medical clinic.

Of these 20,284 veterans, 50% (N=
10,127) were prescribed a psy-
chotropic medication, and 39% (N=
7,980) received some counseling. Six-
ty-four percent (N=13,028) received
some treatment—either medication
or counseling. About half of the vet-
erans prescribed medication (54%,
N=5,487) received at least four one-
month supplies. Only 24% (N=1,909)
of those who received any counseling
had at least eight counseling sessions.
In all, 33% (N=6,616) of those who
received a diagnosis of PTSD re-
ceived a minimally adequate treat-
ment trial in the subsequent six
months. The low rates were not relat-
ed to large numbers of new users en-
tering the VA system, because differ-
ences in outcome measures between
new and established VA users were
not significant.

Of veterans who received any med-
ication, 80% (N=8,093) received anti-
depressants, 15% (N=1,526) antipsy-
chotics, 19% (N=1,894) mood stabi-
lizers, 23% (N=2,301) hypnotics or

benzodiazepines, and <1% (N=31)
stimulants. Veterans prescribed anti-
depressants were most likely to re-
ceive medication for at least four
months (44%, N=3,571), and those
prescribed antipsychotics were least
likely to receive a four-month supply
(25%, N=387) (χ2=185.8, df=1, p<
.001). The mean±SD number of
counseling appointments among
those who received any counseling
was 5.7±7.3.

Table 2 shows differences in mental
health treatment according to the
treatment sector in which veterans
received a PTSD diagnosis, after ad-
justment for all other predictors of
mental health service use. Differ-
ences across sectors were most evi-
dent for initiation of specific types of
treatment. For example, the odds of
receiving counseling services were
highest for veterans given a diagnosis
in a PTSD program, and the odds of
receiving pharmacotherapy were
highest for those given the diagnosis
in a mental health clinic. Similarly,
the odds of receiving at least eight
counseling sessions were better for
those initially seen in a PTSD clinic.
In contrast, the odds of receiving at
least four 30-day supplies of antide-
pressants did not differ by type of in-
dex clinic.

The importance of follow-up visits
of any type was demonstrated by the
fact that the odds of receiving four or
more 30-day supplies of psychotropic
medications increased as the number
of follow-up visits increased (χ2=
4,418.9, df=4, p<.001). More specifi-
cally, among the 5,487 veterans who
received at least four 30-day supplies
of psychotropic medications, 42%
(N=2,277) had five or more follow-up
visits, compared with only 26% (N=
1,227) of the 4,640 veterans who re-
ceived less medication and only 11%
(N=1,137) of the 10,157 veterans who
received none. [A table presenting
odds ratios and rate ratios for the co-
variates is available as an online sup-
plement to this article at ps.psychiat
ryonline.org.]

Given the limitations of our admin-
istrative data, we could not ascertain
from which type of clinic prescrip-
tions were given. We could, however,
compare index clinic types according
to the distribution of PTSD-related
visits after the index visits. Distribu-
tion of these visits differed by index
clinic type (χ2=19,158.9, df=4,
p<.001). For veterans who received
an initial diagnosis in a PTSD clinic,
more of their follow-up visits were to
PTSD clinics (N=19,647, 76%) than
to mental health clinics (N=4,141,
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Predictors of treatment received by veterans in the six months after an initial diagnosis of posttraumatic stress disorder
(PTSD), by treatment sector in which the diagnosis was received

Mental Unadjusted proportion of veteransa

PTSD clinic PTSD clinic health clinic
versus mental versus general versus general Mental General
health clinic medical clinic medical clinic PTSD health medical

clinic clinic clinic
Treatment variable ORb 95% CI ORb 95% CI ORb 95% CI (N=4,336) (N=11,169) (N=4,779)

Initiation of any treatment 1.15 .95–1.38 1.71∗ 1.45–2.01 1.49∗ 1.31–1.69 .73 .69 .62
Any psychotropic prescription .78∗ .68–.90 .98 .87–1.11 1.25∗ 1.13–1.38 .5 .55 .51
Any antidepressant prescription .82∗ .71–.94 .97 .85–1.10 1.18∗ 1.07–1.30 .4 .44 .4
Any counseling 1.57∗ 1.32–1.86 2.21∗ 1.89–2.60 1.41∗ 1.26–1.58 .53 .41 .33
At least four 30-day supplies 

of any psychotropic .83∗ .73–.94 .90 .78–1.03 1.08 .97–1.20 .52 .56 .54
Four 30-day supplies of an

antidepressant .93 .81–1.07 1.01 .88–1.17 1.09 .97–1.23 .43 .45 .43
At least 8 counseling sessions 1.47∗ 1.25–1.73 2.28∗ 1.87–2.77 1.54∗ 1.28–1.86 .28 .21 .14
Number of PTSD-related visitsc 1.40∗ 1.26–1.55 1.91∗ 1.70–2.16 1.37∗ 1.25–1.50 4.79 3.31 2.45

a Unadjusted proportion of veterans receiving treatment, except for number of PTSD-related visits, which is the mean number of visits per veteran. Pro-
portions and number of visits are unadjusted except for clustering by facility (using generalized estimating equations). Because these values are pro-
vided for comparative purposes only, significant differences in unadjusted values are not indicated.

b All odds ratios reflect adjusted values.
c Values are rate ratios.
∗p<.01 for difference between clinics



16%) or primary care clinics (N=
1,027, 4%). Follow-up visits for those
who received a diagnosis in a mental
health clinic were more likely to be to
mental health clinics (N=25,200,
58%) than to PTSD clinics
(N=13,243, 31%) or primary care
clinics (N=3,167, 7%). In contrast,
follow-up visits of those who received
a diagnosis in a primary care clinic
were more likely to be to other sec-
tors—most often to mental health
clinics (N=5,407, 40%), followed by
PTSD clinics (N=4,315, 32%) and
primary care clinics (N=3,247, 24%).
(Percentages of follow-up visits do
not add to 100 because some visits oc-
curred outside of the three treatment
sectors.)

We also examined how many of the
PTSD-related follow-up visits were
for counseling and whether the odds
of follow-up visits for counseling were
similar for the three treatment sec-
tors. For veterans given a diagnosis in
a PTSD clinic, 69% (N=13,626) of all
follow-up visits to PTSD clinics were
for counseling compared with 38% of
follow-up visits to mental health clin-
ics (N=1,580) and 24% of visits to pri-
mary care (N=244) (χ2=10,700, df=4,
p<.001). For those given a diagnosis
in a mental health clinic, 45% of all
follow-up visits in mental health clin-
ics were for counseling (N=11,267)
compared with 69% of their visits to
PTSD clinics (N=9,089) and 23% of
visits to primary care clinics (N=739).
Finally, for those who received a diag-
nosis in a primary care clinic, 35% of
subsequent primary care visits were
for counseling (N=1,121) compared
with 60% of visits to PTSD clinics
(N=2,576) and 35% of visits to mental
health clinics (N=1,897).

Discussion
Of veterans who were given a diagno-
sis of PTSD, only about two-thirds re-
ceived some VA mental health care in
the six months after the diagnosis.
Only about half of those who received
any mental health care received a
minimally adequate treatment trial.
These rates are similar to those re-
ported for depression treatment in
other populations (4,5).

Consistent with findings in non-
VA settings, receipt of a PTSD diag-
nosis in a mental health clinic con-

ferred some advantage in treatment
initiation and receipt of minimally
adequate treatment compared with
receipt of a PTSD diagnosis in a gen-
eral medical clinic. Receipt of a diag-
nosis in a PTSD clinic compared
with a general medical clinic con-
ferred even greater advantage in
terms of subsequent appointment
frequency and provision of counsel-
ing. In part, this may be attributable
to greater expertise among providers
in specialty PTSD programs in en-
gaging patients with PTSD in treat-
ment and providing appropriate
counseling services. Alternatively, it
may reflect differential odds of being
referred to another treatment sector:
those who received a diagnosis in a
PTSD clinic were less likely than
those who received a diagnosis else-
where to be seen for follow-up in the
other two treatment sectors. From
this perspective, the lower likelihood
of treatment initiation among veter-
ans who received a PTSD diagnosis
in primary care may reflect problems
in the referral process or a lack of ac-
cess to specialty PTSD clinics. Dur-
ing the sampling frame of this study,
PTSD programs were concentrated
in urban areas (2), whereas primary
care clinics had already been estab-
lished in rural areas as community-
based outpatient clinics. Recent ef-
forts to integrate mental health
providers into primary care clinics
might address this problem. These
findings also suggest that recent ini-
tiatives to have general medical
providers in community-based clin-
ics treat PTSD should be monitored
closely to ensure treatment out-
comes comparable to those in men-
tal health clinics.

Despite these differences, it should
be noted that the observed variation
in the odds of treatment receipt
across the three treatment sectors, al-
though significant, was not large. For
example, only an additional 7% of the
veterans who received a diagnosis in a
primary care clinic would have initiat-
ed some mental health treatment had
they received a diagnosis in a mental
health clinic during the sampling pe-
riod. On the other hand, although this
difference is fairly small given the size
of the overall population, the cumula-
tive effect of small differences over

time may contribute to the increasing
number of veterans who receive VA
disability benefits based on service
connection for PTSD.

This study had several limitations.
Because we used administrative data,
we could not assess whether selec-
tion bias across treatment sectors ex-
plained our findings. For example,
veterans who were willing to be seen
by a mental health specialist for an
initial diagnostic evaluation may be
more accepting of their diagnosis and
more willing to accept treatment rec-
ommendations. In addition, we do
not know whether a veteran who was
given a diagnosis in one sector re-
ceived any or all of his or her med-
ication from that sector because we
could not ascertain in which clinic
prescriptions were written. More de-
tailed information will be required to
determine whether observed differ-
ences in treatment reflect differ-
ences in treatment quality or prob-
lems in the referral process. Use of
administrative data also limited our
ability to confirm whether veterans
with a diagnosis of PTSD actually
had PTSD or to determine whether
those without a diagnosis of PTSD
should have had one. Similarly, we do
not know how many received non-VA
mental health treatment. Finally, we
do not know whether prescribed
medications were offered for condi-
tions other than PTSD, such as
chronic pain; however, there is no
reason to assume that nonpsychiatric
use of these drugs would differ across
index clinic types.

Conclusions
Approximately one-third of veterans
given a diagnosis of PTSD in the VA
health system received a minimally
adequate treatment trial in the six
months after diagnosis. Given the
role of treatment nonadherence in
the development and maintenance
of chronic mental illness (10), more
needs to be done to engage veterans
with PTSD to stay in treatment.
Treatment by mental health special-
ists, particularly PTSD specialists,
increased the odds of treatment ini-
tiation and the frequency of appoint-
ments, suggesting that expansion of
these specialized services may be re-
quired to better address this popula-
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tion’s mental health needs. Addition-
al research should examine the rela-
tionship between the quality of care
and treatment adherence in this
population.
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