
LETTERS

Letters from readers are wel-
come. They will be published at
the editor’s discretion as space
permits and will be subject to ed-
iting. They should not exceed
500 words with no more than
three authors and five references
and should include the writer’s
e-mail address. Letters comment-
ing on material published in Psy-
chiatric Services, which will be
sent to the authors for possible
reply, should be sent to Howard
H. Goldman, M.D., Ph.D., Editor,
at psjournal@psych.org. Letters
reporting the results of research
should be submitted online for peer
review (mc.manuscriptcentral.com/
appi-ps).

High-Value Care for PTSD
In the January issue we reported on
a study in which veterans who re-
ceived treatment for posttraumatic
stress disorder (PTSD) in Veterans
Affairs (VA) residential rehabilitation
programs showed only small improve-
ments (1). In a commentary, Frueh (2)
claimed that veterans do not benefit
from PTSD treatment even though
most civilians do. He suggested that
disability pensions give veterans “a
powerful secondary-gain incentive to
remain symptomatic” and argued that
the VAmust choose between spending
on treatment or on disability pensions.
There are several inconsistencies

in Dr. Frueh’s argument. First, data
showing that civilians benefit from
PTSD treatment are from clinical
trials of trauma-focused psychothera-
pies, not residential milieu treatment.
Trauma-focused psychotherapies are
more efficacious than other PTSD
treatments. Veterans and civilians who
receive these psychotherapies can
improve substantially, even if they
do not recover fully. Over 60% of
1,888 veterans treated in a national
rollout of prolonged-exposure psycho-
therapy showed clinically significant
improvement (3). But most American
psychotherapists, in community and
government settings, do not regularly

use evidence-based psychotherapies
for PTSD. The VA is playing a leader-
ship role in disseminating such ther-
apies and has trained more than 6,000
providers in trauma-focused treat-
ments. But our best PTSD treatments
are still not as widely available to vet-
erans or civilians as they need to be.

A second misguided assumption is
that veterans living with PTSD may
require either treatment or a pension,
but not both. Frueh noted that about
45% of Iraq and Afghanistan veterans
have applied for VA disability bene-
fits, compared with 11% and 16%,
respectively, of World War II and
Vietnam veterans. But the 45% rate
represents pensions for all disabilities,
not just PTSD, and the comparison is
misleading. More importantly, a pen-
sion may not obviate the need for
treatment. A literature review showed
no empirical support for the assertion
that seeking compensation makes mil-
itary veterans or motor vehicle acci-
dent victims less likely to respond to
PTSD treatment (4). Studies of sup-
ported housing programs suggest that
there may be advantages to inte-
grating treatment and economic aid
rather than keeping them separate
processes. More innovative service
models that combine economic assis-
tance, evidence-based PTSD treat-
ment, and vocational support might
help more veterans with PTSD return
to higher functioning and greater in-
dependence.

Frueh is correct that the VA is ob-
ligated to provide high-value mental
health care, especially when treatment
needs are growing, health care costs
are rising, and federal budgets are
shrinking. A recent RAND evaluation
of care processes concluded that VA
mental health services for schizophre-
nia, bipolar disorder, PTSD, major
depression, and substance use disor-
ders “are usually as good as or better
than those delivered by private health
plans” (5). This is encouraging; how-
ever, ensuring value requires assessing
outcomes as well as processes and
costs. Unlike many other areas of med-
icine, standardized outcome measures
are still not widely used in mental

health care. More routinely assessing
PTSD treatment outcomes of veteran
and civilian patients can help us con-
tinue to innovate and ensure that trauma
survivors receive the high-value care
that they deserve.
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Increasing the Mental
Health Literacy of
Chinese Americans
To the Editor: Chinese Americans
represent one of the fastest-growing
ethnic groups in the United States.
In Chinese culture interdependence
is highly valued, and patients with
schizophrenia have reported experi-
encing discrimination from family
members, friends, and colleagues as
a result of their stigmatizing beliefs
(1). When Chinese-American immi-
grants are prescribed psychotropic
medications, most stop taking the
medications prematurely, which leads
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