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Objective: Veterans with posttraumatic stress disorder (PTSD) are fre-
quently prescribed psychiatric medications that are currently not sup-
ported by a guideline developed by the U.S. Department of Veterans
Affairs and the U.S. Department of Defense. To better understand this
practice, this study examined prescribing frequencies for three classes of
psychiatric medications and the proportion of prescribing attributable to
various provider types. Methods: This cross-sectional study analyzed fis-
cal year 2009 electronic pharmacy data from the Veterans Health Ad-
ministration (VHA) for 356,958 veterans with PTSD who were receiving
medications from VHA prescribers. Veterans had at least one VHA en-
counter with a diagnostic code of PTSD and evidence of continuous
medication use. Medications of interest were selective serotonin—
norepinephrine reuptake inhibitors (SSRI/SNRIs), second-generation
antipsychotic medications, and benzodiazepines. Analyses described the
proportion of prescribing attributable to mental health care providers
and primary care providers for each medication class. Results: In 2009,
among all veterans with PTSD who had continuous VA medication use,
65.7% were prescribed SSRI/SNRIs, and 70.2% of this prescribing was
attributable to mental health care providers. Second-generation anti-
psychotics were prescribed for 25.6% of these veterans, and 80.2% of the
prescribing was attributable to mental health care providers. Benzo-
diazepines were prescribed for 37.0% of the sample, and 68.8% of
the prescribing was attributable to mental health care providers.
Conclusions: The findings indicate that veterans with PTSD were fre-
quently prescribed medications not supported by existing guidelines.
Most of these prescriptions were written by mental health care providers.
Interventions to align prescribing with PTSD treatment guidelines
should emphasize provider type. (Psychiatric Services 64:142-148, 2013;
doi: 10.1176/appi.ps.201200217)
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aring for veterans with post-
C traumatic  stress  disorder

(PTSD) is one of the greatest
challenges facing the Veterans Health
Administration (VHA). Fortunate-
ly, several agencies have provided
evidence-based treatment guidelines
to improve PTSD care that emphasize
the first-line treatments of serotonin
reuptake-inhibiting agents, generally
discourage the use of benzodiaze-
pines, and marginally support the
use of second-generation antipsy-
chotics in certain situations on the
basis of limited available evidence (1—
6). Yet notwithstanding the efforts to
disseminate these guidelines, current
VHA prescribing rates of medications
without strong guideline support re-
main high (7.8).

As a recognized leader in the
delivery of high-quality care, the
VHA is ideally positioned to improve
the management of PTSD, but im-
portant questions remain. For exam-
ple, there is great variation in the
prescribing of benzodiazepines across
the VHA (9). It is possible that such
variation reflects the complexity of
PTSD cases in the veteran population.
For example, insomnia is the most
common symptom reported by veter-
ans with PTSD, and anxiety symp-
toms often co-occur, both of which
are very responsive to benzodiaze-
pines (10). Historically, PTSD treat-
ment in the VA relied heavily on the
use of benzodiazepines, and at one
point diazepam was the top-selling
psychotropic medication worldwide
(11). Some studies even suggest that
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tapering benzodiazepines can be
problematic; tapering alprazolam for
eight combat veterans with PTSD
who were chronic users of the drug
exacerbated their symptoms (12).
Because of these issues, it is possible
that differences in provider beliefs
about the effectiveness of benzodiaz-
epine treatment accounts for the wide
variation in prescribing of these med-
ications at VHA facilities (8,9). There-
fore, in order to change this practice,
the initial focus must be on identifying
and eliminating the key sources of
variation.

There are two main practice set-
tings in which medications for PTSD
are commonly prescribed—primary
care and mental health care. In the-
ory, primary care providers could
be driving the use of benzodiaze-
pine prescribing for PTSD. First, all
veterans enrolled in VHA care enter
through the primary care gateway,
whereas only 30%-70% of veterans
see a mental health provider. Veter-
ans may be treated in primary care
because their mental disorder is un-
complicated, falling within the scope
of primary care. Alternatively, the
treatment setting may reflect an
individual’s refusal to accept a mental
health referral (13). Because a growing
percentage of VHA mental health
treatment is taking place in primary
care settings, we must consider the
possibility that primary care physi-
cians are responsible for most of the
benzodiazepine prescriptions, either
for non—-mental health complaints (for
example, restless legs, medical proce-
dures, and sleep disorders) or for
mental health problems. Second,
given the broad scope of primary
care, it may not be reasonable to ex-
pect these clinicians to be familiar
with the clinical practice guideline
for PTSD developed by the U.S.
Department of Veterans Affairs (VA)
and the U.S. Department of Defense
(DoD) (5). In contrast, mental health
clinicians should be highly knowl-
edgeable regarding the PTSD prac-
tice guideline and, therefore, less
likely to prescribe benzodiazepines.

The degree of variation in psychi-
atric medication use between VHA
facilities has also been raised as
a concern. The current VHA system
comprises roughly 140 main medical

centers and close to 900 community-
based clinics, and several studies have
demonstrated a large degree of
facility-level variation (9,14,15). Un-
fortunately, we do not understand
how the behavior of mental health
clinicians contributes to such facility
variation in prescribing practices.
Thus, as part of a larger initiative
aimed to assess guideline-concordant
care of veterans with PTSD, we
conducted this study of fiscal year
(FY) 2009 data with the primary aim
of identifying prescribing frequencies
attributable to various provider types.
We hypothesized that primary care
providers would constitute a major
proportion of the prescribing of non—
guideline-supported medications to
veterans with PTSD. To provide
context for interpreting the rates of
non-guideline-based therapies, we
also evaluated the associations be-
tween provider type and selective
serotonin—norepinephrine reuptake
inhibitors (SSRI/SNRIs) and second-
generation antipsychotics. Further an-
alyses examined variation across VHA
facilities in overall prescribing fre-
quency and variation attributed to pro-
vider types for these medications.

Methods

Study design and data sources

A cross-sectional study was conducted
using national VHA pharmacy and
clinical administrative data for FY
2009 obtained from the Austin In-
formation Technology Center. Data
sources were linked by using unique
identifiers to combine prescription
drug utilization from inpatient and
outpatient encounters. The Decision
Support System identified the medi-
cations, dose, days’” supply, and dates
filled. The Outpatient Care Files and
Inpatient Treatment Files identified
demographic variables of interest (for
example, age, sex, area of residence,
and period of service) and psychiatric
comorbidities of interest. Each of
these data sources has been exten-
sively studied (1,2,4,7,11).

Patient population

The study population of interest was
veterans with PTSD who were regular
users of any VHA-prescribed medi-
cations provided in FY 2009. To start,
veterans with at least one inpatient or
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outpatient encounter-based diagnosis
of PTSD were identified by using the
ICD-9 code 309.81. This algorithm
has been used in prior research exam-
ining PTSD, and the miscoding event
rate has been shown to be infrequent
(<4%) (4,11,16-18). Next, regular
VHA medication use was identified
during FY 2009. This was defined by
an outpatient medication refill pattern
in which the days” supply periods
spanned at least 240 days of 365 days
available in the fiscal year (19). This
criterion excluded patients who were
intermittent users of VHA pharmacy
services or who were not receiving
pharmacotherapy.

Data elements and outcomes

The primary intentions were to iden-
tify the proportion of prescribing for
each class of medication that was at-
tributable to mental health care and
primary care clinicians and to describe
variation in prescribing frequency at
the facility level for all medication users
and among the subgroup accessing
mental health care.

Variable definitions

Medication use. The study examined
use of three medication classes. The
classes were chosen to represent the
spectrum of level-of-evidence ratings
as specified in the VA-DoD clinical
practice guideline for PTSD (5). The
first class included the SSRI/SNRIs,
which have a level A rating, indicating
that clinicians should provide these
medications to eligible veterans with
PTSD. The second medication class
was the second-generation antipsy-
chotics. These medications have been
judged to have insufficient evidence
for recommendation (level I) when
used as monotherapy or as adjunctive
therapy. The most recent exception
according to the 2010 VA-DoD guide-
lines is risperidone, which has re-
ceived a recommendation against
routine use as an adjunctive medi-
cation for PTSD (level D rating).
The third medication class included
benzodiazepines, which have also
received a level D rating. [A table
listing the individual medications in
each class is included in an online data
supplement to this article.] Medica-
tion use was based on the presence of
at least one outpatient prescription fill
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during FY 2009 for any quantity, days’
supply, or dosage for the three drug
classes.

Provider type and facility. Provider
types were identified by using the
prescription drug files and catego-
rized as psychiatrists and other mental
health prescribers, primary care clini-
cians, and other prescribers. Other
prescribers were defined as nonphy-
sician prescribers (for example, ad-
vance practice nurse practitioners and
physician assistants) credentialed to
prescribe as mental health providers.
All other credentialed prescriber types
not defined in the above categories
were defined as other prescribers (for
example, nonpsychiatric subspecialty
providers). When within-class pre-
scriptions had more than one pro-
vider type, provider type was assigned
to the most frequent prescriber type
for that class. In facility-level analy-
ses, each patient was assigned to one
of the 137 VHA main facilities that
accounted for the greatest number
of PTSD encounters during FY 2009.

Comorbid mental health condi-
tions. Using a strategy similar to that
for identifying PTSD, we also sought
to highlight the prevalence rates of
several other comorbid psychiatric
disorders in the sample, recognizing
that for many of these comorbid
disorders the U.S. Food and Drug
Administration has approved use of
medications that have a level D rating
in the PTSD guidelines. The ICD-9
codes used to identify these disorders
have been described elsewhere (20).

Analyses

Descriptive statistics were used to
examine the demographic and clinical
characteristics of the study sample.
The goals of the primary analysis were
to report the prescribing frequency
for three target medication classes
(SSRI/SNRISs, second-generation anti-
psychotics, and benzodiazepines) and
then to report the proportion ac-
counted for by mental health special-
ists versus other types of providers. In
addition to reporting our findings for
the main study sample, we included
several sensitivity analyses to examine
the stability of our findings using
different methodological approaches.
These included restricting the analysis
to patients who accessed mental health
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specialty care, applying two alternate
case definitions for identifying patients
with PTSD, requiring at least 90 days
of medication use to define exposure,
and applying an identical methodology
to a different fiscal year (FY 2006).

Access to mental health specialty
care was defined as receiving a pre-
scription for any medication from
a mental health provider. This sub-
group specifically identifies patients
who received medications from both
primary care and mental health pre-
scribers. Therefore, analysis of data
from this subgroup assessed the shift
in prescribing rates by provider type
once patients had access to mental
health prescribers. Alternative PTSD-
coding algorithms were examined in
order to assess any impact on pre-
scribing rates related to the different
methods of identifying PTSD. The
first algorithm identified PTSD codes
only when they were listed in either
the primary or secondary coding posi-
tion for at least one inpatient encounter
or at least two outpatient encounters.
The second algorithm limited the co-
hort to PTSD codes for any inpatient
or outpatient encounter when PTSD
was in the primary coding position only.

The final goal of the analysis was to
evaluate the degree of variation across
VHA facilities in prescribing frequen-
cies and in the proportion of pre-
scribing attributable to mental health
specialists. Facility-level frequencies
for both of these variables were de-
termined for each of 137 VHA facil-
ities, and variation was characterized
in box plots using median and inter-
quartile ranges (IQR).

Results

As a result of our cohort selection
process, 356,958 veterans with PTSD
were identified who also received
regular VHA medication prescriptions
in FY 2009. The average age of the
study sample was 57.4 years, and most
veterans in the sample were white
males who had served during the
Vietnam era (65.0%). Table 1 presents
data on other demographic and clinical
characteristics of the sample.

Rates of use by provider type

Table 2 presents data on prescribing
frequencies and provider types. In the
primary analysis of the FY 2009

sample of 356,958 patients, 65.7%
received a prescription for an SSRI/
SNRI, 37.0% received a benzodiaze-
pine prescription, and 25.6% received
a prescription for a second-generation
antipsychotic. Mental health clinicians
accounted for a majority of prescrib-
ing across all three medication classes,
70.0% for SSRI/SNRIs, 79.7% for
second-generation antipsychotics, and
68.8% for benzodiazepines.

Sensitivity analyses

Table 2 also presents results of the
sensitivity analyses. The first analysis
required at least 90 days of medica-
tion exposure (the primary analysis
looked at use of any duration). Overall
prescribing frequencies diminished as
a result of the more restrictive defini-
tion. The proportion of prescriptions
by mental health providers was rela-
tively unchanged for SSRI/SNRIs
(70.2% versus 70.0% in the primary
analysis) and second-generation anti-
psychotics (80.2% versus 79.7%) but
was somewhat increased for benzo-
diazepines (72.7% versus 68.8%).

The second sensitivity analysis fo-
cused on the subgroup of patients
accessing mental health specialty
care (N=259,495), which repre-
sented 72.7% of the overall sample.
The demographic and clinical char-
acteristics of this subgroup were
similar to those of the overall group,
except the subgroup tended to be
younger and from a post-Vietnam
era, to be female, and to come from
urban areas (data not shown). In
addition, this subgroup had slightly
higher rates of comorbid psychiatric
disorders. Compared with the over-
all sample, prescribing for this sub-
group shifted toward prescribing
by mental health providers: SSRI/
SNRIs, 84.1%; second-generation
antipsychotics, 87.4%; and benzodi-
azepines, 80.4% (Table 2).

Use of alternative PTSD diagnostic
coding algorithms had little impact
on our findings (Table 2). Finally,
prescribing frequencies for second-
generation antipsychotics and benzo-
diazepines were slightly higher in
FY 2006 than in FY 2009. The data
suggest that the prescribing fre-
quencies for these medications de-
clined because a lower proportion
of the prescribing was done by mental
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health providers, whereas the propor-
tion done by primary care providers
increased slightly (Table 2). In com-
parison, rates of SSRI/SNRI prescrib-
ing remained relatively flat between FY
2006 and FY 2009.

Facility variation

The final objective was to examine
variation in prescribing frequency and
proportion attributable to mental
health providers across VHA facilities
(Figure 1). The median facility-level
prescribing frequency for SSRI/
SNRIs was 66.1%. The 25th percen-
tile of SSRI/SNRI prescribing was
61.9%, and the 75th percentile was
69.0%, yielding an IQR of 7.1%. The
degree of variation as expressed by
IQR was slightly more for second-
generation antipsychotics (IQR=7.9%)
and was highest for benzodiazepines
(IQR=10.1%). Figure 1 also shows
the variability in the proportion of
prescribing accounted by mental
health providers. The overall degree
of variability was wide; mental health
prescribers accounted for <40% of
prescribing in some facilities but more
than 90% in others.

Discussion
Our primary objective was to identify
the prescribing frequencies for three
classes of medications rated in the
VA-DoD PTSD guideline and the
proportions attributable to various pro-
vider types. Our primary finding sug-
gests that non—guideline-recommended
treatments (for example, benzodiaze-
pines) are frequently prescribed by
mental health clinicians for veterans
with PTSD. This finding is contrary to
our hypothesis and suggests that pre-
scribing by mental health care special-
ists contributes considerably to the
misalignment between guideline-
based care and actual practice. The
level of variation between facilities
among all medication users was mod-
est for the three classes of medica-
tions. However, when the analysis
examined facility-level variation in
prescriptions from a mental health
care specialist, greater variability across
each of the classes was found; the
greatest variation occurred for SSRI/
SNRI medications.

These findings represent a unique
set of analyses of VHA pharmacy data

Table 1

Characteristics of veterans with posttraumatic stress disorder who regularly
received medications from Veterans Health Administration providers in

fiscal year 2009
Characteristic N %
Age (M=SD) 57.4=*12.1
Women 25,398 7.1
Service era
Pre-Vietnam 27,534 7.7
Vietnam 231,879 65.0
Post-Vietnam 97,545 27.3
Residence
Urban 251,565 70.5
Large rural town 48,402 13.6
Small rural town 28,935 8.1
Isolated rural town 23,746 6.7
Missing 4,310 1.2
Comorbid disorder
Any psychotic disorder 50,535 14.2
Schizophrenia or schizoaffective disorder 10,672 3.0
Bipolar disorder 32,825 9.2
Major depression with psychosis 5,616 1.6
Not otherwise specified 8,435 2.4
Any anxiety disorder 31,140 8.7
Panic disorder 15,125 42
Generalized anxiety disorder 15,288 4.3
Obsessive-compulsive 3,083 9
Social phobia 1,094 3
Depressive disorder (nonpsychotic) 179,954 50.4
Traumatic brain injury 10,911 3.1
Alcohol use disorder 61,917 17.4
Drug use disorder 39,625 11.0

and provide a novel perspective on
prescribing practices among VHA
clinicians, particularly with regard to
adherence to guideline-based phar-
macotherapy for PTSD. There are
limits to what one can infer from ar-
chival data such as these, but our
findings raise a number of questions
about why current prescribing guide-
lines are inconsistently adopted by
mental health clinicians. How well are
clinicians familiar with these guide-
lines? Are clinicians familiar with the
guidelines but disregarding them
because they are not convinced by
the scientific evidence? Do clinicians
consider the guidelines inapplicable
to the psychiatric patients under their
care, many of whom have complex
illness profiles with high rates of
comorbidity? Although each of these
scenarios may apply, other research
on the alignment between guidelines
and practice patterns has identified
clinicians’ lack of awareness of guide-
lines as one of the most common
barriers to best pharmacotherapeutic
practices (21).
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To place our findings in context,
others have demonstrated treatment
variability by provider type outside
the VA. In a study by Weisberg and
colleagues (22), 539 primary care
patients with an anxiety disorder were
interviewed to determine differences
in prescribing rates of SSRI/SNRIs
and benzodiazepines by provider
type. Among patients with an anxiety
disorder who received medication,
mental health and primary care clini-
cians tended to prescribe SSRI/
SNRIs at similar rates. In contrast,
benzodiazepine prescribing was twice
as high among patients who accessed
specialty mental health care (45%)
than among those who accessed treat-
ment in primary care (24%). Although
our study is not directly comparable,
our findings are generally consistent
in that mental health clinicians in our
study prescribed benzodiazepines
for patients with PTSD at approxi-
mately twice the rate of primary care
providers.

We also found differences in the
level of variation between facilities for
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Table 2

Prescribing frequencies (percentages) for three classes of medications for veterans with PTSD, by provider type

Sensitivity analyses

Diagnostic
Receipt of Care from a coding algorithm?
=90 days’ mental health Fiscal
Medication class Primary samgle supply provider Algorithm 1 Algorithm 2 year 2006
and provider type® (N=356,958) (N=356.958)  (N=259495)°  (N=287,677)  (N=279,147)  (N=246809)
SSRI/SNRIs 65.7 60.4 75.2 69.0 69.6 65.7
Mental health providers ~ 70.0 70.2 84.1 72.9 74.1 68.9
Primary care and other
providers 30.0 29.8 15.9 27.1 25.9 31.1
Second-generation
antipsychotics 25.6 21.7 32.1 27.6 27.3 28.5
Mental health providers 79.7 80.2 87.4 80.8 81.4 77.0
Primary care and other
providers 20.3 19.8 12.6 19.2 18.6 23.0
Benzodiazepines 37.0 29.8 43.6 39.2 39.1 38.4
Mental health providers 68.8 72.7 80.4 71.9 73.2 67.8
Primary care and other
providers 31.2 27.3 19.6 28.1 26.8 32.2

* SSRI/SNRISs, selective serotonin—norepinephrine reuptake inhibitors. Other providers were nonphysician prescribers (for example, advance practice
nurse practitioners and physician assistants) credentialed to prescribe as mental health providers.

b Veterans with posttraumatic stress disorder (PTSD) who were receiving medications from any Veterans Health Administration (VHA) prescriber in
fiscal year 2009

¢ Subgroup receiving at least one prescription for any medication from a VHA mental health provider

4 Algorithm 1, at least one inpatient or two or more outpatient encounters with PTSD as either a primary or secondary diagnosis. Algorithm 2, any
inpatient or outpatient encounter with PTSD coded as the primary diagnosis

all medication users and for those who
received prescriptions from mental
health providers. We recognize that
this is not a new discovery; previous

research has found that benzodiaze-
pine prescribing for veterans with
depression varied across facilities (8).
However, our findings deepen un-

Figure 1

Prescribing frequencies for three medication classes for veterans with
posttraumatic stress disorder (N=356,958) and percentage attributable to
mental health providers®

100 (81.4)
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Percentage

Overall prescribing frequency Percentage of prescriptions attributed

to mental health clinicians

Frequencies at 137 VHA main facilities in fiscal year 2009. SNRI, selective serotonin-norepinephrine
reuptake inhibitors; SGA, second-generation antipsychotics; BZDs, benzodiazepines. Values in
parentheses are medians. The depth of each box indicates the 75th (top of box) and 25th
(bottom) percentile, and the lines extending from the boxes indicate the minimum and maximum
of the range.

derstanding in regard to the main
prescribing source. From a national
perspective, most veterans with PTSD
who received treatment in a VHA
facility received at least one prescrip-
tion from a mental health provider
(median 73.1%); however, rates of
prescribing by mental health pro-
viders in some facilities were as low
as 44%. Examining the variation across
facilities allowed us to determine the
proportion of variation attributable to
mental health care providers. We
found facility-level variation in the
proportion of prescriptions from these
practitioners for all three classes of
medications (Figure 1). This finding is
novel and deserves further investiga-
tion, especially to determine whether
the variation reflects lack of knowl-
edge of evidence-based pharmaco-
therapy for PTSD.

As systems place more emphasis on
standardizing practices based on clin-
ical guidelines, balancing the desire to
achieve symptomatic relief while fol-
lowing the guidelines has never been
more challenging for clinicians. It is
a difficult task to accurately determine
whether the benefit of a benzodiazepine
will outweigh the risk of polypharmacy
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or abuse potential. Many mental
health providers “inherit” patients
who previously received benzodiaze-
pines from other clinicians, creating
an immediate tension as the clinician
seeks to balance individual patient
factors with the need to provide
guideline-supported care. In our study
65% of veterans receiving mental
health care for PTSD had served in
Vietnam, and many of these veterans
were started on benzodiazepines by
non-VHA physicians or were started
before the development of practice
guidelines recommending against
benzodiazepine pharmacotherapy for
PTSD. Once these medications are
started, it is difficult to terminate
them (23). Fortunately, the results of
randomized controlled trials can guide
clinicians in regard to safe and effec-
tive benzodiazepine tapering for chronic
users (23,24).

Competing indications for benzo-
diazepines among veterans with
PTSD may also justify prescription.
In addition, benzodiazepines are
sometimes used as bridge therapy
for symptomatic relief when a patient
is started on SSRI/SNRIs, which can
initially worsen symptoms of anxiety.
Nonetheless, we did not find rates of
comorbidity sufficient to justify the
magnitude of benzodiazepine pre-
scribing for these patients, especially
in light of the weight of evidence of
contraindications. We recognize that
setting a goal of zero benzodiazepine
use seems unreasonable because many
patients with PTSD have used benzo-
diazepines for long periods without
evidence of harm and possibly with
some benefit for co-occurring symp-
toms or disorders. Our findings, how-
ever, clearly indicate that further work
is needed to determine whether the
high rates of benzodiazepine pre-
scribing reflect a difficult and complex
patient profile or a failure to effec-
tively disseminate current practice
guidelines that recommend against
prescribing benzodiazepines for PTSD.

Several limitations in this study
require comment. Our results are
somewhat different from those of
a recent study by Jain and colleagues
(25). These authors analyzed survey
responses of 482 veterans with PTSD
and concluded that prescribing prac-
tice may have been in concordance

with existing guidelines when their

analysis accounted for the presence of

comorbid psychiatric disorders with
potential indications for benzodiaze-
pines. However, these authors also
noted that a number of patients re-
ceived benzodiazepines before first-
line pharmacotherapy had been
prescribed. Ultimately, our data could
not differentiate between patients
with varying degrees of symptom
severity. Clinicians in mental health
settings are more likely to be re-
sponsible for the treatment of veter-
ans with a greater burden of PTSD
symptoms and complex comorbid con-
ditions, which are important factors to
consider in evaluating our findings.

Some of the patients in the sub-
group that received prescriptions
from a mental health provider may
have had only minimal contact with
the mental health provider, who pre-
scribed refills for medications pre-
viously prescribed for nonpsychiatric
indications in order to see the patients
through to their next primary care
visit. A primary care provider may
have been providing a similar service
to another patient subgroup. Primary
care providers may triage veterans
with PTSD to mental health care
settings at higher rates than veterans
with depression or generalized anxiety
disorder—disorders with which pri-
mary care providers have more expe-
rience. Primary care providers’ greater
experience in managing depression
compared with PTSD is likely to
affect referral patterns and prescrib-
ing differences.

The methods used to identify
PTSD may also be subject to in-
terpretation. We identified PTSD
codes in administrative data that
represented either the primary di-
agnosis or a secondary diagnosis. For
example, a condition such as panic
disorder may have been the primary
diagnosis, with PTSD as the second-
ary diagnosis (or comorbid condi-
tion). In such situations, use of a
benzodiazepine would have been
appropriate. This limitation affects
our ability to interpret the appropri-
ateness of a given therapy. Finally,
the sample represents an older, male
veteran population that may not be
representative of other populations.
This research explicitly addresses a
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previously unanswered—and recently
highlighted—question regarding the
influence of clinician type on benzo-
diazepine prescribing (26).

Implementing evidence-based treat-
ments in everyday practice remains
challenging. According to Corrigan
and colleagues (27), many factors
contribute to the failure to achieve
this goal, including service providers’
attitudes, lack of organizational lead-
ership, and insufficient resources
dedicated to practitioner education
and clinical staff development. Al-
though our study cannot offer insights
into which factor is most responsible,
it emphasizes the need for research to
identify the clinical and system factors
that differentially influence provider
behavior with respect to prescribing
benzodiazepines.

Conclusions

In this study of veterans with PTSD
who were receiving medications pre-
scribed by VHA clinicians, 37.0% re-
ceived a benzodiazepine. In a subgroup
of those who accessed care in VHA
mental health settings, 43.6% received
a benzodiazepine. These findings in-
dicate that non-guideline-supported
pharmacotherapy for veterans with
PTSD is frequently practiced. Further-
more, our data showed that mental
health clinicians provided alarger pro-
portion of these prescriptions than
other types of practitioners. We hope
that future research will lead to greater
understanding of these findings.
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